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Advance

Data

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

Office Visits for Diabetes Mellitus: United States, 1989

by Susan M. Schappert, M.A., Division of Health Care Statistics

During the 12-month period from
March 1989 to March 1990, there
were an estimated 13.2 million visits
made to nonfederally employed,
office-based physicians in the United
States, at which the principal, or
first-listed diagnosis was diabetes
mellitus. An additional 8.7 million
visits included diabetes mellitus as the
second- or third-listed diagnosis.

This report presents national
estimates pertaining to diabetes-
related office visits.! These estimates
are based upon data collected in the
National Ambulatory Medical Care
Survey (NAMCS), a national
probability sample survey conducted
by the Division of Health Care
Statistics of the National Center for
Health Statistics, Centers for Disease
Control. Statistics are presented on
patient, physician, and visit
characteristics for visits with a
diagnosis of diabetes mellitus.

A copy of the Patient Record, the
survey instrument used by
participating physicians to record
information about their patients’
office visits, is shown in figure 1. In
item 10 of the form, physicians are

1t should be notcd that the 1989 NAMCS
added Alaska and Hawaii to the survey popula-
tion. Previous vears of data excluded these states.

requested to record a principal
diagnosis (the diagnosis most closely
associated with the patient’s most
important reason for visit) as well as
any other significant current
diagnoses. Up to three diagnoses are
coded and classified according to the
International Classification of Diseases,
Ninth Revision, Clinical Modification
(ICD-9-CM) (1) for each visit. This
report will focus primarily on the
estimated 13.2 million office visits in
which the patient’s principal diagnosis
was recorded as diabetes mellitus.

It is necessary to keep in mind
that the estimates presented in this
report are based on a sample, rather
than on the entire universe of office
visits, and, as such, they are subject to
sampling variability. The technical
notes found at the end of this report
discuss briefly the sample design,
sampling errors, and guidelines for
use in evaluating the precision of
NAMCS estimates. Two publications
are also available that summarize
general findings from the 1989
NAMCS (2,3), and additional
publications on selected topics will be
forthcoming.

Patient characteristics

More than half (57.5 percent) of
the estimated 13.2 million office visits

with a principal diagnosis of diabetes
mellitus were made by females, and
the overwhelming majority

(86.3 percent) were made by persons
aged 45 years and over (table 1).
More than three-quarters

(79.3 percent) of the visits were made
by white persons.

The overall visit rate for visits
with a principal diagnosis of diabetes
mellitus was 5.4 visits per 100 persons
per year; visit rates were not found to
differ significantly for males and
females or for white persons and
black persons. (Statistical
comparisons with other race groups
were not possible in this survey due
to the very low estimates of visits
obtained for these groups.)
Furthermore, visit rates by age, sex,
and race were not found to differ
significantly from those reported for
visits with a principal diagnosis of
diabetes mellitus since 1975 (4,5).

Visit rates rose with age,
however, with significant increases
noted for those in the 45-64 years
category and the aggregated 65 years
and over category. (Rates were not
significantly different between those
in the age groups 65-74 years and 75
years and over.) Increasing visit rates
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Figure 1.

by age were observed for both
females and males (figure 2).
Age-related increases in visits for
diabetes mellitus are further
evidenced in the distribution of
physician diagnoses among older age
groups. For all office visits made by
persons aged 45-64 years and 65-74
years, diabetes mellitus was the
second most frequently reported
principal diagnosis, after essential
hypertension, accounting for
3.1 percent of the diagnoses among

those 45-64 years of age and
4.8 percent of the diagnoses among
those 65-74 years of age. For visits
made by persons aged 75 years and
over, diabetes mellitus was the third
most frequently reported principal
diagnosis after essential hypertension
and cataract and accounted for
4.3 percent of the diagnoses in this
age group (3).

Patient characteristics of visits
with a principal diagnosis of
diabetes mellitus were found to

* U.S. GOVERNMENT PRINTING OFFICE: 1989-226-197

differ in one major respect from
those characteristics noted in the
aggregate of all other visits. While
the distribution of office visits by
sex and by race was not found to
differ significantly for each of the
two groups, differences in the
proportions of visits by age
category were noted. Specifically, a
significantly higher percent of visits
with a principal diagnosis of
diabetes mellitus was made by
persons in each age category after
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Table 1. Number, percent distribution, and rate of visits with a principal diagnosis of

diabetes mellitus to ambulatory care physicians by patient’s age, sex, and race:

United States, 1989

Number of Visit rate
visits Percent per 100
Patient charactenistic in thousands distribution persons
Allvists ... ...... . ..., 13.237 100.0 5.4
Age
lessthan25years ........ *261 *2.0 *0.3
25-34years. . ........... *504 *3.8 *1.2
35-44vyears. ............ 1.050 7.9 29
45-54years. . ... ... 1,593 12.0 6.5
55-64years. . ........... 2,948 223 13.8
65-74years. . ........... 4.002 30.2 22.4
75 yearsandover......... 2.878 21.7 253
Sex
Female................ 7.617 5§7.5 6.1
Lessthan25vyears . ....... *132 *1.0 *0.3
25-34years. ... ... ... .. *297 2.2 *1.4
35-44years. . ........... *447 *3.4 *2.4
45-54years. . ... ... ... .. 942 71 7.4
55-64vyears. .. .......... 1.606 1241 14.2
65~74years. ............ 2,377 18.0 24.0
75yearsandover......... 1.817 13.7 25.3
Male ................. 5,619 425 48
Lessthan25years . ....... *129 1.0 0.3
25-34vyears. .. .......... *207 *1.6 *1.0
35-44vyears. . ........... 604 4.6 3.4
a5-54vyears. . ........... 652 4.9 5.4
55-64years. . ....... ... 1.342 10.1 13.3
65-74vyears. . ........... 1,625 12.3 20.5
75yearsandover......... 1,060 8.0 25.2
Race
White. . ............... 10,497 79.3 5.1
Lessthan25years ........ *253 *1.9 *0.3
25-34vyears. . ........... v470 *3.6 "1.3
35-44years. . ........... 716 5.4 23
45-54vyears, . .. ... 1,122 8.5 53
S5-64years. . ........... 2.296 173 12.2
65~74vyears. ... ... 3,239 245 20.3
7S5yearsandover. . ....... 2.401 184 23.2
Black . . ............... 1.939 14.7 6.5
Lessthan25years . ....... - - -
25-34vyears. . ........... “8 *0.1 *0.2
35-44years. . ........... *238 *1.8 *6.1
45-S4wyears. ... ... .. .... *310 *2.3 *12.0
55-64vyears. ... ......... 569 4.3 268
65-74years. . ........... *482 *3.6 *31.2
75yearsandover......... *332 25 *36.6
Asian/Pacific Islander . . . . ... *380 *2.9
American Indian or Alaskan
Native................ *29 *0.2
Unspecified . ., ........... *391 3.0
Geographic region
Northeast . ............. 2.175 16.4 4.4
Midwest .. ............. 3.828 28.9 6.4
South, . ............... 4,425 334 53
West ................. 2,809 21.2 4.7

1
Number of visits per 100 persons per year. Based on U.S. Bureau of the Census estimates of the civian noninstdutionalized

population as of July 1, 1989,

the age of 44 vears than was true
for matching age categories for all
other visits. Similarly, significantly
lower proportions of visits with a
principal diagnosis of diabetes
mellitus were made by persons
under the age of 45 years than was
the case for all other visits

(figure 3).

Physician characteristics

Of the estimated 13.2 million
office visits with a principal diagnosis
of diabetes mellitus. +4.0 percent
(about 5.8 million visits) were made
to general and family practice
physicians. Internal medicine
specialists received 28.7 percent of
the visits, while ophthalmologists
accounted for 6.8 percent (table 2).

Diabetes mellitus was the fourth
most frequently reported principal
diagnosis rendered by general and
family practice physicians, accounting
for 2.8 percent of all visits to this
physician group. For internal
medicine specialists, diabetes was
second only to essential hypertension
as a principal diagnosis and
represented 4.8 percent of all visits to
this specialty. Among
ophthalmologists, diabetes was found
to be the tenth most frequently
rendered principal diagnosis,
accounting for 2.3 percent of all
ophthalmology visits.

Visit characteristics

The vast majority (92.2 percent)
of office visits with a principal
diagnosis of diabetes mellitus were
made by patients who were making
return visits to the phvsician for care
of their condition. Only 5 percent of
the visits were made by new patients
(table 3).

The chronic nature of diabetes
mellitus is highlighted by the fact that
among all return visits for the care of
old (previously treated) problems,
diabetes was the third most
frequently recorded principal
diagnosis (table 4). (It should be
noted that the ranked order
presented in this and other tables in
this report may not be entirely
reliable since some estimates may not
be statistically different from other
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Figure 2. Annual office visit rate by patient’s age and sex for visits with a principal
diagnosis of diabetes mellitus: United States, 1989

All other visits

Figure 3. Percent distribution of office visits for diabetes mellitus and for ail other
diagnoses by patient’s age: United States, 1989

near estimates due to sampling
variability.)

The ratio of return visits to new
problem visits was nearly 12:1,
meaning that nearly 12 return visits
for continuing care of this problem
were recorded during the year for
every visit that was recorded as a
“new problem” encounter (3). New
problem encounters include those
made by new patients as well as those

made by “old” patients for the care
of new problems.

Item 7 of the Patient Record asks
the physician to list the expected
source of payment for the visit being
recorded; more than one source may
be listed by the physician. Medicare
was the expected source of payment
at 44.4 percent of visits, followed by
self-pay (33.5 percent), commercial
insurance (21.2 percent), and

HMO/prepaid plan (13.9 percent)
(table 5).

Item 9a of the Patient Record
asks the physician to record the
patient’s most important complaint,
symptom, or other reason for this visit
using the patient’s (or patient
surrogate’s) own words. These
responses have been classified and
coded using 4 Reason for Visit
Classification for Ambulatory Care
(RVC) (6). This classification is
divided into the eight modules, or
groups of reasons, shown in table 6.
The disease module accounted for
the highest percentage of visits with a
first-listed diagnosis of diabetes
mellitus (40.6 percent); this was
followed by the diagnostic, screening,
and preventive module
(23.6 percent); the symptom module
(17.3 percent); and the treatment

" module (12.8 percent).

Among visits with a principal
diagnosis of diabetes mellitus,
patients most often expressed their
reason for visit as, simply, diabetes
mellitus (38.5 percent of visits); next
was glucose level determination
(13.8 percent of visits); and general
medical examination (7.8 percent of
visits). Reasons for visit are shown in
table 7.

Of all office visits in 1989,
diabetes mellitus was the seventh
most frequently reported principal
diagnosis, and the fourth most
frequently reported morbidity-related
principal diagnosis after essential
hypertension, otitis media, and acute
upper respiratory infections (table 8).
(Morbidity-related diagnoses are
defined here as those that are
classifiable to disease or injury, in
contrast to nonillness or
noninjury-related visits. Examples of
visits with diagnoses that are not
morbidity-related would include visits
for routine pregnancy examination,
general medical examination, etc.)

The majority of visits
(68.2 percent) with a principal
diagnosis of diabetes mellitus had a
second diagnosis listed on the Patient
Record, and 25.2 percent included a
third diagnosis. Concomitant
diagnoses are shown in table 9.
Essential hypertension was the most
frequently reported second- or
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Table 2. Number and percent distribution of office visits with a principal diagnosis of
diabetes mellitus by physician specialty: United States, 1989

Number of visits Percent
Physician specialty in thousands distribution
AVISHS o v v e et it e s 13.237 100.0
General and family practice . . . ... ... ... 5,818 44.0
Internal medicine. . .......... .. .0 3.797 28.7
Ophthaimology . « .« v v v oo v e oo e 898 6.8
General SUrgery . . ... ... *417 *3.2
Cardiovascular disease.. . .. .......... *137 *1.0
Otherspecialties . . . .. ... .. ... . 2.170 16.4

Table 3. Number and percent distribution of office visits with a principal diagnosis of

diabetes mellitus by referral status and prior-visit status: United States, 1989

Nurnber of visits Percent
Visit characteristic n thousands distribution

AlTVISIS . L v vt e i e e e e 13,237 100.0
Referral status

Patient was referred by another physician . ... .. *4353 *3.4

Patient was not referred by another physician. . . . . 12,784 96.6
Prior-visit status

Newpatient . . . . . .. oo i i i e vt e e 658 5.0

Odpatient. ... ... . v oo 12,578 95.1

Newproblem. ... ... . i *379 *2.9

Oldproblem . . . ... i 12,199 922

Table 4. Number and percent distribution of office visits for the 10 most frequent principal
diagnoses for return visits for the care of old problems: United States, 1989

. Number of visits Percent

Rark Principal diagnosis and ICD-9-CM code in thousands distribution
Alfreturnwisits . . ... ..... 422,207 1000
1 Essential hypertension. . ... .. .. L. 401 24,267 57
2 Normal pregnancy . .............. vaz 20.201 4.8
3 Diabetes mellitus. . .. .............. 250 12,199 2.9
< Suppurative and urspecified otitis megia . 382 10.726 2.5
5 Health supervision of infant or child . . .. V2o 10.059 24
5] General medical examination. . . . . .. . V70 9.558 2.3
7 Allergrcrhuimiis . . . ... ... a77 9.455 22
3 Neurotic disorders. . ., . ... . .. 300 7.143 17
3 Other postsurgical states . . . . . . . V45 6,517 15
*2 Asthma . ........ e ... 493 5,338 1.3

'Zzs2¢ on the International Ciassiicatien of D seases. Sth Rewsion, Chnical Mcaitcation ICD-3-CM

Table 5. Number and percent distribution of office visits with a principal diagnosis of

diabetes mellitus by expected source of payment: United States, 1989

; Number of visits Percent
Expected source of payment n thousands distribution

AlLSrS L e e 13.237 100.0
Sefoay ... .. e e 4,438 335
Macicare. . . ... ... .. ... 5.871 44.4
Mezead. . ........ .. ... .. ... .. 1,184 8.9
Cormercial msurance . . . ... .....o.u..n.. . 2,802 21.2

Sue Cross/Blue Shield . . ................ 851 64
HVMCPrepadplan. . ... ...l 1,842 13.9
Nocharge. ... ........... ..... ...... 178 *1.3
e *351 27
Urwnown, . ... *162 *1.2

g

=3 may exceed total numeger of visi!s Decause more than cne category may te reported per v sit.

third-listed diagnosis, showing up at
about 3.5 million visits, or

26.5 percent of all visits with a
principal diagnosis of diabetes
mellitus.

About 72.2 percent of visits with
a principal diagnosis of diabetes
mellitus included a blood pressure
check (table 10). This is significantly
higher than the 34.2 percent of all
other office visits (that is, those visits
which did not list diabetes mellitus as
a principal diagnosis) that included a
blood pressure check in 1989,

Other frequently performed
diagnostic services included “other”
blood test (54.8 percent), urinalysis
(17.4 percent), cholesterol measure
(9.8 percent), and visual acuity
examination (8.0 percent). All of
these, with the exception of the visual
acuity examination, were performed
at a significantly higher rate at visits
with a principal diagnosis of diabetes
mellitus than at all other visits. The
number of diagnostic services
performed per visit is displayed in
table 11.

Therapeutit services ordered or
provided by the physician are shown
in table 12. Weight reduction was the
most frequently reported type of
counseling’advice either ordered or
provided (32.7 percent of visits). In
contrast, only 5.8 percent of visits
with a principal diagnosis other than
diabetes mellitus included counseling
or advice on weight reduction.
Similarly, 9.9 percent of visits with a
principal diagnosis of diabetes
mellitus included counseling advice
ordered or provided for reduction of
cholesterol, compared with about
3 percent of all other visits,

More than three-quarters of visits
with a principal diagnosis of diabetes
mellitus (77.9 percent) included a
new or continuing medication ordered
or provided by the physician, a
significantly higher percentage than
the corresponding 59.8 percent of all
other visits. As used in the NAMCS,
the term “drug” is interchangeable
with the term “medication’ and
includes prescription as well as
nonprescription preparations. The
term “‘drug mention” refers to each
mention of medication on the Patient
Record. Because doctors can record
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Tabie 6. Number and percent distribution of office visits with a principal diagnosis of
diabetes mellitus by patient's principal reason for visit: United States, 1989

Number of visits Percent
Principal reason for visit and RVC code ' in thousands distribution
Allvisits . .. .. L L. L 13.237 100.0
Symptom moduie . . ......... . . S001-8999 2.287 173
Disease module . ... ............ ... .Do01-D999 5,376 40.6
Diagnostic, screening, and preventive module . . . . . X100-X599 3122 23.6
Treatmentmodule . . . . ... ... ......... . . T100-T899 1,692 12.8
Injuries and adverse effects module . . ... ... .. . J001-J999 ‘11 *0.1
Testresults moaute . .. . ....... R100-A700 *343 *2.6
Administrative mogutle. . . . A100-A140 *40 *0.3
Other® . . . U990-U999 *366 *2.8

'Based on A Reason for Visit Classification for Ambulatory Care™ (RVC). Vital and Health Stanstics, Senes 2, No. 78, Feb.,

1979.

2Includes problems and complaints not elsewhere classified, entries of “'none,” blanks, and illegible entnes.

Table 7. Number and percent distribution of office visits with a principal diagnosis of
diabetes mellitus by the most frequent principal reasons for visit: United States, 1989

. Number of visits Percent
Principal reason for visit and RVC code in thousands distribution

Alfwists . ... .0 L. oo e 13,237 100.0
Diabetesmellttus. .. ... ... . L. D205 5,092 385
Glucose level deterrmination . . .. ... ........... X310 1,833 13.8
General medical examination . . ... ..... ........ X100 1.034 7.8
Vision dysfunctions; tiredness. exhaustion: vertigo.

dizziness . . .. .. P .§305.5015,5225 670 5.1
Symptoms of flurd abnormalities; foot and toe

symptoms; skin lesion. back symptoms: general

weakness . . S$035,8935,5865,5905,5020 597 4.5

'Based on “A Reason for Vistt Classification for Ambulatory Care’ (RVC). Vital and Health Statistics. Series 2, No. 78, Feb.

1879.

Tabie 8. Number, percent, and cumulative percent of office visits by the 10 principal
diagnoses most frequently rendered by physicians: United States, 1989

Number of
vISis Percent  Cumulative
Rank Principal diagnosis and ICD-9-CM code’ in thousands distribution  percent
ATVISHS . . .. e e 692,702 100.0

1 Essential hypertenston. . .. ...... ........... 401 27,708 4.0 4.0

2 Normal pregnancy . . . .............. . ...... vaz2 23,578 3.4 7.4

3 General medical examination. . . . .. .. ... ... .. ... V70 20.166 2.8 10.3

4 Suppurative and unspecfied otismedia . . . . ... ... . 382 20.033 2.9 13.2

S Acute upper respiratory infections. . . .. ... ... .. 465 15,765 2.3 15.5

6 Health supervision of infantorchild . . ... .. V20 15,669 23 17.8

7 Diabetes mellitus . .. . ..... ....... .250 13,237 1.9 19.7

8 Allergic rhwnihis . . ... .. . 477 11.631 17 21.4

9 Bronchitis, not specified as acute or chromic . .. . . .. 490 11,160 1.6 23.0
10 Acute pharyngiis . . .. .. . L. 462 10,958 1.6 24.6

'Based on the International Classiication of Disesses. Sth Rewision, Clinical Modrication, ICD-9-CM.

Table 9. Number and percent distribution of office visits by diagnoses most frequently

associated with a principal diagnosis of diabetes mellitus: United States, 1989

Number of visits Percent
Second- or third- histed diagnosis and ICD~9-CM code ! in thousands distribution
All visits 13.237 100.0
Essential hypertension . . ... .... ... ....... 401 3,510 26.5
Other retinal disorders . R . . 362 808 6.1
Other forms of chronic ischemic heart disease . 414 *501 *3.7
Disorders of ipotd metabohsm . . . 272 *480 *3.6
Obesity and other hyperalimentation . .. .. .278 *278 *3.4

"Based on the internationa: Classifcation of Diseases. 9th Rewvision, Chmcal Modification, 1ICD-9-CM

more than one drug per visit, the
total number of drug mentions will
generally be higher than the number
of visits. The term “drug visit” refers
to any visit in which at least one drug
is ordered or provided by the
physician.

There were about 10.3 million
drug visits among the 13.2 million
visits with a principal diagnosis of
diabetes mellitus (78.0 percent). The
number of drugs ordered or provided
per visit is listed in table 13.
Approximately 30.3 percent of visits
included three or more medications,
compared with just 10.9 percent of
al} visits with a principal diagnosis
other than diabetes mellitus.

In all, there were approximately
23.8 million drug mentions, or 2.3
drugs ordered or provided per drug
visit. Table 14 presents data on the
number and percent of diabetes-
related drug mentions for the most
frequently used generic substances.
Table 15 displays drug mentions
according to therapeutic classification,
based on the National Drug Code
Directory (7).

The mean duration of
physician-patient contact for visits
with a principal diagnosis of diabetes
mellitus was 17.3 minutes (with a
standard error of .73 minutes) and
does not include visits in which no
face-to-face contact with the
physician occurred. Physician-patient
contact only includes the time spent
in actual face-to-face contact between
physician and patient. Data on
duration of visits with a principal
diagnosis of diabetes mellitus are
shown in table 16.

The great majority (89.2 percent)
of visits with a principal diagnosis of
diabetes mellitus resulted in a
scheduled return visit. Data on
disposition of visit are also shown in
Table 16.

Visits with a second or third
diagnosis of diabetes mellitus

In addition to the 13.2 million
office visits with a first-listed diagnosis
of diabetes mellitus, approximately
8.7 million office visits were made
during 1989 at which a second or
third diagnosis was listed as diabetes
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mellitus, vielding a total of about 22
million diabetes-related diagnoses
overall. Visits in which the second or
third diagnosis was diabetes mellitus
were not found to differ significantly
from visits in which the principal
diagnosis was diabetes mellitus in
terms of the age. sex, or race
distribution of patients.

In 18.7 percent of the visits in
which diabetes was the second- or
third-listed diagnosis, the principal
diagnosis was listed as essential
hypertension (1.6 million visits).
Table 17 displays the major
1ICD-9-CM coding classes associated
with principal diagnoses for visits in
which the second- or third-listed
diagnosis was diabetes mellitus.

. Table 18 presents data on the
diagnoses reported most frequently in
conjunction with all of the
approximately 22 million diagnoses of
diabetes mellitus, whether first-,
second-, or third-listed on the Patient
Record. Essential hypertension was
reported most often in addition to a
diagnosis of diabetes mellitus. at

6.3 million visits. or 28.7 percent of
all such visits. Other common
diagnoses reported in conjunction
with diabetes mellitus included other
forms of chronic ischemic heart
disease, other retinal disorders.
obesity and hyperalimentation,
disorders of lipoid metabolism, and
other and unspecified arthropathies.
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Table 10. Number and percent distribution of office visits with a principal dlagnosis of
diabetes mellitus by selected diagnostic services: United States, 1989

Diabetes visits '

All other visits

Number of Number of
visits Percent visis Percent
Selected diagnostic services 2 in thousands distribution in thousands distribution
Allwvisits . . ... ... ... 13,237 100.0 679,465 100.0
None ................ 914 6.9 264,920 39.0
Visualacuty . ......... 1.058 8.0 44,134 6.5
Blood pressure check. . . . .. 9,552 72.2 232,347 34.2
Unnalysis . . ..... . ..... 2,300 17.4 85,416 12.6
Oral glucose toterance®. . . . . 562 4.2 2,494 04
Chatesterol measure®. . . . . . 1,302 9.8 23,526 3.5
Other bloodtest . ... .... 7.253 54 8 80,957 11.9

'Visits with a principal dragnosts ¢f drabetes mellitus.

Total may exceeq total number of wisits because more than one c3tegory may be reperted per visi.

Category 1s new 1n the 1989 NAMCS

Table 11. Number and percent distribution of office visits with a principal diagnosis of
diabetes mellitus by number of diagnostic services ordered or provided per visit: United

States, 1989

Diabetes visits '

All other visits

Number of Number of
Number of diagnositc services visits n Percent visits in Percent
ordered or provided per visit thousards distnbution thousands distribution
ATVISS . .. oottt e 13.237 100.0 679,465 100.0
None . . ... .. i e e 914 6.9 264,920 39.0
One. ... e e 3,307 25.0 215,664 31.7
TWO . . i e e e i e e 5,703 43.1 105,062 15.5
Three. . . .. .. ..ot i 1,906 144 42,633 6.3
Fourormore . .. ................ 1,407 106 51,186 75

"Visits with a principal diagnos:s of diabetes melitus.

Table 12. Number and percent distribution of office visits by selected therapeutic

services: United States, 1989

Diabetes visits '

All other visits

Numbper of Number of
visits in Percent visits in Percent
Selected therapeutic services thousands  distnbution  thousands  distnibution
Alwvisits . .. . ... e e e 13.237 100.0 679,465 100.0
Counseling/advice ordered or provided®®
Nome . . .. e e 5.856 442 429.936 63.3
Weightreduction. . . ... ... ..o 4,324 327 39,529 5.8
Cholesterof reduction . . ... . ... ......... 1,313 9.9 20.220 3.0
Smoking cessation. . . .. ... ... *409 *3.1 14,700 22
HIV transmission . . . . . PR ve4 *0.2 1,020 0.2
Breastself-exam ... ...........ccii....n 237 *1.8 15,542 2.3
Other counseling/advice . . .. ............. 3.989 3041 189,283 27.9

1szns with a principal diagnosts of diabetes meflitus.
2Category 1s new in the 1989 NAMCS

otal may exceed total number of visits because more than cne category ray be reported per visit.

Tabie 13. Number and percent distribution of office visits with a principal diagnosis of
diabetes meilitus by number of medications ordered or provided by physician: United

States, 1989

Diabetes wisits '

All other visits

Number of new or continued Number of Number of
medications ordered or provided VISHS in Percent visits in Percent
by the physician thousands distribution thousands distribution
Allvisits . ... ... ... . e 13.237 100.0 679,465 100.0
None . . .. e 2.931 22.1 272,982 40.2
ONe. .. e e 3.897 294 226,180 33.3
TWO e e 2.411 182 106,309 15.6
Three-five . . . . . ... .. ... . .in.. 3.6e8 303 73,994 10.9

1Vlsns with a principal diagnosis of diabetes meiltus.
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Table 14. Number and percent distribution of drug mentions for the five most frequently
used generic substances for visits with a principal diagnosis of diabetes mellitus: United
States, 1989

Number of mentions Percent 5.
Genenc substance in thousands distribution
Total drug mentions for visits with a principal
agiagnosis of diabetes melltus . . . ... ... ... 23.768 100.0
Insubn .. ... Lo L L 4,223 17.8
Glyburide . ... ... ... ... .. ..., 2.345 a.8
Hydrochlorothiazise .. ... ... ......... 1,137 4.8
Furosermde . . . ... . 989 4.2 6.
Glcizde .. ... . .. .. Lo *833 *3.5

1='e:uency ot mentcn comb.nes single-ingrecient agents with mentipns of the agent as an ingredient in a combination drug.

Table 15. Number and percent distribution of drug mentions by therapeutic classification
for visits with a principal diagnosis of diabetes mellitus: United States, 1989

Number of mentions Percent
Therageutic classification ' in thousands distribution

Total drug mentions for visits with a principal

dragnosts of diabetes mellitus . . . . ... .. 23,768 100.0
Ho-mones and agents affecting hormonal

mechanisms e e 9,375 39.4
Cardiovascular-renal. . . .. ... 7.334 30.9
Pamnrelef ... ..... 1,508 6.3
Metabohc and nutnent 1,102 4.6
Psychopharmacologie. . ... ....... *893 *3.2
Gastrointestinal . .. .. ........... *766 *3.2
Antmicrobial . . . L. *596 *2.5
Otrer? . | S 1.225 52
Unclassthed/misceltaneous. . . 968 4.1

'The-apeutic class 1s based on the standard drug classification used in the National Drug Code Directory, 1982 Edition.
%inciudes the foliowing classifications anesthetic, hematologic, radiopharmaceuticals/contrast media, )mmunologic agents,
skin:mucous membprane, neurolog:c, ophthalmic, otelogic. and resprratory tract drugs.

Table 16. Number and percent distribution of office visits with a principal diagnosis of
diabetes mellitus by duration and disposition of visit: United States, 1989

Number of visits Percent

Visit charactenstic in thousands distribution

AllVISHS . . ... e 13,237 100.0
Duration of vist

Zero minutes' *212 *1.6
1-Sminutes . . . . . ..., 854 6.5
6-10minutes . . ... ... 3.079 23.3
M-1Sminutes .. .. ........ ...... 4.503 34.0
16-30 minutes 3.801 28.7
More than 30 mmutes. .. . ... ... 787 5.9

Disposition of visit’
No followup planned *298 2.2
Return at specified tme 11.809 89.2
Return if needed P 1.045 79
Te'ephone followup planned *445 *34
Re‘erred to other ohysician *254 *1.9
Returned to referring physician *179 *1.4
Agmut to hospital *103 *0.8
Other. . .. .... *127 *1.0

Vs is of zero minutes auration are those In which there was no face-to-face contact between the patient and the physician.
2Tc:al may exceed 12:al numeer cf vis is Decause more ihan one category May be reported per visit

1975-81 and 1985 trends. National
Center for Health Statistics. Vital
Health Stat 13(93). 1988.

Ezzati T. Office visits for diabetes
mellitus, National Ambulatory
Medical Care Survey: United
States, 1977, Advance data from
vital and health statistics; no 57.
Hyattsville, Maryland: National
Center for Health Statistics. 1980.
Schneider D, Appleton L,
McLemore T. A reason for visit
classification for ambulatory care.
National Center for Health Statis-
tics. Vital Health Stat 2(78). 1979,
Food and Drug Administration.
National drug code directory.
Washington: Public Health
Service. 1982.
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Table 17. Number and percent distribution of office visits with a second- or third-listed
diagnosis of diabetes mellitus by selected diagnostic classes: United States, 1989

Number of
Principal diagnosis (major ICD-9-CM viSits Percent
coding class ') in thousands distribution

All second- and third-listed diagnoses of

diabetes mellitus 8,718 100.0
Diseases of circulatory system .390-459 3,174 36.4
Diseases of respiratory system .460-519 1.184 13.6
Diseases of musculoskeletal system and

connective tissue. . . ... .... 710-739 919 10.5
Symptoms, signs, and ill-defined

conditions . . ............ 780-799 *489 *5.6

*Based on the International Classification of Diseases. Sth Revision, Climcal Modification ({CD-9-CM).

Table 18. Number and percent distribution of office visits by diagnoses most frequently
associated with a first-, second-, or third-listed diagnosis of diabetes mellitus: United
States, 1989

Number of
visits Percent
Concomitant diagnosis and ICD-9-CM code ! in thousands distribution

All visits with a first-, second-, or third-listed chagnosis of

diabetes mellitus 21,955 100.0
Essential hypertension . . . .. ............. 401 6,303 28.7
Other forms of chronic ischemic heart disease . . . 414 975 4.4
Other retinal disorders . . .. .............. 362 926 42
Obesity and other hyperalimentation. . . ....... 278 746 3.4
Disorders of lipoid metabolism . . ........... 272 642 2.9
Other and unspecified arthropathies. . . . ... ... 716 611 28

'Based on the International Classification of Diseases. 9th Revision, Chiucal Modification,|ICD-8-CM.
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Technical notes

Source of data and sampie
design

The information presented in this
report is based on data collected by
means of the National Ambulatory
Medical Care Survey (NAMCS) from
March 20, 1989-March 18, 1990. The
target universe of NAMCS includes
office visits made in the United States
by ambulatory patients to
nonfederally employed 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.

A multistage probability sample
design is used in NAMCS, involving
samples of primary units (PSU’s).
physician practices within PSU’s. and
patient visits within physician
practices. For 1989, a sample of 2.535
nonfederal. office-based physicians
was selected from master files
maintained by the American Medical
Association and American
Osteopathic Association. The
physician response rate for the 1989
NAMCS was 74 percent. Sample
physicians were asked to complete
Patient Records (see figure 1) for a
systematic random sample of office
visits occurring during a randomly
assigned l-week reporting period.
Responding physicians completed
38,384 patient records.

Characteristics of the phyvsician’s
practice, such as primary specialty
and type of practice, were obtained
from the physicians during an
induction interview. The U.S. Bureau
of the Census, Housing Surveys
Branch, was responsible for the
survey's data collection. Processing
operations and medical coding were
performed by the National Center for
Health Statistics, Hospital Discharge
and Ambulatory Care Survey Section,
Research Triangle Park, North
Carolina.

Sampling errors

The standard error is primarily 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. Approximate relative
standard errors of selected aggregate
statistics are shown in tables I-II,
and the standard errors for estimated
percent of visits are shown in

table IIL

Adjustments for nonresponse

Estimates from NAMCS data
were adjusted to account for sample
physicians who were in scope but did
not participate in the study. This
adjustment was calculated to
minimize the impact of response on
final estimates by imputing to
nonresponding physicians data from
visits to similar physicians. For this
purpose, physicians were judged
similar if they had the same specialty
designation and practiced in the same
PSU.

Test of significance and
rounding

In this report, the determi.. ..;un
of statistical significance is based on
the t-test. The Bonferroni inequality
was used to establish the critical
value for statistically significant
differences (0.05 level of confidence).
Terms relating to differences such as
“greater than” or “less than” indicate
that the difference is statistically
significant. In the tables, estimates of
office visits have been rounded to the
nearest thousand. Consequently,

Table |. Relative standard errors for
estimated number of office visits: National
Ambulatory Medical Care Survey, 1989

Relative standard
error (in percent)

Estimated number of office
visits (in thousands)

200 . ... 49.4
400 . ... ... 35.0
547 . ... 30.0
600 . ... ... ... 28.7
BOO ................. 249
1000, ... ... 22.4
2000... ... ... 16.1
5.000 . .o S 106
10000 .... .... .. . 80
18000 .. ... 7.3
20000 . ..., . o 6.4
50000 . ......... . ..., &1
100000 .............. 4.6
600000 . ............. 41

Example of use of table: An aggregate estimate of 10 mulion
visits has a relanve standard error of 8.0 percent or a
standard error of 800,000 visits (8.0 percent of 10 million).

Table il. Relative standard errors for
estimated number of drug mentions:
National Ambulatory Medical Care Survey,
1989

Relative standard
error {in percent)

Estimated number of drug
mentions (in thousands)

200 ... 63.4
400 . ... o o 45.0
500 . ... .. i 40.3
600 . ... ... ... 36.9
800 ................. 32.0
912 ... 300
1000, .......... ..., 28.7
2000....... ... ... 20.6
5000................ 136
10000 .......... ..., 10.3
20000 .......... .. ... 8.1
50000 ............... 6.5
100000 .............. 5.8
600000 .............. 5.2

Example of use of table: An aggregate esttmate of 10 mdlion
drug mentions has a relative standard error of 10 3 percent
or a standard error of 1.03 million mentions (10.3 percent of
10 milion).

Table NI. Standard errors for percents of estimated numbers of office visits: National

Ambulatory Medical Care Survey, 1989

Estimated percent
Base of percer (wisits in thousands) lTor99 Sor95 100r90 200r80 30o0r70 50
Standard error in percentage ponts

200 ... 4.9 10.7 14.8 19.7 22,6 24.6
500 . ..o 3.1 6.8 9.3 12.5 143 15.6
1000 . ... .. . L. 2.2 4.8 6.6 8.8 10.1 11.0
2000 .. .. L. 1.6 34 4.7 6.2 71 7.8
5 000 10 2.2 3.0 3.9 4.5 4.9
iQ000. . . L L. 07 1.5 2.1 2.8 3.2 35
13000 .. .. ... oL 0.6 13 1.8 2.4 2.8 3.1
20000 .. O L. 0Ss 1.1 1.5 2.0 2.3 2.5
50,000 03 0.7 0.9 13 1.4 1.6
100,000 . . ... 0.2 05 0.7 09 1.0 1.1
600.000 0.1 0.2 0.3 04 04 0.5

Example of use of table An estimate of 30 percent based on an aggregate estmate of 13 milion visits has a standard error of
2 8 percent or a relative standard error of @ 3 percen: {2.8 percen! divided by 30 percent)
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estimates will not always add to
totals. Rates and percents were
calculated from original unrounded
figures and do not necessarily agree
with percents calculated from
rounded data.

0.0

Definition of terms

Ambulatory patient — An
ambulatory patient is an individual
seeking personal health services who
is not currently admitted to any
health care institution on the

Symbois
Data not available

. Category not applicable

Quantity zero

Quantity more than zero but less
than 0.05

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

Figure does not meet standard of
reliability or precision

premises.

Physician — A physician is a duly
licensed doctor of medicine (M.D.) or
doctor of osteopathy (D.O.) who is
currently in office-based practice and
who spends some time caring for
ambulatory patients. Excluded from
the NAMCS are physicians who are
hospital based; who specialize in
anesthesiology, pathology, or
radiology; who are federally
employed; who treat only
institutionalized patients; or who are
employed full time by an institution
and who spend no time seeing
ambulatory patients.

Office — Offices are the premises
phvsicians identify as locations for
their ambulatory practice; these
customarily include consultation,
examination, or treatment spaces the
patients associate with the 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—Dby any route
of administration —for prevention,
diagnoses, or treatment. Generic as
well as brand-name drugs are
included, as are nonprescription and
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.

Drug visit— A drug visit is a visit
in which medication was prescribed
or provided by the physician.

“U.S. Government Printing Office: 1992 — 312-083/40022
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Introduction

Digestive diseases have a
substantial impact on health and
health services in the United States.
In 1988, about 3.3 million people
were hospitalized for digestive
diseases and over 5.3 million digestive
system procedures were performed on
hospitalized patients (1). In 1989,
there were ar es imated 26.7 million
first-listed visits for dig. -tive diseases
to office-based physicia. (2).

Despite the frequen. of digestive
diseases, there are no special

population-based regis es for
nonmalignant digestive seases in the
United States nor are r.  infectious

digestive diseases report 1 to State
health departments. The surveys of
the National Ceriter for Health
Statistics (NCHS) provide timely data
on the impact and trends in chronic
digestive diseases. The National
Health Interview Survey (NHIS) is
particularly useful for several reasons.
First, questions regarding digestive
conditions have been asked annually
for more than 30 years, which allows
for an analysis of long-term trends.
Second, less common conditions and

small subpopulations can also be
examined by combining multiple
years. Data are routinely gathered on
common conditions, such as
constipation and hemorrhoids, that
may not require frequent medical
attention and therefore are not
adequately covered by surveys of
medical care utilization. Finally,
NHIS is the only continuing source of
information regarding disability and
activity restriction due to digestive
diseases.

The ongoing NHIS is limited in
its ability to provide accurate
information on specific diseases. The
survey utilizes a chronic condition
checklist and relies on respondents’
reports for all family members. The
National Institute of Diabetes and
Digestive and Kidney Diseases
collaborated with NCHS to develop a
special questionnaire aimed at
collecting more complete and
accurate information on digestive
disorders. Renewed interest in the
epidemiology of these diseases also
prompted the development of this
questionnaire (3-11). The NHIS
questionnaire on digestive disorders

was administered in 1989, along with
two other surveys that provide
information relevant to the
identification of digestive

conditions —the National Ambulatory
Medical Care Survey and the third
National Health and Nutrition
Examination Survey.

The data collection method for
the 1989 NHIS digestive disorders
questionnaire, which is described in
more detail later, improves the
accuracy of the reporting of chronic
digestive conditions. It may also allow
for improved case selection for
analytic study of these diseases. More
complex analyses of thre data from the
digestive disorders questionnaire are
possible, and further exploration of
the data is encouraged.

Data and methods

This report is based on data from
the 1989 National Health Interview
Survey, which is a continuous
cross-sectional survey of the resident
household population of the United
States. Every year since 1957, basic
demographic and health information
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has been collected from a nationally
representative sample of household
members in face-to-face interviews
using a standard questionnaire.
Additional health topics are added to
the basic questionnaire. In 1989 a
special questionnaire on digestive
disorders was administered to one
randomly selected member of each
sample family in an interview
household who was 18 vears of age
and over. Approximately 42,000
individuals were interviewed.

The NHIS digestive disorders
(NHIS-DD} questionnaire consists
of three sections. In the first section,
respondents were asked about specific
digestive conditions: gallbladder
trouble, ulcers, diverticulitis,
hemorrhoids, and colon conditions.
Functional colon conditions include
diagnostic synonyms such as irritable
bowel syndrome, functional bowel,
spastic colon, and irritable colon.
Information on the timing of onset,
medical diagnosis. and treatment of
these specific disorders was also
obtained. In the second section of the
questionnaire. data were collected on
the location and severity of
abdominal pain and the diagnosis of
associated conditions. The purpose of
this section was to examine the
prevalence of the symptoms of
irritable bowel syndrome and other
diseases of the lower digestive tract.
The final section contains information
on normative bowel habits and
identifies episodes of common bowel
complaints such as diarrhea and
constipation. Data derived from the
first and third sections of this survey
are presented in this report. A
facsimile of the digestive disorders
questionnaire is provided in “Current
Estimates From the National Health
Interview Survey: United States,
1989 (12).

The “Technical notes’ section
that appears at the end of this report
contains more information on the
survey design, sampling procedure,
and the NHIS questionnaire
document. Methods for constructing
approximate standard errors and tests
of significance for estimates and
percents presented in this report also
appear in these notes. The prevalence

estimates of the major digestive
disorders from the NHIS-DD are
compared with those routinely
generated from the basic NHIS
questionnaire. The reasons why these
estimates may differ are also
discussed. Unless otherwise noted,
the comparisons made within the text
are significant at the .05 level.

Tables 1 through 5 contain data
on the number and percent of
persons with selected major chronic
digestive disorders. These figures are
reported for those with the condition
in the last 12 months and those who
have ever had the condition by age,
sex, race, Hispanic origin, and poverty
status. In table 6 the prevalence of
chronic bowel complaints, such as
diarrhea and constipation, and the
use of medical care are presented.
For the purposes of this report, those
persons who report having
constipation or diarrhea most or all
of the time are classified as having a
chronic bowel complaint.

Results

Prevalence and onset

Of the major digestive disorders
reported in the NHIS-DD,
hemorrhoids were the most commonly
reported in the last 12 months and
for those ever reporting digestive
conditions. In the case of
hemorrhoids, the question of whether
the respondent ever had the
condition is worded slightly differently
from that for other conditions.
Respondents were asked if a doctor
ever diagnosed hemorrhoids, whereas
for other conditions respondents were
asked if they ever had the condition
with no mention of its medical
diagnosis. About 23 million adults
had hemorrhoids (12.8 percent of the
noninstitutionalized population) in
the last year, and 36 million
(20.3 percent) reported ever having
had hemorrhoids. Functional colon
conditions and ulcers were also fairly
prevalent. About 7 million people had
functional colon conditions
(3.7 percent of the population), and
about 6 million people (3.5 percent)
had ulcers in the 12-month period

preceding the interview date. An
estimated 19 million people

(10.5 percent) reported ever having
had ulcers, and over 10 million

(5.9 percent) reported ever having
had functional colon conditions.

Gallstones and gallbladder
trouble and diverticulitis affect fewer
people, although about 3 million
people had each of these conditions
in the last 12 months. About 14
million reported ever having had
gallstones or gallbladder trouble, and
about 5 million reported ever having
had diverticulitis. In the 12 months
before the interview date, about 5.3
million people had chronic
constipation (about 3.0 percent of the
adult noninstitutionalized population)
and about 2.1 million adults had
chronic diarrhea (1.2 percent).

Among those who reported
having had a condition in the last 12
months, there are two major
subgroups — those for whom the
condition is ongoing and those for
whom the condition was first
identified in the last 12 months. An
estimated 1 million gallstones or
gallbladder cases were first diagnosed
in the last 12 months. This represents
about 39 percent of those conditions
reported in that time period. About
20 percent of those reporting ulcers,
or an estimated 1.3 million, were first
diagnosed-in the previous year. An
estimated 1.3 million persons
developed functional colon conditions
in the last 12 months (18.6 percent of
persons with functional colon
conditions during that time period).
In the same period, 17.9 percent of
those persons with diverticulitis (an
estimated 476,000 persons) were first
diagnosed with the condition.

Two of the conditions reported in
the NHIS-DD represent composites
of numerous related conditions. The
ulcer group consists of gastric
(stomach) ulcer and duodenal ulcers.
Ulcers of either site may more
generally be referred to as peptic
ulcers. Respondents could also report
other (excluding skin) ulcers without
further specification. For those
reporting ever having ulcers, the most
common diagnosis was a duodenal
ulcer (32.4 percent of the cases),
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followed by peptic (27.0 percent).
gastric (19.2 percent). stomach

(12.1 percent), and other or not told
(9.3 percent).

The conditions grouped together
under the rubric “functional colon
conditions™ tend to be synonyms
rather than distinctly diagnosed
conditions. Among those persons with
functional colon conditions in the last
12 months, the most frequently
reported diagnosis was spastic colon
(39.2 percent), followed by irritable
bowel syndrome (30.6 percent),
irritable colon (14.8 percent), other
(14.0 percent), and functional bowel
(1.4 percent). The pattern of
diagnosis is similar among those who
report ever having the condition.

Sociodemographic
differences

As with most chronic conditions,
increasing age is highly related to the
lifetime prevalence of chronic
digestive conditions. The age gradient
is especially steep for gallbladder
trouble, ulcers. and diverticulitis.
Among men, the percent who ever
had gallstones or gallbladder trouble
nearly doubles from 6.2 percent of
noninstitutionalized adults aged 45-64
to 12.0 percent for those 65 and over.
Ulcers exhibit a similar pattern for
men. About 14 percent of men aged
45-64 report ever having uicers, That
figure increases to 20.4 percent for
men 65 and over. Diverticulitis is also
much more prevalent among elderly
men and women. Nearly 10 percent
of the population 65 and over ever
had diverticulitis compared with
2.8 percent of the population of all
ages. Among women, 4.8 percent of
those 45~64 report ever having
diverticulitis. This figure increases to
11.3 percent for those aged 65 and
over.

In general, women are much
more likely than men to report ever
having had digestive disorders and
bowel complaints, with the exception
of ulcers. See figure 1 for an
illustration of differences by age and
sex. These data support the clinical
impression and other survey data that
women have these conditions more
often than men (13-16). For nearly

all of the digestive disorders and
bowel complaints on which data were
collected, the percent of adult women
affected is nearly twice that of men.
About 11 percent of women 18 vears
of age and over ever had gallstones or
gallbladder trouble in contrast to

4.0 percent of men. Over 8 percent
of women reported ever having had
functional colon conditions, whereas
only 3.4 percent of men reported
having had these conditions. A little
over 1 percent of men reported being
constipated most or all the time in
the last 12 months in contrast to
nearly 5 percent of women.

Current digestive conditions are
especially characteristic of elderly
women and, in fact, may be
understated, because elderly
women —especially those who are
functionally dependent —are more
likely to be institutionalized (17). Of
the noninstitutionalized female
population 65 years of age and over,
3.6 percent had gallstones or
gallbladder trouble, 5.7 percent had
diverticulitis, 5.9 percent had
functional colon condition,

15.2 percent had hemorrhoids, and
6.4 percent were chronically
constipated in the last 12 months.
These percents are all significantly
higher than males in the same age
groups and some are significantly
higher than younger women.

The prevalence of chronic
digestive disorders is not consistently
related to race, ethnicity, or poverty.
In general, however, smaller
proportions of black persons and
Hispanics reported digestive
disorders; although within many of
the age categories, the estimates for
black persons are not statistically
reliable. Several explanations have
been offered for why black persons,
in particular, report fewer chronic
conditions (18). First, the black and
Hispanic populations are younger
and, therefore, less likely to have
chronic conditions. Among the
statistically reliable comparisons that
can be made for all age groups,
however, a smaller proportion of
black persons are affected by these
digestive conditions. Second, a
medical diagnosis is often necessary

to identify these conditions and given
that black persons have fewer
physician contacts than white persons,
these conditions may remain
undiagnosed (18).

One consistent difference is the
higher prevalence of chronic
constipation among black persons,
Hispanics, and the poor. Among
black persons, 4.3 percent of the
adult population were chronically
constipated in the last 12 months
compared with 2.8 percent of white
persons. Among Hispanics,

4.7 percent were constipated
compared with 2.9 percent of
non-Hispanics; and among the poor,
5.4 percent compared with

3.5 percent of the nonpoor. The poor
were also more likely to have had
chronic diarrhea (1.9 percent of the
poor compared with 1.1 percent of
the nonpoor).

Medical diagnosis

In general, most digestive
disorders are medically diagnosed and
some form of diagnostic test is
performed when applicable. Over
95 percent of persons who reported
ever having gallbladder trouble.
ulcers, or diverticulitis were medically
diagnosed. Of those conditions,
gallstones or gallbladder trouble was
most likely to have been identified by
a diagnostic test (88.3 percent of
persons who ever had condition).
Approximately three-fourths of those
who reported ulcers and diverticulitis
also had diagnostic tests performed.
Persons who ever had functional
colon conditions are slightly less likely
to have had them medically diagnosed
(88 percent). Hemorrhoids are
medically attended in fewer cases. Of
those who ever report having
hemorrhoids, only 21 percent ever
had hemorrhoid surgery.

Medical diagnosis and testing
vary slightly by age, race, ethnicity,
poverty status, and sex. The notable
comparisons, although not statistically
significant, are in the use of
diagnostic tests that may reflect
differences in the adequacy of health
care coverage (19). Slightly less than
70 percent of black persons who ever
had an ulcer had an upper GI series,
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Figure 1. Percent of persons 18 years of age and over who ever had selected digestive disorders by age and sex: United States, 1989

upper endoscopy, or upper
gastroscopy performed as compared
with 73 percent of white persons. For
Hispanics with ulcers, 66.4 percent
had these procedures compared with
73 percent of non-Hispanics. The
comparison is similar and significant
for the poor and nonpoor. Finally,
although women are much more
likely to report ever having
hemorrhoids (24.2 percent of women
compared with 15.9 percent of men),
they are significantly less likely to
have had hemorrhoid surgery. Of
women who ever had hemorrhoids,
16.7 percent had surgery in contrast
to 28.6 percent of men.

There is variation in the use of
over-the-counter remedies for
constipation by sociodemographic
groups, which parallels the prevalence
of chronic constipation. Over
14 percent of women 65 years of age
and over used stool softeners or
laxatives in the 30 days prior to the
interview. This compares with about
9 percent of men in the same age
group. Elderly black persons
(19.6 percent) also were more likely
to have used laxatives recently than
elderly white persons (11.4 percent).
The high rates of laxative use among
the general population (an estimated
10 million persons used these

remedies in the last 30 days) reported
in this study may also be a reflection
of the way in which the question was
worded. Respondents were asked
about a range of products, including
standard laxatives and also bulk and
fiber laxatives. Although they were
specifically asked about whether the
products were used to improve bowel
function, respondents may also be
using these remedies for other
reasons. Laxative use is also con-
gruent with occasional constipation as
well as chronic constipation. An
estimated 31 million persons reported
being constipated some, most, or all
of the time in the last 12 months.
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Comments

Digestive disorders and
gastrointestinal and bowel complaints
are often difficult to identify and
diagnose (20,21). The NHIS-DD
questionnaire provides an integrated
data source to identify not only the
specific conditions noted by the
respondent but also the sources and
nature of abdominal pain as well as a
detailed description of bowel
function. The abdominal pain and
bowel function portions of the
‘questionnaire, which measure
symptoms, have proven effective in
other small-scale surveys in
identifying and discriminating among
a variety of gastrointestinal disorders
(22). The information contained in
these two portions of the NHIS-DD
will be useful for both future
scientific analysis and for the
improvement of the identification and
treatment of digestive disorders (22).

In addition, further analysis can
be done on how digestive conditions
affect general health. The
NHIS-DD is linked to the basic
NHIS, which includes information on
self-assessed health status, limitation
of activity, reduced activity days, and
medical care utilization. Other
sociodemographic characteristics of
the sample individuals and their
families are also available. In addition
the NHIS~DD can be linked to
other special health topic
questionnaires in 1989. a list of which
appears in the technical notes.

A public use data file based on
the 1989 digestive disorders
supplement is available. Information
regarding the purchase of the public
use tape and documentation may be
obtained by writing to the Systems
and Programming Branch, Division of
Health Interview Statistics, 6525
Belcrest Road, Hyattsville, MD
20782,

References

[(8)

2]

. Graves EJ. National Hospital Dis-

charge Survey: Annual Summary,
1988. National Center for Health Sta-
tistics. Vital Health Stat 13(106).

. Delozier JE, Gagnon RO. 1989

Summary: National Ambulatory
Medical Care Survey. Advance data
from vital and health statistics; no
203. Hyattsville, Maryland: National
Center for Health Statistics. 1991,

. Maurer KR, Everhart JE, Ezzati TM,

Johannes RS, Knowler WC, Larson
DL. Sanders R, Shawker TH, Roth
HP. Ptevalence of gallstone disease in
Hispanic populations in the United
States. Gastroenterology 96:487-92.
1989.

. Sichieri R, Everhart JE, Roth HP.

Low incidence of hospitalization with
gallbladder disease among blacks in
the United States. Am J Epidemiol
131:826-35.

. Johanson JF, Sonnenberg A. The

prevalence of hemorrhoids and
chronic constipation: an
epidemiological study.
Gastroenterology 98:380-6. 1990.

. Everhart JE, Go VLW, Johannes RS,

FitzSimmons SC, Roth HP, White
LR. A longitudinal survey of self-
reported bowel habits in the United
States. Dig Dis Sci 34:1153-62. 1990.

. Sandler RS, Jordon MC, Shelton BJ.

Demographic and dietary
determinants of constipation in the
U.S. population. Am J Public Health
80:185-9. 1990.

. Everhart JE, Renault PF. Irritable

bowel syndrome in office practice in
the United States. Gastroenterology
100:998-1005. 1991.

. Talley NJ, Phillips SF, Twomey BB,

Zinsmeister AR. Melton LJ.
Relationship among personality and
symptoms in nonulcer dyspepsia and
the irritable bowel syndrome.
Gastroenterology 99:327~33. 1990.

. Sonnenberg A. Changes in physician

visits for gastric and duodenal ulcer in
the United States during 1958-84 as
shown by National Disease and
Therapeutic Index (NDTI). Dig Dis
Sci 32:1-7. 1987.

11.

13.

14,

15.

16.

17.

18.

19.

Kurta JH, Coroby ED. Current peptic
ulcer trends. An epidemiological
profile. J Clin Gastroenterol
10:259-68. 1988.

. Adams PF, Benson V. Current

estimates from the National Health
Interview Survey, 1989. National
Center for Health Statistics. Vital
Health Stat 10(176). 1990.

Gee MI, Grace MG, Wensel RH,
Sherbaniuk RW, Thompson AB.
Nutritional status of gastroenterology
outpatients: comparison of
inflammatory bowel disease with
functional disorders. J Am Diet Assoc
85(12):1591-9. 1985.

Johanson JF, Sonnenberg A, Koch
TR. Clinical epidemiology of chronic
constipation. J Clin Gastroenterol
11(5):525-36. 1989.

Prior A, Wilson K, Whorwell PJ,
Faragher EB. Irritable bowel
syndrome in the gynecological clinic:
survey of 798 new referrals. Dig Dis
Sci 18204, 1989.

Sandler, RS. Epidemiology of irritable
bowel syndrome in the United States.
Gastroenterology 99(2):409-15. 1990.
Hing E, Bloom B. Long-term care for
the functionally dependent elderly.
National Center for Health Statistics.
Vital Health Stat 13(104). 1990.

Ries. P. Health of black and white
Americans, 1985-87. National Center
for Health Statistics. Vital Health Stat
10(171). 1989.

Ries, P. Characteristics of persons
with and without health care
coverage: United States, 1985.
Advance data from vital and health
statistics; no 201. Hyattsville,
Marvland: National Center for Health
Statistics. 1991.

. Thompson WG, Heaton KW.

Functional bowel disorders in
apparently healthy people.
Gastroenterology 79:283-8. 1980.

. Manning AP, Thompson WG, Heaton

KW, Morris AF. Towards positive
diagnosis of the irritable bowel. Br
Med J 2:653-4. 1978.

. Talley MJ, Phillips SF, Melton LJ,

Wiltgen C, Zinsmeister AR. A patient
questionnaire to identify bowel
disease. Ann Intern Med 111:671-4.
1989.



