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Advance

Data

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

Recent Trends in Adolescent Smoking, Smoking-Uptake
Correlates, and Expectations About the Future

by Abigail J. Moss and Karen F. Allen, M.B.A,, Division of Health Interview Statistics, National Center for Health
Statistics, and Gary A. Giovino, Ph.D., Office on Smoking and Health, Centers for Disease Control and Prevention,
and Sherry L. Mills, M.D., M.P.H., National Cancer Institute, National Institutes of Health

Highlights

In 1989, the National Center for
Health Statistics (NCHS) conducted
the National Health Interview Survey
(NHIS) on Teenage Attitudes and
Practices (TAPS), a national survey
of adolescents interviewed about their
use of tobacco. Among the findings
are the following highlights:

e About 1.7 million youths had
smoked a whole cigarette before
their 12th birthday. An estimated
3.7 million U.S. teenagers
(16 percent) were current
cigarette smokers. An additional
6.8 million teenagers (29 percent)
had experimented with cigarettes.

® Among 16-18-year-olds, about
60 percent were either currently
smoking (25 percent) or had
experimented with cigarettes
(34 percent). About the same
proportions of boys and girls
reported that they currently
smoked.

® Proportionately more black
teenagers (63 percent) than white
teenagers (52 percent) said that
they had never smoked.

Teenagers were three times more
likely to smoke (37 percent) if
their parents and at least one
older sibling smoked than if no
one in the household smoked

(12 percent).

Teenagers with no best friends of
the same sex who smoked seldom
smoked (about 3 percent).
However, almost half of those
with at least two best friends who

smoked were smokers themselves.

About 40 percent of teenagers
who smoked reported using
cigarettes daily. Proportionately,
twice as many white teenage
smokers smoked every day

(42 percent) as did black
adolescent smokers (22 percent).
About one in five 16-18-year-olds
who smoked averaged at least 20
cigarettes per day.

About three teenagers in four
who were current smokers (2.7
million adolescents) had made at
least one serious attempt to quit
smoking cigarettes. Ninety-two
percent of all adolescents did not
expect to be smoking 1 year later.

Background

Over the past 25 years, cigarette
smoking practices of U.S. adolescents
have undergone a number of marked
changes. In 1968, 17 percent of
teenage boys and 10 percent of
teenage girls 12-18 years of age
reported smoking cigarettes regularly
or occasionally (1). In 1974, while the
proportion of boys who smoked
remained virtually unchanged
(16.3 percent), there was about a
60-percent increase in the proportion
of teenage girls who smoked
(15.9 percent). That year marked the
first time the percentages of girls and
bovs who smoked were about the
same. Between 1974 and 1979, a
decrease in cigarette smoking rates
was observed among both sexes, but,
because the rate of decline was
greater among teenage boys, the
percent of girls who smoked actually
exceeded that of boys (13 percent
compared with 11 percent) (2-5).
Throughout most of the 1980’s, the
percentages of teenagers who smoked
remained fairly stable, though,
according to some surveys, more
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teenage girls smoked than did
teenage boys. It now appears,
however, that teenage smoking levels
are similar for both sexes (6,7).

Even with the vast body of
information now available regarding
the adverse effects of cigarette
smoking and recent efforts to
encourage smokers to quit and young
people not to start, cigarette smoking
continues to appeal to millions of
teenagers. In fact, teenagers are
beginning to smoke at younger ages,
with the age of initiation decreasing
especially among girls (6).
Furthermore, teenage smoking tends
to establish habits leading to
subsequent adult addiction, which, in
turn, often leads to significant
morbidity and premature death.

This report contains estimates of
adolescent tobacco-use patterns
derived from the National Center for
Health Statistics’ 1989 Teenage
Attitudes and Practices Survey
(TAPS).

Data and Methods

In 1989, the National Center for
Health Siatistics (NCHS), in
collaboration with the Centers for
Disease Control Office on Smoking
and Health (OSH) and the National
Cancer Institute (NCI) and as part of
its National Health Interview Survey
(NHIS), conducted the Teenage
Attitudes and Practices Survey
(TAPS). The TAPS was conducted to
provide national household-based
smoking data on teenagers between
the ages of 12 and 18. In addition to
providing updated and detailed
estimates of adolescent smoking
practices, the TAPS also was
designed to provide a data base for
collecting longitudinal data on future
smoking behaviors of TAPS
adolescents.

Prior to the TAPS, the last
national household-based survey
focused primarily on teenage smoking
practices was conducted in 1979 by
telephone by Chilton Research
Services for the U.S. Department of
Health, Education, and Welfare (1).
More recent national estimates of
teenage smokers are available from
school-based surveys from the

National Institute on Drug Abuse
(NIDA) (University of Michigan 1991
Monitoring the Future Project) and
the Youth Risk Behavior Surveys
(YRBS) (7,8). These estimates
excluded high school dropouts and
teenagers with high absentee records,
two population groups at greatest risk
to smoke (9). Further, many details
about teenage smoking behavior
contained in the TAPS were not
included in these surveys.

The TAPS sampling frame
consisted of all teenagers between the
ages of 12 and 18 (on November 1,
1989) who resided in households
interviewed for the NHIS during the
last two quarters of 1988 and the first
two quarters of 1989. The final
TAPS-cligible sample contained
12,097 adolescents. Of that number,
9,965 (about 82 percent) were
subsequently interviewed. All figures
presented in this report were based
upon these sample persons and were
weighted to produce national
estimates.

Data were primarily collected
with computer-assisted telephone
interviews (CATI). However, mail
questionnaires were also used for
those teenagers who could not be
reached by telephone (that is, those
living in homes without telephones,
those with unknown telephone
numbers, and those whose telephones
were not answered). By necessity, the
mail questionnaire represented an
abbreviated version of the CATI and
did not contain all of the questions
asked in the telephone interview.

The technical notes in this report
contain more detailed descriptions of
the sample design, response rates,
data collection procedures employed,
and the definitions of certain terms.

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.

Included in this report are
estimates of the number and percent
distribution of adolescents in the
United States according to their

current smoking practices (table 1).
The adolescent smoking status
categories used to classify adolescents
were: “never smoked” (subdivided by
future expectations in regard to
smoking, that is, “no intention” or
“may smoke”), “experimenter,”
“former smoker,” and “current
smoker” (characterized as “heavy,”
“light,” and “occasional’”’), These
categories are described more fully in
the technical notes. Tables 2, 3, and 5
contain data that characterized
current smokers’ past and current
smoking practices, including number
of days they smoked in the past
month; average number of cigarettes
smoked per day, per weekday, and
per weekend day; and number of quit
attempts. Table 4 contains figures on
predicted future smoking practices of
teenagers (that is, whether or not
they reported they expected to be
smoking 1 year from the interview).
Table 6 includes estimates of ages
adolescents reported smoking their
first whole cigarette. Table 7 contains
estimates for several known correlates
of adolescent smoking-uptake
behavior, including smoking practices
of other household members and best
friends of the same sex (3,4,10-20),
and participation in organized
physical activities (20,21). In table 8,
data are presented according to
several school-related smoking-uptake
correlates, including type of student,
attitude toward school, and school-
skipping occurrence (14,20-23). In
table 9, estimates are presented for
four types of risk-taking behavior
(24,25): fighting in the past year,
riding a motorcycle or minibike,
riding with a drunk driver or someone
on drugs, and enjoyment of risk-
taking activities. Data on several
measurements of smoking knowledge
and beliefs are presented in table 10.

Findings

Prevalence of teenage smokers

Table 1 contains estimates of the
number and percent distribution of
adolescents in the United States
according to their current smoking
practices. These estimates are shown
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by the following demographic and
socioeconomic indicators: sex, age,
race, Hispanic origin, family income,
poverty status, highest level of
education attained by family,
geographic region, and place of
residence. Results from the Teenage
Attitudes and Practices Survey
(TAPS), as stated earlier, were
representative of all U.S. teenagers
12-18 years of age.

In 1989, an estimated 3.7 million
teenagers (16 percent) were current
cigarette smokers (table 1). About
the same proportions of boys and
girls reported that they currently
smoked. This trend was noted
regardless of age. For the TAPS, a
“current” smoker was defined as
someone who smoked any time within
30 days of the date of the interview.
An additional 6.8 million teenagers
(29 percent) had experimented with
cigarettes. “Experimenters” included
teenagers who had ever tried
cigarette smoking but had smoked
fewer than 100 cigarettes and had not
smoked any cigarettes in the past 30
days. While only 4 percent of 12- and
13-year-olds were current smokers, an
additional 21 percent of adolescents
at those ages reported having
experimented with cigarettes. Among
16-18-year-olds, about 60 percent
were either currently smoking
(25 percent) or had experimented
with cigarettes (34 percent).

Experimentation with cigarettes
among adolescents appears to have
occurred with about the same
frequency, regardless of gender, race,
or ethnicity. However, among the
youngest adolescents, more boys
reported experimenting with
cigarettes than did girls (24 percent,
compared with 18 percent).

Proportionately more black
teenagers (63 percent) than white
teenagers (52 percent) reported that
they never smoked at all. Teenagers
of Hispanic origin were also
somewhat more likely never to have
smoked (57 percent) than were
non-Hispanic adolescents
(53 percent) (0.10 level of
significance).

Among the youngest group of
teenage smokers, only about one out

of seven was classified as a heavy
smoker. By 16-18 years of age, half of
all teenagers who smoked were heavy
smokers. A “heavy” smoker, by the
TAPS’s definition, was someone who
had smoked at least 10 days in the
past month and averaged 5 or more
cigarettes daily during the past 7

days. Differences were also noted in
smoking levels of teenage boys and
girls, particularly among older
teenagers. Overall, a somewhat higher
proportion of teenage boys who
smoked were heavy smokers

(47 percent, compared with

40 percent of girls who smoked).
Among smokers 16-18 years of age,
55 percent of male smokers and

46 percent of female smokers met
the TAPS heavy-smoker criteria.

Smoking practices of current
teenage smokers

Table 2 provides details about
the teenage smoking practices of
current smokers, measured by the
number of days smoked in the past
month and the average number of
cigarettes smoked daily. Distributions
of cigarette smoking behavior on
weekdays and weekend days are
presented in table 3. Estimates in
tables 2 and 3 are shown by age, sex,
race, and Hispanic origin.

Similar proportions of teenage
male and female smokers smoked on
about the same number of days a
month, but females reported smoking
fewer cigarettes on the days that they
did smoke (table 2).

About 40 percent of teenagers
who smoked reported using cigarettes
daily. Daily cigarette smoking was
directly proportional to the age of the
smoker, from 17 percent among 12-
and 13-year-olds to 48 percent of
those 16-18 years of age.
Proportionately, about twice as many
white teenage smokers smoked every
day as did black teenagers
(42 percent, compared with
22 percent). Hispanic youths who
smoked were also less likely to be
daily smokers (26 percent).

As with daily cigarette
consumption, the average number of
cigarettes smoked by teenagers also
increased with age. Proportionately,

about twice as many smokers 12 and
13 years of age averaged fewer than
five cigarettes a day as did those
between the ages of 16 and 18

(64 percent, compared with 32
percent). No teenagers in the
youngest age group averaged 20
cigarettes or more a day, but about 1
in 5 teenagers 16-18 years of age who
smoked reported smoking at this
level.

Among the youngest smokers,
boys and girls smoked at similar
levels: about 90 percent of each
gender averaged fewer than 10
cigarettes daily on the days they did
smoke. However, older adolescent
girls who smoked consumed fewer
cigarettes on the days they did smoke
than did their male counterparts. For
example, whereas about one-fourth of
male 16-18-year-olds who smoked
averaged 20 cigarettes or more a day,
only about 15 percent of females
16-18 years old reported smoking at
this level.

In patterns similar to those seen
in adults, black adolescents smoked
on fewer days and averaged fewer
cigarettes per day than did white
adolescent smokers. Proportionately,
about twice as many white teenage
smokers smoked every day
(42 percent) as did black adolescent
smokers (22 percent). About half of
black female adolescent smokers
reported using cigarettes from 1 to 4
days in the past month compared
with 23 percent of white fernale
teenagers. Similarly, Hispanic youths
also smoked less often and smoked
fewer cigarettes on average than did
non-Hispanic teenagers who smoked.
Almost 60 percent of Hispanic
adolescent smokers averaged fewer
than five cigarettes a day, compared
with about 36 percent of
non-Hispanic teenage smokers who
reported smoking fewer than five
cigarettes a day.

Overall, teenage smokers appear
to smoke slightly more on weekend
days than on weekdays: 20 percent
reported smoking 20 cigarettes or
more per weekend day, compared
with 16 percent for weekdays
(table 3). However, on average, only
slight variations are seen between the
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estimates presented in this table for
teenagers’ weekday smoking levels
and those for weekends, and some of
the observed differences may be due
to sampling variation.

Expected smoking behavior and
quit attempts

When adolescents were asked
whether they thought they would be
smoking 1 year later, 92 percent
answered “no” (table 4). Among
current smokers, proportionately
twice as many adolescents 16-18
years of age predicted future smoking
(45 percent) as did adolescents 12-13
years of age (20 percent). Black
teenagers who currently smoked were
more optimistic about smoking
cessation than were their white
counterparts (24 percent and
45 percent, respectively, predicted
smoking the next year).

There was also a direct
relationship between the percent of
smokers expecting still to be smoking
in 1 year and the amount currently
smoked. Only 16 percent of
*occasional” smokers (those who had
smoked 1-9 days in the previous 30
days) predicted smoking 1 year later.
However, 46 percent of “light”
smokers and 66 percent of “heavy”
smokers said they would be still
smoking in 1 year. For the TAPS
definition, both light and heavy
smokers had smoked 10 or more days
in the previous 30 days; however,
light smokers averaged fewer than 5
cigarettes daily in the past week, and
heavy smokers averaged 5 cigarettes
or more a day. Less than 1 percent of
teenagers who had never smoked
predicted becoming a smoker within
the year.

Table S contains estimates of
unsuccessful attempts to quit smoking
among current adolescent smokers,
classified by age, sex, race, and
Hispanic origin. About three
teenagers in four who currently
smoked (2.7 million adolescents) had
made at least one serious attempt to
quit smoking cigarettes. For more
than half of these teenagers, the
attempt(s) took place in the 6 months
preceding the TAPS interview.
Furthermore. regardless of age, sex,

or race, estimates revealed that the
adolescent smokers who had tried to
quit outnumbered those who had not,
ranging from 66 percent of black
male smokers to 84 percent of 12-
and 13-year-old boys who smoked.

The percent of teenage smokers
who made at least one attempt to
quit smoking in the previous 6
months decreased from 73 percent of
12- and 13-year-olds to 52 percent of
16-18-year-olds. Similarly,
proportionately fewer teenagers 16-18
years of age reported ever attempting
to quit (73 percent, compared with
82 percent of youngest smokers).

Smoking initiation

Table 6 presents estimates of
adolescents’ reported ages for
smoking their first whole cigarette by
age, sex, race, and Hispanic origin.
About 1.7 million youths had smoked
a whole cigarette before their 12th
birthday. Boys were somewhat more
likely to have smoked their first whole
cigarette at a younger age. By the age
of 14, however, gender differences
had disappeared.

While similar proportions of
black, white, and Hispanic adolescent
girls reported first smoking at a given
age, white and non-Hispanic male
adolescent smokers tended to smoke
their first cigarette somewhat earlier
than did their black and Hispanic
male counterparts. For example,

44 percent of white male adolescent
smokers between 16 and 18 years of
age had smoked by age 13, compared
with about 31 percent of black males.
Similarly, Hispanic boys were more
likely to have had their first whole
cigarette at an older age than were
non-Hispanic boys. Of teenagers
16-18 years of age, 32 percent of
Hispanic males had smoked by 12
years of age, compared with

43 percent of non-Hispanic males.

Correlates of smoking uptake

Tables 7-9 present estimates of
adolescents’ current and expected
smoking behavior, according to
variables that appear to be associated
with teenage smoking practices.
Estimates for all of the measures in

tables 7-9 described above are shown
by age and sex.

Adolescents living in households
where no one smoked were the least
likely to smoke (table 7). Among this
group, about 61 percent of teenagers
had never smoked, and only
12 percent currently smoked.
Teenagers were three times more
likely to smoke (37 percent) if their
parents and at least one older sibling
smoked than if no one in the
household smoked (12 percent).

The smoking practices of older
brothers or sisters living at home
were more closely associated with
teenager smoking than was parental
smoking. Thirty percent of
adolescents reported currently
smoking in homes where only older
siblings smoked, compared with
15 percent of teenagers from homes
where only their parents smoked.

The TAPS included a question to
determine the number of best friends
of the same sex who smoked. As
expected, the smoking patterns for
both teenage boys and girls were
highly correlated with the smoking
practices of their closest friends.
Teenagers with no best friends of the
same sex who smoked seldom smoked
(about 3 percent). However, almost
half of adolescents with at least two
best friends who smoked were
smokers themselves.

The relationship adolescents had
with their parents, as measured by
whether teenagers talked to them
about serious problems, was
associated with smoking status.
Among teenagers who said that they
discussed serious problems with their
parents, only 11 percent currently
smoked. In contrast, proportionately
more than twice as many teenagers
who confided only with friends—and
not with a parent, other relative, or
another adult—were smokers
(23 percent).

Another correlate of adolescent
smoking is the level of involvement in
organized activities, including
athletics (20,21). Proportionately,
almost twice as many teenagers who
did not participate in organized team
sports currently smoked (21 percent)
as did teenagers involved in
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competitive sports activities

(12 percent). Involvement in sports
was not found to be a determining
factor, however, for young
adolescents.

Dramatic differences in teenage
smoking practices were also found
among adolescents through self-
reported school performance ratings
and attitudes toward school. Of
adolescents who classified themselves
as “above average” students, only
10 percent currently smoked; in
contrast, 44 percent of “below
average” students smoked (table 8).
Similarly, proportionately about three
times as many adolescents who
reported not liking school very much
were current smokers (35 percent) as
were teenagers who said that they
liked school a lot (11 percent).

There also appeared to be a
direct relationship between the
number of unsupervised hours
adolescents were left at home before
and after school and their current
smoking behavior. About twice as
many teenagers who were left alone
for 15 hours or more a week currently
smoked as teenagers who were never
without adult supervision (18 percent,
compared with 8 percent).

Several data items were obtained
in the TAPS to identify adolescents
who might be considered prone to
problems. Two items of this type are
shown in this report: skipping any full
days from school in the previous 2
weeks and physical fighting in the
previous year with someone other
than a family member. Adolescents
who participated in certain kinds of
risk-taking behavior were identified in
the TAPS, and data for three of these
items are also shown: whether they
had ridden a motorcycle or minibike
in the previous year, if they had
ridden with a driver in the past
month who had used alcohol or
drugs, and if they agreed that “I get a
kick out of doing things every now
and then that are a little risky or
dangerous.”

Proportionately, about twice as
many adolescents who skipped school
were current smokers (38 percent) as
youths who had not (17 percent).
This 2-to-1 ratio was also found for 3

of the 4 risk-taking behaviors
mentioned previously. That is,
compared with other teenagers,
proportionately about twice as many
youths who smoked had been in
fights, had ridden a motorcycle or
minibike, or enjoyed risky activities
now and then (table 9). For the
fourth measure, proportionately,
more than three times as many
teenagers who had ridden with a
driver who used alcohol or drugs
currently smoked (43 percent) as
teenagers who did not report this
activity (12 percent).

Smoking knowledge and beliefs

The TAPS questionnaire
contained a series of questions to
assess teenagers’ knowledge and
beliefs about cigarette addiction,
health risks associated with cigarettes,
and perceived benefits from smoking.
Table 10 contains data for a few of
these indicators by age and sex.

The TAPS interview ascertained
whether teenagers had ever taken a
class or course at school in which the
health risks of smoking were
discussed. About the same proportion
of teenagers who said they had taken
a course of this type were currently
smoking as were teenagers who had
not taken a class where health risks
were discussed.

Similarly, TAPS polled teenagers
about recent media exposure —
through television, radio, newspapers,
or magazines —to information on the
health risks of smoking, and the
findings parallel those of classroom
exposure. Among teenagers the
percentage of smokers was the same
regardless of whether they had
recently seen, heard, or read
materials about the adverse effects of
smoking (16 percent).

While similarities in teenage
smoking practices were found
regardless of their reported exposure
to information on the health risks
associated with cigarette smoking,
teenagers’ perception of derived
benefits and some common myths
about smoking reveal substantial
differences in smoking behavior.
These findings were illustrated by the
following three TAPS statements with

which respondents agreed or
disagreed: 1) “it’s safe to smoke for 1
or 2 years,” 2) “cigarettes help people
relax,” and 3) “smoking helps keep
weight down.”

Teenagers who assigned positive
attributes to cigarettes were 2-4 times
more likely to be smokers as were
other adolescents. For example, about
one-third of adolescents who said that
cigarettes help people relax were
smokers. In contrast, of teenagers
who disagreed with this statement,
only 9 percent smoked. Among those
who said it was safe to smoke for 1 or
2 years, almost half (46 percent)
smoked, compared with 13 percent of
the teenagers who did not agree with
this statement.

Discussion

Even infrequent experimentation
with cigarette smoking among
adolescents has been found to
increase the likelihood of becoming a
smoker in adulthood by a factor of
16, compared with adolescents who
had never tried smoking (26).
According to the Teenage Attitudes
and Practices Survey (TAPS),
experimentation with cigarettes
occurred with about the same
frequency among adolescents
regardless of gender, race, or
ethnicity. However, among the
youngest adolescents interviewed,
more boys reported experimenting
with cigarettes than did girls, a
finding that was reported in another
study (10). The TAPS results also
showed that about the same
proportions of boys and girls in each
age group reported that they
currently smoked, and these findings
were similar to those of other recent
national and smaller surveys.

With levels of morbidity and
mortality as criteria, cigarette
smoking has been called the most
serious and widespread form of
addiction in the world (27). One way
to observe the habit-forming
properties of cigarette smoking is to
compare the smoking levels of
preadolescent and older teenage
smokers. According to the TAPS,
among the youngest group of teenage
smokers, only about one out of seven
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was a “‘heavy smoker.” By 16-18
years of age, however, half of all
teenagers who smoked were “heavy
smokers,” by the TAPS criteria.

When the smoking habits of
teenage smokers were compared with
those of adult smokers (that is,
frequency of smoking and number of
cigarettes smoked), teenage smoking
was, by comparison, “light” (28).
Even so, about 40 percent of
teenagers who smoked reported using
cigarettes daily. Daily cigarette
smoking was directly proportional to
the age of the smoker. As with daily
cigarette consumption, the average
number of cigarettes smoked by
teenagers also increased with age.
Whereas virtually no teenagers in the
youngest age group averaged 20
cigarettes or more a day, about 1in 5
smokers 16-18 years of age reported
smoking at these levels. The increases
found in the frequency of daily
smoking and average numbers of
cigarettes smoked daily among
teenagers by age group further reflect
the addiction known to result from
the use of tobacco products over time
(6).

The TAPS finding that the vast
majority of teenagers (92 percent)
did not expect to be smoking in 1
year parallels those of other studies
conducted in the late 1960’s and
1970’s in which about 9 out of 10
teenagers did not expect to be
cigarette smokers 5 years later (1,5).
Given the substantial body of
evidence establishing that cigarettes
and other forms of tobacco are
addictive (6), these expected
behaviors about future smoking reveal
most adolescent smokers’ naivete
about difficuities encountered when
attempting to quit. Nonetheless,
teenagers and aduits who smoke are
likely to experience similar
withdrawal symptoms (29), so
cessation is no easier for young
smokers than for their older
counterparts.

Other studies also have found
that the best predictor of adolescents’
future smoking was their previous or
current smoking behavior (11,32,33).
The TAPS finding that teenage quit
attempts decreased with age

(73 percent of 12- and 13-year-olds
had made at least one attempt to quit
smoking in the previous 6 months,
compared with 52 percent of
teenagers 16~18 years old) may, in
part, have reflected a gradual
realization that their cessation
attempts would be unsuccessful. The
TAPS also estimated that only about
342,000 adolescents (1.5 percent of
U.S. teenagers who ever smoked) had
quit successfully. If expected smoking
behaviors were to reflect actual future
smoking, particularly among
teenagers who currently smoked,
more than 50 percent of current
adolescent smokers would have to
have quit.

It is widely recognized that
preventing the onset of smoking in
adolescence (and early adulthood) is
the best means to eliminate smoking-
induced illness (32). Furthermore,
children who begin to smoke at a
young age are more likely to consume
more cigarettes daily than those who
start later in life (33). Children 4-10
vears of age represent the most
impressionable age group where
appropriately designed and repetitive
antismoking campaigns may be
especially important (34). Given that
the age of smoking initiation has
declined over time, particularly
among women (6), and that about 1.7
million youths have smoked a whole
cigarette before their 12th birthday,
these and other TAPS findings
support other recent
recommendations that antismoking
education start before the age of 9
(35).

Consistent with findings from
other surveys (6), TAPS results found
that, up to the age of 14, boys were
somewhat more likely to smoke their
first whole cigarette at an earlier age
than were girls. Also, other recent
study resulits were replicated by the
TAPS finding that, for the most part,
white teenagers were more likely to
smoke their first cigarette at an
earlier age than were black teenagers
(6).

The TAPS also found that black
and Hispanic adolescents smoked on
fewer days and averaged fewer
cigarettes per day than did white and

non-Hispanic adolescent smokers and
were more likely never to be smokers.
Cigarette advertising campaigns are
now targeting these specific minority
groups in recognition of this potential
“untapped” cigarette-smoking market
(36).

The TAPS findings revealed that
older adolescent girls who smoked
consumed fewer cigarettes on the
days they did smoke than did their
male counterparts. Another study has
suggested that females experience
greater social pressures to smoke
than do boys but have a higher
sensitivity to nicotine, which is
resolved by smoking both at lower
levels and choosing low nicotine
cigarettes (37).

Both current and future smoking
practices among teenagers are greatly
influenced by the smoking practices
of persons with whom these young
people are most often in contact:
parents, brothers, sisters, and friends
(3,4,10-20). Findings from previous
studies differ somewhat as to which
group or combination of groups
provides the best predictors of
adolescent smoking. However, with
few exceptions, studies consistently
have found that teenagers who smoke
are more likely to have friends,
siblings, and parents who smoke. The
TAPS results parallel these findings.
Adolescents who lived in households
where no one smoked were the least
likely to be smokers themselves.
Teenagers were three times more
likely to smoke if their parents and at
least one older sibling smoked than if
no one in the household smoked.

Studies have also found that
smoking is positively correlated with
the use of alcohol and other drugs,
with escalation from cigarettes to
alcohol the most prevalent pattern
found (38,39). Certain types of risk-
taking behavior, such as drug and
alcohol use, also have been shown to
be predictive of smoking uptake
(24,25). Findings from a recent study
that concluded that problem-prene
youths are most likely to smoke (40)
were also demonstrated in the TAPS
results. Teenage smoking practices
varied markedly among adoiescents,
based on self-reported school
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performance ratings and attitudes
toward school. Proportionately, four
times as many adolescents who
classified themselves as below average
students smoked as above average
students, those who reported not
liking school very much were three
times as likely to be current smokers
as those who liked school a lot, and
twice as many adolescents who
skipped school were current smokers
as other youths. For three other
troublesome behaviors —youths who
smoked had been in fights, ridden a
motorcycle or minibike, or enjoyed
risky activities now and then—this
same 2-to-1 ratio occurred. Similarly,
teenagers who had ridden with a
driver who used alcohol or drugs
were three times more likely to
smoke as were other teenagers.

The TAPS attempted to assess
teenagers’ knowledge and beliefs
about cigarette addiction, health risks
associated with cigarettes, and
perceived beneficial results from
smoking through a series of detailed
questions. The TAPS also assessed
whether teenagers had ever taken a
class or course at school in which the
health risks of smoking were
discussed or whether they had been
exposed recently to the adverse
effects of smoking through television,
radio, newspapers, or magazines.
Unfortunately, the TAPS
questionnaire did not obtain details
about the school course curriculum or
media exposure to enable further
analysis of the TAPS result that
showed similar estimates of teenage
smokers regardless of their exposure
to these “smoking education™ efforts.
Somewhat contradictory results have
also been presented in other studies
regarding the effectiveness of
educational efforts in reducing
smoking among youths (12,37,38,41).

Other TAPS results showed that
teenagers who perceived smoking to
be beneficial —helped keep weight
down or helped people relax, for
example —were 2-4 times more likely
to smoke than were adolescents who
did not attribute benefits to smoking.
Nevertheless, from these and other
TAPS findings presented in this
report, it appears that continued

educational efforts are still needed to
further sensitize teenagers to the
health risks assocjated with smoking.
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Table 1. Number and percent distribution of teenagers by smoking status, according to selected characteristics: United States, 1989

Never smoked Type of current smoker
Al
All All never No May Experi- Former current
Characteristic statuses smoked’ intention smoke menter smoker  smokers” Heavy Light  Qccasional
Age Number in thousands
Allteenagers®*. . ... ....... 23,528 12,561 10,098 1,615 6,826 342 3,688 1,619 632 1,206
12-13years . ........... 6,567 4,925 3,796 756 1,362 *15 241 *36 *38 145
14-15years . ... ... 0. 6,485 3,566 2,850 493 1,943 81 845 257 184 323
16-18years . ........... 10,476 4,071 3,452 367 3,520 245 2,601 1,326 410 738
Sex and age
Male .................. 12,219 6,299 5,004 867 3,698 209 1,957 919 280 634
12-13years ... ......... 3,391 2,455 1,874 388 800 *10 114 *13 *7 77
14-1Syears . ..., ... ... 3,434 1,855 1,443 291 1,049 62 448 133 73 195
i6-18years ............ 5,394 1.989 1,687 188 1,848 136 1,394 773 190 362
Female................. 11,309 6,263 5,094 748 3,129 133 1,731 700 352 572
12-13years ............ 3,176 2,470 1.922 367 563 *5 127 *23 *22 68
14-15years ............ 3,051 1,711 1,407 202 894 *19 397 124 111 127
16-18years . ........... 5,082 2,082 1,766 178 1,672 109 1,207 553 219 376
Race and sex
White...........ooivun 19,068 9,774 7.978 1.282 5,533 318 3,361 1,530 557 1,067
Male................. 9915 4,910 3,983 672 2,992 199 1,772 861 242 560
Female ............... 9,153 4,864 3.984 610 2,541 120 1,589 €669 314 507
Black . . ... 3,552 2,234 1,695 259 1,068 *9 217 50 *33 113
Male................. 1,814 1.101 790 158 564 *8 130 *40 *15 61
Female ............... 1,738 1,133 905 101 504 *2 87 *10 *18 52
Hispanic origin and sex
Non-Hispanic . . .. ......... 21,243 11,268 9,233 1,342 6,146 318 3,419 1,538 580 1,093
Male................. 11,038 5,623 4,544 725 3.351 200 1.817 876 258 576
Female ............... 10,206 5,645 4,689 617 2,795 116 1,602 661 323 517
Hispanic................ 2,285 1,294 8686 273 681 *25 268 81 51 112
Male................. 1,182 676 461 142 347 *9 139 43 *22 58
Female ............... 1,103 618 405 131 334 *17 129 *39 *29 55
Family income
Under $20000 . .. ......... 5,633 2,948 2,158 404 1,593 8s 950 447 147 280
$20,000-834,999. . . ........ 5,595 2,883 2,332 398 1,748 91 849 378 157 273
$35,0000rmore . . ... ... ... 9,260 5,080 4,311 603 2,577 122 1,465 574 265 528
Poverty status
inpoverty .. ........ .. ... 2,956 1,596 1,083 236 808 *38 468 201 64 159
Notinpoverty. . . .......... 19,091 10,183 8,415 1,255 5,559 293 3,025 1,315 538 896
Highest education level
of family member
lessthan12vyears ......... 3,011 1,533 1,006 267 861 *33 556 300 60 151
2years . . ...... .0 ... 8,894 4,491 3.614 566 2,629 139 1,871 742 282 451
13yearsormore. . ......... 11,544 6,487 5,449 768 3,316 165 1,556 577 287 601
Geographic region
Notheast ............... 4,441 2,390 1,953 269 1,183 66 782 374 105 267
Midwest . ............... 6,123 3,181 2,629 423 1.818 86 1,015 451 184 310
South. . ................ 8,050 4,294 3,357 535 2471 109 1,130 509 176 351
West ............ 0. 4914 2,696 2,160 388 1,354 81 761 285 167 278
Place of residence
MSA. ... ... .. . 17,556 9,472 7.585 1,263 5011 256 2,748 1,245 452 889
NotMSA................ 5972 3,080 2,514 353 1,815 86 940 374 179 317
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Table 1. Number and percent distribution of teenagers by smoking status, according to selected characteristics: United States,
1989—Con.

