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From Vital and Health Statistics of the National Center for Health Statistics

Number 131 ® March 27, 1987

Nursing Home Characteristics
Preliminary Data From the
1985 National Nursing Home Survey

by Genevieve Strahan, Division of Health Care Statistics

Introduction

The National Nursing Home Survey (NNHS) is a nation-
wide (excluding Alaska and Hawaii) sample survey of nursing
and related care homes, their residents, their discharges and
their staff conducted periodically by the National Center for
Health Statistics. Preliminary data on nursing home character-
istics from the 1985 NNHS are presented in this report. Be-
cause the estimates in this report are preliminary, they may
differ slightly from estimates published in future 1985 NNHS
reports due to further editing of the data. The 1985 NNHS is the
third in a series of periodic surveys conducted between August
1985 and January 1986. The first NNHS survey was conducted
between August 1973 and April 1974; the second survey was
conducted from May through December 1977. For convenience,
this report will use the terms “nursing and related care homes,”
“nursing homes,”” and “*facilities’ interchangeably.

The focus of this report is facility characteristics and wiil
include trend data about the characteristics of facilities from all
three surveys and national estimates on the following topics
from the 1985 survey:

® Facility characteristics (number of homes and beds by
ownership, certification, bed size, region, and affiliation).

¢  Utilization data (number of current residents, discharges,
admissions, admissions per bed, and occupancy rates).

s Employees (number and rates per 100 beds of full-time
equivalent employees by occupational category according
to selected facility characteristics).

e Nursing home per diem rates (data on basic amount
charged private pay patients by level of care and per diem
rates for medicare/medicaid patients by certification status
according to ownership and location of the facility).

Background

The foundation for the 1985 NNHS sampling frame was
the 1982 National Master Facility Inventory (NMFT) Survey.!
Facilities in the NMFI are homes with three beds or more and
with available nursing or personal care to the residents. Added
to this 1982 NMFI list of over 17,000 nursing and related care
homes were homes identified by the Agency Reporting System?
as having opened between the time of the 1982 NMFT Survey
and June 1, 1984 (the cutoff date for the sampling frame),
homes located by the 1982 Complement Survey,? and hospital-
based nursing facilities certified by the Health Care Financing
Administration. The final sampling frame consisted of about
20,500 nursing and related care homes in the conterminous
United States.

The 1985 NNHS is similar in scope to that of the 1977
survey that included nursing care homes, personal care homes
(with and without nursing), and domiciliary care homes. The
two later surveys represent a broadening in scope over that of
the 1973-74 survey, which excluded facilities providing only
personal care or domiciliary care. Because personal and domi-
ciliary care homes constitute such a small proportion of the
1977 and 1985 survevs. no special adjustments will be made
when comparing the three surveys.

The sample design* for the 1985 NNHS was a stratified
two-stage probability design. The first stage was the selection
of 1,220 facilities. The second stage allowed for a maximum
selection of five current residents, six discharges, and four reg-
istered nurses from each of the 1,220 facilities.

Six questionnaires were used to collect data in the 1985
survey. Data on characteristics of the facility were collected on
the Facility Questionnaire by interviewing the administrator.
With the permission of the administrator, cost data were col-
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lected on the self-administered Expense Questionnaire returned
by mail from the facility’s accountant or bookkeeper. A recent
financial statement, if available, was acceptable as a replace-
ment for the completed expense questionnaire. Information to
complete the Current Resident Questionnaire and Discharged
Resident Questionnaire was obtained by interviewing the staff
person most familiar with the medical records of the resident.
Additional information about the residents was obtained in a
telephone interview using a Next-of-Kin Questionnaire. Reg-
istered nurses were asked to complete a self-administered
Nursing Staff Questionnaire and return it to the interviewer or
mail it to the data processing headquarters. Additional em-
ployee data were collected on the Facility Questionnaire for all
categories of full-time and part-time workers.

Estimates of admissions, admissions per 100 beds, and
occupancy are for 1984. Discharge estimates cover 1 year prior
to the day of the survey. Because all estimates are based on a
sample of nursing homes rather than a complete enumeration,
they are subject to sampling variability. Information on sam-
pling variability is presented in the Technical notes.

Separate Advance Data reports on current residents and
discharges are planned for publication this year.

Facility characteristics

Survey estimates for 1985 indicate that there were 19,100
nursing homes with 1,624,200 beds. This represents a 22-
percent increase in the number of nursing homes since the
1973-74 survey and a 38-percent increase in the number of
beds (table 1).

There continue to be significantly more proprietary homes
than nonprofit or government-owned nursing homes. Proprie-
tary homes accounted for an overwhelming 75 percent of all
nursing homes in the 1985 NNHS. Homes owned by nonprofit
organizations made up 20 percent of the total while the remain-
ing 5 percent were operated by Federal, State. and local gov-
ernments. As would be expected, homes operated for profit
had the largest proportion of beds (69 percent). Nonprofit and
government homes were larger in size than proprietary homes
by 24 and 68 percent, respectively (table 2).

Table 1.

An important classification of nursing homes is according
to certification status. Nursing homes are classified as follows
by Social Security’s medicare and medicaid programs:

Skilled nursing facilities (SNF’s) by medicare (Title XVIII).
Skilled nursing facilities (SNF's) by medicaid ( Title XIX).
Intermediate care facilities (ICF’s) by medicaid (Title
XI1X).

Since SNF regulations are identical under medicare and
medicaid, a skilled nursing home may have dual certification
status. In addition, a nursing home could be certified as both an
SNF and an ICF. This is accomplished by allocating a specific
number of beds to each certification status. The proportion of
homes certified as both an SNF and an ICF increased signifi-
cantly from 24.3 percent of the total homes in 1977 to 29.8
percent of total homes in 1985,

A nursing home may not meet certification criteria or may
choose not to participate in the program and therefore be classi-
fied as not certified.

More than 75 percent of all nursing homes in the 1985
NNHS were certified as an SNF by medicare or medicaid, an
ICF by medicaid, or certified as both an SNF and an ICF.
Although homes that were not certified made up 25 percent of
the total number of homes, they had only 11 percent of the
total beds and averaged only 39 beds per home (table 2).

Of a total 14,400 homes with some form of certification,
about 40 percent were certified as both SNF’'s and ICF’s.
Homes certified as both SNF’s and ICF’s had the largest
proportion of beds (50.2 percent) and had the largest average
bed size (127 beds per home). Homes providing intermediate
care only constituted 37 percent of all certified homes, had
28.4 percent of the total beds and an average bed size of 77
beds. The “*SNF’s only” group of certified homes constituted
24 percent of all certified homes, 21 percent of the beds, and
had an average bed size of 88 beds per home. The majority (73
percent) of the 14,400 certified homes were operated for profit
(table 3).

Chain affiliation describes those homes that are members
of a group of facilities operating under one general authority or
general ownership. Fewer homes were operated as part of a
chain in 1985 than were operated independently. However.

Facility characteristics and measures of utilization for nursing homes: United States, 1973—-74, 1977, and 1985

Facility charactrernstics

Measures of utilization

Full-time
equivalent FTE's! Admissions
employees per Current per
Survey year Homes Beds (FTE's)! 100 beds residents Discharges  Admussions 100 beds Occupancy
Number Rate?
1985.. . . .. ..., 19,100 1.624.200 793.600 48.9 1,491,400 1,223.500 1,299,200 80.5 91.6
18977 o 18,900 1,402,400 647,700 46.2 1,303,100 1,117,500 1,367.400 98.4 89.0
1973-74........... 15,700 1.177.300 485,400 41.2 1,075,800 1,077,500 1,110.800 95.3 86.5

Yinciudes only those providing direct patient care: Administrative, medical, and therapeutic staff; registered nurses; licensed practical nurses: nurse s aides; and
orderhies, The FTE s are calculated by dividing part-time hours oy 35 and adding the results to futl-time employees.

Z Aggregate fumber of days of care proviced to residents in year pnor to survey year X 100

20ccupancy rate =

2 Estimated number of beas n year prior to survey year X 366

NOTE Admissions, admisstons per 100 beds, and the occupa=cy rates are for the calendar year prior to the survey year
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Table 2. Number and percent distribution of nursing homes and beds and beds per nursing home by selected nursing home characteristics:
United States, 1985

Nursing homes Nursing home beds
Percent Percent Beds per
Facility characteristic Number  distribution Number distribution  nursing home
7= PR PP 18,100 100.0 1.624,200 100.0 85.0
Ownership
PrOPII AN o . oottt it aeiamt it ie ettt 14,300 74.9 1,121,500 69.0 78.4
Voluntary nonprofit . ...ttt ittt cinaseannn 3.800 19.9 370.700 22.8 97.6
GOVBIIIMIBNT . & ot ittt eeonenrasseeonstnesoanrssasseenennensnsnanns 1,000 5.2 131,900 8.1 131.9
Certification
Certified facilities. .. ... i i e i i it 14,400 75.8 1,441,300 88.8 99.4
Skilled nursing facility only. .. . ..o o i e e 3,500 18.3 307,800 18.0 88.0
Skilled nursing facility and intermediate care facility. .. ............... 5,700 28.8 724,000 44.6 127.0
Intermediate care facilityonly ....... ... ... . . i i 5,300 27.7 409,400 25.2 77.2
Notcertified. . ....coti it i it ittt ittt iaaaaenraaanas 4,700 24.6 182,800 11.3 38.9
Bed size
Lessthan B0 beds. ... ..ot i i s 6.300 33.0 151,100 9.3 23.9
B0=90 DeAS . . v ittt e e e s 6,200 32.5 444,300 274 71.7
TO0—199 beds. ..ottt ittt it i et et e 5,400 28.3 702,100 43.2 130.0
200 DEAS OF MOTE « vt v et e s ecrnetoconsnensonanenensnenaensoaesns 1,200 6.3 326,700 20.1 272.3
Census region
Northeast . ... .t i i e e e 4,400 23.0 371.100 228 84.4
North Central. .. ..ottt ittt it ien e iienaairanannann 5,600 29.3 631,700 32.7 94.9
1< YT £ S e 6,100 31.9 488,300 30.1 80.0
A PN 3.000 15.7 233,100 144 78.6
Affiliation
[ T P 7.800 41.4 800,000 49.3 101.5
L3 Yo 1= oY e 1= o & T 10,000 52.4 680,700 41.8 68.1
GOV MBI . ¢ ot vttt it e e nnentatesactecasnsrtaocassecncnannsnns 1,000 5.2 131.900 8.1 131.9
UnKmOWN L it i et e e e *100 *0.5 11,600 0.7 116.0

NOTE: Figures may not add to totals due to rounding.

Table 3. Certification status of nursing homes by ownarship and affiliation: United States, 1985

Certified homes
Skilled
Skilled nursing Intermediate
nursing facility and care
faciity intermediate facility Not
Ownership and affiliation Tota/ Total only care facility only certifred
Number
Total o e e e e 18,100 14,400 3.500 5,700 5,300 4,700
Ownership
[T+ 2 T-1 €T 14,300 10,500 2,800 3.900 3,800 3,800
Voluntary nonprofit .................. .. 0., 3,800 3,000 500 1.400 1,100 700
GOVEIMMENT . .ottt ittt ieeeie e 1,000 900 200 400 300 100
Affiliation
Chain. .. e e e e 7.800 7.400 1.300 3,200 2,900 500
Independent.............. ... .. ioiiinnn. 10,000 6,000 2.000 2,100 1,900 4,000
Government . ..ot 1,000 900 200 400 300 100
UnKnown ... i e e *100 - - - - 100

NOTE: Figures may not add to totals due to rounding.
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chain homes had a larger share of the total number of beds and
a larger average bed size of 101.5 beds per home compared with
68.1 beds per home for independently owned facilities (table
2). There has also been a significant increase in the number of
chain homes since the 1977 NNHS survey. Chain homes in-
creased from 28 percent of total homes in 1977 to 41 percent
of total homes in 1985.

Significantly more chain homes have some form of certifi-
cation than do independently operated homes. Almost 94 per-
cent of the total chain homes were certified in 1985 while 60
percent of the total independently operated were certified
(table 3).

Table 2 also shows homes and beds and beds per home by
bed size and U.S. Bureau of the Census region.

Utilization

The procedures for collecting certain measures of utiliza-
tion differed by method and time period. The reader should
consider these differences, as explained in the text that follows,
when making comparisons.

Probably the single most important measure of nursing
home utilization is occupancy rate, which estimates that nursing
homes operated at about 92 percent of capacity in 1984. The
rate for 1984 represents a significant increase over the 1972
rate of 85.6 percent. The 1.5 million residents served in 1985
were counts for the night before the survey. The number of
residents in 1985 had increased 14 percent since the 1977 sur-
vey and 39 percent since the 1973-74 survey. The ratio of
residents 65 years and over in nursing homes to those in the
general population has remained virtually unchanged. Over the
past 12 vears, nearly 50 of every 1.000 persons 65 years and
over continue to reside in nursing homes. In other words, nurs-
ing home usage by residents in the 65 years and over age group
has kept pace with the increase in the elderly population.

There was a significant decrease of 2.8 beds per 1,000
population 65 years and over between 1977 and 1985 (table
4). Although there is much discussion about the ratio of beds
per 1,000 elderly, no consensus exists on the appropriate num-
ber. Hence, it is difficult to interpret what this decrease in

number of beds means in terms of availability of nursing home
beds to potential elderly residents.

The number of admissions was determined by directly
asking the administrator for this information for calendar year
1984. Admissions were down from the 1.4 million in 1977 to
1.3 million in 1985. The admissions per 100 beds rate in 1985
was also down significantly from 1977 (98.4 to 80.5, table 1).

The 1.2 million discharges were estimated from a sample
of all events in which a person was discharged alive or dead
during the 12 months ending on the day prior to the facility’s
survey date (table 1).

Employees

Employee data presented in this report are in terms of full-
time equivalent (FTE) employees. The FTE's are computed to
neutralize the variations between facilities that hire part-time
workers to cover the number of hours of a full-time worker.
Thirty-five hours of part-time work are taken to equal that of
one full-time employee. Full-time employees and part-time
hours are converted to FTE employees by dividing part-time
hours by 35 and adding the result to full-time employees. The
procedure used to collect employee data differed slightly in
each of the survey years. In 1973-74, all employees were listed
for each sample facility, and a sample was taken from each
listed category. However, in the 1977 survey, estimates were
based on a sample of employees from each sample facility. In
the 1985 survey, total counts for employee categories were
asked of the facility's administrator. These differences should
be considered when comparing FTE’s for different survey years.

The 1985 survey included individuals employed full time
and part time along with the number of part-time hours worked
for each category of part-time workers. All employees providing
direct or indirect services to nursing home residents were in-
cluded in the survey. Unlike previous surveys, clerical, food
service. housekeeper, and maintenance personnel, as well as
other employees providing indirect services to residents, were
included in the 1985 survey. However, to provide a credible
comparison of FTE’s in previous surveys with 1985, FTE'’s
presented in table 1 for 1985 exclude those FTE’s providing
indirect patient care.

Table 4. Beds per 1,000 population 65 years and over, residents 85 years and over per 1,000 population, total population, and standard errors

of the rates. United States, 1973-74, 1977, and 1985

Beds per 1,000
population 65
years and over

Residents 65 years and
over per 1,000
population 65
years and over

Standard Standard Total U.S.
Survey year Number error Number error resident population
Number in thousands
1985 . .. . . e 56.9 0.70 46.0 1.00 28,5301
1877 e e 59.7 0.48 47.9 0.71 23,4942
1973=74 . e e 55.2 0.33 45.1 0.38 21,3292

'U'S Bureau of the Census Estimates of the population of the United States, by age. sex, and race 1980 to 1985 Current Population Reports. Series P-25, No. 985.

Washingtor U S Government Printing Office 1986

2U S Burea. of the Census Estimates of the population of the United States. by age, sex, and race 1970 to 1877 Current Population Reports. Senes P—25, No, 721.

Wasmingto~ U S Government Printing Office 1978
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The total number of FTE’s and selected groups of FTE'’s
working in nursing homes are presented in table 5. In 1985
almost 1.2 million FTE’s were providing direct and indirect
services to nursing home residents. Those employees providing
some form of nursing or personal care accounted for over
700,000 of the total FTE’s, averaging about 43 FTE’s per 100
beds. Nurse’s aides and orderlies were by far the largest group
(71 percent) of those employees providing nursing care or per-
sonal care. This group also accounted for over 40 percent of
the total FTE’s.

There is a direct relationship between certification status
of the nursing home and FTE’s per 100 beds. SNF’s (medicare
and medicaid) and facilities with both SNF and ICF certifica-
tion had significantly more FTE’s per 100 beds than facilities
certified as ICF’s only or those not certified. The facilities
certified SNF only had a rate of total 80.4 FTE's per 100
beds, and those facilities certified as both SNF and ICF had an
FTE rate per 100 beds of 76.8. These two rates compare with
64.1 for ICF’s and 51.2 for not-certified facilities. The greatest
difference in FTE’s per 100 beds by certification is in registered
nurses (RN’s). The ICF’s and not-certified facilities employ
fewer than one-half the number of FTE RN's per 100 beds
than the other two certification groups (table 5).

Information on RN’s was collected as a separate component
of the NNHS. Estimates of RN’s were made from a maximum
sample of four RN’s selected from each sample facility. Future
statistical reports will present more detailed information on
RN’s working in nursing homes.

Nursing home per diem rates

In 1985, for the first time, the NNHS was designed to
collect data on per diem rates set by the nursing homes for

routine care. Rates were collected for private pay residents and
for medicare and medicaid residents. Rates differ because of
different services provided, especially to medicare/medicaid
patients. These rates are not to be confused with charges to
residents after care has been received. Charges include the per
diem rate plus fees for additional services not covered in per
diem rate.

®  Private pay—The average daily rates for private pay in-
creased as would be expected as the level of care increased.
Skilled care had the highest average daily rate of $S61 per
day. The average rates decreased to $48 for intermediate
care and down to $31 per day for residential care. By region,
homes in the Northeast tend to have higher rates than the
other regions for skilled and intermediate ievels of care but
about the same rates for residential care (table 6).

e Medicare and medicaid— A nursing home’s certification
status directly affects the per diem rates that are set for
routine care. Skilled care has a requirement, for instance,
that an RN be on duty 24 hours per day. Rates for medicare
and medicaid skilled homes are higher than rates for med-
icaid intermediate. Table 6 shows the average per diem
rate for each certification status of homes in the 1985
survey by ownership of the home and region.

Nursing home rates by ownership are also presented in
table 6. Further analysis by other facility characteristics of per
diem rates for private pay and medicare and medicaid residents
will be presented in a future publication from the 1985 NNHS.



Table 5. Number and rate per 100 beds of full-time equivalent employeas by occupational category and selected nursing home characteristics: United States, 1985

Occupational category

Nursing
All tull-time Administrative,
equivalent medical, and Licensed practical Nurse’s aide
employees therapeutic Total Registered nurse nurse and orderly All other staff
Rate Rate Rate Rate Rate Rate Rate
per 100 per 100 per 100 per 100 per 100 per 100 per 100
Factlity characterstic Number beds Number beds Number beds Number beds Number beds Number beds Number beds
Total.. ..... ... ....... 1,159,700 71.4 89,400 5.5 704,300 43.4 83,300 5.1 120,000 7.4 501,000 30.8 366,100 225
Ownership
Proprietary . . .......... 733,300 65 4 55,700 5.0 461,000 411 48,600 4.3 80.100 7.1 332,300 29.6 216,600 193
Voluntary nonprofit....... 310,800 83.8 25,100 6.8 175,100 47.2 24,900 8.7 28.500 77 121,700 32.8 110,600 29.8
Government. ..... 115,600 87.6 8,500 6.5 68,100 51.6 9,800 7.4 11,300 8.6 47,100 35.7 38,900 295
Cerufication

Skuilled nursing facility only 247,400 80.4 19,200 6.2 152,800 49.6 21,900 7.1 24,600 8.0 106.200 345 75,500 245

Skilted nursing facthity and
intermedhate care facility .. .. 556,100 76.8 38,900 5.4 344,000 47.5 45,500 6.3 58,500 8.1 240,000 33.1 173,200 23.8

tntermediate care facility
only .. .. ..., 262,500 64.1 19,700 4.8 160,900 39.3 11,000 2.7 30.500 7.4 119.300 292 82,000 20.0
Notcertified ......... ..... 93,700 51.2 11,600 6.3 46,600 255 4,900 2.7 6,300 3.4 35,500 19.4 35,400 19.4
Bed size
Less than 50 beds. . ... ..... 92,400 61.1 14,500 9.6 48,600 32.1 5,100 34 7.800 5.3 35,500 235 29,300 194
50-99 beds. .. ... ........ 317,700 715 24,500 5.5 194,700 43.8 20,500 4.6 33.000 7.4 141,200 31.8 98.500 22.2
100-199beds ............. 489,800 69.8 32,300 4.6 307,400 438 35,700 5.1 53.100 7.6 218,600 3 150.100 214
200 beds ormore .. .. ..... 259,800 79.5 18,100 5.5 153,600 47.0 22,000 6.7 25,900 7.9 105.700 32.4 88,100 27.0
Census region

Northeast. .. ....... ....... 286,100 774 22,800 6.1 166,500 449 26,800 7.2 26,700 72 113.000 30.5 96,800 261
North Central ... ... ..... 380,000 7.5 28,700 5.4 231,300 435 28,300 5.3 35,200 6.6 167,800 31.6 120,000 226
South. . ... i 323,900 66.3 24,600 5.0 200,200 41.0 14,700 3.0 41,000 8.4 144,500 29.6 99,100 20.3
West, .. oo 169,800 72.8 13,300 5.7 106,300 45.6 13,500 58 17,100 7.3 75,700 325 50,200 215

Note. Figures may not add 10 totals due to rounding.
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Table 6. Average per diem rates for private pay patients by level of care and for medicare/medicaid patients by certification status, ownership,
and region: United States, 1985

Level of care Certification status

Medicard Medicaid
Ownership and region Skifled  Intermediate  Residential  Medicare skillea intermediate

Per diem rate

0= $61.01 $48.09 $30.71 $62.02 $49.93 $39.57
Ownership

PrO P B ANy . o v v et e e e te e e e e ens e earereaaaaaean s 58.67 47.28 28.69 60.76 47.54 38.58

Voluntary NONPrOfit. . ..ottt ettt i e e e 66.37 50.57 35.82 63.97 55.18 41.88

GOVEBINMEBNL. . .t e ittt s s et inaos et inane st 68.27 48.25 41.561 71.64 57.87 42.50

Northeast. . ..o in i i i i et eaenannnn 79.85 63.33 29.73 58.24 63.93 48.87
NorthCentral. ... ...t iiiinenrinr it ieriannn. 57.06 46.01 35.84 63.89 47.70 38.33
SOUth . L e e i 53.19 43.83 29.63 58.13 42.95 35.47

R AT 58.22 47.44 28.52 68.41 46.49 43.02
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Technical notes

Because the statistics presented in this report are based on
a sample, they will differ somewhat from figures that would
have been obtained if a complete census had been taken using
the same schedules, instructions, and procedures. The standard
error is primarily a measure of the variability that occurs by
chance because only a sample, rather than the entire universe,
is surveyed. The standard error also reflects part of the meas-
urement error, but it does not measure any systematic biases in
the data. The chances are about 95 out of 100 that an estimate
from the sample differs from the value which would be obtained
from a complete census by less than twice the standard error.

Standard errors used in this report are approximated using
the balanced repeated replicated procedure. This method yields
overall variability through observation of variability among
random subsamples of the total sample. A description of the
development and evaluation of the replication technique for
error estimation has been published.5:6

Although exact standard error estimates were used in tests
of significance for this report, it is impractical to present exact
estimates of every standard error for statistics used in this re-
port. Hence, a generalized variance function was produced for
each class of aggregate statistic by fitting the data presented in
this report into curves using the empirically determined rela-
tionship between the size of an estimate X and its relative vari-
ance (rel var X). This relationship is expressed as

1 X“Sgr

rel var __XQ
b
car

where a and b are regression estimates determined by an itera-
tive procedure.

Preliminary estimates of relative standard errors are pre-
sented in figure I for estimated numbers of beds; total full-time
equivalent (FTE) employees; administrative, medical, and
therapeutic FTE employees: registered nurse FTE employees;
licensed practical nurse FTE employees; nurse’s aide FTE
employees; and facilities. Preliminary standard errors for per
diem rates are presented in table I.

The relative standard error of an estimate is the standard
error of the estimate divided by the estimate itself and is ex-
pressed as a percent of the estimate. In this report, an asterisk
is shown for any estimate with more than a 30-percent relative
standard error. Because of the relationship between the relative
standard error and the estimate, the standard error of an esti-
mate can be found by multiplying the estimate by its relative
standard error. For example, curve A of figure I shows the
relative standard error for beds. Table 2 gives the total number
of beds in all facilities with less than 50 beds as 151,100. The

NOTE: A list of references follows the text.

relative standard error corresponding to this estimate on curve
A of figure 1 is approximately 10 percent. The standard error is
151,100 (0.09) = 13,599.

The approximate standard error of ratios such as FTE em-
ployees per 100 beds can be calculated as in the following
example: Suppose the standard error (0. for the ratio of total
FTE employees per 100 beds is desired for nursing homes with
less than 50 beds. In table 5 the total FTE employees per 100
beds for homes with less than 50 beds is 61.1, which is equal to
a total of 92,400 FTE employees divided by 151,100 beds
times 100. The relative standard error of 92,400 total FTE
employees in homes with less than 50 beds is (from figure I,
curve B) approximately 8.6 percent, and the relative standard
error of 151,100 beds (from figure I, curve 4) is approximately
10 percent. The square root of the sum of the squares of these
two relative standard errors minus their covariance provides an
approximation for the relative standard error of the ratio. In
other words, if V. is the relative standard error of number of
total FTE employees, V. is the relative standard error of
number of beds, r is the sample correlation coefficient between
total FTE employees and beds (conservatively estimated to be
0.5), and V. is the relative standard error of the ratio R' = X7/
Y, then

V3= Vi Vi = 2V
= (0.086)* + (0.1)* — 1.00 (0.086 X 0.1)

=0.0074 + 0.01 — 0.0086

=0.0938

The approximate standard error of the ratio of total FTE
emplovees per 100 beds may now be obtained by multiplying
the relative standard error by the ratio as done below:

Op =R X1
=61.1 X0.0938
=573

The sample correlation coefficient r for calculating the
standard error estimates of the ratios presented in this report is
assumed to be zero except in the cases of FTE employees per
100 beds and the occupancy rate estimates where the correla-
tion coefficient used was 0.5.

The Z-test with a 0.05 level of significance was used to
test all comparisons mentioned in this report. Because all
observed differences were not tested, lack of comment in the
text does not mean that the difference was not statistically
significant.
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Table I. Preliminary standard errors of per diem rates for private pay and medicars/medicaid patients by ownership and region:
Unitad States, 1985

Standard errors of per diem rates

Level of care Certification status of
for private pay patients facilities for routine services

Medicaid Medicaid

Ownership and region Skilled  Intermediate  Residential  Medicare skilled intermediate
1< 0.92 0.59 1.16 1.93 2.13 1.98
Ownership
[ag o7 o T4 T-3 2= T oV 1.00 0.81 1.46 2.48 2.26 2.51
Voluntary nonprofit. . ...coieunnine e e eeiineanane 1.890 1.92 1.79 4.44 5.33 5.57
GOVRINMENt. ottt ittt es e ceten e tatnaaeneannans 5.08 3.30 9.35 6.99 6.65 8.33

NORHEAST. L1 vttt ittt teae e te e, 218 1.94 3.08 6.40 6.24 6.38

NOMth Central. . oo\ vttt e eeneeeineneeerceanananaen.n. 1.05 0.61 3.38 3.28 3.17 5.08

11T O 113 0.71 2.20 2.85 3.48 6.51

WSE. - e ettt et et e 2.86 2.80 4.96 6.81 10.29 7.78
Symbols

- - - Data not available
Category not applicable
- Quantity zero

0.0 Quantity more than zero but less than
0.05

Z Quantity more than zero but less than
500 where numbers are rounded to
thousands

Figure does not meet standards of
reliability or precision

# Figure suppressed to comply with
confidentiality requirements




From Vital and Heaith Statistics of the National Center for Heaith Statistics

Number 132 ® March 27, 1987

Acute Conditions and Restricted Activity During the
1985—-86 Influenza Season

by Patricia F. Adams, Division of Health Interview Statistics

The incidence rate of influenza increased 32.7 percent,
from 19.9 per 100 persons to 26.4 from the first quarter
(January through March) of 1985 to the first quarter of 1986
(table 1). According to the Center for Disease Control, the
influenza B epidemic that peaked in February of 1986 was
the largest influenza B epidemic in the United States since
the 1968-69 influenza season.' This report describes acute
illness and its impact on work and other activities during
that period.

In tables 1 and 2 national estimates are presented on
the incidence and incidence rate of acute conditions and activity
restriction due to acute conditions for the first quarter of
1986 and the four quarters of 1985. The data are derived
from the results of the National Health Interview Survey
(NHIS), an interview survey conducted annually by the Na-
tional Center for Health Statistics whose respondents embody
a representative sample of the household population (see tech-
nical notes). A description of the survey design, methods
used in estimation, and general qualifications of the data ob-
tained from NHIS are available in Vital and Health Siatistics,
Series 10, No. 160.2

Incidence and incidence rate of acute
conditions by quarter

According to NHIS, an acute condition is defined as
an illness or injury that ordinarily lasts less than 3 months,
was first noticed less than 3 months before the reference
date of the interview, and was serious enough to have impact

'Center for Disease Control: Morbidity and Mortality Weekly Report,
Vol. 35, No. 29. U.S. Department of Health and Human Services. Public
Health Service. U.S. Government Printing Office, July 25, 1986.

*National Center for Health Statistics, A. J. Moss and V. L. Parsons: Current
estimates from the National Health Interview Survey. United States, 1985.
Vital and Health Statistics. Series 10, No. 160. DHHS Pub. No. (PHS)
86-1588. Public Health Service. Washington. U.S. Government Printing
Office, Sept. 1986.

on behavior. Two types of impact are considered: whether
the illness or injury caused the person to cut down for at
least half a day on the activities he or she usually performed.
and whether the person contacted a physician regarding his
or her illness or injury. Because some illnesses are forgotten
after a period of time, the incidence of acute conditions is
calculated by including only those conditions whose onset
occurred within the 2 weeks prior to interview.

The incidence rate of acute conditions in the first quarter
of 1986 (table 1) was 64.6 per 100 persons compared with
58.0 for 1985. The rate for most categories was higher in
1986 than in 1985, including infective and parasitic (6.7 com-
pared with 5.1) and respiratory (39.9 compared with 36.0Y,
however, not ail differences were statistically significant. The
only decrease that occurred between the 2 years was the
rate for digestive system conditions (1.7 in 1986 compared
with 2.1 in 1985), but this difference was not statistically
significant.

Respiratory conditions accounted for over 60 percent of
all acute conditions in the first quarters of 1986 and 1985.
Influenza is the largest contributor to the respiratory category
and accounted for 66 percent of all respiratory conditions
in the first quarter of 1986 and 55 percent in the first quarter
of 1985. As mentioned earlier, the incidence rate of intluenza
was 32.7 percent higher in the first quarter of 1986 (26.4)
than in the first quarter of 1985 (19.9). Although not shown
separately, other subcategories that are included in the respira-
tory conditions category are the common cold, acute bronchitis.
and pneumonia.

Overall the incidence of acute conditions decreases in
the spring and summer months and rises in the fall and winter
months. In 1985 the most noticeable seasonal variation was
observed in respiratory conditions, which decreased from 36.0
per 100 persons in the first quarter of 1985 (January through
March) to 13.5 in the second quarter (April through June)
and rose again to 25.2 in the fourth quarter (October through
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Table 1.
1986

[Data are based on household mterviews of the cmiian noninstituttonaiized population]

Number of acute conditions per 100 persons per year and number of acute conditions, by type of condition and quarter: United States, 1985,

Quarter
1985 1986
Condition Jan.—Mar. Apr—~June July~Sept. Oct.—Dec. Jan.—Mar.
Number per 100 persons
Allacute condittons . . . ... . ... ... ... ... ... 58.0 35.9 34.3 471 64.6
Infective and parasitic diseases . . . . ... ... ... ... 5.1 5.5 4.1 5.8 6.7
Resprratory condiions . . . . . . ... L0 0 0 e 36.0 135 12.4 252 39.9
infiuenza . . e e e e e 19.9 5.9 5.2 9.4 26.4
Digestive system conditions . . . .. ... L0 L L. 2.1 17 1.8 1.3 1.7
Inunes . . .. L e 5.8 7.3 8.0 6.3 6.2
Alotheracute conditions . . . . . . . . . ... Lo o 9.0 8.0 7.9 8.5 10.2
Number in thousands

Allacute conditions . . . . . . .. . . e e e e e e e 135,031 83,873 80,270 110,423 152,214
Infective and parasttic diseases . . . . . . . . . ... ... . 11,867 12,772 9,662 13.528 15,720
Respiratory conditions . . . . . . . .. ... o 83,905 31,429 29,067 59,089 93,925
Influenza O 46,442 13,846 12,072 22,049 62,218
Digestive system conditions . . . . . .. ... ... 4,827 4,071 4.267 3.133 3,974
IMURES . . . o e 13,538 16,979 18.749 14,754 14,601
Allotneracute CONARIONS . . . . . . . . v o v bt e 20,893 18,621 18,525 19,920 23,994

NOTE Conditions invoiving neither medical attention nor activity restriction are excluded from these estimates.

Table 2. Number of days per 100 persons per year and number of days of activity restriction due to acute conditions, by type of restriction and quarter:

United States, 1985, 1986

[Data are based on household interviews of the civilan noninstitutionalized population)

Quarter
1985 1986
Restriction Jan.-Mar. Apr.~June July~-Sept. Oct.~Dec. Jan.-Mar.
Number of days per 100 persons
Ali types (restricted-activity days) . . . . ... .. .. ... .. ..., 238.1 138.2 139.2 1721 275.2
Beddays . .. ... . ... .. 108.5 60.6 57.6 75.9 138.2
Work-loss days” . . . .. ... e 102.2 69.0 65.8 72.8 118.6
Number of days in thousands

All types (restricted-activity days) . . . . .. ... ... .. ... ... 554,734 322,600 325,691 403,580 648,263
Beddays . . . . . . .. e 252,752 141,425 134,852 178,059 325,651
Work-toss days® . . . . . . ... 109,122 74,850 70.912 78,213 124,482

"Work t0ss days are shown for currently empioyed persons 18 years of age ang over

December). On the other hand. injuries rose in the spring
and summer months. The injury incidence rates per 100 persons
for the first and fourth quarters of 1985 were 5.8 and 6.3,
respectively, compared with 7.3 and 8.0 for the second and
third quarters. respectively. This increase may be associated
with more outdoor activity and sports participation in the
warmer months.

Activity restriction by quarter

Four types of health-related activity restriction are meas-
ured by means of NHIS; bed days. work-loss days. school-loss
days. and cut-down days. A work-loss day is one on which
a currently employed person 18 years of age or over was
absent from a job or business for more than half the day.
A bed day is one during which a person stayed in bed for
morz than half the day because of iliness or injury. A hospital
day for an inpatient 1~ considered a bed day even if the

patient was not in bed for more than half the day. A school-loss
day is one on which a student 5-17 years of age missed
more than half the day from the school in which he or she
was currently enrolled. A cut-down day is one on which
a person cuts down for more than half the day on the activities
he or she usually performs.

The number of restricted-activity days is the number of
days a person experienced at least one of the four types
of activity restrictton just described. A single restricted-activity
day may involve both a bed day and a work-loss or school-loss
day. However. a cut-down day cannot overlap with any of
these three types of disability days. Thus. each restricted-
activity day is counted as only one restricted-activity day
even if more than one type of activity restriction was involved.
Table 2 shows the number and rate per 100 persons of days
of all tvpes of activity restriction, bed days. and work-loss
days. School-loss days. although not shown separately. are
included in the total.



advancedata 3

The number of days per 100 persons per year for all
types of activity restriction, bed days, and work-loss days
follows the same pattern as the incidence of acute conditions.
The rates were higher in the fall and winter months and
lower in the spring and summer. The rate per 100 persons
for restricted-activity days was 275.2 in the first quarter of
1986 compared with 238.1 in 1985, an increase of 15.6 per-
cent. Bed days showed the largest increase, 27.4 percent,
from the first quarter of 1985 io the first quarter of 1986
(108.5 compared with 138.2).

From the first quarter of 1985 to the first quarter of
1986 the number of restricted-activity days increased from
approximately 550 million to 650 million days and a higher
proportion of these were bed days. The proportion of all
restricted-activity days which were bed days was 45.6 percent
for the first quarter of 1985 and 50.2 percent for the first
quarter of 1986. The higher rates of restricted-activity and
bed days may be attributed to the higher incidence of influenza.
In 1985 the annual rates of restricted-activity and bed days
for all acute conditions were highest for respiratory conditions
in general and highest for influenza among the subcategories.®

Technical notes

The National Health Interview Survey (NHIS) is a continu-
ous, cross-sectional, nationwide survey conducted by house-
hold interview. Each week a probability sample of households
in the civilian, noninstitutionalized population is interviewed
by personnel of the U.S. Bureau of the Census to obtain
information on the health and other characteristics of each
member of the household.

During 1985, the sample consisted of 36,399 eligible
households. The total noninterview rate for the basic health
and demographic household questionnaire was about 4 percent,
about 2 or 3 percent of which was due to respondent refusal
and the remainder due primarily to an inability to locate an
eligible respondent at home after repeated calls. Information
was obtained for all household members for the basic question-
naire, a sample of 91,531 persons. The sample for the first
quarter of 1986 consisted of 6.281 households containing
15,496 persons. A description of the survey design, methods
used in estimation. and general qualifications of NHIS data
was published previously.*

The estimates shown in this report are based on a sample
of the civilian noninstitutionalized population rather than on

*National Center for Health Statistics, A. J. Moss and V. L. Parsons: Current
estimates from the National Health Interview Survey. United States, 1985.
Vital and Health Statistics. Series 10, No. 160. DHHS Pub. No. (PHS)
86-1588. Public Health Service. Washington. U.S. Government Printing
Office, Sept. 1986, pp. 31 and 43.

*National Center for Health Statistics, M. G. Kovar and G. S. Poe: The
National Health Interview Survey design, 1973-84, and procedures, 1975-83.
Vital und Health Statistics. Series 1, No. 18. DHHS Pub. No. (PHS) 85-1320.
Public Health Service. Washington. U.S. Government Printing Office, Aug.
1985.

the entire population and therefore are subject to sampling
error. When an estimate or the numerator or denominator
of a rate is small. the sampling error may be relatively high.
Approximate standard errors for the estimates in this report
may be calculated using the formula

SEx)= V ar’+bzx,

for numbers of events where x is the estimated number, and
a and b are given intable A, and the formula
sEp)= pVa+?2.
x
for rates where p is the estimated rate. and ¢ and b are
given in table I.

In this report, terms such as “similar” and the “‘same”
mean that no statistically significant difference exists between
the statistics being compared. Terms relating to difference
(for example, “greater” or “less™) indicate that differences
are statistically significant (unless otherwise stated). The r-test
with a critical value of 1.96 (0.05 level of significance) was
used to test all comparisons that are discussed. Lack of com-
ment regarding the difference between any two statistics does
not mean the difference was tested and found to be not
significant.

Table |. Estimated standard error parameters for selected characteristics

Esumated parameters
Characteristic a b
Number of acute condtions . . . .. ...... 0.00019636 85,166.5
Days of restncted activity
orbeddays .. ................. 0.00064540  622,840.3
Dayslostfromwork .. ............. ~0.00008666  529,550.2

Symbols

- - - Data not available
Category not applicable
- Quantity zero

0.0 Quantity more than zero but less than
0.05

Zz Quantity more than zero but less than
500 where numbers are rounded to
thousands

* Figure does not meet standards of
reliability or precision

# Figure suppressed to comply with
confidentiality requirements
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Aging in the Eighties
Functional Limitations of
Individuals Age 65 Years and Over

by Deborah Dawson, Ph.D., and Gerry Hendershot, Ph.D., Division of Health Interview Statistics,
and John Fulton, Ph.D., Brown University

Introduction

As a cohort ages, the prevalence of functional limitations
increases: that is, an increasing proportion of its members have
difficulty performing personal care or home management ac-
tivities. Whereas the increase in the prevalence of functional
limitations tends to occur in all aging cohorts, its pace may
differ among subgroups of the population and may change over
time. The prevalence of functional limitations is an important
indicator of quality of life and of the need for health and social
services in the aging population. It is important, therefore, that
the levels, differentials, and trends in prevalence of functional
limitations be remeasured periodically.

The National Center for Health Statistics (NCHS) has
measured the prevalence of functional limitations in several of
its surveys.! The data presented in this report, which come
from the 1984 National Health Interview Survey (NHIS), will
be discussed in greater detail in a future NCHS publication.

The NHIS is a continuing nationwide survey of the civilian
noninstitutionalized population of the United States. Each
vear, people in about 40,000 households are interviewed by
the U.S. Bureau of the Census to obtain information about
their health and use of health care. Demographic information
needed to interpret the data is also obtained. The interviewers
on this survey have special training in addition to their regular
training. Response rates are high—about 97 percent.

The 1984 NHIS included a special questionnaire, the
Supplement on Aging (SOA), aimed at elderly people living in
tne community. The SOA was designed to collect information
about physical limitations, chronic conditions, housing, retire-
ment status, interactions with family and organizations, use of
community services, and other health-related information about

middle-aged and older people. The SOA sample consisted of
16,148 persons age 55 years and over—4,651 age 55-64
years and 11,497 age 65 years and over. Detailed descriptions
of the sample, survey operations, and field procedures are pre-
sented in The Supplement on Aging to the National Health
Interview Surver.? Selected results of the SOA have been
published in numerous NCHS publications.3-7

Background

This report describes the functional limitations of persons
age 65 years and over in terms of their performance of selected
daily activities. Two measures of limitation are presented: (a)
The proportion of persons who have difficulty performing each
activity and (b) the proportion of persons who receive help with
each activity. All estimates are based solely on persons living
in the community; institutionalized individuals, such as those
in nursing homes, are excluded. To the extent that the in-
stitutionalized elderly have more functional limitations than
their noninstitutionalized counterparts,? the data in this report
underestimate the extent of functional limitation for the total
elderly population.

Seven of the 13 activities discussed in this report involve
personal care: Bathing, dressing, eating, getting in and out of
bed and chairs (designated as “transferring” in tables 1-8),
walking, getting outside. and using the toilet, sometimes known
as “activities of daily living” or ADL’s.? The remaining six
activities, which concern home management, elsewhere have
been termed “instrumental activities of daily living” or IADL’s.10
Home management activities are preparing meals. shopping for
personal items, managing money, using the telephone. doing
heavy housework, and doing light housework.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

21 phic Heaith Service
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For this rgport, persons are classified as having difficulty
with an activity if they responded positively to the question,
“Because of a health or physical problem, do you have dif-
ficulty _____ ing?” Persons who did not perform certain ac-
tivities for reasons unrelated to health, such as men who did
not cook because their wives did so, were included in the
groups whose total numbers formed the denominators of the
proportions of persons having difficulty with each activity. Had
the analysis been restricted to individuals who routinely per-
formed each activity. that is, to those at risk of health-related
problems in their performance, the proportions of persons ex-
periencing difficulty would have been higher. Numbers of per-
sons who refused or were unable to say whether they had
health-related problems performing personal care and home
management activities were also inciuded in the denominators
for proportions of persons having difficulty with those ac-
tivities. Such individuals made up approximately 1 percent of
the elderly population. Because some of the individuals in
these two groups may have had unreported problems per-
forming the activities in question, percents in tables 1-8 are
conservative estimates of the extent of functional disability,
and the proportions of persons with no difficulty performing
any of the activities are slightly overstated.

In this report, persons were classified as receiving help
with an activity if they responded positively to the question,

Table 1.
United States, 1984

“Do you receive help from another person in______ ing?”
Only those individuals who reported having health-related dif-
ficulty with an activity were asked if they received help with
that activity. Thus, this measure excludes persons who may
have received help with an activity despite being able to per-
form the activity without assistance. Among those excluded
are persons who may have received help with activities for
which they were not at risk of having health-related problems,
for example, activities not performed for cultural reasons.
Finally, numbers of persons who refused or were unable to
answer the questions on receiving help with various activities
were included in the denominators of the proportions of per-
sons receiving help, further reducing those percents. The net ef-
fect of the counting procedures used was that the percents of in-
dividuals with functional limitation based on numbers receiving
help with various activities are conservative.