6 Advance Data No. 212 e March 24, 1992

Table 1. Number and percent of persons 18 years of age and over with gallstones, gallbladder trouble, medically diagnosed conditions,
and diagnostic procedures performed, by selected sociodemographic characteristics: United States, 1989

Galls:ones or Ever had Galistones or Ever had
All persons  gal:oaader  gallstones or  Conditon was  Diagnostic  galibladder  galistones or  Condition was Diagnostic
18 years  troub enfast  gallbladder medically procedures trouble in last  gallbladder medically procedures
Characteristic and over' 12 months trouble diagnosed  performed® 12 months trouble diagnosed performed
Percent of persons Percent of persons
Age Number of persons in thousands 18 years and over who ever had condition
18 years and over . s 179.529 2.691 13.702 13.411 12,095 1.5 7.6 979 88.3
18-24 years L 25.400 *62 303 272 213 06 1.2 89.8 70.3
25-44 years ., | 78 796 798 3.257 3.156 2,825 1.0 4.1 96.9 86.7
45-64 years 46.114 372 4,790 4,701 4,406 1.9 10.4 98.1 92.0
65 years and over . 29.219 859 5.352 5,282 4,651 29 18.3 98.7 86.9
Sex and age
Male, 18 years and over . 85.257 757 3.399 3,303 2,962 0.9 4.0 g7.2 87.1
18-24 years . 12 396 ~57 70 *43 *35 *0.5 0.6 *61.4 *0.0
2544 years . . .. . 38.648 145 516 481 401 0.4 13 93.2 77.7
45-64 years . . .. .. . 22.070 3an 1,358 1.341 1.226 1.4 6.2 88.7 90.3
65 years and over .. . 12,143 244 1.455 1,437 1,300 2.0 12.0 98.8 89.3
Female
Female, 18 years and over . 94.272 1934 10.303 10.108 9,134 21 10.9 98.1 88.7
18-24 years . .. . 13.005 105 234 229 179 0.8 1.8 97.9 76.5
25-44 years . . . 40,147 652 2,741 2,674 2.424 1.6 6.8 97.6 88.4
45-64 years . .. . 24.042 561 3.431 3,360 3,180 23 14.3 97.9 92.7
65 years ang over R 17.076 615 3.896 3.845 3,350 3.6 22.8 98.7 86.0
Race and age
White, 18 years and over 154,178 2435 12,571 12,295 11,128 1.6 8.2 g7.8 B88.5
18-24years . ....... 20.956 146 255 224 165 0.7 1.2 87.8 64.7
25-44 years .. ... 66.637 675 2.845 2.746 2,469 1.0 4.3 96.5 86.8
45-64 years . . 40,139 791 4.391 4,310 4,071 2.0 10.9 98.2 827
65 years and over . . . 26 445 823 5.080 5,015 4,424 3.1 19.2 98.7 87.1
Black, 18 years and over 19.932 208 917 908 780 1.0 4.6 99.0 85.1
18-24 years . ... . 3.562 *16 *48 *48 *48 “0.4 *1.3 *100.0 *0.0
25-44 years . . ... 9.204 100 34 338 294 1.1 3.7 99.1 86.2
45-64 years . .. .. ... 4,712 *63 294 291 244 *1.3 6.2 99.0 83.0
65 years and over . . . 2,454 *29 234 230 194 "2 9.5 98.3 82.9
Hispanic ongin
Hispamic . . ... R 13.029 321 869 850 714 25 6.7 97.8 82.2
Non-Hispanic . .. . . 166.500 2.370 12,833 12.560 11,381 14 7.7 97.9 88.7
Poverty status
Below poverty threshold . . . . 16.225 354 1,543 1,512 1,322 2.2 9.5 98.0 85.7
At or above poverty
threshold. . . . . . o... . 148290 2.116 10.845 10,618 9,651 14 7.3 97.9 89.0

Yinciudes persons of all races and unknown poverty status

Diagnostic tests inciude x-ray, sonogram or ultrasound anc uppe’ G seres.

NOTE Estimates of less than 68,000 and percents based cn *nese estmales have 30 percent or more relative standard error: see technical notes for description of the caiculation of standard errors.
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Table 2. Number and percent of persons 18 years of age and over with uicers, medically diagnosed conditions, and diagnostic
procedures performed, by selected sociodemographic characteristics: United States, 1989

All persons Ulcers Condition was  Diagnostic Ulcers Condition was Diagnostic
18 years in fast Ever had medically procedures in last Ever had medically procedures
Characteristic and over' 12 months ulcers diagnosed pen‘ormed"’ 12 months ulcers diagnosed performed
Percent of persons Percent of persons
Age Number of persons in thousands 18 years and over who ever had condition
18yearsandover. ....... 179.529 6.295 18,849 18,102 13,660 3.5 10.5 96.0 72.5
i8-24years.......... 25.400 700 1,336 1177 8§57 28 53 88.1 41.7
25-44years. .. ... . ... 78.796 2,391 6,689 6.327 4,480 3.0 8.5 94.6 67.0
45-64years. . ... ..... 46.114 1,861 5,959 5.837 4,863 40 129 98.0 81.6
65 yearsand over . .. ... 28,218 1.343 4,864 4,761 3,760 4.6 16.6 97.9 77.3
Sex and age
Male, 18 years and over . . . . 85,257 2,754 9,442 8,969 6,800 3.2 11.1 95.0 72.0
18-24years. ......... 12,396 266 476 374 144 2.1 3.8 78.6 30.3
2544vyears. . ........ 38,648 1,120 3.378 3,147 2,236 29 8.7 93.2 66.2
45-64years.......... 22,070 796 3111 3,038 2,492 3.6 14.1 97.7 80.1
65 yearsand over . ... .. 12,143 572 2,477 2,410 1,928 47 20.4 97.3 77.8
Female, 18 years and over . . 94,272 3,541 9.407 9,133 6.860 38 10.0 971 72.9
18-24years.......... 13.005 434 861 803 413 33 6.6 93.3 48.0
25-44years. .. ....... 40,147 1.271 3,31 3,180 2,245 3.2 8.2 96.0 67.8
45-64years. ... ...... 24,044 1.064 2,848 2,770 2371 4.4 11.8 97.3 83.3
65yearsandover . ..... 17.076 kAl 2,387 2,351 1,831 4.5 14.0 98.5 76.7
Race and age
White, 18 years and over . . . 154,178 5,376 16.735 16,106 12,217 3.5 10.9 96.2 73.0
18-24years. ......... 20,956 630 1,198 102 512 3.0 57 8.5 427
2544years. ... ...... 66,637 1,996 5,795 5,493 3,844 3.0 8.7 94.8 66.3
45-64years. ... ...... 40,139 1,556 5.226 5,135 4,352 3.9 13.0 98.3 83.3
65 years and over . ... .. 26,445 1,194 4,516 4,416 3,508 45 171 97.8 77.7
Black, 18 years and over. . . . 19,932 763 1,765 1,682 1.230 3.8 8.9 95.2 69.6
18-24years.......... 3,562 *42 106 87 *36 *1.2 3.0 82.1 *34.0
2544vyears.......... 9,204 322 720 686 542 3.5 7.8 95.3 753
45-64years. . ........ 4,712 252 604 576 409 53 12.8 95.4 67.7
65 yearsandover ... ... 2,454 147 336 333 244 6.0 13.7 99.1 72.6
Hispanic ongin
Hispanic. .. ........... 13.029 397 909 854 604 3.0 7.0 93.9 66.4
Non-Hispanic. . . ........ 166.500 5,897 17.940 17,249 13,056 35 10.8 96.1 72.8
Poverty status
Below poverty threshold . . . . 16,225 922 1,910 1,781 1.257 57 11.8 93.2 65.8
At or above poverty
threshold. . . . ......... 149,290 4,769 15,296 14,714 11,174 3.2 10.2 96.2 73.1

1Inclu«:!es persons of all races and those of unknown poverty status.
anagnostlc tests include upper G.I. senes or upper endoscopy Or gastroscopy.

NOTE. Estirmates of less than 68,000 and percents based on these esumates have 30 percent or more relative stancard error; see technical notes for description of the calculation of standard errors.,
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Table 3. Number and percent of persons 18 years of age and over with diverticulitis, medically diagnosed conditions, and diagnostic
procedures performed, by selected sociodemographic characteristics: United States, 1989

Al perso~s  Diverticulitis Condition was  Diagnostic  Diverticulitis Condition was  Dragnostic
18 years, mn last Ever had medically procedures in last Ever had medically procedures
Charactenistic and ove- 12 months  diverticultis diagnosed performer:}2 12 months  diverticulitis diagnosed performed
Percent of persons Percent of persans
Age Number of persons In thousands 18 years and over who ever had condition
18 years and over 179,528 2.662 5,093 4,698 3,791 1.5 2.8 96.2 74.4
18-24years ......... 25.40C "2 17 17 *2 *0.0 *0.1 *100.0 *11.8
2544 years . ... .. . 78 796 259 520 446 311 0.3 0.7 85.8 59.8
4564 years . . . . . 46,114 966 1750 1.698 1,375 2.1 3.8 97.0 78.6
65 years and over 29.21¢ 1.435 2.808 2,738 2,103 4.9 9.6 87.5 74.9
Sex and age
Male, 18 years and over . .. 85.257 828 1.615 1,569 1,199 1.0 1.9 g7.2 74.2
18-24years. .. ...... 12.396 *0 *5 *5 *0 *0.0 *0.0 *100.0 *0.0
25-44 years . . . . 38 648 74 134 110 93 0.2 0.3 82.1 69.4
45-B4years. .. ..... 22.072 295 598 578 442 1.3 2.7 96.7 73.9
65 years and over . . . 12,143 459 878 876 664 3.8 7.2 99.8 75.6
Female. 18 years and over 94,272 1.834 3.479 3.329 2,592 1.9 3.7 95.7 74.5
18-24 years . 13 005 "2 12 "2 *2 *0.0 *0.1 *100.0 *16.7
2544 years . . 40,147 185 385 336 218 0.5 1.0 87.3 56.6
45-64 years 24.044 671 1.152 1,120 933 2.8 4.8 97.2 81.0
65 years and over . . ... 17.076 976 1,930 1,862 1,439 5.7 1.3 96.5 74.6
Race and age
V/hite. 18 years and over 154,178 2.570 4,927 4,734 3,671 1.7 3.2 96.1 74.5
18-24 years 20.956 *2 17 "7 *2 *0.0 *0.1 *100.0 *11.8
2544 years. .. ... 66.637 249 486 412 280 0.4 0.7 84.8 57.6
45--64 years . 40.132 913 1.680 1.631 1.329 23 4.2 97.1 798.1
65 years and over 26.443 1.406 2.744 2,674 2,060 5.3 10.4 97.4 75.1
Black. 18 vears and over. 18,932 69 140 138 94 0.3 0.7 98.6 67.1
18-24 years ... .. 3.562 *0 *0 *0 *0 *0.0 *0.0 *0.0 *0.0
25-44 years 9.204 *2 *25 *25 *23 *0.0 *0.3 *100.0 *92.0
45-64 years 712 *39 *55 *53 *32 *0.8 *1.2 *96.4 *58.2
65 vears and over 2.454 *29 *60 *60 *39 *1.2 *2.4 *100.0 *65.0
Hispanic ongin
Hispanic 13,029 *56 11 96 "65 *0.4 0.9 86.5 *58.6
Non-Hispanic . 166.500 2.606 4.982 4,802 3.726 1.6 3.0 96.4 74.8
Paoverty status
Below poverty threshold . 16.225 135 310 284 223 0.8 1.9 91.6 719
At or adove poverty
threshold. ... ... 149.290 2.292 4,266 4,115 3.173 1.5 2.9 96.5 74.4

Vincluges persons of all races ang these of unknow= poverty status.
“Diagnostic tests include banum ene~a and ovesr on! hospralization

NOTE Estimates of less than 68.000 a~c percents tased on these eshmates have 30 percent or more relative standard error; see technical notes for description of the calculation of standard errors,
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Table 4. Number and percent of persons 18 years of age and over with functional colon conditions and medically diagnosed conditions,
by selected sociodemographic characteristics: United States, 1989 ~

All persons Colon conditions

Condition was Colon conditions

Condition was

18 years n last Ever had medically in fast Ever had meagically
Charactenstic ana over' 12 months® colon conditions  diagnosed 12 months colon conditions dragrosed
Percent of persons Percent of persons
Age Number of persons in thousands 18 years and over who ever had condition
18yearsandover. . ........... 179,529 6,719 10,532 9,271 3.7 5.9 88.0
18-24years. .. ... ......... 25,400 348 457 406 1.4 1.8 88.8
25-44vyears. .. ... 78,796 2,641 4,164 3.638 3.4 5.3 87.4
45-64years. . .. ... 46,114 2,408 3.686 3,244 5.2 8.0 88.0
65yearsandover........... 29,219 1.322 2,225 1,983 4.5 7.6 89.1
Sex and age
Male, 18 yearsand over. . . . ... .. 85,257 1.688 2.934 2.568 2.0 34 87.5
18-24years. . ... . 12,396 62 88 *80 *0.5 0.7 *68.2
25-44years. .. ... .0 38,648 684 1,160 1,020 1.8 3.0 87.9
45-64years. . ... ..o 22,070 620 1.013 899 28 4.6 88.7
65yearsandover . .......... 12,143 321 672 589 2.6 5.5 87.6
Female, 1B yearsandover . . ... .. 94,272 5,031 7.598 6.704 53 8.1 88.2
18~24years. . . ......0. v 13.005 286 369 346 2.2 2.8 938
25-44years. . ... ... 40,147 1.957 3.004 2.619 49 7.5 872
45-B4years. .. ... 00 24,044 1,788 2,672 2,345 7.4 11.1 87.8
65yearsandover . ... ....... 17,076 1.001 1,553 1,395 5.9 9.1 gos
Race and age
White, 18 yearsand over . . ... ... 154,178 6,411 10,070 8.881 4.2 6.5 88.2
18-24vyears. ... ... ... ... 20,956 338 444 397 1.6 2.1 89.4
25-44years. . ... ... 66,637 2,452 3.898 3.420 37 5.8 87.7
45-64years. .. ......... . 40,139 2,330 3.544 3.118 5.8 8.8 88.0
65yearsandover .. ......... 26.445 1,290 2,184 1,947 4.9 8.3 89.1
Black, 1Byears andaver . ....... 19,932 240 355 318 1.2 1.8 89.6
18-24vyears. .. .......... .. 3.562 *10 *13 *9 *0.3 *0.4 *69.2
25-44vyears. .. ......... ... 9,204 143 194 176 1.6 2.1 90.7
45-64years. ... ... 4,712 64 116 105 *1.4 2.5 90.5
6Syearsandover........... 2,454 23 *32 *27 *0.9 *1.3 *84 4
Hispanic ongin
HIspanic. . . . ... vu i cunn 13.029 260 350 304 20 27 86.9
Non-Hispantc. ... ............ 166,500 6.459 10,182 8,967 3.9 6.1 88.1
Poverty status
Below poverty threshoid . . .. ... .. 16,225 488 616 556 3.0 3.8 90.3
At or above poverty threshold . . . . . 149,290 5,869 9,339 8,198 3.9 6.3 87.8

“neludes persons of all races and those of unknown poverty status.
‘'ncludes spastic colon, functional bowel, irritable colon, and irntabte bowel syncrcre.

NOTE. Estimates of less than 68,000 and percents based on these estimates have 30 percent or mere refative standard e~or: see techmcal nates for descr pton of *he calculat.on of s'ardard errors.
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Table 5. Number and percent of persons 18 years of age and over with hemorrhoids and medically diagnosed conditions, by selected
sociodemographic characteristics: United States, 1989

All persons  Hemorrhoids Doctor ever Ever had Hemorrhoids Doctor ever Ever had
18 years 1n last diagnosed hemorrhoid in last diagnosed hemorrhoid
Charactenistic and over' 12 months hemorrhoids surgery 12 months hemorrhoids surgery
Percent of persons Percen: of persons
Age Number of persons in thousands 18 years and over who ever had hemorrhoids

i8yearsandover. . ........... 179.529 23.016 36,373 7.688 12.8 20.3 211

18-24years. ... ........... 25,400 1.481 1,262 73 5.8 5.0 5.8

25-44years. . . ...... ..... 78.796 10,291 14,034 1,382 131 17.8 9.8

45-64years. .. ... . ... 46.114 7.143 12,578 3.059 15.5 27.3 243

85 years and over . . 29.219 4,101 8,498 3,175 14.0 29.1 37.4

Sex and age

Male, 1B years andover. . . . ... .. 85.257 9.173 13,528 3.872 10.8 159 28.6

1B-24years. .. ............ 12.396 429 213 *32 3.5 1.7 *15.0

2544 years. . . .. 36.648 3.981 4.506 748 10.9 12.3 16.6

45-64years. . . ... ... .. 22,070 3.250 5,466 1.650 14.7 24.8 30.2

65 yearsandover. .. . ...... 12,143 1.512 3.343 1.442 125 27.5 43.1

Female, 18 years and over . . . . . . . 94,272 13.843 22,844 3.816 14.7 24.2 16.7

18-24years. . ... ......... 13.005 1,052 1,049 *40 8.1 8.1 *38

25-44years. . ... ... ... 40,148 6.310 9.528 633 15.7 23.7 - 6.6

456B4years. ... ... ... ... 24,044 3.892 7.112 1.409 16.2 29.6 19.8

65yearsandover.. . ..... 17.076 2.589 5,155 1.733 15.2 30.2 33.6
Race and age

White, 18 years and over . . . .. .. 154.178 20.955 33.184 7.122 13.6 21.5 21.5

18-24years. . . ............ 20.956 1,244 1,053 *55 5.9 5.0 *5.2

25-44wyears. . .. ... ... 66.637 9.250 12,526 1.200 13.9 18.8 9.6

a5-64years. . ... ... ... 40.138 6.611 11,529 2.820 16.5 28.7 245

65 yearsandover . . ...... 26.445 3.895 8.076 3.047 14.7 30.5 377

Black, 18 years and over . . . . . 19.832 1.682 2,740 470 8.4 13.7 17.2

18-24vyears. . . ............ 3.562 199 195 *8 5.6 5.5 *4.1

25-44years ... ....... 9.204 854 1,256 147 9.3 13.6 11.7

45-64years. ... ... .. ... 4712 448 g22 201 9.5 19.6 21.8

65yearsandover .. .. ..... 2.454 180 367 114 7.3 15.0 31.1
Hispanic ongn

Hispanic. . .. ............... 13,029 1,132 1,598 240 8.7 12.3 15.0

Non-Hispamic. . . .. ... ... ... 166.500 21,883 34,774 7.448 1341 20.8 21.4
Poverty status

Below poverty threshold . . . ... .. 16.225 2.024 2.834 512 125 17.5 18.1

At or above poverty threshold . . . . . 149.290 19.686 31,138 6,483 13.2 20.9 20.8

1Includes persons of all races and those of unknown poverty status

NOTE: Estimates of less than 68.000 and percents based on these estimates have 30 percent or more relative standard error; see techrnical notes for description of the calculation of standard errors.
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Table 6. Number of persons 18 years of age and over reporting bowel complaints and selected treatments, by selected
sociodemographic characteristics: United States, 1989

Used stoc:
Chronic Used stool Chronic  Saw a doctor Chronic softner or Chronic  Saw a doctor
All persons constipation  softner or diarrhea for diarrhea  constipation  laxative diarrhea for diarrhea
18 years n last laxative in in last in last in last in last in last in last
Charactenstic andover' 12 months® last 30 days 12 months® 12 months 12 months 30 days 12months 12 months
Age Number of persons in thousands Percent of perscns 18 years and over

18yearsandover........... 179.349 5,374 10,107 2,131 3.788 3.0 5.6 1.2 2.1

18-24years. . . ............ 25,400 504 670 233 302 20 2.6 0.9 1.2

25-44vyears. . ... ..o 78.754 1,887 3.074 837 1374 24 3.9 1.1 1.7

45-B4vyears. .. ... ... 46,053 1,431 2.852 634 1,176 3.1 5.2 14 2.6

65yearsandover. . ......... 29,142 1,552 3.510 428 936 5.3 12.0 1.5 3.2

Sex and age

Male, 18yearsandover. . . ... ... 85.146 39 2.232 584 1,142 1.2 26 - 0.7 1.3

18-24vyears. . ............. 12.396 80 136 *49 87 0.6 1.1 *0.4 0.7

25-44vyears. . ... ... ..., 38617 251 513 211 405 0.6 1.3 0.5 1.0

45-B4vyears. . . ... ... 22.043 238 539 201 367 1.1 2.4 0.9 1.7

65yearsandover........... 12,091 428 1,044 123 283 3.5 8.6 1.0 2.3

Female, 18 years andover . . . .. .. 94.203 4,376 7.875 1.547 2,646 4.6 8.4 1.6 2.8

18-24years. .. ............ 13.005 424 534 183 216 3.3 4.1 1.4 1.7

25-44vyears. . ... ... 40,136 1,636 2,561 626 969 4.1 6.4 1.6 24

45-Bdayears. . ... ... 24,010 1,192 2313 433 809 5.0 9.6 1.8 3.4

65yearsandover........... 17.502 1,124 2,466 304 653 6.4 14.1 1.7 3.7
Race and age

White, 18 years and over . .. ... .. 154.012 4,378 8,272 1,922 3.453 2.8 54 1.2 2.2

18-24vyears. .. ............ 20.956 387 558 187 259 1.8 2.7 0.9 1.2

25-44vyears. . ... ... 66.602 1,454 2414 748 1,193 2.2 3.6 1.1 1.8

45-64vyears. .. ... 0. 40.085 1,170 2,298 572 1,106 2.8 5.7 1.4 2.8

65yearsandover........... 26,369 1,367 3.002 415 895 52 11.4 1.6 3.4

Black, 1Byearsandover . ....... 19,918 854 1.698 150 244 4.3 8.5 0.8 1.2

18-24years. . ... ... u 3.562 109 105 *46 *35 3.1 2.9 *1.3 *1.0

25-44years. . ... ... ... 9,197 367 607 *51 130 4.0 6.6 *0.6 *14

45-B4vyears. . . ...... ... ... 4,705 2086 504 *44 *46 4.4 10.7 *0.9 *10

65yearsandover .. .......... 2,454 172 482 *10 *33 7.0 19.6 *0.4 *1.3
Hispanic ongin

Hispanic. . ................. 13.021 610 774 108 207 47 59 0.8 1.6

Non-hispanic. . . ............. 166,328 4,764 9,332 2,022 3,582 29 5.6 1.2 2.2
Poverty status

Below poverty threshold . . . ... ... 16.211 868 1,262 316 397 5.4 7.8 1.9 2.4

At or above poverty threshold . . . .. 149.172 3,908 7.830 1.653 3.160 2.6 52 1.1 2.1

includes persons of all races and those of unknown poverty status; excludes those who refused to answer towel habits portion of the questionnare and those se~sons with colostomes.

Chronic constipation and ciarrhiea are defined as those persons with constipation or drarrhea most or all of the time in the fast 12 months.

NOTE: Estmates of less than 68,000 and percents based an these estimates have 30 percent or more refative standard error; see techncal notes fcr descript on ¢f *~e calcL.ation of standard errors.
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Technical notes

Source and
description of data

The estimates presented in this
report are based on data from the
1989 National Health Interview
Survey (NHIS), an ongoing survey of
households in the United States
conducted by the National Center for
Health Statistics. Each week. a
probability sample of the civilian
noninstitutionalized population of the
United States is interviewed by
personnel of the U.S. Bureau of the
Census. Interviewers obtain
information about the health and
other characteristics of the
househoids included in the NHIS
sample.

NHIS consists of two parts: (a) a
basic health questionnaire that
remains the same each vear and (b)
special topics questionnaires that vary
from year to vear and usually are
asked of just one person in each
family. In 1989, the special topics
includec health care coverage. adult
immunization, severe and persistent
mental illness, dental health. diabetes,
orofacial pain, digestive disorders,
and acquired immunodeficiency
syndrome (AIDS) knowledge and
attitudes.

The total interviewed sample for
1989 for the basic health
questionnaire consisted of 45.711
households containing 116,929
persons. The noninterview rate was
5.1 percent. NHIS digestive disorders
(NHIS-DD) interviews were
completed for 42.392 persons 18 vears
of age and over. or 90.7 percent of
those NHIS-DD sample persons
identified from the basic health
questionnaire (approximately 46,756
members of families were identified).
The overall response rate for the
NHIS-DD was 86.1 percent (the
product of the response rates for the
basic and digestive disorders
questionnaires).

Sampling errors

Because estimates shown in this
report are based on a sample of the
population rather than on the entire
population, they are subject to

samphing error. When an estimate or
the numerator or denominator of a
percent is small, the sampling error
may be relatively high. In addition,
the complex sample design of NHIS
has the effect of making sampling
errors larger than they would be had
a simple random sample of equal size
been used. Estimates and figures
based on estimates that do not meet
the reliability criteria of 30 percent
relative standard error are marked on
the tables.

Approximate standard errors of
the estimated numbers (x) in the
tables (except for age, sex, and race
for all persons when the standard
error is assumed to be 0.0) may be
calculated using the formula

SE(x) = V/.000021(x)* + 6,100(x)

For example, it is estimated that
2.691.000 persons had gallstones or
gallbladder trouble in the last 12
months (table 1). Using this formula,
the standard error for the estimated
number is

SE(2.691,000) =

\/.000021(2,691,000)2 + 6,100(2,691,000)
= 128,714

Approximate standard errors of
the estimated percents in the tables
may be calculated using the formula

SE(p) = V/6,100(p) (100-p)

y

where p is the percent of persons and
v is the base population from which

the percent is calculated.
For example, it is estimated that

10.5 percent of the population has
ever had ulcers (table 2). Using this
formula, the standard error for the
estimated percent is

SE(10.5)="/6,100(10.5) (100-10.5) = .18
179,529,000

If x, and x, are two estimates,
then the approximate standard error
of the difference (x; -x,) can be
computed as follows:

SE(x, —=x») =

ry

\/SE(x,)” + SE(x,)--2r SE(x,) SE(x,)

where SE(x,) and SE(x,) are
computed using the appropriate
formulas previously presented in this
section and r is the correlation
coefficient between x, and x,.
Assuming r = 0.0 will result in an
accurate standard error if the two
estimates are actually uncorrelated. If
they are correlated, the standard
error of the difference will be
underestimated or overestimated.
These calculations can also be
performed for differences in percents
using the appropriate standard error

formulas for percents.
In this report, differences are

considered statistically significant at
the S-percent level if the difference
between two estimates was at least
twice as large as its standard error.
Further information on how the
standard error parameters are
constructed is available in “Current
Estimates From the National Health
Interview Survey: United States,
1989 (12).

Comparison to basic
NHIS estimates

Prevalence estimates of digestive
disorders routinely reported from the
basic portion of NHIS are likely to
differ from those presented in this
report. Two survey design differences
between the basic NHIS and the
NHIS-DD may affect the
comparability of the estimates. First,
the questions from the basic NHIS
may be answered by one respondent
for all members of the family when
other members are not present.
Approximately one-third of the
responses for adults on the basic
NHIS are by proxy respondents.
However. the guestions on the
NHIS-DD are answered only by the
sample individual. This difference in
reporting may be especially
problematic for the less serious and
more personally sensitive conditions
such as hemorrhoids, chronic
constipation, and diarrhea as the
household respondent in the basic
NHIS may not know about these
conditions.

The manner in which the
conditions are identified also differs
between the basic NHIS and the
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NHIS-DD. In the basic NHIS,
the prevalence of chronic conditions
is estimated by dividing the entire
sample into six representative
subsampies. Respondents within each
subsample are administered one of six
condition checklists. only one of
which contains chronic digestive
conditions, and are asked if any
family member has each condition. In
the NHIS-DD -supplement, all
respondents were asked specific
questions about major digestive
disorders and a series of followup
questions on each reported condition.

Other reasons why the prevalence
estimates may differ between the 1989
basic NHIS and the NHIS-DD
include differences in nonresponse
rates and the specificity of
terminology related to the condition.
In addition, the NHIS-DD asked
respondents whether they had the
particular condition in the past 12
months and whether they had ever
had the condition. The basic NHIS
queries the respondent about the last
12 months only. For conditions that
are ongoing, the two-part question
may improve reporting on the
presence of the condition in the last
12 months. Finally, those with an
identified digestive condition in the
NHIS-DD were asked if the doctor
made the diagnosis and if appropriate
medical care had been given or
diagnostic tests performed. These
questions help assure that the
respondent had an appropriate
evaluation. although they cannot
assure that the diagnosis was correct
or the respondent remembered or
was told the appropriate diagnosis.

The reported prevalence of
digestive disorders in the basic
questionnaire of the NHIS are
significantly lower than those
estimated from the NHIS-DD. These
comparative estimates are presented
in table I. In the case of ulcers and
functional colon conditions. part of
the difference is definitional. In the
NHIS-DD respondents are given a

Table I. Estimated number of persons

18 years of age and over with major
digestive disorders by survey instrument:
United States, 1989

Estimated Estimated
from basic from
Digestive condition NHIS in NHIS-DD
n the last 12 months thousands  in thousands

Gallstones or

gallibladder trouble 1818 2,691
Ulcers' .. .. ... ... 4,095 6.295
Diverticulits . . . . . .. 1.983 2.662
Functional colon

conditions?. . .. ... 1,328 6,719
Hemorrhods, . . . . . 11,446 23,016
Constlpatlon:’ ...... 4,006 5374

TUlcer defined in the basic National Health Interview Statistcs
{NHIS) as gastnic, duadenal, peplic, gastrojejunal, and uicer of
the esophagus (ICD 5314, and 530.2). Uicer defined in the
NHIS digestive disorders (NHIS-UD) as gastinc, duodenal,
gepnc. stomach, and other excluding skin,

Functional colon conditiens n the basic NHIS are defined as
irritable bowel enterospasm, irritable bowel syngrome, mucous
coliis, and spastic colon. Functional colon conditions defined
in the NHIS-DD as irntable bowel syndrome, irntable colon,
apasnc colon, functionai bowel, and other similar cond:tions.

Constipation 1s defined as “frequent” constpation m the
basic NHIS and as constipation most or all of the ume in the
NHIS-DD

structured set of definitions for
identifying their condition
immecdiately following the query
about the condition. In the basic
NHIS, once the condition of “ulcer”
or “spastic colon” is identified, the
respondents supply information
through followup questions. The
information is then later used to
classify the condition according to
specific diagnosis categories.

The lower estimrates for
hemorrhoids and constipation in the
basic NHIS are to be expected given
that neither is likely to be medically
diagnosed or attended. As a result,
proxy respondents are less likely to
know about the occurrence of the two
conditions among family members. In
addition, respondents to the basic
NHIS are asked about hemorrhoids
in a condition list that includes
cardiovascular diseases, whereas the
NHIS-DD groups them with digestive
conditions. The grouping in the basic
NHIS may lower the response rate
because respondents do not identify
hemorrhoids with heart disease or
hypertension.
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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
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From Vital and Health Statistics of the National Center for Health Statistics

National Ambulatory Medical Care Survey: 1990 Summary
by Susan M. Schappert, M.A., Division of Health Care Statistics

During the 12-month period from
January 1990 through December
1990, an estimated 704.6 million visits
were made to nonfederally employed,
office-based physicians in the United
States, or about 2.9 visits per person.
This rate is not statistically different
from office visit rates observed since
1975 (1,2).

This report presents data
highlights from the 1990 National
Ambulatory Medical Care Survey
(NAMCS), 2 national probability
sample survey conducted by the
Division of Health Care Statistics of
the National Center for Health
Statistics, Centers for Disease
Control. The data summarized here
should be considered provisional
because final editing may result in
minor changes in the estimates.
Statistics are presented on patient,
physician, and visit characteristics.

Because the estimates presented
in this report are based on a sample
rather than on the entire universe of
office visits, they are subject to
sampling variability. The technical
notes found at the end of this report
give a brief overview of the sample
design used in the 1990 NAMCS, an

explanation of sampling errors, and
guidelines for judging the precision of
the estimates.

The Patient Record is used by
physicians participating in the
NAMCS to record information about
their patients’ office visits. This form
is reproduced in figure 1 and is
intended to serve as a reference for
readers as they review the survey
findings presented in this document.

The physician sample for the
NAMCS was selected with the
cooperation of the American Medical
Association and the American
Osteopathic Association. Their
contribution to this effort is gratefully
acknowledged.

Data highlights

Patient characteristics

Office visits by patient’s age, sex,
and race are shown in table 1.
Females made about 60.6 percent of
all office visits during 1990, and
accounted for a higher percentage of
visits than males in all age categories
except the youngest (under 15 years).
Females also had significantly

higher visit rates than males did in
each age category with the exception
of the youngest group (under 15
years) and the two oldest groups
(6574 years and 75 years and over).

Visit rates tended to increase
with age after the age of 24, Persons
aged 65-74 years and 75 vears and
over had the highest visit rates of all
age categories; rates for these two
groups did not differ significantly
from each other. The pattern,
however, was found to be slightly
different for males and females.
Among males, rates increased with
each age group after the age of 44,
with males aged 75 years and over
having the highest rate of 5.4 visits
per person.

Females, despite a general trend
toward increasing visit rates with age
after the age of 24, showed no
statistical difference in the rates for
females aged 25-44 years compared
with those aged 45-64 years. or in the
rates for females aged 65-74 vears
compared with those aged 75 years
and over.

White persons made
approximately 84.8 percent of all

stAvicE,
o"’* %,

¢

“vea

o usAlry .

Public Health Service
Centers for Disease Control
National Center for Health Statistics

Manring Feinleib, M.D., Dr. P.H., Director

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR DISEASE CONTROL
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10 othar persons or used for eny other purpose.

v which would permit dentitication of an
individusl, 8 practice, o an establishment wili be heid contidential, will be used only by
persons engaged in and tor the purposes of the survey and wili not be disciosed o relsssed

Department of Health and Human Services
Centars for Disesse Controt
Public Hestth Service
Natons! Center for Health Statistics

A

1 . DATE OF visIT

PATIENT RECORD

OMB No. 0920-0234
Expires 8-31-88

T NATIONAL AMBULATORY MEDICAL CARE SURVEY (PHS) 6105A
2.%P CODE 4. SEX §,COLOR OR 6.ETHNICITY | 7 EXPECTED SOURCEI(S) OF PAYMENT 8, WAS PATIENT
RACE . * [Check all that apply] * REFERRED FOR
THIS VISIT BY
1 [ wre HISPANIC 1 [] serpay « [[] BLUE CROSS 7 [[J no cHarce ANOTHER
3 7] remaie 2 [] macx ! ORIGIN PHYSICIAN?
3, DATEOF BIRTH TH
. ASIANPACIAC 2 D MEDICARE § D %SU%‘O:EAMEHCIAL 8 D OTHER
2 ] mae 3 [ NG 2 N7 e FSpecy] 1Jves 2[]no
W oo Ver ESRMOALET 3 [] weocan 6 [] [US0R50"

3 MOST IMPORTANTY

9.PATIENT'S COMPLAINT{S), SYMPTOM(S), OR OTHER
REASONIS) FOR THIS VISIT //n patient's own words]

1 0_ PHYSICIAN'S DIAGNOSES

a. PRINCIPAL DIAGNOSIS/PROBLEM ASSOCIATED WITH ITEM Sa.

1 1. HAVE YOU SEEN
" PATIENT BEFORE?

1[Jves 2 Jwo
{

b OTHER

b OTHER SIGNIFICANT CURRENT DIAGNOSES

IF YES, FOR THE CONDITION

IN (TEM 1087
2[Jno

1] ves

[Check all ordered or provided}

1 [ nowe
2 [] paprest 8 [ ] univaLysis
3 ] peLvicexam 9 [ cresT x-Ray
4 [] ereasT pacpaTION
5 [_] mamMMoGRAM

6 [} visuaL acumry

4} 2 . DIAGNOSTIC/ SCREENING SERVICES THIS VISIT

7 [ 81000 PRESSURE CHECK

10 [[] 0IGITAL RECTAL ExAM
11 [[] erocT/siGmotnoscopy

12 [[] sTooL 8L000 Exam

1 [ wone

13 [T} omaL Glucose ToL

14 [] cHoLESTEROL MEASURE
15 [ wv seroLoGy

16 [} oTHER BLOOD TEST

17 [} OTHER fspecsy/

7 [[] omer

1 3 COUNSELING/ADVICE
" [Check all ordered or provided)

2 D WEIGHT REDUCTION

3 [] cHoLesTerOL REDUCTION
4 [ smokiNG cessaTioN

5 D HIV TRANSMISSION

6 [_] eReAST SELF-EXAM

14 NON-MEDICATION THERAPY
® [Check all ordered or provided]

1 [[] none

2 [] psvcHOTHERAPY

3 ] commecTIve Lenses

« [ ] amBuLATORY SURGERY
5 [[] prvsiomHERAPY

& [] OTHER fSpecityy

IF NONE. CHECK HERE ||

1 5 . MEDICATION THEI:'(APY [Record all new or continued medications ordered or provided at this visit. Use the same
brand narne or generic name entered on any Rx or office medical record, Inctude immunizing and desensitizing agents.]

0 =0 0 =0
0O 0 0 =0
0 0 0 =0
0 0 -0 =0
0 -0 0 0

1 6. DISPOSITION THIS VISIT 1 7. DURATION

[Check all that apply] OF THIS
vISIT
1 [] NO FOLLOW-UP PLANNED [Time
actually
2 [] mETURN AT SPECIFIED TIME spent with
physician]

3 {T] RevuRN iF NEEDED, P.AN.
TELEPHONE FOLLOW-UP

« [ Times

5 [ REFEARED TO OTHER PHYSICIAN

6 [ RETURNED TO REFERRING
PHYSICIAN

7 [[] aomiT 1o HOSPITAL T Whnates

8 D OTHER {Specify]

Figure 1. Patient record

office visits during 1990, with black
persons and Asian/Pacific Islanders
accounting for about 8.8 percent and
3.0 percent, respectively. These
percentages were not statistically
different from those reported in 1989.
While visit rates were found to be
significantly higher for white persons
than for black persons overall, these
differences were noted only among
the younger age groups (less than 15
years, 15-24 years, and 25-44 years).
No significant differences were found
between the white population and the

black population in the 45-64 years,
65~74 years, and 75 years and over
age groups. Visit rates by age, sex,
and race were not statistically
different from rates observed in the
1989 NAMCS.

Physician characteristics

Table 2 shows the distribution of
office visits according to physician
specialty for the 13 most visited
specialties. The largest share of visits
(29.8 percent) was made to
physicians specializing in general and

family practice (GFP); this
percentage is not significantly
different from the percentage of GFP
visits in 1989. Provisional data
concerning other physician specialties
for 1990 indicates slight increases in
the proportion of visits made to
internists, psychiatrists, and
ophthalmologists compared with 1989
figures, as well as slight decreases in
the proportion of visits made to
pediatricians, dermatologists, and
general surgeons. However, 1990 visit
rates to each of the 13 specialties
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Table 1. Number, percent distribution, and annual rate of office visits by patient's age, sex,

race, and geographic region: United States, 1990
Number of
Number of visits per
visits in Percent person per
Patient characteristic thousands distribution year
Allpatients . . . .. v it ittt i 704,604 100.0 29
Age
Under15years . . c.vv v vvvnvnnanens 138,427 19.6 25
15-24Y6arS . . .ot v i e e 68,918 9.8 20
2544years . . ...t 194,195 27.6 24
45-B4YLAMS .+ . v it v ettt 149,786 21.3 3.2
B5-74years . . ...ttt 86,422 12.3 4.8
7Syearsand over . . ... ...t e e 66,856 9.5 57
Sex and age
Female ........ccoiiviiinnennn 427,151 60.6 34
UnderiSyears . . . . ..o v i i v v 65,229 9.3 2.4
16-24years . . ... ... i 45,165 6.4 2.6
25-44Years . . ...t e 132,183 18.8 3.2
45-64 years 89,697 127 3.7
€5-74 years 51,529 7.3 5.1
75yearsand over ... .. ... .0 nnenn 43,349 6.2 5.9
Male.........o i 277,452 39.4 23
Under15years . .....ccvevenvannnns 73,198 104 2.6
1524 YLArS . o i v e is i e 23,753 3.4 1.4
25-44years . . ...t i e e 62,012 8.8 1.6
A5-BAYears . . ...t e 60,089 8.5 2.7
65-T4YBAIS . . . .t vt ie it i e i 34,893 5.0 4.3
75yearsand OVer .. .. ..o iv v 23,507 3.3 5.4
Race and age
White .. ...t iiiiiiiiinaennn. 597,306 84.8 29
UnderiSyears . ......ccovuvenvannn 115,421 16.4 2.6
15-24yBarS . . ...ttt 56,297 8.0 20
2544 YRaAIS . . ..ttt i i 163,020 23.1 24
45-B4YRAIS . ... i i 126,970 18.0 3.1
BE-TA4VYEAIS . . . v it e i 76.045 10.8 4.7
75yearsandover .. ... ... 59,552 8.5 58
Black ..ttt i it 62,317 8.8 2.1
UnderiSyears . ......cociinenennn 12,401 1.8 1.5
15-24YBaIS . . oo v v nnnn e 7.063 1.0 1.4
25-44years . . ... . it i i 18,350 26 19
45-BAyears . .. ... .. i 13.664 19 2.9
B5-T4AYEArS . .« e vt v s ot nnnnacnsnn 6.264 0.9 4.0
75yearsandover .. ........ 0000 4,575 0.6 4.9
All other races
Asian or PacificIslander. . . .. ......... 21,312 3.0 —_———
American Indian or Alaskan Native . ... ... 2,382 0.3 —-———
Unspecified . ..........ccveun. 21,287 3.0 —-——
Geographic region
Northeast. . . . .o vivi i i iennennn 127,805 18.1 2.6
Midwest. . .. ... ... i, 180,276 256 3.0
South .. ... ittt it i e e, 235,303 33.4 2.8
West. . . .. i i e 161,220 22.9 3.1

Based on U.S. Bureau of the Census estimates of the civilian, noninstitutonatized population of the United States as of July 1,

1990.

were not found to differ significantly
from 1989 visit rates (3).

Visit characteristics

Referral status and
prior-visit status

Only 5.5 percent of office visits in
1990 were made as the result of a
referral from another physician. The

overwhelming majority of office visits
(83.8 percent) were made by patients
who had seen the physician on a
previous occasion, and more than half
(61.2 percent) of all visits were made
by persons who were returning to the
physician for care of a previously
treated problem (table 3). Only

16.2 percent of visits were made by
new patients. These percentages are
not significantly different from those
reported in 1989.

Expected source of
payment

Expected sources of payment
were most often commercial
insurance (36.1 percent of visits) and
“self-pay” (30.4 percent of visits)
(figure 2). (The self-pay category
includes the patient’s contribution
towards “co-payments” and
“deductibles.”) The percentage of
visits at which commercial insurance
was expected as a source of payment
was up slightly from the 1989 level,
while the percentage of self-pay visits
showed a slight decrease. Medicare
was an expected payment source at
19.8 percent of visits overall, up
slightly from the 1989 level, but was
an expected source of payment at
80.0 percent of visits by persons aged
65 years and over. “HMO/pre-paid
plan” was mentioned at 14.5 percent
of visits, not significantly different
from the 1989 level. It should be
noted that physicians were asked to
check all of the applicable payment
categories for this survey item, with
the result that multiple pavment
sources could be coded for each visit.

Reason for visit

Item 9 of the Patient Record asks
the physician to record the patient’s
(or patient surrogate’s) “complaint(s),
symptom(s), or other reason(s) for
this visit in the patient’s own words.”
Up to three reasons for visit are
classified and coded from the survey
according to 4 Reason for Visit
Classification for Ambulatory Care”
(RVC) (4). The principal reason for
visit is the problem, complaint, or
reason listed in item 9a.

The RVC is divided into the
eight modules or groups of reasons
displayed in table 4. More than half
of all visits were made for reasons
classified as symptoms (56.8 percent).
Respiratory symptoms accounted for
11.3 percent of all visits while
musculoskeletal symptoms accounted
for 10.3 percent.

The twenty most frequently
mentioned principal reasons for visit,
representing 39.5 percent of all visits,
are shown in table 5. General
medical examination was the most
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Table 2. Number, percent distribution, and annual rate of office visits by physician frequently mentioned reason for visit
specialty and professional identity: United States, 1990 overall (4.3 percent of the total)
- H

Numberof  while cough was the most frequently

Number of visits per P . .
vietts i Percent 100 ;,e,’;o{,s mentioned reason having to do with
Physician specialty thousands distribution per year illness or injury (3.7 percent). The
ANVISHS . . o\ oo 704,604 100.0 286.3 top twenty reasons for 1990 were also
General and.fa‘mlty practice. . . ......... 209,788 29.8 85.2 hSted_ as the twenty most frequently
Etz(gtar'i medicine . ... .. ... g?-;ﬁig :?; gg'g mentioned reasons for 1989, although
ediatries. . .. .o e . . I . . .
Obstetrics and gynecology . . . . ... ... .. 61,243 87 283 in slightly different order.
Ophthalmology . .. ... ...t 43,842 6.2 17.8
Onhopedicsurgery. . . .............. 32917 47 13.4 H H
Dermatology . . . ... ....... .. ... .. 24,009 3.4 9.8 Dlagno.stlc and_
Generalsurgery. . ................. 22,402 3.2 9.1 screening services
Psychiatry . ... ........ i, 20,963 3.0 8.5 . L.
Otolaryngology - . . o v v 17,959 2.5 7.3 Table 6 dlsplays statistics on
Cardiovascular disease . . . ........ ... 11,240 1.6 4.6 di : . .
Urological SUTGery . . . v v v vieeen . 9,546 1.4 39 lagnostic or scr_eemng services .
Neurology . ... ... v oviieiineninn 6.228 0.9 25 ordered or prov1ded by the phyS]VCIan
All other speciatties. . .. .......:... .. 66,696 9.5 271 during the office visit. All diagnolstic
Doctor of t"’°‘ef:i°“a' identity 20287 oo ‘60 and screening categories included on
octor of osteopathy. - . ... ... ... , X I
Doctor of mediging . . . . o ..o ouvrnn. .- 665,317 94.4 270.3 the 1990 survey were also found on

- the 1989 survey. However, this list is
Based .S, he civilian, | I i f 1, T
; 9;;6 on U.S. Bureau of the Census estmates of the civilian, noninstitutionalized population of the United States as of July ch ange d perio dlcally to reflect the

2Based on the female population only. Changing needs of data user S,

recommendations of advisors, and
Table 3. Number and percent distribution of office visits by referral status and prior-visi ’

status: United States, 1990 anticipated future health c}ata needs.
The most frequently mentioned
Number of di . . blood <
visits in Percent iagnostic service was blood pressure
Visit characteristic thousands asstribution  check, recorded at 38.5 percent of
AIVISES o\ e oo e e e e e e 704,604 j000  Visits. This percentage was
Aeformal significantly higher than the
eferral status . e .
Referred by anotherphysician . . ... ........ .. ......... 38,806 55 34.5 percent Of,VISItS with a check of
Not referred by another phYSIGIN . . . .. oo cveeveenn ... 665,797 94.5 blood pressure in 1989. Also, blood
Prior visit status pressure checks were ordered or
NEW PAHEAL. .« . o eeeeneee e et et 113,962 16.2 provided at a higher percentage of
Oiﬂ é)wat:rrgbl.e e ‘1555332;; ggg female visits (42.9 percent) than male
OIdPIOBIBM . . o« v e ve e e e i e 431,006 612  visits (31.8 percent) in 1990, as was
also the case in 1989.
Other frequently mentioned
40 diagnostic or screening services

included “other” blood test

(13.3 percent of visits), urinalysis
(12.8 percent), and pelvic exam
(performed at 12.0 percent of female
office visits). With the exception of
blood pressure check, none of the
diagnostic or screening categories
showed significant changes from 1989
levels.

Percent of all visits
8

10
Principal diagnosis
Item 10 of the Patient Record

Commercial  Selfepay Medicare HMO/  Medicaid Other/ asks the physician to record the
oorhrig Propaid unknown principal diagnosis or problem

Bive Cross/ associated with the patient’s most
B‘aez?&?d important reason for the current visit

as well as any other significant
current diagnoses. Up to three
diagnoses are coded and classified
according to the International

Expected source of payment
NOTE: Total may sxceed 100.0 becauss mare $han oNe paly SOUGS May be sxpectsd per visit

Figure 2. Office visits by expected source of payment: United States, 1990
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Table 4. Number and percent distribution of office visits by patient's principal reason for Table § displays the 20 most
visit: United States, 1990 frequently reported principal
Number of diagnoses for 1990, categorized at the
Prrcipal reason for visit and RVC cods' thousands  diembaion L1CC-digit coding level of the
rncipal reason for visi [o 1SIrou .
P ICD-9-CM, and accounting for

AVISIES . o et e e e e 704,604 1000 36.2 percent of all office visits made
SYMPIOM MOTUIB .+« v o v vttt et e e e S001-S999 400,323 568  during the vear. Of these 20, 19 also
General SYmMPIOMS . . . v . vttt e e S001~-S099 48,395 6.9 : -
Symptoms referable to psychological/mental disorders . . .. ....... S100-S199 19,831 28 appeared c_)n the list of the 20 most
Symptoms referable to the nervous system (excluding sense frequent diagnoses for 1989,

Lo = 11 Y S200-S259 20,537 29 : :
Symptoms referable to the cardiovascular/lymphatic system . .. ... .. S260-5299 4,351 0.6 The most corpxpon dlagHOSIS ..
Symptoms referable to the eyes and €ars . . ... .............. S300-5399 51,327 73  rendered by physicians at office visits
Symptoms referable to the respiratory system. . . ... ........... S400-S499 79,665 11.3 : : :
Symptoms referable to the digestive system . . .. .. ............ S500-S639 31,887 4.5 n 199(_) was Essennal hyper tens‘?r}’
Symptoms referable to the genstourinary system . . ............. $640-5829 30,714 44  occurring at 3.9 percent of all visits.
Symptoms referable to the skin, hair, andpails . . . ............. S830-5899 40,928 5.8 s :

Symptoms referable to the musculoskeletal system . .. ... ....... S900-5993  72.687 103  Essential hypertension has been the
DISEASE MOGUIE . . v v oo vi vttt e D001-D998 66,121 9.4  most frequently reported morbidity-
Diagnostic/screening, and preventive moduie . . . . . ............ X100-X599 110,058 15.6 s el

TrRAIMENt MOGUIE + + v oo v e oveese s e ane s T100-T899 69,045 o related diagnosis in every Survey year
Injuries and adverse effects MOGUIE . . v v v e e st vt J001-~J989 22,426 32  since the NAMCS began in 1973,
Testresultsmodule . . ....... ... i R100-R700 9,021 13 P Jrees ;

ADMIniStrative module. . . ...« .. v oo A100-A140 8,341 12 (Morbidity-related diagnoses are
Other® U990-U99s 19,267 27  those classifiable to illness or injury.

1Based on "A Reason for Visit Classification for Ambulatory Carg" (RVC), Vital Health Stat 2(78) 1979. !.\OanI’bldl?y re]ated dlagnos§s .
2includes problems and complaints not elsewhere classified, entries of “none”, blanks, and illegible entries. include routine prenatal examination,

health supervision of an infant or

Table 5. Number and percent distribution of office visits by the 20 principal reasons for child, and general medical

visit most frequently mentioned by patients: United States, 1990 examination, among others.)
Number of ~ Percent  Percent  Percent Therapeutic services
. . visits in of all of female  of male
Rank Reason for visit and RVC code thousands visits visits visits Table 9 presents data
AIVISHS © oo e e 704604 1000 1000 1000 summarized from items 13. 14, and 15
1 General medical examination. . . . ... ... X100 30,341 4.3 4.8 as of the Patient Record which pertain
2 Cough. . oot e e S440 25,740 3.7 3.2 4.3 to thera eutic Service ordered or
3 Routine prenatal examination. . .. ... ... X205 25,296 3.6 5.9 . p , . .S.
4 Symptoms referable to throat. . . . . . . . . . S455 18,866 27 25 29 provided by the physician at the office
5 Postoperative visit. . . .............. T205 17,523 25 2.6 24 yisit.
6 Earache orear infection. . ........... 5355 14,633 2.1 1.8 25 . .
7 Well baby examunation. ... ......... X105 14,534 2.1 16 28 Medication therapy was the most
8 Back symptqms .................. S905 12,497 1.8 1.6 2.0 Commonly mentioned therapeutic
9 Stomach pain, cramps, and spasms . . . . . S545 12,054 1.7 1.8 1.5 .
10 SKINMASh . .o vvvsrren e, s860 11,562 16 14 19  service, reported at 60.3 percent of
11 L T $010 11,500 16 1.3 2.1 ce visits in . Physicians were
12 Vision dysfunctions . ............... S305 11,397 1.6 1.6 1.7 ?fﬁ Sits 1990 Ph}sxc ans we
13 Hypertension.................... D510 10,391 15 15 1.4  Instructed to record all new or
14 Headache, paininhead............. S210 10,203 1.4 1.6 1.2 continued medications Ordered or
15 Kneesymptoms. . ....o.vveennn... 5925 9,755 1.4 1.2 1.7 . e e s .
16 Chest pain and related symptoms (not referable provided at the visit, including
to body system} . .. ... e S050 9,684 1.4 1.2 1.6 cription a ipti
17 Head cold, upper respiratory infection prescrip t'IO nd nf)npresi:r‘p tion
e I S445 8,557 12 12 13  preparations, and immunizing and
18 Nasaicongestion . . ............... S400 8,546 1.2 1.1 14 ensitizing nts. . in the
19 Blood pressuretest. . ... ........... X320 7,922 1.1 1.1 1.1 desensitizing age tS“ As lf,sed mt
20 Neck symptoms. . ................ 5900 7,006 10 10 10 NAMCS, the term “drug” is
Allotherreasons, . ..o vv v i v eennn.. 426,597 60.5 60.0 61.6 interchangeab[e \vith the term
'Based on "A Reason for Visit Class.fication for Ambulatory Care" (RVC), Vital Heaith Stat 2(78) 1979, “medication,” and the term
“prescribing” is used broadly to mean
P g 3
ordering or providing any medication,
Classification of Diseases, 9th Revision,  examination, routine prenatal whether prescription or over-the-
Clinical Modification (ICD-9-CM) examination, and health supervision =~ counter. Additional drug data are
(5). of an infant or child), accounted for =~ presented in tables 10, 11, and 12.
Table 7 displays office visits by 14.8 percent of all office visits. and are discussed in the next section.
principal diagnosis using the major Diseases of the respiratory system Counseling/advice (defined to
disease categories specified by the (14.2 percent) and diseases of the include formal and informal
ICD-9-CM. The supplementary nervous system and sense organs counseling, advice, and patient
classification, used for diagnoses that  (11.4 percent) were also prominent  education) was offered at about
are not classifiable to injury or illness  on the list. 37.2 percent of office visits, and
(for example, general medical weight reduction was the most

frequently specified category
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Table 6. Number and percent distribution of office visits by selected diagnostic service

and sex: United States, 1990

Number of Percent Percent Percent
visits in of all of female of male
Diagnostic and screening services' thousands visits vIsits visits
AlvistS . . ... L 704,604 100.0 100.0 100.0
None. . ........ ... . ... 254,305 36.1 325 41.6
Paptest. .......... ... ... ... ... 33,898 4.8 7.9 0.0
Pelvicexam . ................ R 51.422 7.3 12.0 v
Breastpalpation. . . . ............ ... 39,509 5.6 9.2 0.0
Mammogram. . . . ... ... ..., 11,773 1.7 2.8 .
Visualacuity . . . .. ... i 45,291 6.4 6.2 6.8
Blocapressure . .. ............ ..., 271.390 38.5 42.9 31.8
Urinalysis . . . . ..o i i 89,904 12.8 15.2 9.0
Chestx-ray. . ........coouvuunen. 20,293 2.9 27 3.2
Digital rectal exammnation . . .. ...... .. 25,823 3.7 3.9 3.4
Proctoscopy or sigmoidoscopy . ... .. ... 3,057 0.4 0.4 0.5
Stoolbloodexam. .. ............... 17,480 2.5 2.6 2.3
Oral glucose tolerance. . .. ........... 3.421 0.5 0.6 0.3
Cholesterol measure.. . . .. ........... 26,155 3.7 3.8 3.5
Hivserology........ ... ... ... .. 1,280 0.2 0.2 0.2
Otherbloodtest. . . ................ 94,009 13.3 13.7 12.9
Other . ... ... i, 176.390 25.0 24.6 25.6
TTotal may exceed total number ¢f visits because more than cne service may be reported per wisit.
Table 7. Number and percent distribution of office visits by principal diagnosis:
United States, 1990
Number of
visits in Percent
Principal diagnosis and ICD-9-CM code' thousands  distribution
AlLVISIES .« o e e 704,604 100.0
infectious and parasitic diseases. . . . . .. ... . e 001-139 27,075 3.8
NEORIaSIMIS . & . . ittt e e e e e e e e e e e 140-239 21,941 3.1
Endocrine, nutritional and metabolic diseases and immunity disorders . . .240-279 29,456 4.2
Mentaldisorders. . . .. ... .. .. .. L. e 290-319 29,929 4.2
Diseases of the nervous system and senseorgans . . . . ........... 320-389 80,128 114
Diseases of the circulatory system . . . . . ......... ... ... ... ... 390-459 55,989 7.9
Diseases of the respiratory system. . . ... ....... ... ... ... ... 460-519 100,294 14.2
Diseases of the digestive system. . . . .. ... ... ... ... 520-579 26,154 3.7
Diseases of the genitourinary system . . . . .................... 580-629 41,087 5.8
Diseases of the skin and subcutaneous tissue .. .. .............. 680-709 36,836 5.2
Diseases of the musculoskeletal system and connective tissue . . . ... .. 710-739 47,101 6.7
Symptoms, signs, and ill-defined conditions. . . ... ...... ... ... 780-799 27,221 3.9
Injury and POISONING. « . . o« v i e e e 800-999 51,134 7.3
Supplementary classification . . ... ..... ... . ... .. o i VO1-v82 104,418 148
Ali other diagnoses” . . . .. . ... e e e 10,722 1.5
Unknown/blank™. . . . . . .. e e e e e e e e e 15,139 21

Based on the International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM).
2Includes diseases of the biood and blood-forming organs (280-289); comphcations of pregnancy, childbirth, and the puepernium
5530-676); congenital anomalies (740-759); and certain conditions originating n the pennatal period (760--799).

includes blank diagnoses, uncodable diagnoses, and illegible diagnoses.

(6.3 percent of visits). More common
counseling topics, such as medical,
sacial, and family counseling, were
included in the “other’ category
(28.2 percent of visits). More detailed
data on counseling and advice have
been collected in the 1991 NAMCS.
Approximately 19.7 percent of
visits included a mention of
nonmedication therapy ordered or
provided by the physician, with the
most commonly listed category being
psychotherapy (3.8 percent of visits).
Ambulatory surgery was ordered or
provided at about 2.0 percent of

visits, not significantly different from
the 1989 level. More detailed data on
ambulatory surgery, collected in the
1991 NAMCS, will be forthcoming
later this year.

Medication therapy

As noted above, 60.3 percent or
about 424.6 million office visits
included a new or continuing
medication ordered or provided by
the physician during 1990. Visits with
one or more drug mentions are
termed “drug visits” in the NAMCS.
As many as five medications, or drug

mentions, could be coded per drug
visit, resulting in a total of 759.4
million drug mentions during 1990.
This yields an average of about 1.1
drug mentions per office visit, or 1.8
drug mentions per drug visit.

Table 10 displays data on
number of drug visits and drug
mentions by physician specialty.
Cardiovascular disease specialists and
internists had the highest percentage
of drug visits, at 78.5 percent and
74.5 percent, respectively.