Never smoked Type of current smoker
All
All All never No May Experi- Former current
Characteristic statuses smoked’ ntention smoke menter smoker  smokers® Heavy Light  Occasional
Age Percent distribution
Allteenagers®®. . . ... ... . ... 100.0 53.6 43.1 6.9 29.2 15 15.7 6.9 27 5.1
12-13vyears .. ........... 100.0 75.3 58.0 11.5 20.8 *0.2 3.7 *0.6 *0.6 2.2
14-15years ............. 100.0 55.4 443 7.7 30.2 1.3 13.1 4.0 29 5.0
16-18years .. ........... 100.0 39.0 33.1 3.5 33.7 2.4 24.9 12.7 3.9 7.1
Sex and age
Male ................... 100.0 51.8 41.1 7.1 30.4 1.7 16.1 7.6 23 5.2
12-13vyears ... .......... 100.0 72.6 55.5 1.5 23.7 *0.3 3.4 *0.4 *0.5 23
14-15years ... .......... 100.0 54.3 42.3 8.5 30.7 1.8 13.1 3.9 2.1 5.7
16-18years .. ........... 100.0 37.1 314 3.5 34.4 25 260 14.4 3.5 6.7
Female.................. 100.0 85.6 45.3 6.6 278 12 154 6.2 3.1 5.1
12-13years . ............ 100.0 78.1 60.7 11.6 17.8 *0.1 4.0 *0.7 *0.7 2.2
14-15years . . ... ...... 100.0 56.6 46.6 6.7 29.6 *0.6 13.1 4.1 3.7 4.2
16-1Byears . ............ 100.0 411 34.8 3.5 33.0 22 23.8 10.9 4.3 74
Race and sex
White. . ................. 100.0 51.5 42.0 6.8 29.1 1.7 17.7 8.1 29 5.6
Male.................. 100.0 48.7 40.4 6.8 30.3 2.0 179 8.7 25 5.7
Female ................ 100.0 53.4 43.7 6.7 27.9 1.3 17.4 7.3 34 5.6
Black . .................. 100.0 63.3 48.0 7.3 30.3 *0.3 6.2 1.4 *09 32
Male.................. 100.0 61.1 43.8 8.7 31.3 *0.4 7.2 2.2 *0.8 3.4
Female ................ 100.0 65.7 52.4 5.9 29.2 *0.1 5.0 *0.6 *1.0 3.0
Hispanic origin and sex
Non-Hispanic . . . ........... 100.0 53.3 43.7 6.3 29.1 1.5 16.2 7.3 2.7 5.2
Male.................. 100.0 51.2 41.3 6.6 30.5 1.8 16.5 8.0 23 52
Female .. .............. 100.0 55.6 46.2 6.1 27.5 1.1 15.8 6.5 3.2 5.1
Hispanic. . ............... 100.0 57.1 382 12.0 30.0 *1.1 11.8 3.6 2.2 4.9
Male.................. 100.0 57.7 39.3 12.2 29.6 *0.7 119 3.6 *1.9 4.9
Female ................ 100.0 56.3 369 11.9 304 .5 11.8 *3.5 *27 50
Family income
Under$20000 ............. 100.0 52.9 38.7 7.2 28.6 1.5 17.0 8.0 2.6 5.0
$20,000-8$34999. . . ......... 100.0 51.8 41.9 71 314 1.6 15.2 6.8 28 4.9
$35,000o0rmore . . ... ... .., 100.0 55.0 46.6 6.5 27.9 13 15.8 6.2 29 5.7
Poverty status
Inpoverty .. .............. 100.0 54.9 37.2 8.1 27.8 *1.3 16.1 6.9 2.2 55
Notinpoverty. . . ........... 100.0 534 44.2 6.6 292 1.5 159 6.9 28 5.2
Highest education level
of family member
lessthan12years .......... 100.0 514 337 9.0 289 *1.1 18.6 10.1 2.0 5.1
12years .. ... .o .. 100.0 50.9 40.9 6.4 29.8 1.6 17.8 84 3.2 5.1
t3yearsormore. . .......... 100.0 56.3 473 6.7 28.8 1.4 13.5 5.0 25 52
Geographic region
Northeast . ............... 100.0 54.1 44.2 6.1 26.8 1.5 17.7 8.5 24 6.0
Midwest . ... ............. 100.0 52.1 43.1 6.9 29.8 14 16.6 7.4 3.0 5.1
South. . ................. 100.0 53.6 419 6.7 30.9 1.4 141 6.4 2.2 4.4
West ......... .. ... ..... 100.0 55.1 44.1 7.9 27.7 1.7 15.6 58 34 5.7
Place of residence
MSA. . ... ...... ... ... 100.0 54.2 43.4 7.2 28.7 1.5 15.7 7.1 26 5.1
NOtMSA. . ............... 100.0 52.1 42.4 5.9 30.6 14 15.8 6.3 3.0 53

Dinciudes unknown mtenvons,
Includes unknown type of current smoker.
3Indudas all other races, unknown family income, unknown povesty status and unknown education.
4Im:h.»::l»s unknown smoking &tatus
5Exl:ludcss unknown smoking status.

NOTE: MSA is metropolitan statistical area.
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Table 2. Percent distribution of teenage current smokers by number of days smoked in the past month and average number of cigarettes
smoked daily, according to selected characteristics: United States, 1989

Days smoked in past month Cigarettes smoked daily
Less than § 5-9 10-29 Every Less 20 or
Characteristic Total’ days days days day TotaP than 5 5-9 10-19 more
Age Percent distributions
All teenage current smokers. . . . . 100.0 24.1 8.7 26.4 40.8 100.0 37.9 20.4 257 16.0
12-13years ............. 100.0 51.9 *8.3 23.3 *16.5 100.0 64.3 *24.6 *110 0.0
14-15years . ............ 100.0 28.4 9.8 34.5 27.3 100.0 555 17.2 23.0 *3.3
16-18years ............. 100.0 200 8.4 24.1 47.5 100.0 31.6 211 27.2 20.1
Sex and age
Male ............ . ... 100.0 239 85 26.6 41.0 100.0 339 19.3 27.6 19.2
12-13years . ... ... .ol 100.0 575 *10.1 *243 *8.1 100.0 *70.7 *184 *10.8 0.0
14-15years .. ........ ... 100.0 311 125 30.9 255 100.0 52.8 16.0 26.9 *3.2
16-18years ............. 100.0 18.8 741 254 48.7 100.0 27.5 20.2 28.4 239
Female.................. 100.0 24.3 89 262 40.6 100.0 42.7 218 235 12.1
12-13years . ............ 100.0 47.0 *6.7 *22.3 *24.0 100.0 *58.3 *30.5 1.2 0.0
14-15years . ............ 100.0 255 *6.8 38.5 293 100.0 58.3 18.4 19.0 *a.4
16-18years ............. 100.0 214 9.9 225 46.1 100.0 36.7 222 257 *15.3
Race and sex
White. . ..oconiiiiiinanns 100.0 23.4 84 26.2 420 100.0 36.6 20.1 265 16.8
Male.................. 100.0 23.5 8.1 26.3 42.1 100.0 32.7 19.0 283 20.0
Female ................ 1000 234 87 26.0 419 100.0 414 214 244 12.9
Black . .............un 100.0 37.0 *15.0 26.5 216 100.0 60.3 *20.5 *16.3 29
Male.................. 100.0 *29.5 *17.3 *24.6 *28.6 100.0 *52.7 *22.6 *19.7 *5.0
Female ................ 100.0 48.2 14 *29.4 *11.0 100.0 *71.0 *i7.5 *115 *0.0
Hispanic origin and sex
Non-Hispanic . . ............ 100.0 23.5 8.5 26.0 42.0 100.0 36.3 20.2 269 16.7
Male .................. 100.0 23.3 8.4 26.0 423 100.0 32.1 18.9 28.6 20.4
Female ................ 100.0 23.8 8.7 259 416 100.0 413 21.7 248 122
Mispanic . ................ 100.0 30.7 *11.2 319 263 100.0 59.2 225 *11.6 *6.6
Male.................. 100.0 31.2 *10.1 343 *24.4 100.0 589 *24.3 *14.3 *2.6
Female ................ 100.0 *30.2 *12.3 *29.2 *28.3 100.0 59.6 *20.7 *8.7 *11.0

;Ewdude:unknm number of days smoked.
Exciudes unknown ber of cig

ked daily and none smoked in past week,
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Table 3. Percent distribution of teenage current smokers by average number of cigarettes smoked per weekday and per weekend day,

according to selected characteristics: United States, 1989

Cigarettes smoked per weekday

Cigarettes smoked per weekend day

Less 20 or Less 20 or
Charactenstic Total ! than 5 5-9 10-19 more Totat? than § 59 10-19 more
Age Percent distributions
All teenage current smokers. . . . . 100.0 39.7 195 24.8 16.0 100.0 37.7 18.6 23.6 20.1
12-18years .. ........... 100.0 729 *16.1 *11.0 0.0 100.0 66.0 *19.6 *8.8 *5.5
14-15vyears ............. 100.0 57.3 15.8 22.2 *4.7 100.0 52.1 16.6 22.7 8.7
16-1Byears . ............ 100.0 33.1 20.7 26.1 20.1 100.0 321 18.1 24,6 24.2
Sex and age
Male . .................. 100.0 35.9 17.4 27.2 19.5 100.0 33.5 16.4 26.3 23.8
12-13years .. ... .. ...... 100.0 *76.5 *12.7 *10.8 0.0 100.0 *64.1 *23.7 *12.2 0.0
14-15years .. ........... 100.0 55.5 *13.4 26.1 *5.0 100.0 521 *11.7 28.1 *8.2
16-18years . . ........... 100.0 29.1 18.7 28.1 24.1 100.0 27.3 17.4 26.3 28.9
Female.................. 100.0 443 22.0 21.8 11.9 100.0 42.7 21.2 20.5 15.7
12-13years . ............ 100.0 *69.5 *19.3 *11.2 0.0 100.0 *67.6 *16.0 *5.9 *10.5
14-15years . . ........... 100.0 59.1 18.3 18.2 *4.4 100.0 52.0 21.7 174 *9.2
16-18vyears . ............ 100.0 38.0 23.3 23.6 15.0 100.0 38.3 213 223 181
Race and sex
White. . . ................ 100.0 38.4 19.0 25.7 16.9 100.0 36.5 18.0 243 21.2
Male.................. 100.0 34.9 16.7 28.0 20.4 100.0 324 154 27.1 25.0
Female ................ 100.0 42.7 21.8 229 12.6 100.0 41.3 21.1 20.8 16.7
Black . .................. 100.0 61.8 *23.9 *11.3 *2.9 100.0 58.9 *22.7 *15.5 *2.8
Male.................. 100.0 48.8 *28.3 *16.9 *5.0 100.0 *47.5 *32.8 *15.0 *4.7
Female . ............... 100.0 78.7 *17.7 *3.6 *0.0 100.0 *75.9 *7.7 *16.4 *0.0
Hispanic origin and sex
Non-Hispanic . . ............ 100.0 38.0 19.4 258 16.8 100.0 35.8 18.7 245 210
Male.................. 100.0 34.2 16.9 28.2 20.7 100.0 31.6 16.2 27.0 25.2
Female ................ 100.0 42.7 224 22.9 12.0 100.0 40.9 216 2185 16.0
Mispanic................. 100.0 61.2 *20.6 *11.6 *6.6 100.0 61.8 *17.3 *12.7 *8.3
Male.................. 100.0 58.9 *24.3 *14.3 *2.6 100.0 58.9 *19.0 *16.8 *5.3
Female . ............... 100.0 63.7 *16.6 8.7 *11.0 100.0 64.9 *15.4 *8.2 *11.5
;" das unknown number of cig per weskday and none d in past wesk.
Excludh N ber of cig d per day and none smoked in past week.
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Table 4. Percent distribution of teenagers by expected smoking status in 1 year, according to selected characteristics: United States,

1989
Will smoke Will not smoke
Characteristic Total’ Total Definitely Probably Total Definitely Probably
Percent distribution
All teenagers ... .. e e 100.0 75 1.0 6.5 g1.9 16.7 75.2
Smoking status

Neversmoked ............... 100.0 0.6 *0.1 05 99.1 105 88.7
Nointention . .............. 100.0 - - - 100.0 100.0 -
Maysmoke................ 100.0 4.6 *0.9 3.7 93.7 76.0 177

Experimenter . . .............. 100.0 1.3 *0.2 1.2 98.3 187 79.6

Formersmoker. . ............. 100.0 4.8 0.0 *4.8 93.4 26.1 67.3

Current smoker. . . ............ 100.0 43.5 56 37.9 54.2 33.8 20.5
Heawy . .......covveenn.. 100.0 66.0 10.6 55.4 30.9 23.6 7.3
Light.........o.ocoon... 100.0 46.4 *$.1 41.2 51.4 43.6 78
Occasional . .. ..,.......... 100.0 15.7 *0.2 15.4 83.1 423 40.8

Age and smoking status

12-13years. . ... ..ol 100.0 1.7 *0.3 13 97.8 16.3 8t.5
Neversmoked.............. 100.0 0.5 *0.1 0.4 99.2 1.7 87.5
Experimenter, . ... .......... 100.0 *3.0 *0.6 2.4 96.1 2903 66.9
Currentsmoker .. ........... 100.0 20.1 *3.9 *16.2 78.8 38.4 40.4

14-15years. . . .0 i i v 100.0 6.6 0.7 59 92.8 17.2 75.6
Neversmoked.............. 100.0 *0.7 *0.1 *0.8 99.0 11.6 87.4
Experimenter. . ............. 100.0 *1.1 0.0 .1 98.7 20.9 77.7
Currentsmoker . . ........... 100.0 44.7 4.9 39.8 53.2 323 209

16-1Byears. . ..... ..o 100.0 11.8 1.5 10.2 87.6 165 71.0
Neversmoked.............. 100.0 *0.7 *0.2 *0.6 99.2 8.0 91.2
Experimenter. . .. ........... 100.0 *0.8 *0.1 *0.8 98.9 13.7 85.2
Currentsmoker . ............ 100.0 45.3 6.0 39.3 52.3 33.8 185

Sex and smoking status

Male ............. et 100.0 7.6 1.1 6.5 81.7 17.6 74.2
Neversmoked.............. 100.0 0.7 *0.1 0.6 98.9 10.9 87.9
Experimenter. . ............. 100.0 *1.2 *0.2 *1.0 984 19.2 79.2
Currentsmoker .. ........... 100.0 42.2 6.0 36.2 55.6 35.4 20.1

Female...........coiveon.. 100.0 75 0.9 6.6 92.1 15.7 76.4
Neversmoked.............. 100.0 *0.5 *0.1 *0.4 99.4 10.0 89.4
Experimenter. . ............. 100.0 1.5 *0.1 1.5 98.2 18.2 80.0
Currentsmoker .. ........... 100.0 45.0 5.2 399 82.7 318 20.8

Race and smoking status

White. . ................... 100.0 85 1.1 7.5 90.8 17.3 735
Neversmoked . . ............ 100.0 0.6 *0.1 0.5 99.2 10.5 88.7
Experimenter. . . ............ 100.0 1.3 *0.2 1.1 98.4 18.5 78.9
Currentsmoker . ............ 100.0 448 56 39.2 53.1 335 19.6

Black.............ccca... 100.0 286 *0.5 2.1 96.9 13.0 83.9
Neversmoked. ............. 100.0 1.0 *0.2 *0.8 98.6 9.9 88.7
Experimenter. . ............. 100.0 1.7 *0.2 1.5 98.0 14.0 84.0
Cumrentsmoker . ............ 100.0 24.4 55 188 73.6 38.2 354
Hispanic origin and smoking status

Non-Hispanic . . . ............. 100.0 7.5 1.0 6.5 91.9 16.2 75.8
Neversmoked.............. 100.0 0.4 *0.1 *0.3 99.4 9.8 89.6
Experimenter. .. ............ 100.0 1.2 *0.1 1.1 98.4 18.0 80.4
Currentsmoker . ............ 100.0 43.3 5.4 37.8 54.5 33.7 20.9

Hispanic................... 100.0 7.8 1.2 6.6 91.3 213 70.0
Neversmoked.............. 100.0 *25 *0.2 22 96.8 16.5 80.3
Experimenter. . ............. 100.0 *2.3 *0.7 *1.6 97.3 25.7 71.6
Currentsmoker . ............ 100.0 46.9 *8.0 38.9 50.0 35.3 *14.8

E
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Tabie 5. Percent distribution of teenage current smokers by whether they had ever attempted to quit, and percent who attempted io quit

Iin past 6 months, according to selected characteristics: United States, 1989

Ever quit smoking
] Attempted to quit
Characteristic Total Yes No in past 6 months
Age Percent distribution Percent
All teenage current smokers® ... ... 100.0 74.2 258 57.1
12-13years . . .. ... e 100.0 81.8 *18.2 72.6
T4—15YEaArS . . . ittt e h e e e 100.0 77.4 226 68.5
16-18years .. ... .. ... 100.0 72.6 27.4 52.0
Sex and age
Male .. ... . ... e 100.0 72.0 28.0 55.8
1218 YRaS . . vttt it e 100.0 83.9 *16.1 70.0
14-165years ... ... ... e e 100.0 73.2 26.8 67.2
16-18years .. ..... ..ot 100.0 70.6 294 51.0
Female. . ..... ...ttt 100.0 76.8 23.2 58.6
12-13Years . ... e e e 100.0 79.5 *20.5 75.2
14-15years .. ... .t ittt e e 100.0 B82.1 17.9 69.9
T6-1BYEArsS .. .o v i ittt e 100.0 74.8 252 533
Race and sex
White . . . ... ... e e 100.0 745 255 574
Male .. ... e 100.0 72.6 274 56.1
Female . ......... ... .. 100.0 76.6 234 58.9
2 100.0 70.5 29.5 51.7
Male .. ... e 100.0 66.3 *33.7 49.1
Female . ...... ..o iiiiinnannnan. 100.0 77.3 *22.7 *55.9
Hispanic origin and sex
Non-Hispanic . . .. .....oo v ie i iniiien 100.0 745 25.5 57.4
Male........ ... ... i 100.0 72.2 27.8 55.9
Female .. ..........ccoiiiiiiinn. 100.0 77.2 228 59.1
Hispanic............ ... 100.0 70.3 297 53.7
Male .. ..... ... . i 100.0 68.9 *31.4 54.0
Female ........... .. ... .. . 100.0 71.8 *28.2 53.3
;Ewludcs unknown quit altempts.

curent who never d reguiarly.




Advance Data No. 221 e December 2, 1992 15

Table 6. Number of teenagers who ever smoked and cumulative percent by age at which they smoked first whole cigarette, according to
selected characteristics: United States, 1989

Age smoked first whole cigarette

All Under Under  Under Under Under Under Under Under Under
teenagers who 10 11 12 13 14 15 16 17 18
Characteristic ever smoked' Total 2 years years years years years years years years years
Number in
Age thousands Cumulative percent
12-13years. ... ........ ‘e 902 100.0 175 34.4 59.8 88.4 100.0 . .- e o ..
14-15years. . . oo v i en 2,032 100.0 8.5 148 23.0 44.0 715 95.4 100.0 . SR
16-18years. .. ............ 5,131 100.0 5.0 9.0 13.3 25.7 40.2 55.4 75.4 92.6 98.9
Sex and age
Male:
12-13years. . .. .....v v v n s 483 100.0 19.3 36.3 62.9 87.2 100.0 . .. .. ...
14-15years. ... ... .00 1,111 100.0 10.1 18.8 26.1 482 751 96.2 100.0 e e
16-18years. . ............. 2,727 100.0 6.8 1.7 187 28.0 42.2 55.4 75.8 92.9 98.8
Female:
12-13vyears. . ...... ... 419 100.0 15.5 32.2 56.2 89.7 100.0 . Ces Ce .
14-15years. . ............. 920 100.0 6.5 10.2 18.3 38.8 67.2 94.3 100.0 R ...
16-18years. .. .......nn... 2,404 100.0 3.0 6.0 10.6 23.0 38.0 55.4 75.0 823 93.0
Race and age
White:
12-13years. . .......o0vn. 797 100.0 17.0 34.1 59.5 88.9 100.0 e . e .
14-15years. .. ... ... .. 1,847 100.0 8.6 15.2 23.7 45.4 722 95.3 100.0 e .
16-18years. . .. ......cv. .. 4,593 100.0 5.0 9.3 13.6 26.3 410 §6.1 76.2 92.9 99,0
Black:
12-13years. .. ... ... . 70 100.0 *18.6 *31.4 €0.0 90.0 100.0 [ .. . .
14-15years. ... ...... ... .. 143 100.0 *10.0 *15.0 *17.9 28.6 63.6 95.7 100.0 e ..
16-1Byears. . ...... ... 414 100.0 *5.5 *6.8 *8.9 19.9 34.8 46.3 68.3 91.1 88.7
Hispanic origin and age
Hispanic:
12-13years. . ............. 71 100.0 *5.6 *14.1 *32.4 85.9 100.0 e e A
14-15years. ........ ..., 152 100.0 *72 *16.4 *21.7 40.8 66.4 94.1 100.0 cee e
16-18years. . ............. 429 100.0 *4.4 *6.5 11.0 18.7 31.3 49.5 65.1 86.6 99.5
Non-Hispanic:
12-13years. . . ............ 830 100.0 185 36.2 62.3 88.6 100.0 e e .
14-18years. . ... ... ....... 1,879 100.0 8.6 14.8 23.2 44.2 72.0 95.5 100.0 e .
16-18years. .. ............ 4,702 100.0 5.1 9.3 13.5 26.3 41.0 55.9 76.4 93.1 98.8
Race, sex, and age
White male:
12-18years. . ............. 424 100.0 18.6 37.0 64.1 88.7 100.0 P PR
14-1Syears. .. .. .......... 1,009 100.0 103 19.3 26.7 49.5 753 96.3 100.0 . SR
16-18years. .. ............ 2,433 100.0 6.7 12.1 16.4 295 43.8 56.8 76.8 933 99.1
White female:
12-13years. . ............. 373 100.0 15.3 30.9 54.4 89.1 100.0 ‘e e
14-15years. .. ............ 838 100.0 6.4 10.4 20.1 40.5 68.6 94.1 100.0 e ..
16-1Byears. ... ........... 2,159 100.0 3.0 6.1 10.6 227 37.9 55.4 75.3 g92.5 98.9
Black male:
12-13years. . ............. 46 100.0 *21.9 *26.5 *56.7 *85.3 100.0 P e
14-15years. ... ........... 73 100.0 *10.8 *19.3 *22.1 *31.9 75.6 93.1 100.0 P PR
16-18years. .............. 242 100.0 *8.2 *8.9 *9.4 *14.8 30.8 4.7 67.9 91.5 97.7
Black femnale:
12-13years. .. ............ *24 100.0 *13.8 *40.3 *67.9 100.0 - P .. .
14-1Syears. .. ............ 70 100.0 *9.9 *9.9 *12.9 *25.6 *50.7 98.9 100.0

16-18years............... 172 100.0 *1.8 *3.9 *8.0 27.0 40.2 48.7 68.9 90.3 100.0
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Table 6. Number of teenagers who ever smoked and cumulative percent by age at which they smoked first whole cigarette, according to
selected characteristics: United States, 1989 —Con.

Age smoked first whole cigarette

All Under  Under Under Under Under Under Under Under Under
teenagers who 2 10 17 12 13 14 15 16 17 18
Characteristic ever smoked’ Total years  years years years years years years years years
Number in
Hispanic origin, sex, and age thousands Cumulative percent
Hispanic male:
12-13years. . ... .. e *31 100.0 *0.0 *0.0 *22.6 *67.0 100.0 PN e
14-15years. . . . ... o uun. 68 100.0 *10.0 *18.7 *25.0 “43.3 77.0 92.5 100.0 e .
16-1Byears. . ............. 239 100.0 *3.2 *5.3 *9.3 17.6 323 46.8 58.9 84.2 100.0
Hispanic female:
12-13years. . . . ....vaenn *430 100.0 *10.4 *24.3 *39.3 100.0 100.0 BN [
14-16years. . ............. 85 100.0 *5.5 *14.3 *19.3 *39.2 573 94.5 100.0 P .
16-18years. . . ............ 190 100.0 *6.5 *7.8 *13.1 *19.8 30.2 53.0 729 89.9 98.7
Non-Hispanic male:
12-13vyears. . . ... ... 452 100.0 20.6 38.9 65.7 88.6 100.0 o P
14-15years. . . ... .. ... 1,044 100.0 10.1 18.8 26.2 48.5 75.0 96.5 100.0 P e
16-18vyears. .. ............ 2.488 100.0 7.2 12.4 16.3 29.0 43.2 56.2 775 93.7 98.7
Non-Hispanic female:
12-13years. . .. ........... 378 100.0 16.1 33.1 58.1 88.6 100.0 I I
14-15years. . ... .......... 836 100.0 6.7 9.8 19.3 38.8 68.2 94.3 100.0 e .
16-1Byears. ... ........... 2,214 100.0 2.7 5.8 10.4 23.3 38.7 55.6 75.2 92.5 99.0

1l.umﬂod to tesnagers who answered “yes' to the question “Have you ever smoked a cigarette?”
Excludes unknown age when smoked first whoie cigarette.

NOTE: Estimates of teenagers who ever smoked in this table are lower than the estimates of teenage smokers who ever smoked presented in table 1. Some teenagers answered “no™ to this data
itern (see footnote 1) but still were classified as Expenmenters since they responded "yes” to a subsequent question: “Have you ever tried or expenmented with cigarette smoking, even a few puffs7”
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Table 7. Number of teenagers, percent distribution by smoking status, and percent expecting to smoke in 1 year, according to selected
smoking-uptake correlates, age, and sex: United States, 1989

Smoking status Teenagers
expecting to
Selected smoking-uptake correlates All Never Experi- Current smoke in
by age and sex teenagers Total ! smoked menter smoker 1 year
Number in
Smoking status of househald thousands Percent distribution Percent
All ages:
Nosmokers. . . ..o iivivvnnnen 12,534 100.0 60.7 26.0 12.0 5.1
Parents, but no older siblings. . . ...... 8,322 100.0 51.1 32.1 15.2 8.1
Older siblings, but no parents. . . ...... 748 100.0 385 295 29.7 13.6
Parents and older siblings . . . ........ 1,088 100.0 i g 27.8 36.9 20.4
Other. . ... oot nennn 804 100.0 38.7 31.6 27.7 16.8
12-13 years:
Nosmokers. . .............cvu.. 3,520 100.0 54.3 143 13 *0.9
Parents, but no older siblings . . . ...... 2,413 100.0 69.1 26.4 4.1 22
Older siblings, but no parents. . .. ..... 183 100.0 61.7 2.4 *14.2 *4.4
Parents and older siblings . . . . .. ..... 243 100.0 47.7 29.6 20.6 *8.2
Other. .....viiiiiiniiniinennn 191 100.0 73.8 *20.9 *5.2 *0.0
14-15 years:
Nosmokers. .. .....coveneeeennnn 3,520 100.0 61.7 26.4 107 5.0
Parents, but no older siblings. . . . ..... 2,322 100.0 53.1 32.6 124 6.3
Older siblings, but noparents. .. ...... 204 100.0 426 31.9 245 *14.2
Parents and older siblings . . .. ....... 291 100.0 323 33.7 326 18.9
Other. . ..o iiiiiiiiii i 141 100.0 475 33.3 *19.1 *15.6
16-18 years:
Nosmokers. ...........coveuunn 5,495 100.0 44.9 33.2 19.7 7.9
Parents, but no older siblings. . ....... 3,586 100.0 3786 35.7 246 13.2
Older siblings, but no parents. . ....... 361 100.0 247 319 40.4 17.7
Parents and older siblings . . .. ....... 553 100.0 244 241 46.3 26.8
Other. ....ci ittt iiaeanns 472 100.0 216 35.4 39.6 23.9
Male:
Nosmokers. .. ......oonnevenenn 6,645 100.0 579 27.6 13.0 53
Parents, but no older siblings. . ....... 4,241 100.0 48.9 33.6 15.4 7.7
Older siblings, but no parents. . . ...... 356 100.0 32.3 35.4 31.2 18.5
Parents and oldersiblings . . ... ...... 563 100.0 245 243 38.0 21.7
Other........ccveuienn [P 399 100.0 36.1 35.6 26.3 14.5
Female:
Nosmokers. .. .......cuoeuvuerenn 5,890 100.0 63.9 24.1 109 49
Parents, but no older siblings. . . ...... 4,081 100.0 53.3 30.6 150 85
Older sibiings, butnoparents. . . ...... 392 100.0 444 242 28.6 *9.2
Parents and older siblings . . . . . ...... 525 100.0 28.6 316 35.6 19.0
Other..........coiiiiniinenn 405 100.0 412 279 29.1 18.0
Best friends of the same sex who smoke
All ages:
Nome.......... ... iiunnnn 14,444 100.0 68.3 27.5 33 1.2
Tfiend. .. ...... o i 3,561 100.0 4.5 38.5 17.7 6.7
2friendsormore. . . ... ...l 5,194 100.0 20.2 26.9 *49.0 26.1
12-13 years:
Nome . ........ciiiiiiiiannn 5,278 100.0 81.3 17.0 1.4 *0.7
Tfdend. . ........c it 646 100.0 57.6 345 723 *3.3
2friendsormore. . . . ... ... ... .. 8§35 100.0 35.0 40.4 21.7 10.3
14-15 years:
Nome . .........iiiiiinninianns 4,095 100.0 68.2 28.3 23 1.0
ffiend. .. ....... ... ... 997 100.0 421 39.7 14.6 6.5
2friendsormore. . . .......... . ... 1,287 100.0 23.1 28.2 46.1 249
16~18 years:
None....... ettt ta e 5,072 100.0 549 37.7 6.0 19
Tfend. .. .....ciiiiiin i, 1,918 100.0 35.8 38.2 227 8.1
2friendsormore. . ... ............ 3,371 100.0 16.7 242 54.4 29.0
Male:
None . .......ccoiiiiinnunnnnn 7673 100.0 65.2 303 3.4 14
tfiend. .. ....... .0 ot 1,820 100.0 371 39.7 19.8 6.9

2fendsormore. . . .............. 2,529 100.0 195 241 52.1 272
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Table 7. Number of teenagers, percent distribution by smoking status, and percent expecting to smoke in 1 year, according to selected
smoking-uptake correlates, age, and sex: United States, 1989 - Con.

Smoking status Teenagers
expecting to
Selected smoking-uptake correlates Al Never Experi- Current smoke in
by age and sex teenagers Total smoked menter smoker 1 year
Best friends of the same Number in
sex who smoke — Con. thousands Percent distribution Percent
Female:
Nome . . ..ot i e 6,771 100.0 71.8 24.3 3.1 1.0
Tfiend. ... ... ... o 1,740 100.0 46.0 37.2 15.4 6.6
2friendsormore. . .. ............. 2,665 100.0 20.8 29.5 45.0 250
Talks about problems to—
All ages:
Parent . ..........ccniovin. 12,317 100.0 61.8 257 114 5.4
Friend . ..........c.0iveiin.n. 4518 100.0 41.3 33.2 23.2 1.2
Otherperson . ..........c..on... 5,517 100.0 50.1 31.3 16.9 8.7
Noone..........covvunuunenan. 1,015 100.0 49.5 29.3 19.3 10.5
12-13 years:
Parent . ...................... 4,126 100.0 81.0 16.5 24 1.2
Friend .............. .. c... 662 100.0 63.1 28.1 7.6 *3.5
Otherperson . .. ................ 1,462 100.0 69.4 24.6 5.7 *1.8
Noone., .......covvinerinun.an 264 100.0 73.8 25.4 *0.8 *4.2
14-15 years:
Parent . .........cciiieninnean 3,399 100.0 61.7 27.7 9.5 4.2
Friend ............ ... o 1,148 100.0 46.4 32.8 19.5 9.9
Otherperson . . ... .cocove i i 1,620 100.0 52.6 29.7 153 9.4
NOONE. .. cv ittt eii e iennne 277 100.0 57.0 28.9 *12.6 *5.8
16-18 years:
Parent . ..........cciinnn. 4,792 100.0 45.2 32.1 20.5 9.7
Friend ...........ccviiiin.. 2,710 100.0 33.8 34.5 28.6 13.5
Otherperson . . .. ....oveveeen.n. 2,436 100.0 37.0 36.3 24.8 123
Noone............ovivenninnn. 474 100.0 31.4 31.6 33.5 16.9
Male:
Parent . ....... ...t 6,654 100.0 59.2 27.7 118 563
Friend . ......coitiiiine.n 2,004 100.0 36.0 32.9 28.0 13.3
Otherperson . . .......vvvennnan. 2,853 100.0 48.4 33.8 15.9 8.0
NOORE. . .. oottt e it 619 100.0 48.3 29.4 20.2 10.2
Female:
Parent ... ... ..., 5,663 100.0 64.8 23.2 10.9 54
Friend ............ 0. 2,514 100.0 45.5 33.4 19.4 9.4
Otherperson .. .......covvvvunen. 2,665 100.0 52.0 28.6 18.0 9.4
Noone..........coienvennvennn. 396 100.0 51.0 29.0 17.9 11.1
Participates in organized
physical activities
All ages:
YOS o o e e 15,317 100.0 57.5 28.9 12.2 5.4
NO. . . e e e 8.093 100.0 48.7 27.9 21.4 11.6
12-13 years:
YOS . e e e e 4,843 100.0 75.8 20.5 3.5 1.4
[ = 1,678 100.0 77.8 18.1 3.6 24
14-15 years:
YOS & e e e 4,418 100.0 57.6 29.5 11.1 5.2
NO. oo e e e 2,029 100.0 53.5 28.7 16.8 9.7
16~18 years:
YOS . o e e 6,056 100.0 42.8 35.3 20.0 8.6
NO. .o e 4,386 100.0 353 31.3 30.3 16.0
Male:
YOS o o e e e 8,730 100.0 55.9 30.3 12.2 5.3
NO. e e 3,427 100.0 43.0 29.2 25.5 134
Female
YES o e e e 6,587 100.0 59.7 2741 12.3 5.5
NO. .ot e e 4,666 100.0 52.9 26.9 18.3 103

‘Includas other and unknown smoking status.
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Table 8. Number of teenagers, percent distribution by smoking status, and percent expecting to smoke in 1 year, according to selected
school-related smoking-uptake correlates, age, and sex: United States, 1989

Smoking status Teenagers
Selected school-related expecting to
smoking-uptake correlates All Never Experi- Current smoke in 1
by age and sex teenagers Totai ! smoked menter smoker year
Number in

Type of student thousands Percent distribution Percent
All ages:
Betterthanaverage . . . . ..o v oo v v 12,307 100.0 62.2 263 10.4 4.3
1 - T - S 10,204 100.0 47.7 31.6 18.8 9.1
Belowaverage . . .. ... .00 924 100.0 26.1 26.1 44.2 32.6
12-13 years:
Betterthanaverage . . .. ........... 3,536 100.0 825 14.6 2.7 *0.8
T - T - 2,786 100.0 70.6 25.1 39 1.9
Belowaverage . . . ... ...cooneuvunn 203 100.0 47.8 37.4 *14.8 *133
14-15 years:
Betterthanaverage . . . ............ 3,403 100.0 63.9 26.8 8.4 3.6
AVEIAgE ... v it va i nenn e 2811 100.0 49.4 322 163 8.1
Belowaverage ... ......c.cvovveeen- 251 100.0 327 30.7 355 30.7
18-18 years:
Betterthanaverage . . - . . . oo v v nnuen 5,368 100.0 477 33.8 16.8 6.9
AVErage .. ..ooveee v naaans 4,607 100.0 328 35.1 293 142
Belowaverage . . .. ....covvennnnn 470 100.0 132 18.7 615 42.1
Male:
Betterthanaverage . . . ............ 6,069 100.0 60.3 7.7 10.7 4.1
AVEIAgR . ... i ittt c e 5,563 100.0 46.0 32.7 19.1 9.0
Belowaverage . . . ... .......... .. 548 100.0 259 285 42.0 303
Female:
Befterthan average . . . ..... Ceeeaen 6,238 100.0 64.0 25.0 10.1 4.4
AVBrage . .......ccoctternnenann 4,641 100.0 48.7 30.2 184 8.3
Belowaverage . . . ......cccnvas.- 376 100.0 263 226 473 35.9

How much liked school

All ages:
3 S 9,431 100.0 60.6 26.9 1.2 4.1
SOMmMe. ... ..ot nranennn 11,170 100.0 52.2 31.1 14.6 6.7
titleornotatall . . . .............. 2,838 100.0 34.0 28.2 347 219
12-13 years:
Alot. . ... e 2,704 100.0 80.9 154 32 *1.0
Some..... e er et .. 3,175 100.0 73.8 22.6 3.0 15
Litleornotatall. . ............... 662 100.0 56.0 34.1 8.8 *5.4
14-15 years:
Alot. . .. it e . 2,496 100.0 63.4 27.9 74 34
SOMB. . e vttt venererrnceroeenn 3,178 100.0 529 315 134 59
Litteornotatall................. 794 100.0 373 30.6 28.2 19.3
16-18 years:
N 4231 100.0 45.9 33.7 185 6.6
SOme. . ... it i e 4,816 100.0 374 36.5 3.0 10.6
Litteornotatall. .. .............. 1,382 100.0 21.6 24.0 50.2 313
Male:
Aot . .o i e e 4,438 100.0 §8.2 28.6 11.7 39
SOMB. . ......ciiiiiiiiiaan 6,076 100.0 51.3 31.6 147 8.7
Litteornotatall.. ............... 1657 100.0 34.1 30.4 323 20.3
Female:
3 4,997 100.0 62.7 255 10.7 4.3
SOMe. . ... i it i e e 5,094 100.0 53.2 30.5 145 6.6

Litteornotatall. . .. ............. 1,181 100.0 34.0 25.1 kyd:] 24.1
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Table 8. Number of teenagers, percent distribution by smoking status, and percent expecting to smoke in 1 year, according to selected
school-related smoking-uptake correlates, age, and sex: United States, 1989—Con.