Difficulties with personal care activities

Of 26.4 million persons age 65 years and over living in the
community, 4.9 million or 19 percent had difficulty walking
(table 1). The elderly were more likely to have problems with
walking than with any other personal care activity. Difficulty
bathing and difficulty getting outside were each experienced by
10 percent of persons age 65 years and over. Eight percent had

Percent of persons 65 years of age and over who have difficulty performing selected personal care activities by sex and age:

Personal care activity

Getting Using
Sex and age Bathing Dressing Eating Transferring Walking outside toilet
Both sexes Percent
Bhyearsand over. .........ciieianaeann 9.8 6.2 1.8 8.0 18.7 9.6 4.3
BS~T74vyears . ... 6.4 4.3 1.2 6.1 14.2 5.6 2.6
65-69vyears .........hiiiii 5.2 3.8 1.2 5.3 12.2 4.9 2.2
FO=74YearS ...\ o ii e 7.9 4.8 1.1 7.1 16.6 6.6 3.0
T5=84 YEAIS . i ee it e 12.3 7.6 2.5 9.2 22.9 12.3 5.4
75=79VYEarS ...\ ciiiein e 9.8 6.4 2.1 7.5 19.5 9.9 4.1
B0-84vyears .......coouiiiiiinianans 16.8 9.7 3.2 12.4 29.0 16.8 7.8
B years and OVer. .. ... .ivh et 27.9 16.6 4.4 19.3 39.9 31.3 14.1
Male
65yearsandover...................... 7.6 5.8 2.0 5.6 15.5 6.3 3.1
65-74 years ........... e 5.7 4.4 1.6 4.8 12.9 4.5 24
65-69vyears..........ciiiinan 5.3 4.1 1.7 4.7 11.5 4.3 2.3
TO—T74 years ....coiei i 6.1 4.9 1.4 5.0 14.9 4.7 2.4
T5-8B4years ......... .. 9.2 7.3 2.5 6.0 18.3 7.5 3.6
7579 Vears .......v i 7.8 6.7 2.3 4.7 15.6 6.3 2.7
BO—BA Years . .......covuuriiinenn 12.3 8.5 3.0 8.7 24.2 10.2 5.6
85 years and OVer. .. ......oviiiennnan 23.1 14.1 4.3 12.7 32.2 21.9 10.0
Female
B5yearsand Over. . ....... ... 112 6.5 1.7 9.7 20.9 11.8 5.1
B5=T74 YEArS ... ...t 6.9 4.2 0.9 7.0 15.1 6.5 2.7
65-BOVYEarS . .. ... e 5.1 3.7 0.9 5.7 12.9 5.3 2.2
FO=74 vears . ... S 9.1 4.8 1.0 8.6 17.8 8.0 3.4
7584 vears ...... e e 14.2 7.7 2.4 11.2 25.7 15.3 6.5
75-79vears .. ... o 11.1 6.2 3.3 9.3 22.2 12.3 5.0
BO-84 vears . .. ..  ...... 192 10.2 34 14.3 31.4 20.2 9.0
B5 vears anz over . 301 177 44 22.2 43.3 35.4 15.9

SOURCE nNatoral Health inte~view Survey National Center for realth Statistics
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difficulty getting in and out of bed and chairs ( transferring), and
6 percent experienced difficulty dressing themselves. Only 4
percent had any degree of difficulty using the toilet, including
getting to the toilet. Eating was the personal care activity least
often causing a problem. Only 2 percent of all persons age 65
years and over living in the community had difficulty eating.

More than three-fourths of the elderly, 77 percent of those
age 65 years and over, did not have difficulty performing any of
the seven personal care activities discussed in this report (table
2). Nine percent had difficulty performing one of the seven
activities. 5 percent had difficulty with two activities, and 3
percent had difficulty with three activities. Six percent of all
persons age 65 years and over living in the community had dif-
ficulty performing four or more of the seven personal care ac-
tivities.

The proportion of elderly persons experiencing difficulty
with each personal care activity increased with age. For ex-
ample, 12 percent of persons age 65-69 years living in the
community had difficulty walking, compared with 40 percent

Table 2. Percent distribution of persons 65 years of age and over
by number of personal care activities that are difficuit, according to
sex and age: United States, 1984

Number of personal care activities
that are difficult

Sex and age Total None 7 2 3 47
Both sexes Percent

65 years and
OVET. . v vvvsvnnn 100.0 77.3 9.2 47 28 5.9
65-74 years...... 100.0 82.9 7.8 3.7 1.9 3.7
65—69 years. ... 100.0 85.3 6.8 3.1 1.5 3.2
70-74 years. ... 100.0 79.9 9.1 44 24 4.2
75-84 years...... 100.0 72.2 11.2 54 3.7 7.4
75—79 years. ... 100.0 75.9 10.8 43 3.3 5.7
80-84 years.... 100.0 65.6 12.1 7.4 46 104

85 years and
over............ 100.0 51.2 12.8 10.2 6.7 19.2

Male

65 years and
over............ 100.0 81.3 8.8 35 20 4.5
65—~74 years...... 100.0 84.6 7.6 27 1.8 3.2
65-69 years. ... 100.0 86.5 6.6 2.1 1.5 3.2
70~74 years. ... 100.0 82.1 9.0 3.6 22 3.1
75—84 years...... 100.0 77.6 10.6 42 22 5.4
75-79 vears. ... 100.0 80.3 10.1 29 24 4.4
80-84 years. ... 100.0 71.8 11.6 7.2 1.9 7.6

85 years and
ovVer....couvenn. 100.0 60.1 13.2 83 3.5 149

Female

65 years and
over............ 100.0 74.6 9.5 56 3.4 6.9
65—74 years...... 100.0 81.6 7.9 44 20 4.0
65-69 vears. ... 100.0 84.4 7.0 39 1.5 3.2
70~74 vyears. . .. 100.0 78.3 9.1 50 2.6 5.0
75-84 years...... 100.0 68.9 11.6 6.2 4.7 8.6
75-79 years. ... 100.0 73.0 11.2 54 3.9 6.6
80-84 years. ... 100.0 62.4 12.3 75 59 118

B5 years and
over............ 100.0 47.2 126 111 8.1 211

NOQTE: Figures may not add to 100.0 because of rounding.
SOURCE: National Health Interview Survey, National Center for Heaith Statistics.

of those 85 years and over. Whereas 85 percent of persons age
65-69 years had no difficulty with any of the seven personal
care activities described in this report, almost half, 49 percent,
of those 85 years and over had difficulty with one or more ac-
tivities. The order of difficulty of the seven personal care ac-
tivities, as indicated by the proportions of elderly experiencing
problems in their performance, varied slightly by age; however,
at all ages, walking was the most difficult and eating the least
difficult.

A greater proportion of women than of men had difficulty
bathing, transferring, walking, getting outside, and using the
toilet. There were no statistically significant differences by sex
in the percents of elderly persons who experienced difficulty
dressing and eating. Twenty-five percent of women age 65
years and over had difficulty performing at least one of these
seven personal care activities, compared with 19 percent of
men age 65 years and over. When all persons age 65 years and
over are considered, sex differentials in difficulty with personal
care activities may reflect the fact that the women in this age
group are older, on average, than the men. When more narrowly
restricted age groups were considered, many of the differentials
by sex were not statistically significant. For persons age 65—69
years, for example, there were no statistically significant dif-
ferences between men and women in the proportions of in-
dividuals with difficulty performing any of the seven personal
care activities described in table 1.

Difficulties with home management
activities

About 6.3 million persons age 65 years and over living in
the community had difficulty with heavy housework. Almost
one-fourth, 24 percent, of elderly individuals experienced prob-
lems with this aspect of home management (table 3). This
proportion is more than twice as great as for any other home
management activity. In comparison, 11 percent of individuals
age 65 years and over living in the community experienced
difficulty managing money and using the telephone.

Twenty-seven percent of the population age 65 years and
over had difficulty with at least one of the six home manage-
ment activities described above (table 4). As age increased, so
did the proportion of elderly who had difficulty with these
activities. Less than one-fifth (18 percent) of persons age 65—
69 years had difficulty with one or more home management
activities, compared with more than half (55 percent) of those
age 85 years and over. At all ages, the elderly experienced
somewhat more difficulty with these six activities than with the
seven personal care activities discussed previously.

Women of age 65 years and over were significantly more
likely than men in the same age range to have difficulty per-
forming most home management activities. For two activities,
managing money and using the telephone, the differentials by
sex were not statistically significant at most ages 65 years and
over. For the other activities—preparing meals, shopping, and
doing heavy and light housework—elderly men experienced
fewer problems than women at almost all ages 65 years and
over. These differentials may reflect, in part, the fact that for
cultural reasons many elderly men do not routinely perform
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Tabie 3.
United States, 1984

Percant of persons 65 years of age and over who have difficulty performing selected home management activities by sex and age:

Home management activity

Doing Doing

Preparing Managing Using heavy hght

Sex and age meals Shopping money telephone housework housework
Both sexes Percent
65 vyearsand Over. ... .. ... . 7.1 11.3 5.1 4.8 23.8 7.1
B5—T74 ¥YEaIS . . ... e 4.0 6.4 2.2 2.7 18.6 4.3
65-69vyears. ......... i 3.5 5.4 1.9 2.1 16.4 3.8
TO-74 years. .. ..o 4.7 7.7 2.6 3.4 21.3 5.0
FOmB4 YEAIS . oottt e B.8 15.0 6.3 6.0 28.7 8.9
7578 years . . ... 7.1 11.8 5.2 5.0 25.7 7.1
B0—-84vyears. . ...... ... i 11.8 21.0 8.2 7.8 34.0 12.0
85 years aNd OVer. . ... vt ienr s, 26.1 37.0 24.0 17.56 47.8 23.6
Male
65 yearsand over. ... ... i 4.7 7.3 4.4 5.6 13.7 4.9
BS—74 Years .. . ... e 3.0 4.6 2.8 3.5 11.2 3.5
B65-69vears............ . 2.6 4.1 2.6 3.0 9.8 3.5
FO-74 years. . ... e 3.6 5.3 3.1 4.3 13.0 3.4
TE=B4 YearS .. .. iuu it e 6.0 9.6 5.4 7.9 15.9 6.2
7E5=T7Ovears. ...... it 5.1 7.6 5.2 6.3 14.6 5.2
BO=84 YEAFS . . ..t 7.8 13.9 5.8 11.3 18.9 8.2
BSE years and OVEI. . .. vvvvvevnrinnnnnran 18.6 26.8 19.0 184 33.3 15.2
Female

B5vyearsand OVer. . ... cvii e, 8.7 14.1 5.5 4.2 30.8 8.7
BE—=TA YRArS .. .. e e 4.8 7.8 1.8 2.0 24.3 5.0
B65-B9vyears. . ......iiiiie e 4.2 6.4 1.4 1.3 21.8 4.0
TO=7A Years . . v i e 5.5 9.4 2.3 2.8 27.3 6.2
TEB=8B4 years .. ....cvvierrisen i, 10.5 18.4 6.8 4.8 36.4 10.5
TE=T O YRAIS . oottt e 8.3 14.5 5.2 4.1 33.2 8.4
BO-BAYEBrS . . .. it e 14.0 24.7 9.3 6.0 41.7 14.0
BSyears and OVeEr. ... ... oieiiiinanninn 29.5 41.6 26.2 17.1 54.2 27.4

SOURCE- National Health Interview Survey, Nationat Center for Health Statisucs,

home management activities. Thus, they are at reduced risk of
having health-related difficulties in their performance.

Help with personal care activities

Of elderly persons age 65 years and over living in the com-
munity, 1.6 million or 6 percent received help with bathing
themselves (table 5). As noted previously, these numbers ex-
clude persons who may have received assistance not related to
health-related problems with bathing themselves. Five percent
each received help getting outside and walking, and 4 percent
got help dressing. The proportions who received assistance
with transferring, using the toilet, and eating were 3, 2, and 1
percent, respectively. At the oldest ages, 85 years and over, the
proportion of individuals receiving help with personal care in-
creased sharply, reaching 21 percent each for bathing and get-
ting outside, 15 percent for walking, and 13 percent for dress-
ing.

Only 25 percent of the elderly individuals who had dif-
ficulty walking received help with that activity. (This propor-
tion was estimated by comparing the percents who had dif-
ficulty and received help with walking.) In contrast, 70 percent
of those who had difficulty dressing received help, as did
roughly 60 percent each of persons who experienced difficulty

bathing and eating. The numbers of persons receiving help
using the toilet and getting outside represented 52 and 56 per-
cent, respectively, of those who had difficulty performing those
activities. Thirty-five percent of elderly persons who had dif-
ficulty transferring received help with that activity. The propor-
tion of persons in need of assistance who received help with
personal care increased with age for each of the seven activities
examined in this report. For example, of persons having dif-
ficulty bathing, 75 percent of those age 85 years and over
received help, compared with 56 percent of those age 6569
years.

Overall, 10 percent of persons age 65 years and over living
in the community were functionally limited in the sense that
they received help with one or more personal care activities
(table 6). This proportion increased with age from 5 percent of
individuals age 65-69 years to 31 percent of those age 85
years and over. Of persons age 65 years and over who had dif-
ficulty with one or more aspects of personal care, 42 percent
received help with at least one activity.

There were no statistically significant differences by sex in
the proportions of persons 65 years and over receiving help
with dressing, eating, or using the toilet. When all ages 65
years and over were considered, women were significantly
more likely than men to receive help bathing and transferring.
However, these differences were a function of the different age
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Table 4. Percant distribution of persons 65 years of age and over
by number of home management activities that are difficult,
according to sex and age: United States, 1984

Number of home management activities
that are difficuft

Sex and age Total None 7 2 3 4-6
Both sexes Percent
65 years and over. .. 100.0 73.1 143 43 24 6.0
65—74 years....... 100.0 79.5 130 28 15 3.2
65-69 years..... 100.0 81.9 115 25 1.3 2.8
70-74 years .. ... 100.0 76.3 148 34 1.7 3.7
75~-84 years....... 100.0 67.0 16.6 5.8 .2 7.5
75-79 years..... 100.0 70.8 159 48 26 5.8
80-84 years..... 100.0 60.0 179 75 41 10.6
85 years and over. .. 100.0 448 162 93 6.6 242
Male
65 years and over. .. 1000 81.9 97 25 15 4.3
65—-74 years....... 100.0 85.8 86 1.8 1.1 2.7
65—69 years..... 100.0 87.5 74 16 08 2.6
70-74 years . .... 100.0 83.5 10.1 2.1 1.4 2.8
75-84 years....... 100.0 77.8 11.7 30 20 5.5
75~79 years..... 100.0 80.8 103 22 1.9 4.7
80-84 years..... 100.0 71.3 148 45 22 7.3
85 years and over. .. 100.0 56.8 125 8.1 4.9 17.8
Female

65 years and over. .. 100.0 67.0 174 54 30 7.2
65—~74 years....... 100.0 74.6 16.3 3.7 1.9 3.6
65-69 vears..... 100.0 77.4 14.9 3.1 1.8 2.9
70—-74 vears . .... 100.0 71.3 18.0 4.3 2.0 4.4
75~84 years ....... 100.0 60.3 196 75 3.9 8.7
75-79 years..... 100.0 64.1 19.7 66 3.1 6.6
80-84 years..... 100.0 54.2 194 9.1 5.1 12.2
85 years and over. .. 100.0 39.5 16.4 9.8 7.4 27.0

NOTE: Figures may not add to 100.0 because of rounding.

SOURCE: National Health Interview Survey, National Center for Health Statistics.

structures for men and women and were not statistically signifi-
cant within narrower age groups. Women were more likely
than men to receive help walking within all 5-year age groups
at age 75 years and over and to receive help getting outside
within all age groups at age 70 years and over.

Of elderly persons who experienced difficulty bathing,
dressing, eating, transferring, and using the toilet, the propor-
tions receiving help with those activities were higher for men
than women. For example, 77 percent of the men age 65 years
and over who had difficulty dressing received help with that ac-
tivity, compared with 65 percent of the women who had dif-
ficulty dressing. With respect to walking and getting outside,
the situation was reversed, with women who had difficulty per-
forming these activities more likely than men to receive help
with them.

Help with home management
activities

Of persons age 65 years and over living in the community,
5.1 million or 19 percent received help with heavy housework
as a result of health-related problems performing that activity
(table 7). This proportion increased with age, from 13 percent

of individuals age 65-69 years to 44 percent of those age 85
years and over. Smaller proportions of the elderly received
health-related assistance with other aspects of household man-
agement. Eleven percent got help with shopping, 6 percent
each with doing light housework and preparing meals, 5 per-
cent with managing money, and 3 percent with using the tele-
phone. For all these activities, the percent of individuals re-
ceiving help in their perfomance increased with age.

As shown in table 8, 22 percent of persons age 65 years
and over received help in at least one home management
activity, whereas 78 percent were independent in all activities.
The proportion of individuals receiving help with at least one
aspect of household management increased from 14 percent of
persons age 65—69 years to 51 percent of those age 85 years
and over.

The majority of older individuals who had difficulty with
home management activities received help with those chores.
Of persons age 65 years and over who experienced problems
using the telephone, 62 percent received help with this activity.
More than 80 percent of individuals who had difficulty pre-
paring meals, shopping, managing money, and doing heavy and
light housework received help with those aspects of their lives.

There were no statistically significant differences in the
overall proportions of men and women age 65 years and over
who received help managing money and using the telephone.
When all ages 65 years and over were combined, women were
more likely than men to get help with preparing meals and
doing light housework; however, these differences were not
significant within S-year age categories. At all ages, however,
women were more likely than men to receive help with heavy
housework, and they more frequently got help with shopping
within all 5-year age groups at age 70 years and over.

When only individuals who had difficulty with home
management activities were considered, men got help with pre-
paring meals and doing light and heavy housework more often
than did women, while women were the more likely to get help
using the telephone. Men and women in need of assistance with
shopping and managing money were equally likely to get help
with those activities.

Conclusion

When the prevalence of functional limitations was meas-
ured by the proportion of individuals who had any difficuity in
performing personal care activities, about 23 percent (6 million)
of the noninstitutionalized Americans 65 vears and over were
functionally limited. Whereas difficulty in performing a per-
sonal care activity may indicate some loss in the quality of life,
it does not indicate, necessarily, a present or imminent need for
health and social services. A better measure of that need is the
proportion who receive help with a personal care activity, a
subset of those who have difficulty with the activity. According
to this measure of prevalence, about 2.5 million persons or 10
percent of all noninstitutionalized Americans 65 years and
over were functionally limited.

If the prevalence of functional limitations is measured by
the proportion of persons who experience any difficulty in per-
forming home management activities. about 27 percent (7
million) of the noninstitutionalized Americans 65 years and



5] advancedata

Table 6. Percent of persons 65 years of age and over who receive help performing selected personal care activities by sex and age:

United States, 1984

Personal care activity

Getting Using
Sex and age Bathing Dressing Eating Transferring Walking outside toilet
Both sexes Percent
65 vearsandover. .. ............ ..... 6.0 4.3 1.1 2.8 4.7 5.3 2.2
65-74 years  ........ ..., 3.3 2.9 0.6 1.8 2.9 2.7 1.2
65—-69vears .... ............ e 29 24 0.6 1.5 2.7 24 1.1
70-74vyears ........ i 3.8 35 0.7 2.1 3.2 3.1 1.4
75-84vyears ........... 7.7 51 1.5 3.6 5.7 6.9 2.9
75-78vyears . . ... .. 5.9 4.4 1.3 2.9 4.6 5.4 2.3
80~Bdvears .......... ... i, 10.9 64 1.9 4.7 7.8 9.6 3.8
85 vyearsandover...................... 21.0 13.3 2.7 9.0 15.3 21.2 8.2
Male
65 vearsandover................ .. ..., 5.1 4.5 1.2 2.3 3.4 3.2 1.9
B5—T74vyears . ....... . 3.3 3.3 0.9 1.7 2.8 2.2 1.4
65-69vyears ........ ... i, 3.3 2.9 0.9 1.9 2.8 2.3 1.4
70=74 years ..o 3.3 3.8 0.8 1.6 2.8 2.1 1.3
78-84vyears . ........ .., 6.6 5.7 1.8 2.7 3.7 3.7 2.3
75-79vyears . ... 5.5 5.4 1.6 2.3 3.0 3.3 2.1
80-B4vyears.............0iiiiia.., 8.9 6.2 21 3.7 5.2 4.6 2.7
8o years and Over. .. ... 18.4 12.6 2.4 6.7 8.0 11.8 5.6
Female
65 vyearsandover. ....... ..., 6.5 4.3 1.0 3.2 55 6.8 2.5
65=74vears . ... ... 3.3 2.7 0.5 1.8 29 3.1 1.1
65-69vears....... ..., 2.6 2.1 0.4 1.2 2.6 2.5 0.8
70-74vears . ... 4.2 3.4 0.6 25 3.4 38 1.5
75-8B4vyears ... ... 8.4 4.7 1.4 4.1 6.9 8.8 3.2
75=79vyears .. ... 6.2 3.7 1.2 3.4 5.6 6.8 2.5
8B0-84years...........cciiiinnnn.. 12.0 6.5 1.8 5.2 8.0 121 4.4
85 vearsandover........... ..o, 221 13.5 2.9 9.9 18.0 25.4 9.3

SOURCE: National Health Interview Survey, Nattonal Center for Health Statistics.

over were functionally limited. The proportion of noninstitu-
tionalized Americans 65 years and over who received help with
2 home management activity was 22 percent, or about 5.9 mil-
lion persons. If doing heavy housework had been eliminated
from the list, the overall prevalence of functional limitation
would have been substantially reduced. Regardless of which
measure of functional limitation was used, its prevalence in-
creased with age. Women were more likely than men to be
limited in these activities, in part because of their older age
distribution. Also, because men do not perform many of these
activities for cultural reasons, they were at reduced risk of hav-
ing difficuity or receiving health-related help with them.

Most older persons who had difficulty with various aspects

of home management received help with those activities. They
were slightly less likely to receive assistance with personal care
activities that posed problems for them, especially walking and
getting into and out of chairs.

The ability or inability of the elderly to get help with dif-
ficult activities may be an important factor in determining
which individuals are able to remain in the community and
which must enter nursing homes or other institutions for
needed care and assistance. Comparison of the data presented
in this report with data for the institutionalized elderly may
prove helpful in developing programs to aid older persons in
their attempts to remain active and independent for as long
as possible.
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Table 6. Percent distribution of persons 65 years of age and over by number of personal care activities for which help is recsived, according to

sex and age: United States, 1984

Number of personal care activities for wnich help 1s receved

Sex and age Total None 7 2 3 4-7
Both sexes Percent
B5 Years and OVer. . .. .ttt e e e e 100.0 90.4 3.9 1.9 1.1 2.8
B =T Y BAIS . . . ittt 100.0 34.0 2.8 1.1 0.6 1.5
BB YOAIS . ittt et e s 100.0 94.7 2.4 1.0 0.7 1.2
JO=T 8 YRaIS . o vttt ettt 100.0 93.2 3.2 1.2 0.6 1.9
=88 Y BAIS . . ittt e e, 100.0 88.1 4.5 24 1.5 3.5
2 4 I 1T S 100.0 80.5 3.3 20 1.4 2.8
BO—B8 Y AIS . it ittt et e et e 100.0 83.6 6.7 3.2 1.7 4.8
BE years and OVer. .. i vttt i ittt e e 100.0 68.9 10.9 6.2 3.1 10.8
Male
B Years and OVEr. . ...ttt tinnreenaasensiiritacosseeseseannnnennacs 100.0 92.2 3.3 1.4 0.8 2.3
BT YBANS . .t ittt ittt e et 100.0 94.2 2.6 1.0 0.5 1.6
ST s - Y- T £ 100.0 94.6 2.3 0.9 0.5 1.7
0 B T - 100.0 893.7 3.1 1.2 0.6 1.5
2T T R T T - 100.0 80.6 3.6 1.8 1.0 3.0
4 A IR 7= T4 P 100.0 91.5 3.1 1.9 1.1 2.3
BO—B4 YBAMS . . .ttt ittt i ettt e e 100.0 88.6 4.7 1.6 0.7 4.4
BE years and OVer. . ... .ttt iiten i i st e e 100.0 76.6 9.0 4.1 2.4 7.9
Female

BE vears and OVEl. . . ...ttt ittt e et 100.0 89.1 4.3 2.2 1.3 3.1
(3SR AR -Y T 100.0 393.¢ 2.8 1.1 0.7 1.5
(o1 El 5T - T - 100.0 94.8 2.5 1.0 0.8 0.9
A0 T - AR T - 100.0 92.8 3.3 1.2 0.6 2.2
T T R Y- T -3 O 100.0 86.5 5.1 2.7 19 3.8
=Sl TR - T 1 ¢ 100.0 89.8 3.4 2.0 1.6 3.2
BO—84 ¥earS . ..ot i et e e e e 100.0 810 78 40 2.3 4.9
B Years And OVer. . . it i e e e 100.0 65.5 11.7 7.2 3.5 12.1

NOTE: Figures may not add to 100.0 because of rounding.

SOURCE: National Heaith Interview Survey, National Center for Health Statistics.
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Table 7. Percent of persons 65 years of age and over who receive help performing selected home management activities by sex and age:

United States, 1984

Home management activity

Doing Doing
Preparing Managing Using heavy light
Sex and age meals Shopping maney telephone housework housework
Both sexes Percent
65vyearsandover.................... 6.0 10.5 4.8 3.0 19.3 6.2
65-74vyears............ i, 3.3 5.8 2.1 1.5 14.5 3.6
65-69vyears......... ... .. ..., 2.9 4.9 1.7 1.2 12.8 3.2
70-74vears........ ..., 3.8 6.9 2.5 1.9 16.6 4.2
75-B4vyears.............. i, 71 14.1 5.8 3.9 23.1 7.6
75-79vyears . ... 59 10.8 4.8 3.3 20.5 6.0
B0-84vears............cciiiinnn. 10.9 19.8 7.5 5.0 27.8 10.4
85vyearsandover.................... 23.7 35.9 235 11.7 44.1 21.6
‘ Male
65yearsandover.................... 4.4 6.9 4.2 3.3 11.4 4.5
65—74vyears........... ... 2.8 4.3 2.6 2.0 9.3 3.2
65-69vyears...................... 24 3.9 2.3 1.7 8.4 3.3
70-74vyears. ..., 3.4 4.9 2.9 2.4 10.4 3.1
75~84vyears...... ..., 54 8.9 5.0 5.0 12.7 5.7
75-79vears. ..., 4.6 7.1 4.9 4.3 11.4 4.7
80-8B4vyears...................... 7.0 12.7 52 6.5 15.5 7.8
85yearsandover.................... 17.7 26.4 19.0 10.9 30.0 14.4
Female
65yearsandover.................... 71 13.0 5.2 2.7 24.7 7.3
65-74vyears...........ccuiiiiinn... 3.7 6.9 1.7 1.1 18.5 4.0
65—69vears...................... 3.3 5.7 1.3 0.7 16.3 3.1
70-74vyears. ... 4.1 8.2 2.1 1.5 21.0 5.0
75-8B4vyears. ... ... 8.2 17.2 6.3 3.2 29.4 8.7
75-79vears........coiiiiiinn.. 6.6 13.4 4.8 2.7 26.6 6.9
BO-84vears..........civuuninn.n 10.8 23.4 8.7 4.2 34.0 1.7
85yearsandover.................... 26.3 40.1 25.6 121 50.3 24.8

SOURCE: National Health interview Survey, National Center for Health Staustics.
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Table 8. Percent distribution of persons 65 years of age and over by number of home management activities for which help is received, according
to sex and age: United States, 1984

Number of home management activities
for which help is received

Sex and age Total None 7 2 3 4-6
Both sexes Percent
BD Years and OVEer. . ... v iiieintiine e cnoosaesoaeosscesanennsanonannn 10090 77.8 11.4 3.5 2.4 5.0
(o1 Ty AR F. 1 ¢~ PR 100.0 83.9 9.8 2.3 1.6 2.4
BB YOAIS . ittt i e i s s 100.0 85.9 8.6 2.0 1.5 2.1
£ - T T S R 100.0 81.4 11.3 2.7 1.7 2.9
758 YBAIS . ittt et e e et e et 100.0 72.4 13.9 4.7 3.0 6.0
Ry s BT -2 100.0 75.7 13.4 3.8 23 4.8
BO—Ba YEAIS . . o ittt et e et i ey 100.0 66.3 14.8 6.4 4.3 8.2
B years and OVEl. . ...ttt it ittt e ety 100.0 48.6 14.6 8.7 6.2 22.0
Male
B Years and OVer. . .. .t iiit ittt it ctas et aae ettt 100.0 85.4 7.2 20 1.6 3.8
[ LT A T Y -3 100.0 88.6 6.5 1.5 1.2 2.3
BB YIS . ittt i ittt et e 100.0 89.7 5.8 1.4 1.0 2.2
A0 R 3N T T 100.0 87.1 7.4 1.6 1.4 25
=T 2 - O 100.0 82.6 8.4 2.3 1.9 4.8
- YT 100.0 84.9 7.4 1.8 2.0 4.0
BO—84 YRaIS . . it ittt et et e e 100.0 77.9 10.5 3.5 1.7 6.4
B years and OVer. ... ... i ittt et ittt it 100.0 61.4 10.4 7.2 4.5 16.5
Femaie

B0 Years and OVEr. . .. .. i iueeenrenreraaeseassoasssoassonenatosaassosas 100.0 72.5 14.3 4.6 2.8 5.8
[T AR - T O 100.0 80.3 12.3 3.0 1.9 2.5
(ST IR Y 1 P 100.0 82.8 10.9 2.5 1.8 2.0
£0 e A - T 3 100.0 77.4 14.0 3.5 1.9 3.2
TO~8a YBBES L . it a ettt e e e e 100.0 66.1 17.2 6.2 3.7 6.8
=T Y OIS . . i\ ittt e et a e, 100.0 69.6 17.4 5.2 2.5 5.3
BO=BA ¥ears. . ...itiiitt it i it e ey 100.0 60.3 17.0 7.9 5.6 9.2
BB Years and OVer. . .. .uiuien vttt ittt ettt et 100.0 428 16.5 9.4 6.9 24.4

NOTE: Figures may not add to 100.0 because of rounding.
SOURCE: National Heaith Interview Survey, National Center for Health Statisucs.
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Technical notes

Data presented in this report were obtained from household
interviews of the 1984 National Health Interview Survey
(NHIS). These interviews were conducted among a probability
sample of the civilian noninstitutionalized population of the
United States. During 1984, approximately 105,000 persons
living in about 41,000 households were included in the sample.
The total noninterview rate for the NHIS was 3.6 percent.

The Supplement on Aging (SOA) was designed to be ad-
ministered to all individuals of age 65 years and over who were
included in the 1984 N'HIS sample, and to one-half of the indi-
viduals of age 55-64 years. Interviewers strongly encouraged
the people selected to answer the SOA questions to respond for
themselves. As a result, 90 percent of the responses to the
SOA were completely self-responses. A negative result of the
added emphasis on self-response in the SOA was that no in-
formation was collected for some individuals even though other
household members had provided information for them on the
core NHIS questionnaire. Fortunately, this defect occurred
infrequently; the effective response rate for the SOA was 93
percent of the NHIS sample. Interviews were conducted for
4,651 persons of age 55-64 years and 11,497 persons of age
65 years and over.

This analysis was restricted to persons of age 65 years and
over. The 11.497 NHIS sample cases represented a national
population of 26.4 million persons. The distribution of this

population by sex and age is shown in table I.
The estimates in this report are based on a sample rather

than the entire population of age 65 years and over. Therefore,
the estimates are subject to sampling error. In addition, the
complex sample design of the NHIS has the effect of making
the sampling errors larger than they would be had a simple
random sample of equal size been used. Standard errors for
percents (x/v) where the denominator (1) is all men, women,

Table I. Estimated number of persons 65 years of age and over by
sox and age: United States, 1984

Sex
All

Age persons Male Female

Number in thousands

65vyearsandover ................ 26,433 10,787 15.645
65-74vyears............ .0, 16,288 7.075 9,213
65-69vyears................... 9,088 4,081 5,007
70~74 years. ..........oiunnn. 7.200 2,994 4,206
75-84vears. ...... .0t 8,249 3,128 5,121
75-79vyears........0iiiunnn., 5,320 2,137 3,183
80-84vears..........ovuuennn, 2,928 991 1,838
85 yearsandover ................ 1,897 585 1,312

or persons of age 65-74 years or 65 years and over can be
calculated using this formula:

3,691.285

X

SE (1) =% - 0.0000184 +
¥ y
Standard errors for percents (x/y) where the denominator
(») is some other population group, for example, all persons of
age 85 years and over, can be calculated using this formula:

y

SE (l) _ 3.691.285x/r(1 — x/v)
y

The values of y are presented in tables 2, 4, 6, and 8. Values of
Xx can be derived by multiplying the y values by the percents
presented in tables 1, 3, 5, and 7.

To better understand the limitations of the estimates pre-
sented in this report, data users are encouraged to familiarize
themselves with the survey design, the method used in estima-
tion, and the general qualifications of the data, which are de-
scribed in appendix I of Current Estimates From the National
Health Interview Survey: United States, 1984.'! The ques-
tionnaires for the 1984 core survey and the SOA. are presented
in appendix III of the report.

Also important for interpreting the data presented in this
report is a thorough understanding of what this. or any other.
cross-sectional survey can provide. There are two issues—one
important for any cross-sectional analysis and the other for
analysis of older people.

First, the NHIS is a point-in-time study. Associations at
one point in time do not necessarily indicate causality. The dif-
ferences among the age groups. for example, could be the result
of aging or, alternatively, thev could be the result of different
cohorts moving through time. Based on external knowledge, a
difference in the proportions of persons experiencing difficulty
with a specific activity could be interpreted as the result of
aging, but the data from a cross-sectional survey may not en-
able one to make that distinction.

Second, this is a study of people who were living in the
community at the time they, or proxy respondents. were inter-
viewed. All of the elderly people who had left the population
through institutionalization are excluded. The exclusion of
these individuals, who may be expected to have demonstrated
a different level of functional limitation than the SOA respond-
ents, creates a bias in the estimates that must be borne in mind
when interpreting the survey results.

SOURCE: National Health Interview Survey, National Center for Health Statistics.

NOTE: A list of references follows the text.
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Highlights of Drug Utilization in Office Practice
National Ambulatory Medical Care Survey, 1985

by Hugo Koch, M.H.A., Division of Health Care Statistics, and Dee A. Knapp, Ph.D., University of Maryland at Baitimore

Prescribed or provided at three of every five visits, drugs
are the most commonly used weapons in the therapeutic arsenal
of the office-based doctor. This finding, along with other
highlights of drug utilization that appear in this report, emerged
from the National Afnbulatory Medical Care Survey
(NAMCS), a year-long sample survey of the Nation’s office-
based physicians, conducted in 1985 by the National Center
for Health Statistics. General findings from the 1985 NAMCS
have been published. !

The data-collection instrument used in the survey, the
Patient Record, appears as figure 1. Item 14 of the Patient
Record required responding physicians to enter the names
of up to five of the specific drugs that they prescribed or
provided in the course of the office visit. (Drugs ordered
through telephone contact were not included.) This resulted
in an estimated 693.4 million drug mentions, an average of
1.1 drug mentions for each of the 636.4 million office visits
made during the survey year. Physicians were asked to report
nonprescription as well as prescription drugs. to distinguish
between new and continued medications, and to indicate
whether the drug was intended for the principal diagnosis
associated with the visit or used for some other reason.

The overall importance of drug therapy is made graphically
evident in figure 2. An estimated 61 percent of all office
visits were “drug visits”; that is. visits during which one or
more drugs were prescribed or provided. Furthermore. in a
sharply prominent 72 percent of these 389.5 million drug visits,
drug therapy was the on/y form of treatment used.

Table 1 defines certain basic dimensions of the drug data
base. Among the key findings are the following:

'"National Center for Health Statistics, T. McLemore and J. DeLozier: 1985

smmary, National Ambulatory Medical Care Survey. Advance Data From
vital and Health Statistics. No. 128. DHHS Pub. No. (PHS) 87-1250.
Public Health Service, Hyattsville, Md.., Jan. 23.1987.

® The great majority (77 percent) of the drug mentions
were applied to the principal diagnoses.

® A respectable tendency toward generic prescribing is
suggested by the finding that 19 percent of drug entries
use the generic name of the drug.

® About one of every five drug mentions was a fixed-ratio
combination drug. Combinations have the advantage of
offering more convenience to the patient but the off-setting
disadvantages of a usually higher cost and of less flexibility
in dosage adjustment due to their fixed-ratio composition.

® A small but critical proportion (8 percent) of drug mentions
were controlled drugs. Controlled medications have signif-
icant potential for addiction or habituation. Because of
this potential, they are under the regulatory control of
the Drug Enforcement Agency (DEA), an agency of the
Department of Justice. In table 1, drugs are characterized
by their DEA control level (“schedule™. Each successive
schedule, from II through V. reflects a decreasing potential
for addiction. With a membership consisting chiefly of
the minor tranquilizers (diazepam and alprazolam. for
example), the Schedule IV drugs command the highest
frequency of mention.

Tables 2 and 3 offer ranked listings of the 50 drugs
most frequently prescribed or provided by the office-based
practitioner. Table 2 uses entry names. that is. the trade or
generic names entered by the physician on the prescription
or other medical record. Table 3, because its list is based
on the generic ingredients of the drugs (whether in single-entity
or combination form), provides a more complete perspective
of drug utilization in the doctor’s office. The 50 drugs listed
are present in almost two-thirds of the 693.4 million drug
mentions.

Another useful overview of 1985 drug utilization appears
in table 4. The 693.4 million drug mentions are classified
here by the chief therapeutic effect that each was intended

U S DEPARTMENT OF HEALTH AND HUMAN SERVICES
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Drug therapy
the only form
of treatment
[44 percent]

Yo
treatment 1;;:.\ 7
4 percent] iy
7 therapy
n conjunction
with nondrug
treatment
[17 percent]

L—__| Drug therapy

©w]  Alternatives to drug therapy

Figure 2. Percent distribution of office visits by treatment modality:
United States, 1985

to produce. Clearly apparent is the preeminent role played
by three therapeutic categories: antibiotics. cardiovascular-
renal agents, and analgesics. Together they account for about
40 percent of all drug mentions.

The remaining numbered tables reveal the relationship
between drug utilization and certain key variables in office-
based care: the principal diagnosis (table 5), age and sex
of patient (table 6), race and ethnicity of patient (table 7),
and characteristics of the attending physician (table 8).

Of the numerous ways to measure drug utilization, tables
5-8 make use of four:

® One—the literal number of drug mentions for a given
variable, the most exact measurement of overall volume
of utilization.

® Two—the proportion of visits during which one or more
drugs were prescribed or provided, a usetul insight into
the frequency of drug use.

®  Three—the proportion of visits during which two or more
drugs were prescribed or provided, an indicator of the
intensity of use.

® Four—the Drug Utilization Index, an artifactual indicator
of frequency plus intensity formed by combining propor-
tions two and three above.

Diagnosis

Proper evaluation of the patterns of drug utilization re-
quires that the data user look first to the morbidity that the
drugs were intended to prevent, diagnose, or treat. The most
direct and frequent linkage occurs here. In rational prescribing,
a drug is seldom if ever utilized for the sole reason that
the patient is over 63, or black, or female: or that the physician
is an internist or a general practitioner. When variations in
the substance and rhythm of utilization occur, they usually
reflect differing patterns of morbidity.

It is fundamental, then. to first examine office-based drug
utilization in terms of its diagnostic correlates. Table 5 makes
this exploration, using the drug data specific to the first-listed
(principal) diagnosis associated with each office visit (fig-
ure 1, item [1a). It is readily evident that two major diagnostic
groups—respiratory disease and circulatory disease—dominate
the world of office-based drug utilization. a dominance that
is evident in all the various measures of utilization.

® The respiratory and circulatory disease diagnostic groups
account for the highest respective proportions of total
drug mentions (20 percent for respiratory disease and
16 percent for circulatory).

® They lead the other major diagnostic groups in the propor-
tion of office visits during which one or more drugs

Table 1. Percent distribution of drug mentions by selected dimensions of the drugs utilized: United States, 1985

Drug Drug
Drug dimension mentions Drug dimension mentions
All mentions (693.355000) .. .. eovvrerinniniiean e, 100.0 Prescription status
. Prescriptiondrug ............ ... ... i 81.9
New or continued status Nonprescriptiondrug ............iiiiiii i 1.2
Newmedication .. .........coooiuiin i iaeeeennnnn.. 42.9 Undetermined ........ ..ottt 6.9
Continued medication ..............cooocieiuiuninn ... 52.6
Undetermined ............c.iimnemieneiiaeeannnnnss 45 Composition status
. Single-ingredientdrug .. ...... e 7.9
Therapeutic target Cong'tbinastlion drug . g .................................. 20.2
PTINCipal diagnosis .. .........oveeseis e 77.1 Undetermined .. ......oouveienitinne e, 79
Other problemis) .............ooeeeeeeunrensinn, 19.5
Undetermined .................... ..o i, 34 Federal control status
Controlleddrug .....oociieiir i s 75
1
Generi Entry status SChedUle ARG . ..« . eeeeeeeeeeee e 06
3 e;eﬂc MM 18.6 Schedulellidrug .............oo i, 1.8
L;ad etname ........................................... 736 ScheduleVdrug .. ....oouei e ns 4.1
naetermined ... 7.8 ScheduleVdrug ............c. i 1.0
Noncontrolleddrug ............. ot 85.8
Undetermined ........... ..ottt 8.7

1
NAMCS respondents used the same form of entry—generic or trade name-—that they used on the patient’s medical record and/or on any prescristion that trav wrote
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Table 2. The 50 drugs most frequently utilized in office practice by generic ingredients, number of mentions, rank, and therapeutic use: United States, 1985

Number of
mentions
in
Entry name of drug’ thousands Rank Therapeutic use

L 1 T T 693.355 o
Aldomet (methyldopa) . ... ... i e e e e 3,888 29  Antihypertensive
AMORICHIN L o e e e e e e e e e, 10,959 1 Antibiotic
AMOXI | (@IMOXICIHIN) .o i e e s e e 7.858 5  Antibiotic
AMPICHIIN o et e et e 6.557 8  Antibiotic
ASDITIN OF A S A L e e e e e 5,224 16 Anaigesic, antipyretic, anti-

inftammatory
Benadry! (diphenhydraming) . ... ... e e e 4,028 26  Antihistaminic
CaClOr (CEIACION . ottt e e e e 3.783 30  Antibiotic
CoUMACIN (WA AN . .ottt e e ittt et e e e 2,631 48  Anticoagulant
Darvoce!-N {propoxyphene, acetaminophien) .............iiiirtenrernnnenrucroneunannens 3.610 34  Analgesic
Diabinese (CIoMmropamide) . ... ... . i e 3.036 43  Hypoglycemic agent
[ 9o Ta 1 3.766 31 Cardiotonic
Dimetapp (brompheniramine, phenylpropanolamine) ............. ... ... . i i, 3.145 42  Antihistaminic, decongestant
Diphtheria tetanus toX0IdS PErIUSSIS . . .. ..ottt ettt ie et ei it ee et ain e 5.805 12 Immunization
Dyazide (tnamterene, hydrochiorothiazide) .. ..........oo i 9,304 3  Diuretic, antihypertensive
EES. (BrythrOMYCIN) .. oottt i et e ettt e e 4,791 20  Antibiotic
Ery IOy CIN ottt e e e 4,494 21 Antibiotic
Feldene (DITOXICAM) . ..ottt ettt e e as it et et e e e e 3.572 36 Nonsteroidal anti-inflammatory agent
Hydrochiorothiazide Or HCTZ . ... .. i i i i et e ettt e ia e 5.636 13  Diuretic
Inderal (propranolol) . . ... oo i e e e 7.844 6  Arrhythmia, angina pectoris,

hypertension, migraine
[Eale Lo teTTa XA TaTo Lo a2 1= {1 T= o3 L) S 3.177 39 Nonsteroidal anti-inflammatory agent
INfIUENZA VITUS VBCCINE . .. ittt ittt ettt ettt e iaa e it e 2.869 47  immunization
=T U 2.566 50 Hypoglycemic agent
Isordil (isosorbide dinitrate) . ... ...t i i i e i e e 2921 45  Vasodilator
[T L= (oT= o =1 (= [ ) I 6.255 11 Antibiotic
[T To ST I o [T« Lo 341 1 ) 1 8.308 4  Cardiotonic
LasiX (FUFOSBMIOE) .. o ittt i i it et et st e e 10.654 2 Diuretic. antihypertensive
L.opressor (metoprolol) . ...... e e e e e e 3,761 32 Hypertension, angina pectoris
Materna (MmuUltivitaming .. ... ... i e e e et e e e 2,584 49  Prenatal supplement
[ o1 (T (1 Y07 o] o3 =" o ) 7,295 7  Nonsteroidal anti-inflammatory agent
Naldecon {(phenylephrine, phenylpropanclamine, phenyltoloxamine, chlorpheniramine) ......... 3,206 38  Antihistaminic, decongestant
NAProSYN (NAPTOXEN) .. en ettt r et eratsaaanraeteraeeranananesssossnaeraeronsnanes 6,489 9 Nonsteroidal anti-inflammatory agent
L LT o= o T TP 3,164 41 Vasodilator
QOrtho-novum (norethindrone, estradiol ormestranol) .. ... veei i it eiie e 3,176 40  Oral contraceptive
Pen-Vee-K (DeniCillin} .. ... ..o ettt 3,577 35 Antibiotic
Persantine (dipyridamole) . . . ... ..ot i e e et 4,295 22  Angina pectoris
[ 10 TR 2= LoTe 121 - 4122 24 Immunization
[ =y L4 11=Te L x (= S U UG O 6,454 10  Steroidal anti-inflammatory agent
Premann (@SIr0QENS) . ... ottt it e e e e 4,292 23 Estrogen replacement therapy
Prenatal VITAIMUNS . . ittt it ittt ettt er e et tee et e 2,911 46  Prenatal suppiement
Synthroid (IevOthyroxing) ... ... . it i iiia st 3.001 44  Thyroid replacement
Tagamet (CIMEHAING) . ... . it e ittt et e oaane e 5,205 17 Duodenal or gastric ulcer
TB.Tinetest (UbercuUling . ... .. i i i e it it it it e e 3,257 37 Tuberculosis skin test
TenormIn (BIBNOION . . . . oottt e et e ae it e 5.443 15  Antihypertensive, angina pectoris
B 123 VY 1+ 1= 5474 14 Antibiotic
Theodur(theophyling) . .. ... i i et et 4,852 19  Bronchodilator
TIMOPC (MOl . ..ttt i e e 3.901 28  Gilaucoma
Tylenol (acetaminophen) ... ..... ..ottt iees e 5.082 18  Analgesic
Tylenol No. 3 (acetaminophen, CodeINe) ...... ... oiiiiirtinniuuiereriennrennaranacns 3.909 27  Analgesic
RV YT N (ST -2=1 e = Vo) P N 3.672 33  Anxiety disorders
Xanax {@IprazZolamy) ... oot e e 4,071 25  Anxiety disorders

IThe trade or genenc name used by the physician on the prescription or other medical records. The use of trade names 1s for Identification only and does not imply endersement by the Public Health
Service or the U.S Department of Health and Human Services. Because of its nonspecific nature, the entry “Allergy relief or shots,” with 7.607.000 mentions, is omitted.

were prescribed or provided (83 percent for respiratory
disease and 75 percent for circulatory).
® They lead the other groups in the proportion of visits

Patient

Along the continuum of patient age there were two peak

at which multiple drug mentions appear.