Drug mentions are displayed by
therapeutic class in table 11. This
classification is based on the
therapeutic categories used in the
National Drug Code Directory (6). It
should be noted that some drugs have
more than one therapeutic
application. In cases of this type, each
drug was assigned to the category for
which it is most frequently prescribed.
Antimicrobial drugs accounted for
16.5 percent of all drug mentions,
while cardiovascular-renal drugs
(14.4 percent), respiratory tract drugs
(11.4 percent), and pain relief drugs
(10.2 percent) were also frequently
mentioned.

Table 12 shows the 20 most
frequently used generic substances for
1990. In this table, drug products
containing more than one ingredient
(combination products) are included
in the data for each ingredient. For
example, acetaminophen with codeine
is included in both the count for
acetaminophen and the count for
codeine. Amoxicillin was the generic
ingredient most frequently used in
drugs ordered or provided by the
physician at office visits in 1990,
occurring in 4.9 percent of drug
mentions.

Fifteen of the 20 most used
generic ingredients for 1990 were also
on the list of the top 20 for 1989.
Albuterol and pseudoephedrine, new
on the list for 1990, showed
substantial gains of roughly 2.5
million mentions and 3.4 million
mentions, respectively, over 1989
levels.

The NAMCS drug data base
permits classification by a wide range
of variables, including specific product
name, generic class, entry form
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Table 8. Number and percent distribution of_ofﬁce visits by the 20 principal diagnoses chosen by the physician (that s,
most frequently rendered by physicians: United States, 1990 brand name, generic name, or the

Number  Percent Percent Percent desired therapeutic effect),
ofvistsin  ofall  offemale ofmale prescription status (that is, whether

Rank Principal diagnosis and ICD-9-CM code' thousands visits visits visits . . e
the product is prescription or
AVISHES. . oo vt i 704,604 1000 100.0 1000  nonprescription), federally controlled
1 Essential hypertension . . . .............. 401 27,310 3.9 3.9 38 substance status, composition status
2 Nomalpregnancy. . . . .. ... cvevvnn.. V22 23,561 3.3 5.5 e : : s : :
3 Suppurative and unspecified otitis media. . . . . . 382 21,043 3.0 23 4.0 (that 18, smgle or multxp}e mgredlent
4 General medical examination . . . . ......... V70 20,555 29 29 30  product), and therapeutic category. A
5 Acute upper respiratory infections of multiple or T
UNSPECHIEd SHES . . . . v\ oo oeern s 465 18,676 27 24 so report describing the method and
6  Heaith supervision of infantor child . . . .. .. .. V20 15678 2.2 17 30 instruments used to collect and
7 Diabetesmellitus. . . .. ................ 250 15,303 2.2 1.9 26 : :
8  Allergic rhinitis . ... ............. ... 417 12128 17 17 1g  process drug information for the
9 Bronchilis, not specified as acute or chronic. . . .480 12,098 1.7 1.6 1.9 NAMCS is available (7).
10 Acutepharyngitis . ................... 462 11,536 16 1.6 1.8
11 Chronicsinusitis . . . .................. 473 11,141 1.6 1.6 1.5 . s . e
12 Neurotic disorders. . . .. .. ............. 300 9,531 14 15 1.1 Disposition of visit
13 Diseases of sebaceous glands . . . ......... 706 8,346 1.2 1.1 1.3 .
14 Disorders of refraction and accommodation . . . 367 7.288 1.0 1.0 1.0 Nearly two-thirds (66.0 percent)
15 Cataract .. ...t 366 7,282 1.0 12 0.8 PP
16 Glaucoma. ..o 365  7.234 10 11 10  ©f all office visits included a
17 AStMA. .o v i it 493 7.137 1.0 1.1 09  scheduled follow-up visit or telephone
18 Sprains and strains of other and unspecified parts .
OF BACK » v ovveeeeneeansrenenss 847 6,951 1.0 09 14  call, while another 22.6 percent
19 Other forms of chronic ischemic heart disease . .414 6,429 0.9 0.5 15 included instructions to return if
20 Osteoarthrosis and allied disorders . ... ... .. 715 6,358 0.9 1.0 0.8 needed. Only about 1.0 percent of
'Based on the intemational Classification of Dissasss, Sth Revision, Clinical Modification, 1CD-3-CM, visits resulted in a hospital admission.
Table 13 displays data on office visit
disposition.

Duration of visit

Table 9. Number and percent distribution of office visits by selected therapeutic services
ordered or provided by the physician: United States, 1990 T.abIe 14p resep Fs data On. the
duration of office visits. Duration of

Number of visit refers to the amount of time

visits in Percent : _
Therapeutic services' thousands distnbution spent n _fa_ce'to face contf'ict bemieen
the physician and the patient. This
ALVISIES . i i e e e et e e 704,604 100.0 time is estimated and recorded by the
Medication therapy? physician and does not include time
DIUGVISES & e v v et e et e 424,587 603  Spent waiting to see the physician,
Number of medications ordered or provided by the physician time spent receiving care from
l;lone ..... Ce st e e e et ggg,g:g gg.; someone other than the physician
2.y 110,865 157 without the presence of the physician,
e 83,007 11.8 or time spent by the physiClan in
Counseling and advice' reviewing patient records and/or test
NOME . .\ e et ts e e et e et e 442,833 628  results. In cases where the patient
Weightreduction. . .. ..........coiiiiiinn ., 44,378 6.3 Vi are ¥
Chalesterolreduction. . . .. .. .ottt ine e e e e, 22,566 3.2 recel. (.:d C from a rpember of the
Breast Self-eXam. . .. . vttt e e 16,174 23 physician’s staff but did not actually
SMOKING CeSSation . . v .o ittt e 14,937 21 sict inc 18]
HIVtransmission. . . ... ..ottt it i e it i it it e 1,740 0.2 see tbe ph)sxcmn durm° the VISH ’
o 198,607 282  duration was recorded as “'zero
Other nonmedication therapy’ minutes. ..
About 69.3 percent of office visits
None...... e i ettt 566,077 80.3 . .
PSYCHOtIEIAPY « « o v vt ettt et e 26,922 38 had a duration of 15 minutes or less
Physiotherapy . ... ... it i i e 16,572 2.4 1 i i £,
AMDUIRtOTY SUFGEIY « « v v v v v e e v e et e e e e e e e eae 14,203 2.0 m 19.9.0' The mean c.luratlon time ior
Cormective 1BNSES . . - .ttt e e e e e 9,580 1.4 all visits was 16.7 minutes,
Oher. L L e e 75,338 10.7 signiﬁcandy higher than the 15.9
Total may exceed total number of visits because more than one category may be reported per visit. minutes Teported for 1989.
2Medications include prescniption drugs, over-the-counter preparations, 'mmunizing agents, desensitizing agants, etc. Additional I'CpOl’tS which utilize

Drug visits are visits at which one or more medication s ordered or supplied by the physician.

1990 NAMCS data are forthcoming in
the Advance Data From Vital and
Health Statistics series. In addition,
survey data will be available on
computer tape from the National
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Table 10. Number and percent distribution of drug visits and drug mentions by physician

specialty: United States, 1990

Number Number

of drug of drug Percent

visits' in Percent mentions Percent dru,

Physician specialty thousands distnbution  in thousands  distribution  visit:

Alldrugvisits. ... ... .. ... ... 424,587 100.0 759,406 100.0 60.3
General and family practice . . . .. ... 144,082 33.9 251,960 33.2 68.7
internal medicine . ... ....... ... 71.967 17.0 149,370 19.7 74.5
Pediatrics . ... ........... ... 54,250 12.8 76,370 10.1 66.9
Obstetrics and gynecology .. ...... 26,814 6.3 35,687 4.7 43.8
Ophthaimology. . . . ... ..o v v vt 19,193 4.5 30,808 4.1 438
Orthepedicsurgery . .. ... ... ... £.586 2.0 11,035 1.5 26.1
Dermatology ... ..o vviiivn 15.364 3.6 29,572 3.9 64.0
Generalsurgery . . . ... .ovuvn.. 6.961 1.6 12,597 1.7 311
Psychiatry . .. ... ... . ... 10,756 25 18,516 24 51.3
Otolaryngology. . . . ... ... ool 8.017 1.9 12,341 1.6 44.6
Cardiovascular disease. . .. ....... 8,827 241 25,153 33 78.5
Urological surgery . . ... . ... .. ... 3.854 09 5,145 0.7 40.4
Neurology. . . . .« o v e v i e e 4,127 1.0 7,586 1.0 66.3
All other specialties . . .. ......... 41,819 9.8 93,265 12.3 62.7

1Dmg visds are visits at which one or more drugs are crdered or suppled by the physician.
2Number of drug visits divided by number of office visits muttiphed by 100.

Table 11. Number and percent distribution of drug mentions by therapeutic classification:

United States, 1990

Number of
drug mentions Percent
Therapeutic classification’ in thousands distribution
Alldrugmentions . . ... .o ittt e e 759,406 100.0
Antimucrodial . . . . L e e e e 125,275 16.5
Cardiovascular-renal . . . . ... ...ttt e 109,171 14.4
Respiratorytract . . . .. ... ... . e e e 86,562 11.4
Painrelief . . ... e e e 77,355 10.2
Hommones andrelatedagents .. ... ... ... i 67,544 8.9
DermatoiogIC . . . .« v i e 43,558 57
Psychopharmacological . .. ... oo vt n it e 46,188 6.1
Metabolicandnutnient . . . . ....... .. ... . i .. 29,238 3.8
Gastrointestinal. . . .. ... v it e e e e 31,139 4.1
OpRaIMIC & . s o e e e e e e e 30,375 4.0
IMMUNOIOGIC & & v v e e e e e e e 19,337 2.5
Neurologic . .. ... o e e e e e e 14,111 19
Hematologic ... ... ..ot it i, 9,914 1.3
Otherandunclassified . . .. ........ ... .. ... . . .u.... 69,639 9.2

1Therapeum: class based on the standard drug classification used in the National Drug Code Directory, 1982 Edition.

Table 12. Number and percent distribution of drug mentions for the 20 most frequently

used generic substances: United States, 1990

Number of
drug mentions Percent
Rank Generic substance in thousands distribution

Alfdrugmentions . . . ..., ... . ... i 759,406 100.0

1 Amoxicilhn . . ... .. L e 37,011 4.9
2 Acetaminophen . ... ... . . e 23,416 3.1
3 Erythromyein. . .. ..o o 19,474 2.6
4 Hydrochlorothiazide. . . ... .................. 15,011 2.0
5 Codeine. . v v vt e e 14,435 1.9
6 Phenylephrine . . . ......... .. ... .. 12,297 1.6
7 thuprofen . . . . .. ... . e e 11,964 1.6
8 Phenylpropanolamine . . ......... ... .. .. ... 11,489 15
9 ASPItin, . .. e e 10,823 1.4
10 ADUEIOL . Lo e e 10,505 14
11 Pseudoephedrine .. . .......... ... ... ... ... 10,474 1.4
12 NaPIOXBN . . . v v et et e e e e 10,354 1.4
13 Furosemide. . . ... ... i e 9,570 1.3
14 Chlorpneniraming . . . ... . oo et i it e 9,197 1.2
15 Aleoho! ... . 9.015 1.2
16 DigoxXin . oo e e 8,924 1.2
17 Cefaclor. . .. ..o 8,910 1.2
18 Guaifenesin. . . . ... . e 8,890 1.2
19 Trimethopnm. . ... . o e e 8,649 1.1
20 Sulfamethoxazole . . . .. ........... ... 8,282 1.1

1Frequen::y of mention combines single-ingredient agents w.th mentions of the agent as an ingredient in a combnation drug

Technical Information Service at a
nominal cost beginning about April
1992. Questions regarding this report,
future reports, or the NAMCS may
be directed to the Ambulatory Care
Statistics Branch by calling (301)
436-7132.
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Table 13. Number and percent distribution of office visits by disposition of visit:
United States, 1990

Number of
visits in Percent
Dispositlon1 thousands distribution
AVISIES . .ot i i e e e e e 704,604 100.0
Nofollowupplanned . . ..........ciiinunrunennnn... 68,310 9.7
Return atspecifiedtime . ..............ccoinn... 437,530 62.1
Returnifneeded. . ... .. ... ..t iinininn. 159,101 226
Telephone followupplanned . ........................ 27,207 3.9
Referredtootherphysician . . . ........ .. v 22,939 3.3
Returned to referring physician. .. .. .. ... .o ii i unn. 7.210 1.0
Admittohospital. . . .. ... e e e 6,802 1.0
Other. . e e e e 11,513 16
Yotat may exceed total number of visits because more than one disposition may be reported per vistt.
Table 14. Number and percent distribution of office visits by duration of visit:
United States, 1990
Number of
visits in Percent
Duration thousands distribution
AlVISHS . ... i e e e i 704,604 100.0
Ominutes’ ... ... ... 8,262 1.2
B 1) - T 63,383 9.0
-1 mMINUIES. . . . v it e e it e 199,086 28.3
-1 minutes . . ...t i e e e 217,608 30.9
16-30miNutes . . ... i e e e e e e 167,690 23.8
Siminutesandover . ... ... .. i e i i e 48,575 6.9

Wisits of zero minutes duration are those in which thers was no face-to-face contact between the patient and the physician.

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
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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 National Ambulatory
Medical Care Survey (NAMCS) from
January 1990 through December
1990. The target universe of NAMCS
includes office visits made in the
United States by ambulatory patients
to nonfederally employed 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.

A multistage probability sample
design is used in NAMCS, involving
samples of primary sampling units
(PSU’s), physician practices within
PSU’s, and patient visits within
physician practices. For 1990, a
sample of 3,063 nonfederal, office-
based physicians was selected from
master files maintained by the
American Medical Association and
American Osteopathic Association.
The physician response rate for the
1990 NAMCS was 74 percent.
Sample physicians were asked to
complete Patient Records (see
figure 1) for a systematic random
sample of office visits occurring
during a randomly assigned 1-week
reporting period. Responding
physicians completed 43,469 patient
records.

Characteristics of the physician’s
practice, such as primary specialty
and type of practice, were obtained
from the physicians during an
induction interview. The U.S. Bureau
of the Census, Housing Surveys
Branch, was responsible for the
survey’s data collection. Processing
operations and medical coding were
performed by the National Center for
Health Statistics, Hospital Discharge
and Ambulatory Care Survey Section,
Research Triangle Park, North
Carolina.

Sampling errors

The standard error is primarily a
measure of the sampling variability

Table 1. Provisional relative standard errors
for estimated number of office visits:
National Ambulatory Medical Care Survey,
1990

Relative
Estimated number of office standard error
visits in thousands in percent
200 ... e 49.4
400 ... i e, 35.0
S47 . ... e 30.0
600 ..... ..., 28.7
800 ........ .. 249
1000 ......... . ... ..., 224
2000 ...... ... .. .. 16.1
000 .........c0n. 10.6
10000 ... ... ... ... 8.0
18000 . ... .. 7.3
20000 ......... .. ..., 6.4
60000 ............ .. ... 5.1
100000, ................ 4.8
600,000................. 4.1

Example of use of table: An aggregate estmate of 10 miflion
visits has a relative standard error of B.0 percent or a standard
error of 800,000 visits (8.0 percent of 10 milion).

Table H. Provisional relative standard
errors for estimated number of drug
mentions: National Ambulatory Medical
Care Survey, 1990

Relative standard
error in percent

Estimated number of drug
mentions in thousands

200 ... ... 63.4
400 ... ... L 45.0
500 ... .. 40.3
600 ........ ... ... ..., 36.9
800 ......... ... .. .., 32.0
912 ..., 30.0
1000 ... ... L., 28.7
2000 . ... ... i 20.6
5000 ........... ... ... 13.6
10000 ......... .., 103
20000 ...... ... L. 8.1
50000 ................. 6.5
100000, ... ... ... L. 5.8
600000................. 5.2

Example of use of table: An aggregate estimate of 10 milton
drug mentions has a relative standard error of 10.3 percent or
a standard error of 1.03 millon visits (10.3 percent of 10
muhion),

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, Table I shows provisional
relative standard errors for estimated
numbers of office visits in 1990, and
table II presents provisional relative
standard errors for estimated
numbers of drug mentions.
Provisional standard errors for
estimated percents of visits are shown
in table III

Alternatively, relative standard
errors for aggregate estimates may be
calculated using the following general
formula, where x is the aggregate of
interest in thousands, and A and B
are the appropriate coefficients from
table IV.

RSE@)=4 /A+E 1000

X

Similarly, relative standard errors
for percents may be calculated using
the following general formula, where
p is the percent of interest and x is
the denominator of the percent in
thousands, using the appropriate
coefficient from table IV.

RSE ()=~ /B (0
@) \/_i(_x.__P)-loo.o

Table 1ll. Provisional standard errors for percents of estimated numbers of office visits:
National Ambulatory Medical Care Survey, 1990

Estimated percent
Base of percent
visits in thousands 10r899 Sor9s 10 or 90 20 or 80 30 or 70 50
Standard error in percentage points
200 ... 4.9 10.7 14.8 19.7 22.6 24.6
500 ..., e 34 6.8 9.3 12.8 143 15.6
1,000 . ... .ol 2.2 4.8 6.6 8.8 101 11.0
2000 ........ 0 L., 1.6 3.4 4.7 6.2 74 7.8
8000 ........ ... ... 1.0 2.2 3.0 3.9 4.5 4.9
0000 .......00v ... 0.7 1.5 2.1 2.8 3.2 3.5
18000 ......... .. . 0.6 1.3 1.8 2.4 2.8 3.1
20000 ......... ..., 0.5 1.1 15 2.0 2.3 2.5
50000 ................. 0.3 0.7 0.9 1.3 14 1.6
100000, .. ........ ... ... 0.2 0.5 0.7 0.9 1.0 1.1
600,000, . ............... 0.1 0.2 0.3 0.4 0.4 0.5

Example of use of table: An estimate of 30 percent based on an aggregate estimate of 13 million visits has a standard error of 2.8
parcent or a relative standard error of 9.3 percent (2.8 percent divided by 30 percent),
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Table 1V. Provisional coefficients appropriate for determining relative standard errors by
type of estimate and physician groups: National Ambulatory Medical Care Survey, 1990

Coefficient
Type of estimate and physician group A B
Visits
Overalitotals . . . ... ... iinnnnn 0.00161075 48.44516000
Doctors of osteopathy, general surgery, orthopedic

surgery, cardiovascular disease, psychiatry, urological

surgery, dermatology, neurology, ophthaimology,

otolaryngology « « v v v it e e 0.01798498 8.66482249
Pediatrics, obstetrics, and gynecology . . . . . ... .... 0.01283754 24.17002721
Internal medicine, all other speciaities .. .......... 0.01488303 36.73205078
General and family practice. . . . ... ............ 0.00573033 30.48694805

Drug mentions
Overalltotals. . . .. ... c it iinnnans 0.00258400 79.97392437
Doctors of osteopathy, general surgery, orthopedic

surgery, cardiovascular disease, psychiatry, urological

surgery, dermatology, neurology, ophthaimology,

OtOlANYNGOIOgY « v v v v vt e e e e 0.03278417 9.67984575
Pediatrics, cbstetrics, and gynecology . . .. ........ 0.02355989 22.74292891
Internal medicine, all other speciaities . ........... 0.02100443 61.17468803
General and family practice. . . . . ........ ... ... 0.00717830 53.42315388

Adjustments for
nonresponse

Estimates from NAMCS data
were adjusted to account for sample
physicians who were in scope but did
not participate in the study. This
adjustment was calculated to
minimize the impact of response on
final estimates by imputing to
nonresponding physicians data from
visits to similar physicians. For this
purpose, physicians were judged
similar if they had the same specialty
designation and practiced in the same
PSU.

Test of significance and
rounding

In this report, the determination
of statistical inference is based on the
t-test. The Bonferroni inequality was
used to establish the critical value for
statistically significant differences
(0.05 level of confidence). Terms
relating to differences such as
“greater than” or “less than” indicate
that the difference is statistically
significant. A lack of comment
regarding the difference between any

two estimates does not mean that the
difference was tested and found to be
not significant.

In the tables, estimates of office
visits have been rounded to the
nearest thousand. Consequently,
estimates will not always add to
totals. Rates and percents were
calculated from original unrounded
figures and do not necessarily agree
with percents calculated from
rounded data.

Definition of terms

Ambulatory patient — An
ambulatory patient is an individual
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
currently in office-based practice and
who spends some time caring for
ambulatory patients. Excluded from
the NAMCS are physicians who are
hospital based; who specialize in
anesthesiology, pathology, or

radiology; who are federally
employed; who treat only
institutionalized patients; or who are
employed full time by an institution
and spend no time seeing-ambulatory
patients.

Office — Offices are the premises
physicians identify as locations for
their ambulatory practice. These
customarily include consultation,
examination, or treatment spaces that
the patients associate with the
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—by any route
of administration — for prevention,
diagnosis, or treatment. Generic as
well as brand-name drugs are
included, as are nonprescription and
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.

Drug visit— A drug visit is a visit
in which medication was prescribed
or provided by the physician.
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Office Visits for Otitis Media: United States, 1975-90

During 1990, there were an
estimated 24.5 million visits made to
office-based physicians in the United
States at which the principal
diagnosis was otitis media, nearly one
visit for every 10 persons. These visits
accounted for 3.5 percent of all office
visits and represented the second
most frequent illness diagnosis. For
children under age 15, otitis media
represented the most frequent
diagnosis in physician office practices.
Since 1975, the first year these data
were collected, the number of otitis
media visits has increased almost

by Susan M. Schappert, M.A,,
Division of Health Care Statistics

150 percent (figure 1), and the
annual visit rate has more than
doubled.

This report presents national
estimates pertaining to office visits
with a diagnosis of otitis media
between 1975 and 1990. These
estimates are based upon data
collected in the National Ambulatory
Medical Care Survey (NAMCS), a
national probability sample survey
conducted by the Division of Health
Care Statistics of the National Center
for Health Statistics, Centers for
Disease Control. Statistics on patient,

25

15

10

Number of office visits (millions)

1975

Year

1990

Figure 1. Office visits with a principal diagnosis of otitis media: United States, 1975-90

physician, and visit characteristics for
visits with a diagnosis of otitis media
are presented and compared for four
years: 1975, 1980, 1985, and 1990.

A copy of the 1990 Patient
Record, the survey instrument used
by participating physicians to record
information about their patients’
office visits, is displayed in figure 2.
Although some changes have been
made in this form over the vears. the
basic format has remained the same,
and it is hoped that this will provide
a useful reference point for readers.

In item 10 of the Patient Record,
physicians were asked to record a
principal diagnosis (the diagnosis
most closely associated with the
patient’s most important reason for
visit) as well as any other significant
current diagnoses. Up to three
diagnoses were coded and classified
for each visit. For the 1975 survey
year, diagnoses were coded according
to the Eighth Revision International
Classification of Diseases, adapted for
use in the United States (ICDA-8) (1).
For survey vears 1980. 1985. and
1990, diagnoses were coded according
to the International Classification of
Diseases, 9th Revision, Clinical
Modification (ICD-9-CM) (2). This
report will focus primarily on office
visits in which the patient’s principal

SERVICEg,
o Sy,

(D

o WEALTY .“

Public Health Service
Centers for Disease Control
National Center for Health Statistics

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FCR DISEASE CONTROL
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Department of Heatth and Humsn Services
Centers for Dissass Control
Public Hesltr Sarvice

A

National Center for Haalth Statatics

1 DATE OF visIT

PATIENT RECORD

OMB No, 0920-0234

Expires B-31-89
o e e NATIONAL AMBULATORY MEDICAL CARE SURVEY (PHS) 61054
2.%P CODE 4, SEX K _COLOR OR 6. ETHNICITY | 7 EXPECTED SOURCE(S) OF PAYMENT 8. WAS PATEENT
“RACE . * [Check all that apply] * Rﬁfglﬁ&b FOR
T SIT BY
1+ [ remae v [ wwe 1y [] Hiseasac 1 [ seweav « [] BliE ShED 7 [[] o crarce Q{NYO;?:IE}:N?
3_DATE OF BIRTH 2 D :::mcmc 2 D MEDICARE § OTHER COMMEBCIAL 8 OTHER
; 2 [ mas 3 [ ok 2 [T NT e INSURANCE Boeatt! 1[Jves 2a[Jwo
T EMOALEST 3 [ mevean & (] Liamaeso ™

a MCST IMPORTANT

9.PATIENT'S COMPLAINT(S), SYMPTOM(S], OR OTHER
REASON(S) FOR THIS VISIT //r: patient’s own words]

1 O_ PHYSICIAN'S DIAGNOSES

» PRINCIPAL DIAGNOSIS/PROBLEM ASSOCIATED WITH (TEM Sa

11 HAVE YOU SEEN
* PATIENT BEFORE?

1[Jvs 2{ w0
{

b, OTHER

b OTHER SIGNIFICANT CURRENT DIAGNOSES

IF YES, FOR THE CONDITION
IN [TEM 10a?

1[Jves 2[]no

1 E NONE

2 [ eapvesT
L
3 [ revicexam
« [ sreasT paLpaiON

5 E MAMMOGRAM

1 2 DIAGNOSTIC/ SCREENING SERVICES THIS VISIT
[Check all ordered or provided}

{ BLOOD PRESSURE CHECK

—
8 L—' URINALYSIS

o [ 1 cHEsT x-RAY

10 [ 0.31TAL RECTAL EXAM

11 [} erOCTISIGMOIDOSCOPY

13 [_] oRraL GLUCOSE TOL

14 [ ] CHOLESTEROL MEASURE
1s [] wv seroLogy

16 [_] oTHeA BLOOD TEST

17 [] OTHER [Specupyt

13.

COUNSELING/ADVICE
[Check all ordered or provided)]

1 [T wone

2 D WEIGHT REDUCTION

3 [] evoresTeroL RepucTion
4 [7] smoxiG cessaTion

5 [] wv TRaNSMISSION

6 (] sreasT seirexam

14.

NON-MEDICATION THERAPY
[Check all ordered or provided]

1 7] vone

2 [T] psvcuoTHERAPY

3 [T] comrecTive Lenses
4[] AMBULATORY SURGERY
5 [} prysioTHERAPY

6 [_] OTHER Snecifvi

6 [ visuaLacuiry 12 [ 1 s~o0t, BLODD EXAM

7 [] ommer

15.

IF NONE. CHECK HERE ||

MEDICATION THERAPY (Record all new or conttnued medications ordered orprowded at this visit. Use thesame
brand name or generic name entered on any Rx or office medical record, Include immunizing and desensitiung agents.}

8. NEW b. FOR DX
MEDICATION? IN ITEM 1027
YES NO YES NO

0 20 O =0

30 0 0O 0

g 0 0O

0 0 0

1] 200 1]

1 6. DISPOSITION THIS VISIT 1 7 DURATION
[Check all that apply] OF THIS
VISIT
1 [T] o FOLLOW-UP PLANNED [Time
actually
2 [:l RETURN AT SPECIFIED TIME spent with
physician]
3 [ reTuAn tF NEEDED, PRN
+ [ TELEPHONE FOLLOW-UP
! PLANNED
5 [} REFERRED TO OTHER PHYSICIAN
6 [ RETURNED TO REFERRING
PHYSICIAN
7 [] aomT 10 HosPITAL ————
8 [ oTwer fspecyy

Figure 2. Patient Record

diagnosis was recorded as otitis
media.!

It is necessary to keep in mind
that the estimates presented in this

'In order to compare diagnostic data from 1975
through 1990. it was nccessary to ensure the
comparability of codes used to classify
diagnoscs of otitis media during this time. For
the purposes of this report, otitis media has
been defined to include nonsuppurative otitis
media (ICD-9-CM codes 381.0-381.4) as well

report are based on samples, and, as
such, they are subject to sampling
variability. The technical notes found
at the end of this report discuss

as suppurative and unspecified otitis media
(ICD-9-CM codcs 382.0-382.9). These codes
were compared with ICDA-8 codcs
381.0-381.9 (otitis media without mcntion of
mastoiditis). ICDA-8 codes for 382.0-382.3
(otitis media with mention of mastoiditis) were
also considered for inclusion in the analysis.
However, mastoiditis is classificd as a separate

* U.S. GOVERNMENT PRINTING OFFICE:1989-226-197

briefly the sample design, sampling
errors, and guidelines for use in
evaluating the precision of NAMCS
estimates.

condition in the ICD-9~-CM, which could have
lessened the comparability of these specific
codes over the years. Despite this
consideration, it was discovered that, for 1975,
there werc no NAMCS visits coded with a2
diagnosis in the range of 382, rendering this a
nonissuc and limiting data comparisions to the
codes mentioned above.
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Figure 4. Annual otitis media visit rate for patients aged less than 2 years by sex: United

States, 1975-90

Patient characteristics

Tables 1, 2, and 3 show visits with
a principal diagnosis of otitis media
by patient’s age, sex, race, and
geographic region between 1975 and
1990. Major findings are summarized
below.

Patient's age

During 1975-90 the majority of
visits for otitis media were made by

children. In 1975, 70.6 percent of
otitis media visits were made by
persons under the age of 15. By 1990,
that percentage had increased to
80.5 percent.

Examining this age group (under
15 years) more closely, visit rates
were found to be highest among
children under the age of 2 years for
three of the four survey years
presented here. (In 1975 visit rates
for children aged less than 2 years

and for those aged 2-5 years were
higher than visit rates for other age
groups but were not statistically
different from each other.)
Furthermore, the visit rate for
children under the age of 2 years
jumped from 31.5 visits per 100
children in 1975 to 102.1 visits per
100 children in 1990, an increase of
224.1 percent (figure 3).

Increasing visit rates were also
noted in the groups 2-5 years of age
and 6-10 years of age. Among
children aged 2-5 years, the visit rate
rose from 20.8 visits per 100 children
in 1975 to 47.8 visits in 1990, up
129.8 percent. Among those 6-10
years of age, the increase was
78.4 percent, from 10.2 visits per 100
children in 1975 to 18.2 visits per 100
children in 1990.

Although the visit rate for
children aged 11-14 years was 3.3
visits per 100 in 1975 and 8§ visits per
100 in 1990, this difference was not
found to be statistically significant.
No significant increase was noted
between 1975 and 1990 in the visit
rate for persons in the age groups
15-24 years, 25-44 years, 45-64 years,
and 65 vears and over.

Visit rates by age and sex

For each of the years presented
here, the likelihood of a physician
visit for otitis media is about the
same for males and females. In 1990,
for example, males accounted for
52.5 percent of the visits and females
47.5 percent, a difference that is not
statistically significant. Annual visit
rates are not statistically different for
males and females, being 10.7 visits
per 100 males and 9.3 per 100
females in 1990.

Within age groups, the increases
in visit rates for males and females
from 1975 to 1990 are similar. The
visit rate for males under the age of 2
years increased dramatically from 32
visits per 100 male children in 1975 to
111.3 visits per 100 male children in
1990, an increase of 247.8 percent.
The increase was only slightly less for
females, with a visit rate climbing
from 31.1 visits per 100 female
children in 1975 to 92.7 visits per 100
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Figure 5. Annual otitis media visit rates for patients aged 2-5 years by sex: United States,

1975-80
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Figure 6. Annual otitis media visit rates for patients aged less than 15 years according to

race: United States, 1980—-90

in 1990, or a difference of
198.1 percent (figure 4).

Significant increases were also
noted among males and females aged
2-5 years between 1975 and 1990,
with the male visit rate rising from
22.6 visits to 50.9 visits per 100 males,
and the rate for females climbing
from 18.9 visits to 44.5 visits per 100
females (figure 5). Visit rates for
males and females in the age

groups 610 vears and 15 years and
over did not appear to increase
significantly during this time period.
Estimates for the age group 11-14
years could not be compared, due to
unreliably small estimates in earlier
years.

Visit rates by race

Visit rates for a principal
diagnosis of otitis media were

significantly higher for white persons
under the age of 15 years than for
black persons in the same age group
for 1980, 1985, and 1990. The small
number of visits for otitis media made
by black persons in 1975, and by
black persons aged 15 years and over
in 1980, 1985, and 1990 made
calculation and comparison of these
rates statistically unreliable. Rates for
race categories other than white and
black persons were statistically
unreliable due to small sample size
for all data years and did not permit
comparisons.

White persons under the age of
15 years made about 25.5 visits per
100 in 1980, compared with 7.2 visits
per 100 black persons aged less than
15 vears in 1980. By 1990
corresponding visit rates were 38.8
and 16.1, respectively, with both
groups showing an increase over the
time period, although the increase
was greater among white persons
than among black persons (figure 6).

Visit rates by geographic region

Visit rates for four geographic
regions of the United States
(Northeast, Midwest, South, and
West) were not found to differ
significantly from each other either in
1975 or in 1990, although substantial
increases were noted in each of these
four regions over the 1975-90 time
period. The pattern of change varied
by region (figure 7).

The overall otitis media visit rate
for the northeast region jumped from
3.9 visits per 100 persons in 1975 to
9.2 visits per 100 persons in 1980,
making the northeastern visit rate for
1980 substantially higher than the
three other regional rates. The
northeastern visit rates for 1985 and
1990 did not change significantly from
the 1980 level.

In the midwestern region a
significant increase in the otitis media
visit rate was seen between 1980 and
1985, when the rate rose from 5.0
visits per 100 persons to 8.2 visits per
100. Significantly higher visit rates
were found in the southern region in
1990 compared with 1985 and in the
western region in 1985 compared with
1975.
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Physician characteristics

Table 4 presents data on visits
with a principal diagnosis of otitis
media by physician specialty. Major
findings are summarized below.

Physician specialtv
In 1975 the majority of visits with

a principal diagnosis of otitis media
were made to pediatricians

(38.3 percent), general and family
practitioners (31.2 percent), and
otolaryngologists (21.1 percent). By
1990 the distribution of visits by
physician specialty had not changed
significantly. Pediatricians received
47.4 percent of the total in 1990,
followed by general and family
practitioners with 29.9 percent and
otolaryngologists with 14.8 percent of
the total number of visits with a

principal diagnosis of otitis media
(figure 8).

Visit rates to selected specialties

The visit rate for a principal
diagnosis of otitis media increased
significantly for pediatricians and
general and family practice physicians
between 1975 and 1990 (figure 9).
The visit rate to pediatricians
increased from 1.8 visits per 100
persons in 1975 to 4.7 visits per 100
in 1990. About 1.5 visits per 100
persons were made to general and
family practice physicians in 1975,
compared with 3.0 visits per 100
persons in 1990. The rate of visits
with a first-listed diagnosis of otitis
media did not differ significantly for
otolaryngologists between 1975 and
1990.

An examination of visit rates by
age to pediatricians and general and
family practitioners shows that the
largest increase in visits for otitis
media occurred among visits to
pediatricians by patients aged less
than 2 years (figure 10). Substantial
increases in the visit rate to these
specialties were also noted for visits
made by patients aged -5 vears
(figure 11). These findings parallel
the changes described earlier in
overall visit rates by age.

Visit characteristics

Reason for visit

Item 9 of the Patient Record asks
the physician to record the patient’s
most important complaint, symptom,
or other reason for this visit using the
patient’s (or patient surrogate’s) own
words. Before 1977 these responses
were classified according to The
National Ambulatory Medical Care
Survey, symptom classification (SC)
(3). From 1977 to the present,
reasons for visit have been classified
and coded according to “A Reason
for Visit Classification for Ambulatory
Care” (RVC) (4). The 10 most
frequently mentioned principal
reasons for visits with a first-listed
diagnosis of otitis media in 1990 are
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displayed in table 5. They have not
changed substantially since 1975.

Prior-visit status

During 1990 about 57.0 percent
of otitis media visits were made by
“old” patients (patients who had seen
the physician on a prior occasion)
who were returning for care of an

“old” problem (a problem that had
been treated previously by the
physician), 28.2 percent were made
by patients returning to the physician
for care of a new problem, and

14.8 percent were made by new
patients. These percentages were not
statistically different from those
reported in 1975. No significant

changes were noted in prior-visit
status by age category between 1975
and 1990.

Diagnosis and treatment

The format used on the Patient
Record to record diagnostic and
therapeutic services ordered or
provided by the physician at the office
visit has undergone considerable
revision since 1975, making
categorical comparisons difficult for
the years in question here. For 1990
about 74.1 percent of visits with a
principal diagnosis of otitis media
indicated that none of the diagnostic
services listed were ordered or
provided by the physician. In
addition, 22.2 percent of visits
included a mention of counseling
and/or advice, and 5.8 percent
included nonmedication therapy
ordered or provided to the patient.

Despite the difficulties mentioned
above in comparing diagnostic and
treatment categories, one treatment
category has remained fairly constant
on the Patient Record and shows that
the majority of otitis media visits
made during 1975-90 included a
mention of medication ordered or
provided by the physician. As used in
the NAMCS, the term “medication”
is interchangeable with the term
“drug” and refers to all new or
continuing medication ordered or
provided by the physician at the visit,
including prescription and
nonprescription preparations. In 1975,
medications were ordered or provided
at 78.5 percent of the visits with a
principal diagnosis of otitis media; the
corresponding percentage was
84.1 percent for 1990. This difference
was not found to be statistically
significant.

More specific data on drugs
ordered or prescribed by the
physician at the visit began to be
collected on the 1980 NAMCS survey.
For 1980, 1985, and 1990, amoxicillin
was the most frequently mentioned
medication (generic or brand name
product) ordered or prescribed at
visits with a principal diagnosis of
otitis media. A list of the 10 most
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frequently utilized medications for
1990 is shown in table 6.

Duration of visit

More than half (about
63 percent) of all visits with a
principal diagnosis of otitis media
lasted 10 minutes or less in 1975 and
1990. However, a higher percentage
of visits in 1975 lasted 5 minutes or
less (24.3 percent) compared with

1990 (12.6 percent). At the same
time more visits in 1990 lasted 11-15
minutes (27.7 percent) compared
with 1975 (18.8 percent). Data on
duration of visit are displayed in
figure 12.

Visit duration for the two
youngest age groups appeared to
increase between 1975 and 1990.
Whereas more than one-third
(34.9 percent) of visits made by

patients under the age of 2 years
lasted less than 5 minutes in 1975, the
same was true for only 11.3 percent
of patients in this age group in 1990.
Similarly, for visits made by those 2-5
years of age, about one-quarter

(25.6 percent) lasted 5 minutes or
less in 1975 compared with just

12.7 percent in 1990.

There appeared to be a
substantially higher percentage of
visits of short duration among
younger patients (66.6 percent of
visits by patients aged 0-24 years
lasted 10 minutes or less in 1990),
compared with older patients
(38.4 percent of visits made by
patients aged 25 years and over lasted
10 minutes or less in 1990).

Disposition of visit

More than half of all otitis media
visits resulted in a scheduled return
visit in 1975 (58.7 percent), not
significantly different than the
65.1 percent found in 1990. The
percent of otitis media visits resulting
in a scheduled return visit did not
appear to differ by age in 1975.
However, in 1990, persons in the two
youngest age groups (less than 2 years
and 2-5 years) were found to be
more likely to have a return visit
scheduled than were those in the
aggregated 15 years and over age
group. Data on disposition of visit are
displayed in table 7.

Otitis media as a principal
diagnosis

In 1975, otitis media was the fifth
most frequently mentioned
morbidity-related principal diagnosis,
and the eighth most common
principal diagnosis overall.? (It should
be kept in mind that the rank
orderings presented within this report
may not be entirely reliable, as some
estimates may not differ statistically

*Morbidity-related diagnoses are those
classifiable to illness or injury (ICD-9-CM
codes 001-999). Diagnoses other than those
related to illness or injury are classified -y the
ICD-9-CM supplementary classification codes
V01-V82, and include general medical
examinations, routine prenatal examinations,
health supervision of an infant or child, etc.
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from other near estimates due to
sampling variability.) By 1990 it was
the second most frequently
mentioned principal diagnosis overall.
after essential hypertension (table 8).
Furthermore, among visits made
by males in 1990. otitis media was the
most frequently reported principal
diagnosis, recorded at approximately
4.6 percent of these visits, a
significantly higher proportion than
for visits by females. Among females,
this diagnosis was listed at about
2.7 percent of visits. It was the
second most frequent morbidity-
related principal diagnosis after
essential hypertension among females
and the fourth most frequent of all
reported diagnoses among females.

Ranked diagnoses by age group

For 1975 and 1990 otitis media
was the most frequently reported
morbiditv-related principal diagnosis
among visits made by children under
the age of 2 years. However, the
percentage of visits for otitis media
made by children in this age group
increased from 7.3 percent of all
visits made by children under age 2 in
1975 to 17.4 percent of all visits in
this age category in 1990.

A similar pattern was seen among
children aged 2-5 vears, with visits for
otitis media, the most frequently
reported principal diagnosis in this
age group in 1975 and 1990, jumping
from 10.4 percent of the total in 1975
to 18.1 percent in 1990.

Among children aged 6-10 years,
otitis media was the most frequently
mentioned morbidity-related principal
diagnosis for 1975 and 1990,
representing 6.9 percent and
10.5 percent. respectively, of visits
made by this age group.

Although it ranked 6th as a
morbidity-related principal diagnosis
among those 11-14 years of age in
1975 (2.6 percent of visits), otitis
media was the most frequently
reported morbidity-related principal
diagnosis among this age group in
1990. accounting for 5.2 percent of
all visits made by children aged 11-14
vears.

In comparison, for visits made by
persons aged 15 years and over, otitis
media was listed as the principal
diagnosis at only 0.6 percent of visits
in 1975, making it the 20th most
frequently mentioned morbidity-
related principal diagnosis. For 1990
it was listed at 0.8 percent of visits in
the age category 15 years and over,
making it the 21st most frequent
morbidity-related principal diagnosis,
and the 24th most frequent of all
principal diagnoses for this age group
(figure 13).

Ranked diagnoses by physician
specialty

In 1975 about 1.3 percent of
office visits to general and family
practitioners resulted in a principal
diagnosis of otitis media, making

MWiors N1eeo

X N 17.4

O 181

10 15 20
Percent of office visits

Figure 13. Percent of office visits with a principal diagnosis of otltis media by patient's

age: United States, 1975 and 1990

otitis media the 13th most frequently
listed morbidity-related principal
diagnosis among office visits to
general and family practice physicians
during that year. By 1990, however,
3.5 percent of all visits to this
specialty listed otitis media as the
principal diagnosis, making it the 3rd
most frequently mentioned
morbidity-related principal diagnosis
among visits to general and family
practice physicians.

Among visits to pediatricians,
otitis media was the most frequently
reported morbidity-related principal
diagnosis for 1975 and 1990, but the
percentage of visits with this diagnosis
increased from 8.1 percent of the
total number of visits to pediatricians
in 1975 to 14.3 percent in 1990.

Otitis media was also the most
frequently rendered principal
diagnosis at office visits to
otolaryngologists for 1975 and 1990,
and the proportion of visits with this
diagnosis increased from 12.8 percent
of all visits to this specialty in 1975 to
20.2 percent in 1990 (figure 14).

Concomitant diagnoses

About 18.2 percent of visits with
a principal diagnosis of otitis media in
1975 also listed a second diagnosis;
for 1990, about 31.6 percent of visits
did so. Diseases of the respiratory
system were mentioned at
66.3 percent of visits listing a second
diagnosis in 1975 and at 59.2 percent
of visits listing a second diagnosis in
1990.

Otitis media as a second- or
third-listed diagnosis

In addition to the 9.9 million
office visits with a principal diagnosis
of otitis media in 1975, an additional
2.9 million visits were made at which
the second- or third-listed diagnosis
was otitis media, for a total of about
12.8 million visits related to otitis
media, or 2.3 percent of all visits
made during that year. In 1990 otitis
media was listed as the second or
third diagnosis at an additional 5.9
million visits, for a total of about 30.3
million otitis media-related office
visits, or approximately 4.3 percent of



Advance Data No. 214 e September 8, 1992 °]

5. National Center for Health Statistics.
MWiors Nioso Current estimates from the National
Health Interview Survey, United States,
1982. National Center for Health

Pediatrics 143 Statistics. Vital Health Stat 10(150). 1985.
6. Adams PF, Benson V. Current
General and H 1
family i estimates from the National Health

Interview Survey. National Center for
Health Statistics. Vital Health Stat

Oraymgoiory NN NN NN 202 10(181). 1991.
° 5 Pe:;garnofofﬂee1;5isils 20 25

Figure 14. Percent of office visits with a principal diagnosis of otitis media for selected
speciaities: United States, 1975 and 1990

all visits made during this 12- month  periods.) The under 15 age group,
period. First-listed diagnoses for visits ~ which accounts for about 80 percent

with a second- or third-listed of otitis media physician office visits,

diagnosis of otitis media were most experienced a 60 percent increase in
frequently diseases of the respiratory  office visit rate from 1980 to 1990.
system for 1975 and 1990. This parallels data from the NHIS
that show a 60 percent increase in

Summary and discussion the incidence of acute ear infections

) among the under 17 age group from

Data from the National 1982 to 1990 (5,6). The reporfing of

Ambulatory Medical Care Survey
show a steady increase in the number
and rate of physician office visits for
otitis media over the period from
1975 to 1990. The annual visit rate
during this period more than
doubled, and for children under age
15, increased 175 percent. Though
the increase is greatest for males
under age 2, there are substantial
increases for males and females
under age 15. Reasons for this Eighth Revision International

dramatic increase are not readily Classification of Diseases, adapted for use

apparent. Dat.a from the National in the United States. Washington: Public
Health Interview Survey (NHIS), Health Service. 1967.

however, suggest that the increased . .
visit ratc’ magvgre flect an increase in 2. Public Health Service and Health Care
v Financing Administration. International

an acute ear infection in the NHIS
does not necessarily equate to an
incidence of otitis media, but the
parallel increases in ear infection
incidence and otitis media physician
visits are mutually supportive and
likely to be related.

References

1. National Center for Health Statistics.

the incidence of ear infections. Classification of Diseases, 9th Revision,
According to NHIS data, the clinical modification. Washington: Public
incidence of acute ear infections Health Service. 1980.

among the U.S. population increased 3. Meads S, McLemore T. The National
by about 40 percent between 1982 Ambulatory Medical Care Survey:

and 1990, from 6.1 to 8.6 con'dltlons Symptom classification. National Center
per 100 persons per year. This for Health Statistics. Vital and Health
compares with an increase of about Stat 2(63). 1974.

52 percent in the physician office visit , gopqeider D, Appleton L, McLemore
rate for otitis media, frqm 1980 to T. A reason for visit classification for
1990. (Because of gaps in data ambulatory care. National Center for
collection, it is not possible to Health Statistics. Vital and Health Stat

compare precisely concurrent time 2(78). 1979.



10 Advance Data No. 214 e September 8, 1992

Table 1. Number, percent distribution, and annual rate of office visits with a principal
diagnosis of otitis media by patient's age and sex: United States: 1975-90

Sex and age 1875 1980 1985 1990

Number of visits in thousands

Both sexes
Allages . ................ 9.899 14,138 18,341 24,458
Under1Syears............. 6,991 11,160 15,014 19,680
O-tyear ............... 1.860 4,280 6,819 8,146
2-5years. .. ... .. 2,796 3,926 5,337 ©7145
6-10vears.............. 1,787 2,383 2,295 3,297
1-14years .. ........... 548 571 562 1,082
1Syearsandover........... 2,807 2,979 3.328 4,777
15-24vears . ............ 805 1,051 1,036 927
25-44vyears . ... ... ..., 1,027 1,052 1,154 2,056
45-Bayears . ... ..., 698 525 638 1,239
65yeasandover ......... *377 *351 500 855
Female
Allages . ................ 5,201 6.489 9,483 11,731
Under1Syears. .. .......... 3.292 4,884 7.381 8,928
O-Tyear ............... 909 1,625 3,041 3,634
2-Syears. ... L. 1,228 1,774 2,797 3,238
6-10years.............. 872 1,226 1,176 1,477
1-14years . ............ “283 *259 367 §79
1Syearsandover........... 1,910 1.605 2,102 2,804
15-24years . ............ *496 510 628 565
2544vyears . ..., ... ..., 697 629 728 1,297
45-64vyears . ... ... ... *453 *257 423 643
65yearsandover ... ...... *264 *208 323 *299
Male
Allages . ................ 4,697 7,650 8,858 12,728
Under1Svyears. . ........... 3,698 6,276 7,633 10,753
O-1year .............. 951 2,655 3,779 4,512
2-5years. .. ............ 1,569 2,152 2,540 3,907
6-10years . . ............ 914 1,157 1,119 1,820
11—14vyears . .. .......... *264 *312 *195 *514
1Syearsandover. .. ........ 1,000 1,374 1,225 1,975
18-24years . ... ......... *310 541 408 *362
2544vyears .. ... ... *331 423 425 759
45-64vyears ... ... ... *245 *269 *215 597
65yearsandover ......... *114 *141 *177 *257
Both sexes Percent distribution
Allages . ................ 100.0 100.0 100.0 100.0
Under15Syears............. 70.6 78.9 81.9 80.5
O-1year ............... 18.8 30.3 37.2 33.3
2-5years. . ... ... ... ... 28.2 27.8 29.1 29.2
6-10years. ............ 18.1 16.9 125 13.5
1i-14years . . ... ........ 55 4.0 3.1 4.5
15yearsandover........... 294 FAR] 18.1 19.5
15-24vyears . .. .......... 81 7.4 5.6 3.8
2544 vyears . . ... . ...... 10.4 7.4 6.3 8.4
45-64vyears . .. ... ... ... 71 3.7 3.5 5.1
B5yearsandover ......... *3.8 25 2.7 23
Female
Allages . ................ 525 459 517 48.0
UnderiSyears............. 33.3 34.5 40.2 36.5
O-tyear .. ............. 9.2 11.5 16.6 14.9
2-5years. .. ... .. ... . 12.4 125 15.2 13.2
6-10vyears. ............. 8.8 8.7 6.4 6.0
11-14years . .......... *2.9 *1.8 2.0 2.4
1Syearsandaover........... 19.3 114 11.5 11.5
15-24years . .. .......... 5.0 3.6 3.4 2.3
25-44years . ... .. ... ... 7.0 4.4 4.0 5.3
45-6dvyears . ......... . *4.6 *1.8 2.3 2.6

65 years and over . .. *2.7 *15 1.8 1.2
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Table 1. Number, percent distribution, and annual rate of office visits with a principal
diagnosis of otitis media by patient’s age and sex: United States: 1975-90—~Con.

Sex and age 1975 1980 1985 1990
Male Percent distribution
Allages ................. 47.5 54.1 48.3 52.0
UnderiSyears, ............ 37.4 44.4 41.6 44.0
O-1year ............... 9.6 18.8 20.6 18.4
2-5years. . ...... 0. 15.9 15.2 138 16.0
6-10years.............. 9.2 8.2 6.1 7.4
f1-14years . ... ......... .7 2.2 "1 2.1
1Syearsandover........... 10.1 9.7 6.7 8.1
15-24years . ... ... a oL *3.1 3.8 2.2 1.5
25-44years . . ... ... .. *3.3 3.0 2.3 3.1
45-64vyears . . .. ..l *2.5 *1.9 *1.2 2.4
6S5yearsandover ......... 1.2 *1.0 *1.0 1.1
Both sexes Number of visits per 100 persons per year'
Altages ................. 4.8 6.5 7.9 9.9
Underi1Syears. . ........... 13.1 225 29.1 36.0
O-tfyear ............... 31.5 64.7 93.5 102.1
2-5YeArS. ... v i i 20.8 31.8 37.7 47.8
6-10years.............. 10.2 14.4 14.1 18.2
T1-14years . ............ 33 4.0 4.1 8.0
1Syearsandover........... 1.9 1.8 1.8 25
15-24years . ............ 2.1 26 2.7 2.7
25-44years . . ... i 2.0 1.7 1.6 26
45-64years . ... ...l 1.6 1.2 1.4 2.7
65yearsandover ......... *1.8 *1.5 19 1.9
Female
Allages .......... 000 vnn 4.8 5.8 7.9 9.3
Underi5Syears. ............ 126 20.1 29.3 334
O-fyear ............... 31.1 50.7 84.6 92.7
2-5years. . . .. i it 18.9 293 40.9 445
6-10years.............. 10.1 15.3 14.7 16.6
1M1-1d4years . ............ *3.5 *3.7 54 8.8
1Syearsandover........... 23 1.8 22 2.8
15-24years . ............ 2.5 25 3.2 3.2
25-44years . ... . ..., 26 2.0 20 3.2
45-B4vyears . ... ......... *2.0 "1 1.8 27
65yearsandover ......... *2.1 *1.5 2.0 "7
Male

Allages ................. 4.7 7.3 7.9 10.7
Under1Syears............. 13.6 24.8 28.9 38.4
O-tyear ............... 32.0 779 102.1 111.3
2-5years. .. ... i 22.6 343 34.7 50.9
6~10vyears.............. 10.3 13.6 13.5 18.7
1i-14years . . ........... *3.2 *4.4 *.7 73
15yearsandover........... 1.4 17 1.4 22
16-24years ., ............ *1.6 28 22 2.1
25-44years ... ... aa. 1.3 1.4 1.2 1.9
45-64years . . ... ... *1.2 1.3 *1.0 2.7
65yearsandover ......... 1.3 *1.4 *1.6 *2.1
"Based on U.S. Bureau of the Census esti of the civilian, nomir i ed U.S. lation as of July 1 for each survey

year. Survey years 19751985 did not include Alaska and Mawaii, and population estimates for these years have been modified
accordingly.
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Table 2. Number, percent distribution, and annual rate of office visits with a principal
diagnosis of otitls media for patients aged less than 15 years according to race:
United States, 1975-90

Aace and age 1975 1980 1985 1990'

Number of visits in thousands

Total . . ..... ... 6.991 11,160 15,014 18,006
White, . ................. 6.641 10,430 14,047 17,127
Black . .................. *237 544 671 1,373
Other. ........ ... ... .. *113 *186 *297 *507

Percent distribution

Total ............ ...... 1000 100.0 100.0 100.0
White . .. ................ 850 93.5 93.6 90.1
Black................ ... v3.4 49 45 7.2
Other................... *1.6 *1.7 *2.0 *2.7

Number of visits per 100 persons per yearz

Total ......... ... ... .... 13.1 22.5 29.1 34.7
White. .................. 14.9 255 33.3 38.8
Black . .................. *30 7.2 8.5 16.1
Other............... . *18.7 *16.9 *20.6 *24.9

'The 1990 NAMCS Included an “unspecified” category i tne race ftem. A total of 675,000 visits :n 1930 having a race category
of “unspecified” have been omitted from thus tabie. Data years 19751985 imputed a race category where necessary.

2Based on U.S. Bureau of the Census estimates of the civilian, noninsttutionatized population of the United States as of July 1
for each survey year. Survey years 1975-1985 00 not inciuce Alaska and Hawar, and population estimates for these years have
been modified accordingly.

Table 3. Number, percent distribution, and annual rate of office visits with a principal
diagnosis of otitis media by geographic region: United States, 1975-80

Geographic regron 1975 1980 1985 1990

Number of visits in thousands

Allvisits . ................ 9,899 14,138 18,341 24,458
Northeast . ............... 1.934 4,460 4,134 4,491
Midwest . ................ 2.600 2,904 4,797 6,001
South. .................. 3.592 4,044 5.290 8,466
West ................... 1773 2,731 4,120 5,501
Percent distribution
Allvisits . ... ............. 100.0 100.0 100.0 100.0
Northeast . . .............. 18.5 315 22,5 18.4
Midwest . ... ............. 26.3 205 26.2 245
South. . ................. 36.3 28.6 28.8 34.6
West ................... 17.9 19.3 22.5 22.5

Number of visits per 100 persons per ye.':lr1

Allvisits .. ............... 4.8 6.5 79 9.9
Northeast . ............... 3.9 9.2 8.3 9.0
Midwest . . ............... 4.7 5.0 8.2 10.0
South. . ................. 5.4 5.7 6.6 10.1
West ....... LN 4.9 6.9 9.3 1085

'Based on U.S. Bureau of the Census estmates of the civiian, norinsttutionalized population of the United States as of July 1
for each survey year. Survey years 1975-B5 did not include Alaska and Hawaii, and population estimates for these years have
been modified accordingly.
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Table 4. Number, percent distribution, and annual rate of office visits with a principal
dlagnosis of otitis media by physician specialty: United States, 1975-90

Physician specialty 1975 1980 1985 1990

Number of visits in thousands

All visits with a principal diagnosis

ofotitismedia. ............ 9,899 14,138 18,341 24,458
Pediatrics . . .............. 3,795 7.225 9,641 11,581
General and family practice . . . . . 3.087 3,320 5,165 7,301
Otolaryngology . . . .. ........ 2,088 2,654 2,383 3,620
All other specialties . ......... 829 939 1,142 1,956

Percent distribution
All visits with a principal diagnosis

ofotiismedia. ............ 100.0 100.0 100.0 100.0
Pediatrics . ............... 38.3 51.1 52.6 47.4
General and family practice . . . . . 3t1.2 23.5 28.2 2.9
Otolaryngology . .. . ......... 211 18.8 13.0 14.8
All other specialties . . . ....... 9.4 6.6 6.2 8.0

Number of visits per 100 persans per year'

All visits with a principal diagnosis

ofotitismedia. . ........... 4.8 6.5 79 9.9
Pediatrics . ............... 1.8 3.3 42 4.7
General and family practice . . . . . 1.5 1.5 22 3.0
Otolaryngology . . ... ........ 1.0 1.2 1.0 1.5
All other specialties . . . ....... 0.4 0.4 05 0.8

'Based on U.S. Bureau of the Census estimates of the cvilian, noninsttuticnalized U.S. poputation as of July 1 for each survey
year. Survey years 1975-85 did not include Alaska and Hawaii, and population estimates for these years have been modified
accordingty.