Smoking status Teenagers
Selected school-related expecting to
smoking-uptake correlates All Never Experi- Current smoke in
by age and sex teenagers Total ! smoked menter smoker 1 year
Number in

Skipped school in past 2 weeks thousands Percent distribution Percent
All ages:
No. . ... i i 5,018 100.0 49.2 31.9 173 7.7
YeS . . i e 951 100.0 22.3 35.4 376 175
12-13 years:
5 = T 1.472 100.0 67.7 26.2 5.2 *1.6
YOS . e e e 104 100.0 40.4 35.6* 18.3* 14.4*
14-15 years:
NO. . e e e 1,568 100.0 45.8 35.5 17.7 9.1
B £ 208 100.0 21.6 32.7 40.9 23.6
16-18 years:
NO. .. e e e e 1,978 100.0 38.0 334 26.0 11.1
B = P 639 100.0 19.6 36.2 39.7 16.0
Male:
1 2,473 100.0 47.6 34.3 16.7 6.9
YeS oo e e e s 436 100.0 23.8 38.3 az2s 16.3
Female
o 2,545 100.0 50.7 29.7 18.0 8.4
1< T 515 100.0 21.0 33.0 41.7 18.4

Hours (per week) alone
before and/or after school

All ages:
[ o2 T 6,401 100.0 65.2 25.6 8.4 4.2
1-Shours . . ...... ... i 4,850 100.0 65.0 24.7 9.0 4.5
6-10hours ... ....... ... 2,612 100.0 58.4 28.4 119 5.3
11-1S5hours. .. ..., .. ... ....... 1,140 100.0 54.2 325 12.7 6.6
Morethan1Shours.. ............. 1,040 100.0 47.4 329 18.4 7.8
12-13 years:
1 2,737 100.0 78.9 18.0 3.0 1.6
1-5hours . ..........ccououu-n. 2,244 100.0 75.6 20.5 3.6 *1.6
6~10hours ......... ... .. 844 100.0 73.3 21.0 5.1 *2.6
1M-15hours. . .. .. ... . ... 394 100.0 70.1 26.1 *3.8 *2.0
Morethani1Shours............... 252 100.0 72.6 226 *4.8 *0.0
14-15 years:
NOme . ....v ittt iieiea i 2,502 100.0 59.1 29.2 10.7 5.3
=Shours . ... .. .. vt 1,800 100.0 59.7 254 126 7.3
6-10hOUrs . ... .ottt 1,145 100.0 55.3 29.8 134 59
11-15hours. ... ......... e e 478 100.0 48.5 349 15.9 9.2
Morethan15hours .. .. ........... 469 100.0 42.6 34.5 215 10.2
16~18 years:
None . ........c.ciiiiinnunns 1,162 100.0 46.0 38.7 16.4 8.0
1-5hours . ....... ... . . . i 905 100.0 49.5 33.7 15.2 6.1
6~10hours ... ..... ..o, 622 100.0 43.9 359 18.6 79
M=~15hours, . . ..........cvvun 268 100.0 41.0 37.3 20.1 *8.6
Morethani15hours . .............. 318 100.0 34.9 38.7 245 *10.7
Male:
None . .........c.ouiiiemennennn 3,335 100.0 63.4 272 8.4 4.1
1-5hours . ...........on 2,615 100.0 62.9 26.6 8.9 39
6-10hours . .......... ...t 1,319 100.0 54.6 31.2 122 6.1
M-15hours. . . ... ... civveunnn 612 100.0 50.3 343 14.4 56
Morethani5hours .. . ............. 509 100.0 47.2 34.0 18.5 7.7
Female:
None . ... ..coviiin i, 3.066 100.0 67.1 23.7 8.4 4.3
1=5hours . .. ... . i 2,335 100.0 67.5 22,6 9.1 5.2
6-10hours ... ...... ..o 1,282 100.0 62.3 25.5 1.7 4.5
11-15hoUrs. . . .. i v v e i e 527 100.0 59.0 30.4 106 7.8
Morethan1t5hours . . ............. 531 100.0 47.8 32.0 183 8.1
1.

other and Q status.
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Table 9. Number of teenagers, percent distribution by smoking status, and percent expecting td smoke in 1 year, according to selected
risk-taking behaviors, age, and sex: United States, 1989

Smcking status Teenagers
expecting to
Selected risk-taking All . Never Experi- Current smoke in
behaviors by age and sex teenagers Total smoked menter smoker 1 year
Number in

Fought in past year thousands Percent distribution Percent
All ages:
YeS ot e e 6,446 100.0 385 33.6 24.8 12.8
= 17,001 100.0 59.0 27.4 12.2 6.5
12-13 years
YOS & ittt e 1,877 100.0 58.0 32.9 79 2.8
NO. ittt i it e 4,657 100.0 81.6 16.0 2.0 1.3
14-15 years
YeS . i e e 1,857 100.0 37.8 35.3 23.3 13.2
T 4,608 100.0 62.0 27.8 8.9 3.9
16~18 years
B (- 2,712 100.0 25.3 32.9 37.5 19.4
NO. . ot e e 7,736 100.0 43.6 33.9 20.3 9.0
Male:
D - T 4,708 100.0 40.5 33.7 22.5 11.4
NO. . o e 7,469 100.0 58.4 28.1 12.0 5.1
Female:
1= S P 1,738 100.0 32.9 33.1 31.1 16.6
NOo.....oe v iiiiie e e 9,532 100.0 59.5 26.7 12.4 5.8

Rode a motorcycle

or minibike in past year
All ages:
B =T T 9,375 100.0 424 32.6 22.8 11.1
NO. . o it e 14,044 100.0 62.6 25.8 10.4 5.1
12-13 years:
R T T 2,144 100.0 66.0 27.2 6.4 3.1
NO. ¢« ot i et e, 4,382 100.0 81.5 16.0 2.2 1.0
14-15 years:
D =T T 2,620 100.0 455 30.8 214 11.2
No......... e e e 3,836 100.0 63.8 28.1 7.1 3.5
16-18 years:
YOS v i et e 4,611 100.0 29.7 36.1 31.2 14.8
No. .. i e 5.827 100.0 47.6 31.6 18.8 9.2
Male:
YES o v e e e e e e 6,003 100.0 43.1 32.8 219 10.6
3 T 6,157 100.0 61.2 27.2 10.2 45
Female:
(- T 3.372 100.0 41.2 323 24,5 12.1
L 7.887 100.0 63.7 24.7 10.6 5.5
Rode with driver using alcohol
and/or drugs in past year

All ages:
YES . v e 2,556 100.0 23.4 309 427 22.7
3 o 20,860 100.0 58.3 28.3 12.0 5.6
1213 years:
Yes ..o e e 274 100.0 60.9 28.8 *9.1 *5.8
NO. oo i i e 6,259 100.0 77.0 19.4 33 1.5
14-15 years:
Yes....... P 584 100.0 31.8 32.0 32.5 18.8
3 T 5,870 100.0 58.9 289 10.9 5.4
16-18 years:
YES . e e e 1,698 100.0 14.4 30.8 51.6 26.7

L 8,732 100.0 44.5 342 19.0 8.7
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Tabie 9. Number of teenagers, percent distribution by smoking status, and percent expecting to smoke In 1 year, according to selected

risk-taking behaviors, age, and sex: United States, 1989 —Con.

Smoking status Teenagers
expecting to
Selected risk-taking All Never Experi- Current smoke in
behaviors by age and sex teenagers Total ! smoked menter smoker 1 year
Rode with driver using alcohol Number in
and/or drugs in past year— Con. thousands Percent distribution Percent
Male;
YOS . .. o e e 1,404 100.0 250 27.1 44.6 23.6
No. ..o 10,756 100.0 55.8 304 12.2 5.4
Female’
Yes .. ... ....... 1,152 100.0 21.6 35.5 40.5 21.6
No. ... 10,104 100.0 60.9 26.1 11.8 5.8
Enjoyed risk-taking actvities
All ages:
YES e 9.867 100.0 38.4 36.5 227 11.1
NO. .o 11,672 100.0 65.4 229 10.0 4.5
12-13 years:
YeS . . e 2.014 100.0 59.4 32.0 7.5 3.7
NO. . 3,985 100.0 82.2 15.4 1.9 *0.6
14-15 years:
YOS . . e e e 2,792 100.0 40.4 38.0 19.5 10.7
NO. ..o 3,129 100.0 68.2 22.4 7.5 3.3
16-18 years:
YeS . o e e 5.061 100.0 28.9 375 30.4 14.3
No. . oo 4,558 100.0 48.9 29.9 18.9 8.7
Male:
YES . . oo e 5,780 100.0 38.6 36.7 22.0 10.5
T« 5512 100.0 63.8 24.1 10.3 4.8
Female
YBS ot e 4,087 100.0 38.1 36.3 23.6 1241
No. .. 6,160 100.0 66.9 21.8 9.8 4.3

1lnz:luv:jes other and unknown smoking status.
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Table 10. Number of teenagers and percent distribution by smoking status, according to selected smoking-knowledge indicators, age,

and sex: United States, 1989

Smoking status

Smoking-knowledge All ; Never Experi- Current
indicators by age and sex teenagers Total smoked menter smoker
Number in
Taken class about health risks thousands Percent distribution
All ages:
R -1 T 17,688 100.0 5§3.5 29.6 15.2
NO. o ittt 5,665 100.0 57.86 25.5 15.7
12-13 years
B =T 4,642 100.0 76.1 20.3 3.3
3= 1,852 100.0 77.1 18.6 4.0
14-15 years
=T T 4,834 100.0 55.7 30.2 12.6
(= T 1,620 100.0 58.6 26.0 13.9
16-18 years
D =T T 8,213 100.0 39.4 345 23.5
NO. o vttt i e 2,193 100.0 40.3 31.0 27.0
Male:
=T 9,158 100.0 51.0 31.0 16.0
NO. oottt it e 2,966 100.0 56.1 27.3 15.2
Female:
YeS ..t e e e 8,531 100.0 56.1 282 143
No..... PSS N 2,699 100.0 59.1 23.6 16.3
T.V., radio, or other media exposure
All ages:
B £ 19.264 100.0 54.7 28.6 15.2
3 4,212 100.0 53.4 28.4 16.4
12-13 years:
Yes . ... e 5,409 100.0 76.1 20.1 3.5
NO. ittt it eiaananns 1,143 100.0 77.7 18.2 3.8
14-15 years:
B £ T 5,351 100.0 56.3 295 12.8
NO. ittt e et 1,107 100.0 56.5 28.6 13.0
16--18 years:
- S 8,504 100.0 40.1 335 24.0
No....... e e 1,962 100.0 37.6 34.3 25.6
Male:
R (= T 10,078 100.0 52.8 30.0 " 154
NO. .ot ittt eie i 2,113 100.0 49.0 30.5 18.7
Female:
=T T 9,185 100.0 56.8 27.1 14.9
No...... PO 2,099 100.0 57.9 26.4 14.1
*Most doctors are against
smoking cigarettes”
All ages:
¥ 11 2N 18,743 100.0 83.7 28.7 15.8
Disagree. . . v v ci et e 4,165 100.0 52.3 30.8 148
12-13 years:
e - 5,219 100.0 76.0 1.8 3.6
Disagree. . ..o vvv i 1,154 100.0 70.2 24.9 4.4
14-15 years:
Ve 1= 5,042 100.0 55.2 29.7 13.5
Diasagree . . ......covvnnunnn 1,244 100.0 54.7 31.7 10.7
16-18 years:
Y - T 8,481 100.0 39.0 33.6 24.7
Disagree. . ... .vcvevvviennn 1,767 100.0 389 34.1 24.4
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Table 10. Number of teenagers and percent distribution by smoking status, according to selected smoking-knowiedge indicators, age, and
sex: United States, 1989—Con.

Smoking status

Smoking-knowledge All ; Never Experi- Current
indicators by age and sex teenagers Total smoked menter smoker
“"Most doctors are against Number in
smoking cigarettes” — Con. thousands Percent distribution
Male:
Agree. . ... ... 9,807 100.0 52.1 30.2 15.7
Disagree . .................. 2,087 100.0 49.0 31.3 17.2
Female:
Agree. ... L. 8,936 100.0 55.4 27.1 16.0
Disagree .. ..... .......... 2.078 100.0 55.5 30.3 12.4

"Safe to smoke 1 or 2 years”

All ages:

e = 1,631 100.0 24.0 26.5 45.7
Disagree. .. ............. ... 21,471 100.0 55.9 29.2 13.2
12-13 years:

AGrEE. . . v e 302 100.0 4.7 38.4 20.2
Disagree. . ... ... v 6,144 100.0 76.8 19.8 28
14-15 years:

Agree. . ... i e e 384 100.0 29.7 27.6 36.2
Diasagree . . ................ 5,961 100.0 57.1 30.1 11.3
16-18 years:

Agree. . ... ... 944 100.0 16.1 22.5 57.7
Disagree................... 9,366 100.0 41.4 34.8 21.2
Male:

Agree. . ... ... e 1,048 100.0 215 27.6 46.6
Disagree. ... ............... 10,932 100.0 54.7 30.6 12.9
Femaie:

AQrE. . . vt e 583 100.0 28.6 24.7 44.1
Disagree................... 10,539 100.0 57.2 27.8 13.5

“'Cigarettes help people relax"

All ages:

AGree. . . v i it e e 6,265 100.0 328 29.9 34.4
Disagree . .................. 16,397 100.0 61.2 28.6 8.7
12-13 years:

Agree. . . . it e e 1,129 100.0 61.4 30.0 7.4
Disagree . . . . ... v ieunrvnn. 5,148 100.0 78.3 18.6 27
1415 years:

AGree. . . .o i e 1,678 100.0 38.4 29.9 29.0
Diasagree . ................. 4,583 100.0 61.4 29.8 7.2
16-18 years:

AGrBE. . . . e 3,458 100.0 20.7 29.9 45.9
Disagree. ... .......c.ov.u... 6,666 100.0 47.9 35.5 14.4
Male:

AQr€E. . o o it 3.591 100.0 32.8 30.7 33.2
Disagree................... 8,136 100.0 59.5 30.2 8.7
Female:

Agree. . o ot 2,674 100.0 32.8 28.8 36.0

Disagree. .................. 8,261 100.0 63.0 27.1 8.7
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Table 10. Number of teenagers and percent distribution by smoking status, according to selected smoking-knowledge indicators, age,
and sex: United States, 1989—Con

Smoking status

Smoking-knowledge All Never Expen- Current
indicators by age and sex teenagers Total ! smoked menter smoker
Number in
“Smoking helps keep weight down"” thousands Percent distribution
All ages:
Agreg. . . i it 4,178 100.0 40.6 30.8 26.2
Disagree. .. ... .couveveennnn- 18,786 100.0 576 28.0 13.0
12-13 years:
AQree. . .. v it i 852 100.0 67.3 26.2 6.0
Disagree........ovveuuenn. 5,532 100.0 778 19.0 3.1
14-15 years:
AGrBE. . v vt vt i i 1,045 100.0 43.2 329 21.8
Disagree. . .....ccueeuunn... 5,292 100.0 59.2 28.2 11.3
16-18 years:
Agree. . . ...t i it e 2,280 100.0 29.6 31.6 35.9
Disagre@. . ........oovuvvnn. 7,963 100.0 42.6 34.2 21.0
Male:
Agree. . ... it 2,027 100.0 38.1 31.8 27.7
Disagree. .......ooovevunenn 9,859 100.0 65.2 29.6 13.6
Female:
Agree. . ... oo i i e e e 2,151 100.0 43.0 29.9 249
Disagree. .. ......oovvvuvann 8,926 100.0 60.2 26.3 12.4

Tincludes other and unknown smoking status.
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Technical notes

Source and description of data

This report contains data from
the 1989 Teenage Attitudes and
Practices Survey (TAPS). The TAPS
was a targeted population study of
U.S. teenagers 12-18 years of age.
The study was conducted by the
National Center for Health Statistics’
National Health Interview Survey
(NHIS) and co-sponsored by the
Centers for Disease Control Office on
Smoking and Health (OSH) and the
National Cancer Institute (NCI).

The TAPS was designed to obtain
national household data about
current cigarette-smoking behavior
and lifetime smoking practices of
adolescents and their beliefs about
smoking. Selected correlates of
smoking uptake were also addressed
in the study.

The TAPS sample was derived
from NHIS’s household interviews
conducted during the final two
quarters of 1988 and the first two
quarters of 1989. All teenagers living
in housenolds contacted and
interviewed during this period that
were 12--18 years of age as of
November 1, 1989, were included in
the sample. The eligible sample for
the TAPS was 12,097 persons.

The TAPS utilized two modes of
data collection. The primary method
consisted of computer-assisted
telephone interviewing (CATI) in
households where a telephone
number was provided during the
original NHIS interview. In addition,
self-administered questionnaires were
mailed to sample teenagers living in
households without telephones or an
available telephone number. Mail
questionnaires were also sent to those
teenagers living in households with an
original telephone number but who
were never reached using the CATI
method. Telephone interviews and all
other data collection activities were
performed by U.S. Bureau of the
Census personnel. Data coliection
began in August 1989 and. except for
late receipt of some mail
questionnaires, concluded in
December 1989.

Unlike the original NHIS
interview, all teenagers responded for
themselves. However, prior to the
initial telephone contact, advance
letters were mailed to a responsible
related adult and to each eligible
teenager in the household explaining
the sponsorship and objectives of the
upcoming survey and assuring
confidentiality.

The total interviewed TAPS
sample included 9,965 adolescents,
9.135 from CATI interviews and the
remaining 830 cases from completed
mail questionnaires. The total
combined response rate for the TAPS
from these 2 data-collection
procedures was 82 percent. Most of
the nonresponse resulted from
teenagers’ failure to return the mail
questionnaire. Only 3.7 percent of
interviews of adolescents reached by
telephone ended in a refusal either
because of the parent’s or teenager’s
initial refusal or subsequent
termination of the interview. Item
nonresponse was less than 1 percent
for the questions discussed in this
report. More details about
nonresponse are available in a recent
report (42).

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 the
NHIS has the effect of making the
sampling errors larger than they
would be had a simple random
sample of equal size been used.

The following method for
computing sampling errors is
presented for the convenience of
readers who want a simple method to
use in calculating standard errors for
estimates in this report. More precise
methods, such as that available in the
software program SUDAAN (43),
which estimates standard errors for
complex sample surveys using Taylor
linearization, are recommended for
detailed analysis of NHIS data.

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

SE(x) =/0.0000307(x)% + 3,640 (x)

Except as noted below,
approximate standard errors of the
estimated percents in this report may
be calculated using the formula

/380G (100=p)
N

where p is the estimated percent and

y is the population denominator.
Approximate standard errors for

the percents in table 1 by age, sex,
and race only and the percents for
the “all teenagers” category in
table 4 may be calculated by using
the formula

SE(p) =p~/0.0000307 + 3,6400x

where p is the estimated percent and
x =py/100 with y =the population
denominator.

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

V/SE(x 1)* +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 betweenx ; and x ,
(assuming r =0.0 will result in an
accurate standard error if the two
estimates are actually uncorrelated
and will result in an overestimate of
the standard error if the correlation is
positive or an underestimate if the

correlation is negative).
In this report, unless otherwise

noted, a difference was considered
statistically significant at the '

5 percent level if the difference

(x ; —x 2) was at least twice as large as
its standard error.

Related documentation

More detailed discussion of the
sample design of the NHIS,
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estimating procedures, procedures for
estimating standard errors,
nonsampling errors, and definitions of - --
other sociodemographic terms used in
this report has been published in Vizal
and Health Statistics, Series 10, nos.
160 and 176; Series 1, no. 18; and
Series 2, 110 (44-47).

A public use data file based on Z
the 1989 TAPS was released in
February 1992. Information regarding
the purchase of the public use tape *
may be obtained by writing to the

0.0

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

Division of Health Interview
Statistics, National Center for Health
Statistics, 6525 Belcrest Road,
Hyattsville, Maryland 20782.

Definition of terms—TAPS
smoking status categories

Never smoked —Never smoked a
cigarette.

Never smoked, no intention —
Never smoked a cigarette or tried or
experimented with cigarette smoking;
will not try a cigarette soon; and
definitely will not be smoking in 1
year.

Never smoked, may smoke —Never
smoked a cigarette or tried or
experimented with cigarette smoking;
may try a cigarette soon or may be
smoking in 1 year.

Experimenter —Has either smoked
a cigarette or tried or experimented
with cigarette smoking, but has not
smoked 100 cigarettes and has not
smoked in the past 30 days.

Former smoker—Has smoked at
least 100 cigarettes, but has not
smoked in the past 30 days.

Current smoker—Has smoked a
cigarette in the past 30 days.

Current light smoker —Has smoked
10 or more days in the past 30 days,
and has smoked an average of fewer
than 5 cigarettes per day in the past 7
days.

Current heavy smoker—Has
smoked 10 or more days in the past
30 days, and has smoked an average
of 5 cigarettes or more per day in the
past 7 days.

Current occasional smoker—Has
smoked 1 to 9 days in the past 30
days.
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From Vital and Health Statistics of the CENTERS FOR DISEASE CONTROL AND PREVENTION/National Center for Health Statistics

Office Visits to Otolaryngologists 1989-90,
National Ambulatory Medical Care Survey

by David A. Woodwell, Division of Health Care Statistics

This report describes visits made
to otolaryngologists during the period
from March 1989 to December 1990.
The information was collected by
means of the National Ambulatory
Medical Care Survey (NAMCS), an
ongoing probability sample survey of
the private office-based, non-Federal
physicians practicing in the United
States. NAMCS excludes physicians
who specialize in anesthesiology,
pathology, or radiclogy and physicians
who are principally engaged in
teaching, research, or administration.
This survey excludes those visits made
to hospital emergency or outpatient
departments. NAMCS was conducted
annually from 1973 through 1981,
again in 1985, and annually beginning
in 1989 by the Division of Health
Care Statistics, National Center for
Health Statistics, Centers for Disease
Control and Prevention.

Data in this report are from the
1989 and 1990 NAMCS, which were
conducted in identical fashion using
the same survey instrument,
definitions, and procedures. The two
data sets were combined to obtain
more reliable estimates. The figures
presented in this report are estimated
from a sample, not the entire
universe of visits to ambulatory care
physicians, and are therefore subject

to sampling variability. All estimates
contained in this report, including the
number of visits, the number of drug
mentions, and the visit rates, have
been adjusted to represent annual
statistics. The technical notes at the
end of the report provide guidelines
for judging the precision of the
estimates. Definitions of key terms
used in the survey are also provided.
A facsimile of the patient record form
used for data collection in both 1989
and 1990 is shown in figure 1 and will
be useful when reading the survey
results.

Survey data show that of the
visits made to otolaryngologists, more
than four-fifths (83 percent) were to
physicians who reported they were
board certified in otolaryngology,
approximately 16 percent were to
physicians who reported no board
certification, and the remaining
1 percent were to physicians who
were certified in surgery.

Data highlights

As shown in table 1, an estimated
annual average of 16,957,000 visits
were made to otolaryngologists in
1989 and 1990. These 16.9 million
visits represent about 2 percent of all
visits to ambulatory care physicians in

the United States and produce a visit
rate of 7 visits per 100 persons. In the
combined survey years 1975 and 1976,
the estimated annual average number
of visits to otolaryngologists was
13,596,000, again representing about
2 percent of all visits made to
ambulatory care physicians, not
significantly different from 1989 and
1990. The visit rate for the combined
years 1975 and 1976 was 7 visits per
100 persons, the same as that for
1989 and 1990 (1).

Patient characteristics

Table 2 shows the percent
distribution of visits by age and sex of
the patient. Most of the visits to
otolaryngologists were made by
patients under 15 years of age and by
patients 25-64 years of age, who
together represented about 70 percent
of the visits. This relationship held
true for both males and females.
There were fewer visits made by
young adults and elderly patients.
The visit rate dropped from 8 visits
per 100 persons for those under 15
years of age to 4 visits per 100
persons for patients 15-24 years of
age. The rate then increased by two
visits for each age group thereafter.
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1 . DATE OF vISIT

PATIENT RECORD

OMB No. 09200234

Expires 8-31-89
e NATIONAL AMBULATORY MEDICAL CARE SURVEY IPHS) 61054
2 ,2P CODE 4, SEX 5 COLOR OR 6. ETHNICITY 7 .EXPECTED SOURCEIS) OF PAYMENT WAS PATIENT
. “RACE * * [Check all that apply] ® REFERRED FOR
THIS VISIT BY
1 [ wwre 1 [ ] setepay 4[] BLUE CROSS 7 [} NO CHARGE ANOTHER
1 E FEMALE ) D ance ' gksf;ﬁ'c D D BLUE SHIELD D PHYSICIAN?
3. DATEOF BRTH U 2 [ eorcane 5[] QRELSEMERCAL g [ o1
2 [ wae 3 [ Sl 2 [N e i Jves 2 ]no
T Ve EsKimo ALEST 3 [ meoican 6 7] {00200

9

*REASONI(S! FOR THIS VISIT /in patent’s own words]

8. MOST IMPORTANT

PATIENT'S COMPLAINT(S), SYMPTOMI(S), OR OTHER

1 0. PHYSICIAN‘S DIAGNOSES

8. PRINCIPAL DIAGNOSIS/PROBLEM ASSOCIATED WITH fTEM 9a.

1 1. HAVE YOU SEEN
® PATIENT BEFORE?

1[Jves 2 ]no
{

b OTHER

b. OTHER SIGNIFICANT CURRENT DIAGNOSES

IF YES, FOR THE CONDITION
IN ITEM 30a?

1[Jves 2[]no

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

1 [ none
2 [_] pap rest

3 [ ] PeLvic exam

7 ["] sLoop PRESSURE CHECK
8 [] vainaLvsis

9 [_] cHEST x-RAY

4 [] agasTpatpaTion 10 [ DIGITAL RECTAL EXAM
5 (] MAMMOGRAM 11 [[] procTrsiomoiboscory

6 [ ] visuaL acurry 12 "] sT001 BLOOD ExAM

1 [ wone

13 D ORAL GLUCOSE TOL.

14 ] CHOLESTEROL MEASURE
15 [] HIV SEROLOGY

16 [] oTwen 8L00D TEST

17 [] oTHen fspeess)

7 [7] otwer

1 3 COUNSEUNG/ADVICE
* [Check all ordered or provided)]

2 D WEIGHT REDUCTION

3 [[] cHoLesTEROL REDUCTION
4[] sMOKING CESSATION

5 [_] viv TRANSMISSION

6 {] eReasT seLe-ExAM

1 4 NON-MEDICATION THERAPY
® [Check all ordered or provided]

1 [[] nowe

2 [} psycHoTHERAPY

3 [[] cormecTive Lenses

4 [] amsuLaToRY sunGERY
s ] PHYSIOTHERAPY

6 [ oTHER fspecity

15

* brand name or generic narme entered on any Rx or office

IF NONE, CHECK HERE [ |

MEDICATION THERAPY /Record all new or continued medications ordered or provided af this visit. Use the same

medical record. Inctude immunizing and desensitizing agents.]

5.

g g -0 =0
0 20 0O =0
0 0 0O =0
0 =0 -0 =0
0 0 0O =0

1 6 DISPOSITION THIS VISIT 1 7 DURATION
* [Check all that apply]  OF THIS

VISIT

1 [[] NO FOLLOW-UP PLANNED [Time
actually

2 [:] RETURN AT SPECIFIED TIME spent with
physician]

3 [] ReTURN IF NEEDED, F.RN.

TELEPHONE FOLLOW-UP

« [ P

& ] REFERRED TO OTHER PHYSICIAN

6 (] retunne To REFERAING

PHYSICIAN
7 [[] aomiT 70 HospiTaL — e
8 [} OTHER specipy

Figure 1. Patient record form

There were more female visits to
otolaryngologists than male visits —
55 percent as compared with
45 percent, respectively. Females
under 15 vears of age were the only
age group to have a smaller percent
of visits than their male counterparts.
The pattern of patients under 15
years of age and of patients 25-64
years making most of the visits was
also evident for both males and
females. Male and female visit rates
are similar for all age zroups and are

not statistically different. The higher
frequency and percent of female visits
to otolaryngologists are due to the
fact that there are more females in
the general population, explaining the
similarity in the visit rates.

As shown in table 3, more visits
were made to otolaryngologists by
white persons (90 percent) than by
black persons (about 6 percent),
figures that are not statistically
different from the corresponding
percents for visits made to all

* U.S. GOVERNMENT PRINTING OFFICE:1989-226-187

physician specialties. However, there
was a significant difference in the visit
rate between white and black
patients. White males had visit rates
that were 2.3 times higher than those
for black males, and white females
had rates that were 3 times higher
than those for black females.

Expected sources of payment

Patients paid for all or part of the
visit (including deductibles and



Advance Data No. 222 e December 8, 1992

copayments) in an estimated

28 percent of the visits. Fee-for-
service insurance, other than Blue
Cross/Blue Shield, was a source of
payment in about 24 percent of the
visits to otolaryngologists compared
with Blue Cross/Blue Shield, which
was used in about 18 percent of the
visits. Prepaid plans such as health
maintenance organizations (HMO’s),
individual practice associations
(IPA’s), and preferred provider
organizations (PPO’s) were used in
about 13 percent of the visits.
Government insurance, Medicare and
Medicaid, represented approximately
16 and 7 percent of the visits,
respectively. Except for Blue Cross/
Blue Shield, all expected sources of
payment to otolaryngologists were
similar to the corresponding percents
for all physicians. Blue Cross/Blue
Shield was an expected source of
payment for about 18 percent of the
visits to otolaryngologists as compared
with almost 12 percent of visits to all
physicians (figure 2).

Patient status

As shown in table 4. about
17 percent of patients visiting
otolaryngologists in 1989 and 1990
were referred by another physician.
This is significantly greater than the
referral rate for all physicians (about
6 percent of their visits were referred
by another physician).

New patients to otolaryngologists
represented nearly 33 percent of the
visits, twice the 16 percent of new
patient visits to all physicians. Most
visits to otolaryngologists, nearly
60 percent, were made by “old patients™
(patients who had seen the physician on
a prior occasion) with an “old problem™
(a problem that had been treated
previously by the physician). Old
patients with new problems represented
about 8 percent of the visits, which is
considerably less than the approximately
23 percent for ail physicians. No
differences were found in these percents
for otolaryngologists between 1989-90
and 1975-76.