® For each, therefore, the Drug Utilization Index. the com-
bined indicator of frequency and intensity, well exceeds
the Index for any other diagnostic group.

in drug utilization: this was true regardless of the method
of measurement employed. There was a minor peak in the
youngest age group. due largely to the more than average
use of antibiotics and immunizations. and a major peak in
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Table 3. The 50 drugs most frequently utilized in office practice by generic ingredients, number of mentions, rank, and therapeutic use: United States, 1985

Number of
mentions
m
Generic ingredient thousands' Rank Therapeutic use
Yo 17T - 633,355
Yo o 10 oT o o T o O 22,520 2  Analgesic. antipyretic
- 113 o 377 14T 4,255 48  Antidepressant
AMOXICIIN ... it ittt e i et i e e et e aa e e 18,204 3  Antibiotic
- £ 1o 1 7,293 25  Antibiotic
- Y- 111 T 13,797 6  Analgesic, antipyretic, anti-
inflammatory
- (-2 L]« 5,443 35  Antihypertensive, angina pectoris
-8 11T 5294 36  Anticholinergic
272 ot 1 (€= Uox .« T AR 6,050 31 Antibiotic
L2300 4T =T a1 =T o 1= 2 4,393 47  Antihistarmunic
[oF= 4 £ o T T 5,259 37  Stimulant
[Ty T 1= | 6,255 30 Antibiotic
[ 11 ToTq o3 LT T - Lo a1 T 12,644 8  Antihistammnic
[T 171 T 11 - 5231 38  Duodenal or gastric ulcer
[07o T =T 13,211 7  Analgesic. antitussive
{972 (g 111 (g T T T V- A 5,019 41 Steroidal anti-inflammatory agent
[ T 7o {1 12,159 11 Cardiotonic
[ 7o =T a4 T = T oo 5,049 40  Antihistamunic
[ ] 0¥ T = T To 1 R 4,930 42  Angina pectoris
2 221111 113 17,930 4  Antibiotic
1 L T [T P 6,922 27  Estrogen replacement therapy, oral
contraception
T oo 115 T O 4,747 45  Estrogen replacement therapy, oral
contraception
FUIOS M . ... . ittt iiiaaeenernaessaseoaaeoensasecaenoesuasasanenassennens 10,844 12  Diuretic. antthypertensive
[T T3 =T T 7141 26  Expectorant
HydrochlorothiaZide . . . oot et ittt it it e ettt ettt ae e e 23,676 1  Diuretic. antihypertensive
e et e Lo T 7.328 24  Steroidal anti-inflammatory agent
=T ¥ o o =T 9,429 15 Nonstercidal antiinflammmatory agent
3T Y 5913 32  Hypoglycemic
IS0S0TDIAE . . .o i e i e et it ta et a i e e 4,085 50  Vasodilater
LT {2377 L Lo o T S 5670 33  Antihypertensive
NP OXEN ottt ittt ittt et aeeeiaesansasnesarenearesesanceesnacesnnnesannnnnnen 7.567 22  Nonsteroidal anti-inflammatory agent
Neomyoin .......oiveiiiencnnacananns N 8,635 20 Antibiotic
L Lo £~ £ 8.093 21  Vasoduator
L [T TV [ o] - 5,640 34 . Oral contraceptive
L= 1 To7 1 12,393 10  Antibiotic
Lo LT3 1YL= o3 o 13T 14,395 5 Sympathomimetic
Phenylpropanolaming ...........covvieereenna-. e e e e s 12.442 9  Sympathomimetic
Lo 011 T = 7.443 23 Antibiotic
L (= 1o T T 4.095 49  Sterodal antr-inflammatory agent
L= o[- T 6,702 29  Steroidal antiinflammatory agent
344 T=Y (= .47 4T DA 4.436 46  Antthistamunic
LR oo 2 o £ T= T 4.786 44  Analgesic
Lo oL Lo 8.792 19  Arrhythmia, angina pectors,
hypertension. migraine
LT e Lo=T oo T=Ta [ = 9.699 13  Sympathomimetic
SUHAMEtNOXAZOIE . . . ottt e e e e e e 9.353 17  Antibiotic
L3 (=T o] T A 6,913 28  Antibiotic
LA L= o 3 1 T 9312 18  Bronchceailator
17 4,851 43  Glaucoma
B E< T3 o Lo Tot o 5,167 39  Steroidal anti-inflammatory agent
1 T2 1T - T A 9.402 16 Duuretic. antihypertensive
a1 o £ 9,476 14 Antibiotic

1Combines mentions as the generic form of single-ingredient drugs with its mentions as an ingredient of combination drugs. Vitamins, minerals, and vacc nes are omitted.

the oldest age group, resulting largely from the presence—at
times concomitant—of the chronic diseases that afflict the
aging. It is noteworthy that these oldest patients, though they
made up only 12 percent of the population, accounted for
20 percent of office visits and nearly 30 percent of all drug
mentions (table 6),

The relationship between the sex of the patient and drug
utilization requires careful evaluation: A gender comparison

based on simple enumeration of drug mentions should be
treated with caution. It is true that drug mentions for female
patients substantially outnumber mentions for males—in a
ratio of roughly 6 to 4. But this ratio also holds for office
visits in general, where it is influenced to a pronounced extent
by the presence of conditions and needs that are unique to
the female and by the demographic fact that, in 1985, females
outlived males by an average of 7 years, producing more
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Table 4. Number and percent distribution of drug mentions by therapeutic categories: United States, 1985

Number Number
of mentions Percent of mentions Percent
Therapeutic category’ in thousands  distribution Therapeutic category’ in thousands  distribution
Alldrugs . ... i 693,355 100.0 Antihistamines, antitussives, expectorants, and
Antr-infective agents (systemic) ............. 101,723 147 mucolyticagents ... 47,892 69
Antibiotics .. ....... ... . L. L. 85,299 123 Eye, ear, nose, and throat preparations ... . ... 30,588 4.4
Cephalosporins ...................... 12,661 18 Anti-infectives ......................... 9,910 14
Erythromycins ................. ..... 17.334 25 Antibiotics . .......... ... . L 6,349 08
Penicillins ........... . ............ 38,869 56 Anti-inflammatoryagents . ............... 5,488 0.8
Tetracyciines ......... ............. 10.707 1.5 Miotics .. ... ... ... 6,052 09
Sulfonamides ......................... 10,453 1.5
- ; ' Gastrointestinaldrugs .................... 26,647 38
All other anti-infectiveagents ............. 5,971 08 Antacids and absorbents .. ............ .. 4174 06
Antineoplasticagents ..................... 5,393 08 Cathartics and laxatives ................. 4,731 0.7
AutonomICdrugs ... ....ooieiiiiaaiin. .. 25,366 37 Smehcl:ls and ang;edmehcs e h .f.I ot 3822 06
Anticholinergicagents ... .............. 8,543 1.2 lscg an;ou; i rugs (used chiefly in 80
Sympathomimetic (adrenergic) agents . . ... 9,528 14 treating duodenal ulcer) ................ 98 14
Skeletal musclerelaxants ................ 6,241 09 Hormones and synthetic substances ......... 52,642 76
Blood formation and coagulation . ........... 8,176 1.2 ég;et:aacipt'i\./és. """"""""""""" 13232 ?f
Anti-anemiadrugs . ... ..., 5317 [0 : :
1o ESHOGENS ... .'eeeeeneseeenesn. 7,268 10
Cardiovasculardrugs ..................... 80.237 11.6 Antidiabeticagents . .................... 8,965 13
Cardiacdrugs .............ccoviinnnnn. 31.931 46 tnsulins ... 5,906 0.9
Antihypertensiveagents ................. 29,331 4.2 Thyroid and antithyroid .. ................ 5113 0.7
Vi itat 1S i 18, .
asodilating agents 8.338 26 Serums, toxoids, and vaccines .............. 20,649 30
Analgesics and antipyretics ................ 67,631 9.8
. L Skin and mucous membrane agents ......... 41,481 6.0
Nonsteroidal anti-inflammatory agents ... .. 42, 6.2 !
vag 803 Anti-infectives ......................... 17,548 25
Psychotropicdrugs .. .................... 41934 6.0 FUNGICIAES . . .\ oo e e 5759 0.8
Anxiolytics. sedatives, and hypnotics ...... 22826 33 Antrinflammatoryagents ................ 12,587 1.8
Antidepressants ....................... 12,057 17 Keratolyticagents ...................... 3,136 0.5
Major tranquilizers and antimamic drugs ... 7.051 10 Smooth muscle refaxants . ................. 11,675 17
I ic, caloric, lance ....... 1, 4 .
& ectrolxtnc caloric, and water balance 51,5689 ! Viamins ... 18,873 27
Dwretics ............... ..ol 34,764 5.0 o
Replacement solutions 13.208 19 VitaminBcomplex ..................... 5,069 07
PIAceMENt SOIMLIONS . - vovvvrnvvneneees " : Multivitamin preparations ................ 11,494 1.7
Otherorundetermined .................... 60,908 87

Based oft American Hospital Formulary Service Classificatron System, Drug Product information File, The American Druggist Biue Book Data Center. San Bruno, Calif., 1985.

Table 5. Number and percent distribution of office visits and drug mentions; percent of office visits during which 1 drug or multiple drugs were used, and Drug
Utilization index, by principal diagnoses and ICD-9-CM codes: United States, 1985

Office visits Drug mentions® Drug visits Drug
Number in Percent Number in Percent 1drugor  2drugsor  Utilization
Principal diagnasis and ICD-9-CM code’ thousands  distribution thousands distribution more used® more used? Index®
Percent of all visits®

Allprincipal G1agN0SeS .. ..o ot i i 636.386 100.0 534,627 100.0 54.2 20.0 74

Infectious and parasiticdiseases ...................... 001-139 24,869 39 22,051 4.1 66.2 169 83

NeOpIasSmMS ... . 140-239 19,998 3.1 9,717 1.8 29.4 116 41
Endocrine, nutritional and metabolic diseases,

and immunitydisorders ..... ... ... ... e 240-279 22,480 35 21,901 4.1 61.3 216 83

Diseases of endocrineglands ............. ......... 240-259 15,554 24 15,603 29 64.9 205 85

ObeSItY ... 278 3,345 a5 3,470 0.6 59.0 276 87

Diseases of blood and blood-formingorgans  ............ 280-289 3841 06 2971 0.5 60.8 116 72

Mentaldisorders ......... ... ... ... . ... ... ..., 290-319 25,988 4.1 20,835 3.9 52.3 19.2 72

Nonpsychoticdisorders . ........................... 300-316 20.198 3.2 12.428 2.3 45.0 125 58

Diseases of nervous system and senseorgans ... ........ 320-389  69.852 11.0 52,995 9.9 53.0 17.4 70

Diseases of central nervous system . .. ............... 320-349 4827 08 5,382 1.0 68.3 27.8 96

Eyedisorders ............ .. ... ... L. i ... 360-379 35.000 5.5 21,045 3.9 39.7 145 54

ontismedia ... e 382 15607 25 16.426 3.1 786 23.1 102

Diseases of circulatorysystem ........................ 390-459 55953 8.8 85.552 16.0 74.7 42.8' 118

Essential hypertension . .. ..ot 401 26.049 4.1 39,011 7.3 81.2 425 124

tschemic heartdisease . ............................ 410-414 10.249 1.6 21,900 4.1 82.2 64.7 147

See footnotes at end of table
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“Teble 5. Number and percent distribution of office visits and drug mentions; percent of office visits during which 1 drug or multiple drugs were used, and Drug
sation Index, by principal diagnoses and ICD-9-CM codes: United States, 1985—Con.

Drug mentions® Drug visits

Office visits Drug
Numberin Percent Numbern Percent 1drug or 2drugsor  Utihzation
Principal diagnosis and ICD-9-CM code' thousands distnbution thousands distribution more used® more used® index®
Percent of all visits®
Diseases of respiratorysystem ................cinu.. 460-519 77,008 121 106,835 20.0 82.7 39.2 122
Acute upper respiratory infection ........... ... ... 0oL 465 14,691 23 19,472 36 83.5 38.7 122
703 1 1.1 = O 493 6,503 1.0 12,915 24 885 55.2 144
Diseases of digestivesystem _.............. ... oL 520-579 27,222 4.3 21,700 4.1 54.0 19.0 73
Diseases of genitourinary system ............... ... ..., 580-629 38,999 6.1 26,932 5.0 54.0 12.1 66
Male genitourinary system . ..........cieviiiieiiaann 600-608 5,365 08 3,097 0.6 48.2 8.1 56
Female genitourinary system . ............oiiininnt, 614-629 17,882 08 12,557 23 54.0 133 67
Diseases of skin and subcutaneoustissue ............... 680-709 36,196 57 38.048 7.1 85.5 271 93
Diseases of musculoskeletalsystem.................... 710-739 45064 7.1 38,943 7.3 59.7 18.1 78
Arthropathies ........ccoeierioiieiiiiiiinrnnnenn. 711-716 12,172 19 14,148 26 740 252 99
Symptoms, signs, and ill-defined conditions .. ............ 780-799 22 489 35 16,066 3.0 47.8 15.3 63
INjury and POISOMING . ... cvevevnnunrsnenaneeneiranennn 800-999 52,743 8.3 27,883 52 42.1 8.6 51
NOMMAIPregnaNCy . ..covvveneerarorneraneasnnerenennenes vaz 24182 3.8 10,932 20 36.3 84 45
Health supervision of infantorchild .................. ... ... V20 17,088 27 6,153 1.2 244 10.3 35
Otherorundetermined ........ ... ciuiiinireaiiii oo, 72414 1.4 25,112 47
Based on the /s | Classifi of Di 9th Re Clinical Modif, (ICD-9-CM).

?ncludes only those drug mentions that were specifically intended for the pnincipal {firstlisted) diagnosis. Drug mentions associated with other-isted diagnoses or utilized for any other reason are

not mcluded.
3a composite indicator of the frequency and intensity of drug utilization, formed by adding the percent of wisits with 1drug mention or more to the percent of visits with multiple drug mentions and

rounding to the nearest whole integer.

“T ab Je 6. Number and percent distribution of office visits and drug mentions; percent of office visits during which 1 drug or multiple drugs were used, and Drug
zation Index, by age and sex of patient: United States, 1985

Drug visits

Office visits Drug mentions Drug
Numbern Percent Numberin Percent 1drugor 2drugsor  Utilization
Age and sex thousands distnbution thousands distribution more used more used Index?
Percent of all visits
Allpatients ... ... ittt i it e et it 636,386 100.0 693,355 100.0 61.2 277 89
Age
UNder 10 YRarS o vttt ieiieiearace e arasrnnaean e 118,768 18.7 107,018 15.4 62.0 217 84
B T 73,964 11.6 60,288 87 56.4 18.6 75
25-44YOAIS .. iiat e e e 175,724 276 156,234 225 55.7 2.2 78
L T T 137,391 216 171,234 247 63.4 33.1 97
LR = T T3 Lo - 130,538 205 198,582 286 68.2 403 109
Sex
=2 U 387,481 60.9 426,653 61.5 618 28.1 90
L 1 248,905 39.1 266,702 38.5 60.2 272 87
Sex and age
Female
UNder 15 Y arS .. oot et et e i n e aaa e rar e 58,175 9.1 53,107 76 62.7 218 85
L T 48,883 7.7 40,255 5.8 58.4 18.3 77
2 YBAMS L.ttt e e er e e ey 118,557 18.6 107,079 15.4 56.4 226 79
A B YBANS .. it ettt e e e 82,331 129 103,173 149 64.2 336 98
B YBAIS AN OVET . . vttt itere i eareeeentaaeraraaeeaeans 79,535 125 123,040 17.7 68.8 413 110
Male
e L= Eo R 60,594 95 53,911 78 61.3 216 83
IS =RAYEAIS . ... i e 26,081 39 20.034 29 52.7 19.0 72
o 57,167 9.0 49,155 7.1 54.3 213 76
HE-BAYEAIS ... it 55,060 8.7 68,061 9.8 g2.1 324 g5
B Years AN OVer . ..ot 51,004 80 75,542 10.9 67.2 38.7 106

1
A composite indicator of the frequency and intensity of drug utilization, formed by adding the percent of visits with 1 drug mention or more to the cercent of #sits with muitiple drug mentions and
founding to the nearest whole integer.
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Table 7. Number and percent distribution of office visits and drug mentions; percent of office visits during which 1 drug or multiple drugs were used, and Drug

Utilization Index, by race and ethnicity of patient: United States, 1985

Office visits Drug mentions Drug visits Drug
Number in Percent Numberin Percent ldrugor  2drugsor  Utilization
Race and ethnicity thousands distnbution thousands distnbution more used more used index’
Percent of all visits
Allpatients ... .. .. . 636,386 100.0 693,355 100.0 61.2 27.7 89
Race
White ..... . . o e 572.507 900 614,585 88.6 60.6 271 88
Black ... . e e 52,143 8.2 66.394 9.6 67.2 34.4 102
Other? L e 11,736 1.8 12,378 1.8 62.8 29.4 92
Ethnicity

Hispanic . ... .. e e e 40,609 6.4 43325 6.2 62.9 275 90
Non-Hispanic ......... ... it cii e 595,777 93.6 650,030 93.8 61.1 27.8 89

A composite indicator of the frequency and intensity of drug utihzation, formed by adding the percent of visits with 1 drug mention or more to the percent of visits with multiple drug mentions and

rounding to the nearest whole integer.
2Asian, Pacific Islander, Amencan Inchan, or Alaskan native

Tabie 8. Number and percent distribution of office visits and drug mentions; percent of office visits during which 1 drug or multiple drugs were used, and Drug

Utilization Index, by physician identity and specialty: United States, 1985

Office visits Drug mentions Drug visits Drug
Numberin Percent Number in Percent 1drugor 2drugsor  Utilization
Physician identity and specialty thousands distnbution thousands distnbution more used more used Index’
Percent of all visits
Allphysicians .......... ... ... il . 636.386 100.0 693,355 100.0 61.2 277 89
Professional identity
Doctorofmedicine ... .. ... i 600.514 94.4 650,353 93.8 60.8 274 88
Doctorofosteopathy ......... ... 35,872 56 43,002 6.2 68.1 32.8 101
Specialty
Generalorfamilypractice . ............... ... ... ... ... 193.995 30.5 250,119 36.1 72.7 33.6 106
Internalmedicine ....... ... .. ... L. e e 73.727 11.6 126,219 18.2 77.4 45.7 123
Pediatrics . ... ... .. e e e e 72,693 114 68,856 9.9 66.8 219 89
Obstetrics andgynecology . . ....ov it e 56.642 89 33.832 4.9 45.1 12.2 57
Ophthalmology . ....ooviii 40,062 6.3 25,820 3.7 40.8 16.4 57
OrthopedIC SUMGETY ...ttt ittt ettt et 31,482 4.9 12.080 1.7 274 75 35
GeNEral SUMGEIY . . oottt et e e 29,858 47 18,774 27 385 15.3 54
Dermatology .. ...t e 24,124 3.8 29,253 4.2 68.0 341 102
PsyChiatry . ... 17.989 28 14,826 21 46.3 4.5 51
Otolaryngology .. ...ooiiii i e e 16,097 25 10,761 16 455 17.0 63
Urological surgery . ... ..o oottt 11,699 1.8 6,737 1.0 46.7 9.1 56
CardiovascllardiSease . . .. ... ie it 10,617 17 26,812 39 80.9 66.3 147
Neurology ... e 4992 08 4,664 0.7 57.4 25.1 83
Allotherspecialties ........ ... ... ... . ... .. 52.408 82 64,602 9.3 60.7 32.7 a3

A composite indicator of the frequency and intensity of drug utilization, formed by adding the percent of visits with 1 drug mention or more 1o the percent of visits with multiple drug mentions and

rounding to the nearest whoie integer.

female visits at the oldest end of the age spectrum. On the
other hand. from the perspective of the Drug Utilization In-
dexes. the gender difference in average frequency and intensity
of drug utilization is not very great. To be fair, contrasts
between male and female drug utilization should be based
on average tendencies, should be diagnosis-specific within
common age groups. and should control for agents that are
unique to either sex. This subject will be explored further
in future reports from the NAMCS drug data base.

Contributing to the significantly higher Drug Utilization
Index for office visits by black patients (table 7) is the fact
that black patients favor the general practitioner more than

their white counterparts do. General practitioners, as a refer-
ence to table 8 will reveal, utilize drug therapy with a frequency
and intensity that exceeds that of most of the more specialized
physicians.

Physician

In comparing the Drug Utilization Indexes, it is cle.
that Doctors of Osteopathy as a group exceeded Doctors of
Medicine in the average extent to which they utilized drug
therapy (table 8). This may be chiefly because the clear major-
ity of their members engage in general practice, and general
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nractitioners—as the specialty findings in table 8 make evi-
dent—Ilead most of the other specialists in the tempo and
slume of their drug utilization.

Every method of measuring drug utilization offers strong
evidence of the prominent roles played by three primary care
providers: general practitioners, family physicians, and inter-
nists (table 8). As a group they account for a majority (54
percent) of all drug mentions, and their indicators of utilization
are higher than those of any other specialists except physicians
whose primary focus is limited to cardiovascular disease.

Noteworthy contrasts between 1985
and 1981 drug findings

Prior to the 1985 survey, NAMCS was last fielded in
1981. A comparison of the drug findings between the two
survey years reveals that

®  Although the absolute number of drug mentions increased
over the period in rough parallel with the increased number
of office visits, the average utilization patterns, as
measured by the Drug Utilization Index, did not change
significantly {89 for 1985; 90 for 1981).

® In 1985, the proportion of combination drug mentions—20
percent of all drug mentions—declined substantially from
the 1981 proportion of 26 percent.

& Among age groups. the most noteworthy change in abso-
lute number of drug mentions, an increase of about 20
percent over the 1981 number, occurred with patients
65 years old and over. For the first time since NAMCS
began gathering drug data in 1980, this oldest age group
accounted for the largest single proportion of all mentions.

® Among the drug classes the following changes in mention
number are worthy of note:

Percent change
Drug class 1981 to 1985
Cardiovascular drugs (especially antihypertensive
agents and vasodiators) . . .. .. ... ... .. +17
Analgesics and antipyretics (especially
nonsteroidal anti-inflammatory agents) . ... .. +15
Antidepressamts . . . . . . . .. . e oL +22
Anxiolytics, sedatives, and hypnoties . . . . . . .. ~-17
EENT preparations (chiefly anti-infectives
and miotics) . . . . ... ... oL +30
Systemic corticosteroids . . . . . . ... ... ... -18
Skin and mucous membrane agents . . . . . ... -15

® Movement of specific agents within the drug classes is
apparent from the findings in tables 9 and 10. They gener-
ally support the changes noted above for their parent
classes; note, for example, the marked increase in mention

number found for the nonsteroidal anti-inflammatory
agents “ibuprofen” and “naproxen.” In the case of the
systemic antibiotics, however, although no notable change
in total utilization occurred between 1981 and 1985, there
was dramatic movement of agents within the class. The
amoxicillins, for example, advanced prominently in men-
tion number at the expense of the other antibiotics.

Readers interested in learning more about the NAMCS
drug data base may direct their inquiries to:

Hugo Koch

National Center for Health Statistics
Center Building 2. Room 243
3700 East-West Highway
Hyattsville, MD 20732

Telephone: (301)436-7132

Table 9. The 10 generic ingredients with the greatest increase in office-based
utilization from 1981 to 1985: United States, 1985

{Limited to the agents listed in table 3]

Generic Percent

ingredient Therapeutic use increase’
Acetaminophen ........ Analigesic, antipyretic 51
Amoxicillin ............ Antibiotic 55
Atenolol .............. Antihypertensive, angina pectoris >100
Dipyridamole .......... Angina pectoris >100

Estrogens ............. Estrogen replacement therapy,

oral contraception 65
fbuprofen ............. Nonstercidai antr-inflammatory agent 58
Naproxen ............. Nonsterodal anti-inflammatory agent 33
Nitroglycerin .. ......... Vasodilator £9
Norethindrone ......... Oral contraceptive 37
Timolol ............... Glaucoma >120

Based on volume of drug mentions.

Table 10. The 10 generic ingredients with the greatest decrease in office-based
utilization from 1981 to 1985: United States, 1985

[Limited to the agents listed n table 3]

Generic Percent

ingredient Therapeutic use decrease
Ampucillin . _........... Antibiotic 29
Brompheniramine ...... Antithistaminic L)
Methyldopa............ Antihypertensive 27
Penicillin .............. Antibiotic 27
Phenylpropanolamine ...Sympathomimetic 24
Promethazine .......... Antihistaminic 25

Propranolol ............ Arthythmia. angina gectoris,

hypertension, migraine 21
Pseudoephedrine ....... Sympathomimetic 25
Tetracycline ........... Antibiotic 3
Triamcinolone .......... Steroidal antr-inflammatory agent 22

'Based on volume of drug mentions.
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Technical notes

Source of data and sample design

The information presented in this report is based on data
collected by means of the 1985 National Ambulatory Medical
Care Survey (NAMCS) during the period from March 1985
through February 1986. The target universe of NAMCS com-
prises office visits made within the coterminous United States
to non-Federal physicians who are principally engaged in office
practice, but not in the specialties of anesthesiology, pathology.
or radiology. Telephone contacts and nonoffice visits are
excluded.

NAMCS uses a multistage probability sample design that
involves samples of primary sampling units (PSU’s), physician
practices within PSU’s, and patient visits within physician
practices. For 1985. a sample of 5,032 non-Federal, office-
based physicians was sclected from master files maintained
by the American Medical Association and the American Os-
teopathic Association. The physician response rate was 70.2
percent. Sampled physicians were asked to complete Patient
Records (figure 11 for a systematic random sample of their
office visits over a randomly assigned 1-week reporting period.
Responding physicians completed 71,594 Patient Records.

Table I. Approximate reiative standard errors of estimated numbers of office
visits based on all physician specialties: NAMCS, 1985

Relative
standard
Estimated number of office error in
visits in thousands percent
200 e e i e 37.8
<o T 241
1000 Lt e e 17.2
2000 . e e e e, 125
000 . it 85
0,000 .ottt e a e e 6.6
20,000 ot it are e i 5.4
50,000 . ittt e e 4.5
100,000 .. it i ey 4.2
BO0D00 ..ttt e e ey 38

Example of use of table. An aggregate estimate of 15,000,000 visits has a refative standard
error of 6.0 percent, or a standard error of 900,000 visits (6.0 percent of 15,000,000)

Characteristics of the physician’s practice. such as primarv
specialty and type of practice. were obtained during an indve-
tion interview. NORC (formerly known as the National Op, s«
ion Research Center), under contract to the National Center
for Health Statistics, was responsible for the survey’s data
collection and processing operations.

Sampling errors

The standard error is a measure of the sampling variability
that occurs by chance when only a sample, rather than an
entire universe, is surveyed. The relative standard error of
an estimate is obtained by dividing the standard error by
the estimate itself; the result is then expressed as a percent
of the estimate. These measurements are applied to office
visits in tables I and II; in tables III and IV they are applied
to drug mentions.

Rounding of numbers

Estimates have been rounded to the nearest thousand.
For this reason detailed figures within tables do not always
add to totals. Rates and percents were calculated from original,
unrounded figures and therefore will not necessarily agree
precisely with rates or percents calculated from rounded data.

Definitions of terms used in this report

A visit is a direct personal exchange between an ambula-
tory patient seeking health care and a physician or staff member
working under the physician’s supervision who provides that
care.

A drug mention is the physician’s entry of a pharmaceuti-
cal agent prescribed or provided—by any route of administra-
tion—for prevention, diagnosis, or treatment. Generic names
as well as brand-name drugs are included. as are nonprescrip-
tion as well as prescription drugs. Along with all new drugs,
the physician also records continued medications, if the patient
was specifically instructed during the visit to continue the
medication.

Table . Approximate standard errors of percents of estimated numbers of office visits based on all physician specialties: NAMCS, 1985

Estimated percent
Base of percent Tor Sor 100r 200r 30or
(number of office visits in thousands) 99 95 90 80 70 50
Standard error in percentage points

.o J O PN 37 8.2 11.3 15.0 17.2 18.8
=70 O O PN 24 5.2 741 9.5 10.9 118
0000 . et e e et 1.7 37 5.0 6.7 7.7 8.4
1.0 R 1.2 26 3.6 4.8 5.4 59
000 © .t e e e 07 1.6 2.3 30 3.4 38
10000 ot e e e e s 05 1.2 1.6 2.1 2.4 27
20000 .« e e e e e e e e 04 0.8 1.1 1.5 1.7 1.9
B0,000 ..ttt e e e 0.2 05 0.7 1.0 1.1 1.2
F00,000 .. ottt et e e e e 0.2 0.4 0.5 0.7 0.8 08
B00,000 . ..o\ tie o et e e e e e 0.1 0.1 0.2 0.3 0.3 0.3

Example of use of table A~ esumate of 20 percent based on an aggregate estimate of 15000 000 visits has a standard error of 18 percent.or a relative standard error of 8.0 percent

{1.8 percent ~ 20 percent,
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Use of Nursing Homes by the Elderly: Preliminary
Data From the 1985 National Nursing Home Survey

by Esther Hing, Division of Health Care Statistics

Introduction

Most elderly people are not in nursing homes. Of an esti-
mated 28.5 million Americans aged 65 years and over in the
United States, only 5 percent were residents of nursing homes
on any given day from August 1985 through January 1986.
This finding from the 1985 National Nursing Home Survey
(NNHS) is consistent with findings from previous National
Nursing Home Surveys conducted in 1973-74 and 1977.1 In
these surveys also it was found that about 5 percent of the
elderly were residents of nursing homes.

Differences, however, exist in the use of nursing homes by
age, sex, and race subgroups. In this report, these differences in
use rates are examined. Differences in the health and socio-
economic characteristics of elderly nursing home residents by
age, sex, and race are also discussed. The health and socio-
economic characteristics examined in this report are functional
dependencies in the basic activities of daily living—bathing,
dressing, using the toilet room, transferring from a bed or chair,
continence, and eating; cognitive functioning (disorientation or
memory impairment and senile dementia or chronic organic
brain syndrome); marital status at admission; whether residents
had living children; living arrangements prior to admission to
the nursing home; and primary source of payment at admission.
The focus of this report will be a comparison of the character-
istics of the elderly who reside in nursing homes with charac-
teristics of those who reside in the community.

The data presented in this report are from the 1985 Na-
tional Nursing Home Survey, a nationwide sample survey of
nursing homes, their residents, discharges, and staff conducted
by the National Center for Health Statistics. The survey, which
was conducted from August 1985 through January 1986, was
ohe third of a continuing series of nursing home surveys. The
first survey was conducted from August 1973 through April

1974, and the second was conducted from May through De-
cember 1977.

Facilities included in the 1985 NNHS were nursing and
related care homes in the conterminous United States that had
three or more beds set up and staffed for use by residents and
that routinely provided nursing and personal care services. A
facility could be free standing or could be a nursing care unit of
a hospital, retirement center, or similar institution as long as
the unit maintained financial and employee records separate
from the parent institution. Places providing only room and
board were excluded, as were places serving only persons with
specific health problems (for example, mental retardation or
alcoholism).

The sampling frame for the 1985 NNHS consisted of the
following components:

® The 1982 National Master Facility Inventory (NMFI),?
a census of nursing and related care homes conducted by
the National Center for Health Statistics.

¢ Homes identified in the 1982 Complement Survey of the
NMFI as “missing” from the 1982 NMFI.

¢ Nursing homes opened for business from 1982 through
June 1984,

® Hospital-based nursing homes identified in records of the
Health Care Financing Administration.

The resuiting frame contained 20,749 nursing homes. In this
report, the terms “nursing homes” and “‘nursing and related
care homes™ are used interchangeably.

Estimates in this report are based on a sample of 4,646
elderly residents of the 1,079 nursing homes participating in
the survey. A fixed sample of five or fewer residents per sample
facility was selected. Residents included in the sample were
those on the nursing home’s roster the night before data collec-
tion began. Data were collected by interviewing knowledgeable
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nursing home staff members, who referred to the residents’
medical records when necessary. Additional followup informa-
tion on the sample residents was coliected by telephone inter-
view with the residents’ next of kin. (A resident’s guardian or
friends were contacted if there was no next of kin.) Data col-
lected from the next of kin focused on the circumstances and
reasons for the resident’s nursing home admission. In this report,
only data obtained from the nursing home staff are presented.
In later reports estimates from the next-of-kin component will
be included.

Data presented in this report are preliminary and may differ
slightly from estimates presented in later reports because of
further data editing. Another report presenting preliminary esti-
mates of nursing homes and utilization characteristics of homes
has already been published.?

Although data on residents reported by the nursing home
staff were collected in a similar manner in earlier National
Nursing Home Surveys as in the 1985 survey, note should be
taken of some differences. First, personal care and domiciliary
care homes were excluded from the scope of the 1973-74
NNHS but included in the two later surveys. The effect of this
difference, however, is small because only about 2 percent of
all nursing homes in 1973 were personal care or domiciliary
care homes and they housed only about 1 percent of the beds
and residents.* Second, certain variables presented in this and
later reports were not available from the previous surveys. Data
or. some variables discussed in this report—marital status at
admission, the presence of living children, ability to transfer in
or out of a bed or chair, and primary source of payment at
admission—were not collected in the earlier surveys. Third,
race and ethnicity were collected as a single item in the 1973~
74 and 1977 surveys but as separate items in 1985. This dif-
ference should be considered when comparing data by race
from the 1985 NNHS and previous surveys.

Because data in this report are national estimates based on
a sample, they are subject to sampling errors. Information on
sampling variability is presented in the Technical notes.

Utilization rates

In 1985 an estimated 1,491,400 residents lived in 19,100
nursing homes nationwide. Of these residents. 1,315,800, or
88 percent., were 65 years of age and over. The number of
elderly residents in nursing homes increased 17 percent from
1977 to 1985. Residents aged 85 years and over comprised the
largest age group (45 percent), followed by those aged 74-85
years (39 percent) and 65-74 years (16 percent). Because of
the preponderance of the very old in nursing homes, those aged
85 vears and over accounted for 76 percent of the increase in
elderly residents from 1977 to 1985. The proportion of elderly
residents who were aged 85 years and over increased from 40
percent in 1977 to 45 percent in 1985,

Not only were nursing home residents typically very old
but they also tended to be femnale and white. Seventy-five percent
of elderly residents were female. Similarly. 93 percent of elderly
residents were white. Only 6 percent were black. and less than
I percent were other races (a category that includes Asian and
Paciflc Istanders, American Indians. and Alaska Natives). On

the average, elderly females were older than their male counter-
parts (84 versus 81 years). Elderly white residents, who had an
average age of 83 years, also tended to be slightly older thar
elderly black residents (81 years) and other residents (80 years).

As measured by the percent of elderly residing in nursing
homes. the patterns of nursing home utilization mirrored the
distributions of residents by age, sex, and race. On any given
day during the survey period, 5 percent of the population aged
65 years and over resided in nursing homes (table 1). The rate
of nursing home use increased sharply from 1 percent of those
aged 65-74 years to 22 percent of those 85 years and over.
Elderly females were twice as likely as elderly males to be
residents of nursing homes. Six percent of elderly females were
in nursing homes, compared with 3 percent of elderly males.
Although use of nursing homes increased with advancing age
for both sexes, women used nursing homes at significantly higher
rates than men did regardless of the age group. Greater use by
women was especially true in the oldest age group. One in four
women 85 years of age and over resided in nursing homes,
compared with one in seven men of the same age (figure 1).
This greater utilization by elderly women than men is a reflec-
tion of women’s longer life expectancy.’ It is also a reflection
of a greater tendency among persons without spouses and with
poor health to enter nursing homes.

Elderly white persons are more likely to reside in nursing
homes than black persons and those of other races are. In 1985,
5 percent of the elderly white population, compared with 4 and
2 percent of the population of black and other races, respectively
resided in nursing homes. The greater likelihood of elderly whit.
people to reside in nursing homes was particularly true in the
oldest age group. Of the population 85 years and over, 23 per-

Table 1. Number, percent distribution, and rate of nursing home
residents 65 years of age and over by age, sex, and race:
United States, 1985

Number of
residents per
1,000
population
Number Percent 65 years
Age, sex, and race of residents  distribution and aver'
Total.............. 1,315,800 100.0 46.1
Age
65—-74 years ....... 212,100 16.1 12.5
75~-84 years ....... 509,000 38.7 57.7
85 years and over. .. 594,700 45.2 2194
Sex
Male. ... ......... 334.000 254 29.0
Femaie ........... 981,900 74.6 57.7
Race
White. . ... .. 1,224,900 93.1 47.6
Black ....... ..... 82.000 6.2 350
Other .  ......... 8.900 0.7 201

YPopulation data used to compute rates are from-—U.S. Bureau of the Census:
Esumares of the population of the United S:ates by age sex, and race, 1980
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Figure 1. Number of nursing home residents per 1,000 population 65 years of age and over, by sex and age: United States, 1985

cent of white people, compared with 14 percent of black people,
resided in nursing homes.

This lower use by elderly black people and those of other
races may result from substitution of informal care at home for
formal nursing home care. According to data from the 1982
Long-Term Care Survey, a higher proportion of elderly black
people and people of other races than elderly white people were
functionally impaired and remained in the community. Overall,
29 percent of the noninstitutionalized elderly who were of black
or other races were functionally impaired in the activities of
daily living or home management activities for at least 3 months,
compared with only 19 percent of white people.5 Thus, elderly
persons who were of black or other races were overrepresented
among the noninstitutionalized most at risk of needing nursing
home care. This finding suggests “the use of a more extended
support system among black persons than among white per-
sons.” Other studies have shown that elderly black persons
are more likely than elderly white persons to receive care at
home.”

The proportion of the elderly residing in nursing homes
has not changed since the period 1973-74, when the first

NNHS was conducted (figure 2). An exception to this trend is
the increase in the proportion of elderly black persons using
nursing homes. During the period 1973-74. 2 percent of the
elderly black population resided in nursing homes: in 1985, the
proportion was nearly 4 percent. In contrast. the proportion of
the elderly in nursing homes did not change from 1973-74 to
1985 for persons who are white or of other races. About 5
percent of elderly white persons and 2 percent of elderly persons
of other races were residents of nursing homes throughout this
period. The percent of elderly males and females as well as the
percent of the elderly aged 65-74 and 75-84 years who resided
in nursing homes also remained the same. The percent of per-
sons 85 years and over, however, decreased: 25 percent of
persons aged 85 years and over resided in nursing homes in the
period 1973-74, compared with 22 percent in 1985.

Functional dependencies

Because of the preponderance of verv old residents in
nursing homes, it is not surprising that many residents required
assistance in performing or did not perform the basic activities
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of daily living (ADL’s), which are needed for independent living.
The ADL’s are bathing, dressing, using the toilet room, trans-
ferring in and out of a bed or chair, continence, and eating. In
1985, 91 percent of elderly residents required assistance in
bathing: 78 percent required assistance in dressing: 63 percent
required assistance in using the toilet room: 63 percent required
assistance in transferring from a bed or chair; 55 percent were
incontinent (bowels. bladder. or both): and 40 percent required
assistance in eating (table 2). These findings are consistent
with earlier studies by Katz and Apkom. in which it was shown
that loss of independence is most likely to occur in bathing and
least likely to occur in eating.”

In general, elderly residents in nursing homes were more
dependent in performing the ADL’s in 1985 than in 1977. A
larger proportion of elderly residents required assistance or had
difficulty with bathing. using the toilet room, continence, and
eating in 1985 than 1977 (tables 2 and 3). The exception to
this trend was for dressing. The proportion of elderly residents
requiring assistance in this ADL remained the same in both
vears. (Information about transferring from a bed or chair is
not available from the 1977 NNHS.)

A partial explanation of the increased level of functional
dependency is the shift in the age distribution of nursing home
residents to the very old age group (85 vears and over), noted
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Table 2. Percent of nursing home residents 65 years of age and over, by type of dependency in activities of daily living, percent distribution
by number of dependencies, and average number of dependencies, according to age, sex, and race: United States. 1985
Age Sex Race
6574 75-84 85 years
Dependency status Total years years and over Male Female White Blacx Other
Type of dependency Percent
Requires assistance inbathing. ..................... 91.2 84.8 90.3 94.1 86.9 92.6 S0.9 94.2 91.5
Requires assistance indressing.............coovvun.. 77.7 70.2 75.9 81.9 71.5 79.7 77.3 83.7 72.9
Requires assistance in using tolletroom. . ............ 63.3 56.6 60.3 68.2 56.2 65.7 62.9 68.6 61.4
Requires assistance in transferring’. ... .............. 62.7 52.1 59.7 69.0 55.3 £65.2 62.2 70.2 60.9
Continence—difficulty with bowel and/or bladder
COMIOL . i i ittt it ie et it ennaeaeaiaanss 54.5 42.9 55.0 58.1 51.9 55.3 54.1 59.9 47.6
Requires assistance ineating. ........cocviviununnn. 404 334 33.1 44.0 34.8 42.3 40.0 47.9 32.1
Number of dependencies Percent distribution
0> 7 100.0 100.0 100.0 100.0 100.0 100.0 1000 100.0 100.0
1= - 7.6 13.2 8.6 4.8 11.8 6.2 7.8 4.8 *8.5
I 11.0 14.0 i1.6 9.4 12.5 10.5 11.3 6.5 *15.8
2 i e e et ettt 9.9 11.2 9.6 9.6 10.0 9.8 10.0 8.0 *8.8
< 7.8 7.3 8.7 7.2 8.6 7.5 7.6 114 *5.5
- 13.8 13.8 12.8 138 12.6 13.8 13.4 144 *16.6
2 19.8 16.6 19.4 21.3 18.7 20.2 18.9 18.9 *18.6
- 27 304 239 29.2 33.8 25.7 32.0 30.1 35.9 *26.3
Average number
Average number of dependencies ................... 3.9 3.4 3.8 4.2 3.6 4.0 3.9 4.2 3.7

1Transferring refers to getting in or out of a bed or charr.

Table 3. Percent of nursing home residents 65 vears of age and
over, by age and type of dependency in activities of daily living:
United States, 1977

All ages
65 years 65-74 75-84 85 years
Type of dependency and over years years and over
Percent
Requires assistance in
bathing.............. 88.6 81.2 88.9 91.7
Requires assistance in
dressinNg .. ......cu.nn 77.7 61.2 72.5 75.8
Requires assistance in
using toilet room ..., .. 54.8 46.9 54.3 59.0
Continence—difficulty
with bowel and/or
bladder control. ....... 47.3 37.6 47.1 52.2
Requires assistance in
eatiNng ......coovnnens 33.6 271 33.8 36.5

earlier. However, as tables 2 and 3 show, the proportion of
residents functionally dependent in each ADL was generally
higher in 1985 than in 1977 even when age was held constant.
For example, a larger proportion of residents aged 85 years
and over were dependent in bathing, dressing, using the toilet
room, continence, and eating in 1985 than in 1977. Another
explanation is the impact of medicare policy on nursing home
care. Under the medicare prospective payment system, insti-
tuted in 1983, hospitals are encouraged to reduce patient length
of stay. Patients released earlier under this new system may
require a higher level of care in the nursing home than they
would have needed if they had stayed longer in the hospital.’
In general, dependency in ADL’s increases with age. In
1985, the percent of residents requiring assistance in bathing

increased from 85 percent for residents 65—74 vears to 94 per-
cent for residents 85 years and over. Similarly. difficulty with
bowel or bladder control increased from 43 percent for residents
65-74 years to 58 percent for residents 85 years and over.
Because female residents were older, on the average, than male
residents, they tended to require assistance in ADL’s more
often than males did. A greater proportion of female than male
elderly residents needed assistance in bathing, dressing, using
the toilet room, transferring from a bed or chair. and eating.
There was no statistically significant difference in the percent
incontinent by sex. Elderly black residents also needed assist-
ance in ADL’s more often than elderly white residents did.
This was the case in five of the six ADL's. There was no sta-
tistically significant difference in the percent incontinent by
race.

The six activities of daily living may be summarized into a
single measure of ADL dependency by summing the number of
activities in which a resident required assistance.? In 19885, 30
percent of elderly residents required assistance in all six ADL’s.
and only 8 percent were independent in all six activities. The
mean number of dependencies was 3.9. The mean number of
ADL dependencies increased with age from an average of 3.4
dependencies among residents 65-74 years to 4.2 dependencies
among those 85 years and over. Females tended to be more
functionally dependent than males. Overall, elderly females
had an average of 4.0 ADL dependencies. and elderly males
had an average of 3.6. Elderly black residents also tended to be
more functionally dependent than elderly white residents. The
average number of ADL dependencies was 4.2 among elderly
black residents, compared with 2.9 among elderly white resi-
dents. Thus, the data show a greater need for care in nursing
homes among female and black residents. In the case of females.
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this is correiated with higher use of nursing homes. This is not
the case. how ever. for elderly black persons.