Table 5. Number and percent distribution of office visits with a principal diagnosis of otitis
media by patient’s principal reason for visit: United States, 1990

Number of
visits in Percent
Reason for visit' thousands distribution
All visits with a principal diagnosis of otitismedia. . . ........... 24,458 100.0
Earache orearinfection . ............. ... iuuiuun. S355 9,005 36.8
Other symptoms referable to ears, not eisewhere classified . . . .S365 3,161 12.8
L33 S010 2,151 8.6
Oftismedia. .. ........ ... D450 1,350 54
Cough . o e e e e S440 1,279 5.1
Dischargefromear ... ...... ... ... iiiiirnnn. 8350 828 33
Head cold, upper respiratory infection (coryza) . . . ......... S445 788 3.2
Hearingdysfunctions . . .. ...........c. .0 iuiuunun.. 8345 781 3.2
Nasalcongestion. . . .. .. ..t iv e innnnnnn. S400 767 3.1
Pluggedfeelinginear. . ............ .. ... ... S360 624 2.5
AlLOther TBASONS . . o . . ittt i e e 3,724 15.9

'Based on “A Reason for Visit Classificauon for Ambulatory Care” (RVC), V.:al Health Stat 12)78 1979,
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Table 6. Number and percent distribution of office visits with a principal diagnosis of otitis
media by the 10 most frequently used generic substances: United States, 1990

Number of drug
mentions in Percent
Generic substance' thousands distripution

All drug mentions for visits with a principal diagnosis of otitis

media. . . ... .. e e e 29,006 100.0
Amoxicillin. . . ... 9,845 338
Cefaclor . . . .. .. e e e e 3,496 12.1
Trmethoprm & . . . oo e e e e e 1,754 6.0
Suffamethoxazole . ... ............ ... ... . . .. 0., 1,754 6.0
Pentoxifylline . .. ........ ... .. .. ... . . .. 1,624 5.6
Phenylephrine . . ... ... . ... .. .. i e 1,524 53
Erythromycin . .. . ... . e e e 1,498 5.2
Phenylpropanolamine. . . ... ......... ... . . .00 .. 1,292 4.5
Sulfisoxazole . . ... .. e e e 1,036 3.6
Hydrocortisone . . . ... .. ... . . 1,012 35

1Frequen::y of mention combines single-ingredient agents with mentions of the agent in a combination drug.

Table 7. Number and percent distribution of office visits with a principal diagnosis of otitis
media by disposition of visit according to patient's age: United States, 1975 and 1990

Patient’s age

Number of
visits in 0-5 6-14 15 years
Disposition of visif thousands years years and over
1975 Percent distribution
Allvists . .. ... .. ... 9,899 100.0 100.0 100.0
Return visit scheduled . . . . . .. 5,813 60.2 56.4 58.3
Return if needed. . .. .. ... .. 2478 24.7 21.8 28.2
Nofollow-up . . ........... 1,204 11.6 *16.1 "*98
Other . . ......cvvnnnn. 670 *7.2 *7.4 *5.7
1990
Allvisits . ... ... ... 24,458 100.0 100.0 100.0
Return visit scheduled . . .. . .. 15.918 73.2 56.9 46.6
Retunifneeded. . . ........ 5,405 17.4 243 35.2
Nofollow-up . . .. ......... 2,227 6.9 121 13.4
othe . . ..o oeiienn . 1,893 7.2 8.3 *9.1

Totat may exceed total nhumber of visits because more than one disposition 1s possible per visit.
Ainciudes telephone foliowup, return to refernng physician, admit to hospral, and “other”,
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Table 8. Number and percent distribution of office visits by the 10 most frequently
mentioned principal dlagnoses: United States, 1975 and 1930

Number of
visits in Percent
Principal diagnosis and code thousands distribution
1975'
Allvisits .. .............. P Ceneaas 567,600 100.0
Medical or special examination . .. . ......... Y00 40,863 7.2
Medical or surgical aftercare. . . ........ ....Y10 26,782 47
Essential benign hypertension .. ......... . .40 22,824 4.0
Prenatal car® . . .. ..o v it Y06 20,851 3.7
Acute respiratory infection, site unspecified . . . . . 465 14,607 2.6
Neurcses .........coevsavenaonsennns 300 13.641 24
Chronic ischemic heart disease. . . . .. ....... 412 12,513 22
Otitismedia ....................... 381 9,899 1.7
Diabetes mellitus. . ... .. e ..250 9,671 1.7
Other eczema and dermatitis . . .. .......... 692 9,667 1.7
1990°
Allvisits . ..... PN N 704,604 100.0
Essential hypertension . . ... .. eree e 401 27,310 3.9
Otitlsmedia®. . ................ e 24,458 35
Normalpregnancy. . .........ccvvvvnnnn va22 23,561 3.3
General medical examination . .. ........... V70 21,043 3.0
Acute upper respiratory infections . . ......... 465 20,555 29
Health supervision of Infantorchild . . .. ...... Va0 18,676 27
Diabetes mellitus. . . . . ettt e 250 15,303 22
Allergicrhinitis . .................. ... JAT7 12,123 1.7
Bronchitis, not specified as acute or chronfc. . . . .490 12,098 1.7
Acutepharyngitis. . . .. ....covevuens.. . 462 11,536 1.6

'Diagnoaﬂc codes based on the Eighth Revision Intemational Classification of Disesses, adapted for use in the United States

CDA-8).
nggnocﬂc codes based on the /nternational Classification of Disesses, Sth Revision, Clinical Modification, (ICD-9-CM).
ned here 10 include ICO--CM codes 381.0-381.4 (nonsuppurative otitis media) and 382.0-382.9 (suppurative and
unspecied otitls media).
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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 National Ambulatory
Medical Care Survey (NAMCS) from
January 1990 through December
1990. The target universe of NAMCS
includes office visits made in the
United States by ambulatory patients
to nonfederally employed 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.

A multistage probability sampie
design is used in NAMCS, involving
samples of primary sampling units
(PSU’s), physician practices within
PSU’s, and patient visits within
physician practices. For 1990, a
sample of 3,063 nonfederal,
office-based physicians was selected
from master files maintained by the

“American Medical Association and
American Osteopathic Association.
The physician response rate for the
1990 NAMCS was 74 percent.
Sample physicians were asked to
complete Patient Records (see
figure 2) for a systematic random
sample of office visits occurring
during a randomly assigned 1-week
reporting period. Responding
physicians completed 43,469 patient
records.

Characteristics of the physician’s
practice, such as primary specialty
and type of practice, were obtained
from the physicians during an
induction interview. The U.S. Bureau
of the Census, Housing Surveys
Branch, was responsible for the
survey’s data collection. Processing
operations and medical coding were
performed by the National Center for
Health Statistics, Hospital Discharge
and Ambulatory Care Survey Section,
Research Triangle Park, North
Carolina.

Previous NAMCS surveys
employed a statistical design that is

similar to that used for the 1990
NAMCS. Additional information
pertaining to technical aspects of the
other data years included in this
report (1975, 1980, and 1985) is
available upon request.

Sampling errors

The standard error is primarily 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. Table I shows relative
standard errors for estimated
numbers of office visits in 1990, and
table II presents relative standard
errors for estimated numbers of drug
mentions. Standard errors for
estimated percents of visits are shown
in table III.

Alternatively, relative standard
errors for aggregate estimates may be
calculated using the following general
formula, where x is the aggregate of
interest in thousands, and A and B
are the appropriate coefficients from
table IV.

RSE(x) = 4 /4 +XE,100.0

Table 1. Relative standard errors for
estimated number of office visits: National
Ambulatory Medical Care Survey, 1390

Relative standard
error in percent

Estimated number of
office visits in thousands

200 ... 482
400 . ...t 342
522 ... 30.0
00 . ..ot 28.0
80O . ........o..... 243
1000, ..o 21.8
2000. . ..., 156
BO0D. ...\ 103
10,000 .. ...oviinnn. 7.7
15,000 ... .. ...inn, 6.1
20,000 . ...l 6.7
50,000 . ... 48
100,000 . ...\t 43
500000 ... ......... 3.8

Example of use of table: An aggregate estimate of 10 milion
visits has a relatve standard error of 7.7 percent or a
standard arror of 770,000 visits (7.7 percent of 10 million).

Table ll. Relative standard errors for
estimated number of drug mentions:
National Ambulatory Medical Care Survey,
1990

Estimated number of drug
mentions in thousands

Relative standard
error in percent

200... ... . ., 58.5
400 ... ... . i 415
800 ... .. i 37.2
600 ............... 34.0
T78 . e 30.0
BOO............. .. 29.6
1000, . ... . o 26.6
2000 .............. 18.1
§00.............. 127
10000 . ... .l 9.7
20000, ............ 7.7
50000 ............. 6.3
100000 ............ 5.7
500,000 ............ 5.2

Example of use of table: An aggregate estimate of 10 million
drug mentions has a relative standard error of 9.7 percent or
a standard error of 870,000 visits {9.7 percent of 10 million).

Similarly, relative standard errors
for percents may be calculated using
the following general formula, where
p is the percent of interest and x is
the denominator of the percent in
thousands, using the appropriate
coefficient from table IV.

RSE(p) = ~ /B (I-P). 100.0
Px

Adjustments for nonresponse

Estimates from NAMCS data
were adjusted to account for sample
physicians who were in scope but did
not participate in the study. This
adjustment was calculated to
minimize the impact of response on
final estimates by imputing to
nonresponding physicians data from
visits to similar physicians. For this
purpose, physicians were judged
similar if they had the same specialty
designation and practiced in the same
PSU.

Test of significance and
rounding

In this report the determination
of statistical inference is based on the
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Table Ill. Standard errors for percents of estimated numbers of office visits: National Ambulatory Medical Care Survey, 1990

Estimated percent
Base of percent 1or Sor 10 or 20 or 30 or
(visits in thousands) 99 95 80 80 70 50
Standard etror in percentage points
200 . ... e 4.8 10.5 14.4 19.2 220 24.0
800 . ... e 3.0 6.6 9.1 12.2 139 15.2
1000. ... iiini i 2.1 4.7 6.5 8.6 8.9 10.8
2000. ... i 1.5 3.3 4.6 6.1 7.0 7.6
5000.......... . 1.0 24 29 3.8 4.4 4.8
10000 . ..., 0.7 1.5 2.0 2.7 3.1 3.4
13000 . ... .. i 0.6 1.3 1.8 24 2.7 3.0
20000 ........ ..o 0.5 1.1 1.4 1.8 2.2 24
§0000 .................. 0.3 0.7 0.9 1.2 14 1.5
100,000 .......... ..o 0.2 0.5 0.6 0.9 1.0 1.1
600000 ....... .00 0.1 0.2 0.3 0.4 0.4 0.5

Example of use of table: An estrnate of 30 percent based on an aggregate estimate of 13 nullion visits has a standard error of 2.7 percent or a relative standard error of 9.1 percent (2.7 percent

divided by 30 percent).

Table IV. Coetficients appropriate for determining relative standard errors by type of
estimate and physician groups: National Ambulatory Medical Care Survey, 1950

Coefficient
Type of estimate and physician group A B
Visits

Overalltotals . ... ..o v vttt nmnnannareensoons 0.00138387 46.19541416
Doctors of osteopathy, general surgery, cardiovascular disease,

psychiatry, urological surgery, dermatology, neurology,

pediatrics, ophthalmology, otolaryngology, obstetrics and

GYNECOIOGY . v v v i i et et et s 0.01684812 8.03232318
OrthopedicSUIgerY . . . . oot i ittt i ie i 0.02504087 15.06497239
“All other” specialties group. . . . .. .. o it i e 0.01820068 33.70580231
General and family practice, internal medicine. . . . ......... 0.00669347 30.86108039

Drug mentions

Overalitotals . . .......... ... s 0.00259409 67.9417652
Doctors of osteopathy, orthopedic surgery, cardiovascular

disease, psychiatry, urological surgery, dermatology, pediatrics,

ophthaimalogy, otolaryngology, obstetrics and gynecology. . . . 0.0230647S 11.46572351
General surgery, neurology . . .« v v v e i n vt i, 0.07521297 5.08446943
General and family practice, internal medicine. . . .. ........ 0.00856244 52.12780308
“All other” specialties group. . . . .. .o . it i e 0.03885901 58.83244791

t-test. The Bonferroni inequality was
used to establish the critical value for
statistically significant differences
(0.05 level of confidence). Terms
relating to differences such as
“greater than” or “less than” indicate
that the difference is statistically
significant. A lack of comment
regarding the difference between any
two estimates does not mean that the
difference was tested and found to be
not significant.

In the tables estimates of office
visits have been rounded to the
nearest thousand. Consequently,
estimates will not always add to
totals. Rates and percents were

calculated from original unrounded
figures and do not necessarily agree
with percents calculated from
rounded data.

Population figures and rate
computation

Population figures used in
computing annual visit rates in this
report are based on July 1, 1990,
estimates of the civilian,
noninstitutionalized population of the
United States. For survey years
1975-85, data were collected only for
the conterminous United States, and
the original population estimates for

these years were modified to exclude
Alaska and Hawaii. For this reason
the 1975-85 estimates are not
considered to be official and are used
solely to provide denominators for
rate computation. Because of a recent
revision in the modification
technique, 1975-85 population
estimates used in this report may
differ slightly from those found in
earlier NAMCS reports.

Definition of terms

Ambulatory patient — An
ambulatory patient is an individual
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.0O.) who is
currently in office-based practice and
who spends some time caring for
ambulatory patients. Excluded from
the NAMCS are physicians who are
hospital based; who specialize in
anesthesiology, pathology, or
radiology; who are federally
employed; who treat only
institutionalized patients; or who are
employed full time by an institution
and spend no time seeing ambulatory
patients.

Office — Offices are the premises
physicians identify as locations for
their ambulatory practice. These
customarily include consultation,
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examination, or treatment spaces that
patients associate with the 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 —by any route
of administration— for prevention,
diagnosis, or treatment. Generic as
well as brand-name drugs are
included, as are nonprescription and
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.

Drug Visit— A drug visit is a visit
in which medication was prescribed
or provided by the physician.
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by Lu Ann Aday, Ph.D., Professor of Behavioral Sciences, The University of Texas School of Public Health

Introduction

This is one of a series of reports,
subtitled Health of Our Nation’s
Children, based on data from the
National Health Interview Survey on
Child Health (NHIS-CH), and
conducted in 1988 by the National
Center for Health Statistics. Included
in this series are reports on child care
arrangements; developmental,
learning, and emotional problems;
exposure to environmental cigarette
smoke; and health insurance
coverage.

Through NHIS-CH, data were
collected on a nationally
representative sample of children 17
years of age and under. The
questionnaire addressed a broad
range of health-related topics. A brief
description of the sample design and
data collection procedures are
summarized in the Technical notes. A
detailed description of the study
procedures and survey questionnaire
can be found in the 1988 edition of
the annual report “Current Estimates
From the National Health Interview
Survey” (1). The National Institute of
Child Health and Human
Development and the Maternal and

Child Health Bureau jointly
sponsored the survey.

The analyses reported here focus
on the insurance coverage and health
care utilization of chronically ill
children with special needs, based on
those who had one or more of the
chronic conditions included in the
NHIS-CH condition record; who were
unable to perform age-appropriate
roles; or who experienced pain,
discomfort, or being upset often or all
of the time due to the condition.

In recent years the character-
ization of “special populations” of
children or those with “special needs
or “special health care needs” has
been applied quite broadly to
encompass those who may have
serious physical, cognitive, devel-
opmental, learning, or emotional
problems or disabilities; those who
are socially or socioeconomically
disadvantaged; and those who may be
otherwise particularly “vulnerable”
populations of children (2-7).

Characterizations of the elderly
with special needs have tended to
focus on those with chronic illness
who experience serious limitations in
activities of daily living (personal care
tasks such as bathing or eating) or

244

instrumental activities of daily living
(home management tasks such as
shopping or managing money) (8-10).
No uniform definitions or estimates
of functionally impaired children are
available at the national level. Using
the same data set on which these
analyses are based, Newacheck and
his colleagues have published
estimates of the number and
prevalence of chronic conditions
among children, and how estimates of
the magnitude of impact may vary,
depending on the criteria of severity
or functional impairment employed
(11,12).

The National Center for Health
Statistics, other agencies within the
Department of Health and Human
Services, and the Census Bureau are
planning an array of surveys to
monitor the impact of the Americans
with Disabilities Act (ADA) and
other disability-related programs.
These studies will provide valuable
information on the characteristics of
chronically ill and disabled children
and nonelderly as well as elderly
adults.

The National Child Health
Assessment Planning Project
(NCHAPP), Albert Einstein College
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of Medicine, is developing a
state-of-the-art definition and
protocol for identifying children with
“special health care needs,” which
will be used in connection with these
and related data gathering efforts.
The 1993-94 National Health
Interview Survey (NHIS) on
Disability will collect a subset of the
required information on a national
sample of children.

The analyses reported here focus
on a subgroup of children with
special needs—those with selected
chronic ilinesses who experienced
major limitations in their usual
activities and/or serious pain and
discomfort due to these conditions.
Their insurance coverage, utilization
of physician and hospital services, and
prescribed medicines are examined by
age, sex, race, ethnicity, family
structure, income, and place of
residence. The results pinpoint
chronically ill children with special
needs who may have the least access
to routine medical care.

Data and methods

These analyses focus on children
who were identified to have had one
or more of a number of childhood
conditions in the NHIS-CH condition
record. Respondents were asked
whether the child had ever had the
condition; if so, whether they had it
in the last 12 months; and for
selected conditions, among those who
had experienced it in the last year,
whether it had lasted at least 3
months in the child’s lifetime or if the
interviewer judged it to be an
obviously permanent condition. For
conditions that met these criteria, the
respondent was asked to answer a
series of questions about whether the
child had to miss any school, stay in
bed, or otherwise limit usual
activities, as well as how much pain,
discomfort, or bother the child may
have experienced during the past 12
months due to the condition. The
respondent was also asked the
number of nights, if any, the child
had been hospitalized, the number of
times a medical doctor or assistant
was seen or talked to about the

child’s condition, and if the child had
used prescribed medicines for the
condition during the past 12 months.

Chronically ill children were
identified, based primarily on the
information provided in the
NHIS-CH condition record. The
conditions included frequent or
repeated ear infections, digestive
allergies, frequent diarrhea or bowel
trouble, diabetes, sickle cell anemia,
anemia, asthma, hay fever or
respiratory allergies, epilepsy or
seizures, frequent or severe
headaches, arthritis or other joint
problems, other musculoskeletal
impairments, cerebral palsy, heart
disease, and other conditions
requiring surgery or lasting more than
3 months. This generally includes the
list of chronic conditions identified by
Newacheck and Taylor, except for
eczema or any kind of skin allergy,
deafness and hearing loss, blindness
and vision impairment, and speech
defects, which were excluded because
questions regarding condition-specific
activity limitation were not asked for
these conditions (1,11). Further, these
analyses were limited to conditions
the child had experienced in the past
12 months and (for selected
conditions) deemed to be relatively
permanent, based on whether the
child was reported to have had them
at least 3 months or that the
interviewer assessed to be obviously
permanent. Newacheck and Taylor
also included conditions in their
national prevalence estimates that a
panel of physician judges deemed to
ordinarily have a duration of more
than 3 months (11).

Chronically ill children with
special needs were those who had
one or more of the designated
conditions, who were unable to
engage in usual childhood activities
(such as playing with other children
or participating in games or sports),
or experienced pain, discomfort, or
being upset often or all of the time,
based on questions asked in the
conditions record. In addition, based
on questions asked in the main
questionnaire, children with one or
more of the chronic conditions (listed
earlier) were considered to have

special needs, including those who
reported that due to illness they were
unable to perform or were limited in
the kind or amount of their major
activity (defined as playing for
children under 5 years of age and
going to school for those aged 5 to 17
years).

Results

Overall prevalence— The highest
prevalence (and the percent and
number) of children with chronic
illness included in the 1988 NHIS-CH
conditions record included hay fever
or respiratory allergies (9.2 percent or
5.8 million), frequent or, repeated ear
infections (9.0 percent or 5.7 million),
or asthma (4.2 percent or 2.7 million)
(table 1). Conditions experienced by
2-3 percent of children (or 1.3 to
1.8 million) included frequent or
severe headaches (2.8 percent),
digestive allergies (2.5 percent),
frequent diarrhea or bowel trouble
(2.0 percent), or other conditions
(2.3 percent). Conditions that
occurred in less than 2 percent of
children (or less than 1 million) were
heart disease (1.5 percent);
musculoskeletal impairments
(1.0 percent), not including arthritis
or other joint problems (0.5 percent);
anemia (1.1 percent); epilepsy or
seizures (0.7 percent); cerebral palsy
(0.2 percent); diabetes (0.1 percent);
and sickle cell anemia (0.1 percent).

Around 9.6 million (or
15.2 percent) children under 18 years
of age with these conditions were
estimated to have special needs —
defined as those for whom the
condition caused problems, such as
missing school, staying in bed or
otherwise limiting their usual
activities, or experiencing pain or
discomfort often or all of the time in
the last year. The chronic conditions
for which more than half of the
children experienced these problems
were cerebral palsy (90.9 percent),
frequent or severe headaches
(76.3 percent), epilepsy or seizures
(65.5 percent), asthma (65.3 percent),
frequent or repeated ear infections
(63.5 percent), arthritis or other joint
problems (62.1 percent), and other
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musculoskeletal impairments
(59.0 percent).

Subgroup prevalence — The
prevalence of chronically ill children
with special needs was higher for
males (15.8 percent) than for females
(14.5 percent) (table 2). The rates
were also higher among nonminority
than among minority children:

16 percent for white children
compared with 12.4 percent for black
children and 15.6 percent for
non-Hispanic children compared with
12.1 percent for Hispanic children.
The prevalence rates for children who
lived neither with both biological
parents nor their biological mother
(10.8 percent), as well as for children
who had neither private insurance
nor Medicaid coverage (13.1 percent),
were lower than the rates for their
counterparts. As has been reported in
studies conducted on this and other
NHIS data sets, the lower prevalence
reported for these groups, as well as
minorities, may be due to
underreporting and differential
nonresponse for children in these
categories (14-16).

Insurance coverage — About
three-fourths of the children had
private insurance coverage
(76.2 percent), 11 percent had
Medicaid coverage, and 12.8 percent
had neither private insurance nor
Medicaid coverage (table 3). Black
and Hispanic chronically ill children
with special needs were much less
likely to have private insurance and
more likely to have Medicaid
coverage than were white chronically
ill children. Hispanic children
(23.4 percent) were almost twice as
likely as non-Hispanic children
(12.0 percent) to have neither private
nor public insurance coverage.
Cltildren in families with incomes of
less than $25,000 were much less
likely to have private insurance
coverage and substantially more likely
to be uninsured (22.6 percent)
compared with children from families
with annual family incomes of $25,000
or more (5.5 percent). Children who
lived in central cities were also less
likely to have private insurance
(67.5 percent) and more likely to be

uninsured (15.8 percent) than were
children who lived in more suburban
areas—84.1 percent and 10.1 percent,
respectively. Those who lived outside
of metropolitan areas were also less
likely to have private coverage

(71.1 percent) and more likely to be
uninsured (14.6 percent).

Physician utilization —More than 8
of every 10 (83.8 percent) chronically
ill children with special needs had
contact with a physician during the
year (table 4). Those who did
averaged about eight (7.9) visits.
Children under 5 years of age
(93.7 percent) were more likely to
have seen a physician than were
children 5 to 17 years of age (80.0
percent). Those who did not live with
a biological mother or a biological
mother and father were less likely to
have seen a doctor (75.0 percent).
Though not statistically significant,
the proportion of uninsured children
who had seen a physician
(76.8 percent) tended to be lower
than the proportion for those with
private insurance (84.3 percent).

Among children who saw a
physician, the mean number of visits
was lower for children 5-17 years of
age (7.3) compared with children
under 5 years of age (9.1), for black
(4.9) children compared with white
(8.4) children, and for children who
lived with their biological mother only
(6.2) compared with children who
lived with both parents (8.7). Mean
visits were also lower for children in
families earning less than $25,000
(6.9) compared with families earning
$25,000 or more (8.9), as well as for
children living in the central cities of
metropolitan areas (7.0) compared
with children living in more suburban
areas (8.3).

Hospital utilization — Around 9
percent of the children had been
hospitalized at least once during the
year (table 5). Children under 5 years
of age (12.3 percent) were more likely
to have been hospitalized than were
children aged 5-17 years
(7.3 percent). Though the differences
were not statistically significant, there
was a tendency for minority and
low-income children, who averaged

fewer visits to a physician in the past
year, to be more likely hospitalized.

Use of medicine —Nearly
80 percent of the children had taken
prescribed medicine for their
condition during the past year
(table 5). The percents taking
medications were higher for younger
children (89.5 percent) compared
with older children (74.6 percent), for
white children (80.1 percent)
compared with black children
(73.7 percent), and for children who
lived with a biological mother and
father (81.7 percent) or a biological
mother (75.8 percent) compared with
children who did not live with a
biological mother and father or a
biological mother (70.9 percent).

Summary

In summary, a substantial
proportion of Hispanic and low-
income chronically ill children with
special needs have neither private
insurance nor Medicaid coverage.
Those who averaged the fewest
doctor visits during the past year for
their condition (such as black or
low-income children) also tended to
be more likely to be hospitalized.
Children who did not live with a
biological mother or biological
mother and father were least likely to
have been to a physician or to be
taking prescribed medications for their
condition. These analyses pinpoint
chronically ill children with special needs
who are likely to have the least access to
routine medical care. Further research is
warranted to estimate the probable
impact of the differential nonresponse
and underreporting by minority and
low-income respondents on these
estimates.
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Table 1. Number and percent of chronically ili children and those with special needs by condition: United States, 1988.

{Data are based on household interviews of the civilian noninstitutionalized population. The survey design, general qualifications, and information on the reliability of
the estimates are given in the Technical notes)

Children with condition Children with condition who have special needs

Number in Number in

Condition thousands Percent thousands Percent
Frequent or repeated ear infections . . . ... ... .. 5,735 8.0 (0.2) 3,580 63.5 (1.4)
Digestive aflergies . . . . ... ............... 1,593 25 (0.1) 512 32.3 (2.9)
Frequent diarrhea or bowel trouble . . . ... ... .. 1,282 2.0 (0.1) 630 50.4 (3.5)
Djabetes. ... ......... .. 64 0.1 (0.02) 32 50.6 (13.2)
Sicklecellanemia . . .. .................. 74 0.1 (0.02) 12 17.2 (8.1)
ANBMIA. . . o oot e 703 1.1 (0.1) 179 25.5 (5.1)
Asthma. . . .. . .. it e 2,700 42 {0.2) 1,739 65.3 (2.1)
Hay fever or respiratory allergies . . . . ... .... .. 5.830 9.2 (0.3) 2,300 40.4 (1.4)
Epilepsyorseizures. . . ... ...... ... .. 422 0.7 (0.09) 269 65.5 (6.2)
Frequent or severe headaches . . . .. ......... 1,796 2.8 (0.2) 1,280 76.3 (2.2)
Arthritis or other jointproblems . . . . .. ... ... .. 290 0.5 (0.06) 178 62.1 (6.3)
Other musculoskeietal impairments . . . ... ... .. 630 1.0 (0.09) 358 590 (5.2)
Cerebralpalsy . ..........c.0 v 112 0.2 (0.04) 100 90.9 (6.0)
Heartdisease. . ... .................... 958 1.5 (0.1) 298 322 (3.7)
Other conditions 1,455 23 (0.1) 812 57.9 (2.8)

NOTE: Numbers in parentheses are the standarg errors of the estimates These estimates are based on those children included in the NHIS-CH condition record; for turther details, see the text.
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Table 2. Number and percent of chronically ill children with special needs by age, sex, race, Hispanic origin, family structure, family
income, place of residence, and insurance coverage: United States, 1988.

[Data are based on household interviews of the civilian noninstitutionalized population. The survey design, general qualifications, and information on the reliability of
the estimates are given in the Technical notes]

Number of children Percent of
Characteristic in thousands children
ALChIIOrEN . . . L it 9,636 15.2 (0.3)
Age
Under S Years. . ... v v it e et e e 2,868 15.6 (0.6)
L - - 6,768 15.0 (0.4)
Sex
Male .. e e e e e e e e e 5,126 15.8 (0.5)
1= 4,510 14.5 (0.4)
Race
R 2 (= 8,199 16.0 (0.4)
= 1o 1,213 12.4 (0.8)
Hispanic Origin
= o 877 12.1(1.2)
Lo Lo T o =] o T 1 8,587 15.6 (0.4)
Family structure
Biolegical motherand father. . . . . .. .. .o it e e 5,838 15.0 (0.4)
Biological Motheronly . ... v v i vttt i e e e i e e e e 3,107 17.1 (0.7)
<1 692 10.8 (0.9}
Family income
Lessthan $25,000. . . . o .ttt ittt a i ettt e e e 3,773 15.3 (0.6)
25,000 OF MOTB + & o o v v v v v e e e e taseenennaeenseenesnneeeenenenns 5,121 16.1 (0.4)
Place of residence
MSA
Central Oty . o . v vt e e e e e e e 2,745 14.5(0.7)
Notcentral City. . . ..o oottt it i i et e e e e 4,468 15.2 (0.5)
Nt M A . Lttt ittt i ettt e e e e e 2,423 15.9 (0.7)
Insurance coverage
Private INSUFANCE. . . . v v it ittt it i it ettns ot cacsenasonannnasanns 6,969 15.7 (0.4)
Medicaid. . . ... i it i e e e ettt e e e e e 1,006 16.5 (1.3)
Neither..........coiiiiinnnnn. e et e e, 1,175 13.1 (0.9)

1 Numbers for respective groups may not sum to total dus to missing values.
NOTE: Numbers in parentheses are the standard errors of the estimates,
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Table 3. Percent distribution of type of insurance coverage for chronically Iil chiidren with special needs, according to age, sex, race,
Hispanic origin, family structure, family income, place of residence, and Insurance coverage: United States, 1988.

'Data are based on household interviews of the civilian noninstitutionalized population. The survey design, general qualifications, and information on the reliability of

the estimates are given in the Technical notes]

Insurance coverage

Number of
children Private
Characteristic in thousands Total insurance Medicaid Neither
Percent distribution
Allchildren' . . ... ... ... 9,150 100.0 76.2 (1.3) 11.0(1.0) 12.8 (0.9)
Age
Under5years. . .. ...t 2,713 100.0 753 (1.9) 11.9 (1.5) 12.8 (1.6}
S-17Years. . ...t e 6,437 100.0 76.5 (1.5) 10.6 (1.2) 12.9 (1.0)
Sex
Male . ... ... . . e 4,895 100.0 75.2 (1.6) 11.3(1.3) 13.5 (1.3)
Female............. .. ... ... .. 4,254 100.0 77.3 (1.5) 10.7 (1.1) 12,1 (1.2)
Race
White . . .. ... e 7.818 100.0 80.2 (1.2) 7.8(0.8) 12,1 (0.9)
Black . . . .. e e 1,114 100.0 51.5 (4.5) 34.1 (4.4) 14.4 (2.2)
Hispanic origin
HISPANIC . & . v v e e e 784 100.0 53.5 (5.0 23.2 (3.7) 23.4 (3.1)
Non-Hispanic . . .. ......... . ... ... 8,198 100.0 78.2 (1.2) 9.8 (0.9) 12.0 (0.9}
Family Structure
Biological mother and father. . ... ....... 5,677 100.0 86.1 (1.3} 3.2 (0.7) 10.6 (1.0)
Biological motheronly . . ............. 2,834 100.0 58.9 (2.3) 24,9 (1.9) 16.2 (1.9)
Alfother . ...... .. . i 638 100.0 64.5 (4.5) 18.2 (3.8) 17.4 (3.5)
Family Income
lessthan$25700. . .. ... ... oo v e e 3.414 100.0 52.7 (2.2) 24.7 (2.0) 22.6(1.8)
$25,0000rmMOre . . . ... . vciih e 5,003 100.0 93.2 (0.9) 1.4 (0.5) 5.5 (0.7)
Place of Residence
MSA
Centralcity . .. ...coovvienven.n.. 2,557 100.0 67.5 (2.3) 16.7 (2.0) 15.8 (1.6)
Notcentralety. . . ..........ccou. 4,287 100.0 84.1 (1.8} 5.8(1.2) 10.1 (1.2}
NotMSA. .. ... ... .. i 2,306 100.0 71.1 {2.0) 14.3 (1.8) 14.6 (1.8)

*Numbers for respective groups may not sum 1o total due to missing values.
NOTE: Numbers in parentheses are the standard errors of the estimates. Also, the total number of cases in this table is less than the total number of children with special needs due to missing

values on insurance coverage.
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Table 4. Physician utilization for condition of chronically lll Table 5. Percent of hospital utilization and use of medicine for
children with special needs, according to age, sex, race, condition of chronically ill children with special needs, according
Hispanie origin, family structure, family income, piace of to age, sex, race, Hispanic origin, family structure, family Income,
residence, and insurance coverage: United States, 1988. place of residence, and insurance coverage: United States, 1988.
[Data are based on househald interviews of the civilian noninstitutionalized [Data are based on household interviews of the civilian noninstitutionalized
population. The survey design, general qualifications, and information on the population. The survey design, general qualifications, and information on the
reliability of the estimates are given in the Technical notes] reliability of the estimates are given in the Technical notes}
Physician utilization Hospital Use of
utilization medicine
Children with Contacts per
1 contact or child per year Chiidren with 1 Children using
more for for those with night or more medicine for
condition in 1 contact or for condition in condition in
Characteristic past year more Characteristic past year past year
Percent Mean number Percent
Allchildren. . . ............ 83.8 (0.9) 7.9 (0.5) Allchildren. . . ........... 8.8 (0.7) 79.0 (1.0}
Age Age
UnderSyears............. 93.7 (1.4) 9.1 (0.6) UnderSvyears........... . 12.3 (1.2) 89.5 (1.1)
517years. .............. 80.0 (1.2) 7.3(0.7) 5-17years...... Cer e 7.3 (0.9) 74.6 (1.3)
Sex Sex
Male .........cccevvunn 83.1 (1.8) 8.3 (0.9) Male ......co0vvvvenns 9.6 (1.2) 79.3 (1.4)
Female. ........cco0eeunn 84.5 (1.2) 7.3 (0.5) Female..........c.... . 7.9 (0.8) 787 (1.9)
Race Race
White. . ... .......ovvvt 84.1 (1.0) B.4 (0.6) White................. 8.5 (0.8) 80.1 (1.0)
Black .. ...ooihen e 84.5 (1.9) 4.9 (0.6) Black......ovoveean, 11.1(1.9) 73.7 (3.1)
Hispanic origin Hispanic origin
Hispanic........ se e 81.2 (3.1) 6.5 (0.7) Hispanic.....co00eevu.. 11.5 (4.2 75.6 (3.5)
Non-Hispanic . . . .......... 84.0 (1.0) 8.0 (0.6} Non-Hispanic . . .. ... 8.5 (0.7) 79.3 (1.0)
Family structure Family structure
Biological mother and father. . . . 86.3 (1.0) 8.7 (0.8) Blological mother and father. . . 8.2 (0.9) 81.7 (1.2)
Biological motheronty .. ..... 81.1 (1.8) 6.2 (0.4) Blological mothercnly . ..... 9.8 (1.1) 75.8 (2.0)
Allcther . ............ e 75.0 (3.9) 7.6 (1.0) Aflother .........cvuvn 9.0 (2.1) 70.9 (3.5)
Family income Family income
Less than $25,000. .. ....... 83.3 (1.6) 6.9 {0.5) Less than $25,000. . . ...... 10.6 (1.5) 78.3 (1.6)
$250000rmore. ... ... ... 84.7 (1.1) 8.9 (0.8) $25,0000rmore . . .. ...... 7.4 (0.8) 79.5 (1.2)
Place of residence Place of residence
MSA....... e MSA
Cenfralcity . . ..... e 85.1 (1.6) 7.0 (0.6) Centralcity . ........... 8.7 (1.1) 77.6(1.8)
Notcentralcity. . . ... ..... 84.6 (1.4) 8.3 (0.7) Notcentralcty. . . ....... 8.3 (1.0) 80.6 (1.4)
NOtMSA................ 80.8 (2.1) 8.0 (1.5) NotMSA............... 9.8 (1.5) 77.7 (2.1)
Insurance coverage Insurance coverage
Private insurance. . . ........ 84.3 (1.0) 8.0 (0.5) Private insurance. . .. ...... 8.0 (0.8) 79.6 (1.1)
Medicaid. . .............. 85.5 (2.5) 6.9 (0.8) Medicaid. . .. ........... 13.5(3.2) 75.7 (3.0)
Neither. .......... R 76.8 (3.8) 8.2 (2.5) Neither................ 5.4 (1.2) 77.6 (2.7)

NOTE: Numbers in parentheses are the standard errors of the estimates. NOTE: Numbers 1n parentheses are the standard emrors of the esumates.
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Technical notes

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

NHIS consists of two parts: (a) a
basic health questionnaire that
remains the same each year and is
completed for each household
member, and (b) special topics
questionnaires that vary from year to
year and usually are asked of just one
person in each family. In 1988 the
special topics included acquired
immunodeficiency syndrome (AIDS)
knowledge and attitudes, medical

Suggested citation

Aday LuAnn. Health insurance and utilization of
medical care for chronically ill children with special

device implants, occupational health,
alcohol, and child health. These data
sets can be linked to provide
additional sources for analysis.

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

the basic and the child health
questionnaires.

Because the estimates presented
in this report are based on a sample
of the population, they are subject to
sampling error. Standard errors are
provided for each of the percents and
means in this report to indicate the
probable sampling errors of these
estimates. The standard errors for
this report were calculated using
SUPER CARP, a software package
designed to produce standard errors
for estimates based on complex,
multistage sample designs (16).

Persons for whom valid responses
were not available for certain items
were excluded from the analyses.
Those variables for which estimates
may be affected due to missing
observations are noted in the text.

All differences discussed in this
report are statistically significant at
the 0.05 level unless otherwise noted.
The ¢-test, with a critical value
determined by the number of
response categories for an individual
variable, was used to test for all
pairwise comparisons discussed.

Copyright information

This report may be reprinted without further

needs. Advance data from vital and health statistics;
no. 215, Hyattsville, Maryland: National Center for

Health Statistics. 1992,

permission.



Number 216 ® August 21, 1992

Advance

Data

From Vital and Health Statistics of the CENTERS FOR DISEASE CONTROL/National Center for Health Statistics

AIDS Knowledge and Attitudes for January-March 1991

Provisional Data from the National Heailth Interview Survey

by Ann M. Hardy, Dr. P.H., Division of Health Interview Statistics

Highlights

In general, levels of knowledge
about acquired immunodeficiency
syndrome (AIDS), especially about
the major modes of transmission,
were fairly high in the first quarter of
1991 and patterns of knowledge levels
by sociodemographic factors were
similar to those seen in past years.
Several changes between the last
quarter of 1990 and the first quarter
of 1991 were noted including:

¢ An increase of 10 percentage
points in the proportion who felt
they knew a lot about AIDS.

® An increase of 3-6 percentage
points in the percent of adults
stating that various forms of
casual contact were very unlikely
or definitely not possible ways to
transmit human
immunodeficiency virus (HIV).

® An increase from 63 to 77
percent in the proportion who
believe blood is routinely tested
for HIV.

® A slight increase in the
proportion who reported HIV

antibody testing, excluding blood

donation (from 11 to 14 percent).

Some new questions were added
to the 1991 AIDS Knowledge and
Attitudes Survey. Noteworthy findings
include:

® Most of those who have never
been tested for HIV apart from
blood donation stated this was
because they were not at risk of
acquiring HIV infection.

e Half of all adults had heard of
azidothymidine (AZT). Of those,
most knew it could delay
symptoms and that it was not a
cure for AIDS. However, many
were unsure about other aspects
of AZT treatment.

e While 76 percent of adults
believed condoms were at least
somewhat effective in preventing
sexual transmission of HIV, only
17 percent of persons knew that
natural membrane condoms and
latex condoms were not equal in
preventing transmission of HIV
and only 26 percent knew that

oil-based lubricants could damage
condoms. For both items, about
two-thirds of adults indicated that
they did not know the answer.

Introduction

The National Center for Health
Statistics has included questions
about HIV and AIDS as part of the
National Health Interview Survey
(NHIS) since 1987. The purpose of
these questions is to provide
population-based data on adults’
knowledge about AIDS and
transmission of HIV and on their
experience with HIV antibody testing.
Such information is used to help plan
and monitor various educational and
prevention programs. The
questionnaire used in 1991 is the
fourth version of this survey.
Although new questions have been
introduced in each version to meet
changing data needs, many questions
have been used repeatedly to allow
for examination of trends. NCHS has
routinely published results from this
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survey in Advance Dara From Vital
and Health Statistics (1-7). In
addition, public use data tapes of the
1987-90 surveys are currently
available and more detailed
exploration of the data is encouraged.

The NHIS AIDS questionnaires
have been developed by the National
Center for Health Statistics and an
Interagency Task Force created by
the Public Health Service Data Policy
Committee. The Task Force includes
representatives from other centers
within the Centers for Disease
Control and from the Office of the
Assistant Secretary for Health, the
National AIDS Program Office, the
National Institutes of Health, the
Alcohol, Drug Abuse and Mental
Health Administration, the Food and
Drug Administration. the Office of
Population Affairs, the Indian Health
Service, the Agency for Health Care
Policy and Research, and the Health
Resources and Services
Administration.

Data and methods

This report presents provisional
data for the first quarter of 1991 for
most items included in the NHIS
AIDS questionnaire. Details about
the sample design and the estimation
procedure can be found in the
technical notes at the end of this
report. Table 1 shows percent
distributions by response categories
for the entire adult population as well
various subgroups defined by age, sex,
race and ethnicity, and education. In
most cases, the actual questions asked
are reproduced verbatim in the tables
along with the response categories.
Refusals and other nonresponse
categories (generally less than
1 percent of total responses) are
excluded from the denominator in the
calculation of estimates, but
responses of “don’t know” are
included. The NHIS AIDS survey
uses the phrase “the AIDS virus”
rather than “HIV” because it is felt
to be more widely recognized;
however, in this report the two terms
are used synonymously.

When interpreting trend data,
revisions in the questionnaire,

whether in actual wording or in
context and location of questions,
must be considered. There were
several important changes and
additions to the 1991 questionnaire.
First, the series of knowledge items
that contain selected statements
about HIV and AIDS (question 5 in
the 1991 survey) had five possible
responses in earlier versions of the
questionnaire: definitely true,
probably true, probably false,
definitely false, and don’t know. In
1991 the distinction between
definitely and probably was
eliminated, leaving true, false, and
don’t know as the only possible
response choices.

Before 1991, in the section on
HIV antibody testing, an initial
question assessing whether persons
had heard of the blood test to detect
the AIDS virus infection was asked;
those who were not aware of the test
were skipped past the remainder of
this section. In 1991 this lead-in was
eliminated because of concern about
people attempting to end the survey
prematurely. Persons who truly were
not familiar with HIV antibody
testing would still have the option of
responding “don’t know” to questions
in this section.

Several new items were added to
the 1991 survey including the
perceived likelihood of becoming
infected by receiving care from an
infected health care worker or by
donating blood. Reasons why persons
have not been tested for HIV were
assessed. Items were added to assess
respondents’ knowledge about the
HIV antibody test, about AZT, and
about the proper use of condoms.
Finally, a distinction between having
a co-worker with HIV or AIDS and
having other friends or relatives with
the disease was made in 1991.

Selected findings

Sources of information—1In 1991
the NHIS again asked about seeing or
hearing public service announcements
(PSA’s) about AIDS. Seventy-nine
percent of adults reported seeing a
PSA on television; this is similar to

the figure obtained in 1989 (the last
time this question was asked).
Forty-two percent of adults reported
hearing an AIDS PSA on the radio,
similar to the 45 percent reported in
1989.

In terms of more general sources
of information, 85 percent of adults
reported receiving information about
AIDS from at least one source in the
month before interview. Television
programs were the most common;

72 percent of persons reported these
as a source of AIDS information.
Newspapers and magazines were
reported by 43 and 39 percent,
respectively. About one-third of
adults reported radio programs as a
source of information.

Two items about information
received by children aged 10-17 years
showed little change from 1990.
About two-thirds of parents reported
they had ever discussed AIDS with
their children and 74 percent
reported that their children received
instruction at school about AIDS. As
in the past, women were much more
likely to have discussed AIDS with
their children than men.

General knowledge about
AIDS— An increase was noted from
1990 to 1991 in the percentage of
adults who said they knew a lot about
AIDS (from 19 to 29 percent). The
proportions who said they knew
some, little, or none decreased
slightly.

The proportion of persons who
reported having heard the AIDS virus
called “HIV” increased slightly from
79 percent in the last quarter of 1990
to 83 percent in the first quarter of
1991. Awareness of this term
remained lower among older persons,
those with less than 12 years of
education, and Hispanic adults.

In 1991 the possible responses to
the series of knowledge statements
changed from definitely true,
probably true, probably false,
definitely false, and don’t know to
true, false, and don’t know. Because
of this, the proportion with the
correct response increased for all
these questions in the first quarter of
1991 compared with the last quarter
of 1990. However, for many of the
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questions the proportion who
responded “don’t know” also
increased.

Over 90 percent of adults knew
that anyone with the AIDS virus
could transmit it through sexual
intercourse, that an infected pregnant
woman could give it to her baby, and
that there is no cure for AIDS at
present. Even among those with less
than 12 years of education, over
80 percent responded correctly to
these questions.

Many adults were also aware that
HIV decreases the body’s natural
protection against diseases
(85 percent correct), that AIDS is an
infectious disease caused by a virus
(81 percent), that persons with HIV
infection can look and feel well and
healthy (80 percent), and that there
is no vaccine available for AIDS or
HIV (80 percent). The responses to
these questions showed more
variation by sociodemographic
characteristics, particularly age and
education, than did those to the
questions on the major modes of HIV
transmission. Older adults (those 50
years of age and over) and adults
with less than 12 years of education
were less likely to respond correctly
than younger and more educated
persons. In all groups, persons were
more likely to respond “don’t know”
to the statements rather than to give
the incorrect true-false response.

For other questions knowledge
levels were lower. Seventy-seven
percent of adults knew that a person
could be infected with the AIDS virus
and not have the disease AIDS.
About two-thirds of adults were
aware that there are drugs available
that can lengthen the life of an
infected person. Just over half of
adults (56 percent) knew that AIDS
can damage the brain and that early
treatment of HIV infection can
reduce symptoms in an infected
person. Again, older and less
educated persons showed less
understanding of these facts about
AIDS.

Misperceptions about transmission
of AIDS and HIV—As in previous
NHIS AIDS surveys, the 1991 survey
assessed people’s perception of the

likelihood of transmission of HIV by
various forms of casual and
nonintimate contact. Possible
response categories ranged from very
likely to definitely not possible. Slight
increases (of 3-6 percentage points)
in the proportion who felt that
transmission of HIV through most of
these modes was either very unlikely
or definitely not possible were noted
in the first quarter of 1991 compared
with the last quarter of 1990.
However, misperceptions about
transmission still persisted. About one
quarter of all respondents erroneously
believed sharing eating utensils with
an infected person, eating in a
restaurant where the cook was
infected, being coughed or sneezed
on by an infected person, or
mosquitoes or other insects had at
least some likelihood of transmission.
As in the past, persons with more
education, younger adults, and white
adults were more likely to perceive
these modes as unlikely to transmit
HIV.
In 1990 the first instance of HIV
transmission from an infected health
care worker to several patients was
reported (8). Followup studies of
patients of other HIV infected health
care workers conducted both before
and after the report of these cases
have not demonstrated any other
instances where transmission to
patients has occurred and the CDC
estimates that this type of event is
very rare (9). In 1991 a question was
added to this section of the NHIS
asking persons to assess the
likelihood of getting HIV by being
cared for by an infected nurse,
doctor, dentist, or other health care
worker. Over half (55 percent) of
adults rated this as very or somewhat
likely to transmit HIV. Only

6 percent of persons felt this would
definitely not result in transmission,
and 17 percent felt it would be very
unlikely. There were slight differences
among demographic subgroups in
perceived likelihood of transmission
for this type of contact.

Blood donation and blood
screening — Forty-three percent of
adults reported having ever donated
blood; 19 percent had donated since

March 1985 when routine screening
of donated blood for HIV began and
7 percent had donated in the past
year. Sixty-two percent of adults knew
that a person could not get HIV
while giving or donating blood for use
by others, 29 percent felt they could,
and 10 percent of adults did not
know. Seventy-seven percent of adults
in the first quarter of 1991 believed
that blood donations are routinely
tested for the AIDS virus. This is an
increase from 68 percent reported in
the last quarter of 1990. However, the
proportion who did not know the
answer to this question more than
doubled between 1990 and 1991 from
7 to 16 percent. These changes may
be due in part to the elimination in
1991 of the question that first asked if
persons were aware of the blood test
to detect HIV infection before
proceeding to other questions related
to HIV testing. Of those who donated
blood since 1985 and who were also
aware that blood donations are
screened for HIV, only 4 percent
reportedly donated blood at least in
part to be tested for HIV.,

HIV antibody testing— Counting
testing done for all reasons, including
blood donation, 29 percent of adults
in the United States have been tested
for antibodies to HIV. The percent of
adults tested for HIV apart from
blood donation increased slightly
from 11 percent at the end of 1990 to
14 percent in the first quarter of
1991. The remainder of this report
discussing past experience with HIV
testing is limited to testing apart from
blood donation.

The 1991 NHIS attempted to
determine why adults had not been
tested for HIV. The most common
response, given by 34 percent of
those never tested (excluding
donation), was that they did not
consider themselves to be at risk for
AIDS. Very few respondents (less
than 2 percent) chose recognized
barriers to testing such as fear of
discrimination, not knowing where to
go for testing, and not trusting the
medical community to keep results
confidential as reasons they had not
been tested. The remainder listed
another unspecified reason
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(6 percent) or said they did not know
why they had not been tested
(9 percent).

For those who had been tested,
the reported reasons for HIV
antibody testing were similar in the
first quarter of 1991 to those reported
in 1990. Twenty-nine percent of those
tested did so just to find out if they
were infected. Another 7 percent
were referred by their doctor. the
health department. or their sex
partner for testing. Fourteen percent
had been tested because of a
hospitalization or surgical procedure,
10 percent to apply for life insurance.
and 7 percent for military induction
or service. While immigration was
only mentioned by 5 percent of all
adults tested, it was mentioned by
26 percent of Hispanic persons
tested.

As in 1990, most of those in the
first quarter of 1991 who reported
testing were tested at their doctor or
HMO or at a hospital, emergency
room. or an outpatient clinic
(58 percent of those tested). These
were the most commonly mentioned
sites among all the various population
subgroups examined. Seven percent
each were tested at a community
health clinic or a military induction or
service site.

As in the past, about three-
quarters of those tested got their
results. Of those who did not receive
results only 10 percent said they did
not want them, 21 percent said they
could not get them. and 53 percent
said there was another reason they
had not gotten their results. At least
some in this latter category may have
been persons whose results were not
vet available and who will ultimately
get their results. Also unchanged
from 1990 is the wav in which people
reported getting their results:

62 percent received their results in
person, 17 percent over the
telephone, and 14 percent in the
mail. In the first quarter of 1991,
almost all adults tested said they felt
their results were accurate

(98 percent) and that their results
were handled properly in terms of
confidentiality (95 percent).

The proportion who indicated
that they plan to be tested in the next
vear was 8 percent, similar to figures
reported earlier. The figure was
highest among black adults,

20 percent. Of those who plan to be
tested. 65 percent said it would be
because they wanted to know the
results, 25 percent said it would be
part of a blood donation, 7 percent
each indicated it would be to apply
for a job. to join the military, or to
apply for a marriage license.

A new question was added in
1991 to determine more about
people’s understanding of the HIV
antibody test. Seventy percent of
adults recognized that after one is
infected with HIV, there is a period
of time before the blood test shows
the infection; 26 percent responded
~don’t know” to this statement. While
the proportion with the incorrect
response was similar across
sociodemographic groups, the percent
who responded “don’t know” was
higher among older adults, Hispanic
persons. and those with less
education.

Awareness about AZT—The 1991
NHIS AIDS survey also assessed
whether persons had heard of the
drug AZT, the first antiviral drug
approved for the treatment of HIV
infection. Those who had heard of
AZT were also asked a series of
specific questions about AZT. In the
first quarter of 1991, 50 percent of
adults had heard of AZT. Familiarity
with AZT increased sharply with
vears of education from 23 percent
who had heard of AZT among those
with less than 12 years of education
to 68 percent for those with more
than 12 vears. Black adults were
somewhat less aware of the drug than
white persons (40 percent compared
with 33 percent); Hispanic persons
were less aware than either of these
two groups (28 percent).

Among persons who had heard of
AZT. 87 percent knew that AZT
does not cure persons with AIDS and
80 percent knew that AZT can delay
or slow down symptoms of HIV
infection. The other knowledge items
about AZT elicited fewer correct

responses. Fifty-seven percent of
adults knew that AZT has side effects
and 33 percent were aware that the
drug could only be used at certain
times during the illness. Few persons
actually gave the incorrect response
to these two items; many (38 and

56 percent, respectively) responded
“don’t know.” Almost half

(49 percent) of persons were aware
that there are other drugs to treat
AlDS-related illnesses; again a large
proportion (36 percent) said they did
not know the correct answer to this
question. This pattern of a high
proportion being unsure of the
correct answer to these three items
was seen in all sociodemographic
groups examined and few differences
in the proportion with correct
responses were noted.

Perceptions about condoms —1In
1991 respondents were again asked to
rate the efficacy of condoms as a
means of preventing the sexual
transmission of HIV. A slight
increase in the proportion who rated
condoms as very effective was noted
between the last quarter of 1990 and
the first quarter of 1991 (from 25 to
28 percent). The proportion who
rated them as somewhat effective
dropped slightly (from 53 to
48 percent) and the proportion who
did not know how effective they were
increased slightly (from 15 to
18 percent).

The 1991 survey contained two
new questions to measure knowledge
about the proper use of condoms.
While three-quarters of adults in the
first quarter of 1991 believed
condoms to be at least somewhat
effective in preventing the spread of
HIV. far fewer were able to answer
the specific questions about use
correctly. Only 17 percent of adults
correctly answered “false” to the
statemnent that latex condoms and
natural membrane condoms are
equally good at preventing HIV
transmission; 19 percent thought this
statement was true. Most
(62 percent) reported that they did
not know the correct response,
Younger persons were much more
likely to give the correct response
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than adults 30 vears of age and over:
correct responses also increased by
vears of education. White adults and
males were slightly more likely to
respond correctly than black or
Hispanic adults or females. However.
in all groups, the largest proportion
of respondents did not know which
response to choose. A similar pattern
was noted for the second knowledge
question about condoms. Twenty-six
percent of adults knew that oil-based
lubricants can cause latex condoms to
break, 6 percent thought this
statement was false and 66 percent
did not know. Again. correct
responses were noted more frequently
among vounger persons than those 30
vears of age and over, among males
than females, and among those with
more than 12 years of education
compared with those with less than
12 years.

Risk of HIV infection— Eighty-
one percent of adults in the first
quarter of 1991 felt they had no
chance of having HIV infection; onlv
1 percent rated their chances of this
as high or medium. Similarly.

74 percent of adults said they had no
chance of getting HIV infection in
the future. Twenty-two percent felt
their chances were low and only

2 percent felt they were at high or
medium risk for getting HIV. Only

3 percent of adults reported being in
any of the behavior categories
associated with an increased risk of
HIV infection. These figures varied
little by sociodemographic
characteristics and are similar to
figures reported previously.

Knowledge of someone with
AIDS —1In the past, the NHIS AIDS
survey has assessed if adults had
personally known someone with HIV
infection or AIDS. In 1991 the
distinction was made between having
a co-worker with HIV and knowing
others (friends or relatives) with the
infection. Four percent of adults
reported having had a co-worker with
HIV or AIDS. This figure increased
by vears of education front 1 percent
of those with less than 12 years to
7 percent for those with more than
12 years. Nine percent of persons
reported having a friend or relative
with the disease. This also increased
with years of education.
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Table 1. Provisional estimates ot the percent of persons 18 years of age and over with selected AIDS knowledge and attitudes from the
1991 National Health Interview Survey, by selected characteristics: United States, January-March 1991

{Data a-e based on household interviews of the cwilian noninstitutionalized population. The survey design, general qualifications, and information on the reliability of
the est:mates are given in technical notes]

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 3049 50 years Less than More than
AIDS knowledge or attitude Total years years andover Male Female White Black Hispanic 12 years 12 years 12 years
Percent distribution
171 100 100 100 100 100 100 100 100 100 100 100 100
1 How much would you say you know about AIDS?
Aot . e 29 33 34 20 29 29 29 26 28 14 25 40
SOME . . oo 44 49 48 37 43 46 46 36 38 32 48 48
Alttle. ..o e 20 16 15 27 21 18 18 24 24 33 22 11
NOhING. « vt v e e e 7 2 3 16 7 7 -] 14 10 22 5 2
DOMTKROW. « ottt et i e e e e 0 - 0 0 0 a 4] - - - 0 0
2. In the past month have you—

2a. Seen any Public Service Announcements about AIDS
on television?

D - 79 80 80 76 80 78 80 81 70 70 82 81
N . e e e 19 18 18 20 18 19 18 17 28 27 16 17
Dontkmow. . . ... ..ot 2 1 2 4 2 3 3 2 2 3 3 2

2b. Heara any Public Service Announcements about AIDS
on the radio?