Patient’s reason for visit

Tables 5 and 6 display the
principal reason for visit as expressed

Table 1. Average annual number, percent distribution, and rate of office visits, by

physician specialty: United States, 1989-30

Average annual Average annual

number of visits Percent number of visits

Physician specialty in thousands distribution  per 100 persons
AVISIHS . . . e e e e, 698,653 100.0 285
General and family practice . .. ........... ... 208,045 29.8 85
Internalmedigine. . ... .. ... .. o i, 87,719 12.6 36
Pediatricians . .. ... .. oot i i i ittt i e 84,280 12.1 34
Obstertrics and gynecolog@y . . . .o v v v v it v v v v 59,812 8.6 24
Opthalmology. .« oo v it it i i i v e e 41,302 5.9 17
Orthopedic SUrgery . . . . v v v v v v v e v et caaannen 34,033 4.9 14
Dermatology . .......ch .. 25,164 3.6 10
GeneralSUrgery .. ... ... viir i enan 23,891 3.4 10
Psychiatry . . . ... .o i i e i, 18,790 27 8
Qtolaryngology . . . . . o o o it e 16,957 2.4 7
Cardiovasculardisease. . . ... ..o 11,040 1.6 ]
Urological Surgery . .. . . o o oo i i i it e e 9,852 1.4 4
Neurology . . . . ... o it i e 6,167 0.9 3
All others specialties. . . . .. ................ 71,603 10.2 29

Table 2. Average annual number and percent distribution and average annual rate of office
visits to otolaryngologists, by sex and age: United States, 1989-30

Average annual Average annual

number of visits Percent number of visits
Sex and age in thousands distnbution  per 100 persons
Totalvisits. . .. ..ot i e 16,957 100.0 7
UnderiSyears . . ........ ... 4,186 247 8
15-24 YBAIS . . . o i v it i e e 1,464 8.6 4
2544 YLAIS . . ...t 4,574 27.0 6
A5-B4YEAIS . . . it i e s 3,470 20.5 8
B5-7AYEarS . . . ... e e 1,865 11.0 10
75yearsand over .. ... ... 1,399 8.2 12
Male ... i e e e, 7.652 45.1 6
Underi15Svyears . .. .. .. v it 2,378 14.0 2
15-24YBAIS . . v vttt it i e e 641 3.8 4
2544 YBAIS . L ittt i e e 1,818 10.7 5
A4 YeaTS . L it e e e 1,465 8.6 7
B5-T4YBAIS . . ..ttt 845 5.0 11
75years and OVEr . . . . ... it £06 3.0 12
Female. . . . oo it e e e 8,305 54.9 7
UndertSyears ............c0vuunrer. 1.809 10.7 7
15-24y€arS . . . v o v it e e e, 323 4.9 )
2544 YRAMS . . v v i vt e e e e e 2,756 16.3 7
45-6B4 YIS . . . . it i e 2,004 11.8 8
B5-74YEars . . ... . e 1,020 6.0 10
75yearsard OVer ... . .. v inen 893 5.3 12

by the patient. The principal reason
for visit is the problem, complaint, or
cause listed first on item 9 of the
patient record form. These data have
been classified and coded according
to the Reason for Visit Classification
for Ambulatory Care (RVC) (2).

The RVC is divided into eight
modules (or groups of reasons), as
detailed in table 5. For otolaryn-

gologist visits, the symptom module
was most often cited, accounting for
about 73 percent of the visits. Within
this module, symptoms referable to
the eyes and ears and symptoms
referable to the respiratory system
accounted for almost 34 percent and
24 percent of the visits, respectively.
The treatment module, disease
module, and the injury and adverse
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Table 3. Average annual number. percent distribution, and rate of visits to
otolaryngologists, by race and sex: United States, 1989-90

Average annual Average annual

number of visits Percent number of visits
Race anc sex 1 thousands distnibution per 100 persons
Total visits 16,957 100.0 7
Black . . .. . A 962 57 3
Male . . e e R 400 2.4 3
Female . . e RN . 562 3.3 3
White . 15,254 90.0 8
Male . . 6 857 404 7
Female . 8.397 49.5 9
Otmer' .. . .. e 455 27 5
Mzle . e P 230 *14 3]
Female . R . . . 225 *1.3 5
Yinciudes As an anc Facific Isianger and Arer.can indian Esv ~ > anc Aeut
NOTES: Deta. will nz* eoual total pecause the u~scecified caz227 286 000 visis, 18 included in total,
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Seff—pay Govemment
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Prepaid
commerical HMO/IPA/
PPO

Source ot payment

}includes Medicare and Medicaid
inciudes no charge and unknown
NOTES. BC/BS is Biue Cross/Biue Shigld HMO IPAPPQ 15 hea:i~ mantenance organization, mndividual practice association,
and preferred provicter crgamzation
SOURCE Nationa: Center for Heath Staustics, Division of Heal~ Cara Statisics National Ambutatory Medical Care Survey.

Figure 2. Expected source of payment to otolaryngologists: United States, 198980

most frequent reason for visit to
otolaryngologists in 1989-90 was for
an earache or an ear infection,
accounting for 11.3 percent of the
visits. Patients with hearing
dyvsfunction accounted for 8.1 percent
of the 16,957,000 average annual

effects module accounted for around
14, 7, and 3 percent of the visits.
respectively.

Table 6 lists the top 20 reasons
for visit to otolaryngologists in
1989-90, which accounted for more
than three-quarters of all visits. The

visits, the second most frequent
reason for visit. Symptoms referable
to throat and other symptoms
referable to ears represented

6.3 percent and 5.8 percent of the
visits, respectively. The 20 most
frequent diagnoses are quite similar
to the 20 most frequent reasons for
visit to otolaryngologists found in the
1975-76 NAMCS.

Physician’s diagnosis

Data on the principal diagnosis
rendered by otolaryngologists are
shown in tables 7 and 8. The
principal diagnosis is the first-
recorded diagnosis in item 10a of the
patient record form and is associated
with the principal reason for visit as
recorded in item 9a. The principal
diagnosis was coded and classified
according to the International
Classification of Diseases, 9th
Revision, Clinical Modification
(ICD-9-CM) (3).

As shown on table 7, the ICD-9-
CM is organized into broad categories
relating to the major systems of the
body. Diseases of the nervous system
and sense organs represented the
largest percent of diagnosis by the
otolaryngologist, about 38 percent,
which was followed by diseases of the
respiratory system, approximately
30 percent. The three ICD-9-CM
classes — supplementary classifications;
symptoms, signs, and ill-defined
conditions; and injury and
poisoning —represented almost 9, 6,
and 4 percent, respectively, of the
principal diagnoses. As would be
expected, the percent of visits with
diagnoses of diseases of the nervous
system and sense organs (mostly ear
and nose) and diseases of the
respiratory system (mostly throat) is
more than double the percent for all
physicians —approximately 38 percent
and 30 percent, respectively, for
otolaryngologists as compared with
11.1 percent and 13.9 percent,
respectively, for all physicians. The
percent of visits for supplementary
classifications (including general medical
exam and normal pregnancy exams) for
otolaryngologists was about half that for
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all physicians, nearly 9 percent
compared with 15 percent, respectively.

The top 20 principal diagnoses
made by otolaryngologists are shown
in table 8. The first three diagnoses,
accounting for about one-quarter of
the visits (26.1 percent), are related to
problems of the ear: suppurative and
unspecified otitis media (9.4 percent),
disorders of external ear (8.5 percent),
and nonsuppurative otitis media and
eustachian tube disorders (8.2 percent).
Following the first three diagnoses are
two diagnoses involving the respiratory
system: allergic rhinitis (7.1 percent) and
chronic sinusitis (5.2 percent). The 20
most frequent diagnoses are quite
similar to the 20 most frequent
diagnoses found in the 1975-76
NAMCS.

Medication therapy

As shown in table 9,
otolaryngologists prescribed or
administered medication in nearly
47 percent of the office visits in 1989-90,
significantly less often than most other
physicians specialties. All physicians
prescribed or administered medication
in 60.2 percent of the visits.

A visit in which the patient was
administered or prescribed any type
of medication by the physician is
called a “drug visit.” Of the drug
visits to otolaryngologists, about
63 percent were visits when one drug
was prescribed or administered,

24 percent were visits when two drugs
were prescribed or administered, and
13 percent were visits when three
drugs or more were prescribed or
administered. Of all the drugs
prescribed or administered by
office-based ambulatory care
physicians, otolaryngologists
prescribed or administered only

1.9 percent.

Table 10 classifies the drug
mentions into therapeutic categories
as defined by the 1985 edition of the
National Drug Code Directory (4).
Antimicrobial agents accounted for
approximately one-third of the
otolaryngologists’ drug mentions, in
addition to respiratory tract drugs,
which accounted for about 18 percent.
Antimicrobial agents included such

Table 4. Average annual number and percent distribution of office visits to

otolaryngologists, by patients’ referral status and visit status: United States, 1989-90

Average annual

number of visits Percent
Referral and visit status in thousands distribution
AVISIS . ..ttt i ie e et it s e 16,957 100.0
Patient referred
- T 2,950 17.4
NO. c ittt ettt nsar e e it 14,007 82.6
Visit status
Newpatient . . . ... ... ... ittt iinnnonnnonoanoean 5,542 32,7
Old patient, newproblem .. ...... ... .0ttt eenanans 1,284 7.6
Old patient, old problem . . . . . ... ....... e e e e 10,132 59.7
Table 5. Average annual number and percent distribution of office visits to
otolaryngologists, by principal reason for visit module:
United States, 1989-90
Average annual
Principal reason for number of visits Percent
visit module and RVC code® in thousands distribution

All principal reasons forvisit. . . ... ... ... i e i 16,957 100.0
Symptommodule . . ... ... e e e $100-5999 12,346 728

Symptoms referableto the eyesandears. ... ........ S300-S399 5,710 33.7

Symptoms referable to the respiratory system . ... ..... 84005499 4,018 23.7
Diseasemodule . .....oovvivivnencnoonsnonnnnas D001-Dags 1,128 6.7
Diagnostic, screening, and preventive module . .......... X100-X589 253 1.5
Treatmentmodule . . .o v vttt i i it i T100-T899 2,388 1441
Injury and adverse effectsmodule . . . .. ...... ... ... JO01-J999 520 3.1
Allother modules? . . ..ot i ettt 321 1.9

'Based on “A Reason for Visit Classification for Ambulatory Care” (RVC) (2).
Anciudes test results and administrative modules, and uncodable and blank entries.

Table 6. Average annual number, percent distribution, and cumulative percent of the 20
most common reasons for visit to otolaryngologists: United States, 1989-90

Average annual
Principal reason for,

number of visits ~ Percent
distribution percent

Cumula-
tive

Rank visit and AVC code’ in thousands
Allreasonsforvisit. . . . ..o vv i i i i i i e e 16,957
1 Earacheorearinfection ..................o.. $355 1,908
2 Hearingdysfunction. .. ... oo ov vt i v ieeenaneen 8345 1,370
3 Symptoms referabletothroat .. ................ 455 1.071
4 Other symptoms referabletoears . .. ............ 8365 981
5 Nasalcongestion. . . ... ... inann., S400 896
6 Pluggedfeelinginear. . ........ ... S360 895
7 Othersymptomsofnose. . .....c.ocveeeonn. S405 477
8 Vertigo, dizziness .........ccoveeieiinnen 5225 459
9 Sinusproblems. . . ...t e i it e $410 427
10 Dischargefromear ..........co0nesneccsonn S350 ag7?
b T - S030 370
12 Headache,paininhead .............c00ave-n §210 348
13 Alergymedication. . ........ ... e T100 326
18 COUGR .. ittt ittt ittt S440 311
15 Disorders of voiCe . . .t v vttt i it e i $480 292
16 Upper respiratory infections except tonsillitis. . . . . . ... D600 268

17 Preoperative visit for specified and unspecified types

OfSUMGEIY. & . vttt v ettt e i iataaaaneananans T200 252
18 Otitismedia . . ... ..ottt it ivnettreaanenn D450 208
19 Symptoms referabletomouth. . ... ............. $510 159
20 Headandface .......... (0ot iienennann JOOS5 144

Head and face

100.0

11.3
8.1
6.3
5.8
53
5.3
28
2.7
25
2.3
2.2
2.1
1.9
1.8
1.7
1.6

1.5
1.2
0.9
0.9

11.3
19.4
25.7
31.8
36.8
42.1
44.9
47.6
50.1
52.4
54.6
56.7
58.6
60.4
62,1
63.7

66.2
66.4
67.3
€8.2

'Based on A Reason for Visit Classification for Ambulatory Care* (RVC) (2).
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drugs as penicillin (11.0 percent),
cephalosporin (9.3 percent), and
erythromycin and lincosamide

(4.1 percent). Respiratory tract drugs
included such drugs as nasal
decongestants (7.0 percent);
antitussives, expectorants, and
mucolytics (4.0 percent); and
antihistamines (6.9 percent). The
therapeutic category skin and mucous
membrane represented 9.4 percent of
the drug mentions and consisted
almost completely of dermatologics,
8.8 percent. The top 20 generic
substances prescribed by
otolaryngologists are shown in

table 11, with amoxicillin being the
most utilized, 9.3 percent. The
generic substances beclomethasone,
neomycin, hydrocortisone, and
phenylephrine followed, accounting
for 7.7, 6.7, 6.6, and 5.7 percent of
the drug mentions, respectively.

Duration and disposition
of visits

Visits to otolaryngologists had a
mean duration of roughly 14 minutes,
excluding those visits of zero minutes.
More than three-quarters (77.7 percent)
of the visits lasted no longer than 15
minutes, significantly higher than the
68.1 percent of visits to all physicians.
The duration of visit does not include
time waiting for the physician or time
receiving care from someone else on
the physician’s staff. Visits of zero
minutes, in which the patient had no
face-to-face contact with the
physician, represented almost
3 percent of the visits (table 12).

In addition, table 12 shows that
57 percent of most visits to
otolaryngologists resulted in the
physician instructing the patient to
return at a specific time, and about
27 percent were instructed to return
if needed, compared with approx-
imately 50 percent and 27 percent,
respectively, in 1975-76.

Table 7. Average annual number and percent distribution of office visits to
otolaryngologists, by major ICD-9-CM class: United States, 1989-90

Average annual

Principal diagnoses and number of visits Percent
ICD-9-CM codes’ in thousands distribution
Total L. e e . 16,957 100.0
Infectious and parasitic diseases. . ... ......... 001-139 137 *0.8
Neoplasms . . . . ... it e 140-239 529 3.1
Diseases of the nervous system and sense organs . . 320-389 6,467 38.1
Diseases of the respiratory system. . . .......... 460-519 5,135 30.3
Diseases of the digestive system. . . .. ......... 520-579 588 3.5
Diseases of the skin and subcutaneous tissue . . . .. 680-709 274 1.6
Symptoms, signs, and ill-defined conditions . . . . . .. 780-739 1,002 5.9
Injuryandpoisoning. . .. ...... o 800-998 618 3.6
Suppiementary ciassifications. . . ............ V001-v082 1,475 8.7
All Other diagnosesZ. . . oo ot v e e e, 365 2.2
Unknown diagnoses® . . . oot vt 370 2.2

"Based on Internanonal Classtfication of Diseases, 9th Revision, Clinical Modificatron (ICD-9-CM) (3).

2includes endocrine, nutriional, and metabolic diseases and immunity disorders (240-279); diseases of the blood-lorming
organs (280—289); mental disorders (290-319); diseases of the circulatory system (380-459); diseases of the genitounnary

system (580~628); compiications of pregnancy, childbirth, and the puerpenum (630-676€); d

of musculoske!

| system

and connective tissue (710-739); congenital anomalies (740-758); and certain conditions onginating in the perinatal period

(760-779).
3inctudes blank diagnoses, noncodable diagnoses, and illegible diagnoses.

Table 8. Average annual number, percent distribution, and cumulative percent of office
visits to otolaryngologists by principal diagnoses most frequently rendered by the

physician: United States, 1989-390

Average
annual

nurnber of Cumula-
Most common principal diagnoses visits Percent tive

Rank and ICD-9-CM code in thousands  distribution  precent
Al principal diagnoses . . ...........c. iy 16,957 100.0 --n
1 Suppurative and unspecified ofitis media. . . ... ... ... 382 1,602 9.4 9.4
2 Disordersofexternalear. . ... .. ...y 380 1,435 8.5 17.9

3 Nonsuppurative otitis media and eustachian tube

[ 13T o =7 £ 2 381 1,394 8.2 26.1
4 Allergicrhinitis . ... .. .. o e i 477 1,203 74 33.2
5 Chronicsinusitis . . ... v oo e it i it i 473 881 5.2 38.4
6 Other postsurgicalstates. ... .................. 045 741 4.4 42.8
7 HearinQloss. . . . . . it i ei eeeee 389 682 4.0 46.8
8 Chronic pharyngitis and nasopharyngitis . . . ......... 472 560 3.3 50.1
9 Chronic disease of tonsils and adenoids . . .. ........ 474 514 3.0 53.1
10 Symptoms involving head andneck . . . . ........ ... 784 484 29 56.0
11 Deviatednasalseptum . . ... ........... ... . ... 470 343 2.0 58.0
12 Other diseases of upper respiratory tract. . . .. . ... ... 478 341 2.0 60.0
13 Otherdisordersofear. .. ....... ... 0t 388 339 2.0 62.0
14 Acutetonsillitis . . ... ... .. e 463 261 1.5 63.5
15 General symptoms. . . . .. .. e e 780 256 1.5 £65.0
16 Other disorders of tympanic membrane. . . . ......... 384 240 1.4 66.4
17 Vertiginous syndromes and other disorders . . . .. ... .. 386 237 1.4 67.8
18 Fractureoffacebones . ... ......... oo 802 233 1.4 €68.2
19 Acutepharyngtis. . . ..o it e 462 229 1.4 70.6
20 Other disorders of middle ear and mastoid. . .. ....... 385 192 11 7.7

'Based on International Classtfication of Diseases, 8th Revision, Clinical Modification ({CD-9-CM) (3).
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Table 9. Average annual number and percent distribution of office visits to References
otolaryngologists, by type of visit and number of medications prescribed or ordered:
United States, 1989-90 1. Koch H. Office visits to otolaryn-
Average annual go[oglstsz National Ambu!atory
Type of vistt and number of visits Percent Medical Care Survey, United

number of medications in thousands distribution States: 1975-76. Advance data
from vital and health statistics; no.
34. Hyattsville, Maryland: National
Center for Health Statistics. 1978.

AVISIS . . e e e e e 16,957 100.0

Type of visit

Nondrug visit (0 MediCRHONS) . . .« « < v« evveene e aeeens 9,018 s32 2. Schneider D, Appleton L,
DIUG VISI. + v v v v e et et e et n e e 7.939 46.8 McLemore T. A reason for visit
classification for ambulatory care.

Number of medications National Center for Health Statis-

L P 4,991 62.9 tics. Vital Health Stat 2(78). 1979.

S T “a7 3 Public Health Service and Health

R PP 187 24 Care Financing Administration.

Bt et e e e e e e e 172 22 International Classification of Dis-

eases, 9th Revision, clinical modifi-
cation. Washington: Public Health
Service. 1980.

4. Food and Drug Administration.

Table 10. Average annual number and percent distribution of drug mentions to National Drug Code Directory,
otolaryngologists by theraputic category: United States, 1989-90 1985 Edition. Washington: Public

Health Service. 1985.

Average annual

number of visits Percent
Therapeutic category’ in thousands distribution
Alldrugmentions . . ...ttt i i it ie it e 12,435 100.0
Antimicrobialagents. . . .. ... . i i e i e 3,879 31.2
Penicillins . . . . oo v ittt i e e e e e 1,362 11.0
Cephalosporing . . . . oo vt it i e e 1,155 8.3
Erythromycins and lincosamides. . . . .. ....... .. . 504 4.1
Cardiovascularrenal drugs . .. . ... c ittt i i i e e 252 2.0
Psychopharmacologic drugs . . . ... ... ..o oo i28 1.0
Radiopharmaceutical orcontrastmedia. . .. ... ............. 669 54
Gastrointestinalagents . . . .. .o v i i i i i e 204 1.6
Hormones and agents affecting hormonal mechanisms. . .. ... ... 645 5.2
SKINOrmMUCOUS MEMBIane . . . v oot v v v vneenseneeseanns 1,169 9.4
DermatologiCs & .« « v v it e e e it e e e e 1,097 8.8
Ophthalmicdrugs & « - ¢ vttt vttt it eees e aaseanan 330 2.7
QMologic QrUgS .+ .« o o v it it et e 417 34
Drugsused forreliefofpain. .. ..... .. ... i i 447 3.6
Respiratory tract drugs . . . . . . . oo i i it e e 2,291 18.4
NasaldecongestantS. . . . .. oo v i v e n e i i e anonens 871 7.0
Antitussives, expectorants, mucolytics ... ... .... IR 498 4.0
Antihistamines . . . . ..o vr i ittt i i s e 862 6.9
Unclassified ormiscellaneous. . . ... ... oo v it i i ii i it 1.910 15.4
ALONEIS? . L it e et *96 0.8

1Tl'lera\;:ml.nic class based on the standard drug classification used in the National Drug Code Directory, 1985 Edition (4).
Includes: Anesthetic drugs, hematologic agents, metabolic and nutrient agents, and neurologic drugs.
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Table 11. Average annual number and percent distribution of the top 20 generic
Ingredients most often utilized by otolaryngologists: United States, 1989-90

Average annual

number of mentions’ Percent

Rank Generic ingredient in thousands distribution
Alidrugmentions. . . ... .... ... i, 12,435 100.0
1T Amoxicillin. ... ... ... L e 1,157 9.3
2 Beclomethasone . . ............. ... .. ...... 963 7.7
3 NEOMYCIN . o .ottt e e e e 835 6.7
4 Hydrocortisone . . . ... .....ccueiniinnntiann 822 6.6
5 Phenylephrine . .. ....... ... ... .. . . ., 716 8.7
6 Polymixin B . .......... ... ... ... . ..., 709 5.7
7 Phenylpropanolamine. . . . ....... .. ... ... 572 4.6
B Baciracin ... ... .. e e 540 4.3
9 Cefaclor . ... e 459 37
10 Guaifenesin . .. ... ...ttt 443 3.6
11 Chlorpheniramine . .. ........ccoviitnnnn. 438 3.5
12 Terfepadine . . . .. ... .. e 391 3.1
13 Trimethoprim .. .. ... .. ... . i i 293 2.4
14 Suffamethoxazole . ......... ... ... . ... ... 293 2.4
15 Cefonicidsodium. . . . ... .. ... . . o L. 263 2.1
16 Methylprednisolone . . ........... ... ... . . ..., 252 2.0
17 Penicillin. . ... ... e 246 2.0
18 Acetaminophen. . . ... ... . ... ... e 246 2.0
19 Cephalexin . ... ... ... i 237 1.9
20 ErythromycCin . .. .. oottt i e 228 1.8

1F—'requem:y of mention combines single-ingredient agents with mentions of the agents as an ingredient in a combination drug (4).

Table 12. Average annual number and percent distribution of office visits to
otolaryngologists, by duration and disposition: United States, 198990

Average annual

number of visits Percent
Duration and disposition in thousands distribution
Total .. e e e e e, 16,857 100.0
Duration of visit'
ZErOMINUEBS . . . oo it i e e 495 29
1-EmiNUEES. . . ... e e e e 1,830 114
10 MINUIES . . . . ... e e e 5,732 33.8
TI=IEMINUES . L ..ottt i e s 5,505 32.5
16-30mMINUES . . ..ot e e e e e 2,946 17.4
B1-BOmMINUES . . . . . L e e 322 1.9
Bl+minutes . ... ... . e e e *27 *0.2
Oisposition of visit
Nofollowupplanned .. ........... ... ... ... .... 1,592 9.4
Return at specifictime . ... ... ................... 9,670 5§7.0
Returnifneeded . . . .. .. ... ... ... ... .. o, 3,758 222
Telephone followup pltanned. . . ... .. .. ... . . ... 471 2.8
Referred to other physician . . .. ...... ... ... ...... 322 1.9
Referred to referring physician . .. . ......... ... .... 283 1.7
Admittohospital . . ... ... ... ... oo 288 1.7
Other . . . . e e e e e 1,083 6.4

TMean duration of vist was 13.8 minutes.
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Technical notes

Sources of data and
sample design

The information presented in this
report is based on data collected by
means of the National Ambulatory
Medical Care Survey (NAMCS) from
March 20, 1989, through December
30, 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. A sample of 2,535
non-Federal, office-based physicians
was selected in 1989 and 2,528
non-Federal, office-based physicians
were selected in 1990 from master
files maintained by the American
Medical Association and American
Osteopathic Association. The sample
included 104 otolaryngologists in both
1989 and 1990, of which 89 were
eligible in 1989 and 84 were eligible
in 1990. The physician response rate
for the 1989 NAMCS was 74 percent;
in 1990, it was 75 percent. Otolaryn-
gologists had a response rate of
71 percent in 1989 and 70 percent in
1990. Sample physicians were asked
to complete patient records (figure 1)
for a systematic random sample of
office visits occurring during a
randomly assigned 1-week reporting
period. Responding physicians
completed 38,384 patient records in
1989 and 43,469 in 1990. Otolaryn-
gologists completed 1,790 patient
record forms in 1989 and 2,185 in
1990. 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 responsibie 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 resuit
is then expressed as a percent of the
estimate. Approximate relative
standard errors (RSE’s) of selected
aggregate statistics are shown in
table I, and the relative standard
errors of the estimated number of
drug mentions are shown in table II.
All frequencies in this report are
average annual figures and must be
doubled before a significance test can
be performed. Relative standard
errors for aggregate visits and drug
estimates may be calculated using the
following general formula, where x is
the aggregate of interest in
thousands, and 4 and B are the
appropriate coefficient from table IV.

RSE ()= A+€- x 100.0
Approximate relative standard errors
for estimates of the percent of visits
are shown in table III. The RSE’s for
percent 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 ()= 4 / 22« 1000
px

Adjustments for honresponse

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 mini-
mize the impact of response on final

Table 1. Relative standard errors for
estimated numbers of office visits:
National Ambulatory Medical Care
Survey, 1989-90

Estimated nurmber

of office visits All Otolaryn-
in thousands specialties  gologist

Relative standard error
(RSE) in percent

100 ... ... 727 311
200 . ... .l 51.5 23.4
300 .........-. . 42.1 20.1
400 .. ... ... ... 36.5 183
500 ... ... el 32.6 171
700 e 27.6 15.6
100.. ...t 23.2 14.4
2000............. 16.5 12.9
5000............. 10.7 11.9
7000............. 9.2 1.7
10,000 . ........... 78 15
30,000 ............ 5.2 1.2
50000 ............ 45 11.2
100000 ........... 3.9 11.2
500000 ........... 33 1.1
700,000 ........... 3.2 11.1
1400000 .......... 3.2

NOTE: Otolaryngologist 30 percent RSE = 110,000; all
speciatties 30 percent RSE = 593,000.

Examnple of use of table: An aggregate estimate of 5 million
visits to a otolaryngologist has a relative standard estimate of
11.9 percent or a standard error of 595 thousand visits

(11.9 percent of S miflion).

Table II. Relative standard errors for
estimated numbers of drug mentions:
National Ambulatory Medical Care
Survey, 1989-90

Estimated number

of drug mentions Al Otolaryn-

in thousands specialtes  gologist

Refative standard error
(RSE) in percent
100 ... ia e 90.3 36.1
200 . ... 63.9 27.0
300 ... ... 52.3 23.3
400 .. .. .. i 45.3 21.1
500 . ... ii i 40.6 19.7
700 ... e 34.3 18.0
1000, ..., 0. 28.8 16.6
2000..........00. 20.6 14.7
5000............. 13.4 13.5
7000............. 11.5 13.3
10000 ............ 9.8 13.1
30000 ............ 6.5 128
80,000 ............ 5.7 12.8
100000 ........... 49 12.7
500000 ........... 42 12.7
700000 ...... 0000 4.1 12.7

1400000 .......... 40

NOTE: Otolaryngologist 30 percent RSE = 155,000: all
speciatties 30 percent RSE = 922,000,

Example of use of table: An aggregate estimate of 2 million
drug mentions by an otelaryngologist has a relative standard
estimate of 14.7 percent or a standard error of 294 thousang
drug mentions (14.7 percent of 2 mullion).
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Table Ill. Standard errors for percents of estimated numbers of office visits for the National Ambuiatory Medical Care Survey:

United States, 1989-90

Estimated percent
Base of percent
{visits in thousands) 1org99 S5or95 10 or 80 20 or 80 30 or 70 50
Standard error in percentage points
100 . o e e 9.2 20.1 27.6 36.8 42.2 46.0
200 .. e e 6.5 14.2 19.5 26.0 29.8 325
S00....... . i, 4.1 9.0 12.3 16.5 18.9 20.6
700 ... 3.5 7.6 104 13.9 15.9 17.4
1000, ... L. 29 6.3 B.7 11.6 13.3 14.6
2000, .. 2.1 4.5 6.2 8.2 9.4 10.3
5000...... .. . e 1.3 2.8 3.9 52 6.0 6.5
7.000.. ... ... o 1.1 24 3.3 4.4 5.0 5.5
10,000 .. oo 09 2.0 2.8 3.7 4.2 4.6
20000 ... .. e 0.6 1.4 2.0 2.6 3.0 3.3
30000 ... . . e 05 1.2 1.6 2.1 2.4 27
50,000 ..., . e 0.4 09 1.2 1.7 1.8 21
80,000 ......... .. . 0.3 0.7 1.0 1.3 1.5 1.6
100,000 ... 0.ttt 0.3 0.6 09 1.2 1.3 15
500000 .. ......iiee e 0.1 0.3 0.4 0.5 0.6 0.7
1400000 .. ... .. e 0.1 0.2 0.2 0.3 0.4 0.4

Example of use of table: An estimate of 30 percent based on an aggregate estmate of 10 million visits has a standard error of 4.2 percent or a relative standard error of 14.0 percent (4.2 percent

divided by 30 percent).

estimates by imputing to nonrespon-
ding 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 a
two-sided ¢-test. The Bonferroni
inequality was used to estimate the
critical value for statistically
significant differences (0.05 level of
significance). Terms relating to
differences such as “higher,” “less,”
and so forth indicate that the
differences are statistically significant.
Terms such as “similar” or “no
difference” mean that no statistical
significance exists between the
estimates being compared. 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.

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.

Office — Offices are the premises
physicians identify as locations for
their ambulatory practice; these
customarily include consultation,
examination, or treatment spaces that
patients associate with the particular
physician.

Orolaryngologist — A physician who
specializes in the diseases of the ear,
nose, and throat.

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

Table V. Coefficients appropriate for
determining relative standard errors, by
type of estimate and physician specialty:
National Ambulatory Medical Care Survey,
1989-90

Type of estimate Coefficient
and
physician specialty A 8
Visits
Overalitotals . ... .. 0.00097549 5§2779.52184
Otolaryngologist . . . . 0.01236777 84645.29550
Drug mentions
Overalitotals . ... .. 0.00157151 81470.54833
Otolaryngologist . . .. 0.01603845 11420.09384

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.

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.
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11

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 (estimate is
based on fewer than 20 births in
numerator or denominator)
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Office Visits to Obstetricians and Gynecologists:
United States, 1989-90

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

Introduction

Over the 2-year period 1989-90,
there were approximately 119.6
million visits made to nonfederally
employed, office-based physicians in
the United States who specialized in
the practice of obstetrics and
gynecology —an average of about 59.8
million visits per year. This report
summarizes data pertaining to these
visits in terms of patient
characteristics, physician practice
characteristics, and visit
characteristics. Other reports are
available that present data on office
visits to obstetricians and
gynecologists for previous years (1-3).
Some of the findings from these
reports will be discussed in light of
current survey data.

The information presented in this
report is based on data obtained from
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 and Prevention. This survey
was conducted annually from 1973
through 1981, and again in 1985. It

resumed an annual schedule with the
1989 survey.

The 1989 and 1990 NAMCS
shared identical survey instruments,
definitions, and procedures. The
resulting two years of data have been
combined to provide more reliable
estimates, and the reader should be
aware that the estimates, percent
distributions, and rates presented in
this report, unless otherwise
indicated, reflect average annual
estimates for 1989 and 1990 based on
the combined data. The Patient
Record, the survey instrument
utilized by participating physicians to
record information about their
patients’ office visits, is shown in
figure 1.

The reader should 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 are subject to sampling
variability. The sample design,
sampling errors, and guidelines for
judging the precision of NAMCS
estimates are discussed in the
technical notes. Several publications
are available that discuss overall
findings from the 1989 and 1990
NAMCS (4-6), and reports on special

topics are also available (7-10).
Additional reports on visits made
during 1989 and 1990 to other
physician specialties are forthcoming.

Data Highlights

Patient characteristics

Approximately 99.4 percent of
visits to obstetricians and
gynecologists were made by females,s
and, of these, 85.7 percent were made
by females between the ages of 15
and 44 years. These percentages
reflect the principal reason for visits
to this specialty: routine prenatal
examination. Visits by females
according to age and race are shown
in table 1.