Although it is possible that nursing home policy may pre-
clude the resident from performing ADL’s without assistance.
the overwhelming need for assistance in ADL’s among nursing
home residents suggests that this dependency may have been a
reason for entering the nursing home. (The importance of func-
tional status as a reason for nursing home admission was also
found in a study of medicare recipients.!?) In contrast, the need
for such assistance is minimal among the noninstitutionalized
elderly. According to data from the Supplement on Aging to
the 1984 National Health Interview Survey, 6 percent of the
noninstitutionalized elderly received assistance in hathing; 4
percent, in dressing; 2 percent, in using the toilet room: 3 per-
cent, in transferring from a bed or chair; and 1 percent, in eating
(table 4). Data from the 1982 Long-Term Care Survey, which
covered noninstitutionalized medicare enrollees most at risk of
needing long-term care (people functionally impaired in ADL’s
or the instrumental activities of daily living for at least 3 months),
indicate a lower need for assistance in ADL’s than was found
among nursing home residents. In 1982, 42 percent of the elderly
impaired living in the community required assistance in bath-
ing, 20 percent required assistance in dressing, 21 percent re-
quired assistance in using the toilet room, 26 percent required
assistance in transferring from a bed or chair, and 6 percent
required assistance in eating.5 Additional insights should be
provided on the reasons for admission when data from the next-
of-kin component are available.

Cognitive impairment

Another reason for nursing home placement that is cited in
the literature is deteriorating cognitive functioning.!! In 1985,
63 percent of elderly residents were disoriented or memory
impaired to such a degree that performance of the basic ADL’s,
mobility, and other tasks were impaired nearly every day. Dis-
orientation or memory impairment was defined as being unable
to remember dates or time, unable to identify familiar locations
or people, unable to recall important aspects of recent events,
or unable to make straightforward judgments. Major causes

Table 4. Percent of persons 65 years of age and over, by whether
nursing home resident or noninstitutionalized and type of dependency
in selected activities of daily living: United States, 1984 and 1985

Noninstitutionalized
population,’ 1984

Nursing home

Type of dependency residents, 1985

Requires assistance in: Percent
Bathing. .... . .. 91.2 6.0
Dressing. .. .. PN 77.7 43
Using todet room. ..... 63.3 2.2
Transferring® . .. 627 2.8
Eating . . 40 4 11

"Data are from the National Center for Health Statistics, O Dawson, G Hendershot
and J Fulton: Aging 1n the ergrties, functional limitattons of individuals age 65
years and over Aagvance Data From Vital and Health Statistics No 133 DHHS
Pub No (PHS) 87-1250 Pubtic Health Service Hyattsviile, Md, Apnl 30 1987
Percent of the noninstitutionalized eiderly dependent m activities of darly hiving
1s @ measure of those who rece:ved help rather than those needing 1t
2Transfemng refers 1o getting 1n or out of a bed or chair

of disorientation or memory impairment in the elderly are senile
dementia and chronic organic brain syndrome. In 1985, 47
percent of elderly residents were reported to have at least one
of these conditions (table 5). Sixty-six percent of elderly resi-
dents who were disoriented or memory impaired were also re-
ported to have senile dementia or chronic organic brain syn-
drome.

In general, disorientation or memory impairment increased
with age: 56 percent of residents 65-74 vears of age had mem-
ory impairment or disorientation, compared with 67 percent of
those 85 years and over. Elderly female residents were memory
impaired or disoriented more often than elderly male residents
were—64 percent and 59 percent, respectively. This finding
may be related to females’ greater longevity. Although it ap-
pears that elderly black residents were memory impaired more
often than eiderly white residents were (70 percent, compared
with 62 percent of elderly white residents), the difference was
not statistically significant. Similar patterns were also found
for residents with senile dementia or chronic organic brain
syndrome when examined by age, sex, and race.

Marital status at admission

The marital status of residents may have influenced the
decision to enter the nursing home because persons without
spouses may not have anyone living with them to provide per-
sonal care services that would allow them to stay in the com-
munity longer. In 1985 the majority of elderly residents were
without spouses at the time of admission to the nursing home.
65 percent were widowed. 6 percent were divorced or separated,
and 14 percent had never married (table 6). In contrast, only
16 percent of elderly residents were married at the time of ad-
mission. The likelihood of being widowed increased with age,
and the proportion who were married decreased with age. In

Table 5. Percent of nursing home residents 65 years of age and
over, by whether they had disorientation or memory impairment and
senile dementia or chronic organic brain syndrome, age, sex, and
race: United States, 1985

Senile dementia

Disorientation or chronic
or memory organic brain
Age, sex, and race impairment syndrome
Percent
Total. .. .oovet e 62.6 47.0
Age
65~T7dyears . ... 55.7 34.0
75-84vyears ................. 60.8 45.4
85 yearsandover............. 66.6 52.9
Sex
Male......... ..oy 58.8 421
Female................cooun. 63.9 48.6
Race
White. ... ... e 62.2 46.8
Black ... ..... L s 69.5 51.4
Other. ... ........... . 56 2 *35.2
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Table 6. Percent distribution of nursing home residents 65 years of age and over by marital status at admission and percent with living

children, according to age, sex, and race: United States, 1985

Martal status at admission

Divorced or Never Proport on with
Age, sex, and race Total Married Widowed! separated married hiving zhiidren
Percent distnbution Parcent
Total. i e e e 100.0 16.4 64.2 5.9 13.5 63.1
Age
B5=74 Years .. ....iiii i e 100.0 22.8 35.9 14.2 27.2 50.1
TS=84 YRAIS ..t iii e e 100.0 19.2 60.9 6.5 13.4 62.2
B85 years and OVer ... ....vvvienninenrnnnns 100.0 11.8 77.2 2.3 8.6 68.6
Sex
Male. ... .ottt i 100.0 32.5 36.7 10.1 20.6 55.7
Female . ...ttt 100.0 11.0 73.6 4.4 11.0 65.7
Race
WHhIte . . et i ettt et ii et iiaas 100.0 16.6 64.4 5.6 13.3 64.5
Black ..ottt i e s 100.0 13.8 61.9 98 14.5 41.8
[543 7Y S 100.0 *14.9 64.9 *20.2 68.1

1A small number of persons of unknown mantal status are included.

the group 65-74 years, 36 percent of residents were widowed;
77 percent of residents 85 years and over were widowed. Elderly
female residents were more likely to be widowed (74 percent)
than elderly male residents (37 percent). Elderly males were
more likely to be married (33 percent) than elderly female resi-
dents (11 percent).

The tendency of persons without spouses to enter nursing
homes is highlighted by comparing the marital status of the
functionally impaired elderly living in the community with that
of elderly nursing home residents. The proportion married was
larger among the functionally impaired elderly living in the
community (44 percent) than among elderly nursing home resi-
dents (16 percent). Thus, 84 percent of the elderly in nursing
homes were without spouses, compared with 56 percent of the
functionally impaired living in the community.$

Presence of living children

Data on whether nursing home residents had living children
were collected for the first time in the 1985 NNHS. Among el-
derly nursing home residents, the majority (63 percent) had liv-
ing children. The proportion of residents with children increased
with age and was greater for female residents (66 percent) than
male residents (56 percent). The trends among residents with
children mirror the increasing utilization rates by age and the
greater nursing home use by elderly women. Additionally, these
trends appear to contradict the notion that the lack of children,
which is a proxy measure for the lack of a social support net-
work, is a risk factor for nursing home institutionalization. The
finding that most elderly residents had children does not explain
by itself why people enter nursing homes because this variable

onfounded by several factors. First, it is not known whether
fheresidents’ children lived close enough to provide care and,
if they did, whether they were physically able to provide care.
Although 69 percent of residents 85 years and over had children,
their children were probably in their sixties and may not have

been physically able to care for their aging parents. Further-
more, for many residents, admission to the current nursing home
was not from the community but from another health institution.
As will be discussed in the next section, more than one-half of
elderly residents were transferred to the nursing home from
another health facility. For these residents, obtaining appro-
priate continuing care was a deciding factor in entering the
current nursing home. Their children may not have been able
to provide adequate informal care in the home. Further insights
on this issue should be gained when the next-of-kin data on the
sample residents are available.

There was one exception to this trend. Only 42 percent of
elderly black residents had children, compared with 65 percent
of elderly white residents. In the 1982 Long-Term Care Survey
it was found that noninstitutionalized elderly black persons
who were functionally impaired were more likely to live with
children than functionally impaired elderly white persons were.®

Living arrangements prior to nursing
home admission

The living arrangements of residents prior to admission
reflect both the amount of support given in the environment in
which they previously lived and their health. A majority of the
residents (57 percent) were transferred from another health
facility (table 7). The most common type of health facility
transferred from was a short-stay hospital (39 percent). Only
12 percent of residents were transferred from another nursing
home, and 3 percent were transferred from some type of mental
facility (mental hospital, facility for the mentally retarded, psy-
chiatric unit of a short-stay hospital, or mental health center).
The proportion of elderly residents admitted from a short-stay
hospital in 1985 (39 percent) was a significant increase from
the proportion in 1977 (34 percent). This finding may also be
related to the introduction of the medicare prospective payment
system, under which hospitals have a strong incentive for early
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Table 7
sex, and race: United States, 1985

Percent distribution of nursing home residents 65 years of age and over by living arrangement prior to admission, according to age.

Age Sex Race
65-74 75-84 85 years
Living arrangement prior to admission Total years years and over Male Female White Black Other
Percent distribution

All living arrangements. ... ... .o 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Private or semiprivate resiGence . ................... 40.0 29.2 40.5 43.3 36.3 41.2 40.5 31.9 35.6
Alone . ... e e e e 14.7 8.2 14.7 17.0 11.6 15.8 15.2 6.9 *156.5
With family members .. ... ... e, 18.9 16.0 19.8 19.2 19.3 18.8 18.9 19.0 *15.5
With nonfamily members . ................... 3.4 *3.1 3.3 3.5 3.2 3.4 3.3 3.9 *2.0
Unknown tf with Others. . ... ..ooevinieennenenn. . 3.0 1.8 2.7 3.7 2.2 3.3 3.1 *2.1 *2.5
Another healthfacility. . ....... ... oo, 57.0 67.7 56.5 53.6 60.4 55.9 56.5 65.2 59.0
Anothernurstnghome . ...... ... i, 12.2 12.9 12.6 11.6 13.1 11.8 12.4 9.2 *9.7
General or short-stay hospital. ................... 38.7 38.5 38.2 38.9 35.2 40.0 37.9 49.5 48.4
Mental facility? ......... ... .. i 3.0 7.6 3.2 1.1 5.0 2.3 3.1 *1.8 -
Veterans hospital, . ........ vt iieii i 1.4 4.6 0.9 0.7 5.4 *0.0 1.5 *0.9 -
Other health facility orunknown . ................. 1.9 3.3 1.9 1.4 1.9 1.9 1.8 *3.8 -
Unknown orotherarrangement. ... ................. 2.9 2.9 2.7 3.0 3.1 2.8 2.9 *2.9 *5.4

1Psychiatric units of hospitals are excluded

2Mental hospitals, facilities for the mentally retarded, general or short-stay hospital psychiatric units, and mental health centers are included.

discharge of patients needing long-term care services.® Further
analysis of this issue will be presented in a later report.

The increasing proportion of residents transferred from
short-stay hospitals to nursing homes also reflects the increasing
role hospitals play in the provision of care to the elderly. For
example, in the 1985 NNHS it was found that 22 percent of
elderly residents were hospitalized for acute episodes of illness
while still a resident of the nursing home. Thirteen percent of
elderly residents had only one hospitalization, and 9 percent
had two or more hospital stays (table 8). Hospitalizations of
elderly residents were less likely among those who were ad-
mitted to the nursing home from a short-stay hospital, only 14
percent of whom had a subsequent hospitalization while a resi-
dent. In contrast, 27 percent of elderly residents not admitted
from a short-stay hospital were hospitalized while a resident of
the home.

When examined by age, the proportion of elderly residents
transferred from a short-stay hospital or nursing home did not
vary. Elderly female residents, however, were more likely to be
admitted from a short-stay hospital (40 percent) than elderly
male residents were (35 percent). In addition, a higher propor-

Table 8. Percent distribution of nursing home residents 65 years
of age and over by number of hospital admissions whiie a resident,
according to whether admitted from a short-stay hospital:

United States, 1985

Admitted  Not admitted
from from
Number of hospital stays short-stay short-stay
while a resident Total hospital hospital
Percent distribution
Totai. . . ..... 1000 1000 1000
Nare'.. .. . . . .. 777 85.5 72.8
... 131 9.2 156
2 or more g1 5.2 1186
A sm3 number Gf Lersors w v unknow = number of hospitai stavs are
inLuces

tion of elderly black residents (50 percent) than elderly white
residents (38 percent) were transferred from a short-stay hos-
pital. These findings appear to be correlated with the generally
more dependent functional status of elderly women and black
residents.

Forty percent of elderly residents were admitted from a
private or semiprivate residence; 15 percent had lived alohe
prior to the nursing home admission, 19 percent lived with fam? [y
members, and 3 percent lived with persons who were not family
members. Residents 75 years and over were more likely than
those 65—74 years to have lived alone prior to being admitted
to the nursing home. Elderly female residents were more likely
to have lived alone (16 percent) than elderly male residents (12
percent). Elderly black residents were less likely (7 percent)
than elderly white residents (15 percent) to have lived alone
prior to admission. This may result from the tendency of func-
tionally impaired elderly black people to ““draw on a more ex-
tended range of relationships in their living arrangement than
white persons.”’

Primary source of payment at admission

Data on sources of funds used to pay for nursing home
care provide a rough measure of residents’ income sources be-
cause public funds for nursing home care under certain govern-
ment programs are available only to those who cannot afford to
pay for such care. The medicaid program, for example, is a
joint Federal-State program providing medical benefits to per-
sons who qualify for welfare and to some of the “medically
needy” (those who would be on welfare if their incomes were a
little lower). The State-set criteria for medicaid eligibility vary
from State to State but cover most poor people in the Uniteg
States.!?

Information on the pavment sources used during the morif
of admission was collected for the first time in the 1985 NNHS.
Table 9 shows the primary payment source used by elderly
residents in the home 1 month or more. One-half of elderly
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Table 9. Percent distribution of nursing home residents 65 years of age and over by primary source of payment at admission, according to

age, sex, and race: United States, 1985

Primary scurce of payment at admiss.on

Medicaid payrent for— Other
government
Own income or Skilled Intermediate assistance or  All other
Age, sex, and race All sources farmily support Medicare nursing care welfare sources

B 10 1 100.0 498
Age

BE=TA YRAIS . v ot it et 100.0 39.0

7E=84 Y@AIS .. ...ttt e 100.0 51.2

S85yearsandover.. ... ... 100.0 52.4
Sex

Male v e e e, 100.0 50.9

Female.....covvir i e 100.0 49.5
Race

MWhITE. c ittt it i e e e enanens 100.0 52.2

BlaCK o vt ittt i i e i e, 100.0 171

[0 2T U PPN 100.0 *32.0

Percent distribution

4.9 13.9 26.2 2.7 2.5
4.7 13.9 31.5 5.5 5.4
5.2 13.5 25.3 2.6 2.3
4.6 14.3 25.1 1.9 1.7
4.8 11.9 23.7 4.0 4.8
4.9 14.6 27.0 2.3 1.7
4.9 13.2 246 2.6 2.5
*5.0 211 49.3 *5.3 *2.2
39.3 *28.7

NOTE: Data cover only persons who were residents for 1 month or more.

residents relied primarily on their own income or family support
to pay for the first month in the nursing home, and 40 percent
relied primarily on the medicaid program to pay for care.
Medicaid finances both skilled nursing and intermediate care
services in nursing homes. At the time of admission, 26 percent
of elderly residents received intermediate care and 14 percent
received skilled nursing care through the medicaid program.
Only 5 percent of elderly residents relied on medicare. Ex-
tended care benefits under medicare are limited to 100 days
following a hospital stiy of at least 3 days. Three percent of
elderly residents relied on other government assistance or wel-
fare, and another 3 percent relied on other payment sources.
Overall, 48 percent of elderly residents relied on some form of
public funds to pay for their stay at the time of admission.

There were differences in primary payment source by age.
Residents 75 years of age and over were more likely to use
their own income or family support for primary payment than
were residents aged 65-74 years. Of residents 75—-84 years
and 85 years and over, 51 and 52 percent, respectively, relied
on their own income or family support to pay for care. compared
with 39 percent of residents 65-74 years. Medicaid was the
primary payment source for a larger proportion of residents
65-74 years (45 percent) than residents aged 75-84 years (39
percent) or 85 years and over (39 percent). The primary pay-
ment source also varied by sex. A larger proportion of elderly
females (42 percent) than elderly males (36 percent) relied on
medicaid for payment.

There were major differences in the patterns of payment at
admission by race. Elderly black residents were almost twice
s likely to use medicaid as the primary source of payment (70
percent) as elderly white residents were (38 percent). Con-
versely, elderly white residents were more likely to use their
own income or family support as their primary payment source
{52 percent) than elderly black residents were (17 percent).

The differences in payment source by sex and race reflect the
generally lower income of elderly women and elderly black
people in the noninstitutionalized population.!* and in par-
ticular among the functionally impaired elderly living in the
community. In 1982, 46 percent of elderly females who were
functionally impaired and living in the community had family
incomes of less than $7,000, compared with 31 percent of their
male counterparts. Similarly, 61 percent of functionally im-
paired elderly black persons had family incomes of less than
$7,000, compared with 37 percent of functionally impaired
elderly white persons. (Family income included income of the
functionally impaired individual and all members living with
him or her.)$

Conclusions

On any given day during the survey period for the 1985
NNHS, about 5 percent of the elderly were residents of nursing
homes. Use of nursing homes increased with age for both sexes
but was greater for females than for males. especially in the
older age groups. Use of nursing homes was lower for elderly
persons who were black or of other races than for white per-
sons. These trends have remained constant since the period
1973-74, when the first NNHS was conducted. with the ex-
ception of an increase in the use of nursing homes by elderly
black persons and a decrease in use by those aged 85 years and
over.

Examination of some health and social characteristics re-
vealed that dependency in ADL’s was widely prevalent among
elderly nursing home residents but much rarer among the non-
institutionalized elderly. The lack of available caregivers may
have been a confounding factor for the preponderance of per-
sons without spouses in nursing homes. The role of the resi-
dents’ children or their living arrangements prior to admission
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in the decision to enter a nursing home is not clear from the
data examined. The need for continuing care in a nursing home
and the availability and willingness of the residents’ children to
provide informal home care are issues that need further ex-
amination before conclusions can be drawn. These issues will
be examined in future reports in which data from the next-of-
kin component are presented. The lower use of nursing homes
by elderly black persons appears to be related to a greater sub-
stitution of informal care at home for formal nursing home care.

In this report, data on the primary source of payment for
care used by residents during the month of admission were also
presented. The data show that in 1985 one-half of elderly resi-
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Technical notes

Because the statistics presented in this report are based on
sample, they will differ somewhat from figures that would
have been obtained if 2 complete census had been taken using
the same schedules, instructions, and procedures. The standard
error is primarily a measure of the variability that occurs by
chance because only a sample, rather than the entire universe,
is surveyed. The standard error also reflects part of the meas-
urement error, but it does not measure any systematic biases in
the data. The chances are 95 out of 100 that an estimate from
the sample differs from the value that would be obtained from a
complete census by less than twice the standard error.

The standard errors used in this report were approximated
using the balanced repeated-replication procedure. This method
yields overall variability through observation of variability
among random subsamples of the total sample. A description
of the development and evaluation of the replication technique
for error estimation has been published.!4!15

NOTE: A list of references follows the text.

Although exact standard error estimates were used in tests
of significance, it is impractical to present exact standard error
estimates for all statistics used in this report. Thus, a generalized
variance function was produced for aggregated resident esti-
mates by fitting the data presented in this report into a curve
using the empirically determined relationship between the size
of an estimate X and its relative variance (rel var X). This
relationship is expressed as:

I S
rel var —-X,_—-a k

where a and b are regression estimates determined by an itera-
tive procedure. Preliminary estimates of standard errors for the
percents of the estimated number of residents are presented in
table I.

The Z-test with a 0.05 level of significance was used to
test all comparisons mentioned in this report. Not all observed
differences were tested, so lack of comment in the text does not
mean that the difference was not statistically significant.

Table 1. Standard errors of percents for residents
Estimated percent
Base of percent (residents) 7 or9g 5o0r95 10 or 90 20 or 80 40 or 60 50
Standard errors 1n percentage points
5,000, i e e 2.84 6.22 8.56 11.41 13.97 14.26
10,000, ¢ ottt et it e e e 2.01 4.40 6.05 8.07 9.88 10.09
30,000, . ot i i e e e 1.16 2.54 3.49 4.66 5.71 5.82
BOO00. .t e e s 0.90 1.97 27 3.61 442 4.51
100,000 &0ttt it ittt et e 0.63 1.39 191 2,55 3.12 3.19
200000 ............ e e 0.45 0.98 1.35 1.80 2.21 2.26
400,000 ..ttt e e e e 0.32 0.70 0.96 1.28 1.56 1.59
BOO,000 ..ottt ittt e 0.22 0.49 068 0.0 1.10 1.13
Lo X T oo 2 0.20 0.44 0.61 0.81 0.99 1.01
1491000, . ittt i it s e 0.16 0.36 0.50 0.66 0.81 083
Symbols

Data not available

Category not applicable

- Quantity zero

0.05

Quantity more than zero but less than

Zz Quantity more than zero but less than
500 where numbers are rounded to

thousands

Figure does not meet standard of

reliability or precision

it

Figure suppressed to comply with

confidentiality requirements
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Introduction

At least three factors influence the exodus from paid
mployment among older Americans: public policy affect-
_ retirement, the ability to perform work-related activi-
ties. and the desire on the part of the older worker to
continue working or, alternatively, to enjoy leisure. The
U.S. Congress has recently enacted two new laws that may
influence the age at which Americans will choose to retire
from active employment in the future. The first is an
amendment to the Social Security Act implemented in
April 1983 that will raise the minimum age of retirement
for the receipt of full social security benefits from 65 to 67
years of age among persons born in 1960 or thereafter
(Public Law 98-21). The second law amends the Age
Discrimination in Employment Act of 1967 by eliminating a
mandatory retirement age for most occupational groups
(Public Law 99-592). Approved in October 1986, this law
effectively extinguishes forced retirement at age 70. Thus,
current Federal policy encourages Americans to retire at
older ages than previously and now makes it legally possible
for all older workers to remain employed, regardless of
their chronological age, for as long as they possess the
ability and desire to work.

The desire to continue working into the later years of
life reflects a complex interplay among financial need and
reward, gratification attained through work, and the func-
tional capacity to meet job demands. This report is con-
cerned primarily with the last of these forces—the physical

‘lity to perform certain tasks associated with work.

Source of data

The National Health Interview Survey (NHIS) is the
National Center for Health Statistics’ large continuing sur-
vey of the civilian noninstitutionalized population of the
United States. Each year people in about 42,000 house-
holds are interviewed by U.S. Bureau of the Census inter-
viewers to obtain information about their health and use of
health care. Demographic information that is needed to
interpret the data is also obtained. The interviewers have
special training on this survey in addition to their regular
training and response rates are high—about 97 percent.
The only item with a relatively low response rate is family
income. .

In 1984 a special supplement was added to the ques-
tionnaire to obtain information about older people who
were living in the community. This supplement, the Supple-
ment on Aging (SOA ), was designed to collect information
about physical limitations., chronic conditions, housing, re-
tirement status, interactions with family and organizations,
use of community services, and other health-related and
social information about middle-aged and older people. All
household members age 65 years and over and a one-half
sample of those 55-G4 years of age were asked the ques-
tions on the supplement themselves when possible. Another
household member was interviewed only when the selected
person was unable to answer either because of physical or
mental problems or because of being away from the house-
hold for a longer period than the interviewer would be in the
area. Response rates to the SOA were also high; 95 percent
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of the people selected from the NHIS sample had complete
interviews to the SOA. Of the people ages 55-74 years, 93.0
percent responded for themselves.

The purpose of this report is to provide information
about a particular segment of this population, people ages
55-74 years who had worked at some time since they were
age 45. These people are of particular interest because of
an impending or relatively recent change in their labor
force participation. By virtue of their age and midlife active
emplovment. such people are either approaching retire-
men:, postretirement, or in transition between these two
states. Information on work-related activities from the SOA
makes it possible to describe the ability of these Americans
to perform several activities that are basic and common to a
variery of occupations. The intent is not to study the precise
and detailed functional requirements of numerous individ-
ual occupations, but rather to describe a limited set of
physical abilities among older workers in the ages sur-
rounding retirement.

The estimates are based on a sample, and they will
differ from estimates based on a complete census in which
exactiy the same questions and interviewing techniques are
used. The authors have taken care not to make statements
about differences unless it is likely that the same differ-
ences would be found using the same techniques in a
complete census. The reader should use the material in the
technical notes before deciding that differences not men-
tioned in the text are likely to be statistically significant.
Biases that result from the way that the questions are
worded, the lack of understanding by a respondent, or the
difficulties inherent in asking people to think about them-
selves and report accurately will remain in any case.

The estimates of the prevalence of disability are based
on responses of “yes.” If for some reason there was no
response, the response was not recorded, or the answer was
unknown, data are treated as if the answer were “no.” The
impact of this procedure on the estimates is small. Usually
less than 1 percent and never more than 2 percent of the
sample had such responses.

Background

The SOA included questions to determine the ability to
perform 10 work-related activities. The 10 items covered a
wide range of abilities that involve mobility (walking one-
quarter of a mile and walking up 10 steps without resting),
endurance for confined movement (standing on feet for 2
hours and sitting for 2 hours), lower and upper body
strength (stooping, crouching, or kneeling and lifting or
carrving 25 or 10 pounds), freedom of movement (reaching
up over head and reaching out to shake hands), and fine
motor skills (grasping with fingers). Participants were first
asked if they currently had any difficulty performing each
activity. For the subset of persons with any difficulty, the
amount of difficulty (some or a lot) was ascertained, includ-
ing the inability to perform the activity in question. Data on
the proportion of persons with any difficulty for each

activity and the subset unable to perform each activity are
presented in this report.

Of the 38.3 million Americans 55-74 years of age, 3¢
million or 95 percent, had been employed at some tim.
during their lives. Virtually all men had been employed, as
had a high proportion of women. An estimated 32.3 mil-
lion, or 84 percent, had worked at some time since the age
of 45. However, while almost all men had worked at some
time since age 45, only about three-quarters of the women
had worked after their 45th birthday, as shown in the
following table.

Work stalus Both sexes Men Women
Total .oooiiiei i, 100.0 100.0 100.0
Everworked............... 95.3 99.6 91.7
Worked since age 45...... 84.3 g7.6 73.2

The data in this report pertain to the people 55-74
vears of age who continued to work or returned to work for
at least some time during their middle years. These individ-
uals constitute the population who must decide whether
and when to retire as they achieve older ages.

The report is focused on differences in the ability to
perform 10 work-related activities among 4 age groups and
3 emplovment groups (working, retired because of health,
and retired for other reasons). Examination of differences
among these subgroups of people employed since age 47
can shed light on the proportion of older Americans wl
still maintain the work-related functional abilities common
to many jobs. It can also reveal the ability to work among
people this age who have retired, those people who might
remain in the work-force under the new retirement laws.

Differences by age and sex

Overall, of the 10 work-related activities studied, stoop-
ing, crouching, or kneeling caused difficulty for the largest
proportion of the people, 28 percent (table 1). A substan-
tial proportion also experienced difficulty lifting or carrying
25 pounds (23 percent), standing on their feet for 2 hours
(22 percent), walking one-quarter of a mile (18 percent),
and walking up 10 steps without resting (15 percent). Very
few people in this age range had any difficulty reaching out
to shake hands and very few were unable to lift 10 pounds.

In general, a greater proportion of women than men
had difficulty performing the work-associated activities.
The sex difference was largest for the proportion with
difficulty lifting or carrving 25 pounds (31 percent of the
women, compared with 16 percent of the men). Sex differ-
ences of a smaller magnitude were evident for the ability to
walk up 10 steps; stoop, crouch, or kneel; and lift or carry
10 pounds. For these four activities, the sex dilference-
were most pronounced in the oldest age category. Twent
five percent of the women 70-74 years of age had difficulty
walking up 10 steps without resting, including 10 percent
who were unable to do so. In comparison, 18 percent of the
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men this age had difficulty walking up 10 steps, including 9
~ercent who were unable to do so.

Among people who had worked since the age of 45, a
Jelinite increment from younger to older age groups was
observed in both the proportion of people with any diffi-
culty and the proportion unable to perform scveral of the
activities assessed. Increases with age were especially ap-
parent for five activities that reflect mobility and musculo-
skeletal strength: walking one-quarter of a mile; walking up
10 steps; standing on feet for 2 hours; stooping, crouching,
or kneeling; and lifting or carrying 25 or 10 pounds. For
cach of these activities, people in the youngest age category
{35-39 years) had the lowest proportion reporting any
difficulty, and that proportion was nearly doubled among
people in the oldest age category (70-74 years). For exam-
ple, 12 percent of the people 55-59 vears of age had
difficulty walking one-quarter of a mile, compared with 25
percent of those ages 70-74 vears.

The same kind of pattern was observed in the propor-
tion of people unable to perform these activities. Nine
percent of the people ages 55-59 years were unable to
stoop, crouch, or kneel, compared with 17 percent of those
ages 70-74 years. Differences in ability among age groups
were absent or subtle for the other four activities (sitting
for 2 hours, reaching up over head, reaching out to shake
hands, and grasping with fingers).

.mployment status

Fewer than one-half of the people 55-74 vears of age
who had worked since their 45th birthday were presently
employed—49 and 42 percent of men and women, respec-
tively (table 2). The proportions changed dramatically
across the age span. Nearly 4 out of 5 people 55-39 years of
age were presently employed, compared with about 1 in 10
ages 70-74 years. Even among people who had worked in
midlife, women exited the work force earlier than men. A
lower proportion of women remained active in the labor
force at each age, and the difference was especially notable
at the youngest ages.

The percent of the people who attributed their retire-
ment to their health was greatest at ages 65 and over, 20
percent or more of each sex in each age group. Among
those who had retired, however, a greater proportion of
people in the younger than the older age groups had retired
because of their health.

Differences among employment groups

The older age of people who were retired must be kept
in mind when interpreting differences among the three
employvment-status groups. Nevertheless, there are major
differences among the groups even within this relatively

iwrrow age range. These differences are important when
onsidering the impact of changes in retirement laws.

People who were presently employed were less likely
than retired people to have difficulty performing each of
the 10 work-associated activities (table 3). For the majority
of the activities, the proportion with difficulty was two to

three times higher among people who had retired than
among those who maintained employment. For example, 17
percent of the people who were presently emploved had
difficulty stooping, crouching, or kneeling, and 10 percent
were unable to do so. In contrast, 37 percent of the retived
population had this difficulty, and 15 percent were unable
to stoop, crouch, or kneel. About 10 percent of presently
employed people had difficulty standing on their feet for 2
hours, compared with about 32 percent of those who had
retired.

People who had retired because of their health were
the most likely of the three groups to have difficulty with
each of the activitics. The proportion with difficulty was
highest for the activitics associated with mobility and
strength, such as walking one-quarter of a mile (54 per-
cent); walking up 10 steps without resting (48 percent);
standing on feet for 2 hours (63 percent); stooping. crouch-
ing, or kneeling (65 percent); and lilting or currying 23
pounds {62 percent).

In general, the proportion with difficulty for each
activity was somewhat higher among the people who had
retired for reasons other than their health than among
people who were presently employed. However, people
who had retired for reasons other than their health were
more similar to the presently emploved than thev were to
people who had retired because of their health. The pattern
of the lowest percents among the presently emploved,
intermediate percents among people who had ratired for
reasons not attributed to their health, and the highest
percents among those retired because of their health was
present and similar for both sexes.

Differences by age within employment
groups

Age-specific data for the three employment groups are
shown for four activities in table 4. Generally, the propor-
tion with difficulty was higher in successive age groups for
both the presently employed and those who had ratired for
reasons other than their health. For example, among pres-
ently employed people, 7 percent of those 33-59 vears of
age had difficulty walking one-quarter of a mile compared
with 11 percent at 70-74 years of age. Among people who
had retired for reasons not related to their hezith, the
percents were 7 and 18, respectively. The one excertion was
in difficulty walking up 10 steps without resting; there was
no age difference among the presently emploved. Age
patterns similar to those for both sexes combined were
observed for each sex in these two employment-status
groups.

A much higher proportion with difficulty was observed
in every age category of people who had retired because of
their health than for other retired persons or the rresently
employed. The number of retired people in the voungest
age group in the sample was small, estimates are less
precise than for other age-specific groups. and fzw differ-
ences are statistically significant. However, there did appear
to be a different pattern by age among those who had
retired because of their heaith: for most activities, the
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proportion with difficulty was highest among the youngest
people. This was parucularly noticeable for men in the
youngest age category for activities related to mobility, For
example, 71 percent of the men 55-59 years of age who had
retired because of their health had difficulty walking one-
quarter of a mile, compared with about one-half of such
men in the other age groups.

Commentary

Overall, 58 percent of the people ages 55-74 years who
had worked at some time since their 45th birthday had no
difficulty with any of the 10 work-related activities. The
proportion was highest among those still working (73 per-
cent) followed by those who had retired for reasons other
than their health (60 percent), and it was lowest among
those who had retired because of their health (14 percent).
Potentially, many of the people who had retired for reasons
other than their health could have remained in the labor
force.

When retired people were asked if they could work at a
job or business if such an opportunity were available, about

two-thirds of the people who had retired for reasons other
than health answered affirmatively although only about 1°
percent of them expressed a desire to work. Among peop
who had retired because of their health, only 28 percem
said that they could work if a job were available, and only
about 10 percent wanted to do so, as shown in the following
table.

Relired because of:
Tolal Other
Employment potential retired Health reasons
No limitations.................. 45.9 13.7 60.2
Could work if job available.... 52.8 27.7 64.0
Wanttowork.................. 11.2 10.2 11.6

Thus, the majority of those who were retired for rea-
sons other than health were not impaired. They also said
that they could work if a job were available. However, very
few of these potential workers wanted to be employed. The
majority of those who had retired because of their health
had at least one limitation and said that they could not
work. Therefore, whether the recent changes in retirement
laws will actually change the age at which people retire
remains to be seen.
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Table 1. Percent of people 55-74 years of age who have worked since age 45 with difficulty or unable to perform specified activities by
sex, age, and activity: United States, 1984

Both sexes Men Wormen
55-59 60-64 6569 70-74 55-59 60-64 6569 70-74 55-59 6064 6569 70-74
Activity Tolal years years years years Tolal years Vyears years Vyears Tolal years years years years
Number
SAMPIG..veaerieniirnncnianenaans 9,805 2,000 1,968 3285 2552 5100 1036 1,067 1731 1266 4705 964 901 1,554 1,286
Number in thousands
Estimated population................ 32,305 9,645 9,235 7,561 5864 16936 5023 5037 3,969 2907 15368 4,622 4,197 3,592 2957
Walking %4 mile Percent of population
DIfficUlty . ceviiiviiinceiieeae 176 124 165 200 250 174 123 170 201 23.3 179 126 16.8 198 266
Unable.....ccoevvevciiiinneiinnnen 7.6 54 8.0 8.7 9.5 7.6 5.0 7.9 9.4 8.7 7.7 58 8.0 7.9 10.2

Walking up 10 steps

Diffficulty ..ot 152 1098 14.5 16.9 21.4 12.8 9.5 121 14.2 17.9 17.9 124 17.4 19.7 248
Unable 6.9 52 6.9 7.4 9.5 5.6 3.8 53 6.0 8.7 8.4 6.7 8.8 88 10.2

[81:11.7311 1 PN 220 15.1 20.7 26.1 30.1 206 135 189 255 288 235 168 228 26.7 312
UNabIB....vcvavrerrncncreeninnens 9.0 6.5 8.3 10.9 11.6 8.1 52 7.2 10.6 11.5 89 7.8 9.7 1.3 11.6
Sitting for 2 hours
DHfICURY . oo evnenerrnniniceniinanns 9.7 83 106 10.4 9.7 8.4 7.0 8.9 9.9 79 11.2 9.8 127 10.9 11.6
Unable....ccovvviivenennnnnnenann. 59 53 6.5 6.4 55 49 4.2 54 57 4.1 7.1 6.4 7.9 7.2 6.9
Stooping, crouching, or kneeling
DfficUlty . veviriieiieeieiiinnanes 27.8 20.1 27.0 309 37.8 246 18.0 234 277 337 314 224 31.3 34.3 41.7
unable......ccceeiiiiiiieiinnnas 126 9.4 125 13.7 16.5 11.4 8.3 1.1 12,5 15.9 13.9 107 14.2 15.0 17.2
Reaching up over head
DMCURY .o veniiiveciieeereienes 11.5 9.0 11.2 13.1 14.2 10.5 9.0 9.9 12.4 11.6 127 9.1 12.8 13.8 16.6
UNabl@.....cceiviirnvirnnnninennns 6.4 4.6 6.7 7.3 7.7 57 3.9 6.3 6.9 6.0 7.2 54 7.1 7.7 9.5

1.3 1.8 1.6 1.8 20 1.6 1.5 13 1.8 20 2.0 2.2 1.9 1.8 2.0
1.0 1.0 1.1 1.0 1.2 1.0 0.8 09 1.1 1.0 1.1 1.2 1.2 0.8 1.4
7.8 6.4 7.4 8.7 9.5 6.3 45 6.0 7.1 8.8 9.4 8.5 9.0 10.5 10.2
5.0 4.2 5.0 5.2 59 4.0 2.6 4.0 45 54 6.1 58 6.2 6.1 6.3

Lifting or carrying 25 pounds
DAficUltY .o 231 170 225 248 32.0 158 116 15.4 168  23.1 311 229 31.0 33.8 40.8
unable.......coevviniiiiiiiinaans 6.9 6.2 6.0 7.3 9.1 4.8 35 38 56 75 9.3 9.1 8.7 8.3 10.7

DHfIGURY . o vevveiiiie e 73 5.0 6.9 8.2 10.5 53 3.7 5.4 6.6 6.3 9.4 6.4 8.7 9.9 14.6
Unable........covivvviiiiinnne., 26 22 25 27 3.0 1.9 1.6 1.9 2.2 1.7 3.3 28 3.3 3.3 4.3




6 advancedata

Table 2. Percent distribution of people 55-74 years of age who have worked since age 45 by employment status, according to sex and
age: United States, 1984

Employment status

Reason for retirement

Estimated
Number in population Other than
Sex and age sample in thousands Total Working Total health Health
Both sexes Percent distribution
5578 LBEMS. .. i i e e e 9.805 32,305 100.0 45.7 54.3 37.6 16.7
55-2z vears 2.000 9,645 100.0 78.7 21.3 12.0 9.3
6C-£< years . 1,968 9,235 100.0 52.4 47.6 31.4 16.2
65-8> years ... 3,285 7.561 100.0 21.4 78.6 56.5 22.1
70-74 years 2,552 5,864 100.0 12.6 87.4 65.0 22.4
Men
BE-74 W2AIS. ..ottt i e 5,100 16,936 100.0 48.9 51.1 33.7 17.4
§5-E2 years ... 1,036 5,023 100.0 83.0 17.0 8.3 8.7
60-64 years ... 1.067 5,037 100.0 55.5 44.5 27.1 17.4
65-863 years .... 1,731 3,969 100.0 22.0 78.0 54.0 23.9
70-74 years 1,266 2,907 100.0 15.2 84.8 61.1 237
55-74 VBAPS. .. .eiiiiiiiie e et ees 4,705 15,368 100.0 42.3 57.7 41.9 15.8
55-52 years 964 4,622 100.0 73.9 26.1 16.0 10.0
60-64 years ... 901 4,197 100.0 48.6 51.4 36.7 14.8
65-69 years .... 1,554 3,592 100.0 20.6 79.4 59.2 20.2
70-74 years 1,286 2,957 100.0 10.1 89.9 68.8 21.1
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Table 3. Percent of people 55-74 years of age who have worked since age 45 with difficulty or unable to perform specified activities by

~mployment status, sex, and activity: United States, 1984

Reason lor retiremeant

Other than
Activity Total Working Total healith Heath
BOTH SEXES Number
- 14 4101 RPN 9,805 3,626 6,179 4,375 1,804
Number in thousands
Estimated poputation.........occvviinieeians 32,305 14,777 17.527 12,146 5,382
walking % mile Percent of popuiaticn
Difficulty ..o, 17.6 8.4 25.4 12.8 53.9
UNable...oooiiiiiiiiiiiii i 7.6 5.1 9.8 6.7 16.8
Difficulty 15.2 6.6 225 11.0 48.4
Unable... 6.9 4.2 9.2 6.0 16.4
Standing on feet for 2 hours
[ 1o 22.0 10.2 31.9 18.2 62.8
UNable...veeuriieineeriismnisianniiiennnens 9.0 5.9 11.6 9.3 16.7
Sitting for 2 hours
[ e P 8.7 5.4 13.4 6.8 28.3
UNablB...oiviieienieiiriernuiirasnniieannnas 5.9 3.9 7.6 4.7 14.2
Stooping, crouching, or kneseling
DIfICUIY .« v ciieeeineerrarnerarsnssiieeannens 27.8 17.0 36.9 24.4 65.2
Unable 12.6 9.7 15.0 13.2 19.3
11110 11.5 6.0 16.2 8.0 34.7
Unable.....coovvviiviiiieiiiiiiiiinii e, 6.4 4.1 8.3 52 155
Reaching out to shake hands
DIffICUIY . it viitinaivniieintiieannennranns 1.8 0.5 2.8 1.1 6.8
Unable ceeneas 1.0 0.3 1.7 0.6 4.0
[0 111107 PN 7.8 4.1 10.9 5.9 22.1
Unable....ooovviiiiiiiiiiinriiiiiiie s 5.0 3.1 6.6 4.2 1.8
Lifling or carrying 25 pounds
23.1 11.8 32.7 19.9 61.8
6.9 5.2 8.4 7.2 11.1
7.3 24 1.4 5.1 25.6
26 1.1 3.8 2.0 7.8
MEN Number
SABMPIO....ceiiiaiiiairiecernirsreesiecnnnnans 5,100 2,034 3,066 2,076 990
Number in thousands
Estimated population......c.coveveienieanna.. 16,936 8,282 8,654 5,704 2,950
Walking ¥ mile Percent of populaton
[ 021 {{eT1 )4 R 17.4 7.9 265 11.9 54.8
Unable 7.6 4.7 10.3 6.6 17.5
12.8 4.6 20.7 8.1 45.1
56 25 8.5 4.7 15.9
20.6 8.6 32.0 16.1 62.7
8.1 49 1.3 8.9 15.7
DHfICURY . .ot iiiiiiiiicciacraeneeas 8.4 42 124 5.3 26.0
Unable.......ooovieaiiiiiiniereeenrrnannnna. 4.9 3.0 6.7 3.7 12.5
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Table 3. Percent of people 55-74 years of age who have worked since age 45 with difficulty or unable to perform specified activities by
employment status, sex, and activity: United States, 1984—Con.

Reason for retirement

Other than
Activity Total Working Total health Heafth
MEN—Con.
Stooping, crouching, or kneeling Percent of poputation—Con.

246 143 34.4 19.8 62.6

11.4 8.5 14.2 11.8 18.9

10.5 54 154 58 33.9

57 35 7.8 3.6 15.8

1.6 0.4 27 0.9 6.2

1.0 0.3 1.6 0.5 3.6

6.3 2.7 9.7 4.0 20.7

Unaple......ocoiiiiiiiiiniiiiieiiiiieeean 4.0 2.0 5.8 3.1 11.0
Lifting or carrying 25 pounds

DIfICURY . e 15.9 5.9 25.6 10.9 53.8

cees 48 26 6.8 5.0 10.3

53 13 9.2 29 21.5

1.9 0.7 3.0 1.2 6.5

Number
4,705 1,592 3,113 2,299 814
Number in thousands
Estimated population............cc.cvviiiin.n. 15,368 6,495 8,873 6,442 2,431
Walking va miie Percent of population
Difficulty .o 17.9 9.1 24.4 13.6 52.9
Unable.....oiiiiiiii i 7.7 8.5 9.3 6.8 15.9
Walking up 10 steps

Difficutty. ... 17.9 9.3 24.2 13.6 52.4

Unable.......oiiiiiiiiiiiii e e 8.4 6.4 9.9 7.2 17.1
Standing on feet for 2 hours

Difficulty . ... e 235 12.2 31.8 20.0 63.0

Unable 8.9 72 11.9 9.6 17.9

Sitting for 2 hours
Dffficulty... 1.2 6.9 14.4 8.0 31.1
Unable..........oooiiiiiiiiiiiiiii e, 7.1 5.1 8.5 5.6 16.3
Stooping, crouching, or kneeling
DEfCUY .o 31.4 20.3 39.4 28.5 68.3
Unable.......cooiiiiiiiiiii e 13.8 11.3 15.8 14.4 19.7
Reaching up over head

DIfficulty ..o 12.7 6.7 17.0 10.0 35.6

Unable,. 7.2 438 89 6.6 15.1
Reaching out to shake hands

DIFfICURY . e 2.0 0.7 2.9 1.2 7.4

Unable......o.ooviiiiiiiiii i 1.1 0.3 1.8 0.7 4.5

Grasping with fingers

DHICURY . .o e 94 5.8 121 7.6 23.9

Unable ..o i 6.1 4.4 7.3 8.2 12.8
Litting or carrying 25 pounds

Difficuty . . 311 193 39.7 27.8 71.5

Uraple. . .. . 9.3 85 10.0 9.2 121
Lifmg or carrvirs 10 pounds

[* il gORtt o 38 135 71 32.5

(S iy 17 45 2.7 &4
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Table 4. Percent of people 55-74 years of age who have worked since age 45 with difficuity or unable to perform selected activities by
age, activity, and employment status: United States, 1984

55-59 60-64 65-69 70-74
Activly and employment stalus Total years years years years
Walking ¥4 mile Percant of population vith difficulty
WOTKING . .covverinnnnnnnns 8.4 7.2 9.3 10.1 111
Retirea: Gther than heaith. 12.8 6.5 9.8 1.9 18.1
Retired: Health ....covevevermiienacnnaannnas 53.9 64.3 52.5 50.4 52.8
walking up 10 steps
WOTKING +eevvvvnreaicienneeerironieneneseaeen 6.6 6.2 7.2 7.0 6.1
Retired: Other than heaith. 11.0 7.4 8.8 9.9 15.0
Retired: Health . ..... e eiesiieeaereneeares 48.4 545 49.3 44.1 48.7
Standing on feet for 2 hours
WORKINQ - .- eveiieeiicieeeeieiennaeanssenenes 10.2 9.4 10.5 11.5 13.8
Relired: Other than heaith.. 18.2 109 154 18.0 228
Retired: Health .....oociiiniiiviiiiiiiiennean 62.8 68.5 63.8 60.9 60.4
Stooping, crouching, or kneeling
WOrKING ...ooceviirineennn 17.0 15.4 17.8 18.1 24.9
Retired: Other than health.. 24.4 16.4 21.6 22.1 31.6
Retired: Health . ........cciiiiviniiiinnieninene 65.2 64.3 67.0 65.6 62.9
Walking ¥ mile Percent of population unable
WOIKING . oivvveiiiiiiceiiisiciiiicireenaenes 5.1 3.9 6.1 6.4 7.3
Retired: Other than heaith.. . 6.7 42 5.4 6.7 8.4
Retired: Health ........oveiiivniiiiiiniininn. 16.8 19.6 18.9 15.8 13.8
Walking up 10 steps
WOTKING . veeviiiiiiii i crernrenaeaes 4.2 3.9 47 4.8 4.0
Retired: Other than health.. - 6.0 3.6 53 5.4 8.0
Retired: Health ......covenviiiiiiiiiiinninnnes 16.4 18.2 16.9 14.8 16.8
Standing on feet for 2 hours
Lo 315« 59 5.5 5.9 6.7 7.5
Retired: Other than heaith 9.3 5.0 77 mno 11.0
Retired: Health ,.......ccocviiiiiiiininnnannn. 16.7 16.4 17.4 17.2 15.5
Stooping, crouching, or kneeling

WOTKING . e vieineiiiiiii i rcn e eene e ene 9.7 8.7 9.9 11.4 14.8
Retired: Other than heaith. 13.2 8.1 116 24 168

Retired: Heath ................... o 193 172 228 92 16.7
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Technical notes

Each week a probability sample of households in the
United States is visited by U.S. Bureau of the Census
interviewers to obtain a wide range of information about
the health and health care characteristics of the people
living in those households. A description of the survey
design, methods used to make the national estimates, and
general qualifications of the data arcprovidcd 10 a report in
the Vital and Health Statistics series,

There was a special supplement for people age 55 and
over to the NHIS in 1984, the Supplement on Aging
(SOA). A report on the SOA design and procedures that
contains the questionnaire is in press. Two deviations from
usual NHIS practice that are of importance for this report
should be noted. First, although evervone age 65 and over
in the NHIS households was included in the SOA sample,
only one-half of the people 55-64 years of age were in-
cluded. Second, extensive efforts were made to have each
person answer the questions on the SOA personally regard-
less of whether he or she had been a self-respondent to the
regular NHIS interview.