YOS e e e e 42 52 46 31 48 37 42 49 45 31 44 47
NO . o e 54 45 51 65 48 59 55 49 52 65 53 50
Dontknow. . . ... ... L 3 3 3 4 3 4 4 3 3 4 4 3
2c.  Seen any Public Service Posters in airports
apbout AIDS?
B =2 10 12 10 7 12 8 9 11 12 6 8 13
NO . e e e ] 86 88 91 86 91 89 88 84 92 91 85
DontKkmOW. . .o v e e 2 2 1 2 2 2 2 1 4 2 1 2
3. In the past month, have you received information
about AIDS from any of these sources?’
Television programs . . . . . . ... ..ot u . 72 73 73 71 73 71 72 75 70 69 74 72
Radioprograms. . . . ... v it i it 32 38 35 24 38 27 31 38 36 24 32 36
Magazinearticles. . . .................. 39 41 41 34 37 40 40 34 33 22 38 47
Newspaperarticies. .. ................. 43 38 46 45 45 42 45 37 39 29 43 51
Street signs/billboards. . .. ... ... 0. 16 23 17 9 19 13 15 20 16 9 14 21
Store displays/store distributed brochures . . . .. 7 10 8 4 8 6 (5] 10 10 5 7 8
Bus/streetcar/subway displays. . . . ... ... ... 7 11 [} 4 8 6 5 13 10 5 5 ]
Health depatment brochures . .. ... ....... 14 19 15 8 13 15 13 18 18 10 13 16
Workplace distributed brochures . .. .. ... ... 10 1" 14 6 11 10 10 15 9 3 10 15
School distributed brochures .. .. ... ... L. 8 14 8 2 6 9 7 10 10 5 7 10
Church distributed brochures . ... ......... 4 4 4 3 4 4 3 7 4 3 4 4
Community organization . .. ............. 4 4 4 3 4 3 3 6 3 2 3 5
Friend/acquaintance . . . .. ... ... .. ... ... 7 11 8 4 7 7 6 10 9 6 7 8
ADShotline. . ........... it 1 1 1 1 1 1 1 2 1 1 1 1
Other . . . e e 3 3 3 2 2 3 3 3 3 2 2 4
Donmtknow. . .. oo vt i e 1 1 1 1 1 1 1 1 2 2 1 0
Received no AIDS information in past month. . .. 15 14 13 18 15 16 15 14 17 22 15 12
4. Have you heard the AIDS virus called by the name
HIv?
YES e e e e 83 88 88 73 82 83 85 81 66 60 84 92
NO . i i e e e s 15 11 1 23 16 15 14 15 31 35 14 7
Dontknow. . ... .. o it e 2 1 1 4 2 2 2 4 3 § 2 1
5a.  AIDS can reduce the body's natural protection
against disease.
9 - a5 87 91 77 86 84 88 72 78 66 86 95
Fase ... ... e . 4 4 3 5 3 5 3 9 3 6 5 2
Donm'tknow. . ... ... .. oo 11 9 ] 19 10 11 8 19 19 28 10 3
Sb.  AIDS can damage the brain.
T . ot e e e e e e e 56 47 58 61 57 56 65 60 64 58 57 55
FalSE . o o vttt et e e e 16 25 17 8 17 16 17 12 13 8 15 21
DOntKNOW. . . oottt e 28 28 24 31 27 28 28 28 23 34 28 24
Sc.  AIDS 1s an infectious disease caused by a virus.
11 - 81 88 86 69 83 79 81 79 81 67 80 88
False . ... i e e 6 4 6 6 5 6 6 6 3 5 6 5
DOMtKNOW. . o v o e i s e e 14 8 8 24 12 15 13 15 16 27 13 7
5d. A person can be infected with the AIDS wirus and
not have the disease AIDS.
2772 77 78 84 68 77 7 80 €8 64 57 78 86
False . ..ottt e i e 7 9 6 6 7 7 6 10 9 8 7 5
DONtKNOW. © . o v it e it 16 12 10 26 16 16 14 22 27 35 14 8
Se.  ANY person with the AIDS virus can pass it on to
someone else through sexual intercourse.
LI I 95 96 87 92 95 95 85 94 96 91 96 96
False . ...t e e e 1 2 1 1 2 1 1 2 1 1 1 2
DOMtKNOW. & v v vttt et i e 4 2 2 7 4 4 3 4 3 8 3 2

See fcoirotes at end of table.
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Table 1. Provisional estimates of the percent of persons 18 years of age and over with selected AIDS knowledge and attitudes from the
1991 National Health Interview Survey, by selected characteristics: United States, January-March 1991—Con.

[Data are based on household interviews of the civilian noninstitutionalized population. The survey design, general qualifications, and infarmation on the reliability of
the estimates are given in technical notes}

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 3049 50 years Less than More than
AIDS knowledge or attitude Total years years and over Male Female White Black Hispanic 12 years 12years 12 years
sf. {t\t;;rigerr:abr;tbv;.omen who has the AIDS virus can give Percent distribution!
T, . o et i e e 84 96 97 91 93 95 95 92 94 88 95 97
False .......... .. ... .. ... ... . ... 1 0 1 1 1 o] 0 1 1 1 1 4]
Don'tkmow. . .. ... ... .. ... ... 5 4 3 9 8 4 5 7 5 11 4 3
8g. A person who has the AIDS virus can lock and feel
well and healthy.
TIUE . ot e e, 80 84 86 69 80 79 82 74 63 60 79 90
False ......... ... ... 7 6 6 <] 7 8 6 9 11 11 9 4
Donmtknow. . . .......... ...t 13 10 8 22 13 14 1 17 27 29 13 6
Sh.  There are drugs available which can lengthen
the life of a person infected with the AIDS virus.,
TIUE. . e e 67 63 72 63 67 66 70 56 53 51 65 77
False . ......... ... k] 12 9 7 10 9 8 17 14 10 11 7
DONtKNOW. o o v vt e e eee e 24 24 19 30 23 25 22 27 33 39 25 16
5i. Early treatment of the AIDS virus infection can
reduce symptoms in an infected person.
L2 56 55 61 50 57 S5 58 50 47 40 54 65
False . ... ... i 1 14 12 8 1 11 1 14 10 10 12 11
Domtknow. . ........ci i, 33 31 27 41 32 34 32 36 43 50 34 24
5j. There is a vaccine available to the public that
protects a person from getting the AIDS virus.
Tre . o e e 4 4 3 4 4 3 3 7 6 7 3 3
False . ..........0 i, 80 a3 87" 68 81 78 82 69 €9 60 81 a8
Dontknow. . ............civunvnnn. 17 13 10 28 15 19 15 24 25 33 16 9
S5k.  There is no cure for AIDS at present.
L7 92 93 95 88 92 92 94 87 86 81 93 97
False ........ ... ... ... ... ... ... 2 2 2 3 3 2 2 4 3 4 2 2
Dontknow. . .. ... ... 6 5 3 10 S 6 4 10 1 15 4 2
6. How likely do you think it is that a person will get
AlDS or the AIDS virus infection from—
8a.  Working near someone with the AIDS virus?
Verylikely . ... o oo i 2 1 2 3 2 2 1 4 3 3 2 1
Somewhatlikely .............c0 ... 5 4 5 6 5 S 5 6 5 6 5 4
Somewhatunlikely. . . .. ............... 7 6 7 ] 6 7 5] 7 11 8 7 5
Veryunlikely. . . ....... ... .......... 41 40 43 41 43 <0 43 40 32 37 41 44
Definitely notpossible. . . ............... 40 45 42 33 39 <0 41 34 41 30 40 a4
Domtknow. . . ... .o iii it i 6 3 3 11 5 6 E] 10 8 15 4 2
6b.  Eating in a restaurant where the cook has the AIDS
virus?
Verylikely .. ... i 6 4 5 7 5 6 5 9 7 9 6 4
Somewhatlikely . .................... 16 14 16 17 16 ‘6 16 19 12 17 18 13
Somewhatunlikely. . .................. 13 16 13 1 13 2 13 11 14 11 1 14
Veryunlikely, . . ............. ... .. 35 37 37 30 36 24 36 31 30 27 33 41
Definitely notpossible. . .. .............. 21 23 23 17 21 22 21 16 24 15 21 24
Don'tknow. . ..........ccivinnrnnnn. 10 5 6 18 9 b ] 9 14 12 22 9 5
6c.  Sharing plates, forks, or glasses with scmecne who
has the AIDS virus?
Verylikely . ....... ..., 10 7 10 11 10 90 9 14 11 13 12 7
Somewhatlikely ..................... 18 16 18 20 19 ‘7 18 19 17 20 19 17
Somewhatunlikely. . .. ................ 12 14 13 11 13 H 13 11 11 10 13 13
Veryunlikely. . . ..................... 31 32 32 28 31 31 32 28 26 25 29 35
Definitely not possible. . . . .............. 20 27 21 15 20 21 20 17 24 14 20 24
Dontknow. . .. ...ttt 9 5 B 15 8 9 8 1 11 18 8 5
6d. Using public toilets?
Verylikely . ... ..., [ 5 5 7 5 -] 4 10 8 11 6 3
Somewhatlikely ..................... 10 9 9 13 10 1 10 12 12 14 12 7
Somewhatunlikely. . .. ................ 11 12 11 10 1 41 1 10 12 9 12 1
Veryuniikely. . .. ... ... ............. 36 36 38 33 37 35 37 33 30 29 34 41
Definitely not possible. . ... ............. 29 34 32 22 30 298 30 23 26 20 29 34
Donm'tkmow. . ....................... 8 5 5 15 7 9 8 11 13 18 8 4

See footnotes at snd of table.
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Table 1. Provisional estimates of the percent of persons 18 years of age and over with selected AIDS knowledge and attitudes trom the

1991 National Health interview Survey, by selected characteristics: United States, January-March 1991 —~Con.

[Data are based on householg interviews of the civilian noninstitutionalized population. The survey design, general qualifications, and information on the reliabilty of

the estimates are given in technical notes)

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 30-49 50 years Less than More than
AIDS knowledge cr attitude Total years years and over Male Female White Black Hispanic 12 years 12 years 12 years
Ge. tShr;a;:‘?gSn;fSSle?s for drug use with someone who has Percent distribution’
Verylikely .. .. ..., 96 98 97 92 95 96 96 91 96 90 96 98
Somewhat kely .. ... .. 1 1 1 2 1 1 1 4 1 2 1 1
Somewhat unlikety . . .. ... .. 0 0 o] [0} o] 0 o] o] 0 o] 0 o]
Very unlikely . .. s e .. 0 0 0 0 o} 0 0 1 0 1 0 0
Defimtely not pessible ... .. .. ... ... 0 0 0 0 0 0 [0} 0 ¢} 0 0 o]
Dom'tknow. .. .. ...... e 2 1 1 6 2 2 2 4 2 7 2 1
6f. Being coughed or sneezed cn by someone who has
the AIDS wirus?
Very likely . . e 9 6 8 12 8 L} 8 13 10 14 10 5
Somewhat likely . ........... ... ... 18 14 18 21 18 18 18 16 19 20 19 17
Somewhat unlikely . . . . ....... e e 13 14 14 11 14 12 13 11 13 10 13 15
Veryunlikely. . .. ... ..o o 32 37 33 27 33 31 33 30 28 24 30 38
Definitely notpossible. . . ........ ..... 18 23 19 12 17 18 18 17 17 12 18 20
Domtknow. . ..... ......... ..... 11 6 8 18 10 1 10 13 13 20 10 6
6g. Attending school with a child who has the AIDS virus?
Verylikely . .......... ..... P 2 0 2 2 2 1 1 3 2 3 2 1
Somewhat likely .. ............. .. ... .. 4 2 4 5 4 4 4 g 5 5 5 3
Somewhatunlkely . .......... ....... 7 7 7 7 7 7 7 9 7 6 8 7
Veryunlikely. . . ... ......... L0 s M 40 42 41 42 40 43 38 32 35 41 45
Definitely not possible . . ....... ...... 40 48 42 31 39 41 40 35 46 33 40 43
Dontkmow. . . .. ... .. i 6 3 3 13 6 B 6 10 8 17 5 2
6h.  Mosquitoes or other insects?
Verylikely .. ....... «....... 9 10 9 10 10 9 8 15 12 13 10 (<]
Somewhat likety ... . .......... R V4 18 17 16 18 16 16 23 18 18 18 16
Somewhatunhkely . . ................. 8 10 8 6 8 8 8 <] 8 7 8 9
Veryunlikely. . . ............. ... ... 25 24 27 24 26 24 27 18 20 18 24 30
Definitely notpossible. . . ... ........ o2 22 23 18 21 21 22 17 18 13 20 25
DONtKNOW. . . . vt oo 20 17 16 27 17 22 19 21 24 31 20 14
6i. Being cared for by a nurse. doctor, dentist, or other
health care worker who has the AIDS virus?
Verylikely . .. ... .. ... . o 22 17 21 29 22 23 21 28 24 29 26 16
Somewhatlikely . ... ..... ... ... .. ... 33 31 35 33 33 33 35 28 28 26 34 36
Somewhatunlikely . . .. ................ 13 16 14 9 13 i2 14 9 8 7 12 17
Veryunhkely. . .. ..... ........ 17 20 19 13 18 17 18 13 18 13 14 22
Definttely notpossible. . .. . ........ 6 9 ] 3 6 6 5 9 11 7 6 (5}
DORtKNOW, . . . o oo v i i 8 6 6 13 8 8 7 14 14 18 7 4
7. Can a person get AIDS or the AIDS virus infection
while giving or donating blood for use by others?
YeS oo 29 31 28 28 31 26 25 45 36 36 31 23
NO . ottt e e 62 61 66 57 60 63 66 40 48 42 61 72
DOMtKNOW. « . o oot e i e e e 10 8 7 15 9 10 9 14 16 22 9 5
10.  Have you ever discussed AIDS with any of your
children aged 10-177
YOS & it s 66 45 68 56 54 76 68 66 56 53 64 73
NO . o e e 34 55 32 44 45 24 31 34 44 47 36 27
Don'tknow. .. ......... . 0 - 0 - - 0 ¢} - - - 0 -
11.  Have any or all of your chilaren aged 10-17 had
nstruction at schoo! about AIDS?“
YES o o e e 74 51 75 78 72 76 73 80 77 68 74 76
NO . . i e e e 9 12 9 6 7 10 10 4 7 8 9 9
DONtKNOW. . . o o e e i e 17 36 16 15 21 14 17 16 16 23 17 15
12.  Have you ever given or donated biocod?
YBS & it e e 43 35 47 44 54 33 46 37 29 29 40 52
NO . .o s e e e e 57 65 53 55 46 67 54 63 71 71 59 48
Dontknow. .. .......... . ... ... ... o] o] 0 0 0 0 s] 0 0 0 0 0
13a. Have you donated blood since March 19857
YBS it e 19 26 23 9 22 16 20 15 16 7 17 26
NO . oot e 81 74 77 91 77 84 80 85 84 92 83 73
Donmtknow. . ... ... ... o 1 0 0 1 1 0 1 0 0 o] 0 1
13b Have you donated blood in the past 12 months?
Yes ... .. e e e e 7 9 8 3 8 6 7 4 6 3 6 10
NO ... e 93 90 91 96 g1 94 92 95 94 97 94 90
DOntknow. . ... .. e 1 1 1 1 0 1 0 [o] 0 9 1

See too notes at end of 1adle.
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Table 1. Provisional estimates of the percent of persons 18 years of age and over with selected AIDS knowledge and attitudes from the
1991 National Health Interview Survey, by selected characteristics: United States, January-March 1991 —Con.

[Data are based on household interviews of the civilian noninstitutionalized population. The survey design, general qualfications, and information on the refiab:lity of
the estimates are given in technical notes]

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 30-49 50 years Less than More than
AIDS knowledge or attitude Total years years and over Male Female White Black Hispanic 12years 12years 12 years
14, Ic-’l::; tr;:ngl ggzgs in the past 12 months have you Percent distribution’
once ........ i e 3 5 4 1 4 3 4 2 3 2 3 5
TWICE . . . e 2 2 2 1 2 1 2 1 2 1 1 3
Threettmesormore. . . .. .............. 2 2 2 1 2 1 2 1 1 1] 1 2
Domtknow. . .. ..... ... 0 - - 0 ~ 0 - 0 - 0 - -
Did not donate blood in past 12 months . . .. .. 93 91 g2 g7 92 94 93 96 94 97 94 90
15.  To the best of your knowledge, are blood donations
routinely tested for the AIDS virus infection?
YOS . e 77 80 82 68 76 77 80 66 64 60 77 85
NO . .o e e 7 6 7 9 8 7 6 10 12 10 8 5
Don'tknow. .. ......... . i, 16 14 11 24 16 16 14 24 25 30 15 10
16.  Was one of your reasons for donating blood because
you wanted to be tested for the AIDS virus infection?*
YeS e e 4 7 2 1 5 2 3 11 ] 6 3 3
No. .. e 92 88 94 97 91 95 93 83 92 88 93 93
Don'tknow. . .. ..... ... 0 0 - - 0 - 0 - - - o] -
17a. Except for blood donations since 1985, have you had
your blood tested for the AIDS virus infection?
YES e e e e 14 20 16 6 15 12 12 22 20 11 13 16
No. . e e e 81 76 79 86 79 83 82 73 75 82 81 80
Domtknow. .. ......... i, 6 4 5 9 6 5 6 5 4 7 6 5
17b. Why haven't you been tested?'>
Don't consider myself at risk of AIDS . .. ..... 84 76 85 88 83 85 86 76 77 79 83 87
Don't believe anything can be done if | am
positive . . ..... .. ... . .. o 0 1 4] 0 0 0 0 1 0 0 [o]
Don'tlikeneedles . ................... 1 2 1 0 1 1 1 3 1 1 1 1
Afraid of lasing job, insurance, housing, friends,
family if pecole knew ! was positive. . . . ... .. o] 0 0 0 0 0 o] 0 - 0 - g
Don't trust meaical clinics/hospitals to keep test
results confidential . .. ... ... ... ... .. 0 [ 0 0 0 4] 0 1 1 0 0 o]
Already know whether | have the AIDS virus
infection. . .. ... ... ... . o} 0 0 0 0 0 0 o} - 1 o} 0
Don't know whereto go foratest .. ........ 1 2 1 0 1 1 0 2 2 1 1 0
Other . .. ... . i i i 6 8 ] 6 6 7 6 8 8 5} 6 7
Dontknow. . ....................... 9 14 8 6 10 8 7 13 14 14 9 6
18. How many times have you had your blood tested for
the AIDS virus infection, not including blood
donations?
Once . o e 9 12 11 4 9 9 8 13 15 8 8 10
> 2 4 2 1 3 2 2 S 3 1 2 3
Threetimesormore. . ................. 2 3 2 1 2 1 2 3 2 1 2 2
Dontknow. .. ............. ... ...... ] 0 0 1 0 0 0 1 0 1 o] 0
Neverhadtest®. ..................... 87 80 84 95 85 88 89 78 80 89 88 85
19. How many times in the past 12 months have you had
your blood tested for the AIDS virus infection, not
including blooc donations?
Nome . ..... ... ... ... ... . 7 10 9 2 8 6 6 9 11 5 6 8
Once ... ... 6 8 ] 3 6 5 5 10 7 5 5 ]
TWiCe . . e 1 1 1 0 1 1 1 2 2 1 1 1
Threetimesormore. . . ................ o} 1 ¢} 0 0 [o] 0 1 0 0 9] 0
Domtknew. . . ...................... 0 0 0 0 0 0 0 o] - 0 [¢] 0
Neverhaatest®. . ... ................ . 87 80 84 94 85 88 89 78 80 89 88 85
20.  Did you have any of the AIDS blood tests:'”
For hospitaization or a surgical procedure? . ... 14 11 14 19 10 17 13 16 16 18 16 10
To apply for health insurance? . ........... 3 1 4 4 4 3 4 2 1 2 3 4
To apply for life insurance?. . ............. 10 7 11 12 12 8 12 3 9 5 4 16
Foremployment?. .. .................. 6 8 5 4 8 4 5 10 6 6 7 6
To apply for a marnage license? .. ... ...... 5 6 [ 1 6 4 6 2 1 4 S 6
For military induction or military service? . ... .. 7 11 5 2 11 2 8 ] 3 1 9 8
Forimmigraton? . ... ................. 5 5 5 S 5 5 1 4 26 1§ 2 3
Just to find cut if you were infected?. . . ... ... 29 31 27 27 30 27 26 41 25 26 30 28
Because of referralby the doctor? . . . ....... 5 7 4 5 3 8 6 6 5 7 7 4
Because of referral by the Health Department? .. 1 1 0 0 1 1 ) 3 1 1 1 0
Because of referral by your sex partner? . .. ... 1 1 1 0 1 0 1 1 1 1 1 1
Other . .. ....... e e e e e 21 19 22 20 15 27 22 18 21 23 20 21
Dontknow. . ........ . ... .. 1 0 1 1 1 1 1 - 0] 1 1 0

See footnotes at end of t2ole.
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Table 1. Provisional estimates of the percent of persons 18 years of age and over with selected AIDS knowledge and attitudes from the
1991 National Health Interview Survey, by selected characteristics: United States, January-March 1991 —Con.

[Data are cased on househoia nterviews of the civilan noninstitutionalized population. The survey design, general qualifications, and information on the reliability of
the estimzes are given in technical notes]

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 30-43 50 years Less than More than
AIDS knowleage or attitude Total years years and over Male Female White Black Hispanic 12 years 12 years 12 years

21. When was your last AIDS blood test for the AIDS virus

i tiont
inezion not Including brood donation? Percent distribution

> 7 8 6 8 7 7 7 11 2 8 5 8
890 L e 40 K] 38 42 37 43 38 44 37 37 40 39
“OB8 L L e 20 22 20 13 19 20 21 17 22 15 22 20
TBBE e 12 13 12 11 13 1 12 <] 15 16 11 12
BB e 6 6 7 4 7 6 6 6 9 5 5 8
T8BE L 3 3 4 1 4 2 3 2 2 3 2 4
OB L e e e e 1 1 2 1 1 1 2 1 0 0 2 1
CORTKNOW. . .ot 7 [ 6 11 8 5 7 6 11 1 7 5
22.  Dic vou nave your last AIDS blood test:"”
For nospitalization ¢r a surgical procedure? . ... 13 1 13 18 9 17 12 17 12 16 16 9
To apply for health msurance? . .. ......... 3 1 5 4 4 3 4 3 2 2 4 3
To apoly for life insurance?. . . . .. ......... 10 8 12 12 13 8 13 3 9 5 4 17
Foremployment?. . ............. ... .. 6 8 S 4 8 4 5 10 6 5 7 6
To aoply for a mamage license? . . ......... 4 4 5 1 5 4 -1 2 1 4 4 5
For military induction or miitary service? . . .. .. 7 10 5 2 11 2 7 5 4 2 8 7
Formmmigration? . . . ... ... ... 4 4 4 5 5 4 1 3 23 14 1 3
Just to find out if you were infected?. . . . ... .. 28 30 27 27 29 27 26 40 24 24 31 26
Because of referral by the doctor? . . . . . ... .. 5 7 4 4 3 7 5 6 4 7 7 3
Because of referral by the Health Department? . . 1 1 - o] 0 1 0 3 - 0 1 -
Because of referral by your sex partner? . .. ... 1 1 0 0 1 0 1 1 0 0 1 1
Other . .. . 22 22 22 24 17 28 24 19 21 25 23 21
Domtknow. . . .......... ... .. ... ... 0 0 1 0 ] 1 1 0 0 1 1 0
23.  Netncluaing a blood donation, where was your last
blcod test for the AIDS virus done?
AIDS clinic/counselingftesting site . . . .. ... .. 1 0 1 1 1 1 1 0 2 - 0 2
Community health chimic. . . . ... ... .. ..... 7 9 6 4 7 8 6 11 € 7 9 6
Clucrunbyemployer . ................ 2 3 2 1 3 1 3 0 2 - 2 3
DoctordMO . .. oL oo 31 29 31 38 30 32 31 30 38 38 27 31
Hospralfemergency room/outpatient clinic . . . . . 27 25 27 30 21 34 26 32 25 34 32 21
STDeline .. ... e 1 1 4] - 1 0 0 0 3 2 0 0
Family planning clinic . . .. .............. 0 1 0 - o] 1 0 0 2 1 0 0
Prenataiclime . . .. . ....... ... ... .. ... 1 1 1 - - 1 1 1 1 - 1 1
Tuberculosisclmic . . .. .. ... ... .. ... ... - - - - - - - - - - - -
Pubhcclimie .. ... ... ... .. .. 3 4 2 [+] 3 2 2 5 3 4 3 2
Otherchimic. . . .. . ... ... . ..o, 2 3 2 3 3 2 3 2 3 1 2 3
Drug treatmentfacilty . . . . ... ........... 0 o] 0 - 0 4] 0 - - 1 - 0
Military induction/service site. . . . . .. ....... 7 10 5 4 11 2 7 4 4 2 9 7
Immigrationsite. . .. .... ... .. ..., 1 1 0 - 1 0 0 0 2 1 0 0
Other . .. ... .. i i it 15 12 19 13 17 13 17 13 9 6 11 21
Domtknow. ... ... .t 0 - 0 0 0 - 0 - - o] 0 -
25. Did you get the results of your last test?”
YOS 80 82 80 71 79 80 78 81 a7 80 81 78
NO . . e 20 17 19 28 21 19 21 19 13 18 18 22
DOMtKknow. . . ... ... e 1 0 1 1 0 1 1 1 - 2 0 0
28.  Was this because you didn't want the results or was
it because you were unabie to get the results?
Didntwant. .. ...................... 10 9 12 6 8 12 8 14 14 9 12 9
Unabletoget ...................... 21 32 17 14 27 14 22 15 34 27 23 18
Both. ... ... 2 1 1 5 1 3 1 6 - 7 - 2
Other . ... . e e 53 47 58 53 50 57 56 38 52 40 46 62
Domtknow. . . ......... ... .. ... ... 13 8 12 22 14 12 12 26 - 18 18 8
28.  Were the results given In person, by telephone, by
ma:, or in some other way?
I PEISON. . . ottt e e e e e e 62 63 59 67 58 65 58 64 81 77 62 56
Bytelephone ........... ... ... ... 17 15 18 18 15 18 19 14 4 15 16 18
Bymal...... .o, 14 16 15 9 19 9 14 18 13 6 16 16
Other . .. e e e e 7 7 8 5 7 7 9 5 2 2 € 10
Domtknow. . . ... ..o - - - - - - - - - - - -
29. Do you beheve the results of your last test were
accurate?
YeS . e e e 98 98 98 96 98 98 98 97 98 98 98 28
NO . e ] 0 0 2 0 1 0 - 1 2 0 -
Dontknow. . .. ....... .. .o 2 2 1 3 2 1 1 3 o 1 2 2
30. Do you feel that the conficentialty of the results of
your last test for the AIDS virus infection was handied
property?
YOS . e e a5 96 94 98 95 5 95 98 94 96 94 96
NC. . e 2 2 2 1 2 2 2 2 3 2 3 2
Dontknow. . . ... ..l e 2 1 4 1 3 2 3 - 2 2 2 2

See footnctes at end of table.
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Tabie 1. Provisional estimates of the percent of persons 18 years of age and over with selected AIDS knowledge and attitudes from the
1991 National Health Interview Survey, by selected characteristics: United States, January-March 1991 —Con.

{Data are based on household interviews of the civilian noninstitutionaiized population. The survey design, general qualifications, and information on the reliabulity of
the estimates are given in technical notes)

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 3049 50 years Less than More than
AIDS knowleage or athtude Total years years and over Male Female White Black Hispanic 12years 12years 12 years
31. Do you expect to have a blood test for the AIDS virus i i
infeztion in the next 12 months? Percent distribution
YBS e e e e 8 15 8 4 9 7 6 20 11 8 8 8
NO. . e e 85 76 86 90 83 86 &9 66 78 a3 85 86
Donm'tkrow. . . ......... ... ... ..., 7 9 6 7 7 7 5 14 11 10 7 6
32. Tell me if each of these statements explain why you
expect to have the blood test in the next
12 months.}
Because it will be part of a blood donation. . . . . 25 24 25 27 26 23 31 10 30 19 23 29
Because it will be part of haspitalization or
surgery you expecttohave. . . ........... 6 6 7 6 5 8 6 7 6 10 7 4
Because you expect to apply for life or health
nsurance. . .. ..., ... e 7 9 ] 4 8 4] 7 7 11 8 7 7
Because you expect to apply forajob. . ...... 7 9 6 3 8 6 7 6 8 7 9 5
Because you expect to join the military . . . . .. . 4 6 3 - 5 2 2 s 7 7 2 3
Because you expect to apply for a marriage
license. . . ... .. i e e 7 12 4 0 8 7 8 4 14 6 9 6
Because you want to know the results, . . .. ... 65 76 &5 58 65 64 55 80 75 86 66 54
Because it will be a required part of some other
activity that includes automatic AIDS testing . .. 21 16 24 27 22 19 22 18 21 15 23 22
33.  Where will you Qo to have a biood test for the AIDS
virus infection?
AIDS clinic/counseling/testing site . . . ....... 2 3 1 1 3 1 2 2 - - 2 3
Community health clinic. . . ... ........... 10 13 9 6 10 11 € 16 14 14 12 7
Clinicrunbyemployer . ................ 3 1 5 - 3 1 2 1 5 - 3 4
DoctorMMO . . . .. ...t i et 3@ 36 39 48 36 42 41 3s 29 44 37 39
Hospital/emergency room/outpatient clinic . . . . . 18 17 16 23 17 18 15 21 22 19 18 17
STDclinic . ... v i eiin e, 0 [o] 1 - 1 0 1] ~ - - 0 1
Family planningclinic . . . ............... 0 1 0 - 0 1 Q 0 2 0 0 "]
Prenatalclinic. . . . ................... - - - ~ - - - - - - - -
Tuberculosis clinic . . ......... e 0 1 - - 1 - - 1 - - 1 -
Publleelinic . . ...... ..o, 3 4 3 1] 1 4 2 4 5 6 3 1
Otherclinic. . .......... ... ... 3 2 3 4 3 3 3 1 4 4 2 3
Drug treatmentfacility . . . ............... - - - - - - - - - - - -
Military induction/service site. . . . .......... 4 5 4 1 5 2 5 2 1 2 3 5
Immigrationsite. . . . ............. . ..., - - - - - - - - - - - -
Other . ... e e 0 [o] 1 - 0 0 [+] - 2 - 1 1]
Dom'tknow. .. ...... ... . 5 7 5 1 6 4 5 7 4 5 5 5
34.  Tell me whether you think the following statements
about the blood test for the AIDS virus infection are
true or false or it you do not know whether they are
true or faise.
34a. Sometimes the results of a bioad test for the AIDS
virus infection can be wrong.
£ 72 70 76 68 73 71 74 67 56 57 72 79
False ......... ... it 7 g 8 4 7 7 6 8 10 [} 7 7
Don'tknow. . .............. ... 0., 2 21 17 28 20 22 20 25 34 36 21 15
34b. After a person becomes infected with the AIDS virus,
there can be a period of time before the test shows
the infection.
TrUe. . .. i e e 70 75 74 61 70 70 72 69 56 54 70 78
False . .......... 0.ttt 4 4 4 3 4 3 3 4 4 3 4 4
Don'tknow. . . .o v i i e e 28 20 22 36 26 26 25 27 40 43 26 18
37.  Have you ever heard of a crug cailed AZT, also :
known as Zidovudine or Retrovir?
YOS . e e, 50 48 58 42 51 49 53 40 28 23 45 €8
No. . e e 47 49 39 54 46 47 43 56 67 72 51 30
Don'tknow. . . .......cccivirivnn.n. 3 3 3 4 3 4 3 4 5 4 4 3
38.  Tell me whether you think the following statements
about AZT are true or false or if you don't know
whether they are true or false.’’
38a. AZT can delay or slow down the symptoms of AIDS
virus infection,
L2 80 82 82 74 79 81 80 75 81 69 76 84
False .......... ... ... ... ..., 2 1 2 2 2 1 2 2 3 2 2 2
Domtknow. .. ... ... coviniinnnn.,, 18 16 16 23 19 18 18 23 16 29 22 15
38b. AZT cures people with AIDS.
TrUe. e e 1 1 1 2 2 1 1 2 3 2 2 1
False .............. ... .. ... ..., 87 90 90 81 87 88 88 a3 86 79 8s 0
Don'tknow. .. .......... ..., 11 9 9 17 12 11 1 15 11 19 13 9

See footnotes at end of table.
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Table 1. Provisional estimates of the percent of persons 18 years of age and over with selected AIDS knowledge and attitudes from the

1991 National Health Interview Survey, by selected characteristics: United States, January-March 1991 —Con.

[Data are based on household interviews of the civilian noninstrutionalized population. The survey design, general qualfications, and information on the reliability of
the estimates are given in technical notes]

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 30-48 50 years Less than More than
AlIDS knowledge or attitude Total years years andover Male Female White Black Hispanic 12 years 12 years 12 years
: 1
38c.  AZT has no known side eftects. Percent distribution
ToUE . . e e e 5 6 5 5 5 5 5 8 3 7 6 4
False . ............ ... .. ..... 57 61 61 49 57 58 58 50 59 45 48 65
Dontkmow . ..... ................. 38 33 35 46 38 37 37 42 38 47 45 31
38d. AZT i1s approsnate for a person with the AIDS virus
infection only at certain times during the lliness.
Toue . . . 33 38 36 24 33 34 32 38 40 33 27 37
False . ........... .. ... .. .. 1 12 11 10 12 10 1 10 16 6 13 11
Donmtkmow. ... ...... ... ... ... ...... 56 50 52 66 55 56 57 51 44 60 60 53
38e. There are other drugs available to treat AIDS-related
ilinesses.
TrUE . o e e e e 49 46 54 42 52 47 51 41 41 36 43 55
False . ..... ... i 15 18 14 13 14 15 14 19 26 16 16 14
Dontknow. . . . ... i 36 36 31 44 34 38 36 40 33 49 a4 31
39. Did you have a blood transfusion at any time
between 1977 and 19857
YOS e e 5 2 5 7 4 5 5 5 1 6 5 4
NO. . e 94 97 94 92 94 94 94 95 98 93 94 95
Domtknow. .. ..... ... .o, 1 1 1 1 1 1 1 1 0 1 1 1
40.  Dn you have frequent blood transtusions because of
Sickle Cell or Chronic Anemia?
Yes o e e 0 0 0 0 0 0 0 1 - 0 0 0
No. .o e 100 100 100 100 100 100 100 99 100 100 100 100
Donmtknow. .. ....... . i, 0 0 0 0] 0 0 0 0 - 0 0 0
41.  How effective do you think the use of a condom is to
prevent getting the AIDS wirus through sexual activity?
Veryeffective . . ... ... ... ... ... .. ..., 28 35 31 19 32 24 28 28 23 19 25 35
Somewhateffective . .................. 48 80 51 43 47 49 50 38 42 37 51 51
Notatalleffectve . ... ................ 4 3 4 4 3 4 3 5 5 6 4 3
Don‘tknow howeffectve . . . .. ... ... ..... 18 11 13 29 16 20 16 26 25 33 19 10
Dontknowmethod . .................. 2 1 1 5 2 3 2 2 5 5 2 1
42, Tell me whether you think the following statements '
are true or false or whether you don’t know whether
they are true or false.
42a. Latex condoms and natural membrane condoms are
equally good at preventing transmission of the AIDS
virus.
TIUE . o i e e e e e 19 28 20 1 23 15 18 22 21 15 21 18
False . .. ... ... it e e 17 22 20 9 19 15 18 13 12 8 13 25
Don'tknow. . ... ... ... i, 62 49 89 76 57 67 62 63 63 72 64 56
Don'tknowmethod . ... ............... 2 1 1 5 2 3 2 2 5 5 2 1
42b. Oil-based lubricants can cause latex condoms to
break.
TIUE . . e e e e 26 37 30 14 31 22 27 28 20 17 24 33
False . ....... ... ... .. . ... 6 8 5 4 7 5 5 7 6 4 6 6
Domtknow. . .. ... ..ot 66 54 63 77 61 70 66 63 69 74 69 59
Don'tknowmethod . .................. 2 1 1 5 2 3 2 2 5 5 2 1
43.  What are your chances of having the AIDS virus?
High. . ..... ... ... . . ... .. ... 0 0 0 0 0 0 0 1 1 0 0 0
Medum. . ........... ... ... .. ..... 1 1 1 1 1 1 1 2 1 1 1 1
Low . . e 16 22 17 9 17 14 16 18 10 9 14 20
NORE .. . e e 81 74 80 a8 79 83 82 75 85 86 82 78
Don'tknow. . ...............c...... 2 2 1 3 2 2 1 5 3 4 2 1
44. What are your chances of getting the AIDS virus?
High, .. ... 0 1 0 - o] 0 0 1 0 1 0 0
Medium. . ... ... .. . e 2 3 2 1 2 2 2 3 2 1 2 2
Low . .o e 22 29 24 13 24 20 22 22 17 12 19 28
NORE . o e 74 65 72 83 71 76 74 70 77 81 76 68
Don'tknow. . . ....... .. ... ... 2 2 2 3 2 2 4 3 5 2 1
N/A-—High chance of aiready having the AIDS
VITUS . Lo e e 0 0 0 0 0 0 0 1 1 0 0 0
45.  Have you ever had a coworker who had AIDS or the
AIDS virus?
YOS e e e e 4 4 6 3 4 5 4 4 6 1 3 7
No. .. 87 87 86 89 87 88 88 84 83 89 90 84
Never worked, never had a coworker . . ... ... 1 1 0 1 o} 1 1 1 2 2 1 0
DOMtkNOW. . . .. oot 7 7 8 7 9 [ 7 10 9 7 6 8
46.  Have you ever had a fnend or relative who had AIDS
or the AIDS virus?
Yes .. .. e e e 9 9 12 6 8 10 9 10 9 5 8 12
No .. e e e .. 87 88 85 90 88 87 88 84 85 90 88 85
DONtKAOW. . v oot v e 4 3 3 4 4 3 3 6 5 5 4 3

See footnotes at end of table.
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Table 1. Provisional estimates of the percent of persons 18 years of age and over with selected AIDS knowledge and attitudes from the
1991 National Health Interview Survey, by selected characteristics: United States, January-March 1991 -Con.

[Data are based on household interviews of the cwvilian noninstitutionalized population. The survey design, general qualifications, and information on the reliability of

the estimates are given in technical notes)

Aace or ethnicrty

Age Sex Non-Hispanic Education
18-29 3049 50 years Less than More than
AIDS knowledge or attitude Total years years andover Male Female Wh:te Black Hispanic 12 years 12 years 12 years

47.  Are any of these statements true for you?

a. You have hemophilia and have received clotting
factor concentrates since 1977.

b. You are a man who has had sex with another
man at some time since 1977, even 1 time.

¢. You have taken illegal drugs by needle at any
time since 1977.

d. Since 1977, you are or have been the sex partner
of any person who would answer yes to any of
the items above (a-c}

e. ¥oudid@Yhad sex for money or drugs at any time

Yesto atleast1 statement. . .. ........... 3 5 4 1 4
Notoallstatements . . . ........ e a7 95 96 99 96
Don'tknow. .. ....... e e 1] 0 [¢] [¢] 2]

Percent cistribution’

2 3 3 4 2 3 3
g8 97 97 96 97 97 96
0 o] 0 0 0 0 Q

1Multiple responses may sum to more than 100.
Based on persons answerng yes to question 8, "Do you have any children aged 10 through 177"
4Based on persons answenng no or don't know to questions 12, 13a. or 13b.
Based on persons answanng yes to questions 13a and 15.
“Based on persons answering no to question 17a.
®Based on persons answering no or don’t know to Guestion 17a,
Based on persons answering yes 1o guestion 17a,
9Bz-:se«:! Oon persons answering no or don't know to question 25.
1gerscms answerng yes to question 25.
Based on persons answenng yes to question 31.
Based on persons answenng yes to question 37.
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Technical notes

The National Health Interview
Surveyv (NHIS) is a continuous, cross-
sectional household interview survey.
Each week, a probability sample of
the civilian noninstitutionalized
population residing in the United
States 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. Information on
special health topics is collected for
all or a sample of household
members. The 1991 National Health
Interview Survey of AIDS Knowledge
and Attitudes is asked of one
randomly chosen adult 18 years of
age or over in each family. The
estimates in this report are based on
completed interviews with 9,983
individuals, about 87 percent of
eligible respondents.

Table I contains the estimated
population size of each of the
demographic subgroups included in
table 1 to allow readers to derive
provisional estimates of the number
of people in the United States with a
given characteristic, for example, the
number of women who have had their
blood tested for HIV. The population
estimates in table I are based on
1989 data from the NHIS inflated to

national population controls by age,
race, and sex. The population
controls are based on the 1980 census
carried forward to 1989. These
estimates, therefore, may differ from
1990 census results brought forward
to the survey date. Population
controls incorporating census results
will be used for survey estimation
beginning later in the decade,

Table II shows approximate standard
errors for most of the estimates
presented in table 1. These standard
error estimates were derived by
applying a design effect of 1.3 to the
standard errors that would have been
obtained with a simple random
sample design. The reader is
cautioned about comparing estimates
when the denominator is small (for
example, when looking only at those
persons who did not receive the
results of their HIV antibody test).
The estimates in table 1 and the
standard errors in table II are
provisional. They may differ slightly
from estimates made using the final
1991 data file because they were
calculated using a simplified
weighting procedure that does not
adjust for all the factors used in
weighting the final data file. A final
data file covering the entire 1991 data
collection period will be available at
the end of 1992.

Table |. Sample sizes for January-March
1991 Natlonal Health Interview Survey of
AIDS Knowledge and Attitudes and estl-
mated adult population 18 years of age and
over, by selected characteristics:

United States, 1991

Estimated
Sample  population
Characteristics size in thousands
Alladutts . . ......... 9,983 180,271
Age
18-29years . . ....... 2,300 46,282
3049vyears . ........ 4,101 71,831
50 years and over.. . ... 3,682 61,157
Sex
Male.............. 4,183 85,632
Femals ............ 5,800 94,838
Race and ethnicity
Non-Hispanic white. . . . . 7,746 139,440
Non-Hispanic black. . . . . 1,255 19,585
Hispanic ........... 644 14,118
Education
Less than 12 years. .. .. 1,736 36,782
12years ........... 2,069 72,418
More than 12 years. . . . . 1,461 70,036

‘Estimates below the cutoff points have an RSE of more than
30 percent and are considered to be statistically unreliable.

Table Il. Standard errors, expressed In percentage points, of estimated percents from the 1991 National Health interview Survey of AIDS
Knowiedge and Attitudes, by selected characteristics: United States, January—March 1991

Age Sex Race and ethnicity Education

18-29 3049 50 years Less than 12 More than

Estimated percent Total years years and over Male Female White Black Hispanic 12 years years 12 years
50r95 . ............. 0.3 06 04 0.5 0.4 0.4 0.3 0.8 1.1 0.6 0.5 0.4
1or9 ............. 0.4 Q.B 0.6 0.6 0.6 0.5 0.4 1.1 15 0.8 0.6 0.6
150r85.............. 0.5 1.0 0.7 0.8 0.7 0.6 0.5 1.3 1.8 1.0 0.8 0.7
200r80 . .. i 0.5 1.1 0.8 0.9 0.8 0.7 0.6 1.5 2.0 1.1 0.8 0.8
2%0r75 . ... Lo 0.6 1.2 0.9 0.9 0.9 0.7 0.6 1.6 2.2 1.2 0.9 0.9
300r70. .. e 0.6 1.2 0.9 1.0 0.9 0.8 0.7 1.7 23 1.3 1.0 0.9
350rB65.............. 0.6 1.3 1.0 1.0 0.9 0.8 0.7 1.7 2.4 13 1.0 1.0
400r80........ ... . 0.6 1.3 1.0 1.1 1.0 0.8 0.7 1.8 25 1.4 1.0 1.0
450r85 ... ... . 0.6 1.3 1.0 1.1 1.0 0.8 0.7 1.8 2.5 1.4 1.1 1.0
50, o e e 0.6 1.3 1.0 1.1 1.0 0.8 0.7 1.8 25 1.4 1.1 1.0




Number 217 ® September 16, 1992 E:RKLAWN HEALTH LIBRARY
Advance MERS

Data

From Vital and Health Statistics of the CENTERS FOR DISEASE CONTROL/National Center for Health Statistics

Assistive Technology Devices and Home Accessibility
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In 1990, more than 13.1 million
Americans, about 5.3 percent of the
population, were using assistive
technology devices to accommodate
physical impairments. In 1990, 7.1
million persons, nearly 3 percent of
all Americans, lived in homes that
were specially adapted to
accommodate impairments. About
half of the persons with assistive
technology devices, and more than
three-fourths of those with home
accessibility features, purchased them
themselves or with the help of their
families without contributions from
third-party payers. More than 2.5
million Americans said they need
assistive technology devices that they
do not have, mostly because they
cannot afford them. Between 1980
and 1990, the number of persons
using anatomical or mobility assistive
technology devices increased at a
more rapid rate than did the general
population.

These findings are from the 1990
National Health Interview Survey on
Assistive Devices (NHIS-AD), which
was cosponsored by the National
Center for Health Statistics (NCHS)

and the National Institute for
Disability and Rehabilitation
Research (NIDRR). NCHS is one of
the Centers for Disease Control in
the Public Health Service,
Department of Health and Human
Services. NIDRR is an agency in the
Office of Special Education and
Rehabilitation Services, Department
of Education. NCHS and NIDRR
jointly planned the Survey, and the
Bureau of the Census conducted the
field work.

Background

“Assistive technology™ consists of
devices and other solutions that assist
people with deficits in physical,
mental, or emotional functioning.
Assistive technology devices are items
frequently used by people with
functional deficits as alternative ways
of performing actions, tasks, and
activities,

Hundreds of assistive technology
devices are available. Mobility aids,
such as wheelchairs and walkers,
orthotics, and prostheses, are more

visible and familiar types of assistive
technology devices. Some other
devices include microcomputers,
powered mobility devices,
myoelectrically powered prostheses,
augmentative communication devices,
optical pointers, headsticks,
mouthsticks, and alphabet boards.
Some assistive devices, such as
myoelectrically powered prostheses
and infrared hearing systems, are
technically sophisticated. However,
many devices are “low-tech,” such as
walkers and canes.

Assistive technology also includes
ways of controlling these devices.
Software may control ordinary
hardware systems in ways that
facilitate their use by persons with
functional deficits, like text-to-speech
conversion software that runs on
ordinary computers. Some assistive
technology involves extending the
range of users. For example, signs
with words can be made more legible
to everyone, not just persons with
vision impairments, by avoiding
ambiguity and providing better
contrast between letters and
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Another way to help people with
deficits in physical, mental, and
emotional functioning is to build or
modify the environment to be more
accessible. Accessibility often involves
accommodating assistive technology in
the design or reconfiguration of
features of buildings and
environments so they are more
useable by people with functional
deficits. Accessible design includes
reducing barriers in transportation
systems, buildings and homes, and
recreational and public areas to make
them more convenient for people
with functional deficits. Some
facilitating design features are ramps
and approaches, specially configured
door openers and locks, wheelchair-
lifting devices, and elevating devices.

Assistive technology devices and
accessible design are interdependent.
A person who uses a wheelchair
cannot get into buildings accessible
only by stairs. A shopping mall
directory may be out of view or
meaningless to a person with
functional deficits. Barrier-free
universal design is increasingly
encouraged to allow all persons,
disabled or not, to move freely,
independently, and safely in their
surroundings. Assistive technology
devices and accessible environmental
design features help people regain
function, assist them in performing
activities and roles, and can often
prevent further disability or reduce
the level of disability.

Recent public policies emphasize
the societal desirability of access to
assistive technology and accessible
environmental design. The Americans
with Disabilities Act (ADA), enacted
on July 26, 1990, and now being
implemented, requires employers,
public officials, and businesses to
make accommodations for people
with functional deficits, if such
accommodations do not cause undue
economic hardship (1). Such
accommodations include special
training, flexible work schedules,
personal assistants, accessible design,
and assistive technology devices.

Public Law 100-407, the
Technology-Related Assistance for
Individuals with Disabilities Act of

1988 (the “Tech Act”), authorizes
Federal funds to States that plan and
develop consumer-responsive
statewide programs of technology-
related assistance for individuals with
functional deficits or disabilities. This
goal can be achieved by providing
assistive technology devices and
services, by developing an information
dissemination system, by establishing
or enhancing training and technical
assistance, and by designing public
awareness projects. Important factors
determining the use of technology are
benefits and costs of acquiring and
using technology. An underlying
assumption is that many people who
could use technology do not have
access to it. The Tech Act recognizes
the need for concerted planning to
increase access to technology for
people with functional deficits.

These recent developments in
public policy emphasize the
significant contribution of assistive
technology for people with
disabilities, and the need for national
statistics on the use of that
technology. In response to that need,
NIDRR and NCHS cosponsored a
survey on assistive technology devices
and homes with accessibility features
as part of the National Health
Interview Survey of 1990. This is the
first report of the results of that
survey. The survey focused on
assistive technology devices and did
not attempt to cover all aspects of
assistive technology. For the first
time, an NCHS survey included
questions about accessibility features
in homes. Even people who are not
disabled and who live in homes with
accessibility features are benefitted
because relatives, friends, and others
who are disabled can live with them
or visit them. Also, these homes will
be more practical for their owners,
should they develop a functional
deficit.

This report provides national
estimates of the number of people
using assistive technology devices or
living in homes with accessibility
features in 1990, the types of devices
and features used, the sources of
payment for this technology, and the
number of persons who need but do

not have assistive technology devices.
Estimates are presented for the total
noninsitutionalized population of all
ages, and for broad age groups.
Statistics on the number of people
using assistive technology devices at
all ages were last obtained by the
NHIS in 1980. This report updates
these statistics collected earlier and
shows trends over time for
comparable items.

Concepts and measures

The Assistive Devices interview
began with this preamble: “The next
questions are about the use of devices
to help people with physical
disabilities or impairments.” The
interviewer then asked, “Does anyone
in the family NOW use a brace of any
kind? Who is this? Does anyone else
now use a brace?”’ Similar sets of
questions were asked about specific
devices for mobility, hearing, vision,
and speech. The last question in each
set (such as mobility) asked if anyone
used any other device for that
purpose, and a final question asked if
anyone used any other special
equipment designed for persons with
disabilities or impairments. Every
device used by any person in the
family was recorded.

Any device or equipment
reported in response to these
questions is considered an “assistive
technology device” (except that
implanted devices, such as
pacemakers, were excluded when
mentioned). Some of the devices are
“high technology,” such as computers,
and some are “low technology,” such
as canes and walking sticks. Other
terms sometimes used to refer to
assistive technology are “assistive
devices,” “adaptive technology,”
“tools and equipment,” *“aids and
appliances,” and “special aids.”
“Assistive technology” is now the
most widely used term and is
preferred by disability-related
organizations. The operational
definition of assistive technology used
here is consistent with the definition
given by DeWitt: “In general,
assistive technology includes devices
that enhance the ability of an
individual with a disability to engage
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in major life activities, actions, and
tasks” (2).

Although the intention of the
Assistive Devices interview was to
identify assistive technology used by
persons with impairments that are
permanent or long lasting, some of
the devices may have been used only
temporarily during recovery from an
injury or acute illness. This would
have occurred most often with devices
such as crutches, canes, walkers, and
wheelchairs, and not at all with some
other devices, such as artificial limbs.
The number of persons who have
acute conditions for which they use
devices is unknown, but is assumed to
be small compared with the number
of people with long-lasting
impairments who use devices.
Nevertheless, numbers shown in this
report probably overestimate slightiy
the number of chronically ill or
impaired persons using any device
and of people using some specific
devices, such as crutches.

The interviewer also said to the
respondent, “Please tell me if this
home is equipped with any special
features designed for disabled
persons,” and handed the respondent
a printed card listing ramps; extra-
wide doors or passages; elevators or
stairlifts (not counting public
elevators); hand rails or grab bars
(other than normal hand rails or
stairs); raised toilets; levers, push
bars, or special knobs on doors;
lowered counters; slip-resistant floors;
and other special features designed
for disabled persons. The presence of
any of these features in the home is
considered a “home accessibility
feature.”

The statistics on home
accessibility features refer to persons
living in homes with these features,
not to those homes. Persons living in
homes with accessibility features do
not necessarily have an impairment,
and, in fact, a majority are reported
not to be limited in their activity by
an impairment or chronic illness.
Even if none of the residents has an
impairment, they still benefit from the
accessibility features: They are better
able to accommodate visitors with
impairments, and they are prepared

should injury or illness cause an
impairment to themselves.

The terms “impairment,”
“disability,” and “handicap™ are often
used loosely and interchangeably.
‘Where greater precision is needed
they must be differentiated and
defined. The International
Classification of Impairments,
Disabilities, and Handicaps (ICIDH)
(3) differentiates the terms and
defines them as follows:
“impairment” is “any loss or
abnormality of psychological,
physiological, or anatomical structure
or function”; “disability” is a
restriction in the ability to perform
“essential components of everyday
living,” such as personal hygiene or
moving about; “handicap” is a
limitation on “the fulfillment of a role
that is normal for that individual.” A
“handicap” is a consequence of a
disability, and a “disability” is a
consequence of an impairment;
however, impairments do not
necessarily lead to disabilities, nor do
disabilities necessarily lead to
handicaps. Furthermore, handicaps
and disabilities are not necessarily
permanent.

Persons using assistive technology
may be assumed to have an
impairment, that is, some loss or
abnormality of structure or function
at the level of organ systems, but it is
not known if they have a disability or
a handicap. The use of assistive
technology devices or home
accessibility features may enable them
to perform essential functions of
everyday living, thus preventing a
disability; or it may enable them to
perform their normal roles,
preventing a handicap. This report
describes persons with impairments
who use assistive technology devices
or home accessibility features to
prevent or alleviate disabilities and
handicaps.

The prevalence of assistive
technology devices and home
accessibility features

The estimated numbers of
persons in the U.S. civilian
noninstitutionalized population who

use assistive technology devices are
shown in table 1. Altogether, more
than 13 million Americans use
assistive technology devices. More
people use assistive technology
devices to compensate for mobility
impairments than for any other
general type of impairment: 6.4
million use some kind of mobility
technology, and 4.4 million use a cane
or walking stick, the single most-used
assistive technology devices. Other
prevalent assistive technologies are
hearing aids (3.8 million), walkers
(1.7 million), wheelchairs (1.4
million), and back braces (1.2
million).

About 7.1 million people live in
homes that have special equipment
for persons with impairments. The
most common home adaptation is
hand rails (3.4 million), followed by
ramps (2.1 million), extra-wide doors
(1.7 million), and raised toilets (1.3
million).

Age patterns

The percent distribution of
persons who use assistive technology
devices by age, according to the type
of technology used is shown in
table 2. Among persons who use any
assistive technology devices, the
majority (52 percent) are over 65
years of age, reflecting the higher
prevalence of impairments in that
population. However, for some
specific assistive technologies, a
significant proportion of users are
under age 25 years: foot braces
(38 percent), artificial arms or hands
(35 percent), adapted typewriters or
computers (25 percent), and leg
braces (24 percent).

The percent of persons who use
assistive technology devices by type of
technology used, according to age, is
shown in table 3. This emphasizes
some of the age differences noted in
table 2. For example, in table 3 the
proportion of users of devices that
use anatomical technology declines
significantly and regularly with
increasing age, from 62 percent
among users under 25 years of age to
only 7 percent among users 75 years
and over. Mobility and hearing
technologies show the opposite trend:
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The proportions increase regularly
with age, from lows of 23 percent
(mobility) and 15 percent (hearing)
among persons under 25 years to
highs of 67 percent (mobility) and
40 percent (hearing) among persons
75 years and over.

These age-related patterns are
also shown for the specific assistive
technologies listed, although there are
some reversals. For example, the
proportion of users who use crutches
goes down with age, not up as in the
general mobility category. This may
reflect the temporary use of crutches
by younger persons recovering from
injuries to the legs or feet, which are
more common among younger people
than older people.

Prevalence rates in the general
population

The prevalence of assistive
devices is described in another way in
table 4. Whereas tables 1-3 include
only persons who use some kind of
assistive technology device or home
adaptation, table 4 includes all
persons, whether or not they use
assistive technology devices, and
shows the users as a percent of the
total population, according to age.
Overall, 5.3 percent of the civilian
noninstitutionalized population uses
some kind of assistive technology
devices or home adaptation. That
percent increases with age, from
about 1 percent among persons
under 25 years of age to nearly
35 percent among persons 75 years of
age and over.

Source of payment

Where an assistive technology
device or accessibility was used in a
sample household, respondents were
asked to identify every source of
payment for each device or feature
from a printed list of sources. The
listed sources were: no payment, gift,
self or family, private health
insurance, Medicare, Medicaid,
rehabilitation program, employer,
school system, Veterans’
Administration program, other
private source, and other public

source. More than one source of
payment could be identified for each
technology or feature.

Percent distributions of persons
with assistive technology devices or
home accessibility features by the
sources of payment, according to age,
are shown in table 5. About
8 percent of these persons indicated
“no payment” or “gift”” when asked
the source of payment for assistive
devices; for about one-third of people
with accessibility features in the
home, no one paid for those features.
Neither of these groups is included in
the percent distribution in table 5.
The “out-of-pocket” category includes
persons who gave only “self or
family” as the source of payment.
The “third party” category includes
persons who named only other
sources of payment, including some
not on the printed list, and unknown
sources of payment. The
“combination” category includes
persons who named both “self or
family” and other sources of payment.

Nearly half (48 percent) the
people with assistive technology
devices said they or their families
paid for them with no assistance from
third parties. More than three-fourths
of persons with home accessibility
features said they were paid for
entirely by themselves or by their
family. Third-party sources made
complete or partial payment for more
than half of users’ assistive technology
devices (52 percent), and for about
one-fourth of users’ home adaptation
(23 percent). The percent of assistive
technology devices paid for solely
out-of-pocket increased with age, but
the percent of home accessibility
features paid for solely out-of-pocket
did not change with age.

Unmet need

Near the end of the Assistive
Devices interview, respondents were
asked, “Does anyone in the family
NEED any special equipment that
they DON'T HAVE?” If so, they
were asked who that family member
was, what equipment they needed,
and why they did not have it. Persons
identified by respondents in answers
to these questions are considered to

have an unmet need for assistive
technology devices. (Home
accessibility features were not
included in these questions.) It
should be noted that “unmet need”
and the “met need” it implies are
defined in terms of the perceptions of
a household respondent. A health
professional might reach a different
conclusion in individual cases.

The percent distributions of
persons reported to have an unmet
need for assistive technology devices
by the reason that they do not have
it, according to age, are shown in
table 6. More than 2.5 million
persons, or about 1 percent of the
population, have an unmet need for
assistive technology devices. About
1.2 million persons of working age
(25-64 years) have an unmet need for
assistive technology devices.