#This report focuscs primarily on visits made to
obstetricians and gynccologists by females (an
average of 59,475,000 visits per year for 1959
and 1990). The estimated number of visits by
males (an average of 337,000 per vear for 1989
and 1990) is too small to be statistically reliable
and thus does not permit meaningful analysis.
A general discussion of visits made by males to
what is cssentially a specialty dealing with
women’s repreductive health issues can be found
in an earlier publication (2).
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1 _DATE OF VISIT

PATIENT RECORD

OMB No. 0920-0234
Expires 8-31-89

e NATIONAL AMBULATORY MEDICAL CARE SURVEY (PHS) 61058
2 ,2P CODE 4., SEX K5, COLOR OR 6. ETHNICITY | 7 EXPECTED SOURCE(S) OF PAYMENT 8, WAS PATIENT
* “RACE . * [Check all that apply) 'REFERRE%FBOR
THIS VISIT BY
1 [ wee 1] sewrpay o« [ BE SROTS 7 [[] ~o cHasce ANOTHER
1 [ et 2 [ sack [ ohan© - L sice i - PHYSICIAN?
3.MTE OF BIRTH ASIANPACIFIC 2 [] MEDICARE 5 D &’TSHE: %‘%AE‘MERCIAL & D ot
2 [ Mk 3 [ istingen 2 [ M e uAA i 1[ves 2[Jno
o G e « [J esximomuesr 3 [ meoeao o [ 050000
Q _PATIENT'S COMPLAINT(S!, SYMPTOM(S!, OR OTHER 10, PHYSICIAN'S DIAGNOSES 1 1, HAVE YOU SEEN
"REASONI(S) FOR THIS VISIT /in patent's own words] * * PATIENT BEFORE?
s MOST IMPORTANT » PRINCIPAL DIAGNOSIS/PROBLEM ASSOCIATED WITH ITEM Sa
[ Yis 2] no
1F YES, FOR THE CONDITION
b OTHER b OTHER SIGNIFICANT CURRENT DIAGNOSES IN [TEM 1087
1Oves 2w~

1 2 DIAGNOSTIC/ SCREENING SERVICES
* [Check all ordered or provided)

1 | NONE

2 [] papTest

3 [ PELVIC Exam
o

8 D URINALYSIS

9 ] cHesT x rav
!

s : BREAST PALPATION

5 |7 MAMMOGRAM

6 [ visuaL acuiry 12 [_] sTOOL BLOOD EXAM

7 [T} sLo0p PaESSURE CHECK

10 [ oiGiTaL RECTAL ExAM

11 [[] PROCTISIGMOIDOSCOPY

1 L] none

13 (] omaL GLuCOSE TOL
14 [] cHoLesTEROL MEASURE
15 ] miv seroLOGY

16 {_] 0THER 8LOOD TEST

17 [:] OTHER [Specif]

7 [ omwer

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

2 D WEIGHT REDUCTION

3 [T] crocesTeroL REDUCTION
4[] sMOKING CESSATION

5 [] mv TRANSMISSION

6 [ ] ereasT SELF EXAM

1 4 NON-MEDICATION THEFAPY
* [Check all ordered or provided]

1 [] nowe

2 [] psvcHOTHERAPY

3 [[] comrecTive Lenses

a D AMBULATORY SURGERY
s [] pHvsioTHERARY

6 [:] OTHER [Specify/

IF NONE, CHECK HERE [

1 5 . MEDICATION THERAPY (Record all new or conninued medications ordered or provided at this visit. Use the same
brand name or genenc name entered on any Rx or office medical record. Include iz de itf:

g and ung agents.]
8. NEW . FOR DX
MEDICATION? IN ITEM 1087
YES NO YES NO
0O 0 0 =0
0 0 0 =200
0 :0 0 <0
O -0 0O =0
0 20 O 20

1 6 DISPOSITION THIS VISIT 1 7 DURATION
* [Check all that apply] * OF THIS

VISIT

1 [} no FoLLow.up pLANNED [Time
acrually

2 [T] RETURN AT SPECIFIED TIME spent with
physician]

3 [} RETURN IF NEEDED, P AN,

TELEPHONE FOLLOW-UP

« ] FNe

5 [ ] REFERAED TO OTHER PHYSICIAN

& [} RETURNED TO REFERRING

PHYSICIAN
7 [] ApmiT 1o HOSPITAL T
8 D OTHER [Specify]

Figure 1. 1989 National Ambulatory Medical Care Survey Patient Record

The age distribution of visits by
females to obstetricians and
gynecologists has shifted over the
years. While 32.7 percent of these
visits were made by patients 15-24
years of age in 1975-76. only
21.4 percent were made by patients in
this age group in 1989-90.
Correspondingly, females aged 25-44
years comprised 51.7 percent of the
total in 1975-76, but had increased
their share to 64.3 percent by 1989-90
(figure 2).

However, visit rates appeared not
to have changed significantly over the
vears within any of the five age
groups analyzed (figure 3). Females in
the age group 25-44 years had the
highest rate of visits to obstetricians
and gynecologists (94.5 visits per 100
females in 1989-90). followed by
females aged 15-24 years (71.6 visits
per 100). Females under age 15 were
the least likely to visit this specialty,
with only 1.3 visits per 100 females.

*US GOVERNMENT PRINTING OFFICE. 1989-226-197

White females made 84.7 percent
of all female visits to obstetricians
and gynecologists during 1989-90,
while black females accounted for
8.6 percent, and Asian/Pacific
Islanders accounted for 3 percent.
The visit rate for white females was
higher (47.7 visits per 100) than the
corresponding rate for black females
(31.8 visits per 100). Visit rates for
white females did not appear to
change significantly during the years
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Figure 2, Change in age distribution of office visits by females to ohstetricians and

gynecologists: United States 1975-80

analyzed. Moreover, no significant
differences were found in visit rates
for black females in 1975~76
compared with 1989-90, although a
somewhat lower visit rate was noted
in 1980-81.

Physician practice
characteristics

Obstetrics and gynecology was
the fourth most visited physician
specialty after general and family
practice, internal medicine, and
pediatrics, and accounted for an
average of 8.6 percent of all office
visits for 1989 and 1990 (table 2).
This percentage did not differ
appreciably from figures reported in
1975 and 1980-81.

Of the average number of office
visits made by women during 1989
and 1990 to all specialties, about
14.1 percent were made to
obstetricians and gynecologists.
However, among women aged 15-44
years, this share was 29.1 percent
(figure 4). General and family
practice physicians received
30.4 percent of the total for this age
group, with other specialties receiving
significantly smaller percentages.

Visit characteristics

More than two-thirds of all visits
made by females to obstetricians and
gynecologists (69.6 percent) were
made by patients who had seen the
physician previously and were
returning for care of their condition.

This refiects, to some extent, the
ongoing character of prenatal care.
Only 4.7 percent of visits were the
result of a referral from another
physician (table 3).

Private insurance (including
commercial insurance and Blue
Cross/Blue Shield) was listed as an
expected source of payment at nearly
half (48.1 percent) of all visits
(table 4). Self-payment was the
expected source of payment at
26.7 percent of visits, followed by
HMO/prepaid plan (14.4 percent). It
should be noted that, physicians were
allowed to list more than one
expected source of payment per visit.

The patient’s principal reason for
visit is shown in tables 5 and 6. Data
in table 5 are categorized according
to the eight reason for visit modules,
or groups of reasons, outlined in 4
Reason for Visit Classification for
Ambulatory Care (RVC) (10). The 15
most frequently mentioned principal
reasons for visiting obstetricians and
gynecologists are listed in table 6.

The principal reason for visit
(item 9a on the Patient Record) is
the patient’s most important
complaint(s), symptom(s), or other
reason(s) for this visit expressed in
the patient’s own words. Up to three
reasons per visit may be coded based
upon the classification system found
in the RVC.

More than half (59.6 percent) of
all visits by females to obstetricians
and gynecologists were classified
within the diagnostic, screening, and
preventive module, reflecting the
large percentage of visits
(32.8 percent) made for the specific
reason of routine prenatal
examination. Visits made because of
a symptomatic problem or complaint
accounted for 23.7 percent of the
total; symptomatic problems or
complaints were most often related to
the genitourinary system.

Diagnostic services ordered or
provided at the visit are shown in
table 7. The vast majority of visits
included some type of diagnostic
service (94.4 percent), and
36.5 percent of visits included four or
more diagnostic services, a
significantly higher percentage than
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that found at visits to all other
specialties.

The most frequently performed
service was a blood pressure check
(72.7 percent of visits), followed by
pelvic exam (58.5 percent), urinalysis
(45.4 percent), pap test
(34.7 percent), and breast palpation
(32.1 percent).

Data on principal diagnoses
rendered at visits to obstetricians and
gynecologists are shown in table 8.
Itern 10a of the Patient Record
requests that the physician record the
principal diagnosis associated with the
patient’s most important reason for
visit. Diagnoses are classified and
coded according to the International
Classification of Diseases, 9th Revision
Clinical Modification, (ICD-9-CM)

(12). They are shown according to
major ICD-9 coding classes in table 8
and by the 15 most frequently
mentioned principal diagnoses in
table 9.

Paralleling the principal reason
for visit data, the majority
(55.6 percent) of visits reported a
principal diagnosis in the
supplementary classification (ICD-
9-CM codes V01-V82), which
includes all diagnoses that are not
related to illness or injury. About
22.2 percent of visits reported
diagnoses classified as diseases of the
genitourinary tract (ICD-9-CM codes
580-629).

Normal pregnancy was the most
frequently reported principal
diagnosis, listed at 31.3 percent of

visits. The most frequently reported
morbidity-related principal diagnosis
was menopausal and postmenopausal
disorders, listed at 3.6 percent of
visits. (Morbidity-related diagnoses
are those referable to illness or
injury.)

Therapeutic services ordered or
provided by the physician are shown
in table 10. Less than half of the visits
(47.3 percent) included some form of
counseling or advice by the physician;
breast self-exam was the specific type
of counseling reported most
frequently, occurring at 10.6 percent
of visits. However, 35.1 percent of
visits included a reference to “other”
counseling, which may include various
forms of medical, social, and family
counseling. More detailed data in this
area have been collected in the 1991
NAMCS.

Less than half (44.0 percent) of
visits to obstetricians and
gynecologists included a mention of
medication therapy, compared with
61.7 percent of visits to all other
specialties, again reflecting the
predominance of visits made for
reasons other than illness and injury.
As used in the NAMCS, the term
“drug” is interchangeable with the
term “medication” and includes all
new or continued medications
ordered or provided at the visit,
including both prescription and
nonprescription preparations,
immunizing agents, and desensitizing
agents. An earlier report is available
that describes the method and
instruments used in collecting and
processing NAMCS drug data (13).

The number of drug mentions by
therapeutic classification is shown in
table 11. The classification system
used here was adapted from the
therapeutic categories found in the
National Drug Code Directory, 1985
(14). In cases where a particular drug
was classifiable to more than one
therapeutic category, it was listed
under the category for which it was
most frequently prescribed.

“Drug mentions” refer to the
total number of medications listed in
item 15 of the Patient Record.
Physicians may record multiple
medications per visit, 30 that the total
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number of drug mentions may exceed
the total number of visits. This was
not the case for visits to obstetricians
and gynecologists, however, where
only about 1.3 drugs were prescribed
per drug visit, and where just 6
mentions of medication were made
for every 10 visits in general. “Drug
visit” refers to visits with at least one
mention of medication ordered or
provided by the physician.

Of the average yearly estimate of
34.7 million drug mentions at visits to
obstetricians and gynecologists for
1989 and 1990, the largest percentage
of mentions (34.8 percent) was for
hormones and agents affecting
hormonal mechanisms. This was
followed by metabolic and nutrient
agents, which accounted for
23.5 percent of all drug mentions.

The 20 most frequently used
generic substances occurring in drug
mentions by obstetricians and
gynecologists are listed in table 12.
The most frequently mentioned
generic substance was estradiol, listed
as an ingredient in 15.5 percent of
drug mentions. (It is important to

note that the rank ordering presented
in this and other tables in this report
may not always be reliable because
near estimates may not be
significantly different from each other
due to sampling variability.) Among
the top 20 generic substances were

5 hormonal agents, and 10 metabolic
and nutrient agents. The 10 most
frequently mentioned medications
according to the entry name of the
drug, that is, the actual reference
made to it by the physician on the
Patient Record, whether by brand
name, generic name, or therapeutic
effect, is shown in table 13.

Data on disposition of visit are
displayed in table 14. Most visits to
obstetricians and gynecologists by
females included an instruction to
return at a specified time
(76.7 percent).

Duration of visit is shown in
table 15. More than half of all visits
by females (69.3 percent) lasted 15
minutes or less. Average duration of
physician-patient contact (excluding
visits of zero minutes duration in
which no direct face-to-face contact

between physician and patient
occurred) was 15.5 minutes for visits
to obstetricians and gynecologists.

Selected visit characteristics for
obstetricians and gynecologists as
compared with all other specialties
are shown in tables 16 and 17. Visits
to obstetricians and gynecologists
were more likely to be made by
female patients and by patients aged
15-44 years than were visits to all
other specialties (table 16). Other
areas of difference involve the greater
likelihood of private insurance as an
expected source of payment at visits
to this specialty, the predominance of
diagnostic, screening, and preventive
reasons for visit as opposed to
symptomatic complaints, the greater
likelihood of nonillness and noninjury
diagnoses, the higher number as well
as the type of diagnostic services
performed, the greater likelihood of
counseling for breast self-
examination, the lower percentage of
visits at which medication therapy was
mentioned, and the higher proportion
of visits at which a return visit was
scheduled.

Data in table 17 represent the
distribution of visits by physician
specialty for 10 reasons for visit and
10 diagnoses selected from those
reported most often at visits to
obstetricians and gynecologists.
Obstetricians and gynecologists
received 79.1 percent of all visits for
routine prenatal examination
compared with 19.1 percent for
general and family practitioners. On
the other hand, general and family
practitioners received about half
(50.1 percent) of all visits made for
the reason of having a pap smear,
which is not significantly different
than the proportion made to
obstetricians and gynecologists
(41.3 percent).

For the 10 diagnoses listed in
table 17, obstetricians and
gynecologists received a significantly
greater proportion of visits for each
diagnosis listed, with two
exceptions —visits having a diagnosis
of candidiasis and visits with a
diagnosis of inflammatory disease of
the cervix, vagina, and vulva. General
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and family practitioners received a
substantial proportion of visits with
these diagnoses (35.9 percent and
40.6 percent, respectively).
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Table 1. Annual number, percent distribution, and rate of office visits by females to

obstetri¢lans and gynecologists, by patient's age and race, averaged over a 2-year period:

United States, 1989-90

Number of Visit rate
visits in Percent per 100
Patient characteristic thousands distnbution females?
Allvisits . .. ................ 59,475 100.0 472
Age
Lessthan 15years . . ... ....... 349 0.6 1.3
15-24vyears ... .0 i i i 12,749 214 71.6
26-44vyears ... .. 38,247 64.3 94.5
45-64 years ... .. [ 6,476 10.9 26.8
65yearsandover. . . ... ... ... 1,655 2.8 9.6
Race
White. . ......oovi i 50,403 84.7 47.7
Lessthan15years. . ......... 264 0.4 1.2
16-24vyears............... 10,485 17.6 72.8
26-44years. . ... e 32,348 54.4 95.9
45-B4years. .. ..o i i 5,783 9.7 27.8
65yearsandover ........... 1,523 26 9.8
Black. . . ... . L i 5,113 86 31.8
lessthan1Syears. . ......... *64 *0.1 *1.5
15-24vyears . .. ... ... 1,496 2.5 §5.6
25-44Yyears . ... u e 3,173 53 62.0
45-64vyears. . ... 324 0.5 12.3
E5yearsandover . .......... *54 *0.1 *3.7
Asian/Pacific Islander. . .. ... .... 1,763 3.0
American Indian/Alaskan Native . . . . 152 0.3
Unspecified. . . .............. 2,046 34

visit rates are based on U.S. Bureau of the Census estimates of the cvilian, noninstitutionalized U.S. female population for July

1 of 1983 and 1990, averaged over the 2-year penad,

Table 2. Annual number, percent distribution, and rate of office visits by physician

speclalty, averaged over a 2-year period: United States, 198930

Number of Visit rate

visits in Percent per 100

Physician specialty thousands distribution persons!
Alvisits . ... ... e, 698,653 100.0 285.4
General and family practice. . . .. .. 208,045 29.8 85.0
Internal medicine .. ........... 87,719 12.6 35.8
Pediatrics . . . ............... 84,280 12.1 34.4
Obstetrics and gynecology . . ... .. 59,812 8.6 247.2
Ophthalmology . ............. 41,302 5.9 16.9
Orthopedic surgery 34,033 4.9 139
Dermatology . .. .. . . 25,165 3.6 10.3
Generalsurgery .. . ............ 23.891 34 9.8
Psychiatry. . ... oo vivevn e 18,790 2.7 7.7
Otolaryngology. . . ... ... .. ... 16,958 24 6.9
Cardiovascular diseases. . . ...... 11,040 1.6 4.5
Urological surgery. .. . ......... 9,852 1.4 4.0
Neurology. v o v v v i i v i 6,167 0.9 2.5
Other. . . ..... ...t 71,603 10.2 28.2

1Visit rates are based on U.S. Burgau of the Census estimates of the civilian, noninstitutionalized population of the United States

for July 1 of 1989 and 1990, averaged over the 2-year period.

2Rate based on female visits and femala population, Fermnales made 99.4 percent of all visits to this specialty during 198930, for

an average annual estimate of 59,475,000 visits.

Table 3. Annuai number and percent
distribution of office visits by females to
obstetricians and gynecologists by
patient’s referral status and prior-visit
status, averaged over a 2-year period:
United States, 1989-90

Number of
visits in Percent
Visit characteristic thousands distribution
Allvisits. . .......... 59,475 100.0

Patient's referral status

Patient was referred to
this visit by another

physician . ......... 2,818 4.7
Patient was not refesred

to this visit by another

physician . .. ....... 56,657 95.3

Patient’s prior-visit status
New patient . ........ 7,725 13.0
Old patient, new

problem . . ....... .. 10,352 17.4
Qld patient, old

problem........... 41,398 63.6

Table 4. Annual number and percent
distribution of office visits by females to
obstetricians and gynecologists by
patient's expected source of payment,
averaged over a 2-year period:

United States, 1989-90

Number of
Expected source visits in Percent
of payment! thousands distribution
Allvists. . .. ...... .. 58,475 100.0
Commercial insurance. . . 20,357 34.2
Selfpay............ 15,852 26.7
HMO/Prepadplan .. ... 8,568 14.4
Blue Cross;Blue Sheld . . 8,254 13.9
Medicad . .......... 4,579 7.7
Nocharge .......... 1,963 3.3
Medicare . ... ....... 1,411 24
Other . ............ 1,439 24
Unknown . .......... 2,423 4.1

1Number may rot add to totals because more than one source
of payment may be coded for each visit.
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Table 5. Annual number and percent distribution of office visits by females to Table 7. Annual number and percent
obstetricians and gynecologists by patient’s principal reason for visit, averaged over a distribution of office visits by females to
2-year period: United States, 1989-90 obstetricians and gynecologists by
diagnostic service, averaged over a 2-year
Number of period: United States, 1989-90
visits in Percent
Principal reason for visit and RVC code’ thousands distribution Number of
Diagnostic and visits in Percent
AllVISHS . . Lo e 59,475 100.0 screening service thousands distribution
Symptommodule;. . ... ... ... L. S001-8999 14,125 237 .
Symptoms referable to the genitourinary system .S640-5829 9,741 16. Allvisits. .. ......, .. 59,475 100.0
Diseasemodule. . .. ... .. ... . ... D001-D999 1,645 2.8
Diagnostic, screening, and preventive module . .X100-X599 35,473 59.6 Number of diagnostic
Treatmentmodule . . ... ... .. .......... T100-T8399 4,236 7.1 services performed
Imury and adverse effects module . ... .. . J001-J999 *57 *0.1 at visit
Testresuts module. . ... ............ R100-R700 1.884 3.2
Agministrative moduile . ... ... ... A100-A140 *38 *0.1 0., 3,326 5.6
Other2 . . . ... ... ... .U990-U999 2,018 3.4 L P 10,157 17.1
2 e 13,203 22.2
] 3. 11,029 18.5
Based on “A Reason for Visit Classification for Ambulatory Care,” (RVC), Vital Health Stat 2(78), Feb. 1979. B 7.431 125
2incluges blanks, problems, and complaints not elsewnere classified, entries of “none,” and iliegible entnes. By 5,296 8.9
Morethan5 ......... 9,033 15.1
Diagnostic and screening
services performed
at visit!
Table 6_. Annual number and percent distribution of office visits py femal'es 1o Blood pressure check . . . 43,234 72.7
obstetricians and gynecologists by the 15 most frequently mentioned principal reasons Eelvic exam . ........ 23,728 ig'i
- iod: t rinalysis. . ......... 0 .
for visit, averaged over a 2-year period: United States, 198990 Paptest ...l 50'642 337
Breast palpation. . . . ... 19,114 32.1
Number of Qther blood test. . . . . . . 8,853 14.9
visits in Percent Digital-rectal exam . . . .. 7,660 12.8
Principal reason for visit and RVC code! thousands distribution Mammogram. . ... .... 3,932 6.6
Cholesterol measure. . . . 2,268 3.8
Stool blood exam . . . ... 2,223 3.7
A VSIS . . e e e 59,475 100.0 Oral glucose tolerance. . . 939 1.6
Routine prenatal examination . . . . ... .......... X205 19,530 32.8 HIV serology? . .. ... .. 273 0.5
General medical examination . . ... ... ... ... .. X100 6,971 11.7 Chestxray.......... 207 0.3
Postoperative VISIt . . . . ... T205 2,363 4.0 Visualacutty . ... ..... 190 0.3
Postparturm examination . . . .. .. ......... .. .X215 2,051 34 Proctoscopy/ .
PGP SIMEAN. . .\t et X365 1,749 29 sigmoidoscopy. . . . . . . 71 0.1
Foreytology findings . . . . ... ..o o v R300 1,573 2.6 Other diagnostic service. . 17,366 29.2
Gynecological examination . . ... ............. X225 1,990 3.3
Other vaginal symptoms . . . . . . . eq T S785 1,264 21 TNumber may not add to fotals because more than one
Family planning, not o}henmse specified. . ........ X500 1,031 1.7 diagnostic service may be performed at each visit,
Absence of menstruation . . ... ........ ... ... 8730 843 1.4 2HIV 15 human immunodeficiency wirus.
Stomach pain, cramps, and spasms . ... ........ 8545 817 14
Uterine and vaginal bleeding . . . ....... ...... 8755 791 1.3
Problems of pregnancy and the postpartum period . . .5790 735 1.2
Menopausal symptoms. . .. ................. S750 716 1.2
Peivicsymptoras. . . .. ... ... 8775 714 1.2
AHOtherreasons . ... .. ... vt 16,342 27.5

1Based on "A Reason for Visit Classtication for Ambutatory Care,” (RVC), Vital Heaith Stat 2(78), Feb. 1979,
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Table 8. Annual number and percent distribution of office visits by females to Table 10. Annual number and percent
obstetriclans and gynecologists by principal diagnosis, averaged over a 2-year period: distribution of office visits by females to
United States, 1989-~90 obstetricians and gynecologists by
therapeutic service ordered or provided,
Number of averaged over a 2-year period:
, visils in Percent United States, 1985-80
Principal diagnosis and ICD-9-CM code! thousands distnibution
. Number of

AlLVISIHS . . o e e e e 59,475 100.0 Therapeutic service visits in Percent
Infectibus and parasitic diseases . . ... ....... 001-139 1,864 3.1 ordered or provided’ thousands  distnbution
Neoplasm, . . .. v v n et ettt i e 140-239 1,161 2.0
Endocrine, nutntional, and metabolic diseases Alvisits. . .......... 59,475 100.0

and immunity disorders . . .. ... ... ... ... 240-279 732 1.2 I
Mental diSOrders. . . ... ....oovvuvrenn... 290-319 171 0.3 New or continuing
giseases of the nervous systern and sense organs .320-389 174 8.3 medication. . ....... 26,148 44.0

iseases of the circulatory system . .......... 390-459 336 .6 ounseli ;
Diseases of the respiratory system . .. ........ 460-519 526 0.9 c N;‘,ﬁj mg/advrce _____ 31,351 52.7
Diseases of the digestive system . . .......... 520-579 342 0.6 Weight reduction. . . . . 2,876 4.8
Diseases of the genitounnary system. . ... ... .. 580-629 13,180 222 Cholesterol reduction . . 1.014 1.7
Diseases of the skin and subcutaneous tissue . . . .680-709 315 05 Smoking cessation. . . . 1,137 1.9
Diseases of the musculoskeletal system HIV transmission . . . . . *134 *0.2

and connective tissue, . ... ...l 710-739 150 0.3 Breast self-exam . . . . . 6,294 10.6
Symptoms, signs, and ill-defined congitions . . . . . 780-799 1,478 25 Other. ........... 20.900 35.1
Injuryand poisoning . . .. ... oo oL 800-999 188 03 o
Supplementary classification . . ... .......... VO1-v82 33,060 55.6 Other non-medication
Allotherdiagnoses2. . . ... .. . i it i ennnen.. 3,764 6.3 therapy
Unknown® . L. e e 2,036 3.4 None . ........... 54,587 91.8

ZSychlotherapy ...... 2 0.3

1Based on the international Classification of Diseases, 9th Revision, Clinical Moddfication (ICD-S-CM). thybsl'.loet!;,%rr\;g;ﬂgery -??}, *gg
2includes diseases of the blood and blood-forming organs (280-289); complications of pregnancy, childbirth, and the puepenum Other. ........... 3,784 6.4

8530-676); congenitai anomahes (740-758); and certain conditions originating in the perinatal period (760-798).

Includes blank diagnoses, uncodable dragnoses, and iliegible diagnoses.
TNumbers may not add to totals because more than one type

of therapy may be crdered or provided at each visit.

Table 9. Annual number and percent distribution of office visits by females to Table 11. Annual number and percent
obstetriclans and gynecologists by the 15 most frequently mentioned principal diagnoses,  distribution of drug mentions at office visits
averaged over a 2-year period: United States, 1989-90 by females to obstetricians and
gynecologists by therapeutic classification,
Number of averaged over a 2-year period:
o . visits in Percent United States, 1989-90
Principal diagnosis and {CD-9~CM code' thousands distnbution
— Number of
Allvisits . .. e e e 59,475 100.0 drug mentions Percent
NOMAl PrEgnanCY -« v .o v oo eeneeann. V22 18,701 31.3 Therapeutic classification'  in thousands  distribution
General medical examination. . .. .............. V70 4,399 7.4
Menopausal and postmenopausal disorders . . ... ... 627 2,126 3.6 Allmentions . ........ 34,738 100.0
Disorders of menstruation and other abnormalities . . . .626 2,062 3.4
Contraceptive management. . . ... ............. Va5 2,015 3.4 Hormones and agents
Special investigations and examinations . . . .. ... ... V72 1,764 2.9 affecting hormonal
Postpartum care and examination. . .. . ... ....... V24 1,688 2.8 mechanisms . . ... ... 12,088 34.8
Inflammatory disease of cervix, vagina, and vulva . . . . . 616 1.643 2.7 Contraceptive agents . . 6,243 18.0
Pain and other symptoms associated with female Estrogens and
GENItAl OFGANS . . v v v v v e e e e e 625 1,416 2.4 progestns . . ... ... 4,708 13.6
Noninflammatory disorders of cervix . . ... ........ 622 1,109 1.9 Metabolic and nutrient
Other poStsUrgical States . ... ... ..voennen.. .. V45 930 1.6 agemts. ........... 8.167 23.5
Candigiasis . o . .o« vvvvnne e 112 814 1.4 Vitamins, minerals . . .. 7,946 229
Female infertility . . . - .. ovie s 628 797 13 Antimicrobial. . .. ... .. 4.334 125
Observation and evaluation for suspected conditions . . V71 747 1.2 Tetracyclines . ... ... 1.063 3.1
Nonspecific abnormal nistological and immunological Penicillins . ........ 761 22
findings ... L 795 700 12 Skin.mucous 2,989 86
It ot i SES L i e \ . AU ’ .
All other diagnoses 18,570 315 Dermatologics ... ... 2.736 7.9
Pamrekef, .. ........ 1,934 5.6
1Based on the interational Classification of Diseases, 9th Rewvision, Clirical Modification {ICD-9-CM). Antiarthritics . .. .. ... 1,148 3.3
Hematologic . . ....... 1,154 3.3
Agents used to treat
deficiency anemias. . . 1,127 3.2
Respiratory tract. . . . ... 752 2.2
Cardiovascular-renal . . . . 437 1.3
Psychopharmacologic . . . a37 1.3
Gastromntestinal . . ..... 312 0.9
Immunologic. . . ...... 123 0.4
Neurologic . .. ....... *65 0.2
Qphthalmic. ......... *40 *0.1
Other and unclassified? . . 1,908 5.5

TTherapeutic classification is based cn the standard drug
class.fication used in the National Drug Code Directory, 1985
Edition.

2Includes anesthetics, oncolytics, otological drugs, antipara-
sitic agents, and other unclassified and miscellaneous agents.
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Table 12. Annual number, percent distribution, and therapeutic classification of drug
mentions at office visits by females to obstetricians and gynecologists by the 20 most
frequently used generic substances, averaged over a 2-year period: United States,
1989-90

Number of
drug mentions Percent Therapeutic

Generic substance in thousands? distribution classification?
Allmentions.............. 34,738 100.0
Estradiol . ............... 5,370 15.5 Contraceptive agents
Ergocalciferol . . ... ........ 5,287 15.2 Vitamins, minerals
VitaminA. . .............. 5,272 15.2 Vitaming, minerals
Riboflavin. . .. ............ 4,660 13.4 Vitamins, minerals
Pyridoxine . . ............. 4,642 134 Vitamins, minerals
Thiamine................ 4,031 11.6 Vitamins, minerals
Norethindrone. . . . . ........ 3,157 9.1 Contraceptive agents
Iron preparations . . . ........ 2,997 8.6 Vitamins, minerals
Estrogens . .............. 2,445 7.0 Estrogens and progestins
Medroxyprogesterone . . . . . ... 1,673 4.8 Estrogens and progestins
Calciumion . ............. 1,644 4.7 Vitamins, minerals
Thimerosal. . .. ........... 1,498 4.3 Vitamins, minerals
VitaminC. . .............. 1,080 3.1 Vitamins, minerals
Norgestrel . . ............. 1,038 3.0 Contraceptive agents
VitaminE................ 978 2.8 Vitamins, minerals
Terconazole . . .. .......... 665 1.9 Dermatologics
Miconazole. . .. ... ........ 647 1.9 Dermatologics
Doxycycline . .. ........... 636 1.8 Tetracyclines
Metronidazole . . . .......... 631 1.8 Miscellaneous antibacterial agents
Naproxen. . .. ............ 599 1.7 Antiarthritics

1Frequency of mention combines single-ingredient agents with mentions of the agent as an ingredient in a combination drug.
2Therapeutic classification is based on the standard drug classification used in the National Drug Code Directory, 1985 Edition.

In cases where a generic substance had more than one therapeutic classification, it was listed in the classification for which it was

most frequently used.

Table 13. Annual number, percent distribution, and therapeutic classification of the 10
drugs most frequently prescribed at visits by females to obstetricians and gynecologists
by entry name of drug, averaged over a 2-year period: United States, 1989-90

Number of
drug mentions Percent Therapeutic
Entry name of drug? in thousands distribution classification?

Total mentions . ........... 34,738 100.0
Premarin................ 2,296 6.6 Estrogens and progestins
Prenatal vitamins . . .. 2,085 59 Vitamins, minerals’
Ortho-novum . . ........... 2,053 5.9 Contraceptive agents
Prenatal formula (vitamins) . . . . . 1,796 5.2 Vitamins, minerals
Materna. . ............... 1,644 4.7 Vitamins, minerals
Provera................. 1,663 4.5 Estrogens and progesting
Contraceptive agent . . . ... ... 725 2.1 Contraceptive agents
Terazol . . ............... 665 1.9 Dermatologics
Natalins. . ............... 588 1.7 Vitamins, minerals
ANaproxX. . . .. vee e 554 16 Antiarthritics

1The trade or generic name used by the physician on the prescription or other medical records.
2Therapeutic classification is based on the standard drug classification used in the National Drug Code Directory, 1982 Edition.

In cases where a drug had more than one therapeutic classification, it was listed in the classification for which it was most

frequently used.

Table 14. Annual number and percent distribution of office visits by females to
obstetricians and gynecologists by disposition of visit, averaged over a 2-year period:
United States, 1989-90

Number of
visits in Percent
Disposition of visit! thousands distribution
Allvisits . . ... oo i e 59,475 100.0
Nofollowupplanned . . .. .............. 2,808 4.7
Return at specifiedtime . ... ............ 45,641 76.7
Returnifneeded. . . .. ................ 9,307 15.6
Telephone followup planned . . .. ... ...... 1,479 2.5
Refer to other physician . . . ............. 1,463 25
Return to referring physician . . . .......... 306 0.5
Admittohospital. . . ... ...... ... ..., 766 1.3
Cther disposition. . . .. ... ............. 1,063 1.8

1Number may not add to totals because more than one disposition may be coded for each visit.