There were 11,744 people with responses to the SOA
who were 55-74 years of age; 93 percent answered all
questions for themselves (table I). There was little variation
in whether people were self-respondents by age within this
age range, but men were less likely to answer for them-
selves than women were, usually because the men, espe-
cially younger men, were away from home.

Table |. Response status of sample of people 55-74 years of age

All

response Not Percent
Age and sex statuses Selfl self self
Number

Total......oooiviiiiitn . 11,744 10.827 817 93.0
Age

55-59 years...............u 2,341 2,150 191 91.8

60-64vears .............. 2,310 2,134 176 92.4

65-69years ............... 3,956 3,706 250 93.7

70-74years ............... 3,137 2,837 200 93.6
Sex

Men ...l 5,233 4,694 539 89.7

women.............o..l 6,511 6,233 278 95.7

The estimates in this paper are based on a sample
rather than on the entire population of pecople 55-74 years

'National Center for Health Sratistics. M. G. Kovar and G. S. Poe: The
Nattonal Health Imeniew Survey design, 1973-84, and procedures,
1978.83 Tuu! and lealth Srarsties. Serics 1, No. 18, DHIIS Pub. No.
(PHIS) 85-1320. Pubtic Health Sernvice. Washington. U.S. Government
Prinung Office, Aug. 1985,

2National Center for Health Statistics. I. Fitti and M. G. Kovar: The
Suprlement on Aging. design and procedures 1ol and Healih Statistics
Seres 1. N 21 DHES Pub, Ne. (PEHS) 87-1320. Public Health Service,
Washington. U.S. Government Printing Office In press.

of age in the civilian noninstitutionalized populatior
Therefore, they are subject to sampling error. In addition.
the sample had a complex design which has the effect of
making the sampling errors somewhat larger than they
would be from a simple random sample of the same size
using the same procedures.
Most of the tables in this report show the number of

people in the sample. and table II provides some average

esign effects to enabiz the user to estimate sampling
errors that incorporate the complex sample design.

Table Il. Average design effects for estimates of percent with
difficulty

Square root

Design of design
Population effect effect
Totah o 1.2328 1.11
Men ... 1.3409 1.15
WOMEN....ooiiiiiiiieeiie i 1.2791 1.13
E5-64years..........coeeviiiiinii.. 0.9770 0.99
B5-74years.....oooiiiiiiiiiiiia 1.1759 1.08

To estimate the sampling errors, convert the percent to
a proportion, calculate the variance of a proportion assum
ing simple random sampling, multiply that variance by tl
design effect to allow for the complex sample, then com
pute standard errors, confidence intervals, or significance
tests.

For example, there were 1,592 women 55-74 years of
age in the sample who were working. Twenty percent had
difficulty stooping, crouching, or kneeling. Therefore,

Variance (simple random sample) =£9
n
- 10.2032§0.791)
3
= 0.000102.
The average design effect for women is 1.2791.
Variance (complex sample) = (0.000102)(1.2791)

= 0.000130.
(0.000130)""

Standard error

0.0114.

95-percent confidence interval = 20.3 = (1.96)(1.14)

= 20.

w

= 2.2 pereent.

It should be noted that this example gives a conserv.
tive estimate. Because of the half-sample of people ages
55-64 years, there is little clustering in houscholds for
people of that age and the design effccts are so small that
the complex sample design has little impact on the variance.
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Table Ill. Confidence intervals for selected estimates of percent
with difficulty

85-parcent
confidence interval

Estimated Lower Upper
Activity and sex percent bound bound
Walking V4 mile
BOth SBXES v.uvivvrneiieninnnnannns 17.6 16.8 18.5
Men (e 17.4 16.1 18.7
[ o2 11~ o N 17.9 16.8 19.0
Walking up 10 steps without
resting
15.2 14.4 16.0
12.8 11.8 13.8
17.9 16.6 19.2
Standing for 2 hours
BOth SeXes ...eviiviiniiinennnannes 22,0 21.0 23.0
1%L o N 20.6 19.3 219
WOMEM.. v ieanianeenss 235 221 24.9
Sitting for 2 hours
Bothsexes.....cooovivveeninannnns 9.7 9.0 10.4
L% PN 8.4 7.5 9.3
NOMEN. it e iea s 11.2 10.3 121
Stocping, crouching, or kneeling
Bothsexes.......covvuvnvnnnnn, .. 17.8 16.8 18.8
B L= N 24.6 23.4 25.8
B o247 o TN 314 29.7 33.0
Reaching up over head
th sexes 11.5 109 12.2
Men.....oiieoi.l. 10.5 5.6 11.4
women.......... 12.7 17 13.6
Reaching out to shake hands
Both sexes 1.8 1.5 2.0
Men......... 1.6 12 1.9
WOMBN....coiiiviiiiiireeneenna. 2.0 1.6 24
Grasping with fingers
Bothsexes......cooeivveeineinens, 7.8 7.1 8.4
Men ..o 6.3 5.5 7.1
WOMeN.....ooeiieiiieniinennenne. 9.4 8.3 10.5
Lfting or carrying 25 pounds
BOth SeXeS..c..eevvvvvieeninninnns, 23.1 22.2 24.1
Men ..o 15.9 14.6 17.3
KaZelia]=" 1 P .. 31.1 298.5 32.7
Lifting or carrying 10 pounds
Both sexes 7.3 6.8 7.8
Men.............. 53 4.7 6.0

WOMeN...eoeeemiiiii 9.4 85 10.4

Also, because the sample is so large, the standard
errors are relatively small despite the complex sumple. -
Confidence intervals are shown for each functional disahil-
ity for both sexes and for men and women in table I for
people who wish to use them.

Perhaps more important for interpretation than sum-
pling errors, however, is a thorough understunding of what
data from this, or any other, cross-sectional survey can
provide.

The NHIS is a point-in-time study. Associations at one
point in time should not be interpreted as causality. The
differences in functional disability among the employment
groups, {or example, should not be interpreted to mean that
these specific disabilities caused the people to retire be-
cause of health. A specilic disability could have begun
before or after retirement; data from a cross-sectional
survey do not enable one to make that distinction. Nor can
the data from a cross-sectional survey be used to estimate
the total number of people who have done any specific
thing in the past such as the number who retired because of
health; there may have been differential mortality preced-
ing the interview. The data serve only to point out that
when they were interviewed, people who had retired, and
especially those who had retired because of health, were
more likely than those who were still working to report any
of the disabilities that were investigated.

This may be cnough to suggest, however, that data
based solely on working populations are not sufticient for
investigating age-related changes in the proportion of peo-
ple with dilficulty or inability to perform a specitied task.
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Diagnosis-Related Groups Using Data From the
National Hospital Discharge Survey: United States, 1985

by Edmund J. Graves, Division of Health Care Statistics

Introduction

Diagnosis-related groups (DRG’s) are used by the Health
Care Financing Administration, some States, and some third-
party payers as the basis for reimbursing hospitals for inpatient
care.! The Federal application of DRG's is the prospective
nayment system for Medicare inpatients. The necessary patient
aformation (diagnoses, procedures. age, and discharge status)
to generate national estimates on hospital utilization for these
categories is collected for the National Center for Health Statis-
tics by means of the National Hospital Discharge Survey
(NHDS). This report presents selected estimates for 1985
from NHDS on patients discharged from non-Federal short-stay
hospitals by DRG.

In an attempt to control rising Medicare costs, the Health
Care Financing Administration changed the basis for determin-
ing how hospitals are reimbursed for inpatient care. Under
the Tax Equity and Fiscal Responsibility Act of 1983, reim-
bursement for inpatient care changed from fee-for-service to
a prospective payment system. Under this system a hospital
is reimbursed a preestablished amount based on a series of
calculations used to compute the average cost of care for
patients with similar conditions and treatiments. These similar
conditions and treatments are defined as a set of mutually
exclusive categories called diagnosis-related groups, or
DRG's.

The prospective payment system using DRG’s was im-
plemented on October I, 1983. Individual hospitals started
in the system beginning with their first fiscal year after this
date. Therefore. by September 30, 1984, all hospitais desig-
nated to be under DRG reimbursement were in the system.
Two previous reports on DRG’s published by the National
“enter for Health Statistics®* included data on the most fre-
quent DRG's. A more detailed report on DRG's was published
inaseries 13 Vital and Health Staristics report.”

DRG’s were developed at the Yale School of Organization
and Management under the guiding principle that “The primary
objective in the construction of DRG’s was a definition of
case type, each of which could be expected to receive similar
outputs or services from a hospital.™ Initially there were
470 DRG’s used in the prospective payment system. each
with an associated relative cost weight used to establish the
prospective payment for a patient in each DRG. This approach
to health care reimbursement operates on the premise that
patients with similar medical conditions should receive similar
care and use approximately the same resources. Theretfore.
although there is a variation in resource consumption among
patients within a DRG, this variation is expected to balance
out across the range of all patients.

A detailed description of the development and construction
of DRG's is available,® and current DRG's and relative cost
weights are published in the Federal Register. DRG's and
the relative cost weights are subject to modification for a
number of reasons. Therefore, it is important for anyone using
DRG data to examine changes in the system that could affect
their analysis.

The statistics in this report are based on data collected
by the National Center for Health Statistics by means of
the National Hospital Discharge Survey (NHDS), which is
a continuous voluntary survey conducted since 1965. The
data for the survey are obtained from a sample of inpatient
medical records from a national sample of short-stay general
and specialty hospitals located in the United States. A detailed
report on the design of NHDS was published in 1970.7 In
1985, for the first time, two data collection procedures were
used in NHDS. The traditional procedure involves a manual
system of data abstraction in the hospitals: the new procedure
is an automated method that involves the purchase of data
tapes from commercial abstracting services. The new proce-
dure is used in 17 percent of the hospials.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Public Heaith Service
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Approximately 194,800 medical records from 414 hospi-
tals were included in the 1985 survev. The relevant variables
required to produce DRG’s (diagnoses. procedures. sex. age,
and other variables) were abstracted from the face sheet of
each sampled medical record. and NHDS data therebv could
be used to produce nanonal estimates of DRG's. These esti-
mates may be of value for hospitals to compuare their experience
with that of other hospitals. For this reason. statistics in this
report are frequency estimates and associated average length
of stay for DRG's by U S. totals. hospital size, and region
of the counirs

Highlights

The frequency and average length of stay for the most
common DRG's are presented by age. region of the country,
and hospital size in tables 1-4. Age is dichotomized as under
65 vears of age and 65 vears of age and over. This allows
a comparison with the Medicare population because Medicare
covers most hospital costs for approximately 95 percent of
discharges 65 vears of age and over. Tables 1 and 2 provide
regional data. and tables 3 and 4 provide bed-size data for
these DRG's. Tables | and 2 contain findings for patients
under 65 vears of age. und tables 2 and 4 include the survey
results for patients 65 vears of age and over.

By definiton, some DRG's are only for patients in a
specific age range. In such a case the DRG title and the
table title (tables 1—4) together define the age group of the
estimate. That is, the most restrictive case of either the table
or DRG title determines the age group of the estimate. For
example, “diabetes, age 36 or over” in table 2 refers only
1o patients 65 years of age and over because of the table
title: “simple pneumonia and pleurisy. age 70 or over and/or
substantial comorbidity and complication™ in table 2 would
not include a patient under 70 years of age because of the
restriction in the DRG  title.

The most common DRG for patients under 65 years of
age was “vaginal delivery without complicating diagnoses”
(table 1). with an estimated 2.6 million dischargss in 1985.
“Cesarean section without substantial comorbidity and/or com-
plication.” with 761,000 discharges. and “‘medical back prob-
lems.” with 741,000 discharges, also were among the most
frequent DRG’s in this age group. For patients 65 years of
age and older (table 2) “heart failure and shock™ was the
most common DRG (469,000 discharges), and “‘simple
pneumonia and pleurisy. age 70 or over and/or substantial
comorbidity and complication™ and “specific cerebrovascular
disorders except transient ischemic attacks.,” with 357,000
and 350.000 discharges respectively . were the next most com-
mon DRG’s for the elderly.

The average length of stay for specific DRG's in the
four regions of the country generally reflected the pattern

found for all patients. Regional length-of-stay differences were
greater for patients 65 years of age or over than for younger
patients. The Northeast had an average length of stay of
6.1 days for patients under 65 years of age. and the West
had an average length of stay of 4.7 days. a difference of
1.4 days. or 30 percent greater. For older patients, however,
the Northeast had an average length of stay 3.8 days greater
than for the elderly patients in the West (11.0 versus 7.2
days). a difference of 53 percent.

Overall there was a tendency for length of stay to increase
with hospital size (tables 3 and ) for pauents under 65 years
of age as well as for older patients However, the average
length of stay in small and medium-size hospitals for some
of the individual DRG's is equal to or greater than the average
length of stay in large hospitals (500 or more beds).

The average length of stay associated with a DRG (ta-
bles 1-4) allows hospitals to compare their experience with
that of other hospitals. Though comparison is tenuous on
a case-bv-case basis. an administrator of a hospital with an
average length of stay 2. 3, or more days longer than the
national average for a specific DRG may want 10 examine
why the hospital is so far from the norm. This kind of compari-
son may be worthwhile as a starting point. but it 1s important
to remember that. even within a DRG. average length of
stay is not an exact measure of resource consumption.

When making these comparisons of average length of
stay. the general downward trend in the lengths of hospital
visits for the previous 16 years should be noted. There has
been a steady decline in average length of stay in all regions
of the country since 1970, with a more precipitous fall in
the last 5 years.® That is, although average length of stay
for all patients aged 65 and over declined 2.6 days during
the [1-year period 1970-81, an average drop of 0.24 days
per year. the drop from 1981 through 1985 was 1.8 days,
or (.36 days per year.

One of the expected outcomes of the prospective payment
system was an overall reduction in length of stay. Given
the existing trend it may be difficult to evaluate the effects
of DRG’s on average length of stay because it decreased
significantly before the DRG program and because there is
a threshold effect for this variable. That is, at a certain point,
length of stay cannot be further reduced. The data in ta-
ble 5 give the year-to-year percent change in length of stay
from 1980 through 1885. It is evident from this table that
in 1984 there was a larger reduction in average length of
stay than in previous years for patients 65 years of age and
over—patients most affected by changes in the Medicare sys-
tem. However, the change in average length of stay was
not significant in 1985 when compared with 1984 for patients
under 65 years of age. and it is possible that further reduction
in average length of stay may be difficult to obtain.
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Table 1. Number of discharges and average length of stay of patients under 65 years of age discharged from short-stay hospitals, by selected diagnosis-
related groups and geographic region: United States, 1985

“ischarges ‘rom rop-Federal short-stay hospitals  Exciudes newbom infants)

All All
Diagnosis-related group regions Northeast Midwest  South West regions Northeast Madwest  South West
Number in thousands Average length of stay in days

Ail discharges . e N . 24,548 4816 6.288 8,930 4.514 55 6.1 5.9 52 4.7
Vagnat deitvery without complicating diagnoses . 2,552 463 638 853 599 2.6 3.0 29 2.6 2.0
Cesarean section without substantial

comorbidity and or comphcation. . . . ..., .. 761 133 181 277 170 5.0 5.8 53 49 4.4
Medical back problems . . ... ... .. 741 123 171 316 131 5.6 6.9 5.8 56 3.8
Nonradical hysterectomy, age Iess than

70 years without substantial comorbicity

andor complication . .. .. ... . e e 503 60 115 221 107 5.9 68 6.2 61 4.9
Psychoses . ... ........ . 478 125 144 119 S0 15.5 18.0 159 13.6 124
Esophagitis, gastroententis, and mlscenaneous

digestive disease age 18-69 without substantial

comorbicdity and.or complicaton. . . . ... ... 412 62 104 201 46 3.5 3.8 3.6 35 2.8
Unrelated operating room procedure . . . . . . . .. 317 58 89 115 55 10.4 12.7 10.1 10.3 8.5
Alcohol and substance-induced organic

mental syndrome . . . . .. ..o e .. 310 132 92 51 35 9.9 9.3 12.8 7.3 8.2
Bronchihs and asthma age under 18. . . . . . . .. 302 54 80 130 38 3.5 3.3 3.9 3.6 2.8
Back and neck procedures age under 70 without

substantial comorbidity and/or complication . . . . 273 35 65 114 60 8.9 10.0 8.6 9.3 7.7
Esophagitis, gastroentenitis, and miscellaneous

digestive disorders age under 18 . . . . .. . . .. 268 46 77 114 31 3.3 3.0 3.4 3.7 23
Angmapectons . . ... ... ... 234 63 49 83 39 4.0 46 4.1 3.9 3.0
Other antepartum diagnoses with

medical comphcattons . . . . ... ... ... ... 230 37 60 88 45 3.6 43 3.7 3.5 29
Vaginal delivery with sterilization and or dilation

and curettage ofuterus . . . . ... .. ... ... 222 32 44 106 39 3.2 3.5 3.5 32 2.8
Abortion with dilatton and curettage of uterus . . . . 221 81 38 72 30 1.6 1.7 1.6 15 1.4
Uterus and adenexa procedure for non-malignancy

except tubal interruption . . . . . . P 217 44 53 75 45 5.0 52 4.9 54 4.3
Zsophagtis. gastroenteritis, and mxscedaneous

digestive disease age 70 or over and or substantial

comorbidity and or complication . e 216 34 52 94 37 4.7 49 5.1 47 4.0
Simple pneumonia and pleurisy age under 18 . 211 25 58 102 25 4.2 4.5 44 40 4.5
Circulatory disorders except acute myocardial

infarction, with cardiac catheterization

without complex diagnosis . . . . . . . ... . .. 211 38 70 73 31 2.8 2.9 2.7 33 2.0
Footprocedures . . ... ... ...... . 211 28 50 92 40 3.1 3.5 3.7 29 2.9
Inguinal ana femoral herma procedures

age 18-69 without substantial comortidity

and.or complicaton . . ... ... ..., 202 49 52 67 34 28 27 27 33 17
Bronchitis and asthma age 18-69 without substantial

comorbidity and or complication 194 41 47 73 34 45 49 42 48 36
Circulatory disorders with acute myocaraial

infarction without cardiovascular compticatiens,

discharged alive . . 192 40 44 77 31 77 91 81 73 65
Vagmnal delivery with comphcatmg d:agnoses o 190 29 49 70 42 35 42 36 37 2.7
Appendectomy without complicated prnncipal

diagnosis age under 70 without substantal

comorbidity and or complication .. 189 35 49 63 43 3.7 41 38 37 3.4
Tonsillectorny and or adenotdectomy only,

age under 18 . . . . 187 33 54 75 27 15 20 13 16 1.1

Other factors influencing health status . 186 39 44 59 45 38 42 45 31 36
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Table 2. Number of discharges and average length of stay of patients 65 years of age and over discharged from short-stay hospitals, by selected
diagnosis-related groups and geographic region: United States, 1985

[Discharges trom non-Federal short-stay hosprtals Exc.udes newborn mnfants)

All Al
Dragnosis-related group regions  Northeast Midwest South West regions  Northeast Midwest South West
Number in thousands Average length of stay in days

All discharges . . . . . 10,508 2,353 2.823 3.344 1,988 8.7 1.0 8.6 8.2 7.2
Heart fallure and shock . . . . .. 459 123 128 142 76 7.9 9.7 8.0 7.1 6.7
Simple pneumonia and pleunsy age 70

or over and or substantial comorbidity

and compncation 357 74 98 117 68 g.2 11.7 9.0 8.3 8.2
Specific ceredrovascular dlsorders except

transient ischemic attacks . 350 75 87 120 68 120 17.1 12.4 10.5 8.3
Angina pectoris . . . . 316 78 75 107 55 5.2 6.0 5.1 5.3 4.0
Esophagitis. gastroentemls and mnscellaneous

digestive disease age 70 or over and or

substantiai comorbidity and complication . 296 63 79 110 45 6.2 8.1 6.3 5.5 4.7
Cnronic obstructive pulmonary disease . . . . . . 257 60 53 92 52 8.2 103 8.7 7.5 6.4
Cardiac arrhythmia and conduction disorders

age 70 or over and or substantal

comorbidity and complicaton . . . . . . . 248 56 67 77 49 5.9 7.1 5.7 5.8 5.2
Nutntional and miscellaneous metabolic dlsorders

age 70 or over and:or substantial

comorbidity and complicaton . . ... ... .. 217 42 57 76 42 7.4 8.8 7.2 74 6.2
Unrelated operating room procedure . . . . . . . 196 57 51 52 36 16.1 21.0 15.5 15.0 1.1
Bronchitis and asthma age 70 or over and/or

substantial comorbidity and comphcation . . . . . . 188 41 45 68 34 7.0 7.8 6.4 7.4 6.0
Transient ischemic attacks . . . . ... .. ... 184 42 52 &8 33 57 8.4 5.3 5.2 3.9
Atheroscierosis age 70 ar over and or

substantial comorbidity and complication 179 43 38 67 30 70 10.2 6.0 6.4 4.8
Circulatory disorders with acute myocardial

infarction without cardiovascular complications,

discharged alive . . e e 172 38 41 62 31 8.9 1.1 9.1 8.2 7.6
Transurethral prostatectomy age 70 or over and or

substantial comorbidity or comphication . . 169 33 48 57 31 7.0 9.3 6.7 7.0 4.8
Kidney and urinary tract infections age 70

or over and or substantial comorbidity or

comphcation . . .. ... ... ... ... .. 168 32 42 70 25 7.7 10.4 7.3 7.0 6.7
Major joint procedures . . . . ... L. L. 168 33 59 38 37 14.9 19.3 14.0 14.7 12.7
Medical back problems . . . . .. ... .. . 158 33 42 51 31 7.7 10.2 6.7 8.3 53
Gastrointestinal hemorrhage age 70 or over and/or

substantial comorbidity and complication . 153 36 38 47 31 6.9 8.2 7.1 6.9 5.3
Hip and femur procedures except major

joint age 70 or over and:or substantial

comorbidity and compiication . . . . .. ... .. 148 34 41 40 33 15.8 225 13.6 13.7 14.2
Resprratory neoplasms . . . . .. . ... ..., 139 33 35 49 21 7.9 10.4 7.4 7.4 59
Lens procedures . . . . . ... ... ..., 138 49 44 18 26 1.8 1.9 1.9 1.9 1.3
Diabetes age 36 orover . . . ... ... ... 137 35 35 50 18 7.7 9.6 7.4 76 4.9
Circulatory disorders with acute

myocardial infarction and cardiovascular

complications, discharged alive . . . . . . .. 134 34 32 47 22 1.2 131 11.8 9.8 10.1
Major small and large bowel procedures

age 70 or over and or substantial

comorbidity and comphcaton . . . . .. 123 26 34 39 24 16.3 18.8 15.8 18.7 15.3
Red blood cell disorders age 18 or over 106 24 26 32 24 6.6 8.8 6.8 6.1 4.8
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Table 3. Number of discharges and average length of stay of patients under 65 years of age discharged from short-stay hospitals, by selected diagnosis-
related groups and hospital bed size: United States, 1985

“Cischarges from ren-Fecerai short-stay hospitals Excludes newbom tnfants)

All 6-99 100-~199 200--299 300499 500 beds  All 6-99 100—1389 200-299 3C0—~199 500 beds

Dragnosis-related group hospitals  beds beds beds beds or more hospitals beds becs beds beds  or more
Number in thousands Avergge length of stay in days

All discharges e e e e e e . 24548 3550 4625 4,618 5982 5773 5.5 4.5 49 5.3 5.7 6.4
Vagmal delivery without complicating

IAGNOSES .« .+ v v v e i e e e e e 2,552 355 437 440 690 630 2.6 2.1 2.5 25 2.7 2.9
Cesarean section without substantial

comorbidity and or complicaton . . . . .. .. ... 761 81 137 130 212 201 5.0 45 4.7 4.8 5.1 5.6
Medical back probiems . . . ... ... ... .. 741 130 170 166 147 127 5.6 6.1 52 5.0 6.2 55

Nonradical hysterectomy, age less than

70 years without substantial comorbidity

and.or complicaton . .. .. .... ..... 503 65 123 96 112 1086 5.9 56 58 5.9 61 6.3
PSYChOSES . .« « .« v i e 478 67 78 71 142 121 15.5 170 16.0 13.1 13.9 17.6
Esophagitis, gastroenteritis, and miscelianeous

digestive disease age 18-69 without substantial

comorbidity and or complicationt. . . . . ... ... 412 94 87 82 81 69 3.5 28 3.4 3.6 3.9 3.8
Unrelated operating room procedure . . . . . .. .. 317 21 48 59 84 105 10.4 6.4 9.0 10.5 10.0 12.0
Alcohol and substance-induced organic

mental syndrome . . . ... .. ...l 310 100 36 81 80 43 9.9 8.8 88 11.3 1.3 8.7
Bronchitis and asthma age under 18. . . . . . . .. 302 50 83 64 55 £0 3.5 33 3.4 3.9 3.3 3.6

Back and neck procedures age under 70
without substantial comorbidity

andorcomphcaton . . . . ... .. ... ..., 273 25 44 54 57 94 8.9 9.8 7.9 8.5 9.5 8.9
Esophagitis, gastroententis, and miscellaneous

digestive disorders ageunder18 . . . . ... ... 268 42 64 53 57 53 3.3 26 3.2 3.0 3.5 4.2
ANgIN@pectons . . . ... i i e e e e e e 234 49 54 55 45 30 4.0 3.4 3.8 4.2 4.3 4.7
Other antepartum diagnoses with

meadical complications . . . ... ..l e e 230 35 44 33 58 60 3.6 27 3.1 3.3 3.8 4.3
Vaginal delivery with sterthization and.or

dilation and curettage of uterus . . . . . ... ... 222 42 47 37 44 53 3.2 30 3.1 3.2 33 3.4
Abortion with dilation and

curettage of uterus . e e . 221 22 36 39 54 70 16 15 15 16 1.7 1.5
Uterus and adenexa procedure for non-mahgnancy

except tubal interruption . . . . ... ... .. ... 217 28 49 38 50 51 5.0 48 43 46 52 5.3

Esophagitis. gastroenteritis, and miscellaneous

digestive disease age 70 or over and.or

substantial comorbidity and or complication . . . . 216 54 4 47 44 30 47 40 50 5.1 48 54
Simple pneumonia and pleunisy age under 18 , ., . . 211 57 57 40 27 30 42 3.5 44 44 44 48
Circulatory disorders except acute myocardial

infarction, with cardiac cathetenization

without compiex diagnosis . . . .. .. ... ... 21 - ‘8 39 63 101 238 25 24 2.8 32
Footprocedures . . . ... ............. 21 48 82 28 32 21 3.1 27 25 3z 35 5.8
Ingutnal and femoral herma procedures

age 18-69 without substantial comorbidity

and.orcomplication . . ... ............ 202 32 37 44 49 40 28 28 33 25 26 2.8
Bronchitis and asthma age 18-89

without substantial comorbidity

andorcomplication . . . . ... ... ...... 194 36 46 42 34 36 45 42 45 44 44 49
Circulatory disorders with acute myocardial

nfarction without cardiovascular

complications, discharged alive . . . . . . . B 192 34 34 44 43 28 77 50 31 81 77 85
Vaginal delivery with complicating diagnoses . 180 25 31 32 49 54 35 238 35 3z 35 42
Anpendectomy without compriicated principal

ciagnosis age under 70 without substantiai

comorbidity and or complication. . . ... ... 189 37 36 37 46 32 37 39 i3 35 38 3.9
Tonsillectomy and or adenoidectomy only,

ageunder18 . ... ... . ... L. 187 29 50 40 43 26 1.5 * 4 15 13 1.8 1.4

Cther factors influencing health status . . . . . . . . 186 18 28 38 47 55 3.8 40 32 5.1 3.1 3.7
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Table 4. Number of discharges and average length of stay of patients 65 years of age and over discharged trom short-stay hospitals, by selected
diagnosis-related groups and hospital bed size: United States, 1985

[Discharges from non-Federal short-stay hospitals Excludes newborn infants]

Al 6-99  100-199 200-299 300-~499 500 beds  All 6-99  100-199 200-299 300—499 500 beds

Diagnosis-related group hospitals  beds beds beds beds or more hospitals beds beds beds beds  or more
Number in thousands Average length of stay in days
All discharges e 10,508 1,781 1.818 2.335 2.643 1,930 8.7 66 7.9 89 9.4 10.3
Heart faiture and shock . e 469 103 91 106 107 62 7.9 6.6 7.8 84 8.6 8.7

Simple pneurnonia and pleurisy age 70
or over and or substantial

comorbidity and complication . . . . . . . . . 357 103 59 75 74 46 9.2 8.1 8.0 9.6 10.3 10.8
Specific cerebrovascular disorders except

transient ischemic attacks . . . . ... ... 350 65 61 82 81 62 12.0 8.5 9.6 14.3 12.4 14.3
Angina pectors . . . .. ... L. L. 316 76 64 75 65 35 5.2 4.1 5.2 5.0 6.0 6.2

Esophagitis, gastroenteritis, and miscellaneous

digestive disease age 70 or over and or substantia!

comorbidity and complication . . . . ... ... .. 296 77 58 61 60 39 6.2 5.0 5.6 7.0 7.3 6.3
Chronic obstructive pulmonary disease . . . . . . . 257 54 57 58 60 28 8.2 6.6 7.3 8.7 8.7 111
Cardiac arrhythmia and conduction disorders

age 70 or over and or substantial

comorbidity and compiication . . . .. .. .. ... 248 49 47 57 61 34 5.9 4.8 5.6 6.0 6.3 7.3
Nutritional and miscellaneous metabolic disorders

age 70 or over and’or substantial

comorbidity and compiication . . . . .. ... ... 217 51 40 48 50 28 74 6.4 7.5 7.5 7.5 8.5
Unrelated operating room procedure . . . . . .. .. 196 15 33 47 59 42 16.1 16.0 13.7 16.0 16.8 17.4
Bronchitis and asthma age 70 or over and.or

substantial comorbidity and compilication . . . . . . 188 41 32 47 39 28 7.0 61 7.1 7.4 6.6 8.1
Transient ischemic attacks . . . . ... .. . 184 37 36 42 43 26 5.7 44 4.8 6.2 6.4 7.1
Atherosclerosis age 70 or over andior

substantial comorbidity and comphication . . . . . . 179 36 31 46 43 23 70 5.0 6.4 7.5 7.8 8.3

Circulatory disorders with acute myocardiat

infarction without cardiovascular

complications, dischargedalive . . . . .. .. ... 172 32 31 42 34 32 8.9 7.0 8.9 9.0 9.9 9.7
Transurethral prostatectomy age 70

or over and or substantial comorbidity

orcompheation . . ... ... ... L. L. 169 19 32 41 46 31 7.0 5.6 6.8 6.1 7.9 7.8
Kidney and unnary tract infections age 70

or over and.or substantial comorbidity

orcomplication . . . .. ... ... ... ... 168 45 29 34 36 25 7.7 5.9 7.2 9.5 7.7 8.9
Major joint procedures . . . . . .. .. ... L. 168 12 30 41 50 34 14.9 13.8 13.4 156.2 16.5 15.4
Medical back problems . . . . ... ... ...... 158 33 29 34 39 23 7.7 6.3 7.3 8.6 7.6 8.7

Gastrointestinal hemorrhage age 70

or over and or substantial

comorbidity and complication . . . . .. ... ... 153 32 29 33 34 25 6.9 5.8 6.5 6.4 8.5 7.2
Hip and femur procedures except major

Joint age 70 or over and/or substantial

comorbidity and complication . . . . ... ... .. 148 20 28 34 41 25 15.8 12.4 15.2 15.7 15.9 19.0
Respiratory neoplasms . . . . .. .......... 139 14 23 31 39 31 7.9 6.7 7.4 7.9 7.5 9.2
wensprocedures .. ... L. 138 14 25 30 40 29 1.8 1.2 1.7 1.9 1.8 2.0
Diabetes age 36 orover . . . ... .. ...... 137 31 26 24 32 24 7.7 5.8 6.7 8.7 8.3 9.5

Circulatory disorders with acute myocardial

infarction and cardiovascular compiications,

dischargedahve . . . . . .. ... ........ 134 24 24 28 40 18 11.2 8.8 104 12.4 11.6 124
Major smali and large bowe! procedures

age 70 or over and-or substantial

comorbidity and comphcation . . . ... ... .. 123 20 24 30 27 23 16.3 13.7 16.6 15.4 17.4 18.4
Red blood cell disorders age 18 orover . . . . .. 106 20 15 27 27 17 6.6 4.8 5.5 7.2 7.6 7.0
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Table 5. Annual percent change in average length of stay by age and
region, United States, 1980-85

‘Discharges from non-Federal short-stay hosprals Excludes newporn infants)

Year

Age and region 1980 1981 1982 1983 1984 1985

Under 65 years Percent
Northeast . . . . .. +~027 -173 -188 -3.10 -264 -0.32
Midwest . . . . . .. +1.64 -222 +120 -272 -212 -1.40
South . ....... -0.58 -0.04 -217 -054 -623 -0.34
West ........ +192 ~-035 -276 -175 -022 -567

Northeast . . . ... -0.59 -0.46 -6.16 -1.32 -6.57 ~2.88
Midwest . . . . ... +1.50 -2.56 -~2.30 -6.42 -9.68 -1.63
South . . ...... -0.99 ~0.39 -438 -3.41 -8.05 -2.7
West ........ -437 -3.49 -0.52 -287 -7.81 -2.25
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Technical notes

Survey methodology

Source of data

The National Hospital Discharge Survey (NHDS) encom-
passes patients discharged from short-stay hospitals, exclusive
of military and Veterans Admunistration hospitals, located
in the 50 States and the District of Columbia. Only hospitals
with six beds or more and an average length of stay of less
than 30 days for all patients are included 1n the survey. Dis-
charges of newbom infants are excluded from this report.

The universe of the survey consists of 6.965 short-stay
hospitals contained in the 1963 Master Facility Inventory of
Hospitals and Institutions. New hospitals were sampled for
inclusion in the survey in 1972, 1975, 1977, 1979, 1081,
1983, and 1985. In all. 558 hospitals were sampled in 1985.
Of these hospitals, 82 refused to participate. and 62 were
out of scope. The 414 participating hospitals provided approxi-
mately 194.800 abstracts of medical records.

Sample design and data collection

All hospitals with 1,000 beds or more in the universe
of short-stay hospitals were selected with certainty in the
sample. All hospitals with fewer than 1.000 beds were
stratified, the primary strata being 24 size-by-region classes.
Within each of these primary strata, the allocation of the
hospitals was made through a controlied selection technique
so that hospitals in the sample would be properly distributed
with regard to type of ownership and geographic division.
Sample hospitals were drawn with probabilities ranging from
certainty for the largest hospitals to 1 in 40 for the smallest
hospitals. The within-hospital sampling ratio for selecting sam-
ple discharges varied inversely with the probability of selection
of the hospital.

In the 1985 survey, two data-collection procedures were
used for the first time. One was the traditional manual system
of sample selection and data abstraction. The other was an
automated method used in approximately 17 percent of the
sample hospitals. involving the purchase of data tapes from
commercial abstracting services.

In the manual hospitals, sample discharges were selected
using the daily listing sheet of discharges as the sampling
frame. These discharges were selected by a random technique,
usually on the basis of the terminal digit or digits of the
patient’s medical record number. The sample selection and
abstraction of data from the face sheet and discharge summary
of the medical records were performed by the hospital staff
or by representatives of the National Center for Health Statistics
{INCHS). The completed forms were forwarded to NCHS for
coding. ediing. and weighting procedures.

For the automated hosputals. tapes containing machine-
readable medical record data were purchased from commercial
abstracung senvices. These tapes are subject to NCHS sam-
ping. editing. and weighung procedures A detailed descrip-
toon ot the uutomated process is o be published.

The Medical Abstract Form and the abstract service data
tapes contain items relating to the personal characteristics
of the pauent. including birth date. sex. race. and marital
status but not name and address: administrative information,
including admission and discharge dates. discharge status,
and medical record number: and medical information. includ-
ing diagnoses and surgical and nonsurgical operations or proce-
dures. Since 1977, patient zip code. expected source of pay-
ment. and dates of surgery also have been collected. (The
medical record number and patient zip code are considered
confidential information and are not available to the public.)

Presentation of estimates

Statistics produced by NHDS are derived by a complex
estimating procedure. The basic unit of estimation is the sample
inpatient discharge abstract. The estimating procedure used
to produce essentially unbiased national estimates in NHDS
has three principal components: inflation by reciprocals of
the probabilities of sample selection. adjustment for nonre-
sponse. and ratio adjustment to fixed totals. These components
of estimation are described in appendix I of two earlier publica-
tions.®-?

Based on consideration of the complete sample design
of NHDS, the following guidelines are used for presenting
NHDS estimates in this report.

® If the sample is less than 30, the value of the estimate
is not reported. Only an asterisk (*) is shown in the
tables.

® Jf the sample size is 30-59, the value of the estimate
is reported but should be used with caution. The estimate
is preceded by an asterisk (*) in the tables.

Diagnosis-related groups

The DRG’s to which this report refers were produced
using the DRG program available in the summer of 1983
and are identical to those in the Friday. August 3i. 1984,
issue of the Federal Register. This is a computer program
that groups patients into DRG’s based on diagnostic. surgical,
and patient information. The actual program used to produce
estimates in this report was obtained from the Health Care
Financing Administration. The entire NHDS file. including
outliers. was used to produce estimates. No data were excluded
or trimmed because of abnormal length of stay.

In publications from the National Center for Health Statis-
tics using NHDS data. several schemes huve been used to
group patients into categories based on either their dizgnose
or the procedures performed. These groups were developea
to report general purpose statistics to the many users of NHDS
data. and any similarity between the titles of those categories
and DRG titles 1~ coincidental.
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Sampling errors and rounding of numbers

The standard error is 2 measure of the sampling variability
1at occurs by chance because only a sample, rather than
an entire universe. is surveyed. The relative standard error
of the estimate is obtained by dividing the standard error
by the estimate itself and is expressed as a percent of the
estimate. Table I shows 1985 relative standard errors for dis-
charges. The standard errors for average lengths of stay are
shown in table II. Estimates have been rounded to the nearest
thousand. For this reason detailed figures within tables do
not always add to the totals.

Table |. Approximate relative standard errors of estimated number of
discharges and first-listed diagnoses: United States, 1985

Relative

Size of estimate standard error

10000 . .. .. e 10.6
50000 . . ... e 6.7
100000 . .. ... ... 57
300,000 . . ... ... 4.4
500000 . . ... ... 4.0
1,000,000 . . ... L. 3.5
4000000 . . . . ... e e e 2.1

Table Il. Approximate standard errors of average lengths of stay by
number of discharges: United States, 1985

Average length of stay in days
Number of discharges 2 6 10 20

Standard error in days

10000 ... ... ... .. 0.4 0.9 1.5 27
50000 . .......... ... ... ... 0.2 0.6 1.0 18
100000 . ..., ... ... ... ... ... 0.2 0.5 08 16
500,000 . . ................... 0.1 0.4 0.6 1.1
1000000 . .. ... L 0.1 03 0.5 10
5000000 . ................... 0.1 0.3 0.4 [eX-]

Tests of significance

In this report. the determination of statistical inference
is based on the two-tailed Bonferroni test for multiple compari-
sons. Terms such as “higher” and “less” in relation to differ-
ences indicate that the differences are statistically significant.
Terms such as “similar” or “no difference” mean that no
statistically significant difference exists between the estimates
being compared. A lack of comment on the difference between
any two estimates does not mean the difference was tested
and found to be not significant.

Definitions of terms used in this report

Patient—A person who is formally admitted to the inpa-
tient service of a short-stay hospital tor observation. care,
diagnosis. or treatment is considered a patient. In this report
the number of patients refers to the number of discharges
during the vear, including any multiple discharges of the
same individual from one short-stay hospital or more.

Discharge—Discharge is the formal release of a patient
by a hospital: that is. the termination of a period of hospitaliza-
tion by death or by disposition to place of residence. nursing
home. or another hospital. The terms “discharges™ and “pa-
tients discharged™ are used synonymously.

Average length of stay—The average length of stay is
the total number of patient days accumulated at time of dis-
charge by patients discharged during the year divided by the
number of patients discharged.

Age—Patient’s age refers to age at birthday prior to admis-
sion to the hospital inpatient service.

Geographic region—Hospitals are classified by location
in one of the four geographic regions of the United States
that correspond to those used by the U.S. Bureau of the
Census.

Region States included

Northeast . . . . Mame, New Hampshire, Vermont, Mas-
sachusetts. Rhode Island. Connecticut, New
York, New Jersey, and Pennsyvamnia

Michigan. Otuo. llinais. Indiana. Wisconsin, Min-
nesota. lowa, Missouri, North Dakota, South
Dakota. Nebraska, andg Kansas

Delaware, Maryland. District of Columbia, Vir-
ginia, West Virgima. North Carolina, South
Carolina, Georgia, Flerida. Kentucky, Tennes-
see, Alabama, Mississippi, Arkansas. Louisiana.
Oklahoma, and Texas

Montana, Idaho, Wyoming, Colorado, New
Mexico, Arizona, Utah. Nevada, Washington,
Oregon, Cauformia, Hawart. and Alaska

Midwest . . . . .

Hospitals—Short-stay special and general hospitals have
six beds or more for inpatient use and an average length
of stay of less than 30 days. Federal hospitals and hospital
units of institutions are not included.

Bed size of hospital—Size is measured by the number
of beds. cribs, und pediatnic bussinets recularly maintained
(set up and staffed for use) for patients: hussinets for newborn
infants are not ncluded. In this report tne classification of
hospitals by bed size is based on the number of beds at
or near midyear reported by the hospitals.,
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Introduction

In this report, the findings of the National Ambulatory
Medical Care Survey (NAMCS) are used to describe the am-
bulatory care provided in the offices of osteopathic physicians
over the period from March 1985 through February 1986.
The National Center for Health Statistics. which periodically
conducts the survey, obtains the NAMCS data base from
a sample of non-Federal physicians selected from the doctors
of medicine and osteopathy who are primarily engaged in
office-based practice throughout the coterminous United
States. Anesthesiologists. radiologists, and pathologists are
not included in the sample. Further excluded are telephone
contacts (including prescription refills) and all nonoffice visits
to patients. General findings from the 1985 survey have been
published.!

Osteopathic medicine—background facts

(Based on information supplied by the American Os-
teopathic Association.)

®  Osteopathic physicians are licensed for the full practice
of medicine and surgery in all 50 States and the District
of Columbia.

® Osteopathic medicine uses all accepted methods of pre-
venting, diagnosing. and treating illness and injury. in-
cluding the appropriate use of drugs and surgery.