Overall and in every age group
shown, the reason most often given
for not having a needed assistive
technology device is financial —people
could not afford to buy it. Overall,
three-fifths said they could not afford
the needed assistive technology
devices, with the figure being highest
(70 percent) in the population aged
25-44 years.

Poverty and assistive
technology devices

People whose family incomes are
below the poverty line are somewhat
more likely to use assistive technology
devices than those whose incomes are
above the poverty line (5.6 percent
and 5.0 percent, respectively). More
than half of poor people with assistive
technology devices had the help of a
third-party payer in obtaining devices,
compared to about one-third of
nonpoor users. Poor people were
about twice as likely as nonpoor
people to say they needed a device
they did not have (1.9 percent and
1.0 percent, respectively).

Trends in prevalence of
assistive technology devices

The 1980 National Health
Interview Survey collected data on
some assistive technology devices in a
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manner comparable with that used in
1990. For those technologies, the
prevalence in 1990 and 1980 and the
percent change over the decade are
shown in table 7. Also shown are the
age-adjusted estimates of prevalence
for 1990, using the 1980 population as
the standard, and the percent
differences between those estimates
and the 1980 estimates. The
age-adjusted 1990 estimates can be
considered the numbers expected if
the age composition of the population
had not changed between 1980 and
1990.

The total population increased by
about 13 percent between 1980 and
1990, but use of the selected assistive
technology devices increased more
rapidly. Use of anatomical braces
more than doubled, and use of
walkers and wheelchairs nearly
doubled. The numbers of users of
canes and artificial limbs also
increased more rapidly than the
general population. Only the use of
crutches, many of which, as previously
noted, are used only temporarily
during recovery from injuries,
increased at about the same rate as
the population.

Because the population aged
between 1980 and 1990, and because
older people are more likely than
younger people to use assistive
technology devices, some of the
increase in the prevalence of devices
can be attributed to the aging of the
population. However, comparing the
1980 prevalence estimates with the
1990 age-adjusted estimates controls
statistically for the aging of the
population and reveals the change in
prevalence net of aging. The last
column of table 7 shows the percent
difference between the 1980 estimates
and the 1990 age-adjusted estimates.
For each type of device, the
age-adjusted percent difference is less
than the unadjusted percent
difference, indicating that the aging of
the population did indeed account for

a significant part of the overall
increase in use of devices. However,
with the exception of artificial limbs
and crutches, the age-adjusted
differences are greater than the

13 percent growth in population,
indicating that, even allowing for the
aging of the population, use of
assistive technology devices grew
more rapidly than the population
during the decade.

Discussion

The data presented here show
that finances are a barrier to
acquiring assistive technology. For
noninstitutionalized persons, assistive
technology devices and accessibility
features in homes are often paid for
by individuals and families
out-of-pocket rather than with
contributions from other parties.
Reliance on payment by individuals
and their families reduces access to
assistive technology for persons in
poverty. Although the rate of people
using assistive technology devices is
slightly higher among persons in
poverty than among those not in
poverty, poor people express more
need for these devices. Persons in
poverty are twice as likely as persons
not in poverty to have an unmet need
for assistive technology devices mainly
because they cannot afford to buy
them. Medicaid, Medicare, Veterans’
Administration, and other public
programs help people in poverty and
those over 65 to acquire assistive
technology devices, but a third or
more are purchased by poor
individuals and their families without
contributions from other parties.
These programs seldom pay for
accessibility features in homes, which
are most often paid for by individuals
and families. The survey did not ask
about unmet needs for home
accessibility features.

Despite financial problems in
acquiring assistive technology devices,

use of devices has increased
dramatically over the past decade.
The number of users of wheelchairs
and walkers almost doubled from
1980 to 1990, and the number of
users of leg, foot, and other biaces
has more than doubled. These
increases may be due to improved
coverage by public programs, reduced
costs of technology, and improved
design, which has made devices
lighter, safer, stronger, easier to use,
and more attractive. The aging of the
population has contributed to the
increased number of mobility devices,
but orthoses tend to be used more by
the younger population.

Nevertheless, considerable unmet
demand for assistive technology
remains: Some 2.5 million persons in
1990 stated they needed technology
devices they did not have. Some of
them need an enhanced version of a
device they already have, and others
need a device they do not have at all.
The main reason given for this unmet
need is inability to pay for it out-of-
pocket and it is not covered by health
insurance or programs in which they
are enrolled.
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Table 1. Number of persons using assistive technology devices or living in homes with accessibility features, by type of device or feature
and age of person: United States, 1990

Assistive technology device and Al 24 years 25-44 45-64 65-74 75 years
home accessibility feature ages and under years years years and over
Assistive technology device Number in thousands
Any assistive technology device . . . . ............ 13,128 1,048 2,228 3,022 2,756 4,073
Anatomical technology devices:

Any anatomical technology device . . . . ... .. .. .. 3,732 646 1,367 1,052 388 277
legbrace. ......... ... .. ... . . . 862 208 288 208 97 61
Footbrace . .......... ... .. ... ... .. 186 71 44 *30 *29 *12
Ambrace. . .. ... oot i e 210 *28 87 62 *20 *13
Handbrace...................... PR 208 *28 93 63 *22 *4
Neckbrace . . .................. .. ... 299 *27 118 109 *a27 *18
Backbrace . ..........cuiiirrean 1,173 68 420 460 128 8
Otherbrace. . ... ........ .. ... ... 849 241 369 146 46 48
Artificial legorfoot. . . ........ ... .. .. ... 184 *8 *28 64 47 *38
Arificialarmorhand . . ... ... ... ... ... ... 34 *12 *4 *8 *7 2

Mobility technology devices:

Any mobility technology device . . .. .. ......... 6,403 240 609 1,385 1,435 2,735
Crutch . .. . e e 671 87 173 210 137 64
Caneorwalkingstick. . . ................. 4,400 *31 319 1,011 1,032 2,007
Walker . . ... ... . i i 1,687 *34 72 276 350 957
Wheelchair . . ... ...... . o iiiiennn... 1,411 139 168 304 324 476
Scooter .. ......i e e 64 *6 *11 *18 *18 *11
Other mobilitytechnology . . . ... ........ ... 254 *18 *28 66 57 85

Hearing technology devices:

Any hearing technology device . . .. ........... 3,987 152 257 818 1,142 1,618
Hearingaid................. ... .. ..... 3,782 148 228 743 1,102 1,562
10 1 I 1 173 *22 *23 56 *24 *48
Specialalarm. . ... .. ... e e 76 *7 *17 *24 *5 *23
Other hearingtechnology . ... ............. 564 *24 56 136 142 205

Vision technology devices:

Any vision technology device . ... ............ 261 *12 67 *39 *32 11
Whitecane . .......... ... v 109 *2 43 *17 14 *32
Other visiontechnology . . ........... ... .. 177 *10 *34 *24 *26 82

Speech technology devices:
Any speech technology device . . . ... ......... *34 *8 "2 *4 *8 =11
Other types of technology devices:

Any other type of technology device. . . .. ....... 1,331 156 277 333 296 269
Adapted typewriter orcomputer . . . .......... 48 *12 *24 *8 *0 *4
Adapted automobile. . . ... ... ... L. 211 *19 71 60 51 *11
Other technology device . . . ............... 1,138 140 196 289 257 257

Home accessibility feature
Any type of home accessibility feature . . . . ... ..... 7,102 1,395 1,272 1,484 1,284 1,667

Ramps .. ..ot i e e 2,109 578 457 486 321 - 267

Extrawidedoors . . .. ....... ... . ... 1,651 397 333 410 249 263

Elevatororstairlift. . . .................... 409 €6 *28 45 97 173

Handrails . .......... .0 .. 3,396 425 420 686 778 1,086

Raisedtoilet. . . ... ... .. ... .. ... .. ... ... 1,324 125 133 285 276 505

Adapted doorlocks .. ......... ... ... .. ... 410 57 *29 90 86 148

Loweredoounters . . ........c.c.vviinannn 242 52 47 58 *22 62

Slip-resistantfloors. . . . ........ ... .. 0. 212 *40 41 79 *25 *27

Other home accessibility feature . . .. ... ....... 1,595 313 313 345 293 330

NOTES: Numbers do not add to totals because categones are not mutvally exclusive; that is, a single person in the total may be counted in more than one type of device category. A TTD/TTY is a
typewriter-ike device for the deaf that communicates over tefephone lines using text.
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Table 2. Percent distribution of persons using assistive technology devices or living in homes with accessibility features by age of person,
according to type of device or feature: United States, 1990

Assistive technology device or All 24 years 2544 45-64 65-74 75 years
home accessibility feature ages and under years years years and over
Assistive technology device Percent distribution
Any assistive technology device . .. ............... 100.0 8.0 17.0 23.0 21.0 31.0
Anatomical technology devices:

Any anatomical technology device . .............. 100.0 17.3 36.6 28.2 10.4 7.4
legbrace ........ct ittt 100.0 242 33.4 242 11.2 7.0
Footbrace........... ..o nn.. 100.0 38.4 23.8 16.1 15.6 *6.5
Ambrace . ..., .0 i i e i e 100.0 13.4 41.4 25.4 9.5 *6.2
Handbrace . ..............0 i iieiennn 100.0 13.4 44.6 30.0 10.6 *1.9
Neckbrace ......... ... ... urueuon.. 100.0 9.0 39.6 36.5 9.0 *6.0
Backbrace............... ... i i, 100.0 5.8 358 39.2 109 8.3
Otherbrace . . .. ........ i innennen. 100.0 284 43.5 17.1 54 5.7
Arificiallegorfoot. . . ..... ... i i 100.0 *4.3 16.2 34.6 25.5 20.6
Ardificialarmorhand. .. ... ....... ... . ., 100.0 *35.3 *11.8 *23.5 *20.8 *5.9

Mobility technology devices:

Any mability technology device . .. .............. 100.0 3.7 9.5 21.6 224 42.7
Crutch. .. ............ P 100.0 13.0 25.8 31.3 204 9.6
Caneorwalkingstick . . . ............c0o... 100.0 0.7 7.2 23.0 23.5 45.6
1L 100.0 2.0 43 16.3 20.7 56.7
Wheelchair. . . ... ...t 100.0 9.9 1.9 21.8 229 33.8
Scooter. . ... i e e e 100.0 *9.4 *17.3 28.3 28.3 *17.3
Other mobilitytechnology . .. ............. .. 100.0 *71 11.0 26.0 223 33.5

Hearing technology devices:

Any hearing technology device. . . ............... 100.0 3.8 64 205 28.6 40.6
Hearingaid .............cc0 i, 100.0 3.9 6.0 19.6 29.1 41.3
TODTTY . e e e 100.0 127 13.3 32.1 13.8 27.5
Specialalarm . . ......... e e e 100.0 *9.2 223 31.5 *6.6 30.2
Other hearingtechnology. . . . ......... .. ..., 100.0 43 10.0 24.2 25.2 36.4

Vision technology devices:

Any vision technology device. . . . ............... 100.0 *4.6 25.8 15.0 123 424
Whitecane. . . ...... vttt iitnecnnnnsnns 100.0 *1.8 39.9 15.6 *12.9 29.4
Cther visiontechnology. . . ... ... cvvvivnnn.. 100.0 *5.6 19.2 13.5 14.7 46.3

Speech tachnology devices:
Any speech technology device. . .. .............. 100.0 *23.5 *5.9 *11.8 *235 *32.4
Other types of technology devices:

Any other type of technology device . . .. .......... 100.0 1.7 208 25.0 222 20.2
Adapted typewriterorcomputer. . . ... .. 0. 100.0 *25.0 50.0 *16.7 *0.0 *8.3
Adaptedautomobile . . .. ........ .. ... ..., 100.0 8.0 336 28.3 243 *5.2
Othertechnolaigydevice. . . .. ....covvivnann. 100.0 12.3 17.2 254 22.6 22,6

Home accessibility feature
Any type of home accessibility feature ... ........... 100.0 19.6 17.9 20.9 18.1 23.5

2 L2 21 < 100.0 27.4 21.7 23.1 15.2 12.8

Extrawidedoors ..........cciviiiininnna, 100.0 24.0 20.2 248 15.1 159

Elevatororstairfit . .......... .. ............. 100.0 16.0 6.9 1.0 23.8 42.2

Handrails. . .. ... v i in ittt i ei i i ni e 100.0 125 124 20.2 229 32.0

Raisedtoilet .. ....... ... ... 100.0 9.5 10.1 215 208 38.1

Adapteddoorlocks. . . . v v v v i it i i v 100.0 13.9 7.0 220 21.0 36.1

Loweredcounters. . ... .....vivineneranann 100.0 214 18.3 244 9.1 25.7

Slipresistantfloors . . .. ... ... 0 ittt 100.0 18.9 194 37.2 11.8 12.7

Other home accessibilityfeature. . . . ... .......... 100.0 19.6 19.6 21.7 18.4 20.7

NOTES: Sums may not equal totals due to rounding. A TTD/TTY is a typewriter-like device for the deaf that communicates over telephone hnes using text,
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Table 3. Percent of persons using assistive technology devices, by type of technology device and age of person, and percent of persons
living in homes with accessibility features, by type of accessibllity feature, according to age: United States, 1990

Assistive technology device and All 24 years 2544 45-64 65-74 75 years
home accessibility feature ages and under years years years and over
Assistive technology device Percent

Anatomical technology devices:

Any anatomical technology device . . . .. ........ 28.4 61.7 61.4 34.8 14.1 6.8
legbrace.......... ... ... ... 6.6 19.9 129 6.9 3.5 1.5
Footbrace . ......... ... ... ... 1.4 6.8 2.0 1.0 1.1 *0.3
Ammbrace. . . ... .. i e 1.6 27 3.9 2.0 0.7 *0.3
Handbrace............... ... ... . .. 16 27 4.2 21 0.8 *0.1
Neskbrace . . ... ..cov i iin i nn 2.3 26 5.3 3.6 1.0 *0.4
Backbrace . ........... ... .. .. 8.9 6.5 18.8 15.2 4.6 2.4
Otmerbrace. . . ... oov i i ii it i 6.5 23.0 16.6 4.8 1.7 1.2
Antficiatlegorfoot. . . .. ... ... .. L .. 1.4 *0.8 1.3 2.1 1.7 0.9
Artficialarmorhand . .. ... Lo L L. 0.3 1.1 *0.2 *0.3 *0.3 *0.0

Mobility technology devices:

Any mobility technoiogy device . . .. .. ......... 48.8 22.9 27.3 45.8 52.1 67.2
Cruteh . e 5.1 8.3 7.8 6.9 5.0 1.6
Caneorwakingstick. . .................. 335 3.0 14.3 33.5 374 49.3
Walker . . ... e 12.9 3.2 3.2 9.1 12.7 23.5
Wheelcharr . . ... ..., .. ... ... 10.8 13.3 7.6 10.0 1.8 11.7
Scooter .. ... e e, 0.5 *0.6 *0.5 *0.6 *0.7 *0.3

ther mobility technology . . . ... ........... 1.8 *1.7 1.3 2.2 2.1 2.1
Hearing technology devices:

Any nearing technology device . . . ............ 30.4 14.5 1.6 27.1 414 39.7
Hearingaid . .......... v, 28.8 141 10.2 24.6 40.0 38.3
TOD/TTY . e e e e e e 1.3 2.1 1.0 1.8 0.9 1.2
Specialalarm. . .. ... ... L e 0.6 *0.7 *0.8 0.8 *0.2 0.6
Other hearing technology . . . .. ............ 4.3 2.3 25 4.5 541 5.0

Vision technology devices:

Any vision technology device . . ... ........... 2.0 *1.1 3.0 1.3 1.2 2.7
Whitecane . ... ... vt ii e 0.8 *0.2 1.9 *0.6 *0.5 0.8
Other visiontechnology . ... ... .......... 1.3 *1.0 1.5 08 0.8 2.0

Speech technology devices:
Any speech technology device . . ............. 0.3 *0.8 *0.1 *0.1 *0.3 *0.3
Other types of technology devices:

Any other type of technology device . . . .. .. .. ... 10.1 14.9 124 11.0 10.7 6.5
Adapted typewriter or computer . .. ... ... ... 0.4 *1.1 1.1 *0.3 *0.0 *0.1
Adapted automobile. . .. ... ... . oL 1.6 *1.8 3.2 2.0 1.9 *0.3
Other technololgy device. . . . ... ........... 8.7 13.4 8.8 9.5 9.3 6.3

Home accessibility feature
RaMPS. . i e e e 29.7 41.4 36.0 32.8 25.0 16.0
Extra-wide doors . .......... i 23.2 28.5 26.2 278 19.4 15.8
Elevatororstairift .. ........... ... ... ... .. 5.8 4.7 2.2 3.0 7.6 10.4
Handrails. . . ... ... . 0. i 47.8 305 33.0 46.2 60.6 65.2
Raisedtoilet , .............. N 18.6 9.0 10.5 18.2 21.5 30.3
Adapted dooriocks. . . ... ... . ... e 58 4.1 2.3 6.1 6.7 8.9
Lowered couMters. . . . .« .o i i v it i ie e ans 3.4 3.7 3.7 4.0 1.7 3.7
Slip-resistant floors . . . ... ... e e 3.0 2.9 3.2 53 19 1.6
Other home accessibifity feature, . . ... .......... 22.5 22.4 24.6 233 22.8 19.8

NOTE: A TTD/TTY 1s a typewriter-like device for the deaf that communicates over telephone lines using text.

Table 4. Percent of persons who use assistive technology devices or live in homes with accessibility features, by age of person and by
technology or accessibility feature: United States, 1990

Assistive technology device or All 24 years 25-44 45-64 65~-74 75 years
home accessibility feature ages and under years years years and over

Percent of total population

Any assistive technology device . . . ............. 53 *1.2 2.8 6.5 15.2 34.9
Any anatomical technology device . . ... ......... 1.5 *0.7 1.7 2.3 2.1 2.4
Any mobility technology device . . ... ........... 2.6 *0.3 “0.8 3.0 7.9 23.4
Any heanng technology device. . . .............. 1.6 *0.2 *0.3 18 6.3 13.8
Any vision technology device. . . .. ............. *0.1 *0.0 *0.1 *0.1 *0.2 0.9
Any speech technology device. . . . ............. *0.0 *0.0 *0.0 *0.0 *0.0 *0.1
Any other type of technology device . . . .. ........ 0.5 *“0.2 *0.3 0.7 1.6 2.3
Any type of home accessibilty feature . . .. ........ 2.9 *1.6 1.6 3.2 7.1 143
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Table 5. Number of persons with assistive technology devices or home accessibility features and percent distribution by source of payment,

according to age of person: United States, 1990

All 24 years 25-44 45-64 65-74 75 years
Source of payment ages and under years years years and over
Assistive technology devices Number in thousands
Persons with assistive technology device . ... ...... 13,128 1,048 2,228 3,022 2,756 4,073
Percent distribution
Ali sources of payx'nent1 ..................... 100.0 100.0 100.0 100.0 100.0 100.0
Qut-ofpocket . . ......... ..., 482 34.0 375 45.5 52.5 56.0
Thitd Pamy® . ..ot e 340 45.0 49.2 37.1 28.7 24.8
Combination of out-of-pocket and third party. . . ... . 17.9 21.0 133 174 18.7 19.2
Home accessibility features Number in thousands
Persons with home accessibility features . ... ...... 7,102 1,395 1,272 1,484 1,284 1.667
Percent distribution
All sources of payment1 ..................... 100.0 100.0 100.0 100.0 100.0 100.0
Outof-pocket . . ... vt nennns 77.5 76.1 779 74.6 81.6 78.1
Thirdparty® ... ..o i it e e et it 15.2 17.9 15.4 16.1 11.7 15.0
Combination of out-of-pocket and third party. . . . . .. 7.3 6.0 6.7 9.3 6.8 6.9

Texcludes persons whose device or featura was not paid for.
Includes persons who did not know the source of payment.
NOTE: Sums may not equal totals due to rounding.

Table 6. Number of persons who need assistive technology devices they do not have and percent distribution by reason for not having

them, according to age of person: United States, 1990

Reason for not having Al 24 years 2544 45-64 6§5-74 75 years
assistive technology devices ages and under years years years and over
Number in thousands
Persons with unmmet need for assistive
technologydevices'. . ... ... ... ... . 2,508 178 448 760 567 556
Percent distribution
Allreasons’. .. .. i e 100.0 100.0 100.0 100.0 100.0 100.0
Cannotafford . ........oii i 61.1 59.7 69.6 63.2 61.6 51.6
Allotherreasons’ ... .......coeiineneaann 38.9 40.3 30.4 36.8 38.4 48.4

Includes persons for whom the reason is unknown.

Table 7. Number of persons in the population, number of persons using selected assistive technology devices and percent change from
1980 to 1990, and age-adjusted number using assistive technology devices and percent difference between 1980 and 1990: United States,

1980 and 1990

Difference
between
1980 and
Change frem age-adjusted
Assistive technology device 1980 1990 1980 to 1990 1990 1990
Age-adjusted
Number in number in
thousands Percent thousands’ Percent
AllDEISONS . . . v vt i vttt it s 217,923 246,099 129 246,099 129
Legorfootbrace . . .... .. v imeiieiin 472 1,048 121.9 924 95.8
Brace otherthanlegorfoot . .. .............. 1,000 2,740 1741 2,436 143.6
Aificial imb. .. .. ... i e e 177 218 23.2 189 6.8
Crutch. « o v i e it i ittt et e 2 588 671 14.2 590 0.3
Caneorwalkingstick . .................... 2,878 4,400 62.9 3,626 26.0
Walker . . ...ttt 866 1,687 94.8 1,363 57.4
Wheelchair. . . ..ccvviviine e e 720 1411 96.1 1.185 64.6

2

1Aga-adjusted by the direct method, using the 1980 population as standard, and age groups under 45 years, 4554 years, 65-74 years, and 75 years and cver.
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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




Advance Data No. 217 e September 16, 1992 11

Technical notes

The statistics in this report are
based on information collected by the
National Health Interview Survey, a
data system of the National Center
for Health Statistics (NCHS). The
information was collected by personal
interview in the homes of a nationally
representative sample of nonmilitary
persons living in households.

The interviewers were recruited,
trained, and supervised by the Bureau
of the Census under terms of an
interagency agreement with NCHS.
The interview data were keyed and
edited by NCHS.

In the 1990 NHIS, interviews
were conducted in 46,476 households,
or 95 percent of the eligible
households. Nearly 120,000 persons
lived in the households in which
interviews were conducted. Of these
persons, 6,310 were reported to use
assistive technology devices, and 3,239
were reported to have home
accessibility features. The sample
cases were weighted to make the
estimates of national statistics shown
in this report. The weight for each
case adjusted for several factors,
including the nonresponse of some
eligible households.

Although extensive quality
control measures are used at each

stage of the NHIS, both sampling and
nonsampling errors are present in the
estimates. Sampling errors arise
because the information comes from
a sample of the population, not from
the whole population. Estimates
based on a sample often differ from
statistics based on a complete
enumeration. That difference, the
“sampling error,” can be measured by
a statistic called the “standard error.”
Standard errors were estimated using
the following formula:

SEG) <N /1783x ;100 -x)

where x is the estimated percent, y is
the base (denominator) of the
percent, and SE(x) is the standard
error of the percent. This formula
was derived by estimating the
standard errors of a set of selected
statistics using Taylor linearization
(a precise technique), then
mathematically fitting a curve to the
relationship between the estimates
and their standard errors. The
formula described the curve.
Estimates of statistics that have a
standard error that is 30 percent or
more of the estimate itself are
considered unreliable and are marked
with an asterisk.

Sampling error also affects
comparisons of estimates: If estimates
have large sampling errors, a
difference between them may have
arisen by chance. Statements about
differences among estimates have
been tested (using a two-tailed t-test)
and found to have been unlikely to
have occurred by chance (probability
less than 0.05).

Nonsampling errors can arise
from a variety of sources, and are
difficult to measure. In most surveys,
the most serious source of
nonsampling error is inaccurate
information given by the respondent,
who may misunderstand the question,
not remember the correct answer, or
willfully give a false answer. Other
sources of nonresponse error are
mistakes in asking questions or
recording answers, and mistakes in
coding and keying interview data.

For more information on
sampling design, field procedures,
data processing, estimation
procedures, and variance estimation,
see Current Estimates from the
National Health Interview Survey, 1990,
which also includes reproductions of
the Assistive Devices questionnaire
and other questionnaires used in
1990 (4).
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Introduction

Significance of the problem

Estimates of the prevalence of
serious mental illness (SMI) and
information on persons with SMI in
the United States are critical to the
development of policy for this
population in a broad range of areas,
such as planning and development of
necessary mental health, health, and
social services, incliding housing;
development of disability policy (for
example, Supplemental Security
Income and/or Social Security
Disability Insurance eligibility); and
training, recruitment, and placement
of psychiatric and other mental health
staff. However, such data have not
been readily available because of the
difficulty of defining the population,
the lack of relevant operational
measures, and the lack of appropriate
survey mechanisms outside of
treatment settings. This report is
designed to address this deficit for
the civilian noninstitutionalized
population of the United States.

Deinstitutionalization of mentally
ill persons and demographic trends in
the United States, that is, the aging

into adulthood of “baby boomers”
and the overall graying of America,
have resulted in an increase in the
absolute number of SMI persons
generally and in those living in the
community. Currently, the National
Institute of Mental Health (NIMH)
estimates that there are between 4
and 5 million SMI persons in the
adult population of the United States,
including both institutional and
community residential settings (1).
Thus, some sense of urgency exists to
improve knowledge about this large,
disabled population.

Definition of the population

Historically, the definition of SMI
was based principally upon psychiatric
diagnosis. Over the years this
definition has evolved to a more
refined notion, including psychiatric
disabilities. It has become increasingly
recognized that the SMI population is
a heterogeneous group with different
diagnoses, levels of disability, and
duration of disability, and therefore,
different service needs (2). At
present, a more precise definition is
being developed by NIMH to
encompass this diversity.

Because of the complexity of the
interface among psychiatric diagnosis,
type and level of disability, and
duration of the disability, SMI has
been defined for the present survey as
any psychiatric disorder present
during the past year that seriously
interfered with one or more aspects
of a person’s daily life. In this
context, specific measures of disability
and their duration represent variable
characteristics of persons in the
population rather than defining
criteria. This approach represents a
more flexible application of the
diagnosis, disability, and duration
criteria employed in the past (3-5).

Previous estimates

The most recent survey prior to
the present, the 1978 Social Security
Administration Survey of Disability
and Work, estimated that 1.1 million
persons in households were “seriously
disabled mentally ill” (6). The
definition of the population was
based on persons 20-64 years of age
who were limited in the kind or
amount of work or housework they
could do and who had been disabled
or were expected to be so for a
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period of at least 12 months, mainly
because of mental illness or nervous
or emotional problems.

The estimate of 1.1 million
persons was known to be an
undercount of the population in the
community because data were not
collected on functional limitations
beyond the work domain, or on
limitations of a shorter duration than
1 year, that is, people with recent or
episodic disabilities. Elderly persons,
the fastest growing segment of the
population in the United States were
not included and no data were
collected on the use of mental health
setvices or participation in programs
by persons with psychiatric
disabilities.

Present survey

In 1989, NIMH collaborated with
the National Center for Health
Statistics (NCHS) on a special
supplement to the National Health
Interview Survey (NHIS). The
purpose was to update previous
estimates using a more flexible
operational definition of the number
of SMI persons in the household
population of the United States, and
to examine the use of mental health
services and disability program
participation of this population.

Highlights

Based on respondent-reported
information collected in the NHIS, in
1989 there were approximately 3.3
million adults 18 years of age or older
in the civilian noninstitutionalized
population of the United States who
had a serious mental illness in the
past 12 months, a rate of 18.2 aduits
per 1,000 persons. Approximately 2.6
million, or 78.8 percent of these
adults, have one or more specific
limitations in work, school, personal
care, social functioning,
concentrating, or coping with
day-to-day stress attributed to SMI.

Approximately 1.4 million adults
between the ages of 18 and 69 were
currently unable to work (829,000) or
limited in work (529,000) because of
their SMI, and over 82 percent of
these adults have had this work
limitation for a year or longer.

Among the 390,000 adults 70
years of age and over with SMI,
about 85 percent had current
limitations in one or more of the
specific activities described above
because of SMI, and approximately
80 percent of these adults had been
limited by SMI for a year or longer.

About 703,000 adults with SMI in
the household population receive a
disability payment through a
Government program because of their
mental disorder. By race, 76 percent
of these adults are white persons and
22 percent are black persons. Almost
43 percent of black adults with SMI
receive a Government disability
payment compared with about
21 percent of white adults with SMI.

Data and methods

Design

The NHIS is a continuous
cross-sectional nationwide survey of
the resident household population of
the United States. Every year since
1957, basic demographic and health
information has been collected from a
nationally representative sample of
households in face-to-face interviews
conducted by staff of the U.S. Bureau
of the Census. Certain types of
noninstitutional group quarters, such
as small group homes and halfway
houses, are included and residents
interviewed when these places fall
into the sampling frame. The term
“household” is used to denote all
residential places in the NHIS
sample. Information is collected on
each member of the family (or
families) residing in the household, by
proxy if the person is not at home at
the time of the interview or is not
competent to self-respond. For the
NHIS-Mental Health, the same
respondent or respondents present
for the basic interview were asked
questions on mental health about all
family members.

Respondents

In 1989, information was
collected on about 113,000 persons
for the NHIS-Mental Health. This

represented a response rate of

97 percent of respondents for which
information was collected on the
basic questionnaire and about

92 percent of the total NHIS sample.
Nonresponse for the basic NHIS was
about 5 percent.

In the entire 1989 NHIS sample,
over 58 percent of all adults
responded for themselves, and about
68 percent of adults reported to have
SMI responded for themselves. As
might be expected, self-response was
lower among those persons most
seriously disabled by SMI. Of those
reported to be unable to carry out
one or more activities for a year or
longer, 52 percent responded for
themselves compared with 77 percent
of those for whom no specific current
limitations were reported.

Validity of the data

Clearly, the quality of these data
is dependent on the person with SMI
or a family member’s awareness of
and willingness to report both the
condition and the resulting disability.
Because there is still some stigma
attached to mental illness and
because this survey was not designed
to “diagnose” mental disorders, these
data are likely to underestimate the
true prevalence. In this survey, both
diagnosed and undiagnosed
conditions were reported; but among
those persons with a current
limitation due to the mental disorder,
about 95 percent reported that a
health professional had diagnosed the
disorder. Among all persons reported
to have SMI, over 92 percent
reported that the disorder had been
diagnosed.

Methods

The three main concepts in the
NIMH definition of “serious mental
illness,” diagnosis, disability, and
duration of disability (3-5) were
operationalized in the survey in the
manner described below.

Information about a mental or
emotional disorder diagnosis was
determined using a checklist of
specific severe mental disorders and
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1. Does anyone in the family NOW have mental retardation? O Yes One 1. 1 0 Mentai retardation
2a. DURING THE PAST 12 MONTHS, did anyone in the famity have sny
OTHERN mente! or smotionsl disorders? Include ONLY those disorders
which SERIOUSLY hurfov: wlt:_: pm(:;i"'l abiiity to work or attend
hool to menage thelr ties.
fohosl ortom ey-to-duy ac O Yes ONo (Check ttem 1)
b. Who s this? Anyone sisa? Mark box ins appropriate person’s column. 2b. 1 other E—“—
Ask for each person with “Other*’ in 2b: c. 20-22]
€. What would you call the disorder — — has?
1 T3 One or more entries—23—
CHECK cK in1A-For2b/c
Refer to 1A—F snd 2b/c. 1 (Check item 2}
ITE M 1 80 Anothers (MPor
Section P)
Enter disorder(s) from 1A~F and 2c. DONOT RECORD G, H, OR|.
CHECK cX
ITEM 2 2
{Check item 3)
Notes
m 12 PO L. 14 1TOAM (L 1AM

Figure 1. Mental disorder checklist
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an additional question about the
presence of “any other mental or
emotional disorder” that seriously
interfered with a person’s ability to
work or attend school or to manage
their day-to-day activities. The
reference period for these questions
was during the past 12 months. The
mental disorder checklist appears in
figure 1.

Questions were subsequently
asked about if and when the reported
disorder was diagnosed by a health
professional, if and when a mental
health or other health professional
was last seen for the disorder, the
type of mental health professional
last seen, and the use of prescription
medication for the disorder.

Alcohol abuse disorder, drug
abuse disorder, and mental
retardation were asked on the
checklist but no followup questions
were asked about these conditions.
Persons reporting only one or
more of these disorders are excluded
from the data in this report because
they are not included in the NIMH
definition of “serious mental illness.”
These conditions were asked on the
checklist in order to avoid having
them reported as “other” mental or
emotional disorders, which would
have required coding before deleting
them from this analysis.

Among those with SMI, disability
was measured through a series of
questions about current limitations in
activities and functions and a series of
questions about the receipt of
Government disability payments. The
limitation questions asked whether
the person was entirely prevented
from working or limited in work, and,
for persons 18-24 years old and not
in the labor force, in attending school
or college; whether they appropriately
and adequately took care of personal
care needs (eating, dressing, bathing,
and going to the toilet) and specific
instrumental activities of daily living
(managing money, doing everyday
household chores, shopping, and
getting around outside the home);
and the degree of difficulty with
certain aspects of social and cognitive
functioning. The time reference for
the disability questions was “now,”

that is, the present time. Each of
these questions was phrased to refer
only to limitations due to the
reported mental disorder. Obviously,
to the extent that persons have
multiple health problems and cannot
parcel out disability resulting from
each, this was a difficult question to
answer. Similar questions have been
used previously by NIMH as part of
surveys of SMI in treatment settings
(7) as well as in household surveys
(8).

The duration of disability concept
was measured simply by asking how
long any identified limitation due to
the mental disorder had been
present.

The “Technical notes” section
that appears at the end of this report
contains more information on the
survey design, sampling procedure,
and NHIS questionnaire documents.
Methods for constructing approximate
standard errors and tests of
significance for estimates and
percents presented in this report also
appear in these notes. Unless
otherwise noted, the comparisons
made within the text are significant at
the .05 level.

This report presents estimates of
the 12-month prevalence,
demographic and socioeconomic
characteristics, current disability,
service utilization, and disability
program participation of the adult
SMI household population of the
United States. A facsimile of the
mental health questions is provided in
“Current Estimates From the
National Health Interview Survey,
1989 (9).

Results

Prevalence and demographic
characteristics

The 1989 12-month prevalence
estimate of SMI in the U.S. adult
household population is 18.2 per
1,000 persons. About 79 percent of
these persons had one or more
current limitations attributed to their
mental disorder but these estimates
varied greatly between subgroups of

the population (table 1). The rate of
SMI was generally higher in the
oldest age group than in any other.
More females than males were
reported to have SMI (20.6 compared
with 15.5 per 1,000 persons).

Neither the prevalence of SMI
nor the proportion of persons with
resulting current disability is
significantly different for black and
white persons. The prevalence rate
among “other” races is about
one-half that of black or white
persons.

Both the prevalence of SMI and
resulting disability are clearly related
to poverty status. SMI was over 2 1/2
times as likely among adults in
poverty than among those not in
poverty, and proportionally more
poor than nonpoor adults with SMI
had resulting disability.

Lower educational attainment is
strongly related to prevalence and
disability from SMI. Among adults
with less than 12 years of education,
the rate of SMI is almost twice that
among those with more than 12 years;
and the percent with disability among
the least educated group is
86.5 percent compared with
70.7 percent of the highest educated
group.

Respondent-assessed health
status

Data on assessed health status
are acquired in the basic NHIS by
asking respondents to assess their
own health and that of family
members living in the same
household as excellent, very good,
good, fair, or poor. Respondent-
assessed health status has been shown
to be highly correlated with more
objective measures of health status
and to predict mortality (10, 11).

Table 1 shows a strong negative
correlation between reported health
status and prevalence rate of SMI,
and the same pattern holds for the
proportions of persons reporting
current limitations. Among adults
with “poor” health status, the rate of
SMI was 118.3 per 1,000 persons, or
more than six times the rate for the
total adult population; and almost
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Table 1. Number and percent distribution of the adult household population, adults with serious mental lliness and rate per thousand,
adults currently limited by serious mental iliness and percent limited, by selected characteristics: United States, 1989

Aduit household Adults currently limited by
population All adults with serious mental illness serious mental illness
Number in Percent Number in Percent Rate per Number in Percent
Characteristic thousands distribution thousands distribution thousand thousands distribution Percent

Total'........ e 179,529 100.0 3,264 100.0 18.2 2,571 100.0 78.8

Age'
18-24years. ........ocuuen 25,401 14.2 361 11.1 14.2 291 11.3 80.6
25-34years. . ... .. 42,814 23.9 707 21.7 16.5 501 19.5 70.8
35-44years....... e 35,982 20.0 744 228 20.7 600 23.3 80.6
45-84 years cetc e e 46,114 257 918 28.2 19.9 749 258.1 81.5
65-69years. .. ... iinn 9,903 55 142 4.4 14.3 99 3.9 70.0
70-74years. .. ..o ieiennn 7.925 4.4 102 3.1 129 82 3.2 79.8
75yearsandover........... 11,391 6.3 288 8.8 25.3 249 9.7 86.6

Sex'
Male ..........co.00 85,257 47.5 1,320 40.4 15.5 1,105 43.0 83.7
Female.................. 94,272 52.5 1,944 59.6 206 1,466 57.0 75.4

Race'
White................... 153,763 85.6 2,812 86.1 18.3 2,194 85.3 78.0
Black . ......... ... ... .. 19,932 1.1 393 12.0 19.7 325 12.7 82.8
Other.......covviieaa.. 5,834 3.2 59 18 10.1 52 20 87.1

Poverty status®
Below poverty threshold . . .. ... 15,464 9.5 609 21.0 39.4 525 231 86.3
At or above poverty threshold. . . . 147,070 20.5 2,284 79.0 155 1,750 76.9 76.7
Education®
Lessthan12years .......... 39,809 224 1,083 33.8 27.2 937 37.3 86.5
12years .. .. .o 68,563 38.6 1,120 34.9 16.3 866 345 77.4
More than 12years . .. ....... 69,369 39.0 1,002 313 144 708 28.2 70.7
Respondent-assessed
health status®

Excellent. .. .............. 62,277 34.8 37 10.3 54 192 7.5 56.9
VeryGood. . oo o ch v i i 50,941 285 620 19.1 12.2 414 16.1 66.7
Good ... .ivii it 43,769 245 812 24.9 18.6 617 24.1 75.8
Fair . oot i i 15,565 8.7 755 23.2 48.5 648 253 85.9
POOr. . vt et 6,207 3.5 734 22.5 1183 695 27.1 94.7

1Inr:luc!es. persons with unknown poverty status, educauon, and/or self-assessed health status.
Percent denominators excluge persons with this charactenstic unknown.

95 percent of those adults have a
current limitation resulting from the
SML

Work and other limitations

An estimated 47.2 percent of
persons 18-69 years of age with SMI,
or 1.4 million persons, were reported
to be unable to work (28.9 percent)
or limited in work (18.4 percent)
because of their mental disorder
(table 2). By race, more black
persons with SMI (43.4 percent) were
unable to work because of their
mental disorder than white persons
with SMI (26.8 percent).

Among SMI persons who are
unable to work, 94.1 percent
reported additional limitations, and

among those limited in work,

91.3 percent reported additional
limitations (table 3). Not surprisingly,
persons with SMI who are unable to
work or limited in work are more
likely to have one or more of the
other specific limitations shown in
table 3 than their peers who do not
report work limitations. However,
more than one-half (58 percent) of
persons 18-69 years of age with SMI
who reported no current work
limitation, and about the same
proportion of those who reported not
working for other reasons or for
whom work limitation was unknown,
reported other limitations. For these
two groups of persons, “coping with
day-to-day stress” was the most

frequently reported limitation, (52.6
and 54.3 percent), although between
21 and 32 percent were reported to
have difficuity making and keeping
friendships (“social functioning”) and
“concentrating long enough to
complete tasks.”

Reporting

of each type of

limitation is higher for persons with
SMI who are unable to work than for
those who are limited in work, but
the differences in difficulty “coping
with day-to-day stress” and
“concentrating long enough to
complete tasks” are not statistically
significant.
Considering the range of
limitations asked about in this survey,
persons with SMI who are unable to
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Table 2. Number and percent distribution of adults 18-69 years of age with serious mental lliness by current work limitation status
according to race: United States, 1989

Work limitation status’ Total White Biack Total 2 White Btack
Number in thousands Percent distribution

B 1) 2,874 24N 345 100.0 100.0 100.0
Total with work limitation due to serious mental iliness . . ........ 1,358 1,116 215 47.2 45.2 62.1
Unabletowork. . . ..o v in it it i e e 829 663 150 28.9 26.8 43.4
Umitedinwork ... ... . it i i e 529 454 65 184 18.4 18.7
Nocurrentwork limitation . . . .. ........ ... ... 1,032 934 79 35.9 37.8 23.0
Does not work for other reasons or work limitation status unknown . . 485 420 51 16.9 17.0 14.8

1Approximmdy 1 parcent (11,000) of those shown In “unable to work' or “kmited in work™ were persons aged 18-24 who were not in the labor force and who were reporied as being “unabie™ or “limited™ in school
endance.
Includes “cther” race.

Table 3. Number of adults 18—69 years of age with serious mental iliness by current work limitation status and percent reporting other
limitations, and number and percent of adults 70 years of age and over with serious mental lliness reporting limitations:
United States, 1989

Personal care Instrumental Coping with Concentrating
smr? Any other activities of activities of Social day-to-day long enough to
Age and work limitation status’ population limitation daily living .4 daily Iivings I:.mcl‘ianing‘5 stress complete tasks
Number in
thousands Percent
Total 1869 yearsofage. . .......... 2,874 74.6 27 22.9 463 67.7 46.5
Unabletowork. . . .............. 829 94.1 77 48.8 70.4 86.5 72.9
Umitedinwork . ............... 529 91.3 2.6 30.2 61.2 80.1 &67.2
No current work limitation. . .. ... ... 1,032 58.0 -—- 46 268 52.6 214
Does not work for other reasons or work
fimitation status unknown . ........ 485 §8.7 - 9.8 30.7 543 32.0
Total 70 years of age andover . . .. .. .. 390 84.8 24.3 623 59.8 70.8 €9.8

’Appmximatetﬂ percent {11,000 persons) of those shown in “unabls™ or “Emited” in work were persons age 1824 who were not in the labor force and who were reported as being “unabis™ or “limited" in school
ttendance.

ESMI Is senously mentally ilt.

Sinchudes eating, dressing, bathing, and going 10 the toilet.
Questions about p care were not asked of adults 18-64 years of age with no work or school limitations resulting from the sarious mental #ness.

s!ndudn managing money, doing everyday housshold chores, shopping, and getting around outside the home.
Includes forming and keeping friendships.

Table 4. Number and percent distribution of adults with serious mental iliness by selected services, according to limitation status, and
percent currently limited by serious mental Iliness: United States, 1989

Total Currently imited
Percent Percent
Selected services Number distribution Number distribution Percent

Receipt of Government disability payment1
=T 703 23.2 €85 278 975
NO. .o e e e 2,324 76.8 1,782 72.2 76.7

Use of prescription medication for the
mental disorder in the past ye:

21 T 1,891 68.2 1,573 67.9 83.2
NO. . .t i e ittt et s i 881 31.8 744 321 84.5

Last visit to a mental heatth professiona]'
tessthanonemonth . . . ............ ... . v ou 1,035 33.6 895 35.6 86.6
Onemonthtolessthanoneyear. . ... ............. 836 27.2 663 26.4 79.3
ONEYEArOTIMOTE & o . v v v e o v v v o s vt v annnnsnn 5§09 16.5 436 17.4 85.7
NEVEI® . o Lttt e 700 227 520 207 74.2

!percent denommators exclude adults with this characteristic unknown,

Percent denominators inciude only adults who have ever seen a doctor for the disorder, and exclude adults with this characteristic unknown.
3Among the 700,000 adults who reported never seeing a mental heakh professional, 447,000, or 63.8 percent, did report seeing another doctor or heaith professional for the mental disorder and 83.5
percent of these adults reported limitations.
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work are the most likely to be
disabled in other activities by their

Table 5. Number and percent of reciplents of disability payment for mental lliness, by

source of payment: United States, 1989

mental disorder, even more so than Number in ,
persons with SMI who are 70 years of Source thousands Percent
age and over (94.1 percent compared  social Security Disabilty INSUFANCe . . . ... ......... 323 46.0
with 84.8 percent reporting other Supplemental Security Income . . . ... ... . aaa. 306 435
limitations). However, persons 70 Veterans’ Administration . . . .. ..... ... 86 123
[ T 53 7.5

years of age and over with SMI were
much more likely than younger
persons to be limited in personal care
and instrumental activities of daily
living. More than three times as many

persons 70 years of age and over were  States, 1989
reported to be unable to take care of Number in
their personal care needs because of Characteristics thousands Percent’
the mental disorder than SMI persons .2 """ """ " 7 T 703 232
18-69 years of age who were unable
to work. Age

. o 18-24Y0arS. . ..ottt *38 *11.0
Receipt of disability payments  2sssyears................. ... ... 123 19.1

B544Y0arS. . .. ittt i i e e 188 28.3

About 703,000, or 23.2 percent of 45-6dyears................iiiiien... 298 35.1
adults with SMI in households E5yearsand OVEr . . . ... ..o v vrnevnosenns 46 9.4
currently receive disability payments Sex
through 2 Government program Male oo w %3
because of their mental disorder. FOMAR . .« e e eveeeenenenaarneaenannns 301 16.6
(table 4). About 98 percent of these
persons had current limitations due Race
to the disorder. The discrepant two m ------------------------------ 15:; 330':
percent is due to proxy respondents  guul T TT I 27
who reported “don’t know” to the
limitation questions. Poverty status®

Respondents were asked whether  Below poverty threshold . . . ............... 195 33.6
this payment was through Social At or above poverly threshold. . .. ........... 405 19.2
Security Disability Insurance_ (SSD1I), Education?
through Supplemental Security LesSthan 12 years . ..........uoeueuennn. 317 30.9
Income (SSI), through the Veterans’ 12years..............c.ccovvuenonn.. 212 203
Administration (VA), or through Morethan 12years . . .. .. .cvveeeuoaansnn 142 18.3
some Pthcr program. The Social Respondent- | heaith status®
Security Administration (SSA)

. . EXCOlIBNT. . o et e e 34 *11.9
administers several programs that L 93 16.1
provide cash payments or other GO0 . .t tiiii i e 140 18.3
benefits to persons who are, by SSA O 193 273
standards, disabled. Persons with Poor. ......coivniiniinnn. seasesacan 241 35.1
adequate work histories usually Use of prescription medication in the
receive monthly cash payments as past year for the mental iiness
social security benefits (SSDI), and (T 549 297
persons with minimal resources and L T 143 16.4
insufficient work history usually Last saw mental health p,o,?,;w.
receive a monthly payment under the for the mental disorde
SSI program. VA disability payments  Lessthanonemonth.................... 385 387
are provided for service-incurred g:: m‘;ﬁ’ than one yesr. ......... .- ‘: ':’g'g
disability. As shown in table 5, MOSt  ewrer oo 11T - i
respondents with a disability payment ™ — — - — —— prp—s
reported SSDI (46.0 percent) or SSI s mental Mness Paracns wih UninowT receiPt of disaity peyment (237,000, or 7-3 parcent

(43.5 percent) as the source.
Data in table 6 indicate that

Table 6. Number and percent of aduits with serious mental iliness who received

Government disability payment for the mental disorder, by selected characteristics: United

for fotal inciudes p
m:mm,muudmw
cenominetor exck P with this istic unknown,

with unknown poverty ststus, education, hesith staius, time since last saw a
medication.

NOTES: Estimates of less than 41,000 and percents based on these estimates have 30 percent or more reiative standara ecror
(ASE); see Tachnical notes for description of the caiculation of standard errors. Estimates with 30 percent or more ASE arw
indicated with an asterisk.

adults with SMI who are 35-64 years
of age, male, black, in poverty, have
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less than a high school education,
have poor overall health status, used
prescription medication in the past
year for their mental disorder, or
have recently (past month) seen a
mental health professional, are
disproportionately likely to receive
Government disability payments. The
most striking finding in this table is
that almost 44 percent of black adults
with SMI receive disability payments
compared with about 21 percent of
white adults with SMI. Overall,

22.1 percent of adults with SMI
receiving disability payments for the
disorder were black persons, although
black adults are not significantly
overrepresented among SMI in
general or in the proportion of the
SMI population with current
limitations.

Comparing the source of
disability payments by race, table 7
shows that black adults with SMI are
more than twice as likely to report
receiving SSI for their mental
disorder than white adults with SMI.
The higher proportions of black
adults receiving SSDI and VA
disability payments are significant at
the .10 level.

These findings related to SSDI
and SSI benefits are consistent with
those from a recent report by the
General Accounting Office (GAO)
(12). In April 1992, the GAO issued
findings from a study of racial
differences in disability decisions for
SSDI and SSI benefits. This report
analyzed the circumstances
surrounding the lower allowance rate
for black applicants compared with
white applicants for disability
benefits. One of the findings was that
while black applicants are less likely
to be awarded benefits than white
applicants, in the general population
a higher proportion of black adults

were receiving benefits than white
adults. The report attributed this
higher rate in the population to the
fact that black adults apply at a
higher rate than white adults, and it
goes on to speculate that this may be
due in part to poorer economic
circumstances among black persons.
Additional work is in progress to
identify factors that might account for
these racial differences.

As noted in table 2, a higher
proportion of black adults with SMI
in this survey are unable to work
because of their disorder than white
adults with SMI. Black adults are
more likely than white adults (both in
the general population and among
adults with SMI) to be in poverty, to
have less than a high school
education, and to have fair or poor
self-assessed health. Since all of these
factors are related to receipt of
disability payments, it is not
surprising that black persons with
SMI are more likely to receive
disability payments because of their
mental disorder.

Prescription drug use

Prescription drug use was highly
prevalent in the population reporting
SMI; about 68 percent of the adult
SMI population who saw a doctor or
other health professional for the
mental disorder used prescription
medication for the disorder during
the past 12 months (table 8). Taking
prescription medication was not
related to limitation status. The
lowest use of prescription medication
for the disorder during the past year
was among the youngest and oldest
age groups (table 8). The proportion
using prescription medication
generally increased with age through
the age group 65-69 years and
decreased thereafter. Persons with

Table 7. Percent of adults with serious mental iliness receiving disabllity payment for their
mental disorder, by race and source of payment: United States, 1989

Source White Black

Percent
Social Security Disability insurance . . . ................ 10.0 16.7
Supplemental Sercurity Income. . . . .. ...l e 8.9 20.0
Veterans' ADMINIStration . . . ..« .« ot itin i e 2.4 7.0
Other. . ... e e e e e e e e e 1.6 27

SMI in “poor” health, those who
received Government disability
payments, and those who recently saw
a mental health professional were
most likely to have used medication.

The various types of prescription
drugs used by persons with SMI
during the past 12 months for the
mental disorders reported are shown
in table 9. Actual drug names were
obtained from respondents and then
coded by major class of drugs.
Antidepressants were used by almost
41 percent of the 1.9 million persons
using prescription medication in the
past year, and were the most
commonly reported type of drug used.
This is not surprising, since “major
depression” was reported for
approximately 45 percent of persons
reported to have SMI. Antianxiety
and antipsychotic drugs were used by
26.3 and 25.2 percent of persons,
respectively. Various other drugs, not
considered to be drugs for mental
health problems, were used for the
mental disorders by about 18 percent
of those who used prescription drugs.
Table 10 shows that almost one-half
of all persons with SMI using
prescription medication for the
disorder during the past year used
more than one drug.

Visits to mental health
professionals

About 77 percent of the SMI
population in households (2.4 million
persons) have seen a mental health
professional for the mental disorder
reported (table 4). Among the
700,000 persons with SMI who have
never seen a mental health
professional, most (about 64 percent)
had seen a doctor or other health
professional for the disorder. In
table 11, characteristics of the SMI
population who have seen a mental
health professional for the reported
mental disorder(s) are displayed. In
the oldest age group, only 37 percent
of persons with SMI had seen a
mental health professional for the
reported disorder but about
90 percent of this age group had
seen another type of doctor or health
professional for their disorder.
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Table 8. Number and percent of adults with
serious mental lliness who used
prescription medication during the past
year for the mental disorder, by selected
characteristics: United States, 1989

Table 9. Number and percent of adults with
serious mental lliness who took
prescription drugs in the past year for
mental disorder, by type of drug: United
States, 1989

Number in Number in
Characteristic thousands Percent’ Type of drug thousands Percent
Total?............ 1,890 68.2 Antidepressant . ., ....... 769 40.6
Age Antianxiety. . .. .. ... .00 497 26.3
Antipsychotic . . .. ....... 477 25.2
18-24years. ....... 168 §5.7 Antimanic . . ........... 283 12.3
25-3dyears........ 347 61.8 Other psychotropic drug . . . . 65 3.4
3544years. ....... 463 69.2 Otherdrug. . . oo v eveenn. 337 17.8
45-64years. ....... 638 78.8 Unknown drug name . . .. .. 46 2.4
65-69years. ....... 100 82.1
70-74years. . ...... 62 75.0
75 years and over . . . . 112 50.0
Sex Table 10. Number and percent distribution
of adults with serious mental iliness who
Male ............ 732 67.4 took prescription drugs In the past year for
Female........... 1,158 68.8 the mental disorder, by number of drugs
Race reported: United States, 1989
White. . ....ounn.. 1634 68.2 Number in _ Percent
Black............ 231 703 Number of drugs thousands  distribution
Other............ *25 *55.4
Poverty status® Total .. ..., 1,890 100.0
Below poverty
threshold. . . ... ... 373 70.1 Number of drugs
At or above poverty One.............. 875 46.3
threshold. . ... .... 1313 68.4 TWO. « e eeinnnannn 478 253
Education® zhree ............. 2!8:; 12.2
Fe v e v s s v it a e
Less than 12years ... 658 69.4 F:I; or more 68 356
l2years.......... 646 69.9 Unknown. . ......... 138 7.1
More than 12 years . . . 563 66.1
Respondent-
assessed gealth
status Persons 35-64 years of age were more
Excellent. . ........ 162 61.4 likely than any other age group to
Verygood......... 357 67.7
Goad L a5 ess have seen a mental health
Y 420 64.8 professional.
R 502 7.0 Persons who used prescription
o Hecei;;tdqf ity medication for their mental disorder
overnment disabil .
payment during the past year and persons who
YeS . e, 549 79.4 received disability payments for the
NO. . oiver e 1303 64.1 disorder were more likely to have
Last saw mental seen a mental health professional
health professional than others with SML
for the mental
disorder s d lusi
Less than one month . . 849 85.0 ummary ana conclusions
One month to less than - ..
onevear......... 598 742 The major significance of the
One year or more . . . . 201 40.2 current report is that it provides
Never............ 220 525  estimates and characteristics for that
Al percent ors axclude persons who have et seen any  pOTtion of the civilian SMI population

heatth professional for the disorder (246,000, or 7.5 percent of adults
with serious mental illness and with "use
of prascription medication for the disorder” (247,000, or 7.6 percent
gl adults with senous mental iliness).
Percent der for total incl with
poverty status, education, health status, disabiity pay, and time
snce last saw & menta! health professional.
Percent xies p
unknown.

NOTES: Estimates of less than 41,000 and percents based on
these estimates have 30 percent or more relative standard
error (RSE); see Technical notes for description of the caicula-
tion of standard errors. Estimates with an RSE of 30 percent or
more are indicated with an asterisk.

with this

living in households. Survey results
show that approximately 3.3 million
adult Americans have mental
disorders that seriously interfere with
one or more aspects of daily life and
that about 2.6 million of these
persons are currently limited in one
or more functional areas. These
results suggest that the household
component of the SMI population is

comprised of between 2.6 and 3.3
million adults, depending upon the
criteria employed for inclusion.
Undoubtedly, both of these numbers
are conservative because of the
likelihood of underreporting in the
survey.

Placed in the context of the
entire adult population, these findings
suggest that the SMI population can
be conservatively estimated to include
4 to 5 million adult Americans, or 2.1
to 2.6 percent of the adult
population. In addition to the
household population, it is estimated
that 200,000 SMI persons are
homeless on any given day (13). An
additional 1 million to 1.1 million are
residents of nursing homes (14),
approximately 50,000 to 60,000 are
patients of mental hospitals, and
approximately 50,000 are inmates of
State prisons (15).

A major remaining need is to
collect similar data on all SMI
persons, whether their residence is a
household, an institutional or
noninstitutional group quarter, or
some other setting, including streets
and shelters. In order to formulate
more effective national policy to
address the needs of these disabled
Americans, a need exists to examine
the longitudinal relationship between
course of disorder and functioning as
they relate to service and program
participation.
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Technical notes

Source and description of data

The estimates presented in this
report are based on data from the
1989 National Health Interview
Survey (NHIS), an ongoing survey of
households in the United States
conducted by the National Center for
Health Statistics (NCHS). Each week,
a probability sample of the civilian
noninstitutionalized population of the
United States is interviewed by
personnel of the U.S. Bureau of the
Census. Interviewers obtain
information about the health and
other characteristics of the
households included in the NHIS
sample.

NHIS consists of two parts: (a) a
basic health and demographic
questionnaire that remains the same
each year and is completed for every
household member and (b) special
topics questionnaires that vary from
year to year, some of which may be
completed only for selected persons
in each family. In 1989, the special
topics included health care coverage,
adult immunization, mental health,
dental health, diabetes, orofacial
pain, digestive disorders, and
knowledge and attitudes about
acquired immunodeficiency syndrome
(AIDS).

The total interviewed sample for
1989 for the basic health and
demographic questionnaire consisted
of 45,711 households containing
116,929 persons. The noninterview
rate was 5.1 percent. NHIS Mental
Health (NHIS-MH) interviews were
completed for 113,231 persons, or
96.8 percent of those interviewed on
the basic questionnaire. The overall
response rate for the NHIS-MH was
91.9 percent (the product of the
response rates for the basic and
mental health questionnaires).