Table 15. Annual number and percent
distribution of office visits by females to
obstetricians and gynecologists by
duration of visit, averaged over a 2-year
period: United States, 1989-90

Number of
visits in Percent

Duration of visit thousands distribution

Alvisits. . ... ....... 59,475 100.0
Ominutes! . . ........ 399 0.7
1-5 minutes . . R 6,563 11.0
6-10minutes . ....... 16,269 27.4
11~15 minutes. . . ... .. 17,962 30.2
16-30 minutes. . . ..... 15,599 26.2
31-60 minutes. . ...... 2,627 4.4
More than 60 minutes . . . *57 *0.1

1Visits of zero minutes duration are those in which there was
no face-to-face contact between the physician and the patient.
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Table 16. Annual number and percent of office visits to obstetricians and gynecologists
and to all other physician specialties by selected visit characteristics, averaged over a
2-year period: United States, 1989-90

Obstetricians
and All other
Selected visit characteristic gynecologists specalties

Number of visits in thousands

Allvisits . . ... ... . e 59,812 638,841
Percent

Femalepatients .. ................... 99.4 56.8
Patients 1544 yearsofage. . . . .......... 85.5 329
Patients returning for care of previously

treatedcendition . . ... ... ... .. L L. 69.5 60.3
Private insurance as expected pay source

{includes commercial insurance and

Blue Cross/Blue Shield) . . . ............ 47.9 33.2
Principal reason for visit in symptom module . . . 24.0 60.0
Principal reason for visit in diagnostic,

screening, and preventive module . . .. ... .. 59.4 11.6
Principal reason for visit of routine

prenatalexam, . . ........ .o, 32.7 0.8
Principal diagnosis in diseases of the

genitourinary system , . .. ............. 22.1 4.2
Principal diagnosis in supplementary

classification . .. ... ........ . . ... ... 55.3 11.3
Principal diagnosis of normat pregnancy. . . ... 313 0.8
Three or more diagnostic services performed. . . 54.9 10.4
Blood pressurecheck ... .............. 72.6 33.4
Pelvicexam. . ............ouvunn. 58.2 26
Urinalysis . . ...... ... 453 9.7
Paptest.......... ... ... . .. oo.. 34.5 2.0
Breastpalpation . . ............ ..., ... 32.0 3.1
Mammogram .. ........cooiviinennnnn 6.6 1.1
Counseling for breast seif-exam .. ......... 10.5 1.5
Drugvisits. . . . . oo i it i e e 44.1 61.7
Return visitscheduled . . . .............. 76.6 60.3

Tabie 17. Annual number and percent distribution of office visits by physician specialty according to selected princlpal reasons for visit
and principal diagnoses, averaged over a 2-year period: United States, 1989-90

Number of
visits in Obstetrics and General and All other
Principal reason for visit and principal diagnosis thousands Total gynecology farmuly practice specialties
Percent distnibution

ATVISIHS « o ot e e e 422,324 100.0 14.1 30.0 55.9

Principal reason for visit and RVC code!?
Routine prenatal examination. . ... .......... X205 24,663 100.0 79.1 19.1 1.8
Stomach pains, cramps, and spasms .. ....... S545 8,311 100 0 9.8 38.1 52.1
Papsmear..........ccuiiiiieunenn.nn X365 4,233 100.0 41.3 50.1 8.6
Other vaginatsymptoms . . ............... S765 2,689 100.0 47.0 37.0 16.0
Postpartum examination. . ... ..... .. ... X215 2,315 100.0 88.8 *9.7 *1.7
Forcytology findings. . . ........... ... ... R300 2,209 100.0 71.2 17.5 *11.3
Gynecological examination . . . . ... .. ie. . X225 2,008 100.0 74.2 13.6 *12.2
Family planning, not otherwise specified .. ... .. X500 1.362 100.0 75.7 *16.0 *38.3
Uterine and vaginal bleeding. . . .. ......,... 8755 1.333 100.0 59.3 27.6 *13.1
Absence of menstruation . . .. ......... . ... S730 1,048 100.0 80.4 *14.5 *5.1

Princioal diagnosts ang {CD-9-CM code2
Normalpregnancy « . ..o v vttt e it veein e vaz 23,570 100.0 79.3 19.1 1.6
Menopausal and postmenopausal disorders . . . . . . 627 3,719 100.0 57.2 30.1 12.7
Inflammatory disease of cervix, vagina, and vulva. . .616 3,554 100.0 46.2 40.6 13.2
Disorders of menstruation and other abnormalties . .626 3,012 100.0 68.5 24.4 *7.1
Contraceptive management . . .............. vas 2,816 100.0 71.6 19.8 *8.6

Pain and other symptoms associated with female
genital organs . . . . .. ... e 625 2,194 100.0 64.5 16.5 19.0
Postpartum care and examination . ........... Va4 2,022 100.0 83.5 14.2 *2.3
Candidiasis . ........cuv i ennrirnnnn 112 2,017 100.0 39.6 35.9 245
Noninflammatory disorders of cervix . . . ..., . ... 622 1,519 100.0 73.0 *13.3 *13.7
Femaleinfertility. . . . .. ......... .. ... .... 628 987 100.0 80.7 *9.8 *9.5

1Based on “A Reasan for Visit Classification for Ambulatary Care,” (RVC), Vital Health Stat 2(78), Feb. 1979.
2Based on the International Classification of Diseases, Sth Revision, Clinical Modification, ICD-8-CM.
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Symbols
--- Data not available
. Category not applicable
- Quantity zero

0.0 Quantity more than zero but less
than 0.05

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

* Figure does not meet standard of
reliability or precision
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Technical Notes

Source of data and sample
design

The information in this report is
based on data collected through the
National Ambulatory Medical Care
Survey (NAMCS) over the 2-year
period 1989-90. 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. Physicians were
stratified into 15 specialty groups
during the second stage of the survey
design. Detailed descriptions of the
1989 and 1990 NAMCS survey design
have been published (5,15,16), and
the reader is urged to consult these
sources for further technical
information.

The 1989 NAMCS physician
sample included 2,535 physicians who
were selected from master files
maintained by the American Medical
Association and the American
Osteopathic Association; 164 of these
were obstetricians and gynecologists.
Physicians were screened at the time
of the survey to ensure that they were
eligible for survey participation, based
upon a set of design criteria. Of those
screened, 608 physicians, including 31
obstetricians and gynecologists, were
ruled ineligible (out-of-scope) due to
reasons such as being retired or
employed primarily in teaching,
research, or administration. Of the
remaining 1,927 physicians, 74 percent
responded to the survey, including
133 obstetricians and gynecologists, or
71 percent of those surveyed.

Sample physicians were asked to
complete Patient Records (see
figure 1) for a systematic random
sample of their office visits occurring

during a randomly assigned 1-week
reporting period. Responding
physicians completed 38,384 Patient
Records, including 2,504 forms
completed by obstetricians and
gynecologists.

For 1990, a sample of 3,063
non-Federal, office-based physicians
was selected from master files
maintained by the American Medical
Association and American
Osteopathic Association. Of this
number, 197 were obstetricians and
gynecologists. The overall response
rate for the 2,269 in-scope physicians
was 74 percent; the rate was
73 percent for the 157 in-scope
obstetricians and gynecologists.
Responding physicians completed
43,469 Patient Records, including
2,969 forms from obstetricians and
gynecologists.

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 collecting
the survey data. 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.

The 1989 and 1990 NAMCS were
identical in terms of survey
instruments, definitions, and
procedures. The resulting two years
of data have been combined to
provide more reliable estimates. All
estimates, percent distributions, and
rates, unless otherwise noted, reflect
1989 and 1990 data that were
averaged over the 2-year period.

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. The result is
then expressed as a percent of the
estimate. Relative standard errors for

estimated numbers of total office
visits to obstetricians and
gynecologists in 1989-90 are shown in
table I, and relative standard errors
for estimated numbers of drug
mentions are shown in table II.
Readers wishing to utilize these
tables should keep in mind that the
numbers refer to combined years of
data rather than average annual
estimates. Staridard errors for

Table 1. Relative standard errors for
estimated numbers of office visits by
selected physician speclalties: National
Ambulatory Medical Care Survey, 1989-90

Estimated Physician speciality
numbers
of office visits Obstetrics and  General and

in thousands Al gynecology® family practice®

Relative standard error in percent

100 ....... 72.7 49.2 61.4
200 ....... 5185 353 43.7
50 ....... 326 233 28.1
1000 ...... 23.2 17.6 20.5
2000 ...... 16.5 13.9 18.2
5000 ...... 10.7 111 11.0
10,000 ..... 7.9 9.9 9.1
20,000 ..... 6.0 9.3 6.0
50,000 ..... 45 9.0 73
100,000. . ... 39 8.8 7.0
200,000. .. .. 3.5 8.8 6.9
§00,000. . ... 3.9 8.7 6.8
1,000,000 ... 3.2 8.7 6.8
1,400,000 ... 3.2 8.7 6.8

1For all spec aies, the smallest rehable estimate 1s 593,000
visits. Estimates below this figure have a relatwe standard error
gleater than 30 percent.

For obstetrics and gynecology, the smallest reliable estimate
is 285,000 visits.
3For general and family practice, the smallest reliable estimate
is 437,000 visits.

Example of use of table: An aggregate estimate of 1 millicn
vistts to obstetncians and gynecologists has a relative standard
error of 17.6 percent or a standard error of 176,000 visits (17.6
percent of 1 million).

Table Ii. Relative standard errors for
estimated numbers of drug mentions at
visits to obstetricians and gynecologists:
National Ambulatory Medical Care Survey,
1989-90

Estimated number Refative standard

of drug mentions errorin

in thousands! percent
100. . ..., 0. 36.1
200, ... ... .. 270
500............... 19.7
1000 ... .. 16.6
2000 ........ ... 14.7
5000 ............. 13.5
10,000, . ........... 13.1
20000.......000.. 129
50,000. ............ 12.8
100000............ 12,7
1,000,000, .......... 12.7

1The smallest reliable estimate 1s 155,000 mentions. Estimates
below this figure have a relative standard error greater than
30 percent.

Example of use of table: An aggregate estimate of 10 million
drug mentions has a relative standard error of 13.1 percent ar
a standard error of 1,310,000 mentons (13.1 percent of
10 mullion).
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estimated percents of visits are shown
in table IIL.

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 4 and B
are the appropriate coefficients from
table IV.

RSEM) =+ /1+£ 1000
Similarly, relative standard errors
for percents may be calculated using
the following general formula, where
p 1s the percent of interest and x is
the denominator of the percent in

thousands, using the appropriate
coefficient from table IV.

RSE (p)=‘\ /M'f_) . 100.0
DX

Adjustments for non-response

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

Table lil, Standard errors for percents of estimated numbers of office visits to
obstetricians and gynecologists: National Ambulatory Medical Care Survey, 1989-90

Estimated percent
Base of percent
(visits in thousands) 1or89 50r9s5 10 or 80 20 or 80 30 or 70 50
Standard error in percentage ponts

100, . ... oo i 4.8 10.6 14.5 19.4 22.2 24.2
200 .. e 34 7.5 10.3 13.7 15.7 171
800 . ... 2.2 4.7 65 8.7 9.9 10.8
1000, ... . i 1.5 3.3 4.6 6.1 7.0 7.7
2000......... ... 1.1 2.4 3.3 4.3 5.0 5.4
5000, ............... 0.7 1.5 2.1 2.7 3.1 3.4
10000 . ... . i 0.8 14 15 1.9 2.2 2.4
20000....... . 0.3 0.8 1.0 1.4 1.6 1.7
50000, ... 0. 0.2 0.5 0.7 0.9 1.0 1.9
100000 . .......... ... 0.2 0.3 0.5 0.6 0.7 0.8
200000 . ....... ... .. 0.1 0.2 0.3 0.4 0.5 0.5
500,000 .............. 0.1 0.2 0.2 0.3 0.3 0.3
1,000,000 . ............ 0.1 0.1 0.1 0.2 0.2 0.2

Example of use of table: An estimate of 20 percent based on an aggregate estimate of 5 milion visits has a standard error of 2.7

percent or a relative standard error of 13.5 percent (2.7 percent divided by 20 percent).

Table IV, Coefficients appropriate for determining relative standard errors by type of
estimate and physician groups: National Ambulatory Medical Care Survey, 1989-90

Type of estimate and
physician group

Coeficient

Vists
Overalltotals . . . ......... ... . .. ........
General and family practice, internal medicine . . . . . .
Pediatrics, obstetrics and gynecology . ... .. .....

Doctors of osteopathy, general surgery, orthopedic
surgery, cardiovascular disease, psychiatry, urological
surgery, dermatology, neurology, ophthalmoiogy,
otolaryngology . . . .. e e

Allgther. . ... o

Overalltotals . . . .............. ... ........
General and family practice, internal medicine . . . . . .
Psychiatry. . . ... ... e e

Doctors of osteopathy, general surgery, orthopedic
surgery, cardiovascular disease, urological surgery,
dermatclogy, neurology, ophthalmology,

otolaryngology, obstetrics and gynecology, pediatrics. .

Allother. . .. ... . i e

0.00097549 52.77952184
0.00456412 37.27953208
0.00755165 23.43030623
0.01236777 8.46452955
0.01169917 39.38793804
0.00157151 81.47054833
0.00588721 59.72807201

0 0296738 30.9506771
0.01603845 11.42009384
0.01877082 70.35063675

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 statisticaily
significant. No comment about 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.0.) 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— An office is the space
physicians identify as a location for
their ambulatory practice. Offices
customarily include consultation,
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examination, or treatment spaces that
patients associate with the particular
physician.

Wisit — 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.

Obstetrics and gynecology —The
physician practice specialty of
obstetrics and gynecology includes
physicians who report a specialty to
the American Medical Association in
any of the following areas—
gynecology, gynecological oncology,
maternal and fetal medicine,
obstetrics, obstetrics and gynecology,
and reproductive endocrinology.
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Introduction

Cigarette smoking has been
identified as one of the leading
preventable causes of disability and
premature death in the United States
(1). The relationship between
smoking and disease has made the
reduction in smoking prevalence one
of the major public health goals of
the Nation. The United States Public
Health Service has set a goal that
smoking prevalence in the United
States be reduced to 15 percent by
the year 2000 (2). Achievement of
this goal will require a major
reduction in the uptake of smoking by
young Americans. Rates for
adolescent smoking prevalence differ
among various surveys (1); however,
prevalence as high as 36 percent has
been reported (3). Uptake of smoking
by adolescents is one of the primary
barriers to reducing smoking
prevalence. Teenage smoking
behavior has remained relatively
steady throughout the 1980,
although smoking among the adult
population has decreased (1).

University of California at San Diego

In addition, use of smokeless
tobacco products, particularly chewing
tobacco and snuff, increased
substantially during the 1970’s and
1980’s (4). National estimates indicate
that at least 10 million Americans
used some form of smokeless tobacco
during 1991 (), with use increasing
especially amc ng male adolescents
and young male adults (1). The
increased use and appeal of these
products assume major public health
importance because the evidence
reveals that smokeless tobacco can
cause oral cancer and other oral
conditions and can lead to nicotine
addiction and dependence. In 1986,
two-thirds of men who had ever used
smokeless tobacco reported having
started before age 21 (1).

Chronic use of tobacco is not an
all-or-none behavior. The level of use
changes over time. The different
levels of use can be described as an
uptake continuum. Determining
where adolescents are on this
continuum is important in planning
preventive interventions. The 1989
Teenage Attitudes and Practices

Survey (TAPS), a targeted-population
study from the National Health
Interview Survey, was undertaken by
the National Center for Health
Statistics, the Office on Smoking and
Health, the National Cancer Institute,
and the American Cancer Society to
provide data for in-depth analysis of
teenage smoking behavior and to
describe the uptake continuum for
sub-populations of adolescents.

Methods

The 1989 TAPS was designed
with the intention of providing
regular surveillance of teenage
smoking behavior and attitudes
beginning with the collection of
baseline data in 1989 and conducting
periodic cross-sectional and/or
longitudinal surveys every 3-4 years.
The TAPS sample included all 12-18-
year-olds living in households
contacted and interviewed in the last
two quarters of the 1988 and the first
two quarters of the 1989 National
Health Interview Survey. The TAPS
obtained information on prevalence
and for classification by smoking
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status, knowledge of smoking risks,
attitudes about smoking, and
correlates of smoking uptake —such
as attitudes about school, risk-taking
behavior, and peer smoking practices.

The primary method of data
collection for the TAPS was
computer assisted-telephone
interviewing (CATI), whereby
interviewers conducted a telephone
interview by reading questions from a
computer screen and recording
responses electronically. Teenagers in
the TAPS who were not available by
telephone were sent a mail
questionnaire. Overall, 9,965
interviews were completed either by
telephone or mail with a resulting
survey response rate of 82 percent.
For a description of the survey
design, see Allen, Moss, Botman,
et al. (6).

This report presents frequencies
and/or percent distributions for
virtually all the data items from the
TAPS questionnaire. It is intended to
provide a convenient source of
comprehensive data related to the use
of tobacco products by adolescents
and to encourage interested readers
to undertake further analysis of the
TAPS data. For other reports on the
TAPS survey, see references 7-10.

Estimated percentages for the
United States population of
noninstitutionalized youths 12-18
years old are presented in this report
by age, sex, race, ethnicity, and
adolescent smoking status. Generally,
except for knowledge questions that
accept “don’t know” as an
appropriate response, “don’t know”
and other unacceptable responses
have been excluded from the
denominator in the calculation of the
percent estimates. When possible, the
actual question wording is shown
along with response categories in the
tables. However, many of the
questions have been paraphrased or
combined.

Selected findings

Table 1 shows respondents’ self-
perception of peer attitudes regarding
various health-risk behaviors. For
most behaviors, current teenage
smokers reported that their peers

cared less about behaviors that
affected their health than did
teenagers who had never smoked.
Half of the teenagers who had never
smoked cared “a lot” about staying
away from drugs, compared with one
in five teenagers that currently
smoked. Of those who never smoked
tobacco, 57 percent cared a lot about
not using marijuana, compared with
23 percent of current tobacco
smokers. Current smokers cared more
about keeping their weight down than
did those who had never smoked:

79 percent cared a lot or cared
somewhat, compared with 73 percent
of teenagers who had never smoked.
This perception was consistent with
current smokers’ response to the
question “Do you believe smoking
helps people keep their weight
down?” (table 7); 30 percent of
current smokers believed this to be
true, and only 13 percent of those
who had never smoked reported
believing this. The functional utility of
smoking was perceived to be much
greater by current smokers than by
those who had never

smoked —current smokers also
perceived their peers as caring more
about controlling their weight than
teenagers who had never smoked
(table 1).

Among all current teenage
smokers in 1989, brand preference
was overwhelmingly Marlboro:

68 percent of those who usually
bought their own cigarettes bought
that brand. The most striking
difference in brand preference among
sociodemographic subgroups is shown
in table 2 for race. White teenagers
clearly preferred Marlboros

(70 percent, versus 9 percent of black
teenagers). However, black teenagers
bought Newports most often

(61 percent, compared with 6 percent
of white teenagers). Data pertaining
to the brand of choice by most
adolescent current smokers also
indicated a definite increase in the
number of adolescents smoking
Camels (11).

Regardless of age, sex, race, or
ethnicity, adolescent smokers
purchased cigarettes more often from
small stores, such as convenience

stores, than from vending machines
or large stores: 69 percent often
bought cigarettes from small stores,
6 percent often bought cigarettes
from vending machines, and

26 percent often bought cigarettes
from large stores.

Of currently smoking teenagers
who had ever seriously thought about
quitting smoking, 86 percent reported
having tried to quit at least once, and
76 percent of those who had ever
tried to quit reported having tried to
quit in the past 6 months. When
asked the question “Do you think you
will be smoking 1 year from now?”,
more than half of all teenage smokers
said they would definitely or probably
not be smoking in a year. Considering
the percentage of teenagers who had
tried to quit and failed, especially in
the past 6 months, it is somewhat
surprising to note that so many
current teenage smokers (54 percent)
still believed that they would not be
smoking in 1 year. These statistics
clearly illustrate the naivete of
adolescents with regard to the
addictiveness of cigarette smoking,

Adolescents who had never
smoked a cigarette or never tried or
experimented with cigarette smoking
reported on all measures of
“intention to smoke” that they had
no intention to smoke in the future,
with very little variation by
sociodemographic subgroups. When
asked “Do you think you will try a
cigarette soon?”, adolescents,
regardless of age, were consistent in
their resolve not to smoke even
though their exposure to and the
availability of cigarettes is shown by
this data to increase with age. More
than 97 percent of 16-18-year-olds,
96 percent of 14-15-year-olds, and
94 percent of 12-13-year-olds
reported that they would not try a
cigarette soon (table 3). At ages
12-13, only 24 percent of teenagers
reported having been offered a
cigarette, but more than half
(54 percent) of the teenagers who had
never smoked had been offered a
cigarette by the time they were
between 16 and 18 years of age,
Older teenagers also believed it
would be easy for them to get
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cigarettes if they wanted some:

89 percent of 16-18-year-olds said it
would be easy to get cigarettes if they
wanted some, compared with

67 percent of 14-15-year-olds and
only 39 percent of 12-13-year-olds.

A strong correlate of smoking
uptake among adolescents is the
smoking practices of family and peers
(1). Of all current teenage smokers,
17 percent reported living with an
older sibling who smoked, but only
5 percent of teenagers who had never
smoked lived with siblings who
smoked (table 4). Teenagers who
smoked also reported more frequently
having a parent who smoked:

46 percent of current teenage
smokers reported that their parents
smoked, and 36 percent of teenagers
who had never smoked lived with at
least one parent who smoked.
Current teenage smokers associated
more with other smokers than did
teenagers who had never smoked.
When asked the question “Of your
four best male/female friends, how
many smoke?”, 82 percent of current
smokers reported having at least one
best male friend, and 78 percent cited
at least one best female friend who
smoked. In response to this same
question, of adolescents who had
never smoked, only 20 percent
reported having at least one best
male friend, and 18 percent reported
having at least one best female friend
who smoked.

Teenagers who smoked tobacco
also reported knowing more people
who used chewing tobacco, snuff,
marijuana, crack, or cocaine; drank
alcohol; and had had sex than did
teenagers who had never smoked. In
addition, at least half of all current
smokers said that most or all of the
people they knew who were their age
smoked cigarettes, drank alcohol, got
drunk at least once a month, or had
had sex.

School performance and attitudes
about school were also strong
correlates of smoking uptake among
adolescents. Again, more current
smokers than teenagers who had
never smoked reported liking school
less, doing poorly in school, and
perceiving what they learned in

school as less useful to them later in
life. Current smokers also missed
more time from school in the 2 weeks
prior to the interview and reported
cutting school more often.

In table 4, a scale to measure
depression was adapted for telephone
interviewing from a scale originally
designed for self-enumeration
application (12). Teenagers who
currently smoked were tired; had
trouble sleeping; were sad or
depressed; felt hopeless, tense, or
nervous; and worried more often than
teenagers who had never smoked.

Adolescents who smoked were
more likely to be involved in risky
behaviors, another correlate of
smoking uptake, than teenagers who
have never smoked. Teenage smokers
were twice as likely to have been
involved in one or more physical
fights in the past year and ridden a
motorcycle or minibike often or
sometimes in the past year. Smokers
were almost three times more likely
to rarely or never wear seat belts and
six times more likely to have ridden
in a car driven by someone who had
been using drugs or drinking than
those teenagers who had never
smoked.

Estimates from the TAPS also
showed an important difference
between teenagers who smoked and
those who had never smoked, in
terms of social and family
functioning. For example:

& Seventy-eight percent of
teenagers who had never smoked
reported that they strongly
disliked being around people who
were smoking, and 94 percent
preferred to date nonsmokers,
but only 19 percent of current
smokers strongly disliked being
around others who were smoking,
and 51 percent preferred to date
nonsmokers.

® More than 90 percent of
teenagers who smoked, compared
with 57 percent who have never
smoked, had had a steady
boyfriend or girlfriend. Almost
half of those teenage smokers
reported that their boyfriend or
girlfriend also smoked, but only

8 percent of teenagers who had
never smoked reported having a
boyfriend or girlfriend who
smoked (table 4).

¢ Teenage smokers had more
spendable income than teenagers
who had never smoked. More
than 45 percent of current
smokers had more than $20.00 a
week to spend any way they
wanted to, compared with half as
many teenagers who had never
smoked. Teenage smokers
consequently had more money to
spend for cigarettes (table 4).

o Teenagers who smoked were
likely to go to a friend if they
needed help with a serious
problem, but teenagers who had
never smoked were more likely to
confide in a parent (table 4).

® Almost twice as many teenagers
who smoked were left alone at
home without parental or adult
supervision for 10 or more hours
a week as were teenagers who
had never smoked (table 4).

¢ More than half the teenagers who
smoked attended religious
services rarely or never,
compared with fewer than a third
of teenagers who have never
smoked (table 4).

As shown in table 5, prevalence
for males who “ever used” and “ever
regularly used” smokeless tobacco
products, such as chewing tobacco or
snuff, increased with age and was
more common among white
respondents than among black
respondents, and more common
among non-Hispanics than among
Hispanics. When asked the question
“How many of the people you know,
who are about your age, use chewing
tobacco or snuff?”, 14 percent of
teenagers who had ever used
smokeless tobacco reported that most
or all of the people they knew used
some form of smokeless tobacco,
compared with only 3 percent of
teenagers who had never used
smokeless tobacco (table 6).
Twenty-two percent of male teenagers
had ever used chewing tobacco or
snuff regularly (table 5). More than
29 percent of these teenagers
reported that all or most of the
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people they knew used smokeless
tobacco. More than 95 percent knew
that using smokeless tobacco can
cause cancer (table 6).

A significant number of teenagers
reported having been exposed to
information related to the health risks
of smoking regardless of adolescent
smoking status. More than 80 percent
of both current smokers and
teenagers who had never smoked said
they had heard or seen something in
the media recently about the risks of
smoking, and more than 70 percent
had taken a class or course at school
about the health risks of smoking
(table 7). More than 80 percent of
current smokers and teenagers who
had never smoked also believed that
almost all doctors are strongly against
cigarette smoking. Despite similar
knowledge levels about smoking
health risks, current smokers were
more likely than teenagers who had
never smoked to believe that it was
safe to smoke for a year or 2, that
there was no harm in having an
occasional cigarette, and that they
could stop smoking anytime they
wanted to (table 7).

What teenagers believed to be
true about smoking was clearly
influenced by the benefits they
perceived from smoking. Current
adolescent smokers were significantly
more likely to believe that cigarette
smoking helps people when they are
bored, helps people relax, helps
reduce stress, helps people feel more
comfortable in social situations, and
helps keep their weight down. For
current teenage smokers, the
perceived functional utility of
smoking clearly outweighed the risks
of smoking,.

Discussion

These data highlight several areas
of concern. For many adolescents, the
perceived benefits of smoking
outweighed the risks involved.
Adolescent smokers appeared to
overestimate their ability to quit
smoking. As reported, quit attempts

are often met with failure, a symptom
of nicotine addiction (13). In
addition, the ease of adolescent
access to cigarettes, shown in the
TAPS and elsewhere (14,15),
highlights the need for better control
of tobacco sales to minors.

The United States Public Health
Service is committed to reducing the
initiation of tobacco use among our
Nation’s youth (2). One national
health objective (Objective 3.10) calls
for the establishment of tobacco-free
environments and the inclusion of
tobacco-use prevention in the
curricula of all elementary, middle,
and secondary schools, preferably as
part of quality school health
education (2). Another goal
(Objective 3.13) is to enact and
enforce laws that prohibit the sale
of tobacco products to minors in all
50 States and the District of
Columbia (2). As of September
1992, 49 States and the District of
Columbia had laws in place
restricting the sale of tobacco products
to minors (CDC, unpublished data).
Although there appears to be
widespread support for effective minors’
access laws (16), such laws are only
rarely enforced (17).

Many perceptions of adolescents
about cigarette smoking may result
from image-based advertisements
(1,2,11). The national health
objectives also call for the elimination
or severe restriction of tobacco-
product advertising and promotion to
which youths are likely to be exposed
(Objective 3.15) (2). Other effective
strategies may include the
development of statewide tobacco-
control plans to reduce tobacco use,
especially among youth (Objective
3.14) (2) and raising state excise taxes
on tobacco products (1,18). Progress
in the reduction of tobacco-use
initiation among adolescents will be
enhanced by cooperative efforts
among local and state health and
education officials, parents, physicians
and other health care providers,
media, legislators, regulatory
agencies, and community youth
organizations (3).
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Table ‘1. Number and percent distribution of teenagers by perceived peer risk behaviors, according to adolescent smoking status:

United States, 1889

Adolescent smoking status

Never smoked Current smoker
All All
All never No Ma, Former current
Perceived peer risk behaviors statuses smoked  intention  smoke Experimenter  smoker  smokers! Heavy  Light  Occasional
Number in thousands
Allteenagers2, . . .. ............. 23,528 12,561 10,098 1,615 6.826 342 3,688 1,619 632 1,206
Care about wearing seat belts
Dontcare. ................... 13,445 6,782 5,390 956 4,045 226 2,332 1,131 358 708
Carealot ... ................. 2.236 1,263 1,035 119 642 45 274 Q0 *19 133
Caresomewhat. . ............... 4,919 2,741 2,340 269 1,400 53 717 244 181 252
Carealittie . .................. 2,495 1,637 1,241 247 625 *15 304 126 53 101
Care about keeping weight down
Dontcare.................... 2,964 1,709 1.292 271 822 *33 377 153 57 134
Carealot ..........ccovivnn. 12,272 6,297 5,265 685 3,613 187 2,114 915 434 644
Care somewhat. . ... ............ 5,455 2,882 2,276 404 1,677 90 793 394 85 265
Carealttle . .................. 2,447 1,441 1,166 228 625 *16 354 130 46 152
Care about staying away from drugs
Don'teare , . .....oov v 4,821 1,842 1,459 236 1,552 122 1,277 681 218 328
Carealot . ................ ... 9,306 6,184 5,120 723 2,302 54 721 260 96 301
Caresomewhat. . . .............. 6,842 3,258 2,673 428 2,243 126 1,195 510 193 413
Carealittle .. ................. 1,835 955 727 197 505 *21 352 112 75 128
Care about not getting
high on alcohol
Donmteare . .. ............0..v.. 11,070 4,783 3,815 590 3,640 213 2,402 1,129 377 753
Carealot ............... ..., 5,013 3,654 3,015 418 932 *32 370 144 71 136
Care somewhat. N 4,364 2,445 2,028 319 1,285 63 552 196 112 202
Carealittie . .................. 1,869 1,022 808 195 608 *19 218 75 44 77
Care about not getting
drunk on aicohol
Dontcare..........couvnvunvnn, 12,253 5,446 4,472 676 3,984 231 2,549 1,145 415 847
Carealot ............... ... .. 4,899 3,521 2,918 413 966 *34 354 163 49 122
Caresomewhat. . ............... 3,648 2,041 1,615 333 1,090 51 452 174 91 152
Carealitle .. .............. ... 1,764 990 830 133 524 *12 234 96 *40 70
Care apout staying off cigarettes
Don'tcare. .. .............c.... 10,138 4,321 3,479 598 3,179 200 2,391 1,174 413 669
Carealot ... e 5,831 4,072 3,410 427 1,380 46 295 86 *37 153
Care somewhat 5,057 2,845 2,306 359 1,632 64 608 223 105 218
Carealittle . . ................. 1,942 1,060 829 205 587 *24 266 83 42 126
Care about eating healthy foods
Dontcare. ................... 15,015 7,703 6,306 945 4,581 230 2,445 1,130 400 766
Carealot .................... 1,952 1,229 907 186 424 *13 271 117 *36 *95
Caresomewhat. . ............... 4,073 2,261 1,861 293 1,090 63 648 259 128 224
Carealittle . . ................. 2,206 1,232 1,003 185 650 27 287 95 54 114
Care about staying away from marijuana
Don'tcare.................... 4,883 1,878 1,494 221 1,550 119 1,312 710 208 337
Carealot .................... 10,882 7,213 5,938 856 2,693 75 857 288 119 380
Caresomewhat. .. .............. 5,572 2,482 1,992 377 1,861 109 1,102 439 220 355
Carealittle .. ................. 1,617 744 588 140 542 27 298 125 42 114
Care about not drinking and driving
Don'tcare . .. ........covvunnn 4,589 2,200 1,723 308 1,446 93 817 398 129 245
Carealot .................... 12,244 6,863 5,661 806 3,403 140 1,794 743 323 599
Caresomewhat. . . .............. 4,765 2,455 2,013 331 1,407 B5S 808 380 113 278
Carealittle . .................. 1,437 754 596 143 450 *15 213 86 44 61
Care about being fit and exercising
Dontcare............covun.. 6,320 3,303 2,660 449 1,850 82 1,048 524 173 298
Carealot . ................... 6,664 3,676 2,948 460 1,837 2 934 393 160 317
Caresomewhat. . ... ............ 7,703 4,033 3,341 474 2,194 122 1,327 558 233 447
Carealittle . .................. 2,455 1,376 1,104 224 714 *32 324 125 49 126

See footnote at end of table.
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Table 1. Number and percent distributlon of teenagers by perceived peer risk behaviors, according to adolescent smoking status:
United States, 1989—~Con.