® (Central to the philosophy and practice of osteopathic
medicine is the musculoskeletal system and its importance
to a patient’s total well-being. Doctors of osteopathy
(D.O.%s) are especially trained in the use of palpatory

"National Center for Health Statistics, T. McLemore and J. DeLozier:
1985 Summary. National Ambulatory Medical Care Survey. Advance
Duata From Vital and Heulth Statistics. No. 128, DHHS Pub. No.
{PHS) 87-1250. Public Health Service, Hyausville, Md., Jan. 23,
1987.

techniques to diagnose underlying problems and in man-
ipulative therapy as an aid to correcting structural problems
such as poor posture. slight dislocations, and limited
mobility.

® At the time the 1985 NAMCS sample was selected. about
21,000 D.O.’s were professionally active in the United
States. two-thirds of them in office-based practice. (A
universe of 11.776 physicians was identified as falling
within the NAMCS scope.) Strong concentrations were
found in Michigan, Pennsylvania. Ohio. New Jersey,
Florida. Texas. and Missouri. About 86 percent of D.O."s
were primary care physicians. predominantly in general
or family practice. The remaining 14 percent were certified
in 18 other medical or surgical specialties. notably anes-
thesiology. emergency medicine. general surgery. os-
teopathic manipulative treatment. orthopedic surgery. psy-
chiatry. and radiology.

Data base

The data base for this report is the estimated 35.9 million
office visits made over the year-long period to osteopathic
physicians within the NAMCS scope and the 43.0 million
drug mentions associated with these visits. The following
tables offer statistical detail about salient teatures of osteopathic
office care. In most of the tables, D.O. cure is contrasted
with overall office cure and with the specitic portion of that
care provided by doctors of medicine (M.D.’s) in general
or family practice.

Table | — Specialty and type of practice

Table 2 — Patients’ most frequent reasons for visiting
the D.O.

Table 3 — Diagnostic procedures

Table 4 — Most frequent principal diagnoses

Table 3 — Major diagnostic groups

Table 6 — Patientage and sex

Table 7 — Patient race and ethnicity
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Table 8 -— Referral status and prior visit status
Table 9 — Drug uuhzation indicators

Table 10 — Specific drugs most frequently utilized
Table 11 — Drug utilization by drug class

Table 12— Nonmedication therapy

Table 13 — Disposition

Table 14— Duration

Because the estimates presented in this report are based
on a sample rather than on the entire universe of office visits
or drug mentions. the data are subject to sampling variability .
The technical notes at the end of the report. along with supply -
ing a brief description of the sample design. provide guidelines
1o judge the precision of the estimates.

Data highlights

From March 1985 through February 1986. an estimated
35.872.000 visits were made to the offices of osteopathic
physicians. comprising about 6 percent of the 636.386.000
office visits made to all physicians within the NAMCS scope.

Physician characteristics

The findings in table 1 reinforce the emphatic preference.
noted earlier, that D.O.’s show for primary care in general
and for general or family practice in particular. a preterence
that is compatible with their avowed concern for holistic
medicine. D.O."s in general practice arrangements accounted
for nearly 8 of every 10 office visits. Thus, they contrast
sharply with M.D."s. among whom general or family physi-
cians accounted for fewer than 3 of every 10 visits.

Visit distribution by type of practice indicates the D.O."s
tendency to favor solo practice over the multiple-member
forms (table 1). The tendency, however. is not a pronounced
one. There is evidence that osteopathic physicians. like their
counterparts among the M.D.’s. are being increasingly drawn
to multiple-member arrangements. especially to partnerships
and small-group practices. Indeed, according to the NAMCS
findings for all office-based physicians. the visit share claimed
by solo practitioners declined from 60 percent in 1975 1o
51 percent in the current survey.

Patients’ reasons for visiting the D.O.

Table 2 offers a ranked listing of the 20 most frequent
reasons that patients gave for visiting the osteopathic physician,
contrasting them with a similar listing for M.D. general or
family phvsicians (M.D. GFP's) The data illustrate the follow-
ing salient features of osteopathic office care.

® The generalist nature of D.O. care iv demonstrated by
the sheer diversity of the reasons that motivated patients
to seek that care. and by the fact that 16 of the 20
reasons are shared by D.O.7s with their M.D. counterparts
in general or family practice

® The D.O."s special concern for the musculoskeletal system
1~ evident in the finding that back symptoms led the
list in table 2 and that back and neck symptoms alone

motivated about 1 of evers 10 visits to the osteopathic
physician.

® The presence on the top-20 list of general, pre-natal.
and well-baby examinations. along with such specific
procedures as “pap smear” and “blood pressure test” bears
partial witness to the D.O. s involvement with the preven-
tive and screening functions of health care.

Diagnostic procedures

Table 3 supplies data on the diagnostic or screening proce-
dures that D.O."s provided or ordered in the course of their
office visits. At 65 percent of the visits. D.O.’s used one
or more of these probative mechanisms. Most of the procedures
were understandably applied at that 40 percent of visits where
the patient presented a new probiem. and the physician needed
to forge a chain of clinical evidence that would assess the
presenting symptoms and produce an appropriate diagnosis.
At other visits. the procedures were used to monitor the course
of a known morbidity or—largely at nonillness visits—to act
as preventive or screening mechanisms. The exact extent of
this monitoring or preventive activity is impossible to quantify.

The data in table 3 invite the following comments:

® M.D. GFP’s somewhat exceeded D.O.’s in their total
utilization of the diagnostic mechanisms and in their use
of most of the specific procedures. One exception lay
inthe D.O. s specialized use of palpatory diagnostics.

® In view of an above-average involvement with musculo-
skeletal disease and injury (see table 5), the D.O."s re-
liance on x ray procedures {other radiology™) seems con-
servative. Apparently, the use of palpatory techniques
reduced the need for x ray in many cases.

Diagnoses

The clinical core of osteopathic office practice lies in
the formal diagnoses that D.O.’s render. Tables 4 and 5
describe this core, table 4 by listing the 20 principal (first-
listed) diagnoses most frequently assigned at D.O. office visits,
and table 5 by gathering these specific diagnoses into their
diagnostic classes.

@ In both tables. the broad range and diversity of the diag-
noses further underscore the generalized nature of os-
teopathic office care.

® A comparison between D.O.'s and M.D. GFP’s (ta-
ble 5) shows a marked similarity between the two in
the clinical content of their office care.

® Predictubly. D.O.'s exceeded the overall norm and the
norm for M.D. GFP’s in their treatment of injuries and
of musculoskeletal disease. About one of every four princi-
pal diagnoses was assigned to these diagnostic classes.

® Visits for nonillness care (“supplemental classification™)
were relatively fewer for D.O. s than they were for office-
buased physicians in general or for M.D. GFP's in particu-
lar: obversely. it may be said that osteopathic office care
tends 1o be somewhat more illness-oriented than the office
care 1o which itis compared in table 5.



Patient characteristics

Again accenting the generalist nature of their office prac-
uce. D.O.'s treated patients of all ages (table 6). Visits by
tferale patients outnumbered visits by males in a ratio of
&6t <. a disproportion also typical of office practice in general
and of M.D. GFP practice in particular. Between D.O. and
M.D. GFP practice, however, significant differences in visit
volume were apparent among two patient groups along the
age continuum. Visits by oldest patients (65 vears and over)
were relatively less frequent among D.O. practitioners; visits
by patients from the 25th through the 44th year were relatively
more frequent. These findings are compatible with the fact
that D.O.’s focus to a greater extent on the treatment of
musculoskeletal injuries. problems that are generally most
troublesome in the 2514 age interval.

Though the difference was a modest one, D.O."s reported
a fraction of visits by black patients that exceeded both the
comparable proportion found in all office practice and that
found among M.D. GFP’s (table 7). To some extent, the
difference may be explained by the D.O.'s special focus on
musculoskeletal disease and injury. problems that were propor-
tionately more troublesome among black office patients. The
infrequent presence of Hispanic patients in the office of the
usteopathic physician probably has more to do with the geo-
graphic concentrations of D.O. practitioners than with any
clinical considerations.

New patients accounted for 12 percent of the visits to
osteopathic physicians (table 8). Of these new-patient visits.
about 1 of every 5 was a referral by another physician. The
remainder resulted either from voluntary walk-in or by referral
tfrom a source other than a fellow physician.

By far the greater body of D.O. visits (88 percent) were
made by continuing patients. testimony to a very stable practice
base. Indeed. referral to more specialized colleagues occurred
atonly 4 percent of D.O. visits (see table 13).

Not only did the D.O.’s office practice chiefly involve
encounters with continuing patients. the largest proportion
of visits (60 percent) required the management of continuing
problems as well (table 8). Many of these continuing problems,
of course, were chronic diseases of the musculoskeletal system.
The D.O."s involvement with new problems. although it oc-
curred at a considerable 40 percent of visits, was less than
that of M.D. GFP’s, who encountered a new problem at
roughly every other one of their visits.

Drug therapy

The importance of drug therapy in osteopathic office prac-
tice is made graphically evident in figure 1. An estimated
68 pereent of all visits were “drug visits"—that is, visits
at which one or more drugs were prescribed or provided.
Furthermore. at a sharply prominent 72 percent of these 24.4
million drug visits, drug therapy was the only form of treatment
used.

In the frequency and intensity of their drug utilization,
D.0."s exceeded the general norm for office-based practition-
ers (table 9). This noteworthy reliance on drug therapy. how-

No drug or
nondrug
treatment

(19 percent)

Nondrug therapy the
only form of treatment
(13 percent)

= of treatment *£ <

<!
percent)}(ég_—:?
SHi

{freatment
£ (19 percent)
X,

X ey e

oYY
&

D Alternatives to drug therapy

E Drug therapy

Figure 1. Percent distribution of office visits to osteopathic physicians
by treatment modaity: United States, 1985

ever, was not unique to osteopathic medicine as a profession.
Rather it is a feature of primary care practice in general
and of general practice in particular.” As the indicators in
table 9 reveal. it was matched and even somewhat exceeded
by the M.D. in general or family practice.

Tables 10 and 11 show the range and diversity of the
drugs utilized in osteopathic office practice. table 10 by a
ranked listing of the 25 generic families that were most fre-
quently mentioned. and table 11 by classitving the 43 million
drug mentions according to the therapeutic effect thut each
was intended to produce. Most of the drugs prescribed or
provided by office-based D.O."s could be grouped into four
therapeutic classes: antibiotics, cardiovascular-renal drugs,
analgesics. and respiratory agents. Together these classes ac-
counted for 51 percent of the D.O. s drug mentions. Between
the D.O. and M.D. GFP. there was fuirly close agreement
in the utilization of the drug classes (table 11). When they
ditfered significantly. as with the use of cardiovascular drugs,
the disparity could usually be expluned by a reference to
the diagnostic correlates shown in tble 5. It is arresting
to note, then. that the D.O."s use of analgesics did not exceed
their use by the M.D. GFP. After all. D.O.’s were more
focally involved with injuries and musculoskeletal disease.
conditions which, according to past NAMCS studies. were
among the most likely to be associated with symptomatic

*National Center for Health Statistics. H. Koch and D. Knapp: High-
lights of Drug Utilization in Office Practice. National Ambulatory
Medical Care Survey. 1985, Advance Data From Vil and Health
Statistics. No. 134. DHHS Pub. Na. (PHS) 87-1250. Public Health
Service. Hyattsville, Md.. May 19, 1987,
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pain. ' Apparently. although to an unknown extent. the use
ot mampulative therapy reduced the perceived need for pain
medication,

Nondrug therapy

In sheer volume. the role of nondrug therapy in osteopathic
office practice i by no means as 1mposing as that played
by drug therapy. This is apparent from figure 1. which shows
that nondrug procedures were provided or ordered during 32
percent of D.O  wvisis. more than one-half of which also
involved drug therapy . Predictabhy . manipulative therapy was
the nondrug procedure most favored by the D.O. (table 12).
Except for this specialized emphasis, there was little sigmificant
ditference between D.O.'s and M.D. GFP’s in therr utilization
ot nondrug therapy .

Disposition

In their disposition instructions at the end of the office
visit, D.O.7s and M.D. GFP's agreed in the limited extent
to which they relied on telephone followup. referred patients
to colleagues. or admined them to the hospital (table 13).
The notable difference between the two professional groups
lay in the degree of specificity used in arranging future personal
contact with the patient. Probably because of a greater need
to provide closely monitored maintenance therapy. especially
for chronic. musculoskeletal problems. D.O.'s tended to
schedule specific followup visits more frequently than M.D.
GFP's did. The relauvely greater use by M.D. GFP’s of
the more tentative “return if needed” probably signaled the
munagement of more cases of acute. short-term morbidity.

*National Center for Health Statistics. D. Knapp and H. Koch: The
Munagement of New Parn in Office-based Ambulatory Care. National
Ambulatory Medical Care Survey. Advance Date From Vital and
Health Sratistics. No. 97. DHHS Puab. No. (PHS) 84-1250. Public
Health Service. Hyattsville. Md. ., June 13, 1984.

*National Center for Health Statistics. H. Koch: The Management
of Chronic Pain 1 Office-based Ambulatory Care, National Ambula-
tory Medical Care Survey Advance Dara From Vital und Health
Stunsnes No 123, DHHS Pub. No. (PHS) 86-1250 Public Health
Service. Hyattsville, Md.. Aug. 29. 1986.

with which the physician was helped substantially by the
self-restorative capacities of the body.

Duration

Measured by face-to-face contact between physician and
patient. the average visit to the office of the D.O. lasted
between 13 and 14 minutes (table 14). Thus, D.O. visits
were somewhat shorter than office visits in general or visits
to M.D. GFP’s in particular. Probably this was due in part
to the D.O. s less intensive use of certain diagnostic procedures
(table 3).

Conclusion

Although office-based D.O.’s gave ample evidence of
their prominent concern with the musculoskeletal system. this
concern did not appear to dominate their office practice. The
closest counterpart to osteopathic office care was found in
the care provided in the offices of M.D."s in general or family
practice. Most D.O."s in office practice were best characterized
as generalists who brought the added dimension of a specialized
philosophy and training to the conduct of their professional
tasks.

Symbols
- - - Data not available
Category not applicable
- Quantity zero

0.0 Quantity more than zero but less than
0.05

z Quantity more than zero but less than
500 where numbers are rounded to
thousands

Figure does not meet standards of
reliability or precision

# Figure suppressed to comply with
confidentiality requirements

Tabie 1. Percent distribution of office visits to doctors of osteopathy and doctors of medicine by physician specialty and type of practice:

United States, 1985

Doctors of Doctors of

Physician specialty and type of practice osteopathy medicine
Al visits 100.0 100.0

Specialty
Primary care specialties L . 89.0 60.7
General or family practice . P 78.1 27.6
Internal meaicine 3.8 120
Pegiatrics 4.0 11.9
Ousletrics and gynecology 31 92
Al other specialties 11.0 393
Type of practice

Solo 52.6 508
M. tipile member 47.4 49.3
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Table 2. Percent and cumulative percent of the 20 most frequent reasons that patients gave for visiting doctors of osteopathy (D.O.'s) and doctors of
medicine in general or family practice (M.D. GFP's) (in rank order): United States, 1985

Patients’ most frequent reasons for Cumulative Patients’ most frequent reasons for Cumuiative
Rank visiting the D.0O. Percent percent Rank visiting the M.D. GFP Percent percent

Allvisits [35,872.000) . . . . . ... ... ... .. 100.0 46.0 All visits {165.987,000] . . . ... . ... ... 1000 440

1 Back symptoms (upper and lower] . . . . ... .. 6.6 6.6 1 Symptoms referable to throat . . . . . ... .. 4.5 45
2 Symptoms referabletothroat . . . ... ... .. 4.5 111 2 General medical examimaton . . . ... ..... 44 89
3 General medical examination . . . ... ..... 3.7 14.8 3 Cough ... ... .. .. 3.5 124
4 Necksymptoms . ... .............. 3.2 18.0 4 Back symptoms [upperandlower]. . . . . .. .. 3.3 157
5Cough........ ... ... ... .. ..., 2.8 20.8 5 Blood pressuretest . ... ............ 3.1 188
6 Prenatal examination, routine . . . ... ..... 24 23.2 6 Prenatal examination, routine . . . . ... ... . 2.8 216
7 Bloodpressuretest. . . .. ... ... ...... 23 25.5 7 Head cold, upper respiratory mnfection . . . . . . 2.6 242
8 Head cold, upper respiratory infection . . . . . .. 21 276 8 Earache . . .............0....... 2.2 264
9 Headache . . . . ... . .............. 20 29.6 9 Headache . .......... ......... 21 285
10 Hypertension, established diagnosis . . . . . . .. 1.9 31.5 10 Hypertension, established dragnosis . . . . . . . . 2.0 305
11 Skinrash . . ... ... .. .. ... ... ... 1.8 33.3 11 Sknrash . . .. ... ... ... ... 1.8 323
12 Chestpan . .. ... ... ... ... 1.6 34.9 12 Abdomunatpain. . . .. .. ............ 1.6 339
13 Abdominalpan . . . . . L 1.5 36.4 13 Fever . . . . . .. e 1.5 35.4
14 Papsmear . .............cc0.... 1.4 37.8 14 Chestpan .. ................... 14 36.8
15 Earache . . . .. .. ... .. ... ... ..... 1.4 39.2 15 Wellbabyexamination . . . . . .. .. ...... 1.3 38.1
16 Well baby examinaton . . . ... ......... 1.4 40.6 16 Vertigo . .. ... ... ... .. ... ... 1.3 39.4
17 Kneesymptoms . . ................ 1.4 42,0 17 Diabetes, established diagnosis . . . . . . .. .. 1.2 40.6
18 Fever . .. ... . . .. i e 13 43.3 18 Progress visit, not otherwise specified . . . . . . . 1.1 417
19 Progress vistt, not otherwise specified . . . . . . . 1.2 44.5 19 Legsymptoms . .. ................ 1.1 42.8
20 Shouidersymptoms . . . . ... ......... 1.1 45.6 20 Allergy medication . . . ... ... ........ 1.0 43.8

Table 3. Percent of office visits to all physicians, to doctors of osteopathy (D.0.’s), and to doctors of medicine in general or family practice (M.D. GFP's),
by diagnostic procedures ordered or provided: United States, 1985

Diagnostic procedure ordered or provided All physicians DO MD GFPs

Percent of visits

NONE . . L L e e e e e e, 36.1 34.5 30.8
Breastexammnatlion . . . . . . . .. L e e e e 6.8 3.7 5.2
Pelvic examination . . . . . . . . e e e e e e e e 8.6 57 6.3
Rectalexammnation . . . .. ... ........... e e e e e e e e e e e e e e e e e e e e e e 54 23 4.7
ViIsual acUity . . . L e e e e e e 6.4 19 19
Unnalysis . . . . . o e e e e e 13.8 99 162
Hematology . . . . . o o i e e e e e e e e e e e 9.3 6.5 10.0
Blood chemustry . . . . . . L e e e 6.9 8.1 79
Paptest . . e e e e 4.5 3.5 3.7
Otherlabtest . . . . . . . .. e e e e, 84 74 8.2
Bloodpressuretest . . . . . . . ... e 38.6 46.6 52.7
Electrocardiogram . . . . . . . L e e e e e e e 3.2 25 3.1
Chest X ray . . . . e e e e 28 2.6 32
Otherradiology . . . . . . . oo it e 5.9 49 53
URrasound . . . . .o e e 0.9 15 0.5
OtNer L e e e 10.7 'as 72

"Includes palpatory diagnostics
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Table 4. Percent and cumulative percent of the 20 principal diagnoses most frequently rendered at visits to doctors of osteopathy (D.0.’s) (in rank order):
United States, 1985

Rank Most common principal diagnoses and ICD-$-CM codes’ DO.s

Number of visits in thousands

All principal diagnoses . . . . ... ... e e e e e e 35.872 35,872
Cumulative

Percent percent

All principal diagnoses . . . . .. . .. e e e e e e e 100.0 40.0

1 Essential hypertension . . . . .. e 401 6.0 6.0
2 Acute upper respiratory infections of multipie or unspecified sites e e e e e 465 3.7 9.7
3 Sprains and strains of other and unspecified partsofback . . . .. . ... ... ... ..... . ... 847 3.2 12.9
4 General medical examination . . . . .. L. L V70 24 15.3
5 Diabetes melttus . . . ... .. ... e e e, 250 2.4 17.7
6 Acute pharyngitis . . . . . . e 462 2.4 20.1
7 Normal pregnancy . . .. . . . . .. e e e e, vaz 2.2 22.3
8 Suppurative and unspecified otitis media . . . .. L. L. 382 2.1 24.4
9 Sprains and strams of sacrohiac region . . . . L. L L L 846 1.9 26.3
10 Health supervision of infantorchid . . . . . ... . .. .. e V20 1.5 278
1 Other disorders of soft tissues . . . . .. . ... e e e e e 729 1.4 29.2
12 Bronchitis, not spectfied as acute Or ChroniC . . . . . . .. L e e e 490 1.4 30.6
13 Osteoarthrosis and allied disorders . . . . . ... ... .. e e e 715 1.3 31.9
14 Other and unspecified disorders of back . . . . . .. . . ... ., 724 1.3 33.2
15 Chronic SINUSIIS . . . . . . L L 473 1.3 34.5
16 Neurotic disorders . . . . . . e e e e e e e 300 1.2 35.7
17 Other noninfectious gastroenteriis and colitis . . . . . . . L 558 1.2 36.9
18 Certain adverse effects not elsewhere classified® . . . . . . e e e e e e e e e e e e e e 995 1.2 38.1
19 Nonallopathic lesions, not elsewhere classified . . . . . . . . . . . . . ... 739 1.1 39.2
20 Allergic rhinitis . . . . L L e e 477 1.0 40.2

'Based on the International Classification of Diseases, 9th Rewision, Cliical Modification [ICD—8-CM]
2Primanly aliergy, unspecified

Tabile 5. Percent distribution of office visits to all physicians, to doctors of osteopathy (D.0.'s), and to doctors of medicine in general or family practice
(M.D. GFP’s), by principal diagnoses (in major diagnostic groups): United States, 1985

Al
Pnncipal diagnosis and ICD—-9—-CM code’ [in major diagnostic groups] phystcians D.O.s M.D. GFP's
Number of visits in thousands
Total. . . e e e e 636,386 35,872 165,987
Percent distribution
Total. . o 100.0 100.0 100.0
Infectious and parasiticdiseases . . . . .. .. ... ... ..., 001-139 39 3.8 5.1
Neoplasms . .. ... ..., 140-239 3.1 1.9 1.2
Endocrine, nutntional and metabohic diseases. and immunity disorders . . . . .. .. ... ... .. 240-279 3.5 5.2 55
Mental disorders . . . . ... 250-319 4.1 2.8 2.2
Diseases of the nervous system andsenseorgans . . . . . . ... .. .. ... ... . ..... 320-389 11.0 6.1 6.5
Diseases of the circulatory system . . . . . e e e e e e 390-459 8.8 9.8 1.7
Diseases of the respiratory system. . . . . . . . .. L 460-519 121 15.9 16.6
Diseases of the digestive system . . . . . . ... ... ... 520-579 4.3 4.7 4.8
Diseases of the genitouninary system . . . .. .. .. PR ... 5B0-629 6.1 4.6 5.6
Diseases of the skin and subcutaneous tissue . . . . . ... ... ... ... ... ... 680-709 5.7 4.2 4.7
Diseases of the musculoskeletal system and connective tissue . . . . . . . . . ... .. .... 710-739 7.1 11.2 71
Symptoms. signs, and ii-defined conditions . . . . e e e e 780-799 3.5 3.1 4.2
Injury and potsoning e e e e e 800-999 8.3 13.1 9.7
Supplemental classification® . e e e e v01-v82 15.3 10.7 12.3
Other or unknown . . . . . . P P e e e e 31 2.8 2.6

'Based on the International Classiication of Diseases, 9th Revision, Climical Modification (ICD-~-9—CM]
2Chuefty non-liness care
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Table 6. Percent distribution of office visits to all physicians, to doctors of osteopathy (D.0.’s), and to dectors of medicine in general or family practice
{M.D. GFP’s), by age and sex of patient: United States, 1985

Patient charactenstic All physicians DOs MD GFPs

Number of visits in thousands
TOtal . o o e e e e e e e e e e e e e e 636,386 35.872 165.987

Percent distnbution

Total. . . e e e e e e e e e e e e e e 100.0 100.0 100.0
Age
Under 18 ¥@ars . . . . . . . . it e e e e e e e e e e e e e e e 18.7 15.2 15.6
TE=24 YBAIS . . . . o L . e e e e e e e e e e e e e e e 11.6 13.5 13.5
2544 YBAIS . . . . . . i e e e e e e e e e e e e e e e 276 31.6 28.4
A5-BAYEAMS . . & . i i i e e e e e e e e e e e e e e e e e e e e 216 227 22,5
B5yearsand Over . . . . . . L. e e e e e e e e e e e e 20.5 17.0 20.0
Mean patiBNt @gE . . . . . v . o v e e e e e e e e e e e e e e e e e e e e e e e 39.6 years 39.0 years 40.3 years
SEX AND AGE
Female
AllageS . . . . e e e e e e e e e e e e 60.9 60.2 60.7
Under 15 ¥ars . . . . . .t i i e e e e e e e e e e e e e e e e e e e e e 9.1 7.7 77
15-24 yearS . . . . L e e e e e e e e e e e e e e e e e e e e e 7.7 8.3 8.6
2544 YRArS . . . . . e e e e e e e e e e e e e e e e e e e e e e e e 18.6 19.4 18.3
B5-BAYEAMS . . . . i e e e e e e e e e e e e e e e e e e e e e e e e e 12.9 14.2 137
B5years and OVEr . . . . o o i i e e e e e e e e e e e e e e e e e e e e e 125 10.6 12.4
Maie

L T - 39.1 39.8 39.3
Under 15 ¥ears . . . . . . o e e e e e e e e e e e e e e e e e e 9.5 75 7.9
=24 YBAIS . . . . . . i e e e e e e e e e e e e e e 3.9 5.2 4.9
2E44YBAIS . . . L. . e e e e e e e e e e e e e e e 9.0 122 10.1
45-B4years . ... ... e e e e e e e e e e e e e e e e e e e e 8.7 85 8.8
B5 years and OVEr . . . . . e e e e e e e e e e e e e e e e e 8.0 6.4 7

Table 7. Percent distribution of office visits to all physicians, to doctors of osteopathy (D.0.’s), and to doctors of medicine in general or family practice
(M.D. GFP’s), by race and ethnicity of patient: United States, 1985

Patient charactenstic All physicians DOs MD GFPs

Number of visits in thousands
Total. . e e e e e e e 636,386 35.872 165,987

Percent distribution

Total . . e e e e e e e e e, 1000 1000 1C0.0
Race
Wit . . L e e e e e e e e e 90.0 878 887
= Lo 82 11.7 39
Other . . e e e e 1.8 0.5 24
Ethnicity
HISPaNIC . . . . . e e e e e e e e e e e e e e 64 2.9 6.9
Non-HISPANIC . . . . . . e e e e e e e e 93.6 97.1 93.1

'Asian, Pacific islander, Amencan Indian, Alaskan native.



8 advancedata

Table 8. Percent distnbution of office wisits to all physicians, to doctors of osteopathy (D.0.'s). and to doctors of medicine in general or family practice
(M.D. GFFP’'s), by referral status and prior visit status: United States, 1985

Visit characternistic All physicians DO.s M.D. GFP's

Number of visits in thousands

Total. .. . .. .o e e e 636,386 35,872 165,987
Percent distribution

Total . - . . e e 100.0 100.Cc 100.0
Reterral status

Referrec by another physician R . L e e 56 25 17

Not referred by another physician . P . e e e 94 4 97.5 98.3
Prior visit status

New patent P e e e e 16.9 12.1 14.7

Oid patent . . . e . T e e 83.1 87.9 85.3

New problem . . . e e e e 227 27.7 33.1

Old problem . . . P . P e e L 60 4 60.2 52.2

Table 8. Percent of office visits with at least 1 drug mention; percent of visits with multiple drug mentions; and Drug Utifization index, by selected
physician groups: United States, 1985

Percent of office Percent of office
visits with 1 or visits with 2 or Drug Utilization
Physician group more drug mentions more drug mentions Index’
Allphysictians . . .. ... ... e e e e e e e e e e e 61.2 27.7 89
Doctors of osteopathy . . . ... ... ... e e €8.1 32.8 101
M.D.’s in general or family practice . . .. .. ... ..... P 72.7 33.6 106

*A compostte Indicator of the frequency and intensity of drug utihization, formed by adding the percent of visits with one or more drug mentions to the percent of visits with multiple drug mentions
and rouncing to the neares! whale integer

Table 10. The 25 drugs most frequently prescribed or provided in the office practice of doctors of osteopathy, by their generic ingredients, number of
mentions, rank, and therapeutic use: United States, 1985

Number of
Generic mentions
Rank ingredient n thousands’ Therapeutic use
Alldrugs . .. .... e e e e 63.094

1 Hydrochlorothiazide . . . . . ... .. ... . .... .......... 1.670 Diuretic, antihypertensive

2 Acetaminophen . . . . .. e e 1,646 Analgesic, antipyretic

3 Erythromycn . .. . ... .. e 1,385 Antibiotic

4 Codemne. . . .. e e, 1.334 Analgesic, antitussive

5 Phenylpropanolamine . . . . .. ... L 1.324 Sympathomimetic

6 Chlorpheniramuine . . . . . .. .. L L . 1,302 Antihistaminic

7 Amoxicithin e e e e ey e e e 1.297 Antibiotic

8 Phenylephrine . . .. . .. e e e e e e 1.251 Sympathomimetic

9 Aspirin e P N 1,043 Anaigesic, antipyretic, anti-inflammatory
10 Pseudoephedrine . . P e 1.004 Sympathomimetic

11 Cephalexin O 706 Antibiotic

12 Caffeine e e T 692 Stimulant

13 lbuprofen . . L 682 Nonsteroidal anti-inflammatory agent
14 Ampicilin . .00 L e e e 678 Antibiotic

15 Theophylline . . ... ... e e e e e e 659 Bronchodilator

16 Guarfenesin . . ... .... e e e e 575 Expectorant

17 Penicilin V potassium | . e e e e 555 Antibiotic

18 Methyiprednisolone . . . . . . .. e 541 Sterodal anti-inflammatory agent

19 Promethazine . . .. .. .. L FN 520 Antihistaminic

20 Naproxen . . . . L e . .. 513 Nonsteroidal anti-inflammatory agent
21 Atropine PO e PN 478 Anticholinergic

22 Triamterene . Lo e 467 Dwretic. antihypertensive

23 Digoxin e 466 Cardiotonic

24 Neomycin . . . .. .o . 462 Antibiotic

25 Sultamethoxazole . .. B 452 Antibiotic

'Comoires mentiors as the generic form of single-ingredient drugs with I1s menhions as an ingredient of combinaton g-ugs Vitamins, minerals, and vaccines are omitied
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Table 11. Percent distribution of drug mentions by all physicians, by doctors of osteopathy (D.0.’s), and by doctors of medicine in general
or family practice (M.D. GFP’s), by drug class: United States, 1985

Drug class' Al physicians DOs MD GFFs
Number of
drug mentions in thousands
Total. . . . . e e e e e e e e e e e e e e i e e e e e e . 693,355 43.002 214.281
Percent distribution
Total. . o e e e e e e e e e e e e e e e e e e . 100.0 100.0 100.0
Systemic anti-infective @geNtS . . . . . L . L L L e e e e e e e e e e e e e 147 178 18.1
ANBDIOUCS . . . v v o o i e e e e e e e e e e e e e e e e e e e e e e e e e e e e, 12.3 15.8 15.8
AUOMOMIC AIUGS . . v v v v v e et e v e v vt e e e e e e e e e e e e e e e e s . 3.7 6.1 3.9
ARtChOINergiC AgentS . . . . . . . . i i e e e e e e e e e e e e e e e 1.2 1.9 1.3
Sympathomimetic [adrenergic] agents . . . . . . . .. . L L e e e e e e 1.4 21 1.1
Skeletal muscle relaxants . . . . . . . . . . e e e e e e e e e e a9 2.0 1.3
CardiovasCular drugs . . v v v v v b e e e e e e e e e e e e e e e e e e e e e e e 116 8.4 11.4
CardidaC arugS . . - o e e e e e e e e e e e e e e e e e e e e e 4.6 27 39
Antihypertensive @dentS . . .« v . ot i e e e e e e e e e e e e e e e e 4.2 3.6 53
Vasodilating @gents . . . . . o ot e e e e e e e e e e e 26 2.0 2.1
Analgesics and antipyretiCS . . . . v v v o o o e e e e e e e e e e e e e e e e 9.8 116 11.2
Nonsteroidal anti-inflammatory agents . . . . . . . . . . L L L L e e e e 6.2 7.3 7.1
PSYChOUOPIC AIUQGS . . - v & v i e it i e e e e e e e e e e e e e e e e e e e e e e 6.0 57 55
Anxiolytics, sedatives, and hypnotics . . . . . . . . . . o L e e e e e e e 3.3 3.5 3.3
ANUOEDIESSANIS . . . . . . . o i i e e e e e e e e e e e e e e e e e e e e e 1.7 1.2 1.4
Electrolytic, caloric, and waterbalance . . . . . . . . . . . .. L 7.4 7.2 8.8
DIUTEUCS . . . . . L L e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 5.0 5.0 6.1
Replacement SOIULIONS . .+ . . v o vt it et e e e e e e e e e e e e e e e e e e 1.9 14 2.0
Antihistamines, antitussives, expectorants. and mucolylicagents . . . . . . . . . . .. . oo e 6.9 10.1 8.4
Eye, ear, nose, and throat preparations . . . . . . . . . . 0 e e e e e e e e e e . 4.4 18 1.6
Gastromtestinal drugs . . . . . o o i . e e e e e e e e e e e e e s 3.8 3.2 43
Hormones and synthetic substances . . . . . . . . . ... L e e e 7.6 6.9 7.7
Systemic coriCoStEnOdS . . . . . . . . L e e e e e e e e e e e e e e 25 2.4 2.5
EStrogens . . . . . . o e e e e e e e e e e e e e e e 1.0 0.9 0.9
Antidiabetic agents . . . . . . . L L L e e e e e e e e e e e e e 13 1.6 2.2
Serums, tox0Ids, aNA VACCINES . . . . . . . o o i e e e e e e e e e e e e e e e e 3.0 2.4 2.1
Skin and mucuous membrane agents . . . . . . . . . L. s e e e e e e e e . 6.0 45 4.3
Smooth muscle relaxantS . . . . . . . . . L L e e e e e e e e e e e e e s 17 18 1.4
VIBAMINS . . . . . . . o e e e e e e e e e e e e e e e e e e e e e e e 27 35 2.3
Cther orundetermined . . . . . . . . L e e e e e e e e e 10.7 9.0 9.0

'Based on American Hospital Formulary Service Classification System, Drug Product Information File, The Amencan Druggist Blue Bock Data Center San Bruno, Canfornia, 1985

Table 12. Percent of office visits to all physicians, to doctors of osteopathy (D.O.’s), and to doctors of medicine in general or family practice (M.D. GFP’s),
by nonmedication therapy ordered or provided: United States, 1985

Nonmedication therapy ordered or provided All physicrans DOs MD GFP's

Percent of visits

NONME . . . e e e e e e e e e e e e e e e e e 689 678 72.2
PRYSIOtREraDY . . . . . i e e e e e e e e e e e 12 129 41
Ambulatory SUFGEIY . . . .« o o e e e e e e e e e e e e e P 66 5.0 5.5
PsSychotherapy . . . . . o v v o e e e e e e e e e e e e 34 15 1.1
Family planning . . . . . . o e e e e e e e e e e v e PP 19 17 1.6
DIet COUNSEING . . . . o o v it e e e e e e e e e e e 65 7.2 9.1
Other CounSeliNg . . . v v v v v o i it e it e e e e e e e e e e e e e e e e e e 93 58 85
L6 2T 3.0 1.8 1.1

'Chiefly techriques of osteopathic manipulative therapy
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Table 13. Percent of office visits to all physicians, to doctors of osteopathy (D.0.’s), and to doctors of medicine in general or family practice (M.D. GFP’s),

by disposition of the visits: United States, 1985

Disposition All physicians D.O.s M.D. GFP's
Percent of visits
Nofollowup planned . . . . . .. ... ... L. L. L P 9.8 1.4 12.3
Return at specified tme . . .. . .. .. L L 61.5 57.9 50.0
Returnifneeded . . . . . ... . ... L 229 242 323
Telephone followup planned . . . .. .. ... .. L L. A 4.0 34 3.7
Referred to otherphysician . . . . . . . . .. L L 3.2 4.3 4.2
Admitto hospital . . . . ... L e e, 1.6 "0.7 0.9
Other . . . Lo e 1.3 1.1 0.5

Table 14. Percent distribution of drug mentions by all physicians, by doctors of osteopathy (D.0.’s), and by doctors of medicine in general or family

practice (M.D. GFP’s), by duration of visit: United States, 1985

Duration All physscians D.O.s M.D. GFP's
Percent distribution

Total. . .o 100.0 100.0 100.0
ommmutes’ L.l L 2.3 24 3.2
T=SmInutes . . ... L L L e e 10.3 10.4 8.7
10 minutes . . . L. L L e 28.5 33.8 33.8
TI=ISMINUIES . . . . . L L L e, 30.0 31.7 31.5
1630 minutes . . . .. e e, 22.7 19.3 20.0
3tmnutes and longer . . . . ... L L e 6.3 2.4 2.6
Mean duration of vISItZ . . . ... L. L L 16.1 minutes 13.5 minutes 14.6 minutes

"Visits at which there was no face-to-face contact between physician and patent
2Excludes ‘0 minutes visits

Technical notes

Source of data and sample design

The information presented in this report is based on data
collected by means of the National Ambulatory Medical Care
Survey (NAMCS) from March 1985 through February 1986.
The target universe of NAMCS includes office visits made
within the coterminous United States by ambulatory patients
to nonfederally employed physicians who are principally en-
gaged in office practice, but not in the specialties of anes-
thesiology. pathology, or radiology. Telephone contacts and
nonoffice visits are excluded.

The NAMCS utilizes a multistage probability sample de-
sign that involves samples of Primary Sampling Units (PSU’s),
physician practices within PSU’s, and patient visits within
physician’s practices. Physician specialty was used as a stratifi-
cation variable. For 1985, a sample of 5.032 nonfederal.
office-based physicians was selected from master files main-
tained by the American Medical Association and American
Osteopathic Association. Of the 4,104 inscope physicians.
70 percent responded to the 1985 NAMCS.

For the 1985 study. doctors of osteopathy (D.0O."s) were
included as a separate sampling strata. From this strata 511
osteopathic physicians were selected. 427 were inscope. and
294 responded to the study. a response rate of 69 percent.
The 1985 NAMCS sample design was different from that
used in earlier NAMCS cycles where doctors of osteopathy
were sampled along with doctors of medicine according to
their proportional distribution in nine major specialty groups.
The increase in physician sample size and the modification

of the sample design in 1985 had the effect of improving
reliability of survey estimates relative to earlier data years.

Sample physicians were asked to complete Patient Records
(figure I) for a systematic random sample of office visits
taking place during a randomly assigned one-week reporting
period. Responding physicians completed 71,594 Patient
Records. Of these Patient Records, 7,375 were completed
by responding D.0O.’s. Characteristics of the physician’s prac-
tice, such as primary specialty and type of practice, were
obtained during an induction interview. The National Opinion
Research Center. under contract to NCHS, was responsible
for the survey’s data collection and processing operations.

Sampling errors

The standard error is primarily a measure of the sampling
variability that occurs by chance because only a sample, rather
than an entire universe. is surveyed. The relative standard
error of an estimate is obtained by dividing the standard error
by the estimate itself and is expressed as a percent of the
estimate. Approximate relative standard errors of aggregate
estimates based on all specialties have been published. Approx-
imate relative standard errors for aggregate estimates of visits
to D.O.’s and to M.D. general and family practitioners are
shown in table I. Approximate relative standard errors for
aggregate estimates of drug mentions for D.O.’s and for M.D.
general and family practitioners are shown in table I1.
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Rounding of numbers

Estimates of office visits have been rounded to the nearest
thousand. For this reason, detailed figures within tables will
not always add to totals. Rates and percents were calculated
on the basis of original unrounded figures and will not necessar-
ily agree with percents calculated from rounded data.

Definitions of terms

Ambulatory patient—An ambulatory patient is an indi-
vidual seeking personal health services who is not currently
admitted to any health care institution on the premises.

Physician—A physician is a duly licensed doctor of
medicine (M.D.) or doctor of osteopathy (D.O.) who is cur-
rently in office-based practice, and whose major professional
effort is devoted to caring for ambulatory patients. Excluded
from NAMCS are physicians who are hospital-based; who
specialize in anesthesiology, pathology, or radiology; who
are federally employed; who treat only institutionalized pa-
tients; who are employed full time by an institution, or who

either spend no time seeing ambulatory patients or whose
care of ambulatory patients is secondary to another major
professional function.

Office—Offices are premises identified by physicians as
locations for their ambulatory practices; these customarily in-
clude consultation, examination, or treatment spaces the pa-
tients associate with a particular physician.

Visit—A visit is a direct personal exchange between an
ambulatory patient and a physician or a staff member working
under the physician’s supervision, for the purpose of seeking
care and rendering personal health services.

Drug mention—A drug mention is the physician’s entry
of a pharmaceutical agent prescribed or provided—by any
route of administration—for prevention, diagnosis. or treat-
ment. Generic names as well as brand-name drugs are included.
as are nonprescription as well as prescription drugs. Along
with all new drugs, the physician also records continued medi-
cations, if the patient was specifically instructed during the
visit to continue the medication.
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Health Care Coverage by Age, Sex, Race, and
Family Income: United States, 1986

by Peter Ries, Division of Health Interview Statistics

Introduction

This report on the health-care coverage of the civilian
noninstitutionalized population residing in the United States
during 1986 presents estimates of coverage under private health
insurance. Medicare, public assistance. and military-Veterans
Administration (hereafter military-VA) health benefits. The
estimates for each of these forms of coverage are shown
by age. sex, race. and family income. Persons are also classi-
fied in relation to whether they are covered by none or by
at least one of these four types of health-care plans, and
their coverage status is described in terms of the same
sociodemographic characteristics.

The main purpose of this report is to update the 1984
estimates shown in another report.’ The 1986 data in this
report were collected with the same questionnaire and proce-
dures used for the 1984 data. The more detailed discussion
of the meaning and limitations of the data included in the
1984 report should be consulted to better understand the 1986
estimates included in this report.

The coverage of persons under each of the four forms
of coverage named above are described in the following sec-
tions. Persons then are described in terms of whether they
are covered by at least one of the four forms of coverage
or by none of them (the so-called “uninsured population™).

Private health insurance coverage

Household respondents were asked whether any family
member was covered by a health insurance plan that paid
any part of a hospital bill or of a doctor’s or surgeon’s bill
for operations. The names of all plans were listed for which

'National Center for Health Statistics. P. Ries: Health care coverage by
sociodemographic and health characteristics. United States. 1984. Vital and
Heualth Stanstics. Series 10, No. 162. DHHS Pub. No. (PHS) 87-1590.
Public Health Service. Washington, U.S. Government Printing Office. In
press,

a positive response was obtained to either of these questions.
Questions then were asked for each plan that covered at least
one family member. Included were questions about whether
the plan was obtained through an employer or union. the
type of coverage associated with the plan, and the status
of each family member’s coverage in relation to each of
the plans. In tabulating the data, persons were classified as
“covered by private health insurance” if they were covered
by at least one plan, and as “not covered” if they were classified
as “not covered” under all of the plans listed for the family.
They were classified as “unknown” if their coverage was
not determined for at least one plan and if they were not
covered by any of the other plans (if any) listed for the
family.

Table 1 shows that about 76.6 percent of the civilian
noninstitutionalized population was covered by private health

Table 1. Percent distribution and number of persons by private health
insurance coverage status, according to age: United States, 1986

Coverage status

Age All* Covered Not covered
Percent distnibution
Allages . . . .. . ........ . 100.0 76.6 23.4
Under18years . .. .... ..... 100.0 72.7 273
1824years .. ....... ..... 100.0 68.2 31.8
2544 years . ... ... .. e 100.0 79.7 20.3
45-B4years .. ... ... .. 100.0 83.2 16.8

65yearsandover ... . ....... 100.0 75.3 247

Number in thousands

Allages . . ... .. .. ... ..., 236,348 179,470 54,696
Under18years . . ... ... ...... 63,132 45,429 17,101
18-24years ... ... e e 26,721 18.017 8.405
25-44years ... .. ... . 74.260 58.654 14.977
45-64years . ... ... ..o 44 698 36.834 7.460
65yearsandover ... .. ...... 27 538 20,538 6,752

'Percent distnbution excludes unknown caverage status frequency mciudes unknown
coverage status

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Public Health Service
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Table 2. Percent and number of persons, by private health insurance coverage status, age, sex, race, and family income: United States, 1986

Covered Not covered Covered Not covered
Al Under 65 65 years All  Under 65 65 years Al Under 65 65 years All  Under 65 65 years
Sex, race and family income ages years andover ages years andover ages years andover ages years and over
Percent’ Number in thousands?
All persons® | 76 6 76 8 75.3 234 23.2 247 179.470 158,935 20,535 54,696 47944 6,752
Sex
Maie 772 77 3 76 6 22.8 227 234 87.464 78.820 8.644 25815 23,174 2641
Female 76 1 76.4 74.3 23.9 236 25.7 92,006 80,115 11.891 28881 24770 4111
Race
White . 799 800 790 201 200 21.0 158427 139.058 19,369 39.914 34761 5153
Biack 55.7 57 2 385 44.3 42.8 61.5 15.758 14,879 879 12542 11,138 1,404
Other 70.2 71.0 595 29.8 29.0 40.7 5.285 4,999 287 2.240 2,044 196
Family iIncome
Less than $5.000 . . 329 32.1 37.3 67.1 67.9 62.7 4.300 3,561 739 8.765 7523 1.242
$5.000-89.999 . .. ... ... 39.9 317 64.4 601 683 356 8,108 4800 3,308 12.193 10,364 1.829
$10.000-819998 ... ...... 68.8 660 83.2 31.2 34.0 16.8 30,857 24,579 6,278 13.961 12,690 1,271
$20.000-834,999 . . ... .. .. 885 88.5 87.8 11.5 11.5 12.2 55,116 50,724 4,391 7.195 6.584 611
$35.000-848999 . . . . ... ...... 92.9 93.2 85.6 7.1 68 14.3 34612 33.280 1,331 2.642 2,420 222
$50,000ormore . . .. ....... 949 95 4 851 5.1 4.7 14.9 24,832 23,920 913 1,327 1,167 160

YExcludes unknown coverage status

2Number of persons covered and not covered do not equal total population because unknown coverage status is not included See table 1 for population estimates

3inciudes unknown family ncome

insurance in 1986. This is almost identical to the 1984 estimate
of the percent covered (76.4 percent). In relation to age,
the highest percent of coverage was for persons 4564 years
of age (83.2 percent) and the lowest percent of coverage
was for persons 18-24 years of age (68.2 percent).