Sampling errors

Because estimates shown in this
report are based on a sample of the

population rather than on the entire
population, they are subject to
sampling error. When an estimate or
the numerator or denominator of a
percent is small, the sampling error
may be relatively high. In addition,
the complex sample design of NHIS
has the effect of making sampling
errors larger than they would be had
a simple random sample of equal size
been used. Estimates and figures
based on estimates that do not meet
the reliability criteria of 30 percent
relative standard error are marked on
the tables.

Approximate standard errors of
the estimated numbers (x) in the
tables (except for age, sex, and race
for all persons when the standard
error is assumed to be 0.0) may be
calculated using the formula

SE(x) =//0000307(x)? + 3640(x)

For example, it is estimated that
3,264,000 adults had a SMI in the last
12 months (table 1). Using this
formula, the standard error for the
estimated number is

SE(3,264,000) =

/10000307 (3,264,000 + 3640(3,264,000)

=110,490

Approximate standard errors of
the estimated percents in the tables
may be calculated using the formula

where p is the percent of persons and
y is the base population from which
the percent is calculated.

For example, it is estimated that
78.8 percent of adults with SMI have
one or more specific limitations
resulting from the SMI (table 1).
Using this formula, the standard error
for the estimated percent is

1/3640(78.8)(100 - 78.8)

SE(78.8) = e

=1.86

If x; and x, are two estimates,
then the approximate standard error
of the difference (x; —x,) can be
computed as follows:

SE(x,)2+ SE(xz)*— 2 SE(x,)SE(x,)

where SE(x,) and SE(x,) are
computed using the appropriate
formulas previously presented in this
section and r is the correlation
coefficient between x; and x,.
Assuming r=0.0 will result in an
accurate standard error if the two
estimates are actually uncorrelated. If
they are correlated, the standard
error of the difference will be
underestimated or overestimated.
These calculations can also be
performed for differences in percents
using the appropriate standard error

formnlas for percents.
In this report, unless otherwise

noted, a difference was considered
statistically significant at the
S5-percent level if the difference

{x 1 —x7) was at least twice as large as
its standard error. Further
information on how the standard
error parameters are constructed is
available in “Current Estimates From
the National Health Interview Survey:
1989” (9).

Related documentation

More detailed discussion of the
sample design, estimating procedures,
procedures for estimating standard
errors, nonsampling errors, and
definitions of other sociodemographic
terms used in this report have been
published in Vital and Health
Statistics, Series 1, no 18; Series 2, no
110; Series 10, nos 160 (16-18) and
176 (9).

A public use data file based on
the 1989 Mental Health Survey
questionnaire was released in April
1991. Information regarding the
purchase of the public use data tape
may be obtained by writing the
National Center for Healtt Statistics,
Division of Health Interview
Statistics, 6525 Belcrest Road,
Hyattsville, Maryland, 20782.
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Trends in Childhood Use of Dental Care Products
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Introduction

The correlation between the
concentration of fluoride in
community drinking water and
prevalence of dental caries (tooth
decay) observed in the early 1940’s
resulted in a public health effort to
encourage communities to add
fluoride to their water supply as a
means of preventing dental caries.
Essentially all water contains at least
trace amounts of fluoride. Thus,
community water fluoridation is the
adjustment of the amount of fluoride
that occurs naturally in a community’s
water supply to the optimal level for
preventing tooth decay. In the United
States, the optimal level of fluoride
ranges from 0.7 to 1.2 parts per
million (ppm). In 1945, 1.7 percent of
the American population was served
by optimally or greater than optimally
naturally fluoridated drinking water
(1). A 1989 survey indicated that 54
percent of the American public and
61 percent of the population on
central water systems are now being
served by optimally fluoridated
drinking water (2). Neither the
percent of the population served by

fluoridated drinking water nor the
percent of the population on
community water systems that
received fluoridated water has
changed since 1985 (2).

In addition to optimally
fluoridated drinking water, other
sources of fluoride for public use
have been developed and marketed.
These include dietary fluoride
supplements, fluoride toothpaste,
fluoride mouthrinse, and
professionally applied fluorides.
Dietary fluoride supplements are
designed for children—infants
through teen years—and are used in
communities in which the drinking
water is fluoride deficient. Dietary
fluoride supplements by prescription,
fluoride-containing toothpastes sold
over the counter, and professionally
applied fluorides have been available
for over three decades. More
recently, mouthrinses containing
fluoride have been marketed and sold
over the counter.

Early school-based fluoride
programs consisted of operator-
applied fluoride regimens. Later,
other kinds of fluoride administration

were developed and used in schools.
Today, school-based, fiuoride rinse
and/or tablet programs have been
implemented in most States. Fluoride
mouthrinsing is the fluoride regimen
most frequently used, followed by
fluoride tablet programs.
Professionally applied fluoride
treatments are offered in only a few
schoodl systems.

The widespread availability of
community water fluoridation and use
of fluoride products in the United
States have contributed to a dramatic
reduction of dental caries among
school-age children in recent years
(figure 1). For example, among 9 year
olds, the prevalence of dental caries
has declined from 71 percent during
1971-74 to 34 percent during 1985-86
(3). There are some groups of
children that are at higher risk than
others of developing dental caries (4).
These groups are mainly black and
live in the Northeast and Pacific
regions.

The decline in dental caries has
occurred at the same time that there
has been an increase in the
prevalence of dental fluorosis. Dental
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Figure 1. Age-specific mean decayed, missing, or filled permanent tooth surfaces from three national surveys: United States, 1971-87

fluorosis is a hypomineralization of
enamel of the teeth that may range in
appearance from a few white flecks or
spots to discrete or confluent pitting
and brown staining. Dental fluorosis
occurs when children below the age
of 6 years ingest more than the
recommended amounts of fluoride. In
the early 1940’s, Dean estimated that
only 10 percent of the children who
were born and reared in communities
with optimally fluoridated water (0.7
to 1.2 ppm) would demonstrate some
signs of mild forms of fluorosis (5,6).
Recent surveys, however, indicate
that the prevalence of mild and
moderate forms of fluorosis is about
22 percent (7). This degree of
fiuorosis is considered mild. which
does not call for public health
concern, although it may be

important cosmetically to individuals.

To monitor the use of fluoride
products, this report describes the
trend in the use of selected fluoride-
containing dental products and
dietary fluoride supplements among
infants, children, and youth younger
than 18 years of age during the
period 1983-89.

Data and methods

The National Health Interview
Survey (NHIS) is conducted by the
National Center for Health Statistics,
Centers for Disease Control. It is
composed of two parts: (a) a general
health characteristic questionnaire
that remains the same each year and
is completed for each household
member; and (b) a special topic

questionnaire that varies from year to
year and is conducted on all or a
sample of the interviewed individuals.
Special topics on oral health were
administered in 1983, 1986, and 1989.
The questions contained in these
surveys were developed in
collaboration with the National
Institute of Dental Research,
National Institutes of Health, and
other Federal agencies. The
information on dental care was
collected on all individuals in the
selected households. When possible,
information was obtained from all
adults in the household. Information
on children and members of the
family who were not at home at the
time of the interview was obtained
from the responsible individual of the
household. These supplements
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Table 1. Number of interviews, by age and selected demographic characteristics for children 0-17 years of age: United States, 1983,

1986, and 1889

Under 2 years 2-4 years 5-17 years
Characteristic 1983 1986 1989 1983 1986 1989 1983 1986 1989
Total .. i e 3,284 1,996 3,785 5,095 3,004 5,590 21,405 12,393 22,982
Race
Black . . . ..... .. oo oo 483 420 665 771 581 1,005 3,063 2,574 4,196
White. . ......civiniava.. 2,703 1,508 2,997 4,187 2,326 4,361 17,737 9,443 17,958
Hispanic
Hispanic................. 383 240 518 562 341 693 2,290 1,195 2,634
Non-Hispanic . . . ........... 2,902 1,756 3,267 4,533 2,663 4,897 19,115 11,198 20,348
Poverty status
At or above poverty threshold. . . . 2,490 1,366 2,710 3,817 2,121 4,099 16,340 9,080 17,354
Below poverty threshold . . . .. .. 491 463 759 a39 650 1,069 2,783 2,304 3,813
Education of head of household
Somecollege. . ............ 1,253 922 1,826 1,874 1,452 2,720 7,472 5,580 10,995
High schoolorless . . ........ 1,987 1,065 1,929 3,174 1,538 2,838 13,736 6,737 11,838
Region
Northeast ................ 641 401 682 973 543 961 4,355 2,433 4,082
Midwest . ................ 854 450 927 1,362 757 1,431 5,669 3,182 5,847
South. . ... .ciiiiieen 1,082 731 1,295 1,718 1,069 1,889 7.213 4,413 7,882
West ................... 708 414 881 1,042 635 1,309 4,168 2,365 5,171

NOTE: Sea the appendix for the definition of variables.

contained questions on home use of
fluoride products (including
toothpaste and mouthrinse), dietary
fluoride supplements (in the form of
drops or tablets, with and without
vitamins), and participation in
school-based fluoride mouthrinse

programs. Information about the
latter fluoride regimen was collected
only in the 1986 and 1989 surveys.
Information on dental visits also was
assessed for individuals 2 years of age
and older. The numbers of individuals
from whom an interview was obtained

each year by age and some selected
variables are displayed in table 1. The
corresponding estimated numbers
that the sample represents nationally
are displayed in table 2.

The present analyses are
restricted to information obtained on

Table 2. Estimated population size in thousands, by age and selected demographic characteristics for children 0-17 years of age:

United States, 1983, 1986, and 1989

Under 2 years 24 years 5-17 years
Characteristic 1983 1986 1989 1983 1986 1989 1983 1986 1989
Total ... ...t 7,109 7314 7,674 10,743 10,861 11,094 44,761 44,957 45,235
Race
Black . .. ............ . 1,120 1,170 1,179 1,737 1,565 1,702 6,652 6,914 7.077
White. . . .. . P 5,780 5,881 6,188 8,710 8911 8.922 36,826 36,584 36,440
Hispanic
Hispanic . . . .............. 813 932 1,095 1,173 1,306 1,484 4,722 4,551 5,364
Non-Mispanic . . . ........... 6,296 6.382 6,579 9,569 89,555 9,610 40,039 40,406 39,871
Poverty status
At or above poverty threshold. . . . 5371 5,199 5,604 8,028 8,006 8,289 34,077 34,050 34,702
Below poverty threshold . ... ... 1,066 1,528 1,456 1,782 2,054 2,007 5,855 7.435 7,126
Education of head of household
Somecollege. ............. 2,678 3,514 3,789 3,927 5476 5,483 15,579 20,984 22,041
High schoolorless . ......... 4319 3,765 3.821 6,715 5,331 5,555 28,746 23,701 22,927
Region
Northeast . ............... 1,376 1,477 1,381 2,027 1,939 1,904 9,021 8,927 8,047
Midwest .. ............... 1,799 1,596 1,779 2,788 2,643 2,745 11,715 11,312 11,260
South. .................. 2,355 2,684 2,691 3,673 3.899 3,873 15,218 15,826 15,852
West ................... 1,578 1,557 1.823 2,255 2,380 2,572 8,807 8,892 10,076

NOTE: See ine appendix for the definition of vanables.
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children younger than 18 years of age.
Three age groups were defined as
follows: younger than 2 years (infants
and toddlers), 2—4 years (preschool
children), and 5-17 years (school
children). Information regarding
dental health care was not collected
for infants and toddlers younger than
2 years of age, and information about
the use of fluoride mouthrinse in
school-based programs was collected
on 2-16 year olds but data are
reported only on school children
5-16.

In all surveys, the use of fluoride-
containing products is based on self-
report. The method of collecting
information on fluoride-containing
toothpaste changed between 1983 and
1986. In 1983 the respondents were
asked if the toothpaste contained
fluoride. No validation of the
respondent’s knowledge or perception
was obtained. In contrast, in 1986, the
brand niame of toothpaste was
collected. The name of the toothpaste
was then compared with brands that
were approved either by the Food
and Drug Administration or the
American Dental Association as
containing fluoride. (Brand names are
confidential information and are not
available on the computer tapes.) The
dental care supplement in 1986 also
asked questions regarding
respondent’s perception about the
presence of fluoride in their drinking
water and knowledge of the purpose
of fluoridation of the community
water supply. Therefore, data from
this year were analyzed to examine
the association of the use of fluoride-
containing dental products, with the
knowledge of the purpose of
community water fluoridation, and
whether they thought their water
supply was fluoridated.

In this report, terms such as “no
difference” or “‘similar” mean there is
not a statistical significant difference.
Whereas terms like “greater,” “more
likely,” “more frequently,” “less
likely,” or “less frequently” implies a
statistical significant difference.

Findings

Figure 2 shows the reported use
of each of the four fiuoride-

containing dental products by age in
1986. The year 1986 was chosen
because this was the only year that all
four sources of fluoride were
considered, and it was also the
mid-vear in the period evaluated in
this report. In this figure, 17 year olds
were excluded in order to have
comparable age groups across the
different panels. Panel 1 shows a
decline in reported use of dietary
fluoride supplements by children as
they age. However, participation in
school mouthrinsing programs shows
a different pattern, noticeably
increasing between children in the
age groups 5-7 and 8-10 and
decreasing thereafter (panel 2). As
shown in panel 3, the use of fluoride
mouthrinse at home is not a common
practice among infants and toddlers

(1.2 percent). The practice increases
to 1 out of 11 children 2-4 years of
age and then doubles to about 1 out
of 5 children by age 5; thereafter, the
percentage is unchanged. The fourth
panel shows that more than 90
percent of children 2 years of age and
older use a fluoride toothpaste.
Among infants and toddlers, this
proportion was 30 percent.

In the following, the changes in
these patterns of usage over the
period 1983-89 are discussed
separately for infants and toddlers
(under 2 years of age), preschool
children (ages 24 years), and
school-age children (ages 5-17 years).

Infants and toddlers

Table 3 shows that among
children under 2 years of age, the

25 p

Percent

Under 3 24 57

NOTE: NA is nct applicabie.

Fluoride supplements

Schoot fluoride mouthrinse

Age in years

SOURCE: National Center for Health Statistics, National Heakh intorview Survey, 1086,

11-13

8-10

Figure 2. Percent of children using dental care products containing fluoride by age,
fiuoride supplements, school fluoride programs, fluoride mouthrinse, and toothpaste:

United States, 197187
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consumption of fluoride supplements
had not changed significantly since
1983. It was reported that about

14 percent of these children took
fluoride supplements in 1983, whereas
15 percent took fluoride supplements
in 1989. In each vear the use of
fluoride supplements was greater
among white children than black
children; among non-Hispanic
children than Hispanic children;
among children not living in poverty
than living in poverty; and among
children living in households headed
by persons with some college
education than children in households
headed by persons with lower
educational attainment. In addition,
more children living in the West and

Northeast regions were reportedly
taking fluoride supplements than in
the Midwest and South. The largest
increases in fluoride supplement
usage occurred among children in the
West, among black children, and
among Hispanic children. The
statistically-significant difference
between Hispanic and non-Hispanic
percentages disappeared between
1983 and 1989 due to the increased
usage among Hispanic children.

The use of toothpaste containing
fluoride by infants and toddlers did
not change much between 1983 and
1986 (31 and 33 percent,
respectively). However, there was an
increase but not statistically
significant in use reported by blacks,

Hispanics, and children living in
poverty.

Figure 3 indicates that the use of
fluoride supplements is less among
infants and toddlers of aduits who
reported their drinking water was
fluoridated (32 percent versus 11
percent). Figure 4 shows that infants
and toddlers were more likely to be
receiving fluoride supplements if the
responding adulits knew the purpose
of fluoridation. The use of toothpaste
containing fluoride was also more
frequent if the informant knew the
purpose of community water
fluoridation. However, neither the use
of fluoride toothpaste nor mouthrinse
was related to perception of drinking
water fluoride status.

Table 3. Percent of infants and toddlers under 2 years of age using selected fluoride-containing dental care products at home, by
selected sociodemographic characteristics: United States, 1983, 1986, and 1989

[Standard errors are given in parentheses]

Fluoride supplement Mouthrinse Toothpaste
Characteristics 1983 1986 19839 1983 1986 1989 1983 1986 1989

Total . ...t i 14.0 16.3 15.1 0.6 1.2 1.2 31.0 33.4 ———

0.7) (1.3) 0.7) 0.1) (0.3) 0.2) 0.9) 0.1)
Race

Black . .................. 3.9 23 6.5 03 1.7 238 26.1 33.2 —-_———
(1.0) (0.9) (1.2) 0.3 (0.8) 0.7 .1 (2.5)

White................... 16.1 19.4 16.6 0.7 1.1 0.9 32.1 33.4 -
(0.8) (1.6) (0.8) 0.2) 0.3) 0.2) (1.0) (1.3)

Hispanic

Hispanic . . ............... 7.9 9.6 12.9 1.0 0.7 14 25.6 34.1 —_——
(1.4) (2.1 (1.7) (0.5) (0.6) (0.6) (2.3) (2.9)

Non-Hispanic . . ... ......... 143 17.3 15.5 0.5 1.3 1.1 31.7 33.3 ———
(0.8) (1.4) {0.8) ©.1) (0.3) 0.2) (1.0) (1.4)

Poverty status

At or above poverty threshoid. . . 16.8 19.9 18.2 0.6 1.2 1.1 323 34.4 —-———
(0.9) {1.6) 0.9) 0.2) 0.3) (0.3) (1.0) (1.4)

Below poverty threshold . . ... .. 5.0 7.9 6.4 0.2 1.2 13 26.3 32.4 -
(1.1 (1.7) (1.1) (0.2} 0.5) (0.5) (2.2) 2.7

Education of head of household

Somecollege. . ... ......... 19.5 21.5 19.8 0.5 1.0 0.9 325 35.6 ——
(1.2) (1.9) (1.2) (0.2) 0.3) 0.2) (1.3) (1.5)

High schooloriess .......... 10.9 11.6 10.8 0.6 1.5 1.5 30.2 31.4 -
(0.8) (1.3) 0.8) 0.2 (0.4) 0.4) (1.2) (1.5)

Region

Northeast . ............... 22.8 239 20.6 0.5 1.9 25 293 36.0 -_——
(1.9) (2.3) 1.7) 0.3) {0.8) 0.7) (2.0) {2.5)

Midwest . . ............... 9.1 9.8 7.9 0.2 0.7 0.8 30.2 28.0 _——
(1.3} (1.8) (0.9) (0.2) 0.9) (0.4) 1.7) (2.2

South. . ...........c0evon. 8.8 11.0 10.4 0.7 1.3 13 32.4 34.7 -_——
(1.0) (1.5) (1.0) (0.3) 0.9) 0.9) (1.6 (2.2)

West ................... 19.8 24.9 25.1 0.8 1.1 0.4 31.2 34.2 -
(1.8) 4.7} (2.0) (0.4) 0.6) {0.2) 2.2) (2.9)

NQTES: See the appenc x for the definition of variables.
Unknown is incluced in sctal.
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Figure 3. Percent of infants and toddlers under 2 years of age using dental care products
containing fluoride by respondent’'s perception of fluoride status of drinking water: United

States, 1986

Pre-school age children
Table 4 shows the

fluoride-containing dental product

usage patterns for children 2—4 years
of age. The use of dietary fluoride

supplements has increased 3.7

percent between 1983 and 1989. The
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Figure 4. Percent of infants and toddlers under 2 years of age using dental care products

containing fluoride by respondent’s knowledge of the purpose of fluoridation: United

States, 1986

pattern of use is similar to that of
children under 2 years of age. That is,
children who are white, non-Hispanic,
living above the poverty threshold,
and living in homes with a college
educated head of household were
more likely to use fluoride
supplements. Further, children living
in the Northeast and West were more
likely to have reported usage.

The differences between
sociodemographically defined
subgroups remained about the same
between the 1983-89 period because
there was almost an equal increase in
use in all subgroups.

In 1983 more black children than
white and more children living in the
South than any other region were
reported to use a fluoride-containing
mouthrinse. This practice appears to
be more common in recent years but
the degree of change is not similar
across subgroups. There is a
disproportional increase in the use of
fluoride mouthrinse among black
children, children living in poverty,
and children whose head of
household had no college education.
In recent years, when comparing the
Northeast region with other regions, a
different pattern was observed
between subgroups. In 1983 children
in the Northeast reported the lowest
use of fluoride mouthrinse among all
regions. In 1989 the Northeast ranked
the second highest with respect to
this practice. Also in 1989, the gap
between black and white pre-school
children with respect to their use of
fluoride mouthrinse widened. The
difference was 4 percent in 1983
compared with 8 percent in 1989,

Figure 5 indicates that the
children in households in which the
respondent thought that their
drinking water was fluoridated
reported to use dietary fluoride
supplements less frequently than
those in households in which the
respondent thought that their
drinking water was not fluoridated.
Children’s use of fluoride toothpaste
or fluoride mouthrinse did not appear
to be related to the respondent’s
perceived presence or absence of
fluoride in the drinking water.
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Table 4. Percent of pre-school-age children (2—4 years of age) using selected fluoride-containing dental care products, by selected
sociodemographic characteristics: United States, 1983, 1986, and 1989

[Standard errors are given in parentheses]

Fiuonde supplement Mouthrinse Toothpaste
Characteristic 1983 1986 1989 1983 1986 1989 1933 1986 1989

Total ....... ..., 12.7 14.4 16.4 7.9 9.4 9.2 91.9 91.2 ————

(0.6) (1.3) (0.6) (0.4) 0.7) 0.5) (0.5) (0.6)
Race

Black . .................. 3.9 4.4 8.6 1.6 13.4 16.3 89.2 89.8 -
(0.9) (1.1) (1.1) (1.2) (2.1) (1.8) (1.4) (1.6)

White . . . ... o eiina.. 15.0 16.3 179 7.4 8.8 8.0 92.4 91.7 -———
(0.7) (1.6) (0.7) (0.5) 0.7) (0.5) (0.5) 0.7)

Hispanic .

Hispanic................. 8.1 9.8 111 6.5 6.9 9.6 87.0 94.3 ——
(1.4) (2.1) (1.5) (1.1) (1.8) (1.2 (1.6) (1.4)

Non-Hispanic.............. 133 15.1 17.2 8.1 9.7 9.2 925 90.7 -———
0.7) (1.9) 0.7) (0.5) 0.7) (0.5) 0.5) (0.7

Poverty status

At or above poverty threshold. . . . 14.8 16.8 18.9 8.4 9.6 9.2 93.7 92.7 -
(0.8} (1.5) 0.7) 0.5) 0.7} 0.5) (0.5) (0.7)

Below poverty threshold . . .. . .. 5.8 8.1 8.3 6.5 9.4 10.5 87.3 89.4 -
(0.9) (1.6) (1.0) (1.0) (1.5) (1.4) (1.4) (1.4)

Education of head of household

Somecollege. . ............ 18.8 18.9 21.3 8.0 8.5 8.2 93.8 911 -
(1.1) (1.8) {0.9) 0.7) (0.9) (0.6) (0.6) 0.9

High schoolorless . ......... 9.2 9.9 11.7 8.0 9.3 10.3 91.2 91.8 -
0.7) (1.2 (0.8) 0.5) (0.9} 0.7) (0.6} (0.8

Region

Northeast . . .............. 23.5 25.0 27.8 5.8 102 10.1 91.6 92.7 ——
1.7) (2.8) (1.8) (0.8) (1.6} (1.2) (1.1) (1.2)

Midwest . .. .............. 79 8.3 10.1 8.4 9.0 7.2 91.8 90.3
(1.2) (1.6) (1.2) 0.8) (1.0) 0.8) 0.9) (1.3) -

South. . ................. 7.2 8.0 10.8 9.8 10.3 12.2 92.7 91.5 -
(0.9) (1.3) (0.9) (0.8) (1.3) 0.9) (0.8) (1.0)

West ........viii 178 23.1 2341 6.1 77 6.3 91.0 90.3 -
(1.5) (4.6) (1.4) {0.9) (1.4) (0.8) (1.0) (1.5)

NOTES: See the append:x for the definition of varables.
Unknown 1s included in total.

Figure 6 shows that when the
informant knew that fluoride
provided protection against dental
caries, the pre-school children were
more likely to be using dietary
fluoride supplements than their
counterparts. A similar tendency is
observed regarding the use of fluoride
toothpaste or mouthrinse. However,
the difference in usage of mouthrinse
between these two groups of children
is not statistically significant.

School-age children

Table 5 shows information on
usage among school-age children.
Participation in school-based fluoride
mouthrinse programs did not change

significantly between 1986 and 1989.
During this period, about 1 out of 10
children reported participation in a
school-based fluoride mouthrinse
program. There were, however,
substantial changes among some
subpopulations. In 1986 more
children living in poverty or in
households with less educated
responsible adults reported
participation in these programs. By
1989, the gap had widened. Also by
1989, significantly more black children
participated in school mouthrinsing
activities than white children. In the
earlier year, the highest participation
rates were noted in the West and
Northeast. By 1989, the participation
rates in the South surpassed those of

the Northeast, which actually
decreased.

Dietary fluoride supplements was
the fluoride regimen least used by
school-age children. The slight change
in the percent of children using
supplements is primarily due to an
increase in reported consumption
sinca 1986, The only subpopulations
to steadily increase the usage over the
entire period were school-age
children who were black, poor, or
from the Northeast or the West. The
remaining subpopulations primarily
increased their usage after 1986 such
that white, nonpoor, non-Hispanic, or
children living in homes with college
educated heads of household were
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: . more likely to use dietary fiuoride
?&f;ﬁg’;g;{':f" ide status supplements.
N Approximately 20 percent of
v N o school-age children use fluoride-
containing mouthrinse and this has
increased, especially since 1986. In
1983 the use of fluoride mouthrinse
was more often reported among
non-Hispanic and among non-poor
children. There was also more use by
children living in the South than any
other region. However, due to a
disproportional increase in this
activity throughout the decade, a
different pattern was observed in
1989. Black children increased their
usage more than white children,
resulting in a widening of the
1 percentage point difference
observed in 1983 to 8 percent in 1989.
Both Hispanic and poor children
reported an increase in mouthrinsing
= in recent years. Consequently, in 1989
O . . there is not much difference between
“ ) poor and non-poor and between
Hispanic and non-Hispanic school-age
children.
Figure 5. Percent of children 2—4 years of age using dental care products containing Figure 7 illustrates the use of
fluoride by respondent's perception of fluoride status of drinking water: United States, fluoride dental products among
1986 school-age children in relation to the
responding adult’s perception of
fluoride status of their drinking water.
Knowledge of purpose Use of fluoride toothpaste is
of fluoridation unrelated to perception of drinking
M e No water st_atus: quever, use of fluoride
mouthrinse is slightly, but
nonsignificantly, more frequent
among children whose responding
adult thought that their drinking
water was not fluoridated.
Participation in school-based fluoride
mouthrinse programs and use of
fluoride supplements were more likely
to occur when adults thought that the
drinking water was not fluoridated.
As shown in figure 8, children were
more likely to use fluoride-containing
dental care products at home if the
informant knew the purpose of
community water fluoridation.
z% By N Particigation in school-based fluoride
A P &\ . mouthrinse programs, however, was
Mouthrinsing Supplement Toothpaste not significantly different.
School-age children, therefore,
had four potential sources of fluoride

) from dental-care product
Figure 6. Percent of children 2—4 years of age using dental care products containing

fluoride by respondent’s knowiedge of the purpose of water fluoridation: United States, u§age —SChO91 programs, home
1986 dietary fluoride supplements, home
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Table 5. Percent of school-age children (5-17 years of age) using selected fluoride-containing dental products, by selected
sociodemographic characteristics: United States, 1983, 1986, and 1989.

[{Standard errors are given in parentheses]

School programs Fluoride supplement Mouthrinse Toothpaste

Characteristic 1983 1986 1989 1983 1986 1989 1983 1986 1989 1983 1986 1989

Total ....... .. .. ...... -—— 12.8 13.9 6.0 6.2 8.1 16.7 18.2 25.2 95.1 93.7 -
0.8) (0.6) (0.3) (0.6) 0.3) 0.4) (0.6) 0.5) 0.3) (0.4)

Race

Black . ................ - 14.4 19.1 26 33 4.6 17.4 19.3 32.2 92.5 92.7 ———
(1.4) (1.4) (0.5) (0.6) (0.5) (1.1) (1.9) (1.3) (1.0) (0.8

White. ................ -——— 125 13.0 6.7 6.9 8.8 16.8 19.3 24.0 95.9 93.9 ——
0.9) (0.6) (0-3) 0.8) 0.4) {0.4) (0.6) (0.5) (0.2) (0.4)

Hispanic

Hispanic............... -——— 11.5 12.8 3.8 5.2 7.2 1.4 16.1 23.0 92.1 95.1 -
(1.3) (1.1) (0.6} (1.0 (0.8) (1.0} (1.5) (1.2) (0.9) (0.8)

Non-Hispanic. . .......... —-—— 13.0 14.1 6.3 6.3 8.2 17.3 19.5 25.5 95.5 93.5 —_——
(0.8) (0.6) (0.9) (0.6) (0.3) 0.4) (0.6) {0.5) (0.3) 0.4)

Poverty status

At or above poverty threshald. . - 12.0 12.3 6.9 6.8 8.9 17.5 203 26.3 96.5 94.8 -
(0.7) 0.5) (0.3) (0.8) (0.4) {0.4) (0.6) 0.5) 0.2) (0.3)

Below poverty threshold . . . . . —-—— 16.6 20.8 33 43 53 14.1 15.0 24.0 92.4 92.3 -——-
(1.5) (1.5) (0.6) 0.7 {0.6) (1.2) (1.3) (1.2) (0.8) (1.0)

Education of head of household

Somecollege. ........... —— 11.3 11.0 8.3 8.4 10.2 17.6 19.2 24.6 96.4 94.5 —
0.7) (0.6) (0.5) (1.0) (0.5) (0.6) 0.8 (0.6) {0.3) (0.5)

High schoolorless ........ ——— 14.3 16.9 4.9 4.3 6.2 16.3 18.3 26.0 94.8 93.6 -——
(1.1) (0.8) (0.3) (0.5) (0.4) (0.5} 0.7) 0.7) (0.4) (0.5)

Region

Northeast . ...... ... .... - 13.8 10.3 9.7 10.4 119 14.5 21.4 2385 95.1 93.8 —
@.1) (0.8) 0.7) (1.2 (0.8) 0.8) (1.5 (1.1} (0.5) 0.8)

Midwest . .............. —-— 10.7 12.0 3.1 29 5.9 16.6 20.1 245 95.9 93.3 ————
(1.3) (1.1) 0.4) (0.5) 0.7) 0.7) 0.9) 0.9) (0.4) (0.8)

South................. —_—— 12.2 16.0 5.1 4.1 5.8 18.0 19.6 30.0 94.7 93.8 ———
(1.4) (1.2) (0.4) 0.5) {0.4) 08) 0.9) 0.9 (0.5) 0.5)

West ................. - 15.8 15.7 7.8 10.0 11.2 14.8 15.0 19.7 94.8 93.8 -
(1.6) (1.1) (0.7) 2.7) 0.7) (0.8) (1.2) (0.9) (0.6) (0.8)

NOTES: See the appendix for the defint:ion of vanables.
Unknown s included n total.

Children 17 years of age are excluded in analyses of school mouthninsing programs.

mouthrinse, and toothpaste. The use
of fluoride toothpaste was
approximately 95 percent of the
children. Therefore, many of the
children received fluoride from more
than one product. The percent of
children using at least three
fluoridated dental-care products was
4.0 percent among families for which
the responding adult thought that the
drinking water was fluoridated and
8.9 percent among families for which
the responsible adult thought that the
drinking water was not fluoridated.

Dental health care

As table 6 shows, during 1983-89,
pre-school-age children who did not

visit 2 dentist in the previous vear
were less likely to use dietary fluoride
supplements than children who
visited a dentist the previous year.
Fluoride supplements can be
obtained only when prescribed by a
health provider such as a physician or
dentist, and in some States by a
pharmacist or physician assistant. In
1983 the number of dental visits was
related to the use of dietary fluoride
supplements. That is, the more
frequent the visits the greater the use
of dietary fluoride supplements. In
recent years, however, this association
has disappeared.

In 1983 there was a relation
between fluoride supplement use and

the interval since the last dental visit.
That is, the shorter the interval since
the last visit the higher the percent of
reported use of fluoride supplements.
Although the same pattern exists in
recent years, the difference in
supplement intake between the
children with a 6-month interval or

6 months to 1-year interval
disappeared.

Between 1983 and 1989,
mouthrinsing with fluoride was
related to having a dental visit during
the past year, the number of dental
visits, and the interval since the last
dental visit. This pattern did not
change over time. Brushing with
fluoride toothpaste was more
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NOTE: Chidren 17 years of age are exciuded in analyses of achool mouthrinsing programs.

Toothpaste

Figure 7. Percent of school children using dental care products containing fluoride by
respondent’s perception of fluoride status of drinking water: United States, 1986
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Percent

Knowledge of purpose
of fluoridation
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Mouthrinsing Supplement
NOTE: Chiiren 17 years of age are exciuded in anelysis of school mouthrineing programs.
SOURCE: Natonal Center for Health Statistics, Natonal Health Interview Survey, 1986,

Figure 8. Percent of school children 5-17 years of age using dental care products
containing fluoride by respondent’s knowledge of the purpose of water fluoridation:

United States, 1986

frequently reported among children
who had a dental visit during the
previous year. However, the number
of dental visits and the interval since
the last visit did not appear to be
related to the use of a fluoride
toothpaste.

As table 7 shows, in 1986 among
school-age children, the participation
in school-based fluoride mouthrinse
programs did not appear to be
related to dental health care
utilization. However in 1989, due to
increased participation in school-
based fluoride mouthrinse programs
among those with no dental visit or
with few dental visits, an inverse
relationship between dental health
care and participation in fluoride
mouthrinsing school program was
observed. This observation is due to
the increase in the number of lower
income participants in these
programs. Concomitantly, lower
income groups are less likely to
report dental visits.

During this period, school-age
children who had any dental visits
reported taking fluoride supplements
more frequently than those who did
not have any dental visits. In these
children, those with two visits per
year were more likely to use dietary
supplements than those with one visit
or with three or more visits. The
length of interval since the previous
visit appeared to be related to the use
of fluoride supplements. That is, the
shorter the interval the more
frequently this activity was reported.

Similarly, mouthrinsing with a
fluoride-containing solution at home
was related to dental visits. Children
who had no visits or who had fewer
visits were less likely to rinse with
fluoride. The relation of the length of
interval since the last visit and rinsing
with fluoride was more pronounced in
1983. In recent years, the apparent
relationship between this activity with
lIength of interval was diminished
among those who reported a year or
longer interval since their last dental
visit.

There was no statistically
different likelihood of participating in
school-based fluoride programs
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Table 6. Percent of pre-school-age chiidren (2 to 4 years of age) using selected fluoride-containing dental care products, by dental care

variables: United States, 1983, 1986, and 1989

[Standard errors are given in parentheses]

Fluoride supplement Mouthrinse Toothpaste
Dental care variables 1983 1986 1989 1983 1986 1989 1983 1986 1989

Total . ......... ... ..., 12.7 144 16.4 7.9 9.4 9.2 91.9 g1.2 -_———

(0.6) (1.3) 0.6) (0.4) 0.7) (0.5) (0.5) (0.6)
Had a dental visit in past year

Yes oot e 17.6 20.1 223 134 15.0 14.4 95.8 94.0 ————
(1.1) (1.9) (1.2) (1.0} (1.3) (1.0) (0.6) (0.8)

No. ..o 109 11.9 14.2 5.8 7.1 73 80.7 91.8 —-——
{0.6) (1.3) (0.7) (0.4) (0.7) {0.5) 0.6) 0.7)

Number of visits in past year

L 10.9 119 14.2 5.8 7.1 7.3 90.7 91.8 -
(0.7) (1.3) 0.7 (0.4) 0.8) (0.5} (0.6) 0.7)

T 15.2 18.8 21.5 10.9 13.1 115 95.8 95.4 —_——
(1.3) (2.3) (1.4) (1.1) (1.6) (1.2) (0.8) (0.9)

2 i e i e 214 23.8 24.4 18.2 17.3 18.6 95.2 90.2 -
(2.4) (3.5) (2.3) (1.9) (2.7) (2.0) (1.3} 2.1)

SOrmore .. ..oveviinnans 224 18.9 21.8 239 226 23.3 97.6 95.2 ———
{3.4) 3.9) (4.1) @.7) 8.7) (4.0) (1.2) (2.4)

Interval since last dental visit

Lessthan6months . . ........ 19.2 19.2 223 143 14.5 147 86.0 94.6 -
(1.4) (2.1) (1.9 (1.2) (1.6) (1.2) {0.7) (1.0

6to1tmonths. ............ 14.1 207 22.2 1.4 15.8 14.0 95.5 94.3 —-——
(1.9) (2.8) (2.0) (1.7} {2.2) 1.7 (1.3) (1.4)

1yearto2years. . .......... 7.8 12.0 14.6 10.7 8.0 15.3 93.6 93.8 ————
(2.9) 3.7 (2.9) (2.5) (3.6) (2.9) 2.1) (3.8

Never..............c.... 10.6 11.8 14.2 57 74 6.9 91.2 91.8 -———
0.7 (1.2) 0.7) (0.5) (0.8) (0.5) {0.6) (0.7)

NOTE: Unknown is included in total.

between children who did or did not
have dental sealants.

Discussion

The U.S. Public Health Service
recently reviewed the public health
risks and benefits of fluorides in
drinking water and other sources (7).
The report concluded the need for
“continued use of fluoride to prevent
dental caries and continued support
for optimal fluoridation of drinking
water.” It also recommended,
however, that “in accordance with
prudent health practice of using the
appropriate amount to achieve a
desired effect, ... health professionals
and the public should avoid excessive
and inappropriate fluoride exposure”
(7). Since the 1940’s, when the
inverse association between fluoride
intake and dental caries was noted,
many different sources of fluoride
have become available. Therefore, it
is important to characterize the
distribution of total exposure in

individuals. Although the data
described in this report cannot
comprehensively address the issue of
total exposure, reported use of
fluoride containing products is an
important source of information
regarding fluoride exposure. Among
2-year-old children, more than
one-half of the estimated fluoride
exposure in communities with fluoride
deficient drinking water and one-third
in communities with optimally
fluoridated drinking water are
thought to be due to dietary fluoride
supplements, fluoride dentifrice, or
both (7).

The practice of giving children
daily dietary fluoride supplements was
developed for use in areas where
optimally fluoridated drinking water
is not available. The current
recommendations for prescribing
dietary fluoride supplements depends
on the age of the child and the
concentration of fluoride in the
drinking water (8).

In 1990 the U.S. Public Health
Service published Healthy People 2000
(9). One of the objectives contained
in this document is to increase to at
least 75 percent the proportion of
people served by community water
systems providing optimal levels of
fluoride. Another objective is to
increase the use of dietary fluoride
supplements to at least 85 percent of
those children not receiving optimally
fluoridated drinking water. The areas
currently less likely to be served by
fluoridated community water systems
include rural areas throughout the
United States and the West. In the
West in 1989, only 23 percent of the
population had access to fluoridated
public water supplies, whereas 78
percent in the Midwest, 63 percent in
the South, and 50 percent in the
Northeast had access to fluoridated
public water supplies (calculated
based on data derived from CDC
Fluoridation Census 1989-Summary

(2))-
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Table 7. Percentage of school-age children (5 to 17 years of age) using selected fluoride-containing dental products, by selected dental

health care variables: United States, 1983, 1986, and 1989

{Standard errors are given in parentheses)

School programs Fluoride supplement Mouthrinse Toothpaste
Dental care vanables 1983 1986 1989 1983 1986 1989 1983 1986 1989 1983 1986 1989
Total ................... —-——— 12.8 13.9 6.0 6.2 8.1 16.7 19.2 25.2 95.1 93.7 -
(0.8) (0.6) (0.6) (0.6) (0.3) (0.4) (0.6) (0.5) (0.3 (0.4)
Had a dental visit in past year
Yes . ..o - 13.1 13.6 7.4 7.4 9.6 18.8 218 27.6 86.7 94.8 -——-
(0.8) (0.6) (0.3) (0.8) (0.4) (0.5) (0.7) (0.6) 0.2) (0.4)
No............ ... ... —-—— 12,5 16.3 33 3.4 5.1 12,5 13.3 22.2 93.2 93.9 -
(1.1) (1.0) (0.3) (0.4) (0.4) (0.6) (0.8) (0.8) (0.5) (0.5)
Number of visits in past year
0. —_——— 125 16.3 3.3 3.4 5.1 125 13.3 222 93.2 93.9 ———
(1.1} (1.0) (0.3) (0.9) (0.9) (0.6) (0.8) (0.8) (0.5) (0.5)
L -—— 13 14.8 6.5 7.0 8.5 16.2 19.0 26.4 96.1 94.8 —-———
(1.0) 0.7 (0.9) (0.8) (0.5) (0.7) (0.9) (0.8) (0.4) (0.5)
2 e e —-——— 13.0 13.4 9.4 9.3 1.2 18.7 227 257 96.9 94.4 ———
(1.0) {0.8) (0.6) (1.2) (0.6) (0.8) (1.0) (0.8) (0.3) (0.7}
Sormore ................ ——— 133 11.8 6.6 5.6 9.4 22,5 25.6 33.0 97.2 95.4 ———
(1.3) (0.8) (0.5) 0.7) (0.6) (0.8) (1.1) (1.0) (0.4) (0.6}
Interval since last dental visit
Lessthan6months. ... ...... - 138 127 8.1 7.7 10.6 20.1 229 28.0 96.8 94.6 ———
(0.9) 0.6) (0.9) (0.8) (0.5) (0.6) {(0.8) (0.6) (0.3) (0.5)
6to1imonths. . ........... - 12.0 15.5 5.9 6.5 8.3 16.4 19.9 27.5 96.2 85.2 ——
(1.0) (0.8) (0.5) (1.0) (0.6) (0.8) (1.0) 0.9) 0.49) (0.6)
Tyearto2years. .. ......... - 13.4 15.6 3.2 2.8 5.2 14.8 16.5 26.1 95.6 84.5 -
(1.5) (1.2) (0.5) (0.6) (0.6} (1.0) (1.4) (1.4) 0.6) 0.9)
2yearstoSyears. .......... —— 12.0 18.2 3.4 2.9 4.4 13.4 127 22.9 958.5 93.9 -
(1.6) (16) (0.6) 0.7} (0.6) (1.2) (1.8) (1.4) {0.7) (0.9)
Syearsormore ............ —-——— 9.1 18.9 0.6 (1.4) 3.6 10.2 10.3 24,7 92.8 92.8 -
(2.3 (2.8) (0.4) 0.9 (1.1) (1.7) (2.1) (2.6} (2.5) (1.9)
Never................... -——— 131 148 4.1 5.0 57 9.8 11.6 16.7 80.7 93.6 ——
(1.8) (1.5) (0.6) {0.9) (0.7) (0.8) (1.3) (1.5) (1.1) (0.9)
Had dental sealants
Yes . ... —-——— 13.5 135 - 10.6 13.1 - 248 29.1 - 95.4 -
(1.5 (0.9) (1.9) (0.9) (1.9) (1.2) (0.9)
No. ..., i —-——— 129 14.5 -— 5.9 7.6 - 18.8 25.4 —_—— 94.2 ———
(0.8) (0.6) (0.6) (0.3) (0.6) (0.5) (0.3)

NOTES: Unknown is included in total.

Children 17 years of age are excluded in analyses of school mouthnnsing programs.

Children living in the West, which
has the lowest percent of the

community drinking water, the
reported use.of dietary fluoride

population served by fluoridated
water systems, were the most likely to
receive fluoride supplements or
participate in school-based fluoride
mouthrinse programs. As many as
one in four children may receive
these in all age groups. However, in
the Northeast, which has a higher
percent of the population receiving
fluoridated water, the percent of
children receiving other types of
fluoride also was about one in four,
except in school-age children for
whom there were fewer children
served by school-based programs than
in the West. In the Midwest, which
had the highest percent of the
population receiving fluoridated

supplements was the lowest of all the
regions. It is not possible to
determine from the interview data
whether the children also had access
to optimally fluoridated drinking
water. Hence, the appropriate use of
dietary fluoride supplements is
suggestive only.

During the interview, the adult
informant was asked whether they
thought that their drinking water was
fluoridated. These data likely include
a great deal of false positive and false
negative information. However, this
question and the question on the
informant’s knowledge of the purpose
of water fluoridation tend to reflect
the informant’s understanding of the

public health importance of fluoride.
In both instances, the children who
use flouride supplements are more
likely to live in households where
responding adults either thought that
their water was not fluoridated or
who understood the purpose of
community water fluoridation. In all
age groups, the percent of children
receiving supplements from these
adults was about triple the percent of
the remainder of the children.
Knowledge is correlated with
education of the head of the
household, poverty status, and
utilization of dental health care. As
would be expected, children of higher
educated parents, living in above
poverty level homes, and receiving
regular dental care are more likely to
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receive dietary fluoride supplements
in some form. A multivariate analysis
is required to determine whether
parents are willing to continue
providing supplements if they have
appropriate knowledge of the purpose
of the supplement or knowledge of
why their children may be lacking the
optimal amount of fluoride otherwise.

The greater increase in the use of
fluorides, either dietary fluoride
supplements or school-based fluoride
rinse programs, occurred among
minority groups—either black or
Hispanic. In all age groups over these
6 years, the percent of children
receiving dietary fluoride supplements
increased to more than 150 percent
of the level in 1983. Children
participating in school-based rinse
programs also increased slightly.
There also were notable increases,
almost doubling, among school-age
minority groups in the use of fluoride
mouthrinse.

One issue that should be
addressed by public health officials is
the use of toothpaste among infants
and toddlers and children below
5 years of age. These data indicate
that almost one in three of these
children are brushing with a fluoride
toothpaste. Given the propensity of
young children to swallow toothpaste,
the impact of this practice in light of
other possible sources of fluoride in
the water, food, and possibly through
fluoride supplements should be
studied (10).

These data indicate that among
children there has been an increase

in use of fluoride products, in
addition to fluoride toothpaste. Use
of fluoride toothpaste is almost
ubiquitous. However, increases
occurred in all age groups for all
other forms of fluoride, including
dietary fluoride supplements and
fluoride mouthrinse at home and in
school-based programs. The increases
during the 6 years covered by these
surveys have been moderate or slight.
Whether all of these increases are in
accordance with prudent health
practices or whether some children
might be receiving more than optimal
exposure to fluoride should be
studied.
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Symbols
--- Data not available
. Category not applicable
- Quantity zero

0.0 Quantity more than zero but less
than 0.05

b4 Quantity more than zero but less
than 500 where numbers are
rounded to thousands

* Figure does not meet standard of
reliability or precision
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Technical notes

Source of data and sample
design

This report is based on data from
the National Health Interview Survey
(NHIS), an ongoing survey of
households in the United States
conducted by the National Center for
Health Statistics. It has been
conducted continuously since 1957.
Each week, a probability sample of
the civilian noninstitutionalized
population of the United States is
interviewed by personnel of the U.S.
Bureau of the Census. Interviewers
obtain information about the health
and other characteristics of the
households included in the NHIS
sample.

NHIS consists of two parts: (a) a
basic health questionnaire that
remains the same each year and is
completed for each household
member and (b) special topics
questionnaires that vary from year to
year and usually are asked of selected
persons in each family. The estimates
presented in this report are based on
special oral health questions included
in the 1983, 1986, and 1989 surveys.

In 1983 the interviewed sample
consisted of 41,000 households
containing 106,000 individuals. The
total nonresponse rate was
3.3 percent; 2 percent was due to
respondent refusal. and the
remainder was primarily due to
failure to locate an eligible
respondent at home after repeated
calls. In 1986 the number of
households interviewed was 23,838
containing 62,502 individuals. The
total nonresponse rate was
3.5 percent; 2.3 percent was due
primarily to failure to locate an
eligible respondent at home after
repeated calls. In 1989 the number of
households interviewed was 45,711
households containing 116,929
individuals. The total nonresponse
rate was 5.1 percent; 3.0 percent was
the result of respondent refusal, and
the remainder was primarily the
result of failure to locate an eligible
respondent at home after repeated
calls.

Special attention should be given
when comparing statistics between
survey vears because the design of the
sample of the NHIS changes
following each decennial census. For
example, the sampling design in the
1983 NHIS is different from the
sampling design used in 1986 and
1989 NHIS. The basic sampling
design for 1986 and 1989 is similar,
however, due to budgetary constraints,
only 50 percent of the original
sample was collected in 1986.
Therefore, the standard errors of the
estimates of 1986 are generally larger
than the other years. The information
on survey design and the method
used in estimation and other NHIS
specifications are published elsewhere
(11,12).

Because the estimates presented
in this report are based on a sample
of the population, they are subject to
sampling errors. Standard errors of
most estimates have been included in
the tables in parentheses. The
standard errors for this report were
calculated using SUDAAN, a
SAS-based software package designed
to produce standard errors for
estimates based on complex
multistage sample designs (13).

Definition of terms

Age—The age recorded for each
person is the age at last birthday. Age
is recorded in single years.

Education —The categories of
educational status refer to years of
school completed. Only years
completed in regular schools in which
persons are given a formal education
are included. A regular school is one
that advances a person toward an
elementary or high school diploma or
a college, university, or professional
school degree. Thus, education in
vocational, trade, or business schools
outside the regular school system is
not counted in determining the
highest grade of school completed.

Race —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. Although the data
base identifies these three groups, the

sample size for “others” is too small
to analyze them separately.
Characterization of race is based on
the respondent’s description of his or
her racial background.

Hispanic or non-Hispanic — A
respondent was classified as Hispanic
origin if he or she was self-identified
as Puerto Rican, Cuban, Mexican-
Mexican, Mexican-American,
Chicano, Other Latino American, or
Other Spanish. Non-Hispanic are all
other individuals.

Poverty index— The poverty index
is based on U.S. Bureau of the
Census poverty threshold matrix. This
matrix lists poverty threshold levels by
age of the head of the household,
farnily size, and the number of
children. Detailed information on the
derivation of poverty threshold is
published elsewhere (14).

Geographic region —The
classification of regions in the
National Health Interview Survey
corresponds to those used by the U.S.
Bureau of the Census. The States are
grouped into four regions as follow:

® Northeast—Maine, Vermont,
New Hampshire, Massachusetts,
Connecticut, Rhode Island, New
York, New Jersey, and
Pennsylvania.

® Midwest— Ohio, Illinois, Indiana,
Michigan, Wisconsin, Minnesota,
Iowa, Missouri, North Dakota,
South Dakota, Kansas, and
Nebraska.

® South—Delaware, Maryland,
District of Columbia, West
Virginia, Virginia, Kentucky,
Tennessee, North Carolina, South
Carolina, Georgia, Florida,
Alabama, Mississippi, Louisiana,
Oklahoma, Arkansas, and Texas.

® West—Washington, Oregon,
California, Nevada, New Mexico,
Arizona, Idaho, Utah, Colorado,
Montana, Wyoming, Alaska, and
Hawaii.
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Expected Principal Source of Payment for Hospital
Discharges: United States, 1990

by Edmund J. Graves, Division of Health Care Statistics

Introduction

In the United States during 1990,
non-Federal short-stay hospitals
discharged an estimated 30.8 million
inpatients, excluding newborn infants.
Of these 30.8 million, 11.9 million
indicated private insurance as their
expected principal source of payment;
15.2 million cited Medicare,
Medicaid, or other public programs;
and 2.7 million weie in the “self-pay,
no charge, or other” category.

Estimates in this report are based
on the National Hospital Discharge
Survey (NHDS), which has been
conducted annually by the National
Center for Health Statistics (NCHS)
since 1965. For the 199Q NHDS,
researchers abstracted data from the
medical records of approximately
266,000 patients discharged from 474
short-stay hospitals. This survey
reflects a redesign that took place in

1988. A brief description of this new
design, data collection procedures,
and the estimation process can be
found in the section entitled
“Technical notes.” A detailed
description of the original and new
designs of the NHDS have been

" published by the NCHS (1).

Definitions of terms used in this
report are also provided in the
Technical notes. It should be noted
that “source of payment” refers to
the expected principal source of
payment. The terms “patient,”
“inpatient,” and “discharge” are used
here synonymously, and that these
terms do not refer to individual
persons. An individual may have
more than one hospitalization during
a year and thus count as more than
one patient, inpatient, or discharge.

From 1968 through 1970,
information on hospital charges and
sources of payment was collected

from a subsample of the NHDS (2).
No information on charges or sources
of payment was collected in the
NHDS from 1971 through 1976.
Beginning in 1977, data on patients’
expected principal sources of payment
and other expected sources of
payment were collected from the face
sheets of medical records in the
NHDS sample.

Estimates in this report are based
on what patients indicated as the
expected principal source of payment,
Data on expected source of payment
from the NHDS for 1977, 1979, and
1985 (3-5), as well as summary data
for 1982-1990 (6-14), have been
published. Statistics in these reports,
as well as in this one, reflect only the
patients’ principal source of payment.

The 1977 report presented
estimates of source of payment by age
and sex of patients along with
estimates for major diagnostic and
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surgical categories. The 1979 and
1985 reports updated these basic
estimates and provided analysis by
additional characteristics of patients
and hospitals. This report includes
estimates by source of payment; sex,
age, and race of patients; and
geographic region of hospital.
Selected diagnostic and procedure
categories are also shown by source
of payment. The survey form used to
collect these data is reproduced in
another NCHS publication (14).

According to the NHDS,
approximately 6 percent of discharges
from short-stay hospitals in 1990
indicated self-pay as their source of
payment. On the other hand, data
from the National Health Interview
Survey (NHIS) for 1989 indicated
that 14 percent of the population had
no coverage (15). This implies that
the number of the hospitalized
uninsured was proportionally smaller
than that of the hospitalized insured.
However, some individuals who
reported no health insurance at
admission may have found on being
hospitalized that they were covered
under a public program.

In 1990, the percent of hospital
discharges covered by private
insurance was 38.7 percent. This was
much lower than the 76.1 percent of
the population estimated by the 1989
NHIS (15) to have private insurance
coverage. This difference could be
attributed to several factors: Persons
with private insurance tend to be
younger and healthier than persons
under public programs and are
therefore hospitalized less frequently;
public programs are often billed first
for hospital charges; and individuals
citing private coverage may be using
it as a secondary source of payment.

In some cases the expected
source of payment recorded on the
face sheet of the medical record may
not have been the actual source of
payment. For example, a patient
admitted to a hospital following an
automobile accident may have cited
Blue Cross as the expected source of
payment when, in fact, an automobile
insurance company uitimately made
restitution. Also, because of the
manner in which this variable was

collected, it was not possible to
determine the charge for the hospital
stay or the proportions of the hospital
stay and medical services covered by
the principal source of payment
indicated.

Highlights

¢ In 1990, approximately
39 percent of hospitalized
patients expected private
insurance to pay for their hospital
stay, compared with 53 percent
in 1979.

® In 1990 approximately 49 percent
of hospitalized patients expected
public programs to pay for their
hospital stay, compared with
40 percent in 1979,

e The average length of stay for
patients expecting private
insurance to pay for their hospital
stay was 4.9 days compared with
7.8 days for public programs.

® The average age of patients
expecting private insurance to pay
for their hospital stay was 35.3
years. For those expecting public
programs to pay for their
hospitalization, it was 68.6 years.

e White patients were more likely
than black patients to report
private insurance and Medicare
as sources of payment. Black
patients were more likely than
white patients to be in the
Medicaid and self-pay categories.

e About 65 percent of patients
hospitalized for benign neoplasms
expected private insurance to pay
for their hospitalization; for
malignant neoplasms, it was
35 percent.

e The diagnostic categories with
high proportions of discharges
covered by Medicare {congestive
heart failure, hyperplasia of
prostate, and cerebrovascular
disease) reflected the greater age
of Medicare patients.

o Medicaid was the payment source
for 12 percent of all patients, but
for 28 percent of women
hospitalized for childbirth.

e Although only 6 percent of all
patients were in the self-pay
category, that category accounted

for 22 percent of patients with
lacerations and open wounds.

e Of all patients with a
hysterectomy performed,
approximately 71 percent
expected private insurance to pay
for their hospitalization.

® Other government payments,
including Workers’
Compensation, accounted for
4 percent of surgeries, and for
22 percent of excision or
destruction of an intervertebral
disc.

® Medicare was the source of
payment for more than half of all
endoscopies of the small
intestine, colonoscopies and
sigmoidoscopies, and cystoscopies,
excluding those with biopsies.

Trends

Three payment categories are
shown in table 1: private insurance;
public programs; and other types of
payment (self-pay, no charge, and
other). Private insurance includes
Blue Cross, health maintenance
organizations (HMO’s), and other
commercial insurance. Public
programs include Medicare,
Medicaid, Workers’ Compensation,
and other government programs.

The number of patients expecting
to pay their hospital bills through
private insurance declined from 19.3
million (52 percent) in 1979 to 11.9
million (39 percent) in 1990. In 1979,
14.7 million hospitalized patients
(40 percent) expected to pay their
hospital bills through a public
program, compared with 15.2 million
(49 percent) in 1990. The number of
patients in the self-pay, no charge,
and other category was approximately
2.7 million, both in 1979 (7 percent
of all discharges) and in 1990
(9 percent of all discharges).