Adolescent smoking status

Never smoked Current smoker
All All
All never No May Former current
Perceivad peer risk behaviors statuses  smoked  intention  smoke  Experimenter  smoker  smokers!  Heavy  Light  Occasional

Percent distribution

Aliteenagers2, . ... .. ... i 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Care about wearing seat belts
Dontecare. . ....covvmvneennnns 57.1 54.0 53.4 59.2 59.3 66.1 €3.2 69.9 56.6 58.8
Carealol . .....cvvvinvniennnns 9.5 10.1 10.2 7.4 9.4 13.2 7.4 5.6 *3.0 11.0
Caresomewhat. . . .............. 20.9 21.8 23.2 16.7 20.5 15.5 194 15.1 28.6 20.9
Carealtle . ........oovuuunnn. 10.6 122 123 153 9.2 *4.4 8.2 7.8 8.4 8.4
Care about keeping weight down
Don'tcare. . ...ovveveeeenanans 12.6 13.6 12.8 16.8 12.0 * 10.2 9.5 9.0 11.1
Carealot ......ccovvvvvnennns 52.2 §0.1 821 42.4 529 57.6 57.3 56.5 68.7 53.4
Caresomewhat. . .. ....o0vvuenn 23.2 229 225 25.0 246 26.3 21.5 243 13.4 22.0
Carealiittie . ........ccvvvennnn 10.4 115 115 141 9.2 3 9.6 8.0 7.3 12.6
Care about staying away from drugs
Don'tcare....... S e e n s 20.5 14.7 14.4 14.6 227 35.7 34.6 42.1 34.5 7.2
Carealot ........cvviiennn 38.6 49.2 50.7 44.8 33.7 15.8 19.5 16.1 15.2 25.0
Caresomewhat. . . . oo v vvevvennns 29.1 25.9 26.5 26.5 329 36.8 32.4 31.5 30.5 34.2
Carealittle . .... e i 7.8 7.6 7.2 12.2 7.4 *6.1 8.5 6.9 11.9 0.6
Care about not getting
high on alcohol
Don'tcare. . ......... e 47.1 38.1 38.8 36.5 583.3 62.3 65.1 £69.7 59.7 62.4
Carealot ... .. 21.3 28.1 29.8 25.9 13.7 *9.4 10.0 8.9 11.2 1.3
Care somewhat. 18.5 19.5 20.1 19.8 18.8 18.4 15.0 12.1 17.7 16.7
Carealittle . .............. 7.9 8.1 8.0 121 8.9 *5.6 5.8 4.6 7.0 6.4
Care about not getting
drunk on alcohol
DONteare. ... coovvvennnnenenn 52.1 43.4 443 419 58.4 67.5 69.1 70.7 65.7 70.2
Carealot .........ovvveennnn 20.8 28.0a 289 25.6 14.2 *3.9 9.6 10.1 7.8 10.1
Caresomewhat. . . ........000-un 15.5 16.2 16.0 20.6 16.0 14.9 123 10.7 14.4 12.6
Carealittle . .................. 7.5 79 8.2 8.2 7.7 *3.5 6.3 5.9 *6.3 5.8
Care about staying off cigarettes
Don'tcare. .........c.ooovvvenn. 43.1 34.4 34.5 37.0 46.6 58.8 64.8 72.5 65.3 55.5
Carealot ..........covevennnn 24.8 32.4 33.8 26.4 20.2 13.8 8.0 53 *5.9 12.7
Caresomewhat. . .. ............. 215 22.6 228 222 224 18.7 16.5 13.8 16.6 18.1
Carsalittte ....... E e 8.3 8.4 8.2 12. 8.6 *7.0 7.2 5.1 6.6 10.4
Care about eating healthy foods
Don'tcare........ e 63.8 61.3 62.4 58.5 67.1 67.3 66.3 69.8 63.3 63.5
Carealot .......ovviiinivnnnn 8.3 9.8 9.0 118 6.2 *3.8 7.3 7.2 *5.7 7.9
Caresomewhat. . . .............. 17.3 18.0 18.4 18.1 16.0 18.4 17.6 16.0 20.3 18.6
Carealttle .........coc0i0vunn 9.4 9.8 9.9 115 9.5 *7.9 7.8 59 8.5 9.5
Care about staying away
from marijuana
Don'tcare....... e . 208 15.0 14.8 13.7 227 4.8 35.6 43.9 328 27.9
Cargalot ..... N e 46.3 57.4 58.8 53.0 39.5 21.9 23.2 17.8 18.8 31.5
Caresomewhat. . ............. - 23.7 19.8 19.7 23.3 273 31.9 29.9 27.1 34.8 29.4
Carealttte ..........coovvunn. 6.9 5.9 58 8.7 7.9 7.9 8.1 77 6.6 9.5
Care about not drinking and driving
Don'tecare. . ......cvvvvvevunsn 19.5 17.5 171 19.1 21.2 27.2 222 24.6 204 20.3
Carealot .........c.ivnvinnn 520 54.6 56.1 49.9 49.9 40.9 48.6 45.9 51.1 49.7
Caresomewhat. . .........c0000.n 20.3 195 19.9 20.5 20.6 24.9 21.9 23.5 17.9 23.1
Carealittle . ............ e 6.1 6.0 59 8.9 6.6 *4.4 58 53 7.0 5.1
Care about being fit and exercising
Donmtecare .. . ............ovn 269 26.3 26.3 278 271 28.4 324 27.4 24.
Carealot ... ......... . 283 29.3 29.2 28.5 28.4 26.9 253 243 25.3 26.3
Caresomewhat. . . .............. 32.7 2. 33 9.3 3 35. 36.0 34.5 36.9 37.1
Carealittle ........ e 104 1 13.9 1 8.8 7.7 7.8 104

Tincludes unknown typs of current smoker.
2inciudes unknowns.
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Table 2. Number and percent distribution of current teenage smokers by accessibility of cigarettes, quit attempts, and future use,
according to age, sex, race, and Hispanic origin: United States, 1989

Age Sex Race Hispanic origin
Accessibility, quit attempts, Current
and future use smokers! 12-13 14-15 16-~18 Male Female White Black Hispanic Non-Hispanic
Number in thousands
Total2, . .. 3.620 234 834 2,552 1,948 1,672 3,332 212 241 3,387
“Usually buy your own cigarettes?”
YeS o o e e 2,291 54 413 1,824 1,272 1,020 2,149 103 120 2,172
NO. .. e 1,329 180 421 728 677 652 1,183 110 121 1,208
“What brand usually buy?”
Martboro. ............ ... ..., 1,558 *36 321 1,202 865 694 1,519 *g 73 1,486
winston . . ... .. e 72 *5 *5 62 45 *27 72 .. . 72
Camel . ... ... . e 184 *5 *38 141 137 47 178 *3 *9 175
Newport . ........... ..o, 187 *4 *20 163 91 96 120 63 *15 172
Other...... ... ivivnn.un 269 *5 *27 237 117 152 239 *28 w22 247
“How often buy from
a vending machine?"”
Often . .. ... it 141 *5 47 89 103 *38 125 *9 .. 141
Sometimes . ............ .. ..., 157 *6 *34 117 89 68 143 *12 *17 140
Rarely. . . ... .. .ot ie 876 *17 166 693 464 412 836 *26 50 826
Never. . ....... i .an 1,116 *26 166 924 615 502 1,045 55 52 1,064
“How often buy from a large store?”
Often . ......... i, 605 *5 103 497 349 256 569 *23 *40 565
Sometimes . . ........... ..., 564 *2 82 480 298 266 535 *18 *28 536
Rarely. . . ....... ... 673 21 119 533 345 328 623 44 *32 641
Never......... ... iivu.n 450 *26 108 314 280 170 422 *18 *20 430
“How often buy from a small store?"”
Often........... .. ... ..., 1,588 *29 272 1,287 872 716 1,493 70 79 1,508
Sometimes . ........... ... ..., 398 . 68 330 209 189 373 *13 *29 370
Rarely. . .. ... . v, 220 *20 44 156 125 95 203 *15 *7 213
Never..............oi... 86 *6 *30 51 67 *19 81 *5 *5 81
“'Ever seriously thought about guitting?
YeS o o h e e 2,717 168 657 1,891 1,424 1,294 2,496 157 187 2,530
NO. . e e e 471 *23 91 357 267 204 427 *27 *39 431
Never smoked regularly .. ......... 494 50 93 351 260 234 431 *33 42 452
“How many times have
you tried to quit?"'3
Never. . ..........ovivn.. 341 *12 75 254 203 138 310 *26 *26 315
Oneormoretimes .............. 2,339 154 571 1,615 1,206 1,133 2,151 128 154 2,185
once. ...... .o 748 50 223 474 401 347 694 *38 59 689
Two orthreetimes ... .......... 996 62 216 719 522 474 897 63 48 949
Fourormoretimes............. 595 42 132 422 283 312 560 *27 47 548
“Have you tried to quit in
the past 6 months?”4
YOS i e e e 1,799 137 505 1,158 935 865 1,659 94 118 1,682
NO. .o e 571 *20 78 473 284 287 523 *37 41 529
Longest time you
stayed off cigarettes?”
1-BdaysS . ... ... 369 *22 78 269 182 186 347 *12 *8 361
7-29days. ... ... 684 46 161 477 382 301 639 *31 54 629
1-3months . . .........cvu.. 549 *38 138 372 293 257 502 *34 *28 625
4B6months . ..........o v 400 *“19 101 280 214 186 371 *20 *20 380
7-11months . . ........c.uvnn 49 . *11 *37 *10 *38 41 *5 *3 46
12monthsormore . ............. 176 *17 41 118 94 82 163 "3 *23 183
“Think you will be smoking
one year from now?"
Definitelyyes . . .. ........... ... 203 *9 41 153 117 86 187 "2 *19 184
Probablyyes . ........... ... ... 1,373 *38 332 1,003 708 667 1,305 *40 94 1,279
Probablynot . ... ............. 1,223 90 270 863 690 532 1,116 81 85 1,138
Definitelynot . ... .............. 741 a5 174 472 392 349 652 75 *36 705
Don'tknow . ... ........ ... 81 *2 *17 61 43 *38 72 *4 *7 73

See footnote at end of table.
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Table 2. Number and percent distribution of current teenage smokers by accessibility of cigarettes, quit attempts, and future use,

according to age, sex, race, and Hispanic origin: United States, 1989—Con.

Age Sex Race Hispanic origin
Accessibility, quit atternpts, Current
and future use smokers? 12-13 14-15 16-18 Male Female White Black Hispanic Non-Hispanic
Percent distribution
Total2. ... ... 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
“Usually buy your own cigarettes?"
D -1 T 63.3 23.1 49.5 71.5 65.3 61.0 64.5 48.6 49.8 64.3
NO. .t e 36.7 76.9 50.5 28.5 34.8 39.0 35.5 51.9 50.2 35.7
“What brand usually buy?”
Marboro. . ......ooiiiii i 68.0 *66.7 77.7 65.9 €8.0 68.0 70.7 *8.7 60.8 68.4
Wwinston . ........ . i e i 3.1 *9.3 *1.2 3.4 3.5 *2.6 3.4 .. *.. 3.3
Camel . ...t 8.0 *9.3 *g.2 7.7 10.8 4.6 8.3 *2.9 *7.5 8.1
Newport . ............ ... 8.2 *7.4 *4.8 8.9 7.2 9.4 5.6 61.2 *125 79
Other.........ov .. 1.7 *3.3 *6.5 13.0 9.2 14.9 11.1 27.2 *18.3 11.4
“How often buy from
a vending machine?”
Oftemn......oviiiiii e 6.2 *9.3 114 4.9 8.1 *3.7 5.8 *8.7 .. 6.5
Sometimes . ..........c.00 . 6.9 *11.1 *8.2 6.4 7.0 6.7 6.7 *11.7 *14.2 6.4
Rarely. . . .. .. oot iii i 38.2 *31.5 40.2 38.0 36.5 40.4 38.9 *25.2 a7 38.0
Never. ......... o viiivnnnns 48.7 *48.1 40.2 50.7 48.3 49.2 48.6 534 43.3 49.0
“How often buy from a large store?”
(010 5 26.4 *9.3 24.9 27.2 27.4 25.1 265 *22.3 *33.3 26.0
Sometimes . ..... .0 ii i 24.6 *3.7 19.9 26.3 234 26.1 249 *17.5 *23.3 24.7
Rarely. . v oo v iii i i 29.4 *38.9 28.8 29.2 27.1 32.2 29.0 42.7 *26.7 29.5
Never. . ...t 19.6 *48.1 26.4 17.2 220 16.7 19.6 *17.5 *16.7 19.8
“How often buy from a small store?”
Often .. ......coiii .. 69.3 *53.7 65.9 70.6 68.6 70.2 69.5 68.0 65.8 69.4
Sometimes . .........0c000..n 17.4 .. 16.5 18.1 16.4 18.5 17.4 *12.0 *24.2 17.0
Rarely. . . oo civviiiieniinnn 9.6 *37.0 10.7 8.6 9.8 9.3 9.4 *14.6 *5.8 9.8
Never. . ..o cii it i i 3.8 *11.41 *7.3 2.8 53 *1.9 a8 *4.9 *4.2 3.7
“Ever seriously thought about quitting?"
YES . ittt it 73.7 69.7 77.8 72.7 72.8 74.8 743 724 69.8 74.0
3 Lo 12.8 *8.5 *10.8 13.7 13.6 11.8 12.7 *12.4 *14.6 12.6
Never smokedregulasly . .......... 13.4 20.7 1.0 13.5 133 13.5 12.8 *15.2 16.7 13.2
“How many times have you
tried to quit?"'3
Never. .. ... innnennn 12.6 *7.1 11.4 13.4 14.3 10.7 12.4 *16.6 *13.9 12.5
Oneormoretimes .............. 86.1 91.7 86.9 85.4 848 87.5 86.1 815 82.4 86.4
MO, v v v o s v v n s n e s e s o nnnsnn 27.5 29.8 33.9 25.1 28.2 26.8 27.3 *24.2 31.6 27.2
Twoorthreetimes ............. 36.7 36.9 32.9 38.0 36.7 36.6 35.9 40.1 25.7 37.5
Fourormoretimes............. 21.9 25.0 20.1 223 19.9 24.1 224 *172 25.1 21.7
“Have you tried to quit in
the past 6 months?"'4
YES o e e e 75.7 87.3 86.8 70.7 76.6 74.8 75.9 71.8 72.8 75.8
3 L 3 24.0 *12.7 13.4 28.9 23.3 248 239 *28.2 25.3 238
“Longest time you stayed
off cigarettes?”
1-6daysS .. ... e e 16.4 *15.4 14.5 17.2 16.3 17.5 16.6 *10.3 *5.7 171
7-29days ... 30.4 32.2 29.9 30.4 32.2 283 30.6 *26.7 38.6 29.8
1-3months . . ..o v it i 24.4 *26.6 25.8 23.7 247 24.2 241 *20.3 *17.9 24.9
46months . .. ..o vvee i 17.8 *13.3 18.7 17.9 18.0 17.5 17.8 *7.2 *14.3 18.0
7-1tmonths . .......... ... ... 2.2 .. *2.0 *2.4 *0.8 *3.6 2.0 *4.3 *2.1 22
12monthsormore . ............. 7.8 *11.9 7.6 7.5 7.9 7.7 7.8 *11.2 *16.4 7.3
“Think you will be smoking
one year from now?”
Definitelyyes . . . ............... 5.6 *3.8 4.9 6.0 6.0 5.1 5.6 *5.7 *7.9 5.4
Probablyyes .......... ... 37.9 *16.2 39.8 39.3 36.2 39.9 39.2 *18.9 39.0 37.8
Probablynot . .............. ... 33.8 38.5 32.4 33.8 35.4 31.8 33.5 38.2 35.3 33.7
Definitelynot . . ................ 20.5 40.6 20.9 18.8 20.1 20.9 19.6 354 14.9 20.9
Don'tknow ..............0v.n. 2.2 *0.9 *2.0 24 2.2 *2.3 2.2 *1.9 *2.9 22

Tincludes all other races.

2Difterence in number of total current smokers from table 1 due to Computer-Assisted Telephane Interviewing (CATI) versus CATI-mail sample size (see Technical notes).
Inctudes unknown accessibility, quit attempts and future use.
3includes persons who aver thought seriously about quitting smoking.

4includes persons who ever tried to quit smoking.
Sincludes less than 1 day.
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Table 3. Number and percent distribution of teenagers who have never smoked a whole cigarette by smoking intention, according to age,
sex, race, and Hispanic origin: United States, 1989

Age Sex Race Hispanic origin
Never
Smoking intention smoked! 12-13 14-15 16-18 Male Fernale White Black Hispanic Non-Hispanic
Number in thousands
Total2, ... ... e 12,822 5,017 3,651 4,154 6,386 6,436 9,991 2,289 1,234 11,588
“Think you will try a cigarette soon?”
YeS . ot 220 118 73 *29 116 104 175 *30 *32 188
- 12,255 4,704 3,491 4,060 6,066 6,189 9,551 2,194 1,116 11,139
Don'tknow . ............cvuvnn 347 194 a7 66 204 143 265 65 85 261
“Have you ever been
offered a cigarette?”
YeS . e e 5,027 1,225 1,639 2,263 2,664 2,363 4,001 887 542 4,485
T 7,786 3,788 2,106 1,891 3,714 4,073 5,982 1,402 690 7,097
“Smoke cigarette if best friend offered?”
Definitely or probablyyes . . ........ 112 45 42 *25 49 63 83 21 *10 102
Definitely or probably not. . . .. ... ... 12,683 4,964 3,604 4,118 6,310 6,373 9,881 2,268 1,221 11,462
“Would it be easy or hard to get
cigarettes if you wanted some?”
Easy ... e e 8,064 1,939 2,431 3,694 4,149 3,915 6,338 1,421 679 7,385
Hard ..... ... ... i 4,528 2,931 1,168 429 2,116 2,412 3,481 830 525 4,003
Don'tknow .. ................. 230 146 52 *32 120 109 173 *38 *29 200
“Do you think you will be smoking
1 year from now?"
Definitely or probablyyes .. ........ 82 *24 *27 *31 48 *34 56 *23 *30 52
Definitely or probablynot. . . .. ...... 12,711 4,974 3,615 4,121 6,314 6,397 9,916 2,256 1,194 11,517
Percent distribution
Total, . e 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
“Think you will try a cigarette soon?"
YeS . o e e e 1.7 2.4 2.0 *0.7 1.8 1.6 1.8 "3 *2.6 16
NO. . ottt i e 95.6 93.8 95.6 97.7 95.0 96.2 95.6 95.8 90.4 96.1
Dontknow ................... 2.7 3.9 2.4 1.6 3.2 22 2.7 2.8 6.9 2.3
“Have you ever been offered
a cigarette?”
YES . o e e e 39.2 244 42.2 54.5 417 36.7 40.0 38.8 43.9 38.7
NO. . o e e e e 60.7 75.5 57.7 45.5 58.2 63.3 59.9 61.2 55.9 61.2
“*Smoke cigarette if best friend offered?”
Definitely or probablyyes . ......... 0.9 0.9 1.2 *0.6 0.8 0.9 0.8 *1.0 *0.8 0.9
Definitely or probably not. . ... ...... 98.9 98.9 98.7 99.1 98.8 99.0 98.9 99.1 98.9 98.9
“Would it be easy or hard to get
cigarettes if you wanted some?"
BaSYy . v i it e 62.9 38.6 66.6 88.9 65.0 60.8 63.4 62.1 55.0 63.7
Hard ... ... .. i 35.3 58.4 32.0 10.3 33.1 37.5 34.8 36.3 42,5 34.5
Don'tknow . .............. ... 1.8 29 1.4 *0.8 1.8 1.7 1.7 *1.7 2.4 1.7
“Do you think you will be smoking
1 year from now?"
Definitely or probablyyes . .. ....... 0.6 *0.5 *0.7 *0.7 0.8 *0.5 0.6 *1.0 *2.4 0.4
Definitely or probably not. . ... ...... 99.1 99.1 99.0 99.2 98.9 99.4 99.2 98.6 96.8 99.4

Hincludes all other races.
2Difference in total number of “never smoked" from table 1 due to Computer-Assisted Telephone Interviewing (CATI) versus CATH-mail sample size (see Technicaf notes).
Includes unknown intent to smoke except for “Think you will try a cigarette soon?"”
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Table 4. Number and percent distribution of teenagers by correlates of smoking uptake and risk-taking behaviors, according to smoking
status: United States, 1989

Smoking status
Never smoked Current smoker
Al All
Correlates of smoking uptake All never No. May . Former current
and risk-taking behaviors statuses  smoked intention  smoke  Experimenter  smoker  smokers' Heavy  Light  Occasional

Number in thousands

Allteenagers2 ... ... ... veirans 23,524 12,822 11,055 1,766 6,717 322 3,620 1,554 §72 1,250
Percent distribution
Allteenagers .. ........00v... 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Persons in household who smoke
NOSMOKEr, ... vvvvvnesnenennnn 53.3 59.3 60.1 54.8 48.5 46.3 41.6 32.4 41.8 50.9
Both parents and no older sibling(s). . . . 9.8 8.6 8.6 8.6 11.2 *9.9 11.7 13.4 12.1 9.4
Both parents and older sibling(s). . . . . . 1.7 1.0 1.0 *1.2 1.8 *2.5 4.0 5.1 *a.7 *2.2
Either parent and no older sibling(s). . . . 25.5 24.5 24.3 26.2 28.8 25.8 23.3 25.3 24.1 21.4
Either parent and older sibling(s). . . . . . 2.9 1.7 1.6 23 2.8 *6.8 7.0 9.8 *6.3 3.8
Older sibling(s) and noparent . ...... 3.2 22 2.1 35 33 *4.3 6.1 59 *6.3 7.1
All others, exciuding parent(s)
and older sibling(s). . -+ . . .o 3.4 24 24 27 38 *5.0 6.2 8.0 *5.1 5.0
Relatives not in household who smoke
NOSMOKEr. . ... vveenvneconenn 27.3 31.0 314 284 242 14.6 21.4 17.1 2.0 27.3
Both parents and no older sibling(s). . . . 0.8 *0.3 *0.3 *0.3 1.2 *3.1 1.8 *2.6 *0.3 *1.4
Both parents and older sibling(s). . . . . . 0.2 *0.0 *1.0 .. *0.1 *.. *0.9 *1.7 *0.3 * ..
Either parent and no older sibling(s). . . . 5.0 3.7 3.8 3.1 6.0 *5.3 77 9.6 8.6 5.7
Either parent and older sibling(s). . . . . . 0.7 *0.2 *0.2 *0.1 1.0 *3.7 1.7 2.8 *.7 *0.8
Older sibling(s) and noparent . ...... 6.7 4.1 3.9 54 8.8 *10.9 11.4 13.8 10.3 7.7
All others, excluding parent(s)
and oldersibling(s). . « v« .o i o 58.0 §9.1 58.9 60.5 577 61.2 54.5 52.3 54.9 56.6
“Of your four best male friends,
how many smoke?"
NONB . ..o vviiriennecennannes 61.7 77.3 80.4 67.8 59.7 28.4 16.2 6.1 14.2 30.2
ONB. ..t it ittt it 14.0 10.8 9.9 17.2 17.7 249 17.4 10.9 19.1 25.8
TWO i ieitivransnnonaannnns 9.3 5.3 4.9 7.6 1.3 17.5 18.0 15.8 20.9 17.7
1 111=T- 47 2.0 1.7 *2.4 44 *9.1 14.2 18.1 13.4 9.4
FOUR. . v ittt ittt eceaanennn 8.0 22 2.0 27 47 18.1 328 47.8 28.8 16.0
“Of your four best female friends,
how many smoke?"”
T - e 64.0 80.1 825 73.6 60.3 33.9 19.7 8.5 14.6 36.6
ONe .. ...t iitnaanncnannns 13.4 10.4 9.7 14.2 16.9 18.7 16.9 127 19.5 21.0
TWO & iiniincanononennnnanas 9.9 48 4.3 7.2 11.8 20.2 22.6 21.8 20.3 23.0
1 1= 4.7 15 1.3 "7 5.4 *10.2 13.6 17.0 15.5 7.8
| 6.1 1.4 1.4 *1.1 3.8 12.8 25.3 394 245 95
“How you think your best friends would
feel about ;ou smoking one or more
packs3 of cigarettes a day?”’
ADPIOVE . o v v v v v tv v nvsaannnns 1.7 1.5 14 *2. 17 *.. 27 3.9 *1 *1.8
Disapprove .. .....covieevueen. 723 80.5 82.4 69.0 69.6 50.6 50.3 36.7 61.0 61.2
NOtCar® . ..ot vineninnncnaaes 254 17.3 15.7 27.3 28.3 48.8 46.6 59.1 5. 36.6
“Do friends who smoke ever say
they should quit?”
£ 2 54.2 43.3 41.0 43.3 63.0 82.9 80.6 7741 75.0
NO. .t it i it i e e 26.6 31.0 30.1 37.0 23.5 16.8 17.9 13.3 22.4 21.4
No friends whosmoke . ........... 18.8 27.0 28.3 18.9 13.1 *0.6 14 0.3 *0.5 3.3
“How many people your
age smoke cigarettes?”
NOMB ..ottt iimneteannennnn 13.8 21.9 *5.7 * 1.2 *0.8 *0.8 *
Afew ... .o i ittt i e, 38.0 42.4 43.3 40.1 42.1 19.0 17.4 9.0 14.6 .4
£ o2 T 27.8 25.2 25.2 30.0 327 33.8 26.7 19.3 32.4 33.8
Mostorall ............. e 19.8 9.4 9.5 18.0 46.2 54,5 70.5 51.9 34.5
“How many people your age use
chewing tobacco or snuff?”
3 - P 52.8 61.0 60.4 63.2 473 284 376 36.3 36.7 38.0
AfeW . . ittt it et 286 23.9 25.0 215 30.8 43.0 39.4 40.7 38.1 379
SOMB. v o v vt tvet e 13.2 10.8 11.0 11.0 154 17.0 17.0 18.0 16.8 17.8
Mostorall .............c.c0... 4.3 3.2 3.1 3.0 5.6 *8.5 53 4.4 *6.0 6.6
“How many people your age
smoke marijuana?”
NOmB .. ..o iiiiiiin i e ieeans 54.0 69.7 70.2 70.3 44.6 219 21.2 15.1 17.2 29.3
Afew . . o it i e e 25.8 19.0 19.5 18.3 32.7 31.8 36.1 30.0 39.7 40.9
OMB .« v v v v ot vsvtvnerovonnnns 12.6 7.3 7.3 7.8 14.9 30.1 24.2 29.3 22.6 194
Mostoralt. . ..... e e 57 22 2.1 *2.1 6.0 114 16.4 15.5 87

See footnote at end of table.
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Tabie 4. Number and percent distribution of teenagers by correlates of smoking uptake and risk-taking behaviors, according to smoking
status: United States, 1989—Con.

Smoking status
Never smoked Current smoker
All Al
Correlates of smoking uptake Al never No May Former current
and risk-taking behaviors slatuses  smoked  intention  smoke  Experimenter  smoker  smokers! Heaw  Light  Occasional
“How many people your age use
cocaine or crack?" Percent distribution
NOPE . . o e e 80.6 85.3 85.9 85.5 80.0 65.5 66.8 61.0 68.7 72.6
Afew . ... e s 12.7 9.3 9.7 9.6 13.4 27.8 21.6 25.0 18.4 19.3
SOME ... e e 3.6 27 2.7 26 3.5 *4.4 6.6 8.3 *5.7 5.1
Mostorall................. ... 0.8 0.6 0.5 *0.9 *0.6 *0.9 2.1 28 *2.8 *0.9
“How many people your age drink
alcohol at least once a week?”
Nome . ... i e e 28.0 39.0 39.4 35.9 19.0 *7.9 9.4 7.3 9.8 12.4
Afew . . ... .. i e e 25.0 25.6 25.8 27.3 26.8 15.8 20.6 19.8 18.8 21.6
SOME. .. . e e 20.8 19.3 19.0 235 23.9 23.1 19.5 17.2 19.0 21.8
Mostorall..............c0u... 249 14.5 15.1 12.4 29.3 50.6 49.9 86.2 52.1 43.4
“How many people your age ’?et drunk
at least once a month?”
NOone . . .. it i i e 33.4 47.1 47.1 457 22.5 *11.1 9.4 7.7 7.3 13.0
Afew . . ... . i e 243 23.3 237 236 28.9 16.7 19.8 14.7 24.1 23.4
SOMe. ... e e e 17.0 15.2 15.3 18.2 19.2 222 18.8 16.1 17.9 21.2
Mostorall.................... 234 12. 13.0 9.8 27.9 49.4 50.7 60.6 47.3 41.5
“How many people you know
have ever had sex?"
None ..........ccvvirieenn.. 248 37.4 37.7 37.8 13.8 *2.6 4.3 1.2 4.3 8.3
Afew . . ... .o o 22.3 245 25.0 25.7 24.0 12.9 12.7 8.1 10.1 19.1
SOMe. . .t e 16.6 14.9 15.3 14.4 201 17.5 15.8 11.3 20.1 18.9
Mostorall,................... 328 18.9 19.2 15.5 .5 62.6 65.1 776 62.3 51.4
*How much do/did you like school?”
Alot ... . e, 40.1 45.5 48.0 326 37.2 7.5 28.6 20.6 30.2 36.6
Some. ... .. e e 47.5 46.4 45.2 55.0 51.0 55.8 44.3 41.9 44.6 48.5
Verylittle. . .. ... .. .. ... 8.4 5.5 46 9.7 91 *7.9 16.5 20.8 16.3 9.8
Notatall .................... 37 2.2 1.9 *2.2 27 8.5 10.2 15.6 85 5.1
“How do/did you do in schooi?"
Much better than average . . .. ...... 16.0 20.3 21.3 139 13.0 *7.1 7.5 4.7 8.2 10.6
Betterthanaverage . . . ........... 36.3 39.4 40.1 34.7 35.3 28.9 28.0 23.6 25.9 34.1
Average .. .......... e 434 38.0 36.7 46.1 48.0 56.3 52.9 53.6 56.1 50.2
Belowaverage . . ............... 39 1.9 1.5 4.4 3.6 9.0 11.3 17.2 9.6 52
“How useful do you think the things
you are learning in school will be to
you later in fife?”
Veryuseful . .................. 54.3 61.0 61.6 57.0 50.2 .2 39.0 34.0 42.5 425
Somewhatuseful. . .............. 42.7 37.0 36.6 39.5 47.4 51.2 53.8 53.9 53.3 53.4
Notatalluseful ................ 27 1.7 1.5 28 2.2 .9 7.0 11.3 *4.2 41
“Is there a rule at your school that
students are not allowed to smoke
on school property?”
B 4= T 86.4 88.9 88.7 90.8 85.1 75.5 80.4 76.4 80.4 33.8
No ... i, 12.1 9.0 9.4 6.7 14.0 23.0 18.9 224 19.2 15.6
“How many students who smoke
obey that rule?”
14.8 13.7 141 11.2 14.6 24.7 18.7 22.6 17.4 14.7
25.3 23.7 235 25.0 26.5 19.3 285 35.0 26.3 26.8
16.6 16.1 15.7 18.8 17.4 18.5 17.2 14.7 19.6 18.5
25.1 24.0 23.6 265 26.8 333 253 20.3 26.5 28.7
17.5 215 22.0 18.0 1 *4.1 9.2 7.3 10.2 11.4
“How many of the teachers In your
school smoke cigarettes?”
11.8 15.8 15.8 15.7 8.4 2.2 4.9 43 *5.6 5.2
37.8 39.4 39.3 39.8 36.6 31.1 35.4 34.6 37.6 37.0
31.2 27.4 27.7 25.8 35.8 43.8 35.0 35.7 30.4 35.9
1.3 9.3 8.9 115 11.6 14.9 17.5 18.9 .6 14.9
“Have you ever taken a class or course
at school in which the health risks of
smoking were discussed?” :
YOS o i e e e 75.2 73.7 74.9 66.7 78.0 82.0 74.4 73.7 771 74.2
NO .. i e 24.1 25.4 24.5 316 215 18.0 24.6 24.4 22.6 25.4

Ses footnote at end of table.
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Table 4. Number and percent distribution of teenagers by correlates of smoking uptake and risk-taking behaviors, according to smoking
status: United States, 1989—Con.