It should be noted that the nature of the private health
insurance plans for persons under 65 years of age and for
persons 65 years and over is quite different. For almost all
persons 65 years of age and over the private plans are a
secondary form of insurance intended to supplement Medicare
coverage (the so-called “Med-Sup™ plans). For most persons
under 65 years of age the private plans are their primary
or only source of coverage.

Table 2 shows that black persons had the lowest percent
of coverage of the three racial groups shown (55.7 percent
compared with 79.9 percent for white persons). Family income
has an even larger impact on coverage status. with the percent
covered ranging from 32.9 percent for persons in families
with an annual income of less than $5.000 to 94.9 percent
for persons in families earning more than $50.000 per year.

Medicare coverage

Household respondents were asked whether anyone in
the family was covered by Medicare. and. if so. to indicate
which persons were covered. Those classified as covered were
then asked whether they were covered by the types of benefits
that pay for hospital bills (part A). physician care (part B),
or both. Because almost everyone covered by either part is
covered by the other part. the estimates of Medicare coverage
shown in this report include persons covered by either part
A or part B, or by both part A and part B.

In 1986 about 12.1 percent of the civilian nonin-
stitutionalized population were covered by Medicare (data

Table 3. Percent and number of persons 65 years and over, by Medicare
coverage status, sex, race, and family income: United States, 1986

Not
covered Covered

Not
covered

Sex. race. and

farmily income Covered

Percent’ Number in thousands?
Alipersons® . . . ... .. .... 95.0 5.0 25,870 1,370
Sex
Male. . ... ........... 94.8 5.2 10,683 589
Femate . . ............ 95.1 4.8 15,287 781
Race
White .. ........ 95.8 4.2 23,550 1,041
Black .. ............. 88.2 11.8 1,895 267
Other . . ... ... ....... 87.4 *12.8 425 62
Family income
Less than $5000 . . . . . . ... 93.1 7.0 1.850 139
$5,000-89,999 . .. ... .. .. 95.9 4.1 4,924 209
$10,000-818,999 . . . . ... .. 96.5 3.5 7.318 264
$20,000-834.999 . . . .. .. .. 93.8 6.1 4,702 308
$35.000-549.999 . .. ... .. 91.4 8.6 1.424 134
850,000 0rmore . . . .. .. .. 93.6 *6.4 1,006 69

*Excludes unknown coverage status

2Number of persons covered and not covered do not equal total population because
unknown coverage status 15 not inciuded See table Hl for population estimates

3includes unknown family income

not shown). This estimate is about the same as the 1984
estimate of 12.0 percent. Because very few persons under
age 65 were reported to be covered by Medicare (1.2 percent).
table 3 shows Medicare coverage for persons 65 years of
age and over only.

Almost all persons 65 years of age and over (95.0 percent)
were covered by Medicare. The percent of this age group
covered varied little from 95 percent in different sex or family-
income groups. With regard to race. the percent of white
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persons covered (95.8 percent) was higher than that for black
persons (88.2 percent) or for persons of races other than
white or black (87.4 percent).

Public assistance health care

The 1986 NHIS questionnaire included several questions
related 1o eligibility for public assistance health care. Among
these were quéstions on the receipt of Aid to Families with
Dependent Children (AFDC) and Supplemental Security In-
come (SSI), whether the person had a valid Medicaid card,
and whether he or she was covered by any public assistance
program that paid for medical care. In this report coverage
by public assistance is ascribed to the person if a positive
response was obtained to any one of these questions. Persons
are classified as “not covered” by public assistance for medical
care if a negative response was obtained for all four questions.

It should be noted that *“public assistance” as used in
this report is not synonymous with “Medicaid coverage.” This
is because those classified as “covered” only on the basis
of an affirmative response to the questions about public assist-
ance coverage may or may not have been covered by Medicaid.
However, since three of the four criteria noted above relate
to Medicaid coverage (“categorical” coverage associated with
the receipt of AFDC or SSI, and possession of a valid Medicaid
card), it is highly likely that almost all of the persons classified
in this report as covered by public assistance are in fact
covered by Medicaid. But, because of the ambiguity for a
relatively small number of cases noted above, the more general
term “public assistance™ will be used to describe this type
of coverage.

Because the criteria for Medicaid coverage are defined
by each of the States, and because many people are not
aware of the criteria used in their State. it is difficult to
obtain point-prevalence estimates of this population based on
4 household survey using a national rather than a State sampling
trame. Two important implications of this fact are that
{1) national household surveys based on only one interview
tend to underestimate the prevalence of this type of coverage.
and (2) the persons who are identified tend to have more
illness. impairments, and injuries than persons in the nonin-
stitutionalized population who are not identified. This follows
from the fact that many persons become aware that they
are covered by Medicaid (or other forms of public assistance)
only after they become ill or disabled and seek medical help
for their problem.

Given these considerations. extreme caution should be
used in comparing the results described in this section with
other sources of estimates on the number and characteristics
of the Medicaid or public assistance population. Any such
comparison should focus on the criteria used to define this
tvpe of coverage and the procedure used to collect the data
that serves as the basis of the estimates.

On the basis of the NHIS data collected during 1986,
approximately 5.9 percent (table 4) of persons in the civilian
noninstitutionalized population were eligible for public assist-
ance for health care. This is compared with the 1984 estimate
of 6.0 percent. The percent covered was highest for persons
under 18 years of age.

Table 4. Percent distribution and number of persons by public-assistance
health-care coverage status, according to age: United States, 1986

Coverage status

Age Al Covered Not covered
Percent distnbution
Allages . . . . ... oo i 100.0 5.9 94 1
UndertByears . . .. . ......... 100.0 10.4 89.6
18-24years . . ... ... . 100.0 5.0 95.0
2544 years . . .. .. u e 100.0 3.8 96.2
45-64years . . .. ... i 100.0 3.1 96.9
65yearsandover . ... ........ 100 0 6.6 93.4

Number in thousands

Atages . . .. ... .. ... ... ... 236.348  13.801 220.285
UnderiByears . . ... ......... 63,132 6.440 55,675
18-24years . ... . ... 26,721 1.319 25,141
25-44years . . ... ... 74,260 2,837 70,955
45-64years . ... ... a e 44,698 1,396 43.047
65yearsandover ... ......... 27.538 1.809 25,467

‘Percent distribution excludes unknown coverage status, frequency mcludes unknown
coverage status

Table 5 shows that the percent of persons covered by
public assistance was highest for females (7.2 percent). black
persons (18.8 percent). and not unexpectedly for persons with
low annual family income (34.1 percent for persons with
an annual family income of less than $5,000).

Military-Veterans Administration heaith care
coverage

As was the case with public assistance health-care plans,
coverage for civilians under military or VA health benefits
is much more difficult to define than coverage under private
health insurance or Medicare. This is especially so in the
case of VA health benefits which operaie for most veterans
and their eligible dependents under a system of priority eligibil-
ity. Veterans with a certified service-connected disability are
almost certain to receive care. However, those who may qualify
for care on the basis of other criteria may or may not receive
care depending on the capacity of the VA facilities in their
area. Therefore, the estimates presented in this section should
be considered in terms of the types of information collected
in NHIS on this topic rather than as a definitive statement
of the number and characteristics of veterans and their family
members who are covered by military-V A health benefits.

In this report persons are classified as covered by military-
VA health benefits if it was determined that (1) they receive
a military or VA pension, (2) they were covered by
CHAMPUS, CHAMP-VA, or any other program that provides
health care for military dependents or survivors of military
persons, or (3) they received compensation for a disability
from VA. Other circumstantial criteria by which a person
might qualify for military-VA health-care benefits (such as
advanced age or low income) are not included among the
criteria used to define eligibility.

Finally, it should be noted that even though the military
and VA health-care systems are admunistratively distinct.
coverage by one or both of these is considered as a single
form of health-care coverage in this report. The main reason
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Table 5. Percent and number of persons, by public-assistance health-care coverage status, age, sex, race, and family income: United States, 1986

Not covered

Covered Not covered

Under 65 65 years All

Under 65 65 years All Under 65 65 years
years andover ages years andover ages years and over

Number in thousands?

Covered
All  Under 65 65 years All
Sex. race. and family income ages years andover ages
Percent’

Altpersons®. . ... .. ........ 59 5.8 6.6 94.1
Sex

Male. ... .... . ............ 4.6 46 4.2 95.4

Female . ....... . ... ..... 7.2 7.0 8.4 92.8
Race

White .. ... ... e 40 3.9 5.0 960

Black . ... e 18.8 18.3 23.9 81.2

Other . .. .. ... .. ..... 8.0 7.9 8.6 92.0

Family income

Lessthan $5000 . . . ....... ... 34.1 349 29.9 65.9

$5,000-89,999 ... ........... 226 266 11.0 77.4

$10,000-$19,999 . . ... ... . ..... 53 5.7 34 94.7

$20.000-834,999 . . . .. ... ... ... 1.3 1.1 2.6 98.7

$35.000-$48,999 e e 0.6 0.5 “1.9 99 4

$500000rmore . . ... ... ....... 0.4 0.4 1.7 99.6

94.2 93.4 13,801 11,992 1,809 220,285 194,818 25,467

95.4 95.8 5,164 4,693 471 108,242 97,409 10,834
93.0 91.6 8,636 7,299 1,337 112,043 97,409 14,634

96.1 95.0 8.014 6,784 1,230 190,951 167,627 23,324
81.7 76.1 5,192 4,655 637 22,486 20,777 1,709
92.1 91.2 695 553 *41 6,848 6,414 434

65.1 70.1 4,335 3,751 584 8,374 7.007 1,367
73.4 89.0 4,472 3,909 564 15,310 10,764 4,546
943 96.6 2,364 2,110 254 42,231 34,934 7,297

98.9 97.4 784 652 131 61,714 56,842 4,873
99.5 98.0 212 182 *30 37,112 35,588 1,524
99.6 98.3 113 95 *18 26,177 25,122 1,056

'Excludes unknown coverage status

2Number of persons covered and not covered do not equal total population because unknown coverage status is not included. See tabte ! for popuiation estimates.

3ncludes unknown tamily Income

for this is that the NHIS questions on this topic do not allow
for a clear distinction between these two forms of coverage.

According to the criteria used in this report, table 6 shows
that about 3.0 percent of persons in the civilian nonin-
stitutionalized population were covered by military-VA health
benefits during 1986. This is similiar to the 1984 estimate
of 3.4 percent. Because of the relatively large proportion
of retirees and of veterans and their dependents whose rights
derive from service during World War II and the Korean
War, two important age groups to consider for this type of
coverage are those under 45 years of age and those 45 years
of age and over. As may be noted, the percents of coverage
were similiar for persons 45-64 years of age (5.8 percent)
and persons 65 years of age and over (5.0 percent); and
these were much higher than for the younger age groups
(for instance, 1.8 percent for persons 25-44 years of age).

Table 7 shows that the percent of persons covered was
somewhat higher for persons in families with an annual income
in the middle of the income range (from $10,000 to $49,999),
Regarding sex and race, the percent covered by this type
of health-care plan was highest for males (3.7 percent) and
lowest for black persons (2.6 percent).

The four forms of coverage combined

Previous sections have described the characteristics of
persons in terms of a single form of health-care coverage.
In this section estimates of coverage under private health
insurance. Medicare. public assistance. and military-V A health
benefits are cross-classified. and persons are characterized
in terms of whether they had at least one of these four forms
of coverage or none of them. (Relatively few persons classified
as not covered by any of the four plans were reclassified

Table 6. Percent distribution and number of persons by military-Veterans
Administration health-care coverage status, according to age: United
States, 1986

Coverage status

Age Al Covered Not covered
Percent distribution
Allages . . . . ... ... ........ 100.0 3.0 97.0
Undert18years . . ... ......... . 100.0 2.2 97.8
18-24years .. .. ........... 100.0 1.9 98.1
2544years . ... .. ......... 100.0 1.8 98.2
45-64years ... ............ 100.0 5.8 94.2
65yearsandover . . . ... ...... 100.0 5.0 95.0
Number in thousands
Allages . . ... ............. 236,348 7.139 227,384
Underi8years . . ... ......... 63,132 1,410 61,690
18-24years . .............. 26,721 496 26,095
25-44years ... ... ......... 74,260 1,326 72,248
45-B4years . ... ... ... .. ... 44,698 2.545 41,462
65 yearsandover . ... ........ 27,538 1,363 25,889

'Percent distnbution excludes unknown coverage status: frequency mnciudes unknown
coverage status

as covered because, in response to questions not discussed
in this report, they had indicated that they were covered by
some type of health-care plan.) Also, the focus will shift
from describing the characteristics of persons covered by a
specific health-care plan to describing the characteristics of
persons not covered by any of the four plans.

Table 8 shows that about 13.3 percent of persons in
the civilian noninstitutionalized population were not covered
by health-care plans during 1986. This is similar to the 1984
estimate of 13.0 percent. A previously published report on
health-care coverage during 1978 estimated that about 11 per-
cent of the civilian noninstitutionalized population lacked
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Table 7. Percent and number of persons, by military-Veterans Administration health-care coverage status, age, sex, race, and family income:

United States, 1986

Covered Not covered Covered Not covered
Al Under 65 65 years All  Under 65 65 years Al Under 65 65 years All Under 65 65 years
Sex, race, and family income ages years andover ages years andover ages years andover ages years and over
Percent’ Number in thousands?
Alipersons® . . ... ... .. ... ... .. 3.0 2.8 5.0 97.0 97.2 95.0 7.139 5,776 1,363 227,384 201,495 25.889
Sex
Male. .. ................... 37 3.1 9.0 96.3 96.9 91.0 4,125 3,120 1,005 108,641 98,503 10,138
Female .................... 25 2.5 22 97.5 97.5 97.8 3.014 2,656 357 118,743 102992 15,751
Race
White . ... ................. 3.1 2.8 5.1 96.9 97.2 94.9 6.184 4,930 1,254 192,502 169.258 23,244
Black . ......... ... .. 0. 2.6 25 3.9 97.4 97.5 96.1 734 645 89 27,597 25408 2,189
Other . . ... ... i 2.9 29 *4.2 97.1 97.1 96.0 221 201 20 7.285 6.829 456
Family income
Lessthan$5000 . .. ... ... ...... 23 1.8 4.6 97.7 98.2 95.4 295 205 91 12,796 10,892 1,904
$5000-$9.999 . ... ... ......... 26 2.0 4.2 97.4 98.0 95.8 521 305 216 19,736 14,825 4,910
$10,000-%19,999 . . . . ... ... ..... 3.3 2.9 5.2 96.7 97.1 94.8 1,454 1,067 387 43,220 36,115 7,106
$20,000-834,999 . . . ... ... ... ... 3.6 3.2 75 96.4 96.8 92,5 2,225 1,851 373 59,924 55329 4,594
$35,000-$49,999 . . . . ... ..., 3.1 29 7.2 96.9 97.1 92.8 1,137 1,025 112 35,985 34,549 1,436
$50,0000rmore . .. ... ... ... 3.2 3.2 ‘3.2 96.8 96.8 96.8 842 808 34 25,229 24,186 1,043

'Excludes unknown coverage status.

2Number of persons covered and not covered do not equal total population because unknown coverage status 1s not inciuded. See table 1if for populaton estimates.

dnchsdes unknown family income,

Table 8. Percent distribution and number of persons by coverage status
under private heaith insurance, Medicare, public-assistance health care,
or military-Veterans Administration health care, according to age:

United States, 1986

Coverage status

Age Al

Covered? Not covered®

Percent distribution

Allages . . ... ............. 100.0 86.7 13.3
Undert8years . . ............ 100.0 85.4 14.6
18-24years .. .... e e e 100.0 753 247
25-44years . ... ... e e e 100.0 85.2 14.8
45-64years .. ..... e e e e e 100.0 80.0 10.0
65yearsandover ............ 100.0 99.3 0.7

Number in thousands

Allages . . . .. .. ... 236,348 201,830 31,010
Under18years . . . ........... 63,132 52,862 9,071
1824years .. ............. 26,721 19,751 6,466
25-44years . ... ..o 74,260 62,382 10,853
45-64years . ... ... .0 ... 44,698 39,708 4,418
65yearsandover ... ......... 27,538 27,126 202

'Percent distnbution excludes unknown coverage status; frequency includes unknown

coverage status,
2Covered by at least one of the four health-care plans.
3Not covered under any of the four health-care plans.

coverage under the four types of plans included in this report.>
The age group with the highest percent of noncoverage was
18-24 years of age (24.7 percent) and the one with the lowest
percent of noncoverage was the 65 years and over age group
(0.7 percent).

Table 9 shows that proportionately more males (14.3
percent), black persons (19.6 percent), and persons in low
annual family-income groups lacked any form of health-cure
coverage during 1986.

“National Center for Health Stanstics: Health care coverage under private
health insurance, Medicare, Medicaid. and mulitary or Veterans Administra-
ton health benefits. United States. 1978 Advanee Data From Vial and
Health Starrsnies. No. 71, DHHS Pub. No. (PHS) 31-1250, Pubhe Heulth
Service. Hyattsville, Md.. June 29, 1981.
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Table 9. Percent and number of persons, by coverage status under private health insurance, Medicare, public-assistance health care, or military-Veterans
Administration health care, age, sex, race, and family income: United States, 1986

Covered Not covered Covered Not covered
Al Under 65 65years Al Under 65 65years  All  Under 65 65 years Al Under 65 65 years
Sex, race, and family income ages years andover ages years andover ages years andover ages years  and over
Percent’ Number in thousands®
Allpersons® . . . . ... ... .. ...... 867 85.0 99.3 133 15.0 0.7 201,830 174704 27,126 31,010 30,808 202
Sex
Male........... e e 857 842 99 2 143 15.8 0.8 96.526 85,333 11,193 16,096 16,004 91
Female .. ........ ........ 87.6 85.8 99.3 124 14.2 0.7 105,304 89,371 15,933 14,914 14,803 111
Race
White . .. ... ..., ... . 876 86.0 995 124 14.0 0.5 173,238 14B,766 24,471 24422 24,304 118
Black . ... ............. . . Bo4 79.0 96.6 19.6 21.0 *3.4 22299 20115 2,184 5,436 5,360 *76
Other . ... ...... ....... . 845 83.6 98.3 15.5 16.4 1.7 6.294 5,822 471 1,152 1,144 80

Family income

Lessthan $5.000 . . ... .. ... ... .. 74.4 70.2 97.3 25,6 29.8 27 9.559 7619 1,840 3.294 3,240 “54
$5,000-$9,999 . ... .. ... ... . ... 71.8 62.2 99.3 28.2 37.8 0.7 14,283 9,200 5,083 5,621 5,584 ‘37
$10,000-819.999 . . . . ... ... .. ... 78.9 74.6 99.6 211 254 *0.4 35,141 27,596 7,545 9,414 9,381 *33
$20,000-$34,.999 . . . .. ... .. L. 921 91.4 997 7.9 8.6 0.3 57,316 52,316 4,999 4,910 4,896 *15
$35,000-849.999 . . . ... ........ 95.2 95.0 99.4 4.8 5.0 ‘0.6 35,457 33,906 1,551 1,779 1,769 *10
850,0000rmore . ... ... ........ 96.8 96.6 99.6 3.2 3.4 ‘0.4 25,309 24,236 1,073 B46 842 4

'Exciudes unknown coverage status
2Number of persons covered and not covered do not equal tatal population because unknown coverage status 1s not included See table Il for population estimates.
3Includes unknown family income.

Symbols
- - - Data not available
Category not appiicable
- Quantity zero

0.0 Quantity more than zero but less than
0.05

z Quantity more than zero but less than
500 where numbers are rounded to
thousands

) Figure does not meet standards of
reliability or precision

# Figure suppressed to comply with
confidentiality requirements
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Technical notes

The estimates shown in this report are based on data
obtained in household interviews in a continuing nationwide
survey. Each week a probability sample of households is
interviewed by personnel of the U.S. Bureau of the Census
to obtain information about the health and other characteristics
of the civilian noninstitutionalized population of the United
States.

During 1986, interviews were conducted in approximately
24.700 households containing about 62,000 family members
and unrelated individuals. The total noninterview rate was
about 3.4 percent. The weights of interviewed persons in
the segments containing sample households for whom data
were not obtained were inflated to compensate for household
nonresponse.

All persons |7 years of age and over were asked to
participate in the interview. When this was not possible, proxy

Table |. Standard errors of estimates of aggregates

Standard error

Size of estimate in thousands in thousands

responses were accepted from family members meeting the
NHIS respondent rules. All information on persons under
17 years of age was obtained from adult family members
or guardians.

The appendixes of Vital and Health Statistics, Series 10,
No. 164, should be consulted for a more detailed discussion
of the sample design and weighting procedures (appen-
dix I) and for a copy of the questionnaire used during 1986."
Approximate sampling errors for typical estimates contained
in this report are shown in table I (aggregates) and ta-
ble I (percents).

The population estimates for tables 2, 3. 5, 7, and 9
are shown in table III.

Table fll. Population estimates by sex, race, and family income:
United States, 1986

Sex, race, and family income Number in thousands

- T 16
100 & . e e e e e e 27
B00 i e e e e e e e 47
800 . . e e e e e e 61
1,000 . ... e e e e e 87
8000 . . i e e 202
10,000 . .. e e 298
20000 . ... e e e 454
30000 . ... e e 594
150,000 . . . . . e e e 2,087

Table il. Standard errors, expressed in percentage points, of estimated
percents

Estimated percents
2or Sor 10or 20o0r
Base of percents in thousands 98 95 90 80 50
100 . .. e 3.8 6.0 8.2 109 137
B00 . .. e e e 2.2 3.4 4.7 6.3 7.9
BOO . v ot e e e e 1.7 27 3.7 4.9 6.1
1,000 . .. 1.2 1.9 26 3.5 4.3
5000 ... ... e e 0.5 0.8 1.2 1.5 1.9
10000 ... ... . ... .0 . 0.4 0.6 0.8 1.1 1.4
20000 . .. .. i 0.3 0.4 0.6 0.8 1.0
30000 .. ...... i 0.2 0.3 0.5 0.6 0.8
180.000 . . . . v i e e 0.1 0.2 0.2 0.3 0.4

Total' . ... e e e 236,348
Sex

Male. . . .. ... . e e 114,330

Female . . .. ... .. ... .. ... . ... 122,018
Race

White . .. .. ... . ... . ... . ..., 200,247

Black . .. ... ... ... 28.549

Other . . ... .. . . it ee 7.552

Farmly income

Lessthan$5.000 . . . .. ... ... ... ... ..., 13.123

$5000-%9.999 . . . . .. ... .. 20,363

$10,000-819.999 . . . . . . . .. ..o 45,033

$20.000-834.999 . . . . . ... ... e 62,620

$35000-548.999 . . ... ... .. ... 37.412

850,000 0rmore . ... ... 26,310

'Includes unknown famiy Income

*National Center for Health Statistics. D. A Dawson: Current estimates
from the Nauonal Health Interview Survey. United States. 1986. Viral and
Health Staustes. Series 10, No. 164, DHHS Pub. No 1PHS) 87-1592.
Public Health Service. Washington. U.S. Government Prinung Office. In
press.
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Introduction

Throughout the 1970’s, the rate of hospitalizations for
short-stay hospitals steadily increased for all persons. Based on
data from the National Hospital Discharge Survey (NHDS),
between 1970-79 the hospital discharge rate (that is, the num-
ver of hospital discharges per 1,000 civilian persons) increased
from 144.3 to 164.8 discharges per 1,000 persons. The great-
est increase during this period occurred among the elderly
where the discharge rate rose about 23 percent for those per-
sons 65 years of age and over, However, substantial differences
in the hospital discharge rates were also observed for persons
under 65 years of age, amounting to about a 10-percent in-
crease between 1970 and 1979. By age group, the hospital
discharge rates increased about 7 percent for children under 15
years and about 21 percent for persons aged 45-64 years, al-
though among those 15-44 years of age, the overall rate re-
mained about the same.!

While the hospital discharge rate was gradually climbing
during this period. a different trend was occurring in another
hospital use measure, the average length of a hospital stay.
Between 1970 and 1979, the average number of days per hos-
pital stay based on NHDS estimates declined 8 percent, from
7.8 to 7.2 days. This reduction in the average length of time
people were spending in the hospital for each stay occurred
among all age groups. The largest percent of decline, though,
was found again among the hospitalized elderly, where an
average stay dropped from 13.1 to 10.8 days, an 18-percent
reduction.2-3

The changes in hospital utilization during the 1970’s were

e result of several phenomena. Implementation of the med-
are program in July 1966 provided greater access to inpatient
hospital care for the majority of elderly individuals. Lubitz and

Deacon state that “most of the increase in the discharge rate
among the aged was associated with an increase in the per-
centage of persons using the hospital rather than with an in-
crease in the rate of multiple hospitalizations.’*4

Increases in numbers of hospitalizations of shorter dura-
tion contributed to the decrease in average length of stay and at
the same time to the increase in discharge rates during this
period. Technical improvements in selected surgical procedures
also had an effect on both of these trends. The average length
of stay for cataract operations, for example, dropped signifi-
cantly during the 1970’s while the number of these procedures
increased substantially.’ The development of new materials for
prostheses and new cements in the field of orthopedics and
advances in cardiology, including bypass surgery and heart
pacemakers, also contributed to increased hospitalizations in-
volving surgery for this period.*

In an attempt to contain the medicare costs for hospital
treatment, which have continued to escalate since the onset of
the program, the Health Care Financing Adminsstration (HCFA)
of the Department of Health and Human Services initiated a
new system of hospital payment in 1983. Under the Tax Equity
and Fiscal Responsibility Act of 1983,% reimbursement for in-
patient care for medicare patients changed from a fee-for-ser-
vice system to a prospective payment system. The phasing in
of this system began on October 1, 1983, and by September
30, 1984, all designated hospitals were in the system.

Under this cost-containment system, hospitals are reim-
bursed a preestablished amount based on calculations of the
average cost of care for medicare patients with similar con-
ditions and treatments. These mutually exclusive categories of
similar conditions and treatments are referred to as diagnosis-
related groups or, more commonly, DRG’s.”

Average costs of treatment have been established for about
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467 DRG’s, and hospital payments are determined by the
DRG group to which the patient’s illness is assigned. Because
treatment costs for a given illness vary by type of hospital (for
example, university teaching hospitals are more costly to oper-
ate than community hospitals), the system compensates for
this variation by adjusting the fixed DRG reimbursement rates
according to the ratio of medical residents to hospital beds.?
DRG's are now also being used by some States and some other
third party payvers to reimburse hospitals for inpatient care of
the non-medicare population on a prospective basis.?

Just as medicare in the late 1960’s subsequently brought
about dramatic increases in hospitalization rates for the elderly,
the major changes in the financing of medical care as just
described also appear to have significantly altered the pattern
of hospital utilization, but in the opposite direction. Between
1980 and 1983, the overall hospital discharge rates showed
little change, fluctuating between 167 and 169 discharges per
1,000 population based on NHDS estimates (figure 1). How-
ever, in 1984, after the HCFA prospective payment system
based on DRG's began to be phased in, the NHDS hospital
discharge rate declined 5 percent, from 167.0 discharges per
1.000 persons in 1983 to 158.5 discharges in 1984.10 A similar
rate of decline is found in the hospital discharge estimates ob-
tained from the National Health Interview Survey (NHIS).!!-12
This marked the first year since the onset of medicare that the
discharge rate declined. In 1985, the downward trend continued
with the discharge rates from both the NHDS and the NHIS
declining another 7 to 8 percent from the 1984 rates.}?.14

While the 1986 NHDS hospital discharge rates are still
incomplete at this printing and the NHIS rates for this period
have only recently become available, preliminary indications
are that the rate of decline has subsided. Based on NHIS
quarter 1 estimates, during the first 3 months of 1986, the
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Figure 1. National Hospital Discharge Survey {NHDS) and National
Health interview Survey (NHIS) short-stay hospital discharge rates:
United States, 1980-86

downward trend in hospital discharges appeared to be continu-
ing (table 1). However, when the NHIS hospital discharge rates
for the remaining three quarters of 1986 were reviewed, they
more closely resembled the rates in the last two quarters of 1985.

Changes in hospital utilization as measured by the average
length of a hospital stay also have occurred during the last
several years, Between 1980 and 1983, estimates of the average
length of a hospital stay continued the gradual decline charac-
teristic of the 1970’s, from 7.6 to 7.3 days according to the
NHIS and from 7.3 t0 6.9 days according to the NHDS (figure
2). However, upon implementation of the prospective payment
system in 1983, the rate of decline appeared to accelerate.

Between 1983 and 1985, the average length of a hospital
stay declined about 8 percent for the NHIS (to 6.7 days) and
about 6 percent for the NHDS (to 6.5 days). However, be-
tween October 1985 and December 1986, except for one 3-
month period, the NHIS quarterly estimates for average length
of stay remained at about the same level—6.3 to 6.4 days. The
1986 NHIS annual estimate of 6.6 days per hospital stay is
similar 1o its 1985 estimate. While it now appears that the
initial effects of this recent cost-containment system on hos-
pital utilization as measured by hospital discharge rates and
average length of stay estimates have subsided, it is still too
soon to conclude that further declines will not occur.

Differences between the NHDS and
the NHIS

The NHDS obtains its information directly from hospital
records of inpatients discharged from short-stay hospitals, ex-
clusive of Federal hospitals, located throughout the 50 States
and the District of Columbia. Information is abstracted each
year from approximately 200,000 records in over 400 short-
stay non-Federal hospitals. The NHIS, in contrast, obtains its
information through personal interviews. In a typical year, the
NHIS interviewed sample consists of approximately 40,000
households containing about 105,000 persons. Persons sampled
in the NHIS represent the U.S. civilian noninstitutionalized
population living at the time of interview. Unlike the NHDS,
their reported hospitalization estimates include discharges from
Federal hospitals, over one-half of which are Veterans Ad-
ministration hospitals. (Discharges from Federal hospitals
constitute approximately 3 percent of the total reported hos-
pitalizations.)

There are a number of differences in the definitions of
hospital utilization as measured by the two surveys and the
NHDS estimates of utilization and diagnostic and procedure
data are usually accepted as the more accurate, The NHDS
includes patients who die in the hospital as well as admissions
from nursing homes. two areas not included by NHIS. These
result in noticeably higher hospitalization estimates, particularly
among patients 65 years and over, In addition, hospitalizations
of inpatients for durations of less than 1 day are included in the
NHDS, but not the NHIS. Further, NHDS information is ob-
tained directly from hospital records, thus minimizing under-
reporting. which is characteristic of interview surveys. such as
the NHIS. that rely on respondent reporis of events. In con-
trast. the advantage of the NHIS is that it collects extensive
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Table 1. Number of discharges from short-stay hospitais per 1,000 persons and average length of stay, by quarter, age, and sex based on
data from the National Health Interview Survey and the National Hospital Discharge Survey: United States, 198486
1984 1985 1986
Jan.— Apr.— Jul— Oct.—~ Jan— Apr—~ Jul— Oct.— Jan— Apr— Jul- Oct.—
Age and sex Mar. Jun. Sept. Dec. Mar. Jun. Sept. Dec. Mar. Jun. Sept, Dec.
National Health Interview Survey Discharge rate per 1,000 persons
AllBGeS ... i it 34.3 33.1 332 33.0 32.0 31.1 30.2 30.4 28.1 30.2 29.5 30.2
UnderB5 years . ......oovvivnnneennnn 28.1 26.8 27.7 27.3 25.9 26.6 25.4 25.1 24.9 233 23.9 25.3
Underl5vears .........cooouvunnnen 17.8 15.8 15.1 12.4 11.8 14.1 13.6 11.8 12.0 10.0 12.7 13.4
16=88 YEAIS .\ ivi e i e 27.8 27.7 279 28.9 26.1 25.8 254 26.2 26.8 248 24 4 26.3
45—64 yeArs . ...... i 40.6 375 418 40.7 41.9 43.2 39.4 37.6 35.1 347 355 36.6
BSyearsandover .............coou... 83.0 82.2 75.9 76.9 78.7 65.8 66.6 70.4 52.6 83.1 72.4 67.2
Male. ... . i e 30.0 273 285 26.3 28.0 26.0 25.2 263 23.3 256 260 26.4
Femate, including deliveries............ 383 385 3786 39.2 35.8 36.0 349 34.1 32.6 345 32.8 33.7
Female, excluding deliveries .... ...... 31.5 31.7 30.4 32.2 30.1 28.7 28.0 26.2 24.6 274 25.7 26.6
National Hospital Discharge Survey
1Y L T« T3 41.5 40.2 388 37.7 37.8 37.2 36.9 35.9 .- .- --- ---
UnderB5vyears .........concivnnnnnns 32.8 316 31.2 29.9 29.7 29.6 29.8 28.6 --- --- --- .-
Under15vyears ........ocvveeevannnn 17.7 15.5 141 14.6 15.4 13.8 13.7 14.3 .- .- --- .-
15=44 years ......cvvvniiaenncnnnn 33.4 32.8 340 31.7 30.7 31.6 324 30.4 .. .- --- ---
45-B4 YRArS . ....ouv i 48.8 47.1 43.8 43.3 44.0 42.9 42.0 40.6 --- --- - ---
65 yearsand over ... ... oiiiriuanann 105.2 103.5 959 95.3 97.7 924  89.1 89.2 .“-- --- .- .-
Mafe .. oo e e 34.8 33.3 31.86 31.7 32.0 30.9 30.6 30.1 ... --- --- .-
Female ... vt i e e 47.7 46.6 45.7 43.4 435 43.0 429 41.3 --- .- .- ---
National Health Interview Survey Average !ength of stay
Al BGES .« . vt it e 7.4 7.0 7.2 7.2 7.3 6.6 6.6 6.4 6.4 6.4 7.1 6.3
UnderB5vyears . ......cooviivinennn 6.8 6.4 6.4 6.4 6.8 5.9 6.0 5.5 6.0 5.7 6.0 5.7
UnderiSyears ......ooovvinnenonnn 5.1 6.8 4.8 5.3 6.4 5.0 5.0 4.8 5.8 7.2 6.2 5.1
15«44 Years .......vvvrinrurerren 6.0 5.7 5.9 5.1 5.3 52 5.1 44 51 44 59 5.7
45—64 years ... ... 8.8 7.5 8.0 9.1 9.2 7.1 79 7.6 7.8 75 60 59
65 yearsandover . ............ PP 9.2 8.7 9.5 9.3 8.4 8.0 8.5 9.0 79 8.0 10.0 8.1
Male. .. .t e 8.2 7.5 8.8 8.0 8.2 7.4 7.4 8.5 73 69 7.9 66
Female, including delivertes. .. ......... 6.9 6.7 6.1 6.7 6.6 6.1 6.1 6.4 58 61 6.5 61
Female, excluding deliveries ........... 7.6 7.4 6.7 7.4 7.2 6.8 6.8 7.2 6.5 6.9 7.5 6.8
Nationai Hospital Discharge Survey
Allages ... iiiirnn i 6.9 6.6 64 6.5 6.7 64 6.3 6.4 .- --- .- .-
UnderB5vyears ..........cinvunvnnnn 5.7 5.5 54 5.6 5.6 55 5.4 5.5 --- R --- ..
Under15vyears .........ovvvvnunnnn 45 43 45 4.6 45 47 4.5 4.4
16—d4d vears ... ... i 5.1 4.9 47 49 49 49 4.8 4.8 .- ... - ..
4564 vears ... ... 7.4 7.1 7.0 7.2 73 6.9 6.9 7.1 .- .- .- -
B65vearsandover . ....... ... 9.4 8.9 8.7 8.7 9.0 8.6 8.6 8.6 --- . --- .-
Mate. ... ... i i 73 7.0 68 6.9 70 6.8 6.8 69 --
Fermale .. ........ ..oy 6.5 6.3 6.1 6.2 6.5 6.2 6.0 6.0 --- ... --- ---

demographic and other health-related information not available
from hospital records.

Data highlights

This report presents the latest available estimates of hos-
pital discharges and average days per hospital stay from the
NHDS and the NHIS. Estimates produced from both surveys
when viewed together provide a more complete description of
the changes in hospital utilization that have recently taken
P Jace amon g the hospitalized population.

Table 1 contains NHIS and NHDS quarterly estimates of
hospital discharge rates and estimates of average length of stay
per discharge by age and sex, beginning with the January-
March 1984 period and including the most recent quarterly

estimates available from each survey. Table 2 covers the period
from 198286 (1985 for the NHDS) and includes estimates
from both surveys of hospital discharge rates by age and sex. In
table 3, unadjusted and age-adjusted hospital discharge rates
for the years 1982-86 based on the NHIS are shown by sex,
race, family income, poverty level, respondent-assessed health
status, and geographic region. These estimates are only for
persons under 65 years of age, however, because of the pre-
viously mentioned underreporting problems associated with
the NHIS hospitalization estimates for the older populations.
Table 4 is included for comparative purposes only, showing
1983 and 1985 NHIS hospital discharge rates and estimates of
average length of stay for the population 65 years and over by
sex, race, family income, poverty level, respondent-assessed
health status, and geographic region. Table 5 shows 1982-86
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Figure 2. National Hospital Discharge Survey (NHDS) and National
Health interview Survey (NHIS) average length of stay in short-stay
hospitals: United States, 1980—-86

NHIS estimates and 198285 NHDS estimates of average
length of stay per hospitalization by age and sex. Table 6 con-
tains unadjusted and age-adjusted NHIS 1982-86 estimates oh
average number of days per hospital stay for persons under the
age of 65 years by sex, race, family income, poverty level,
respondent-assessed health status, and geographic region.

The “Technical notes™ contain a brief description of the
sample design, the methods used in estimation, and general
qualifications of the data for both surveys. The definitions of
terms used in this report can also be found in this section. A
detailed discussion of these items and the survey forms used to
coliect the data from both surveys have been published.!5-17

The 1986 NHIS hospital discharge rates and average length
of stay estimates are presented in tables 1-6, and the text pri-
marily focuses on a comparison between the 1983 and 1985
estimates, The 1985 estimates are highlighted instead of the
1986 figures because the 1985 estimates are available from
both surveys.

Table 2. Number of discharges from short-stay hospitails per 1,000 persons per year by sex and age based on data from the National Health
interview Survey and the Nationa! Hospital Discharge Survey: United States, 1982--86

National Health Interview Survey

Natronal Hospital Discharge Survey

Sex and age 1982 1983 1984 1985 1986 1982 1983 1984 1985 1986
Both sexes Discharge rate per 1,000 persons
Allages. .. . ... e e 139.8 140.3 133.6 1237 1180 167.9 167.0 158.5 147.9 ---
Under18years.. . ... .. .. ... ..o, 59.4 58.2 61.0 51.3 48.1 71.2 70.8 62.0 57.2 ---
UnderSyears.. . ... ... ... i, 91.4 90.1 96.7 81.4 73.8 115.9 116.8 101.5 94.7 R
B=ld years. ... ... ..ot 43.0 41.3 41.7 35.3 34.2 48.3 46.6 41.2 37.3 .-
15+44 years. .. ... oot e 125.1 122.7 1122 103.5 102.3 145.0 1403 132.2 125.1 .-
16=24 years..........iiiiiiiininiiiiin.. 113.1 115.2 1071 92.7 94.5 133.8 129.1 121.4 116.7 ---
25—84 YearS. ... ...t s 1323 127.0 1151 109.3 106.2 151.9 146.9 138.1 129.5 ---
A5—B4 Years. . .. ... e e 176.6 1728 160.6 1622 1420 1955 192.2 183.3 169.5 ...
45=B4 years. .. ... e 152.7 1383 1415 1416 1106 1743 167.0 158.3 146.2 ...
B5=B4 years. ... ... .. 200.8 206.6 179.8 183.0 1742 2170 2175 208.4 183.1 ---
B5 years and OVer. .. ... vttt 2996 321.7 3180 2815 2753 3988 4127 4004 3683 ---
B5~T74 years. ... ... . 265.1 280.7 2777 2474 236.8 3242 334.2 319.6 2949 .-
75 years and OVer. ... ... oiit e 356.7 3885 3826 3365 3373 5114 5294 520.1 476.5 .-
Male
Allages. ... ... e e 119.8 117.9 112.1 105.5 101.4 139.4 138.8 131.6 123.5 .-
Under1Bvyears ... ... ... .. i, 65.1 66.9 66.2 60.6 50.7 79.9 78.0 69.2 63.8 ..
UnderSvyears. ... ... .. ..o, 106.6 1074 1071 99.1 858 13289 1322 114.8 107.3 .-
S=T4 years. ........ccoiiiiinri e 43.7 45.4 441 40.0 31.8 52.8 50.8 45.2 40.8 .-
1644 years. ... ... i 82.8 73.9 65 1 57.6 62.2 87.4 84.3 79.6 75.4 ---
16-24 years. ... ... i e e 69.9 68 6 58.2 41.5 48.4 71.3 68.0 63.7 598 .-
2544 yearS. ... . 807 770 690 66.3 69.2 97.3 924.0 88.5 83.8 .-
45-B4 years ... ... .. e e 176.2 1786 1757 176.6 161.1 196.3 196.6 185.8 176.2 .-
45-54 years....... ... ... ... ... 139.3 1334 152.2 150.0 118.7 163.8 160.3 153.5 146.1 .-
55-B4 years. ............ i e 2150 225.7 2003 2044 2061 230.1 234.3 2194  207.6 ---
65 vyearsandover. . ...... ... 330.0 3447 3346 309.7 298.0 428.1 437.2 424.8 393.2 .-
B5—T74 years............. it o 3020 3123 2996 2734 2646 3533 3614 3452 319.9 .-
75 yearsand over. ........... ... 384.7 407.1 401.3 379.5 362.6 566.8 575.8 571.2 528.2 .-
Female
Allages. .. .. .. .. .. L. o oo 158 4 161.2 153.5 1408 1336 194.5 193.2 183.6 170.7
Under15vyears . ..... ... ... i 534 491 55.6 41.7 453 62.0 62.3 545 50.2 .-
Under 5 years ... 753 72.0 857 62.8 61.2 98 3 100.6 878 815 .-
B=ld years.. . . ... e ee e 423 37.0 394 30.4 36.8 435 421 371 33.6 .- -
15—44 years. . ... . .. .. ool 1656 1696 1577 147.6 141.0 201.0 1948 183.1 173 4
15-24 years . 1551 160 8 1550 1427 139.6 1956 1896 178.2 172.7
25—-44 years . . .. . ....... 1718 1746 1591 150.2 1417 2042 197.8 1858 1738
45-6d4 years.. ... ... ... ... 1769 1676 1470 1491 124.6 194 8 188.3 1809 163 4
45-54 years .. 165 3 144.8 1316 133.8 103.1 183.9 173.3 162.8 146.3 .-
55-64 years .... .... ... ...... 188 4 189.8 1620 164.1 146.0 2055 2028 198 6 180.2 .-
65 years and over. . 2786 3059 3065 2618 2594 3791 396.3 3839 3514 ---
65-74 years . . 2368 2564 2609 2271 2149 3019 3133 299.8 275.2 .-
75 years and over. .. 3406 3778 3717 311.5 3227 481 2 503.9 492.3 448.5 .-
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Table 3.