The number and proportion of
hospital days expected to be paid for
by private insurance also declined. In
1979, private insurance covered 113.3
million hospital days (43 percent of
all days of care), compared with only
58.5 million (30 percent) in 1990.
Public programs were the expected
source of payment for 135.5 million
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Table 1. Number of patients discharged from short-stay hospitals, days of care, average
length of stay, and average age of patient, by expected principal source of payment:

United States, selected years 1979-90

[Discharges from non-Federal hospitals. Excludes newborn infants]

Number of Days of Average Average

Expected principal discharges care in length of age of

source of payment Year in thousands thousands stay in days patient
All sources of payment . . ..... 1979 36,747 264,173 7.2 43.7
11985 35,056 226,217 6.5 46.7
1990 30,788 197,422 6.4 47.9
Private insurance . . .. ....... 1979 19,289 113,329 59 34.4
1985 15,726 83,031 53 35.9
1990 11,926 58,531 4.9 35.3
Public programs .. . ........ 1979 14,713 135,453 9.2 58.5
1985 16,231 126,920 8.2 60.2
1980 15,213 118,563 7.8 €8.6
Self-pay, other sources of . . . .. 1979 2,744 15,392 57 29.9
payments, and no charge 1985 3,098 16,265 53 30.7
1990 2,657 14,675 55 31.2

Yincludes data for patients whose expected principal source of payment was not stated.

days of care in 1979, which was

51 percent of all inpatient days. In
1990, the number of days of care in
the public category had decreased to
118.6 million, but the category
accounted for 60 percent of the total
days. The number of days of care in
the self-pay, no charge, and other
category was 15.4 million (6 percent)
in 1979, and 14.7 million (7 percent)
in 1990.

Patients with public programs as
their source of payment had
consistently longer average lengths of
stay than patients with private
insurance, although average lengths
of stay decreased for both groups
from 1979 to 1990. In 1990, the
average length of stay for public
patients was 7.8 days, compared with
4.9 days for private patients. This is
primarily because of Medicare, which
was designed to help the elderly
defray the cost of medical care (older
people tend to have more chronic
ailments and longer hospital stays
than younger people). In 1990, the
average age of those expecting public
programs to pay for their hospital
stay was 68.6 years, compared with an
average age of 35.3 years for those
with private insurance as their
payment source. The relationship of
age and coverage underlies many of
the findings in this report.

Patients in the self-pay, no
charge, and other category had
similar average lengths of stay in 1979
(5.7 days) and in 1990 (5.5 days). The

average age of these patients was 29.9
years in 1979 and 31.2 years in 1990.

Patient characteristics

The number and percent
distribution of patients discharged
from short-stay hospitals by expected
source of payment, according to age
and sex, are shown in table 2, Private
insurance was the expected source of
payment for at least 50 percent of
discharges in all age groups except for
those 65 years of age and over.
Approximately 90 percent of
discharges 65 years of age and over
reported Medicare as their principal
expected source of payment.
Medicaid and self-pay categories
accounted for larger proportions of
discharges under 45 years of age than
for those 45 years of age and over.
Females were more likely to have
Medicaid as a source of payment
(14 percent) than were males
(8 percent).

Expected sources of payment
differed for white and black patients,
as shown in table 3. Approximately
41 percent of white patients expected
private insurance to pay for their
hospital stay, compared with
29 percent of black patients.
Medicare was an expected source of
payment for 38 percent of the white
patients, but for only 24 percent of
the black patients. In contrast,

8 percent of white patients and
27 percent of black patients indicated

Medicaid as an expected source of
payment, and the self-pay category
accounted for 5 percent of white
patients and for almost 9 percent of
black patients.

The percent of inpatients with
private insurance as an expected
source of payment ranged from
42 percent in the West to 36 percent
in the Northeast. The percent of
inpatients expecting the Medicare
program to pay for their
hospitalization ranged from
36 percent in the West to 30 percent
in the Midwest.

Utilization by diagnosis

Table 4 provides the number and
percent distribution of discharges by
expected source of payment,
according to selected diagnostic
categories. Although 39 percent of all
discharges expected private insurance
to pay for their hospital stay, private
insurance was the expected source of
payment for 65 percent of discharges
with benign neoplasms and neoplasms
of uncertain behavior and unspecified
nature, 54 percent of females with
deliveries, 52 percent of discharges
with an intervertebral disc disorder,
50 percent of discharges with
noninfectious enteritis and colitis, and
49 percent of discharges with
cholelithiasis.

Thirty-five percent of hospital
discharges expected Medicare to pay
for their hospital stay. The diagnostic
categories with high proportions of
discharges covered by Medicare
reflect the older age of Medicare
discharges. For example, Medicare
was the expected source of payment
for 78 percent of discharges with
congestive heart failure, 72 percent
of discharges with cerebrovascular
disease, and 71 percent of discharges
with hyperplasia of prostate.

Of particular interest is the
contrast in sources of payment for
types of neoplasms. The incidence of
malignant neoplasms increases with
age. As a result, among patients with
a malignant neoplasm, 50 percent
expected Medicare to be their source
of pavment, and 35 percent expected
private insurance to pay for their
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Table 2. Number and percent distribution of patients discharged from short-stay hospitals by expected principal source of payment,

according to sex and age: United States, 1990

{Discharges from non-Federal hospitals. Excludes newborn infants]

All expected Other Other payments ~ Payment
principal sources Private government and source not

Sex and age of payment insurance Medicare Medicaid  payments  Self-pay no charge stated

Both sexes Number in thousands
Alages ... .ot e e 30,788 11,926 10,625 3,582 1,006 1,788 869 992
Under1Syears. . . ................... 2,412 1,240 41 684 91 194 92 70
1544 YRArS. . . .. vt e e 11,799 6,410 407 2,269 605 1,129 481 497
Q564 YRArS. . . . .. e 6.244 3,801 838 497 264 382 215 248
B5yearsandover. .. ... ... 10,333 475 9,339 133 46 83 81 176

Male

Allages ... ... . i e 12,280 4,470 4,718 967 550 814 359 403
UnderiSyears. ... ... 1,362 709 23 381 51 103 57 39
1544 YRAIS. . . v v i e 3.330 1,667 211 358 309 480 157 158
45-B4years. . ... ..... 3,115 1,863 490 171 164 193 110 125
65 years and over 4,472 241 3,993 57 26 39 36 81
AllAges . .. v vt i i i 18.508 7,456 5,907 2,616 457 974 510 589
Under1Syears. . . .......oiviinnn. 1.049 831 18 303 40 91 35 31
1544 YRAIS.  « v oo vt e 8.469 4,753 196 1,911 296 650 325 339
45-BAVYRArs. . . ...t s 3,129 1.939 347 326 100 189 105 123
E5yearsandover. .. ........ .. 5,861 234 5,346 76 20 45 46 95

Both sexes Percent distribution
ALAgeS . . v e i e e 100.0 38.7 34.5 11.6 3.3 5.8 2.8 3.2
UnderiSyears. . .. ..... ..., 100.0 51.4 1.7 28.4 3.8 8.0 3.8 29
15-44 years. . . . . 100.0 54.3 35 19.2 5.1 9.6 4.1 4.2
45-64 years, . . . .. 100.0 60.9 13.4 8.0 4.2 6.1 3.4 4.0
65 years and over 100.0 4.6 90.4 1.3 0.4 0.8 0.8 1.7
AlAgeS . v v e e e 100.0 36.4 38.4 7.9 4.5 6.6 2.9 3.3
UnderiSvyears. . ....... .. 100.0 52.1 1.7 27.9 3.7 7.5 4.2 2.9
1544 YRAMS. . . . . oi i e e 100.0 49.8 6.3 10.8 9.3 144 4.7 4.8
45BAYEArS, . . . o it 100.0 59.8 15.7 5.5 5.3 6.2 3.5 4.0
65yearsandover. ........... ... 100.0 5.4 89.3 1.3 0.6 0.9 0.8 1.8

Female

Allages .. . ..o cvii i 100.0 40.3 319 14.1 25 5.3 2.8 3.2
Under 15 years. . 100.0 50.6 1.7 28.8 3.8 8.7 3.4 3.0
15-44 years. . . . e 100.0 56.1 23 22.6 3.5 7.7 3.8 4.0
45-64years. . ... ..o 100.0 62.0 11.1 10.4 3.2 6.0 3.3 3.9
65 years and over 100.0 40 91.2 13 0.3 0.8 0.8 1.6

hospital stay. On the other hand,

65 percent of discharges with a
benign neoplasm listed private
insurance as their expected source of
payment, and only 17 percent used
Medicare.

Approximately 12 percent of all
discharges expected Medicaid to
cover their hospital stay. However,
Medicaid was the source of payment
for 28 percent of women hospitalized
for deliveries. Twenty-two percent of
patients diagnosed with asthma,

19 percent with some form of
psychosis, and 16 percent with an
acute respiratory infection listed
Medicaid as their expected source of
payment.

Other government programs,
including Workers’ Compensation,
were the expected source of payment

for 3 percent of all discharges,
whereas these programs paid for

22 percent of discharges with
intervertebral disc disorders,

10 percent of those with lacerations
and open wounds, and 6 percent of
those with fractures.

Although only 6 percent of all
discharges were in the self-pay
category, this was a frequent source
of payment for lacerations and open
wounds (22 percent).

Utilization by procedures

The number and percent
distribution of procedures by
expected source of payment,
according to age and sex, are
provided in table 5. Procedures in
this report reflect only those

procedures performed on an inpatient
basis. Many procedures are
performed in a hospital outpatient
department or in other ambulatory
care settings. Forty-one percent of all
procedures were performed on
inpatients who expected to pay for
their hospital stay through private
insurance. Private insurance was the
expected source of payment for

37 percent of procedures for males
and 44 percent of procedures for
females. For discharges 45-64 years
of age, private insurance was the
expected source of payment for

63 percent of procedures.

One-third of all procedures
performed were for discharges who
expected Medicare to pay for their
hospital stay. Medicare was the
expected payment source for
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Table 3. Number and percent distribution of patients discharged from short-stay hospitals by expected principal source of payment,
according to race and geographic region: United States, 1990

[Discharges from non-Federal hospitals. Excludes newborn infants)

All expected Other Other payments  Payment
principal sources Private government and source not
Race and region of payment insurance Medicare Medicaid payments  Seif-pay no charge stated
Number in thousands
Allpatients ... ......... .. ..., 30,788 11,926 10,625 3,582 1,006 1,788 869 992
White. .............. 21,376 8,722 8,135 1,730 650 1,067 533 538
Black. . . 3.611 1,027 869 979 140 320 143 131
All other . 58 402 168 222 32 84 38 13
Not stated . . 4,843 1,774 1,452 651 184 317 184 310
Northeast . . ...........ccviv.n 6,895 2,481 2,367 853 156 402 253 383
Midwest . . ......... ... iy 7,620 3,104 2,756 779 208 390 207 176
SOUtH. . . v et e e 11,173 4,222 3,972 1,286 401 744 224 325
West . ... e e e 5,100 2,119 1,530 665 241 252 184 108
Percent distribution
Allpatients . ... ..... .ot ivinnnnn 100.0 38.7 345 11.6 3.3 5.8 2.8 3.2
Race
White. . . ...t 100.0 40.8 38.1 8.1 3.0 5.0 25 2.5
Black. . .. v v i i e e 100.0 28.5 24.1 271 3.9 8.9 4.0 3.6
Allother . . . ....... .. i 100.0 41.9 175 23.1 3.4 8.7 4.0 1.3
Notstated. . ........... ..o nn 100.0 36.6 30.0 13.4 3.8 6.6 3.2 6.4
Geographic region
Notheast .. ........cciviiinenvnnnnn 100.0 36.0 343 12.4 23 5.8 3.7 5.6
Midwest . ........ ... i il 100.0 40.7 36.2 10.2 27 5.1 2.7 23
SOUth. . o vt i e i 100.0 37.8 35.5 115 3.6 6.7 2.0 28
West...... Nt e et et e e e 100.0 41.8 30.0 13.0 4.7 5.0 3.6 21

41 percent of procedures on males,
compared with 29 percent of
procedures on females. As expected,
89 percent of procedures performed
on discharges 65 years of age and
over had Medicare as the expected
principal source of payment.

Medicaid was the expected source
of payment for 11 percent of all
procedures performed. Approximately
26 percent of the procedures
performed on discharges under 15
years of age, and 22 percent of
procedures for females between the
ages of 15 and 44, had Medicaid as
the principal expected source of
payment. Approximately 5 percent of
all procedures were in the self-pay
category, but this category accounted
for 14 percent of the procedures
performed on males 15-44 years of
age.

The number and percent
distribution of surgical procedures by
expected source of payment,
according to selected surgical
categories, are shown in table 6.
Forty-six percent of all surgical
procedures were performed on
discharges listing private insurance as

the expected source of payment.
Among specific surgeries, private
insurance was the expected source of
pavment for 71 percent of
hysterectomies, 70 percent of
oophorectomies and salpingo-
oophorectomies, and 63 percent of
appendectomies. More than half of
several obstetrical and
musculoskeletal surgeries also had
private insurance as the expected
source of payment.

Twenty-nine percent of all
surgical procedures were performed
on discharges using Medicare as the
expected source of payment.
Medicare was the expected source of
payment for particularly large
proportions of discharges with
procedures on the heart or prostate.
For example, 74 percent of surgical
operations for insertion, replacement,
removal, or revision of pacemaker
leads or devices and 73 percent of
prostatectomies were performed on
discharges with Medicare as their
expected source of payment. Again,
these findings are consistent with the
fact that older persons are generally
covered under the Medicare program.

Ten percent of all surgical
procedures were performed on
discharges using Medicaid as the
expected source of payment, but
Medicaid discharges had larger
proportions of several obstetric and
gynecological procedures. These
patients had 32 percent of the
surgical operations for bilateral
destruction or occlusion of fallopian
tubes, 27 percent of artificial ruptures
of membranes, 26 percent of repairs
of obstetric laceration, and
25 percent of cesarean sections.

Other government payments,
including Workers’ Compensation,
accounted for 4 percent of ail
surgeries, 23 percent of excision or
destruction of an intervertebral disc,
and 22 percent of spinal fusion. The
self-pay category comprised 5 percent
of all surgeries; 12 percent of
appendectomies; 9 percent of
debridement of wounds, infections,
and burns; and 9 percent of open
reduction of fractures with internal
fixation.

Table 7 shows the number and
percent distribution of nonsurgical
procedures for selected procedure
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Table 4. Number and percent distribution of patients discharged from short-stay hospitals by expected principal source of payment,
according to selected diagnostic categories: United States, 1990

[Discharges ~om non-Federal hospitals. Excludes newborn infants. Diagnostic groupings and code number inclusions are based on the international Classification of
Diseases, 9= Revision, Clinical Modification ({CD-8-CM)]

L All expected Other Other payments Payment
First-listed diagnosis principal sources  Private government and source not
and ICD-9-CM code of payment insurance Medicare Medicaid payments Self-pay no charge stated
Number in thousands
Allconditions’ . ... ... 30,788 11,926 10,625 3,682 1,006 1,788 B69 992
Femaleswitndelveries . . . .................. va27 4,025 2,182 36 1.112 121 272 132 170
Heartdisease . ............. 391-392.0,393-398,402,
404,410-416,420-429 3,556 932 2,172 129 51 111 67 94
Acute myczardial infarction. . . . ... ... ... 410 675 195 389 21 *8 24 14 22
Coronary a:nerosclerosis . .. .. .. ... ...... 414, 410 163 193 10 *8 14 10 11
Other iscremuc heart disease . . . . . 411-413,414.1414 9 870 255 502 35 12 27 16 24
Cardiac cysthythmias . . . .. ... oo n e 427 483 130 298 14 *7 16 10 9
Congestive heartfailure. . ................. 428.0 701 77 549 27 9 15 *8 15
Malignant nesplasms. . . . ... ... ... 140-208,230-234 1,571 542 780 83 34 48 35 49
Malignant neoplasm of large intestine
andrectlim. . ..o 153-154,197.5 175 50 103 *6 * *5 * *6
Malignant ﬁeoplasm of trachea,
bronchus andlung.............. 162,187.0,197.3 231 77 118 12 *5 *8 * *7
Malignant neoplasm ofbreast . . . ... .. 174-175,198.81 164 €9 72 *7 . - - *7
Benign necolasms and neoplasms of uncertain
behavior and unspecified nature. . . . . 210-229,235-239 393 254 69 21 *6 16 15 14
PReumonia. . . ... oot 48048 1,052 281 546 128 12 46 16 23
Fractures . . . o oo v v vt e it i e e 1,017 300 427 58 65 94 37 36
Cerebrovascuiar disease . ................ 812 134 585 28 10 25 12 18
PSYChOSIS. . . v v v v vt it it e e 812 256 282 152 21 55 25 21
Cholefithiasis . . ... ..o oviii i e v i 506 247 151 40 10 24 17 17
Acute resprratory infections . . . ... ... L. 487 174 176 79 13 26 9 10
Arthropathias and related disorders . 479 166 229 24 22 <] 12 18
Asthma . .. ......vivivnnnn. . 476 182 115 103 11 32 19 14
Intervertebra’ disc disorders. . . ... ... ... 425 220 62 10 95 13 15 11
Digbetesmeltus .. ... ..o vt i 420 135 174 49 9 25 10 19
Noninfectious enteritis and colitis . . . ... ... 347 172 75 51 9 22 9 9
Diseases of tne central nervous system . .320-336, 340—349 342 125 114 44 12 23 10 14
Hyperplasia cfprostate. . . .................. 600 259 58 185 * * * * *7
Lacerations and openwounds . . .. ... ... ... B870-904 240 83 20 23 23 53 13 25
Percent distribution
ALCONAIIONS . . v vt v v et e e et ee e ie it cnn e e 100.0 38.7 345 11.6 3.3 5.8 2.8 3.2
Females with deliveries . .. ............. .... var 100.0 54.2 0.8 27.6 3.0 6.7 3.3 4.2
Heart disezze. . . ... ... ... 391-392.0,393-398.402,404,
410-416,420-429 100.0 26.2 61.1 3.6 1.4 3.1 19 26
Acute myczardiatinfarction. . . ... ... L 410 100.0 28.9 57.7 3.1 *.2 3.6 2.1 3.3
Coronary atherosclerosis .. . . .. oo v v v v v e v 414.0 100.0 399 47.0 25 *1.9 35 25 2.7
Qther 1schemic heart disease . . . . . 411-413,414.1-414.9 100.0 29.3 57.6 4.0 1.4 3.0 1.8 2.8
Cardiac dysthythmias . . . . ............... 427 100.0 26.9 61.6 2.9 *1.4 3.2 2.1 19
Congestive heartfailure. . .. .. .. ..o .. 428.0 100.0 1.0 78.4 3.9 1.2 2.2 *1.1 2.2
Malignant necplasms. . . ......... .. 140-208,230-234 100.0 34.5 49.6 5.3 22 3.1 2.2 3.1
Malignant reoplasm of large
intestine andrectum . . . . .... . ..... 153-154,197.5 100.0 28.6 58.7 *3.3 * *2.5 * *3.7
Malignant neoplasm of trachea, bronchus,
and lung. . .o c i 162,197.0,197.3 100.0 33.3 51.2 5.3 *2.2 *3.4 * *3.2
Malignant neoplasm of breast . . . . ... . 174-175,198.81 100.0 42.2 43.8 *4.0 . * * *3.2
Benign neoplasms and neoplasms of uncertain
behavior and unspecified nature. . . . . 210-229, 235—239 100.0 64.5 17.4 5.2 *1.6 4.0 3.7 3.6
PREUMONIA . . . o vttt i e et v v et o 480486 100.0 26.8 51.9 12.2 1.1 4.3 1.5 2.2
Fractures . . o v v v v v ien v it i e vt e 800-829 100.0 29.5 42.0 5.7 6.4 9.3 3.6 3.6
Cerebrovasculardisease . ................ 430438 100.0 16.5 72.0 34 1.3 3.0 1.5 22
PsychosiS. . . ..o oo i v i i 290-299 100.0 31.6 34.7 18.7 2.6 6.7 3.1 2.5
Cholelthiasis . . . ... o i i 574 100.0 48.9 29.8 7.9 1.9 4.8 3.3 3.4
Acute resprratory infections . . . .. ... L. 460466 100.0 35.8 36.1 16.2 2.7 5.4 1.8 2.0
Anthropathias and related disorders. . . . ..... .. 710-719 100.0 34.6 47.8 4.9 4.6 1.9 2.6 3.7
Asthma . . ... e e e 493 100.0 38.3 24.1 21.5 2.2 6.8 4.0 3.0
Intervertebra’ disc disorders. . ... ... ... ... 722 100.0 51.7 14.6 2.4 223 3.0 3.5 25
Digbetes Me"™mUS . . . . .o i e 250 100.0 32.0 41.4 1.7 2.2 6.0 2.3 4.4
Noninfectious enteritis and colitis . ... ... .. 555~556,558 100.0 49.6 21.6 14.7 2.6 6.3 2.7 2.5
Diseases of the central nervous system . .320-336,340-349 100.0 36.6 333 12.8 3.5 8.7 3.0 4.1
Hyperplasia of prostate. . . .. ............... 100.0 22.2 71.2 * * * * *2.8
Laceratons andopenwounds. . . . ... ... ... 870-804 100.0 34.4 8.3 9.6 8.6 22.1 5.5 10.4

Yincludes data for diagnostic conditions not shown In table.

categories, according to expected
source of payment. Thirty-five percent
of the nonsurgical procedures,
compared with 46 percent of surgical
procedures, were performed on
discharges with private insurance as
the expected source of payment.
Discharges with private insurance had

57 percent of fetal EKGs and fetal
monitoring, 47 percent of contrast
myelograms, 43 percent of manually
assisted deliveries, and 41 percent of
arteriographies and angiocardiographies.

Thirty-nine percent of all
nonsurgical procedures, compared
with 29 percent of all surgical

procedures, were performed on
discharges with Medicare as the
expected source of payment. Sixty
percent of colonoscopies and
sigmoidoscopies (excluding those with
biopsy), 56 percent of cystoscopies
(excluding those with biopsy),

56 percent of electrographic
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Table 5. Number and percent distribution of all-listed procedures for patients discharged from short-stay hospitals by expected principal
source of payment, according to sex and age: United States, 1990

[Discharges from non-Federal hospitals. Excludes newborn infants]

All expected Other Other payments  Payment
principal sources Private government and source not
Sex and age of payment insurance Medicare Medicaid  payments  Self-pay no charge stated
Both sexes Number in thousands
Allages ... .vvv it in et e 40,506 16,717 13,471 4,381 1,437 2,104 1,158 1,237
UnderiSyears. . ........couvevuunens 1,960 1,033 31 517 87 162 81 49
1544 Years. . . v v it i it et 16,186 9,198 442 3,035 858 1,350 668 635
A5-BAYBAIS. . o v i i i i e 9,052 5,709 1,120 653 423 499 312 337
6S5yearsandover. . ... .o v i 13,308 778 11,878 176 70 93 97 217
Male
Allages ... ... ...ttt 15,916 5,853 6.456 989 770 209 461 477
UnderiSyears. ... ... .covevevenennns 1,144 612 17 290 53 94 51 27
1644 YearS, . . .. vt i ittt e 3.840 1,969 194 376 412 517 192 178
45-BAYRANS. . . v v v vttt 4,605 2,859 652 239 264 249 171 171
E6oyearsand OvVer. . . . ... vt 6,326 412 5,593 84 41 49 47 101
Female

Allages ... ..cvviiniii e ienr e 24,590 10,864 7,015 3,392 667 1,195 697 760
Under1Syears. . . .. .o o v v i v ineiinnnnn 816 421 14 227 34 68 30 22
1544 VYears. . . ... ii it 12,346 7,228 248 2,659 445 833 476 456
4564 YLArS. . . v v v ittt et 4,447 2,850 468 414 159 250 140 166
65yearsand OVEer. . . . v v v v vt vt v v vt ennn 6,982 365 6,285 93 28 44 50 116

Both sexes Percent distribution
Alages ... ..cviii i i e 100.0 413 333 10.8 35 5.2 2.9 3.1
UnderiSyears. . . ... ..o vnvenneenns 100.0 52.7 1.6 26.4 4.5 8.3 4.1 25
16544VYears, . . ..o ittt 100.0 56.8 27 18.8 5.3 8.3 4.1 3.9
A5-BAYOArS. . . ..o v it i i 100.0 63.1 12.4 7.2 4.7 55 3.4 3.7
B5yearsandover. . ... ... ..t irna e 100.0 58 89.3 1.3 0.5 0.7 0.7 16

Maie
AllageS & o v o v ittt it 100.0 36.8 40.6 6.2 4.8 57 29 3.0
Underi5years. . . ... oo in et iennncnnns 100.0 53.5 1.5 25.3 4.7 8.2 4.4 24
1544 Y0arS. . o .. v ov ittt it e 100.0 51.3 5.1 9.8 10.7 13.5 5.0 4.6
45-B4YearS. . v vt 100.0 62.1 14.2 5.2 5.7 54 3.7 37
BSyearsand over. . .. ..o v ittt e e 10C.0 6.5 88.4 13 0.6 0.8 0.7 1.6
Female

Alages ... ....coiriiniinenennnn 100.0 44.2 28.5 13.8 27 49 2.8 3.1
UnderiSyears. . . ......oiviieivenen- 100.0 51.6 1.7 27.8 4.2 8.3 3.7 27
15-44YearS. . . oot vt i vnr s e 100.0 58.5 2.0 215 3.6 6.7 3.9 3.7
A5-BAYLAIS, . v . it h it e 100.0 64.1 10.5 9.3 3.6 5.6 3.2 3.7
B5YearS aNd OVer. . o v v vt v v e v snoeans 100.0 5.2 90.0 1.3 0.4 0.6 0.7 1.7

monitoring, and 54 percent of
circulatory monitoring, radioisotope
scans, and endoscopies of the small
intestine (excluding those with
biopsy) were performed on discharges
with Medicare as the expected source
of payment.

Medicaid discharges made up
12 percent of all nonsurgical
procedures, and, as was the case for
surgical procedures, Medicaid was the
expected source of payment for large
proportions of obstetrical procedures.
Thirty-three percent of manually
assisted deliveries and 27 percent of
fetal EKGs and fetal monitoring were
performed on Medicaid discharges. In
addition, Medicaid discharges had
22 percent of spinal taps.

Other government payments,
including Workers’ Compensation,

were the expected source of payment
for 3 percent of all nonsurgical
procedures and accounted for

21 percent of contrast myelograms.
The self-pay category accounted for
5 percent of all nonsurgical
procedures and for 9 percent of
spinal taps.
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Table 6. Number and percent distribution of all-listed surgical procedures for patients discharged from short-stay hospitals by expected
principal source of payment, according to seiected surgical categories: United States, 1990

{Discharges from non-Federal hospitals. Excludes newborn infants. Diagnostic groupings and code humber inclusions are based on the International Classification of
Diseases, 9th Revision, Clinical Modification ({CD-8-CM)]

All expected Other Other payments Payment
Procedure category pnncipal sources  Private government and source not
and ICD-9~CM code of payment insurance Medicare Medicaid payments Selfpay no charge stated
Number in thousands

All surgical procedures’ .. .. ... ... .. 23,051 10,541 6,679 2,334 896 1,166 686 748
Episiotomy with or without forceps or vacuum

extraction . . ............ 72.1,72.21,72.31,72.71,73.6 1,717 1,023 1M 383 49 118 51 82
Cardiac catheterization . . .. ............ 995 411 426 37 18 36 32 35
Cesareansection . . ............ 945 569 "8 234 27 45 28 34
Repair of current opstetric laceration . . 795 433 9 207 27 57 33 29
Artificial rupture of membranes . . . ... .. ... 73 691 389 9 183 21 43 3 15
Hysterectomy. . . ............ ... ...... X X 591 422 61 37 1 19 22 18
Cholecystectomy . . .. .o i vttt . 522 263 151 40 11 23 18 16
Punctureofvessel . . .............. ... ... 515 145 241 67 16 22 12 12
Oophorectomy and salpingo-cophorectomy. . . . . 65.3-65.6 476 333 59 28 *€ 21 15 14
Bilateral destruction or occlusion of

fallopiantubes . ... ....... ... ... 66.2-66.3 419 224 *5 132 15 17 11 14
Coronary artery bypass graft. . . ............... 36.1 392 165 203 9 *8 *5 * S
Qpen reduction of fracture with internal fixation . . . .. . 79.3 391 128 150 20 30 34 14 14
Prostatectomy . ............ ... ... .. 60.2-60.6 364 74 266 *5 * * * 9
Debridement of wound, infection, or burn . . . . . 86.22,86.28 332 99 136 24 21 30 9 13
Lysis of peritoneal aghesions . . .. ............. 54.5 323 183 87 24 * 10 1 *8
Excision or destruction of intervertebral disc . . . . . ... 80.5 305 163 38 *8 69 *8 11 “8
Operations on muscles, tendons, and

bursa. ... ... 82-83.1,83. 3—83 9 291 146 58 20 29 19 11 *8
Removal of coronary artery obstruction . . ... ... ... 285 127 119 *6 *7 9 9 *8
Appendectomy, excluding incidentat. . . . .. ....... 47.0 274 173 18 23 *8 32 11 9
Insertion, replacement, removal, and revision

of pacemaker leads or device., . . . . ... .37.7-37.8 259 44 191 *6 * *5 * *5
Partiat excision of bone . , . ... ... .. 76. 2—78 3 77.6-77.8 193 94 41 12 23 *7 *8 *7
Spinalfusion. . ... . .. e 81.0 130 64 18 *7 28 *5 h -

Percent distribution

All surgical procedures1 ....................... 100.0 45.7 29.0 10.1 3.9 5.1 3.0 3.2
Episiotomy with or without forceps or vacuum

extraction . . ............ 72.1,72.21,72.31,72.71,73.6 100.0 59.6 0.6 223 2.9 6.9 3.0 4.8
Cardiac catheterization ... ............. 37.21-37.23 100.0 41.3 42.8 3.7 1.8 3.7 3.2 3.5
Cesareansection . ............. 74.0-74.2,74.4,74.99 100.0 60.2 *0.8 24.8 2.9 4.8 3.0 3.6
Repair of current obstetric laceration . . ....... 75.5~75.6 100.0 54.5 1.1 26.1 3.4 7.1 4.2 3.7
Artificial rupture of membranes . ... ............ 73.0 100.0 56.3 13 265 3.0 6.2 4.5 2.2
Hysterectomy. . . .. ... i 68.3-68.7 100.0 71.4 10.4 6.3 1.8 33 3.7 3.1
Cholecystectomy . . . . . v vv i i et e 51.2 100.0 50.5 28.9 77 21 4.4 3.4 3.1
Punctureofvessel . ... ...... ..ot 38.9 100.0 28.2 46.8 13.0 3.1 4.2 2.3 2.4
QOophorectomy and salpingo-cophorectomy. . . . . 65.3-65.6 100.0 69.9 12.4 5.9 *1.2 4.5 3.2 3.0
Bilateral destruction or occlusion of

fallopiantubes . . ... ................. 66.2~66.3 100.0 53.5 *1.1 31.6 3.7 4.0 2.7 3.4
Coronary arterybypass graft. . . ............... 36.1 100.0 395 517 2.3 *1.9 *1.3 * 2.2
Open reduction of fracture with internal fixation . . . . . . 79.3 100.0 32,9 38.3 5.2 7.8 8.8 3.5 3.5
Prostatectomy . ... ... ..o 60.2~-60.6 100.0 20.4 73.1 *1.5 * * * 2.4
Debridement of wound, infection, orburn. . . . . 86.22, 86 28 100.0 29.9 40.9 7.1 6.3 9.1 2.7 4.0
Lysis of peritoneal adhesions . . .. ............. 100.0 56.6 27.0 7.3 . 3.0 3.3 *1.8
Excision or destruction of intervertebral disc . . . . . ... 80.5 100.0 53.4 12.4 *2.6 22.6 *2.6 3.7 *2.7
Operations on muscles, tendons, and

bursa. . ... ... 82-83.1,83.3-83.9 100.0 50.2 20.0 6.9 9.8 6.7 3.7 *2.8
Removal of coronary artery obstruction . . .. ....... 36.0 100.0 44.6 41.6 *2.2 *2.3 3.1 3.3 *2.8
Appendectomy, excluding incidental . . . . ... ... ... 47.0 100.0 63.2 6.6 8.2 *2.9 116 4.1 3.4
Insertion, replacement, removal, and revision

of pacemaker leads ordevice, . . .......... 37.7-37.8 100.0 171 73.8 *2.3 * *1.9 * *2.1
Partial excisionofbone . . ... ...... 76.2-76.3,77.6-77.8 100.0 48.8 21.5 6.3 11.9 3.7 *4.3 *3.5
Spimalfusion. ... ... .. .. o e 81.0 100.0 49.2 14.2 *5.3 222 *3.7 * .
Yincludes data for surgical conditions not shown in table.

7. Graves EJ. Utilization of short-stay 10. Graves EJ. Utilization of short-stay 1988. National Center for Health
hospitals, United States: 1983 annual hospitals, United States: 1986 annual Statistics. Vital Health Stat 13(106).
summary. National Center for Health summary. National Center for Health 1991,

Statistics. Vital Health Stat 13(83). 1985. Statistics. Vital Health Stat 13(96). 13. Graves EJ, Kozak LJ. National

8. Graves EJ. Utilization of short-stay 1988. Hospital Discharge Survey: annual
hospitals, United States: 1984 annual 11. Graves EJ. National Hospital summary, 1989. National Center for
summary. National Center for Health Discharge Survey: annual summary, Health Statistics. Vital Health Stat
Statistics. Vital Health Stat 13(84). 1987. National Center for Health 13(109). 1992.

1986. Statistics. Vital Health Stat 13(99). 14. Graves EJ. National Hospital

9. Graves EI. Utilization of short-stay 1989. Discharge Survey: annual summary,
hospitals, United States: 1985 annual 12. Graves EJ. National Hospital 1990. National Center for Health
summary. National Center for Heaith Discharge Survey: annual summary, Statistics. Vital Health Stat 13(112).

Statistics. Vital Health Stat 13(91). 1987. 1992.
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Table 7. Number and percent distribution of ail-listed nonsurgical procedures for patients discharged from short-stay hospitals by expected
principal source of payment, according to selected nonsurgical categories: United States, 1990

[Discharges from non-Federal hospitals. Excludes newborn infants. Diagnostic groupings and code number inclusions are based on the /nternational Classification of
Diseases, 9th Revision, Clinical Modification (ICD-9-CM)]

All expected Other Other payments Payment
Procedure category principal sources  Private government and source not
and ICD-9-CM code of payment insurance Medicare Medicaid payments Self-pay no charge stated

Number in thousands

All nonsurgical procedures’ ..................... 17,455 6,176 6,792 2,047 541 938 472 489
Arteriography and angiocardiography using contrast

material, . . ..... g ..... g v y . g ..... 88.4-88.5 1,735 709 745 65 33 67 62 55
Fetal EKG (scalp) and fetal monitaring, not

otherwise specified . . ................ 75.32,75.34 1.377 780 13 37 53 80 45 35
Diagnostic ultrasound . . ... ... ... ... 88.7 1,608 494 722 186 38 88 39 31
Computerized axial tomography

[(o7:45 IR 87.03,87.41,87.71,88.01,88.38 1,506 422 722 111 54 109 49 39
Respiratorytherapy .. ... .o vivv v v oo innaon 93.9 1,164 286 571 158 34 67 19 29
Endoscopy of small intestine (excludes that with

DIOPSY) « v v e e 45.11-45.13 549 157 294 41 10 22 10 15
Manually assisted defivery . . ................. 73.5 754 321 13 251 27 57 33 53
Circulatory monitoring . . . .« ..o e v 89.6 724 178 392 74 21 42 9 *7
Radioisotope SCan. . v v v v v v v vt e 92.0-92.1 603 160 324 52 15 29 11 11
Cystoscopy (excludes that with biopsy) . . . . . . 57.31-57.32 485 144 273 21 *6 12 9 20
Spinaltap. . . . ... e 03.31 396 148 81 89 15 35 16 12
Colonoscopy and sigmoidoscopy (excludes that

WIh DIOPSY) .« . v e v e e e snme e 45.23-45.24 393 109 237 19 *5 *6 *8 9
Electrographic monitoring. . . .. .. ... oL 89.54 629 171 349 44 19 31 *6 9
Contrastmyelogram . . .. .. ..o v i inn e 87.21 213 100 45 ‘6 44 *7 7 *5

Percent distribution

All nonsurgical procedures1 ..................... 100.0 35.4 38.9 1.7 3.1 5.4 2.7 2.8
Arteriography and angiocardiography using contrast

matenal, . .. .. . e e e e s 88.4-88.5 100.0 40.8 42.9 3.7 1.9 3.8 3.5 3.2
Fetal EKG (scalp) and fetal monitoring, not otherwrse

specified. . ... .... .t i e 5.32,75.34 100.0 56.6 0.9 26.9 3.8 5.8 3.3 26
Diagnosticultrasound . . ... ... oty 88.7 100.0 30.7 44.9 12.2 2.4 5.5 2.4 2.0
Computerized axial tomography

CAT) ... .ovii i et 87.03,87.41,87.71,88.01,85.38 100.0 28.0 48.0 7.4 3.6 73 3.2 26
Respiratory therapy . ..... ... ... oL 93.9 100.0 24.6 439.1 13.5 2.9 5.8 1.6 25
Endoscopy of small intestine (excludes that with

DIOPSY) « ¢ v vt v e X X 100.0 28.6 53.6 7.5 1.8 4.0 1.8 2.8
Manually assisted delivery . . . g 100.0 42.6 1.7 33.3 3.6 7.5 4.4 7.0
Circulatory monitoring . . . . . ... i . 100.0 24.6 54.1 10.3 28 5.8 1.3 *1.0
Radioisotope sCan. . .. v v v v vt i e 100.0 26.6 53.8 8.6 24 4.8 1.9 1.9
Cystoscopy (excludes that with biopsy) . . . . . . 57.31-57.32 100.0 29.7 56.3 4.3 *1.3 25 1.8 4.1
Spinaltap. . . ... i e e e e 03.31 100.0 37.3 20.5 22.4 3.8 8.9 4.0 3.1
Colonoscopy and sigmoidoscopy (excludes that with

DIOPSY) « v o vt it e e e 45.23-45.24 100.0 27.6 60.2 49 *1.2 *1.6 *2.0 24
Electrographicmaonitoring. . . . .. v v iv et 89.54 100.0 27.1 55.6 7.0 3.1 4.9 *0.9 1.4
Contrastmyelogram . . .. .. vt 87.21 100.0 46.9 21.0 *2.9 20.5 *3.1 *3.4 *2.2

Tincludes data for nonsurgical conditions not shown In table.

15. Ries P. Characteristics of persons
with and without health care
coverage: United States, 1989.
Advance data from vital and health
statistics; no 201. Hyattsville,
Maryland: National Center for Health
Statistics. 1991.

16. SMG Marketing Group, Inc. Hospital

Market Data Base. Chicago, Illinois:

Healthcare Information Specialists.

1989.

Shah BV. SESUDAAN: Standard

errors program for computing of

standardized rates from sample survey
data. Research Triangle Park, North

Carolina: Research Triangle Institute.

1981.

17
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Symbols
Data not available

. Category not applicable

Quantity zero

Quantity more than zero but less
than 0.05

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
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Technical notes

Survey methodology

Saurces of data

The National Hospital Discharge
Survey (NHDS) covers discharges
from noninstitutional hospitals,
exclusive of Federal, military, and
Veterans’ Administration hospitals,
located in the 50 States and the
District of Columbia. Only short-stay
hospitals (hospitals where the average
length of stay for all patients is less
than 30 days) and those whose
specialty is general (medical or
surgical) or children’s general are
included in the survey. These
hospitals must also have at least six
beds staffed for patient use.

Beginning with 1988, the NHDS
sampling frame has comprised
hospitals that were listed in the April
1987 SMG Hospital Market Tape
(16), met the above criteria, and
began accepting patients by August
1987. For 1990, the sample consisted
of 542 hospitals, of which 23 were
found to be out of scope (ineligible)
because they had gone out of
business or failed to meet the criteria
for the NHDS universe. Of the 519
in-scope (eligible) hospitals, 474
responded to the survey.

Sample design and data
collection

The National Center for Health
Statistics (NCHS) has conducted the
NHDS continuously since 1965. The
original sample was selected in 1964
from a frame of short-stay hospitals
listed in the National Master Facility
Inventory. That sample was updated
periodically with samples of hospitals
that opened later. Sample hospitals
were selected with probabilities
ranging from certainty for the largest
hospitals to 1 in 40 for the smallest
hospitals. Within each sample
hospital, a systematic random sample
of discharges was selected.

Beginning in 1988 the NHDS
sample has included with certainty all
hospitals with 1,000 beds or more, or
40,000 discharges or more, annually.
‘The remaining sample of hospitals

was based on a stratified three-stage
design. The first stage consisted of a
selection of 112 primary sampling
units (PSU’s) that composed a
probability subsample of PSU’s to be
used in the 1985-94 National Health
Interview Survey (NHIS). The second
stage comprised a selection of
noncertainty hospitals from the
sample PSU’s. At the third stage, a
sample of discharges was selected by
a systematic random-sampling
technique. A detailed description of
the original and new designs has been
published (1).

Two data collection procedures
were used for the survey, One was a
manual system of sample selection
and data abstraction. The other, an
automated method used for
approximately 34 percent of the
respondent hospitals in 1990, involved
the purchase of data tapes from
abstracting services, State data
systems, and hospitals.

In the manual system, the sample
selection and the transcription of
information from hospital records to
abstract forms were performed at the
hospitals. The completed forms, along
with sample selection control sheets,
were forwarded to NCHS for coding,
editing, and weighting. A few of these
hospitals submitted their data via
computer printout or tape. Of the
hospitals using the manual system in
1990, about two-thirds had the work
performed by their own medical
records staff. In the remaining
hospitals using the manual system,
personnel of the U.S. Bureau of the
Census did the work on behalf of
NCHS.

For the automated system, NCHS
purchased tapes containing machine-
readable medical record data from
abstracting services. Records were
systematically sampled by NCHS. The
medical abstract form and the
abstract data tapes contained items
relating to the patient’s personal
characteristics, 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; diagnoses;
and surgical and nonsurgical
operations and procedures. Beginning

in 1977 data pertaining to patient ZIP
Code, expected source of payment,
and dates of surgery were also
collected. (The medical record
number and patient ZIP Code are
confidential and, therefore, not
available to the public.)

Presentation of estimates

The relative standard error
(RSE) of the estimate and the
number of sample records on which
that estimate was based (referred to
as “the sample size”) were used to
identify estimates with relatively low
reliability. Because of the complex
sample design of the NHDS, the
following guidelines were used in
presenting the NHDS estimates:

e If the relative standard error of
an estimate was larger than
30 percent, or the sample size
was less than 30, the estimate is
not shown. In this case, only an
asterisk (*) appears in the tables.

e If the sample size was less than
60, the value of the estimate
could not be assumed to be
reliable, In this case, the estimate
is preceded by an asterisk (*) in
the tables.

Sampling errors and rounding
of numbers

The standard error is primarily a
measure of sampling variability that
occurs by chance because only a
sample rather than the 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. The resulting value is
multiplied by 100, so the relative
standard error is expressed as a
percent of the estimate.

Estimates of sampling variability
were calculated with SESUDAAN
software, which computes standard
errors by using a first-order Taylor
approximation of the deviation of
estimates from their expected values.
A description of the software and the
approach it uses has been published
(17).
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The constants for relative
standard error curves for the NHDS
estimates are presented in table 1.
The relative standard error [RSE
(X)] of an estimate X may be
estimated from the formula

RSE(X) =Va +b/X

whers X, a, and b are as defined in
table I.

The most conservative standard
error should be used when a statistic
involves more than one variable. For
example, the number of discharges
for females 15-44 years of age
expecting to pay for their own
hospitalization was 650,000. Using the
formula

RSE(X) =Va +b/X - 100

the relative standard error in percent
was 4.16 for females, 4.34 for
inpatients 15-44 years of age, and
7.81 for self-pay inpatients. The

relative standard error in percent for
the self-pay variable should be used
since it is the most conservative of
the three variables.

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

Tests of significance

In this report, statistical inference
1s based on the two-sided ¢-test with a
critical value of 1.96 (0.05 level of
significance). Terms such as “higher”
and “less” indicate that differences
are statistically significant. Terms
such as “similar’” or “no difference”
mean that no statistically significant
differences exist between the

Table 1. Estimated parameters for relative standard error equations for National Hospital
Discharge Survey statistics by characteristics: United States, 1990

Number of
discharges or
first-listed Number of Number of
diagnoses days of care procedures
Characteristic a b a b a b
Total ... 0.00213 228.834 0.00358 452.582 0.00547  92.597
Sex
Male. . . .. .. 0.00152 313.079 0.00293 292.127 0.00410 89.724
Female............... .. ... ... 0.00125 311.632 0.00213 701.564 0.00337  83.021
Age
UndertSyears. ................ 0.01597 47116  0.00224 140.764 0.03171 44,124
1544years. .. .. ... 0.00142 299.762 0.00301 460.089 0.00302 139.070
45-B4wyears. . .. ... 0.00157 234.543 0.00920 432.971 0.00491 68.024
65yearsandover. .............. 0.00161 263.223 0.00251 762.854 0.00436 47.886
Region
Northeast .. .................. 0.00274 56.268 0.00368 146,195 0.00588 108.765
Midwest . ... ... Lo 0.00487 183.531 0.00605 970.001 0.00886 107.681
South. . ............. ... ... ... 0.00375 343.892 0.00540 928.232 0.00781 50.919
West .. ... e 0.00564 318.914 0.01036 830.740 0.01235 144.582
Expected principal
source of payment
Private insurance. . . ............. 0.00141 356.276 0.00258 1,253,398 0.00370 152.998
Medicare. . .. .. ... ... .. L. 0.00233 147.208 0.00335 105.814 0.00502 93.208
Medicad. . ....... ... ... L. 0.00542 225144 0.00918 269.323 0.01281 125.784
Workers' Compensation . .. ........ 0.00881 52,626 0.02194 159.965 0.02224 27.461
Other government payments . . . .. ... 0.04049 72916 0.04643 240,704 0.05825 61.826
Self-pay . ..... .. 0.00571 255.679 0.01277 677.732 0.01598  75.975
ther payments and no charge. . . . . .. 0.02316 146.212 0.03494 244,069 0.03750 88.504
Notstated . . ......... ..., 0.04000 171.864 0.05910 363.932 0.06397 134.637
Race
White . . ...... .. ... 0.00212 298.564 0.00329 £99.597 0.00426 80.500
Black . . . .. .. e 0.00537 264.999 0.00838 291.219 0.01044  52.381
Allother . . . ... ... . v 0.02899 119.661 0.04485 150.121  0.04866 59.007
Notstated . . ........... ... .. ... 0.02252 226.201 0.02914 634.529 0.00357 44,250

NOTE. The relative standard error (RSE) for an estimate (X) can be determined from the equation RSE(X) = Vg +5/ X.

estimates being compared. A lack of
comment on the difference between
any two estimates does not mean that
the difference was tested and found
not to be significant.

Definition of terms

Terms relating to
sources of payment

Private insurance —Health
insurance provided by nongovernment
sources, such as insurance companies,
private industry, and philanthropic
organizations.

Medicare (Title XVIII) — A
nationwide health program providing
health insurance protection,
regardless of income, to people 65
years of age and over, people eligible
for Social Security disability payments
for more than two years, and people
with end-stage renal disease.

Medicaid — A joint Federal-State
welfare program available in virtually
all States that provides benefits for
low-income persons. Each State has
its own criteria for qualification as
“low income.”

Other government payments —
Government payments other than
those through the Medicare or
Medicaid programs, such as Workers’
Compensation (a program designed
to enable employees injured on the
job to receive financial compensation
regardless of fault), payments made
under the Title V Program, and the
Civilian Health and Medical Program
for the Uniformed Services
(CHAMPUS, which provides
coverage for civilian medical care for
family members of active-duty
uniformed service personnel and for
retired uniformed service personnel
and their families).

Self-pay — A form of hospital
payment in which the major share of
the total cost is paid by the patient or
the patient’s spouse, family, or next
of kin.

No charge — A situation where
medical services are provided free of
charge by the hospital. This category
includes hospital-sponsored welfare,
donated staff services, and hospital-
sponsored special research.
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Other payments — All other
nonprofit sources of payment such as
church welfare, the United Way
(United Appeal), or the Shriners
Crippled Children Services.

Terms relating to
hospitalization

Hospitals — All hospitals with an
average length of stay for all patients
of less than 30 days; hospitals whose
specialty is general (medical or
surgical) or children’s general are
eligible for inclusion in the NHDS,
with the exception of Federal
hospitals, hospital units of
institutions, and hospitals with fewer
than 6 beds staffed for patients’ use.

Patient— A person formally
admitted to the inpatient service of a
short-stay hospital for observation,
care, diagnosis, or treatment. The
terms “patient,” “inpatient,” and
“discharge” are used here
synonymously.

Newborn infant— A patient
admitted by birth to a hospital.

Discharge —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.
The terms “discharge,” “patient,”
and “inpatient” are used here
synonymously.

Days of care —The number of
patient days accumulated at time of
discharge. A stay of less than 1 day
(patient admission and discharge on
the same day) is counted as 1 day
in the summation of total days of
care. For patients admitted and
discharged on different days, the
number of days of care is computed
by counting all days from (and
including) the date of admission to
(but not including) the date of
discharge.

Average length of stay—The
number of days of care accumulated
by patients during the year divided by
the number of these patients.

Terms relating to
diagnoses

Diagnosis — A disease or injury (or
factor that influences health status
and contact with health services that
is not itself a current illness or injury)
listed on the medical record of a
patient,

Principal diagnosis —The condition
established after study to be chiefly
responsible for occasioning the
admission of the patient to the
hospital for care.

First-listed diagnosis — The coded
diagnosis identified as the principal
diagnosis or that listed first on the
face sheet or discharge summary of
the medical record if the principal
diagnosis cannot be identified. The
number of first-listed diagnoses is
equal to the number of discharges.

Terms relating to
procedures

Procedure — A surgical or
nonsurgical operation, diagnostic
procedure, or special treatment
reported on the medical record of a
patient. The following ICD-9-CM
procedure codes are not used in the
NHDS:

87.09, 87.11-87.12, 87.16-87.17,
87.22-87.29, 87.39, 87.43-87.49, 87.85,
87.89, 87.92, 87.95, 87.99, 88.09, 88.16,
88.19, 88.21-88.29, 88.31, 88.33, 88.35,
88.37, 88.39, 85.01-89.09, 89.11-89.13,
89.15-89.16, 89.26, 89.29, 89.31,
89.33-89.39, 89.7-89.8, 90.01-90.99,
91.01-91.99, 93.01-93.09, 93.11-93.19,
93.21-93.25, 93.27-93.28, 93.31-93.39,
93.61-93.67, 93.71-93.78, 93.81-93.89,
94.01-94.19, 94.21-94.23, 94.29,
94.31-94.39, 94.41-94.49, 94.51-94.59,
95.01-95.03, 95.05~95.09, 95.14-95.15,
95.31-95.36, 95.41-95.48, 96.11-96.19,
96.26-96.28, 96.34-96.39, 96.41-96.48,
96.51-96.59, 96.6, 97.01-97.04,
97.14-97.16, 97.21-97.29, 97.31-97.39,
97.41-97.49, 97.51-97.59, 97.61-97.69,
97.72-97.79, 97.81-97.87, 97.89,
99.12-99.14, 99.16-99.18, 99.26-99.29,
99.31-99.39, 99.41-99.48, 99.51-99.59.

All-listed procedures —Includes up
to four procedures listed on the face
sheet of the medical record.

Surgical operations — All
procedures except those listed under
“nonsurgical procedures.”

Nonsurgical procedures —
Procedures generally not considered
to be surgery. These include
diagnostic endoscopy and
radiography, radiotherapy and related
therapies, physical medicine, and
rehabilitation. The following
ICD-9-CM codes identify nonsurgical
procedures:

01.18-01.19, 03.31, 03.39, 04.19, 05.19,
06.19, 07.19, 08.19, 09.19, 09.41-09.49,
10.29, 11.29, 12.29, 14.29, 15.09, 16.21,
16.29, 18.01, 18.11, 18.19, 20.31, 20.39,
21.00-21.02, 21.21, 21.29, 22.19, 24.19,
25.09, 26.19, 27.29, 28.19, 29.11, 29.19,
31.41-31.42, 31.48-31.49, 33.21-33.23,
33.29, 34.21-34.22, 34.28-34.29,
37.26-37.27, 37.29, 38.29, 39.95, 40.19,
41.38-41.39, 42.22-42.23, 42.29,
44.11-44.13, 44.19, 45.11-45.13, 45.19,
50.19, 51.10-51.11, 51.19, 52.19, 54.21,
54.29, 55.21-55.22, 55.29, 56.31, 56.35,
56.39, 57.31-57.32, 57.39, 57.94-57.95,
58.21-58.22, 58.29, 59.29, 60.18-60.19,
61.19, 69.92, 70.21-70.22, 70.29, 71.19,
73.4, 73.51-73.59, 73.91-73.92,
75.31-75.32, 75.34-75.35, 75.94, 76.19,
78.80-78.89, 80.20-80.29, 81.98, 83.29,
84.41-84.43, 84.45-84.47, 85.19, 86.19,
86.92, 87-99.

Demographic terms

Age—Patient’s age at birthday.

Race —Patients are classified into
three groups: white, black, and all
other (with “all othér” including all
categories other than white or black).

Geographic region —Hospital’s
location; one of four regions of the
Uhnited States as defined by the U.S.
Bureau of the Census.

States included
Maine, New Hampshire,
Vermont, Massachusetts,

Rhode Island,
Connecticut,

Region
Northeast
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Midwest

South

West

New York, New Jersey,
and Pennsylvania

Michigan, Ohio, Illinois,
Indiana, Wisconsin,
Minnesota, Iowa,
Missouri, North Dakota,
South Dakota, Nebraska,
and Kansas

Delaware, Maryland,
District of Columbia,
Virginia, West Virginia,
North Carolina, South
Carolina, Georgia,
Florida, Kentucky,
Tennessee, Alabama,
Mississippi, Arkansas,
Louisiana, Oklahoma,
and Texas

Montana, Idaho,
Wyoming, Colorado, New
Mexico, Arizona, Utah,
Nevada, Washington,
Oregon, California,
Hawaii, and Alaska

*U.S. Government Printing Office: 1995 — 386-952/20015
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SERIES 13.

Programs and Collection Procedures—These reports
describe the data collection programs of the National Center
for Health Statistics. They include descriptions of the methods
used to collect and process the data, definitions, and other
material necessary for understanding the data.

Data Evaluation and Methods Research—These reports
are studies of new statistical methods and include analytical
techniques, objective evaluations of reliability of collected
data, and contributions to statistical theory. These studies also
include experimental tests of new survey methods and
comparisons of U.S. methodology with those of other
countries.

Analytical and Epidemiological Studies—These reports
present analytical or interpretive studies based on vital and
health statistics. These reports canry the analyses further than
the expository types of reports in the other series.
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registration laws and revised birth and death certificates.

International Vital and Health Statistics Reports—These
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present other international data of relevance to the health
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Cognition and Survey Measurement—These reports are
from the National Laboratory for Collaborative Research in
Cognition and Survey Measurement. They use methods of
cognitive science to design, evaluate, and test survey
instruments.

Data From the National Health Interview Survey—These
reports contain statistics on illness; unintentional injuries;
disability; use of hospital, medical, and other health services;
and a wide range of special current health topics covering
many aspects of health behaviors, health status, and health
care utilization. They are based on data collected in a
continuing national household interview survey.

Data From the National Heaith Examination Survey, the
National Health and Nutrition Examination Surveys, and
the Hispanic Health and Nutrition Examination Survey—
Data from direct examination, testing, and measurement on
representative samples of the civilian noninstitutionalized
population provide the basis for (1) medically defined total
prevalence of specific diseases or conditions in the United
States and the distributions of the population with respect to
physical, physiological, and psychological characteristics, and
(2) analyses of trends and relationships among various
measurements and between survey periods.

Data From the Institutionalized Population Surveys—
Discontinued in 1975. Reports from these surveys are
included in Series 13.

Data From the National Health Care Survey—These
reports contain statistics on health resources and the public’s
use of health care resources including ambulatory, hospital,
and long-term care services based on data collected directly
from health care providers and provider records.
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SERIES 20.

SERIES 21.

SERIES 22.

SERIES 23.

SERIES 24.

Data on Health Resources: Manpower and Facilities—
Discontinued in 1990. Reports on the numbers, geographic
distribution, and characteristics of health resources are now
included in Series 13.

Data From Special Surveys—These reports contain
statistics on health and health-related topics collected in
special surveys that are not part of the continuing data
systems of the National Center for Health Statistics.

Compilations of Advance Data From Vital and Health
Statistics—Advance Data Reporis provide early release of
information from the National Center for Health Statistics’
health and demographic surveys. They are compiled in the
order in which they are published. Some of these releases
may be followed by detailed reports in Series 10-13.

Data on Mortality—These reports contain statistics on
mortality that are not included in regular, annual, or monthly
reports. Special analyses by cause of death, age, other
demographic variables, and geographic and trend analyses
are included.

Data on Natality, Marriage, and Divorce—These reports
contain statistics on natality, marriage, and divorce that are
not included in regular, annual, or monthly reports. Special
analyses by health and demographic variables and
geographic and trend analyses are included.

Data From the National Mortality and Natality Surveys—
Discontinued in 1975. Reports from these sample surveys,
based on vital records, are now published in Series 20 or 21.

Data From the National Survey of Family Growth—
These reports contain statistics on factors that affect birth
rates, including contraception, infertility, cohabitation,
marriage, divorce, and remarriage; adoption; use of medical
care for family planning and infertility; and related maternal
and infant health topics. These statistics are based on
national surveys of childbearing age.

Compilations of Data on Natality, Mortality, Marriage,
Divorce, and Induced Terminations of Pregnancy—
These include advance reports of births, deaths, marriages,
and divorces based on final data from the National Vital
Statistics System that were published as supplements to the
Monthly Vital Statistics Report (MVSR). These reports provide
highlights and summaries of detailed data subsequently
published in Vital Statistics of the United States. Other
supplements to the MVSR published here provide selected
findings based on final data from the National Vital Statistics
System and may be followed by detailed reports in Series 20
or21.

For answers to questions about this report or for a list of reports published
in these series, contact:

Data Dissemination Branch

National Center for Health Statistics
Centers for Disease Control and Prevention
Public Health Service

6525 Belcrest Road, Room 1064
Hyattsville, MD 20782

(301) 436-8500
E-mail: nchsquery@nch10a.em.cdc.gov
Intemet: http://www.cdc.gov/nchswww/nchshome.htm
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