Unadjusted and age-adjusted number of discharges from short-stay hospitals per 1.000 persons per year under 65 years of age, by

selectad characteristics based on data from the National Heaith Interview Survey (NH1S): United States, 198286

Unadjusted drscharges

Age-adjusted discharges

Characteristic 1982 71983 1984 1885 1986 71882 1983 1984 1985 1986
Sex Discharge rate per 1,000 persons
LAY Y- Y 92.5 94.0 88.4 83.2 79.7 97.4 85.2 89.6 84.4 81.2
Female. . ... e s 137.0 139.8 1306 1224 1144 1395 140.7 131.2  123.0 11438
Race
W I, ittt it it neee i s 113.2 116.7 108.7 103.3 96.9 116.2 116.8 109.7 103.4 97.1
BlaCK « ittt e 131.8 1265 1194 1104 1049 142.9 136.1 127.8 118.5 111.4
Family income
Under $10,000. ... ...ttt 159.4 153.2 146.1 138.3  131.2 173.4 162.9 154.2 148.0 1405
Under$5.000 .. ... .0ttt 173.8 155.4 1446 1385 130.8 187.7 165.9 154.8 1499 1400
$5,000-89.999 ... ... .. e 150.5 151.7 1471 1399 1315 164.3 160.1 154.5 147.1 140.6
$10,000-819999 . ... . it 118.1 1179 1258 1174 1123 125.1 120.8 1288 121.1 115.9
$10,000-314899 . ... i 125.0 119.8 136.4 1227 1225 133.2 122.7 1393 126.1 127.5
$15,000-819,999 . ... i e 1121 116.2 116.3 113.0 103.6 1182 1183 1194 116.8 106.0
$20,000-834,8999 . ... ... e 102.5 1125 102.6 102.5 96.2 106.5 1145 104.7 105.8 928.1
S$20,000-324,989 . . ... ... i 107.3 1115 111.9 106.3 104.1 1121 1139 1134 1105 1053
S25,000-834,999 ... .. ... i 998.7 113.2 97.4 100.5 924 103.2 i14.8 99.7 103.3 94.8
$35,0000rmMOre. .. oiviiii i s 95.7 96.2 86.0 80.6 78.2 95.4 94.4 84.8 79.5 77.5
$35,000-848,999 . .. ... i e 93.5 99.5 86.7 85.3 78.1 93.7 98.9 86.6 85.2 78.4
S50,000 0rmoOre. .. ..ovie it 100.4 89.6 84.7 73.5 78.3 98.6 85.7 80.4 71.0 76.3
NHIS poverty index
Belowpoverty ine .. .......vveiinaananninns 154.2 140.1 145.6 1285 1285 177.1 161.0 1654 1504 148.1
Abovepoverty line ...t 110.4 114.8 105.2 100.7 926 113.6 1156.3 105.2 100.8 92.2
Assessed health status
Fxcellentorgood ........viiiviiriiiienniannn 89.4 90.9 83.5 79.5 75.2 g91.4 92.7 85.0 81.1 76.3
Excellent ... .o.unt i it 75.2 73.9 66.1 63.0 61.0 77.0 75.9 67.5 64.4 62.6
GO0 ot s 133.7 143.1 136.7 132.7 1206 1336 142.2 135.2 1300 1204
Fair OF POOF . o ottt et 438.1 4109 403.0 3915 3729 4220 3882 3938 3553 3389
[ 1SS 309.2 3019 297.3 2747 253.0 3106 303.7 310.7 2652 243.2
=T O 843.0 7282 7349 7214 7180 3768 2155 2558 2215 196.4
Geographic region

2= Y a4 s T T3 S 92.3 105.3 101.2 96.2 87.2 101.1 104.1 100.8 95.1 86.3
North Central/Midwest. . . ... .c.oiivvn v 119.1 1225 1171 105.7 98.9 1239 1243 1183 106.9 99.9
LT TV O 1350 133.0 117.7 113.3 1123 140.4 1350 1196 115.4 114.5
WWBST L ottt e e s 936 96.8 96.1 89.3 80.2 96.6 98.6 97.6 910 81.2

TAge agjusted by the direct method to the age distribution of the 1980 total civilian noninstitutionalized population of the United States lunder 15, 16-24, 25-44,

ana 4564 years).

Terms used in this report such as “‘similar” and *‘the same”
indicate that no statistical significance exists between the sta-
tistics being compared. Terms that relate to differences (such
as “"greater” or “‘less”) indicate that differences are statistically
significant. The r-test with a critical value of 1.96 (0.05 level of
significance) was used to test all comparisons that are discussed.
Lack of comment regarding the difference between any two
statistics does not mean that the difference was tested and
found to be not significant.

Hospital discharges

In the 2-year period since HCFA introduced its prospec-
tive payment system for medicare patients, the overall hospital
discharge rate from short-stay non-Federal hospitals dropped
from 167.0 discharges per 1,000 civilian population in 1983 to
147.9 discharges in 1985, a decline of about 11 percent ac-
cording to NHDS figures (table 2). The discharge estimates

from the NHIS, although lower, show about a 12-percent de-
cline over this same period.

Although the prospective payment system based on DRG’s
was initially developed for the population covered by medicare,
it was introduced during a period of time of substantial hospital
utilization decreases for each of the four major age groups.
Indeed, for children there was about a 19-percent reduction in
the discharge rate between 1983 and 1985 (from 70.8 to 57.2
discharges per 1,000 population under 15 years of age), the
largest decrease of any age group. The discharge estimates for
persons 65 years of age and over and all other age groups de-
clined at about the same rate (from 10 to 12 percent).

The overall hospital discharge rate is always higher for
females than for males because of the large number of women
in their childbearing years (15-44 years of age) who are hos-
pitalized for deliveries and other obstetrical conditions. Never-
theless, proportionately the rate of decline in discharges for
males and females during this period was also about the same
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Table 4, Number of discharges from short-stay hospitals per 1,000
persons per year and average length of stay for persons 65 years and
over, by seiected characteristics based on data from the National
Health Interview Survey (NHIS): United States, 1983 and 1985

Days per
All discharges hospital stay
Characteristic 1983 1885 1983 1985

Discharge rate Average

per 1,000 length of

Sex persons stay
Male .. R . 344 7 3097 97 84
Female . . L. 305.9 2618 92 9.0
Race
White .. .. .......... ..., 3169 2828 9.4 8.6
Black. .. .. e e e 384.1 280.5 10.3 10.0
Family income
Under $10.000 ...... ...... 3645 2853 93 9.5
$10.000-%$19,999 .. ........ 299.8 2758 96 8.5
$20.000-$34,999..... el 2389 2612 83 7.5
$35.0000rmore............. 300.1 268.7 7.9 7.5
NHIS poverty index
Below poverty hne, ... ... .. 367.0 3212 101 11.6
Above poverty hne. . ........... 3146 2722 91 8.0
Assessed health status

Excellentorgood ........... . 198.8 177.0 80 8.6
Excellent.. ....... ....... 1599 141.9 7.5 7.4
Good....... ..., 2440 21641 84 9.5
Fatrorpoor................... 5698 508.5 104 8.8
Fair........ ... ... 383.0 339.7 9.5 8.2

......... 940.7 876.9 11.2 9.2

Geographic region

Northeast. ................. 275.3 265.5 11.7 9.9
North Central/Midwest .. ......,. 323.9 280.1 8.8 8.9
South ... .. e e 367.6 306.8 9.3 8.8
West. . ... ... e 297 3 254.3 7.9 6.6

(from 138.8 to 123.5 and from 193.2 to 170.7 discharges per
1,000 males and females, respectively). Hospital discharges
also decreased between 1983 and 1985 at about the same rate
for men and women aged 65 years and over (437.2 to 393.2
and 396.3 to 351.4 discharges per 1,000 persons, respectively),

Table 3 shows the unadjusted and age-adjusted number of
short-stay hospital discharges per 1,000 persons for selected
sociodemographic and health-related characteristics. Because
the age distributions in the groups shown may differ consider-
ably, comparisons should be made by using the adjusted rates.
Age-adjusted data can be compared directly because the rates
assume identical distributions in broad age categories for all
groups. However, these adjusted or standardized rates do not
describe any actual population. They are meaningful only in
comparing other similarly adjusted rates. The unadjusted rates
are the actual ones, which should be used when describing the
hospital rates for the civilian noninstitutionalized population.
The procedure for the age adjustment by the direct method is
described in the “Technical notes.”

Table 3 contains hospital discharge data from the NHIS
only because, as previously mentioned, much of the sociodem-

ographic and health-related information contained in the table
is not available from the hospital records used by the NHDS to
obtain its information. Race, while available from both surveys
is included only from the NHIS. The NHDS cautions its us.
because race is not stated on approximately 9 percent of all of
the medical records the NHDS uses to obtain its information.

Data in table 3 are further limited to persons under 65
years of age because hospitalizations for persons 65 years of
age and over are not well reported in the NHIS. Elderly persons
are more likely to die or transfer to a long-term-care institution
between the hospitalization and the scheduled interview, and
as a result are not part of the population represented by the
NHIS household sample. In contrast, most persons under 65
years when discharged from the hospital return to a household,
and thus are part of the population whose experience is covered
by the NHIS household sample. Also, if a sample household
member is hospitalized at the time of the survey, other house-
hold members are less likely to be found at home to interview,
and the hospitalization is not represented in the survey. Al-
though this problem occurs for hospitalizations at all ages, it is
greater for hospitalized persons 65 years and over, because
there are usually fewer persons in their households to be po-
tential survey respondents.

The hospital discharge rate for black persons under 65
years exceeded that for white persons in all years. The rate of
decline in hospital discharges for black and white persons be-
tween 1983 and 1985 was similar, approximately 12.7 percent
and 11.5 percent, respectively (from 126.5 to 110.4 discharges
per 1,000 black persons and from 116.7 to 103.3 discharges
per 1,000 white persons).

Data for the 5 years covered in table 3 show a distinct
pattern of lower rates of hospital discharges associated with
higher levels of family income. In 1985, for instance, the age-
adjusted hospital discharge rate was about twice as high for
persons with family incomes under $10,000 compared with
family incomes of $50,000 or more (148.0 and 71.0 discharges
per 1,000 persons aged under 65 years).

Between 1983 and 1985, the (unadjusted) hospital dis-
charge rate declined about 9 percent for persons with family
incomes under $10,000 and about 18 percent for persons with
incomes of $50,000 or more. The differences between the
estimates over this 2-year period for most of the individual
income categories shown in table 3, however, are not statis-
tically significant.

The NHIS determinants for classifying persons above or
below the poverty level include three variables—family size,
number of children under 18 years of age, and family income.
The “Technical notes™ contain a description of this variable,
The change in the hospital discharge rates between 1983 and
1985 for the two poverty status categories included in table 3
mirrors the change found by family income categories.

Data on assessed health status result from asking respond-
ents to assess their own health and that of other family mem-
bers as excellent, very good, good, fair, or poor. The findins
that hospital discharges among persons considered in fair ¢
poor health far exceed the rate for persons in excellent or gooa
health is not surprising. Between 1983 and 1985, hospital dis-
charges (unadjusted) for persons aged under 65 years assessed
in excellent or good health declined about 13 percent. While
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Table 5. Average length of stay for persons discharged from short-stay hospitals by sax and age based on data from the National Heaith
Interview Survey and the National Hospital Dischargs Survey: United States, 1982-86

National Health Interview Survey

National Hospital Discharge Survey

Sex and age 7982 1983 1984 1985 1986 1982 1983 1984 1985 1986
Both sexes Average length of stay
Al BB o ot ittt e 7.4 7.3 7.2 6.7 6.6 7.1 6.9 6.6 6.5 .-
Under 15 years . .. oviuet e iia e iiia e 6.4 6.0 5.5 5.3 6.0 4.6 46 45 46 .-
UNder 5 years . .o vvevt i s 6.8 6.7 6.2 5.1 7.6 5.0 5.0 4.8 4.9 ---
Bl WBAIS © ittt e e e 6.0 5.1 4.6 5.5 4.2 4.1 4.0 4.0 4.1 ---
1884 YBArS . .. vttt e e s 5.8 5.5 5.7 5.0 5.3 5.1 5.0 49 4.8 -
1828 YeAIS . o vttt it it e s 4.8 4.4 4.5 43 4.0 4.5 44 4.2 4.2 ---
25=44 YRAIS . .ttt 6.3 6.1 6.3 5.3 5.8 5.5 54 52 5.1 ---
BB=B4 YOAIS . .\t ettt e e 8.4 8.4 8.4 8.0 6.8 7.8 7.6 72 7.0 .-
AB=B4 YRAIS . . .\ttt e e e 8.0 7.7 7.6 7.0 6.5 7.3 7.1 6.8 6.6 .-
BB=B4 YBAIS . .. vttt i e e 8.8 8.9 8.9 8.7 7.0 8.3 8.0 7.5 7.4 ---
BO Years and OVer. . ...\t i iie it e 9.6 9.4 9.2 8.7 8.5 10.1 9.7 8.9 8.7 ---
G5 =78 YOS . .ttt e et 9.8 9.1 9.1 8.4 8.7 9.6 9.2 8.5 8.2 .--
75 Years and OVer. ...\ v i ettt 9.4 9.9 9.3 9.1 8.3 10.6 10.2 9.3 9.2 ---
Male
All BGBS & o ittt ettt e i e 8.0 8.2 8.2 7.4 7.2 7.5 7.4 7.0 6.9 .-
UNder 18 years .. vuut i iee i ine e iriraa e 5.0 6.0 4.9 5.4 4.7 4.6 4.5 4.4 4.5 ---
UNGEr S YearS . v it veieaeennn iy 4.7 7.0 5.3 5.0 4.9 5.0 4.9 4.6 4.7 .-
BT YBBIS vt vttt e s 5.4 4.6 4.4 6.0 4.4 4.1 4.0 4.1 4.3 .--
188 YRAIS + vttt it e et e 7.2 7.3 7.4 5.9 6.9 6.3 6.2 6.0 6.1 ---
15— YRAMS . . . vttt e s 5.8 5.4 4.8 5.2 5.2 6.0 5.8 5.6 5.7 ---
25— YeAIS . v it e 7.8 8.3 8.7 6.2 7.5 6.4 6.3 6.2 6.2 ---
ABmB4 YRATS .ottt e e e 8.5 8.5 9.1 8.5 7.2 7.8 7.6 7.1 6.9 .-
BE=B4 YRAIS . . ittt e e e 7.6 8.2 7.5 6.9 6.8 7.3 7.1 6.7 6.5 -
BB B4 YEAIS . oottt et 9.1 8.7 10.4 9.8 7.4 8.1 7.9 7.4 7.3 ---
B5 vears and OVET ., .. i ottt e e e 10.1 9.7 9.5 8.4 8.5 9.8 9.6 8.8 8.4 .-
BE=74 YRaIS . . it e 10.2 9.6 9.6 8.6 9.4 9.4 9.1 8.4 8.1 ---
75 years and OVEF. . .ot vt e ittt ettt 10.1 10.0 3.3 8.1 7.1 10.3 10.2 9.3 8.8 .-
Female
Al BgeS .t ittt e e 7.0 6.7 6.6 6.3 6.1 6.8 6.6 6.3 6.2
Under 18 years . ..ot n st e it it e 8.2 6.0 6.2 5.0 7.5 4.6 46 46 46 .-
UNder 5 years . ..ottt ittt 9.8 6.3 7.3 5.2 11.6 5.1 5.1 52 53 .-
Bm1d YBAIS ittt s 6.6 5.7 5.0 4.7 38 4.0 41 39 38 --
1A YBAIS . . e e e e, 5.1 4.8 5.0 4.7 45 4.6 46 44 43 ---
1824 YBAIS . ottt et 4.3 4.0 44 41 3.6 40 39 38 37
25—44 YRAIS . i\ttt e e 5.6 5.2 5.3 5.0 5.0 5.0 5.0 48 4.6 .-
AB=B4 YRAIS . .\ o it e 8.4 8.3 7.6 74 6.3 8.0 76 72 71 .-
BB =5 YBAIS .\ i\ttt e e 8.3 7.3 7.8 7.1 6.1 7.3 70 69 6.7 ...
LT T - 1 - 8.5 9.1 7.4 7.6 6.5 8.5 81 75 7.5 ---
Bo years and OVEr. ... .ttt i e 9.2 9.2 9.0 3.0 86 10.3 9.8 g0 90 ---
BE=74 YearS . . .\ it e e e 2.4 8.6 8.7 8.2 8.1 9.7 93 85 83 ...
75 vears and OVEer . . ... u vttt it i e 9.0 9.8 9.3 9.9 9.1 10.8 102 93 94 .-

the rate of hospital discharges appears lower for persons in fair
health in 1985 than in 1983, this difference may be due to
sampling variation. Similarly, hospital discharges did not de-
cline significantly for persons under age 65 years who were
considered to be in poor health.

The distribution of hospital discharge rates by region is
quite similar for 1983 and 198S5: that is, the discharge rates
were higher in the North Central or Midwest and the South
regions in both years. The hospital discharge rates for the re-
gions with the highest rates declined about 14 percent between
1983 and 1985. The apparent difference in the hospital dis-
<harge rates for the same period for the West and Northeast
regions, in contrast, were within sampling variation.

Although it is recognized that the NHIS hospital discharge
estimates for older persons reflect a substantial undercount,
selected NHIS hospital discharge estimates for the older pop-

ulation group are nevertheless shown in table 4 to enable a
comparison between the 1983 and 1985 estimates for persons
under and over 65 vears of age. Among persons 65 years and
over living in the community, the hospital discharge rates be-
tween 1983 and 1985 declined about 11 percent for white per-
sons and about 27 percent for black persons while for persons
under 65 years. the decline was similar for white and black
persons, about 12 percent. Hospital discharge rates for per-
sons aged 65 years and over with family income under $10.000
declined about 19 percent while rates for persons of similar age
with incomes of $35.000 or more declined about 11 percent. In
contrast, among persons under 65 years of age the hospital
discharge rate for persons with family income under $10.000
declined about 9 percent and for those with family incomes of
$50.000 or more. the hospital discharge rate declined about 18
percent.
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Tabie 6.

Unadjusted and age-adjusted average length of stay for all discharges from short-stay hospitals among persons under 65 years of age,

by selected characteristics based on data from the National Health Interview Survey (NHIS): United States, 1982-86

Unadjusted average length of stay

Age-adjusted" average length of stay

Characteristic 1982 7983 1984 1986 1986 18982 7983 1984 7985 1986
Sex Days per hospital stay
Male. . . e e e e 7.1 7.5 7.6 7.0 6.7 6.9 7.2 7.2 6.3 6.5
Female. .. ... .o i e e 62 5.8 5.8 5.4 5.3 6.6 5.8 5.9 5.3 5.6
Race
WHItE ... . i e e 6.3 6.3 6.2 5.9 5.6 6.1 6.0 5.8 5.5 5.5
Black . .. e e 8.4 7.9 8.5 7.1 7.6 8.7 7.7 8.4 6.8 7.7
Family income
Under 310,000 . ... .. i e 7.8 7.5 8.3 7.7 5.5 7.9 7.3 8.0 6.9 5.5
Under $5.000 . .. ... o e 7.2 8.2 7.6 7.7 6.1 7.0 8.1 7.8 7.2 62
$5,000-89.999 ... ... ... 8.3 7.1 8.7 7.7 5.0 8.4 6.8 B.1 6.6 5.0
$10,000-818,999 . ... ... e i e 6.6 6.6 6.9 6.0 6.6 6.6 6.3 6.5 5.8 6.4
$10,000-814,899 . ... ... e 6.1 6.8 7.2 5.6 6.2 6.1 6.6 6.6 5.3 5.7
$15,000-819,999 . .. ... e 7.0 6.5 6.5 6.4 7.0 6.9 6.1 6.3 6.3 7.1
$20,000-834,999 . . . ... e e 6.1 5.5 5.4 5.5 5.8 6.1 5.5 5.1 5.3 5.9
$20,000-324,999 ... . ... e 6.2 5.7 5.3 5.6 5.6 6.3 5.5 5.0 5.1 5.7
$25,000-834,999 ... ... ... e 6.1 5.4 5.4 5.5 5.9 6.0 54 5.1 54 61
B3B.000 OFMOFe. . .o vttt it e e 5.5 6.2 5.1 5.3 4.8 5.3 6.1 5.1 5.0 4.7
$35,000-549,999 ... ... ... 5.3 6.4 5.2 5.2 4.7 5.1 6.3 5.2 5.0 4.5
B50,000 Of MOME. ..ot e 5.9 5.9 4.9 5.3 4.9 5.7 5.6 4.8 5.1 5.2
NHIS poverty index
Below poverty line . . ... ...t e 7.3 7.4 7.0 6.5 5.5 7.4 7.6 7.0 6.3 5.6
Above poverty ltne . . ... ... .. e e 6.4 6.2 6.2 5.9 5.7 6.4 6.1 5.9 5.6 5.7
Assessed health status

Excellentorgood ... ...ttt e e 5.3 54 5.2 5.0 4.7 55 5.4 52 5.0 4.8
Excellent .. ... .. . i e 4.6 5.0 4.6 4.4 4.3 4.7 5.1 4.7 4.5 4.3
GoOd . e e e 6.6 6.0 6.0 5.8 5.5 6.9 5.8 5.8 5.7 5.5

| YT o Yo Y P 9.7 9.4 9.5 8.6 8.5 a.1 8.1 9.1 7.5 9.8
- 11 PPN 8.2 8.2 9.4 8.3 6.7 8.0 8.1 9.0 7.6 6.6

P OO . i e e e e 11.4 10.8 9.7 9.0 104 10.8 10.6 9.4 7.5 156.3

Geographic regon

NOMtheast. . . .. .o i i et e e e 7.4 7.0 7.1 7.0 6.0 7.4 6.6 6.7 6.7 5.8
North Central/Midwest. .. ... ...ttt 6.7 7.0 6.7 6.3 6.0 6.4 6.6 6.6 6.0 6.0
SOUth . L e e e e 6.4 6.2 6.6 6.0 5.8 6.4 6.0 6.3 5.6 5.7
R 277 =13 S 5.8 6.0 5.2 4.7 5.4 6.0 6.0 5.1 4.4 5.6

TAge adjusted by the direct method to the age distribution of the 1980 total civillan noninstitutionalized population of the United States (under 15, 16-24, 2544,

and 4564 years).

Length of hospital stay

Table 5 contains the NHDS and NHIS estimates of aver-
age lengths of hospital stay by age and sex. Although the
NHDS and the NHIS data sets produce somewhat different
results for specific age and sex groups, both data sources reveal
longer stays among the older age groups and shorter stays for
females of childbearing age compared with males in the same
age group.

As mentioned previously, the overall average length of
stay for hospitalized patients has gradually declined since the
early 1970’s. The year-to-year differences, which are relatively
small, however, are seldom statistically significant. This is il-
lustrated in the 198385 period as well.

While the 1985 NHDS estimate of 6.5 days per hospital
discharge is significantly lower than the 6.9-day-per-stay aver-
age in 1983 (about 6 percent), the apparent decline in NHIS
corresponding length of stay estimates during this 2-year period

is not statistically significant. Both the NHDS and the NHIS
length-of-stay estimates were significantly lower in 1985 than
in 1983, however, for males 45~-54 years, 65 years and over,
and 75 years and over.

Although there is a high level of general agreement between
the two surveys, within the specific age and sex groups there
are some different findings. Based on the NHIS, hospital stays
for children under 5 years of age were significantly shorter, for
example, declining from 6.7 days in 1983 to 5.1 days in 1985.
The NHDS length-of-stay estimates for chiidren these ages,
however, did not indicate a significant decline. Differences
were also noted in the NHDS and NHIS length-of-stay esti-
mates among males 15-44 years of age. According to NHIS
figures, the average length of a hospital stay among males these
ages declined about 19 percent between 1983 and 1985; the
corresponding NHDS rates remained virtually unchanged.

Table 6 shows unadjusted and age-adjusted average lengths
of stay per hospital discharge for selected sociodemographic
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and health-related characteristics. The table is similar to table 3
in that it only contains data from the NHIS for persons under
15 years. This table shows an inverse relationship between

.mily income and length of hospital stay even after adjusting
for age. In 1985, for example, the age-adjusted figures show
that persons under 65 years of age with family incomes under
$10,000 averaged 6.9 days per hospital stay while those with
family incomes at $35,000 or more averaged 5.0 days. Between
1983 and 1985, the (unadjusted) average-length-of-stay esti-
mates were about the same for persons these ages whose family
income was less than $10,000 while for persons reporting in-
comes at $35,000 or above, the rates declined about 15 percent.

An inverse relationship is also found in the length-of-stay
estimates by respondent-assessed health status. The length-of-
stay estimates for persons in poor health declined about 17
percent between 1983 and 1985, from 10.8 to 9.0 days. This is
the only health status categery in which the 1985 estimate was
significantly lower than the 1983 estimate. Similarly, the West
was the only region of the country where the 1985 estimate for
average length of a hospital stay was significantly different
from the 1983 estimate. Specifically, the length-of-stay esti-
mates for the West region declined over 20 percent during this
period, from 6.0 to 4.7 days per hospital stay.
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Technical notes

National Hospital Discharge Survey methodology

Source and description of data

The National Hospital Discharge Survey (NHDS) samples
the records of inpatients discharged from noninstitutional hos-
pitals, exclusive of military and Veterans Administration hospi-
tals, located in the 50 States and the District of Columbia.
Only hospitals with six beds or more for patient use and those
in which the average length of stay for all patients is less than
30 days are included in the survey. Discharges of all patients
from Federal hospitals are excluded. In this report, discharges
of newborn infants are also excluded.

The Master Facility Inventory of Hospitals (MFI) is the
universe from which the NHDS sample is drawn. The original
universe for the survey consisted of 6,965 short-stay hospitals
contained in the 1963 MFI. New hospitals were sampled for
inclusion in the survey in 1972, 1975, 1977, 1979, 1981, 1983,
and 1985.

The number of hospitals participating in the survey varies
from year to year, as do the number of abstracts of medical
records provided by participating hospitals. This is because
each year some of the sampled hospitals refuse to participate in
the survey or are found to be out of scope either because they
have gone out of business or fail to meet the definition of a
short-stay hospital. In all, 558 hospitals were sampled in 1985.
Of these hospitals, 82 refused to participate, and 62 were out
of scope. The 414 participating hospitals provided approxi-
mately 194,000 abstracts of medical records.

The medical record data consist of items relating to the
personal characteristics of the patient, including birth date,
sex, race, and marital status but not name and address; ad-
ministrative information, including admission and discharge
dates, discharge status, and medical record number; and med-
ical information, including diagnoses and surgical and nonsur-
gical operations or procedures. Since 1977. patient zip code.
expected source of payment, and dates of surgery have also
been collected.

Sample design

All hospitals with 1,000 beds or more in the universe of
short-stay hospitals are selected with certainty in the sample.
All hospitals with fewer than 1,000 beds are stratified, the
primary strata being 24 size-by-region classes. Within each
primary strata, the allocation of the hospitals is made through a
controlled selection technique so that hospitals in the sample
are properly distributed with regard to type of ownership and
geographic division. Sample hospitals are drawn with proba-
bilities ranging from certainty for the largest hospitals to 1 in
40 for the smallest hospitals.

Until 1985, all sample discharges were selected using the
daily listing sheet of discharges as the sampling frame. These
lischarges were selected by a random technique, usually on the
basis of the terminal digit or digits of the patient's medical
record number. The within-hospital sampling ratio for selecting
sample discharges varied inversely with the probability of se-
lection of the hospital. The sample selection and abstraction of

data from the face sheet and discharge summary of the medical
records were performed by the hospital staff or by representa-
tives of the National Center for Health Statistics (NCHS),
after which the compieted forms were forwarded to NCHS for
coding, editing, and weighting procedures.

In 1985, there were two data coilection procedures used
by the NHDS. The first was the traditional manual system of
sample selection and data abstraction previously described.
The second was an automated method used in approximately
17 percent of the sample hospitals that involved the purchase
of data tapes from commercial abstracting services. For the
automated hospitals. tapes containing machine-readable med-
ical record data are subject to NCHS sampling, editing, and
weighting procedures. A detailed description of the automated
process is to be published.

Presentation of estimates

Statistics produced by NHDS are derived by a complex
estimating procedure. The basic unit of estimation is the sample
inpatient discharge abstract. The estimating procedure used to
produce essentially unbiased national estimates in NHDS has
three principal components: inflation by reciprocals of the
probabilities of sample selection, adjustment for nonresponse,
and ratio adjustment to fixed totals. These components of es-
timation are described in appendix I of two earlier publica-
tions.18.19

As in any survey, results are subject to nonsampling or
measurement errors, which include errors resulting from hos-
pital nonresponse, missing abstracts, information incompletely
or inaccurately recorded on the abstract forms, and processing
errors. For example, the age and sex of the patient are not
stated on the hospital records for about one-half of 1 percent of
the discharges. Imputations of these missing items are made by
assigning the patient an age or sex consistent with the age or
sex of other patients with the same diagnostic code.

If the dates of admission or discharge are not given and
cannot be obtained from the monthly sample listing sheet trans-
mitted by the sample hospital, a length of stay is imputed by
assigning the patient a length of stay characteristic of the stays
of other patients of the same age. About one-tenth of 1 percent
of the records are missing the date of admission or discharge.

National Health Interview Survey methodology

Source and description of data

The National Health Interview Survey (NHIS) is a con-
tinuous, cross-sectional, nationwide survey conducted by house-
hold interview. Each week a probability sample of households
is interviewed by personnel of the U.S. Bureau of the Census
(as agents for NCHS) to obtain information on the health and
other characteristics of each member of the household.

The population covered by the NHIS is the civilian, resi-
dent, noninstitutionalized population of the United States living

NOTE: A list of references follows the text.
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at the time of interview. The sample does not include persons
residing in nursing homes, members of the Armed Forces, in-
stitutionalized persons, or U.S, nationals living abroad.

The completion rate for the survey has been between 96
and 98 percent over the years. The interviewed sample for
1985 was composed of 34,844 households containing 91,531
persons. The total noninterview rate for the basic health and
demographic household questionnaire was 4.3 percent—2.6
percent was due to respondent refusal and the remainder was
primarily due to an inability to locate an eligible respondent at
home after repeated calls.

The NHIS questionnaire contains two major parts: The
first consists of topics that remain the same from year to year.
Among these topics are the incidence of acute conditions, the
prevalence of chronic conditions, persons limited in activity due
to chronic conditions, restriction in activity due to impairment
or health problems, and utilization of health care services in-
volving physician care and short-stay hospitalization. The sec-
ond part consists of questions on special health topics that
change each year.

Sample design

The sample of the NHIS follows a multistage probability
design that permits a continuous sampling of the civilian non-
institutionalized population residing in the United States. The
survey is designed so that the sample scheduled for each week
is representative of the target population and the weekly sam-
ples are additive over time. In 1985, the NHIS adopted several
new sample design features although, conceptually, the sam-
pling plan remained the same as the previous design. The
major changes included (a) reducing the number of primary
sampling locations from 376 to 198 for sampling efficiency,
(&) oversampling the black population to improve the precision
of the statistics, (¢) subdividing the NHIS sample into four sep-
arate representative panels to facilitate linkage to other NCHS
surveys, and (d) using an all-area frame not based on the de-
cennial census to facilitate NCHS survey linkage and to con-
duct NHIS followback surveys.

The first stage of the sample design consists of drawing a
sample of primary sampling units (PSU’s) (376 prior to 1985
and 198 PSU’s afterward) from the universe of 1,900 PSU’s.
Beginning in 1985, the 52 largest PSU’s, referred to as self-
representing PSU's, are selected into the sample with certainty.
The other PSU’s. referred to as non-self-representing PSU’s,
are clustered into 73 strata, and 2 sample PSU’s are chosen
from each stratum with probability proportional to size.

For purposes of this discussion, the remaining stages can
be combined. Ultimately, these “second stage’ units, or seg-
ments, are defined so that within each, all occupied households
are targeted for interview.

Prior to 1985, three types of segments were used: (a) area
segments. which are defined geographically; (b) list segments,
using 1980 census registers as the frame: and (¢) permit seg-
ments, using updated lists of building permits issued in sample
PSU's since 1980. In the 1985 design, only two types of seg-
ments within a PSU are used: area segments. containing an
expected eight households, and permit segments, containing an
expected four households.

Presentation of estimates

Because the design of NHIS is a complex multistage prob-
ability sample, it is necessary to reflect these complex pro
cedures in the derivation of estimates. The NHIS estimates
presented in this report are based upon sample person counts
for each year weighted to produce national estimates. The
weight for each sample person is the product of four component
weights: probability of selection, household nonresponse ad-
justment within segment, first-stage ratio adjustment, and post-
stratification by age, sex, and race.

The main effect of the ratio-estimating process is to make
the sample more closely representative of the target population
by age. sex, race, and residence. The poststratification adjust-
ment helps to reduce the component of bias resulting from
sampling frame undercoverage; furthermore, this adjustment
frequently reduces sampling variance.

Because NHIS estimates are based on a sample, they may
differ somewhat from the figures that would have been obtained
had a complete census been taken using the same survey and
processing procedures. To the extent possible, sampling and
nonsampling errors are kept to a minimum by methods built
into the survey procedures.

NHIS hospital discharge data are based on hospital dis-
charges reported to have occurred within 6 months of the week
of interview. Analysis has shown that there is an increase in
underreporting of hospitalizations with an increase in the time
interval between the discharge and the interview. The under-
reporting of discharges within 6 months of the week of inter-
view is estimated to be about 5 percent.2? Because hospitaliza-
tion is common in the period immediately preceding death or
institutionalization and older persons are much more likely to
die than younger ones, the underrepresentation for this specific
NHIS estimate of elderly persons in particular may be sizable.

Descriptive material on data collection, field procedures,
and questionnaire development in NHIS have been published
as well as a detailed description of the sample design, estima-
tion procedure, and qualifications of the data.!417

Age-adjusted rates

This report includes data that have been adjusted by the
direct method to the age distribution of the selected standard
population, in this case the 1980 total civilian noninstitution-
alized population of the United States. Age adjustment by the
direct method is accomplished by multiplying the age-specific
rate for each age group by the population for the corresponding
age group in the standard population. The cross products of the
multiplications are summed and divided by the total of the
standard population to obtain the age-adjusted rate. Four age
groups were used for the age adjustment in this report: under
15, 15-24, 25-44, and 45-64 years.

Sampling errors

The standard error is a measure of the sampling variability
that occurs by chance because only a sample, rather than a
entire universe, is surveyed. The chances are about 68 out of

NOTE" A list of references follows the text.
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100 that an estimate from the sample would differ from a com-
plete census by less than the standard error. The chances are
‘bout 95 out of 100 that the difference would be less than twice
.he standard error and about 99 out of 100 that it would be less
than 2% times as large. The relative standard error of the
estimate is obtained by dividing the standard error by the esti-
mate itself and is expressed as a percent of the estimate. Rela-
tive standard errors of estimated numbers of hospital discharges
are shown in table I. The standard errors for average lengths of
stay are shown in table II. Table III contains estimated numbers
of discharges based on the NHDS and the NHIS to enable
interested readers to derive approximate standard errors of the
rates presented in this report.

Definitions of terms

Hospital

NHDS— Short-stay special and general hospitals having
six beds or more for inpatient use and an average length of stay

Table |. Approximate relative standard errors (in psrcent) of
estimated numbers of hospital discharges based on data from the
National Hospital Discharge Survey and the National Health
interviaw Survey: Unitad States, 1983 and 1985

National National
Hospital Health
Discharge Interview
Survey Survey
Size of estimate 71983 1985 1983 1985

Relative standard error

500,000 .........coiiiiiiiiian, 4.8 4.0 11.5 13.0
1.000.000.............. ... 4.2 3.5 8.2 9.2
1.800.000.........coiiii 3.9 3.3 6.7 7.5
2000000.........000iia 3.7 3.1 5.8 6.5
3.000000........0..0iiiunn 3.5 29 4.7 5.4
4.000000.........c.0cviiininn 3.3 2.8 4.1 4.7
5.000000............0c0i.. 3.2 2.7 3.7 4.2
10.000.000. ... 2.8 z.4 2.7 3.0
15.,000,000...........coc0iun 2.8 2.3 2.2 25
20.000.000..... ...t 2.7 2.2 1.9 2.2
30.000,000...........cohn 25 2.1 1.8 1.8
40.000,000.............covunn 2.5 2.1 1.4 1.6
Table II.

of less than 30 days. Federal hospitals and hospital units of
institutions are not inctuded.

NHIS— Any institution that is named in the listing of
hospitals maintained by the American Hospital Association as
a general hospital: maternity hospital: eve, ear, nose, and throat
hospital; children’s hospital: or osteopathic specialty hospital.
Hospital departments of an institution may be included.

Patient/inpatient

NHDS—A person who is formally admitted to the in-
patient service of a short-stay hospital for observation. care.
diagnosis, or treatment. Infants admitted on the day of birth.
directly or by transfer from another medical facility. with or
without mention of disease. disorder, or immaturity. are in-
cluded.

Hospital discharge

NHDS—The formal release of a patient by a hospital; that
is, the termination of a period of hospitalization by death or by
disposition to place of residence, nursing home, or another
hospital.

NHIS—The completion of any continuous period of stay
of 1 night or more in a hospital as an inpatient.

In this report, all newborn infants, defined as those ad-
mitted by birth to the hospital, are excluded from the NHDS
estimates whereas all well newborn infants admitted by birth to
the hospital are excluded from the NHIS estimates.

Hospital discharge rate

NHDS—The ratio of the number of hospital discharges
during a year to the number of persons in the civilian popula-
tion on July 1 of that year.

NHIS—The ratio of the number of hospital discharges
during a year to the average number of persons in the civilian
noninstitutionalized population of the United States for that
year.

Length of hospital stay

NHDS—The total number of days accumulated by a pa-
tient at time of discharge. For patients admitted and discharged

Approximate standard errors of average lengths of stay by number of discharges based on data from the National Hospital Discharge

Survey and the National Health Interview Survay: United States, 1983 and 1985

NHDS average length of stay

NHIS average length of stay

4 & 8 10 4 [ 8 10
Number of discharges days days days days days days davs days
1983 Standard error in days
800000 ... i e 0.2 0.2 0.3 0.4 08 1.0 12 1.3
1,000,000, ... e e 0.2 0.2 0.3 0.3 0.6 07 08 0.9
5.000.000. ... . e 0.1 0.2 0.2 0.3 0.3 0.3 0.4 0.4
10.000,000. .. ..ot i e e e 0.1 0.2 0.2 0.2 0.2 02 0.3 0.3
30,000,000, .. ... i i e 0.1 0.1 0.2 0.2 0.1 01 0.2 0.2
1985
JOO00 .o e e e e e 0.1 0.2 0.3 0.3 0.8 09 12 1.4
1,000,000, ..t e e e e 0.1 0.2 0.2 03 06 08 09 11
5.000.000. ... ...ttt 0.1 0.1 0.2 0.2 04 0S5 05 0.8
10.000.000. ... it e 0.1 0.1 0.2 0.2 03 05 06 0.8
30.000,000. .. oot e e 0.1 0.1 0.1 0.2 03 05 08 0.8
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Table ill. Number of discharges from short-stay hospitals by sex and age based on data from the National Health Interview Survey and the
National Hospital Discharge Survey: United States, 1982-86

National Health Interview Survey National Hospstal Discharge Survey

Sex and age 71982 1983 1984 1985 1986 1982 7983 71984 1885 1986
Both sexes Number 1n thousands
All ages .. .. e R 31746 32,176 30,931 28,917 27,895 38593 38783 37,162 35,056 .-
Under 15 years . R . 3,040 3,000 3.146 2.657 2,499 3.654 3,654 3.208 2,972 .-
Under 5 years 1,683 1.609 1,747 1,465 1.341 2,014 2.082 1,809 1,708 ---
5-14 years .. 1,458 1.391 1399 1,192 1,158 1,640 1,672 1,399 1,264 .-
15—44 years . .. R 13,297 13.212 12,267 11,430 11,469 15.554 15,269 14,533 13,966 ...
15-24 years . .. . .. . .o . 4,548 4.566 4181 3,561 3.580 5.439 5,167 4,762 4,521 ---
25-44 years . .. .. . . 8 749 8.646 8.086 7,869 7,888 10,115 10.102 9,771 9,445 .-
45-64 years .. e 7.801 7.634 7.113 7,219 6,345 8,688 8,558 8,185 7.610 ---
45-54 years . ...... ........ .. 3.401 3.089 3,146 3,168 2,507 3.893 3.725 3.545 3.298 .-
55-64 years . e e R 4,400 4.545 3.966 4,051 3.838 4,795 4,833 4,650 4,312 .-
65 years and over .. .o 7.607 8.330 8,405 7.612 7,682 10,687 11,302 11,226 10,508 ---
65—-74 years .... .... R 4,197 4,504 4,523 4,129 4,023 5,231 5,468 5,353 5,011 .-
75 years and over ...... e .. 3.410 3.826 3.881 3,483 3.558 5,466 5.834 5,874 5,497 ---
Male
Allages . ...  ........ . AV 13,125 13,051 12,5642 11,903 11,689 15470 15,573 14,898 14,160 .
Under15 years . ...... ...... N 1,703 1,762 1,746 1,604 1,350 2,098 2,084 1.831 1,698 .-
Under 5 years ... ...... e 945 981 991 913 798 1,181 1,206 1,046 980 .-
S5—-1dvyears.... ....oeevneinn. S 757 781 755 631 551 917 878 785 708 .-
15—44 years ..... e e e 4,310 3,902 3.494 3.114 3.423 4,615 4,524 4,305 4,153 .-
15~24 years ... ..... ........ .. 1.388 1.346 1,126 787 906 1,441 1,356 1,241 1,163 e
25-44 years ......... e 2,922 2,556 2.367 2,326 2,517 3.173 3,167 3,064 3,000 .-
45-64 years . ... ... . 3,690 3.742 3.692 3,747 3.432 4,143 4,159 3,964 3.776 .-
45-54 years ...  ........... e 1.494 1.426 1.632 1,624 1.301 1,768 1.728 1,666 1,596 -
55-64 years ... ...... ..... L 2,196 2,316 2,060 2,123 2,132 2,375 2.431 2,298 2,179 .-
65 years and over . ...... e 3,422 3.644 3.610 3.439 3,384 4,614 4,806 4,793 4,533 .-
65-74 years ... ..... ... Lo 2,074 2,176 2,120 1,999 1,982 2,475 2,568 2,526 2,389 ---
75 years and over . .... ....... .. 1,348 1,468 1,490 1.440 1.402 2.139 2,238 2,274 2,145 ---
Female
Aflages ..............ouun. e 18,621 19,125 18,389 17,014 16.306. 23,123 23,210 22,263 20.896 ...
Under1Svyears ............... e 1,338 1,238 1.401 1,053 1,150 1,556 1,870 1,377 1.274 .-
UnderSvears ........... ...... S 637 628 756 552 543 834 876 764 718 .-
514 years ...... e e 701 610 645 501 607 723 694 614 556 ---
15—484 Years ... ... e 8,987 9,310 8,774 8,316 8,046 10,939 10,745 10,228 9,813 .-
15-24 years ............ e 3,160 3.220 3.055 2,773 2.674 3.997 3.810 3.521 3.368 ---
2544 YeBIS . ... e 5.827 6,090 5,719 5,543 5,371 6,942 6,934 6,707 6.445 .-
45-64 years . ... ... 4,111 3.891 3.420 3.473 2,913 4,545 4,400 4,231 3.834 .-
4554 YEBIS ... ..t e 1,907 1,663 1,514 1.545 1,206 2,125 1,987 1,879 1,701 ..
B5-B4 years ... .......... ..., 2,204 2,229 1,907 1,828 1,707 2,420 2,402 2,352 2,132 .-
65 years and over . . e e 4,184 4,686 4,795 4,173 4,198 6,083 6.496 6,427 5.975 .-
65-74 years ......... e 2,123 2,328 2,403 2,130 2,041 2.757 2,901 2,826 2,623 .-
75 years and over...... o N 2,062 2,358 2,391 2,043 2,157 3,327 3.595 3.600 3.352 .-

NHIS—The person’s age on the birthday prior to the in-
terview.,

on different days, it includes all days from (and including) the
date of admission to (but not including) the date of discharge.
A stay of less than 1 day (patient admission and discharge on
the same day) is counted as 1 day.

NHIS—The duration in days, exclusive of the day of dis-
charge, of a hospital stay. Stays for patients admitted and
discharged on the same day are not counted.

Race

NHIS—The population is divided into three racial groups;
“white,” “black.” and ““all other.” *‘All other” includes Aleut,
Eskimo, or American Indian; Asian or Pacific Islander: and
any other races. Race characterization is based on the respond-
Average length of stay ent’s identification of his or her racial background.

NHDS and NHIS—The total number of hospital days

accumulated at time of discharge by patients discharged. di-
vided by the total number of hospital discharges.
Age

NHDS—The patient’s age on the birthday prior to admis-
sion to the hospital inpatient service.

Income of family or of unrelated individuals

NHIS—Each member of a family is classified according
to the total income of the family of which he or she is a member.
Within the household, all persons related to each other by
blood. marriage. or adoption constitute a family. Unrelated
individuals are classified according to their own incomes.
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The income recorded is the total of all income received by
members of the family (or by an unrelated individual) in the
-month period preceding the week of interview. Income from
sources— for example, wages, salaries, rents from property,
pensions, and help from relatives—is included.

Respondent-assessed health status

NHIS—The categories related to this concept result from
asking the respondent, “*Would you say _ _ ___"s health is
excellent, very good, good. fair, or poor?” As such, it is based
on a respondent’s opinion and not directly on any clinical
evidence.

Poverty

NHIS—Families and unrelated individuals are classified
as being above or below the poverty level using the poverty
index originated at the Social Security Administration in 1964
and revised by Federal Interagency Committees in 1969 and
1980. The poverty index is based solely on money income and
does not reflect the fact that many low-income persons receive
noncash benefits such as food stamps, medicaid, and public
housing. The index is based on the Department of Agriculture’s
1961 economy food plan and reflects the different consump-
tion requirements of families based on their size and composi-
tion. The poverty thresholds are updated every year to reflect
changes in the Consumer Price Index. Because NHIS data on

family income are collected by income categories rather than
specific amounts of money, the NHIS estimates of persons
living in poverty will vary slightly from the Current Population
Survey estimates.

Geographic region

NHIS—The States are grouped into four regions that cor-
respond to those used by the U.S. Bureau of the Census as
follows:

Regron States included-—

Maine, Vermont, New Hampshire, Mas-
sachusetts, Connecticut, Rhode Island,
New York, New Jersey, and Pennsyl-
vama.

Northeast.. . ...

North Central or
Midwest. ... .. Ohio, lilinots, Indiana, Michigan, Wis-
consin, Minnesota, lowa, Missour,
North Dakota, South Dakota, Kansas,
and Nebraska.

Delaware, Maryland, District of Colum-
bia, West Virgimia, Virginia, Kentucky,
Tennessee, North Carolina, South Caro-
lina, Georgia, Florida, Alabama. Missis-
sippl. Loutsiana, Oklahoma, Arkansas,
and Texas.

Washington, Oregon, California, Nevada,
New Mexico, Arizona, Idaho, Utah, Col-
orado, Montana, Wyoming, Alaska, and
Hawai1,

Symbols

- - - Data not available

Category not applicable

- Quantity zero

0.0 Quantity more than zero but less

than 0.05

Z Quantity more than zero but less
than 500 where numbers are
rounded to thousands

Figure does not meet standard of
reliability or precision

Figure suppressed to comply with
confidentiality requirements

*U.S. Government Printing Office: 1995 — 386-952/20005
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