Smoking status
Never smoked Current smoker
All All
Correlates of smoking uptake All never No May Former current
and nisk-taking behaviors statuses  smoked  intention  smoke  Experimenter  smoker  smokers! Heavy  Light  Occasional
"Reason and total time missed from .
school in past 2 weeks?"'4 Percent distribution
Did not cut, missed nodays ........ 56.2 63.2 63.3 61.7 53.7 465 37.9 27.3 46.0 46.4
Did not cut, missed 1 or more days . . . . 21.2 19.5 19.3 20.4 233 18.3 234 20.2 23.7 27.4
Cut, missed 1 ormoredays. .. ...... 4.0 1.6 14 *1.8 4.8 *9.4 9.7 1n2 8.4 8.8
“During the past year, how often have
you felt too tired to do things?"
Often . . vt ti i 15.4 12.7 12.2 15.6 18.1 258 18.2 19.8 18.8 17.0
Sometimes . .......c.ciuevennn. 33.8 334 32.1 41.3 34.3 363 34.1 32.0 35.5 36.2
Rarely . ..... oo, 41.7 43.0 44.3 34.8 40.9 31.1 39.5 40.6 355 40.0
Never. . oo v it i iei e 8.7 10.5 109 7.6 6.3 *6.8 6.9 6.8 8.9 6.7
“During the past year, how often have
you had trouble going to sleep
or staying asleep?”
3= 14.7 11.3 11.2 12.1 16.6 255 221 25.7 1 .
Sometimes . ... .vvveeeeineanns 24.6 23.5 227 28.6 26.9 224 23.8 21.4 25.9
Rarely .......cciiiiiennn. 33.5 34.5 34.6 33.5 34.0 27.3 30.2 275 31.8 321
Never. . oo iiiiiiiie et nncann 26.7 30.2 311 24.7 22.0 239 234 245 2 23.0
“'During the past year, how often have
you felt unhappy, sad, or depressed?”
L1 (=1 14.0 10.4 113 14.7 Q0 243 270 24.1 21.0
Sometimes . ........... . ..., 33.5 311 30.3 36.1 374 39.8 34.3 31.7 36.9 35.4
Rarely ... ittt 38.1 40.5 41.1 36.9 36.8 314 329 33.1 28.7 35.3
Never..........ooiiiinnn... 13.7 1 14.1 10.6 8.0 7.4 2.4 8.0
“During the past year, how often have
you felt hapeless about the future?”
[ 1 =1 7.7 5.8 53 8.5 7.6 *9.3 144 18.0 1.7 11.5
Sometimes . .........c.c00hn.an 14.8 12.3 11.8 15.7 17.3 18.0 18.3 7.8 21.0 17.8
Rarely. . ... ..o, 30.9 28.6 28.4 29.7 34.5 314 327 31.5 315 34.6
Never.........oiiiiiienan. 46.0 52.6 53.9 44.6 40.1 1.6 338 314 355 35.8
“During the past year, how often have
you felt nervous ar tense?”
Often . . ..i ittt 18.6 14.7 14.3 17.0 21.4 283 26.7 283 26.7 22.6
Sometimes . .......c.0veineaann 37.7 37.6 37.3 39.4 37.5 50.0 37.2 35.1 38.9 41.0
Rarely. . ... ...t 30.3 31.7 325 26.7 30.1 16.5 27.0 26.6 23.8 27.4
Never ........ciiiiiiennnn. 12.9 15.5 155 16.7 10.6 *5.6 8.6 8.1 8.7 8.9
“During the past year, how often have
you worried too much about things?”
Often . ..ottt iiiiennnnnn 25.9 20.7 20.5 22.3 30.5 39.8 34.6 35.1 35.8 32.4
Sometimes . ......cocviieennnn. 32.6 32.9 32.1 38.2 33.5 33.9 29.6 28.0 23.8 34.6
Rarely. . .. ..., e 26.8 23.0 29.8 23.9 24.6 14.6 24.4 25.0 264 23.1
Never. . ..ot iiiienneneennnns 14.2 16.8 17.2 14.6 11.0 *2.1 11.0 11.0 13.3 9.9
“During the past year have you had an
accident, injury, or poisoning that
required medical attention by a doctor,
nurse, or medical assistant?”
£ T 23.2 20.8 21.0 20.2 25.3 27.3 275 303 245 254
NO .ottt e i e 76.3 78.8 78.6 79.0 74.2 73.0 720 68.8 75.0 74.5
Frequency of fighting in past year
Never, ............... 723 79.9 82.0 75.3 68.1 55.8 56.3 49.5 55.2 65.6
Once ............ 10.0 8.2 7.6 8.5 11.6 *9.4 129 13.6 12.8 12.2
Twice. . ... ... 7.4 5.7 5.1 6.9 8.9 13.2 9.7 9.8 118 7.4
Three to five times. Ce 6.1 386 3.0 8.0 7.2 14.9 11.9 13.5 13.1 9.5
More thanfivetimes. . . .. .. ....... 3.4 1.7 1.5 *1.5 3.6 *5.8 8.4 12.4 6.6 4.9
Beeninfight, DKtimes. . .......... 0.5 0.6 *0.3 *1.0 0.4 *0.9 *0.4 *0.4 *0.3 *0.3
Frequency of riding on motorcycle
or minibike in past year
Often............. 12.4 8.8 8.6 103 14.0 24,5 210 24.3 2041 18.7
Sometimes . 93 7.4 7.0 10.1 10.3 *12.4 14.0 18.5 133 12.
Rarely ... .. 18.2 14.8 14.8 147 21.2 21.1 240 25.8 28.1 19.0
Never......... ... 59.7 68.6 69.3 64.1 54.1 41.9 40.5 334 38 49
"How often do you wear a seat belt
when you drive or ride in a car?”
Always or mostof thetime. . .. ...... 62.4 69.9 70.6 65.1 59.0 519 43.7 34.0 46.0
Sometimes . ........... 0. 18.3 16.8 16.5 19.1 19.5 20.2 213 214 22.0 21.2
Rarelyornever................. 18.9 12.9 12.6 15.1 21.2 28.0 34.6 43.8 32,0

See footnote at end of table.



14

Advance Data No. 224 e February 1, 1993

Table 4. Number and percent distribution of teenagers by correlates of smoking uptake and risk-taking behaviors, according to smoking

status: United States, 1989-—-Con.

Smoking status
Never smoked Current smoker
All All
Correlates of smoking uptake All never No May Former current
and risk-taking behaviors statuses  smoked  intention  smoke  Experimenter  smoker  smokers! Heavwy  Light  Occasional
“During the last 4 weeks have you
ridden in a vehicle driven by someone
who had been dnnking or using drugs?” Percent distribution
YOS . v e 10.9 4.7 4.5 5.5 11.8 217 30.2 37.5 24.0 25.9
NO oo 88.7 94.9 95.0 93.7 87.8 78.3 69.3 61.3 76.0 74.0
“Including Saturdays and Sundays,
how many mghts a week do you
usually go out for fun or recreation?”
None . ......viii i 9.8 12.5 12,6 12.3 6.8 *7.5 8.7 6.1 *4.2 55
Onetotwonights . .............. 49.5 52.9 52.8 53.0 50.1 37.9 38.0 30.4 40.0 46.1
Threetofournights . . . ........... 29.7 26.9 27.0 26.2 31.2 41.0 35.7 35.8 39.0 33.8
Five nightsormore . . ............ 10.0 6.6 6.6 6.7 11.0 13.7 20.0 26.5 15.9 14.4
“Have you ever had a steady
boyfriend/girifriend?"
YES o e 69.0 56.6 56.7 56.3 79.7 91.0 90.6 93.9 91.8 85.6
NO . i e 30.6 42.9 42.9 43.0 19.9 9.3 9.0 5.2 8.0 14.4
"Did he or she smoke?”
B T 19.4 7.5 7.2 9.4 15.9 45.4 49.1 67.7 42.7 29.3
NO. oo e e 80.6 92.5 92.8 90.6 84.2 54.6 50.9 323 57.3 70.5
“About how much money do you have
each week to spend on yourself
any way you want to7"
NOmE . .. i it e 7.3 8.1 7.3 7.2 6.6 *8.5 5.6 5.4 6.5 5.5
S1-85. . . . i e 17.9 23.1 227 23.4 13.6 *10.8 8.3 6.2 10.8 9.8
$6-310. ... ... .. 21.2 23.7 24.1 242 20.0 15.8 15.3 1.7 16.9 18.3
$11-820 . ... .. . e e e 21.1 19.9 19.6 24.2 23.3 17.3 21.8 19.2 25.2 23.2
$21-8330 . .. . ... 8.4 7.2 7.6 6.0 10.3 *7.9 9.2 7.9 10.1 10.6
$31-850 . .. .. i e 10.7 8.3 88 6.4 12.3 19.3 15.0 17.9 10.6 14.3
Morethan $50 ... .............. 10.1 5.9 6.2 4.0 1.7 14.9 21.1 28.0 171 14.5
“In the past year have you participated in
any kind of competitive and organized
physical activity, such as team sports?"’
Yes . o 65.1 68.7 69.6 63.0 66.0 54.0 51.8 41.0 52.3 63.2
NO e e 34.4 30.7 29.9 36.1 33.6 46.0 47.7 58.0 47.7 36.8
“If you had a serious problem, to whom
would you talk or go for help?"
Noone............. v 4.3 3.9 3.7 55 4.4 *5.0 5.4 6.5 *2.6 4.6
Eitherparent . ................. 52.4 59.3 59.8 56.2 47.0 39.1 38.8 36.4 41.3 41.7
Otherrelative oradutt, . ... ........ 23.5 21.6 21.5 21.9 25.7 25.8 25.8 23.9 24.7 27.2
Friend ........ ..o 19.2 14.6 14.5 15.2 223 30.1 29.0 31.3 313 25.7
*Number of hours per week you are
at home without a parent
or adult around?"’ 5
None or not on regular basis .. ...... 39.4 413 41.6 398 37.7 30.1 32.8 31.1 292 339
1=5hours . . ...... ... 30.5 319 32.0 31.0 28.2 33.1 27.2 26.4 27.0 29.0
6-10hours . .......... ... 16.1 15.1 15.0 15.4 171 *23.3 19.0 14.8 16.0 233
Morethan 10 howrs . .. .. ......... 13.4 11.0 10.8 124 16.4 *13.5 20.4 26.6 26.6 13.5
“How often do you attend
religious services?"
Often .. ... .. ... 41.3 48.9 50.0 421 36.6 273 24.2 15.4 22.0 3s.
Sometimes . .................. 22,5 21.9 21.4 25.0 24.1 20.8 219 18.2 24.8 24.8
Rarely. . . ... .ot 21.6 17.4 17.2 18.5 24.5 34.5 30.1 33.5 327 25.2
Never. .. ..ot i e 42 1.3 11.0 13.6 14.5 17.4 234 31.9 20.5 15.0
*‘Have you ever seen or read warning
labels on any bottles or cans contamning
an alcoholic beverage?”
Neverseen ................... 65.1 63.1 63.5 61.0 66.0 72.4 69.8 75.4 71.9 64.6
Seen, neverread. . ... ... . ... 13.1 13.8 13.4 16.3 13.1 *8.4 10.8 8.2 9.8 14.1
Read, reported one or more correct
WRMINUS o v b v v e e e e et e e 11.5 11.1 1.2 10.8 124 13.0 11.3 8.6 9.6 13.1
Read, reported no correct warnings . . . . 9.9 115 1.5 11.2 8.2 *6.2 7.6 6.7 8.2 8.0

tincludes unknown type of smoker.

2Difference in total number of teenagers from table 1 due to Computer-Assisted Telephone Interviewing (CATI) versus CATI-mail sample size (see Technical notes).
Includes unknown smoking status, correfates of smoking uptake and nisk behaviors.

30ne pack contains 20 cigareties.

4excludes adolescents not enrolled i school at tme of interview.

Sincludes only 12-16-year-olds.

NOTE: Sums may not equal totals due to rounding.
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Table 5. Number and percent distribution of male teenagers by smokeless tobacco-use
status, according to age, race, and Hispanic origin: United States, 1989

Smokeless tobacco—-use status

Age, race, and Male Never Ever Total Used Never used
Hispanic origin teenagers’ used used ever used regularfy regularly

Number in thousands

Total2, . ......... cnn. 12,219 8,386 3,819 3,819 840 2,979
Age

12-13vyears. . ... 000 v 3,391 2,961 422 422 51 371

14-15years. . . ..o oo e v 3,434 2,466 969 969 182 786

16-18years. .. .. .. ... .. 5,394 2,959 2,428 2,428 607 1,821
Race

White. . ........ovuvn 9,915 6,370 3,530 3,830 800 2,731

Black. . ... . i 1,814 1,601 213 213 *16 197

Hispanic origin
Hispanic. . ............ 1,182 1,024 158 158 *15 143
Non-Hispanic. . ... ... ... 11,038 7,362 3,660 3,660 825 2,836
Percent distribution

Total, . ... 100.0 68.6 31.3 100.0 22.0 78.0
Age

12-13years. . . v v v e v v e 100.0 87.3 12.4 100.0 121 87.9

14-1Syears. . . ....... .. 100.0 71.8 28.2 100.0 18.8 81.1

16-18years. « v oo v e v ot 100.0 54.9 45.0 100.0 25.0 75.0
Race

White. . . . . v v v v e e v e e e 100.0 64.2 35.6 100.0 22.7 774

Black. . . oo v v vt i n e 100.0 88.3 11.7 100.0 *7.5 925

Hispanic origin
Hispanic. . .......ccvv 100.0 86.6 134 100.0 *9.5 90.5
Non-Hispanic. . .. ....... 100.0 66.7 33.2 100.0 225 775

linciudes unknown smokelass tobacco-use status.
2includes all other races.
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Table 6. Number and percent distribution of male teenagers by correlate of use, according
to smokeless tobacco—use status: United States, 1989

Smokeless tobacco-use status

Correlates of smokeless Male Never Ever Used Never used
tobacco—use teenagers! used used regularly regularly

Number in thousands
Total2. . ......... ... 12,218 8,441 3,766 783 2,983

Percent distribution
Total . e 100.0 100.0 100.0 100.0 100.0

Persans in household who use
chewing tobacco or snuff

No user of smokeless tobacco . ... ... 91.9 95.3 844 73.6 87.2
Father and no older brother(s) .. ... .. 4.2 2.6 7.9 111 7.0
Father and older brother(s} . ........ *0.2 *0.1 *0.5 *1.9 0.2
Older brother(s) and not father . . . . . .. 1.9 0.8 4.4 9.1 3.2
All others, excluding father and older
brother(s). . . . ...... ... .. .. ... 1.6 1.1 2.8 *4.3 23
Relatives not in household who use
chewing tobacco or snuff
No user of smokeiess tobacco . ... ... 78.3 83.4 66.9 51.9 70.8
Father and no oider brother(s) ....... 0.5 *0.3 1.2 *2.6 0.8
Older brother(s) and not father . . . . . .. 1.1 0.5 25 5.4 1.7
Ali others, excluding father and older
brother(s). . . ... ... e 17.6 13.4 27.1 39.1 24.0
*How you think your best friends
wouid feel about you using
chewing tobacco or snuff regularty?”
APDIOVE . . . i it e e e 2.2 1.4 4.0 12.1 1.8
Disapprove . .................. 65.3 74.6 44.5 24.6 49.7
Notecare ..... ... v, 31.8 23.1 51.4 62.8 48.3
“How many people your age use
chewing tobacco or snuff?”
None .......... ... . ... 47.2 59.9 19.2 *4.6 23.3
Afew . ... ... o 30.2 26.0 39.7 38.5 40.0
SOME. . . it e 15.4 10.3 26.8 26.5 26.9
Mostorall, ..........coouuunnn 6.1 2.5 13.9 29.2 9.6
“'Do you believe using chewing
tobacco and snuff can cause cancer?”
Yes . oo e e 94.4 93.3 96.8 95.8 97.0
NO. . e e e 2.8 3.1 2.1 *3.2 1.8
Domtknow . ........... ..., 2.6 34 *0.9 *0.7 *1.0

lincludes unknown smokeless tobacco—use status.
2includes unknown correlates of use.
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Table 7. Number and percent distribution of teenagers by knowledge and attitudes about smoking and exposure to smoking risks,
according to smoking status: United States, 1989

Smoking status

Never smoked Current smoker
All All
Knowledge, attitudes, All never No. May Former current
and risk exposure statuses  smoked  intention  smoke  Experimenter  smoker  smokers'  Heavy  Light  Occasional

Number in thousands
Allteenagers2. . .. ... 23,528 12,822 11,055 1,766 6,717 322 3,620 1,554 572 1,250

Percent distribution
Allteenagers . ... .....cooveuwn.n 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

“Media, TV, radio exposure to
heaith risks of smoking?"

NO. oo 179 17.6 177 16.4 178 193 19.1 198 203 180

“Do you believe it is safe to smoke
for only a year or 27"

11T 7.1 3.3 2.8 6.3 8.7 15.2 20.6 25.2 20.6 15.0
Lo 91.9 95.9 96.5 91.9 92.2 84.2 78.1 72.6 79.0 84.2
Don'tknow ........covveinnnn.n 0.9 0.8 0.6 *1.5 1.0 *0.6 1.3 *2.0 *0.3 *0.9
“Do you believe there is any harm in
having an occasional cigarette?"”
Yes . ...... 66.6 75.6 7.7 62.5 62.6 42.8 43.7 43.5 41.8
[~ T 32.4 23.3 214 34.9 36.3 42.9 56.7 55.7 55.9 57.4
Don't know Q.9 1.0 0.7 2.3 0.9 *0.8 *0.5 *0.8
“Do you believe smoking can help
people when they are bored?”
£ S 7.0 3.8 3.3 7.3 6.4 9.9 18.8 23.0 18.7 14.4
L= 92.1 95.1 95.8 90.8 929 89.4 80.3 783 81.3 85.3
Donm'tkaow . ..........0ouunn 0.8 0.8 0.8 *1.5 *0.5 *0.6 *0.7 *1.3 .. *0.6
“Do you believe cigarette smoking
helps people relax?"
Yes . oot s 26.6 16.4 15.7 24.3 27.5 58.5 6: 63.0 48.9
L 69.7 79.9 81.5 72.4 68.8 49.1 38.7 33.7 30.2 49.8
Dontknow ....... ... 3.5 3.6 28 3.0 37 2.6 * 6.6 *1.2
“Do you believe cigarette smoking
helps reduce stress?"”
(= 19.5 12.0 10.9 18.7 18.7 29.8 46.5 54.4 83.0 33.9
L 77.7 84.9 86.2 77.2 78.5 68.9 51.7 43.1 45.1 9
Don'tknow . ..... et 2.6 3.0 2.8 3.7 25 *1.6 1.6 *2.1 *1.7 *1.1
“Do you believe smoking helps
people feel more comfortable in social
situations?”
-1 T 39.1 29.7 28.6 36.9 45.8 58.6 67.5 &55.9
L« 58.1 66.8 68.2 58.4 51.8 46.0 40.0 40.5 33.7 42.8
Don'tknow ...... e e 2.6 3.3 3.1 4.3 22 *0 1.3 *1.6 *1
*'Do you believe smoking helps people
keep their weight down?”
YES it it e 17.8 13.2 13.0 16.1 18.2 30.3 36.2
Lo T 79.8 84.4 84.7 82.1 78.4 73.8 67.5 61.4 69.4 73.2
Domtknow . ...........ccuouu... 2.2 2.2 2.2 2.4 23 - 2.0 *1.9 *
“Do you believe almost all doctors are
strongly against smoking?*
(=T T 79.7 80.1 82.3 76.7 78.8 80.1 80.5 81.6 79.6 80.1
Lo 17.7 17.3 16.1 21.4 18.8 17.3 16.7 15.7 16.3 17.7
Don'tknow ......covviinunnnn 25 25 1.5 *1.4 23 *2.6 286 *2.4 *4.1 *2.2
“Do you believe using chewing tobacco
and snuff can cause cancer?”
YES ot ittt et e e 94.5 94.2 95.3 93.3 94.9 93.0 95.4 94.6 95.6
3 o 2.3 2.6 25 2.8 20 *2.0 2.1 2.2 *1.7 *2.6
Don'tknow . .......covvvuen... 3.0 3.0 22 3.5 3.0 *5.0 2.2 25 *1.8
“ strongly dislike being around pecple
who are smoking.”
Agree. . ... 64.9 77.8 79.6 66.5 €6.0 7.6 19.4 1 1 323
Disagree . . . .. 224 12.8 12.1 17.8 18.9 38.2 60.9 73.9 68.2 40.2
Noopinion. . . ..... ... 12.5 9.0 8.0 15.2 14.9 4.2 19.4 14. 1 273

Ses footnote at end of table.
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Table 7. Number and percent distribution of teenagers by knowledge and attitudes about smoking and exposure to smoking risks,

according to smoking status: United States, 1989 ~Con.

Smoking status

Never smoked Current smoker
All Al
Knowledge, attitudes, All never No May Former current
and risk exposure statuses  smoked  intention  smoke  Experimenter  smoker  smokers! Heavy  Light  Occasional
“When I'm older my parents won't
mind if | smoke.” Percent distribution
AQIEE. . . vt i e 17.2 10.6 9.8 15.7 17.8 255 38.7 49.9 41.8 24.7
DIsagree . . . .. v ot 77.6 84.5 85.9 75.6 77.8 70.2 53.9 421 49.7 69.7
Noopimion, . . .o oov i iie e, 4.8 4.5 3.9 7.9 4.1 *4.3 7.2 74 8.4 5.6
“Seeing someone smoking
turns me off.”
AJrEB . . vttt e 67.1 78.5 80.9 63. 71.0 39.8 22.3 111 15.2 37.5
Disagree . .. .......0iuuuninnn 22.4 12.9 11.6 215 18.1 41.6 62.2 76.5 70.5 42.4
Noopinion. . . . ........oevunnn. 10.2 8.2 7.3 14.2 10.7 186 15.2 11.6 143 20.1
“'d rather date people who
don't smoke.”
AQreE. . . vt it e 85.9 94.1 94.7 90.2 90.1 1.4 50.9 32. 43.4 74.2
Disagree. . ..o oo i it 7.9 3.2 2.7 6.2 5.1 *9.6 29.4 41.7 327 13.8
Noopinion., .. .........c.vuennn 5.9 2.4 2.3 3.1 4.5 9.3 19.4 24.8 23.8 11.9
*“(If | started) | could stop smoking
anytime | wanted.”
AQreB. vttt e i 17.8 11.4 11.3 11.9 18.1 29.8 38.5 19.0 46,7 56.1
Disagree. ... ......vuiuvrennnn 72.6 78.7 79.0 76.6 72.1 66.8 53.0 72.2 46.5 35.5
Noopinion. . .. ................ 9.0 9.3 9.2 10.0 9.3 *3.4 8.0 7.8 *6.8 8.4
"I personally don't mind being around
people who are smoking.”
Agree. . ... e e 34.8 223 20.5 33.6 35.1 57.5 76.7 855 84.8 62.2
Disagree . .. .......ccvciiiuvens 58.0 70.9 73.2 56.3 57.0 34.8 16.6 9.7 10.8 2741
Noopinion, . .. vvvvin e i e, 6.8 6.5 6.0 9.7 7.7 *8.1 6.2 4.1 *4.4 10.0
“I get a kick out of doing things every
now and then that are a little
risky or dangerous.”
AGreB. . . ittt e 41.9 30.2 28.5 37.5 52.8 59.1 60.6 59.9 66.5 59.4
Disagree . ........ ... 49.6 60.8 62.5 49.8 39.2 33.6 31.8 327 26,7 31.8
Noopinion. . .. ....... ..o 7.9 8.4 8.5 124 7.6 *7.3 7.1 6.5 *6.2 8.9
*"Have you ever taken a class or course
at school in which the healith risks of
smoking were discussed.”
YeS o v e s 75.2 73.7 74.9 66.7 78.0 82.0 74.4 73.7 77.1 74.2
No. .o 24.1 25.4 245 31.6 215 18.0 24.6 24,4 22.6 254

lincludes unknown type of current smoker.

2Difference in total number of teenagers irom table 1 due to Computer-Assisted Telephone Interviewing (CAT)! versus CATI-Mait sample size (see Technical notes).

Includes unknowns.
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Technical notes

Source and description of data

This report contains data from
the 1989 Teenage Attitudes and
Practices Survey (TAPS). The TAPS
was a targeted population study of
U.S. teenagers 12-18 years of age.
The study was conducted by the
National Center for Health Statistic’s
National Health Interview Survey
(NHIS) and co-sponsored by the
Centers for Disease Control’s Office
on Smoking and Health, the National
Cancer Institute, and the American
Cancer Society.

The TAPS survey was designed to
obtain current national household
data about current cigarette-smoking
behavior and lifetime smoking
practices of adolescents and their
beliefs about smoking. Selected
correlate measures associated with
smoking uptake were also addressed
in the study.

The TAPS sample was derived
from NHIS household interviews
conducted during the final two
quarters of 1988 and the first two
quarters of 1989. Included in the
sample were all sample teenagers
living in households contacted and
interviewed during this period that
were 12-18 years of age as of
November 1, 1989. The eligible
sample for the TAPS was 12,097
persons.

TAPS utilized two modes of data
collection. The primary method
consisted of computer-assisted
telephone interviewing (CATI) in
households where a telephone
number was provided during the
original NHIS interview. In addition,
self-administered questionnaires were
mailed to sample teenagers living in
households without telephones or an
available telephone number. Mail
questionnaires were also sent to those
teenagers that could not be reached
using the CATI method. Telephone
interviews and all other data-
collection activities were performed
by U.S. Bureau of the Census
personnel. Data collection began in
August 1989 and continued through
March 1990.

Unlike the original NHIS
interview, the TAPS survey design
required that all teenagers respond
for themselves. However, prior to the
initial telephone contact, advance
letters were mailed to a parent or
guardian and to each eligible
teenager in the household explaining
the sponsorship and objectives of the
upcoming survey and assuring
confidentiality.

The total interviewed TAPS
sample included 9,965
adolescents—9,135 responded in
CATI interviews and 830 completed
mail questionnaires. The total
combined response rate for the TAPS
from these two data collection
procedures was 82.4 percent. Most of
the nonresponse resulted from
teenagers’ failure to return the mail
questionnaire. Only 3.1 percent of
interviews of adolescents reached by
telephone ended in a refusal, either
because of the parents or teenagers
initial refusal or because of
subsequent termination of the
interview. Item nonresponse was less
than 1 percent for the questions
discussed in this report. More details
about non-response are available in a
recent report (17).

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 the
NHIS has the effect of making the
sampling errors larger than they
would be had a simple random
sample of equal size been used.

The following method for
computing sampling errors is
presented for the convenience of
readers who want a simple method to
use in calculating standard errors for
estimates in this report. More precise
methods, such as that available in the
software program SUDAAN (19),
which estimates standard errors for

complex surveys using Taylor
linearization, are recommended for
detailed analysis of NHIS data.
Approximate standard errors of
the estimated numbers (x) in this
report (except for all teenagers, by
age, race, and sex when the standard
error is assumed to be 0.0) may be
calculated using the formula

SE(x)= \/0.0000307(x) +3,640(x)

Except as noted, approximate
standard errors of the estimated
percents in this report may be
calculated using the formula

,640 100 -
SE(p) =\/5 cp)y( P)

where p is the estimated percent and

y is the population denominator.
Approximate standard errors for

the percents in table 5, by age and
race, may be calculated by using the
formula

SE(p)=p /0.0000307 + 3,640/

where p is the estimated percent and
x =py/100 with y =the population
denominator.

If x; and x, are two estimates,

then the approximate standard error
of the difference (x, _,,) can be
computed as follows:

/SEG,) +SE(r,) - 27 SE(,;) SE(r)

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
and will result in an overestimate of
the standard error if the correlation is
positive or an underestimate if the

correlation is negative).
In this report, unless otherwise

noted, a difference was considered
statistically significant at the
S-percent level if the difference

(x, ~x,) was at least twice as large as
its standard error.
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Related documentation

More detailed discussion of the
sample design of the NHIS,
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 10,
numbers 160 and 176; Series 1,
number 18; and Series 2, number 110
(20-23).

A public use data file based on
the 1989 TAPS was released in
February 1992. Information regarding
its purchase may be obtained by
writing to the Division of Health
Interview Statistics, National Center
for Health Statistics, 6525 Belcrest
Road, Hyattsville, Maryland 20782.

Definition of terms— TAPS
Adolescent smoking
status categories

Never smoked —Never smoked a
cigarette.

Never smoked, no intention —
Never smoked a cigarette or tried or
experimented with cigarette smoking;
will not try a cigarette soon; and
definitely will not be smoking in
1 year.

Never smoked, may smoke —Never
smoked a cigarette or tried or
experimented with cigarette smoking;
may try a cigarette soon or may be
smoking in 1 year.

Experimenter —Has either smoked
a cigarette or tried or experimented
with cigarette smoking, but has never

smoked 100 cigarettes and has not
smoked in the past 30 days.

Former smoker —Has smoked at
least 100 cigarettes but has not
smoked in the past 30 days.

Current smoker—Has smoked a
cigarette in the past 30 days.

Current light smoker—Has smoked
10 or more days in the past 30 days,
and smoked an average of fewer than
five cigarettes per day in the past 7
days.

Current heavy smoker—Has
smoked 10 or more days in the past
30 days, and smoked an average of
five cigarettes or more per day in the
past 7 days.

Current occasional smoker—Has
smoked 1 to 9 days in the past 30
days.

Suggested citation

Allen KF, Moss AJ, Giovino GA, et al.
Teenage tobacco use: Data estimates from
the Teenage Attitudes and Practices Survey,
United States, 1989. Advance data from vital
and health statistics; no 224. Hyattsville,
Maryland: National Center for Health
Statistics. 1992.
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Highlights

In 1991, levels of knowledge
about the major modes of
transmission of human immuno-
deficiency virus (HIV) remained high
in all sociodemographic groups
examined. Knowledge about other
aspects of acquired immunodeficiency
syndrome (AIDS) was more variable,
with older and less-educated adults
generally being less knowledgeable.
Several changes in responses to
survey items between 1990 and 1991
were noted, including:

® An increase from 19 to 29 percent
in the proportion who felt they
knew “a lot” about AIDS.

® An increase from 79 to 86 percent
in the proportion who had heard
the AIDS virus referred to as
“HIV.”

® 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 HIV.

® A slight increase in the proportion
who reported ever having HIV
antibody testing —-excluding blood
donation (from 11 to 15 percent)
and testing through all means
(from 26 to 29 percent).

In addition, some changes in
responses were noted during 1991,
particularly in the fourth quarter
compared with earlier quarters.
Noteworthy changes seen during 1991
included:

¢ The proportion who received
information about AIDS from
television programs in the month
before the interview increased
from 72 to 78 percent.

e The percentage of parents who
had ever discussed AIDS with
their children rose from 66 percent
in the first quarter to 72 percent in
the last quarter of 1991.

® The proportion who knew a
person can be infected with the
AIDS virus and not have the
disease AIDS increased by
5 percentage points (from 77 to
82 percent).

e Those planning future testing for
HIV antibodies who indicated such
testing would be voluntary
increased from 65 to 71 percent.

® The proportion who had heard of
zidovudine (also known as AZT or
azidothymidine and by the brand
name “Retrovir’) increased from
50 to 55 percent.

Introduction

The National Center for Health
Statistics (NCHS) 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 (1).
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
survey in Advance Data From Vital
and Health Statistics (2-9). 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 NCHS 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 Prevention and from the
Office of the Assistant Secretary for
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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 a summary
of data for the entire 1991 data-
collection year. Thus there is some
overlap with the earlier report that
described results from the first
quarter of 1991 (9). Unless otherwise
stated, the results described were
consistent throughout 1991. For
certain items, some differences were
noted for the fourth quarter of 1991,
and these are pointed out. While the
exact cause of these variations for
that particular quarter is not known,
most readers are probably aware of
the considerable amount of publicity
that occurred in the fourth quarter of
1991 after Earvin “Magic” Johnson
announced that he was infected with
HIV. Further analyses are underway
to determine the impact of this
announcement on responses to the
NHIS and other AIDS surveys. Also,
1990 data cited in this report for
comparison refers to data reported
from the fourth quarter of 1990 (8).
Details about the sample design and
the estimation procedure can be
found in “Technical notes” at the end
of this report.

Table 1 shows percent
distributions by response categories to
most of the items included in the
NHIS AIDS questionnaire for the
entire adult population as well as
various subgroups defined by age, sex,
race and ethnicity, and education. In
most cases, the actual questions 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 version of the
survey. 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, the section on HIV
antibody testing began with a
question assessing whether persons
had heard of the blood test to detect
the AIDS virus infection; 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 still had 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
had not been tested for HIV were
examined. Items were added to assess
respondents’ knowledge about the
HIV antibody test, about AZT, and
about the proper use of condoms.
Finally, in 1991, a distinction was
made between having a co-worker
with HIV or AIDS and having other
friends or relatives with the disecase.

Selected findings

The following highlights describe
survey results of the NHIS AIDS
Knowledge and Attitudes Survey for
1991. Unless otherwise noted in the
text, all measures described remained
stable over this period. All differences
cited in the text are statistically
significant at the .05 level. Table II
shows provisional estimates of the
standard errors associated with these
results.

Sources of information

In 1991, 86 percent of adults
stated that they had received
information about AIDS in the past
month. This was consistent with the
figure reported for 1990. Of all
categories listed, the primary sources
of information were television
programs (73 percent), newspaper
articles (47 percent), magazine
articles (40 percent), and radio
programs (35 percent). From the
third to fourth quarter of 1991, there
was a notable increase in the
proportion receiving AIDS
information. During this time the
percent of adults hearing or seeing
information from any of the sources
mentioned above rose from 1 to
6 percentage points.

When specifically asked about
exposure to public service
announcements (PSA’s) in the
previous month, 80 percent reported
viewing them on television, 45 percent
hearing them on radio, and 9 percent
seeing posters in airports. For all
three sources, those 18-29 years old,
and those with more than 12 years of
education appeared to have had more
exposure to PSA’s than had their
counterparts.

Of parents of 10-17-year-olds,

69 percent reported ever discussing
AIDS with those children. Overall,
white and black parents were more
likely to talk to their children about
AIDS than were Hispanic parents
(70 percent, compared with

61 percent). Women and those 3049
years old were also more likely to
discuss the topic. The percentage of
parents discussing AIDS with their
children increased with vears of
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education, from 56 percent for those
with less than 12 years of education
to 75 percent for those with more
than 12 years of education. Seventy-
four percent of parents reported that
their children received instruction
about AIDS at school. This figure is
similar to the percent reported for
1990. The percentage of parents who
reported talking to their children
about AIDS increased in the fourth
quarter of 1991 (72 percent,
compared with the earlier quarters’
range of 66-69 percent).

General knowledge about AIDS

In 1991, of the adults asked to
assess their knowledge of AIDS,

29 percent stated they knew “a lot,”
and 44 percent stated they knew
“some.” The percentage of those who
knew “a lot” had increased

10 percentage points since 1990,
whereas the percent answering
“some” remained stable throughout
1991. The percentages decreased for
those who answered “a little”

(25 percent in 1990 to 19 percent in
1991) and “nothing” (10 percent in
1990 to 8 percent in 1991).

Also in 1991, a higher percentage
of people reported having heard the
AIDS virus called “HIV” —86 percent
in 1991, compared with 79 percent in
1990. Awareness was lower among
persons with less than 12 years of
education, those over 50 years old,
and those of Hispanic descent
(67 percent, 78 percent, and
72 percent, respectively).

In 1991, new sets of responses
were used for questions pertaining to
knowledge about AIDS, Prior to
1991, four responses were possible,
ranging from “definitely true” to
“definitely false.” In 1991, the
response categories were changed to
“true” or “false.” “Don’t know” also
remained an acceptable response in
the 1991 questionnaire. This decrease
in categories may have accounted for
the change in proportions with
correct responses from 1990,

Ninety-five percent of adults
knew that AIDS is transmissible
through sexual intercourse, 94 percent
believed a pregnant woman infected

with AIDS can give it to her baby,

92 percent knew there is no cure for
AIDS at present, 85 percent knew
AIDS reduces the body’s natural
protection against disease, and

81 percent knew it is an infectious
disease caused by a virus. Persons
who commonly answered incorrectly
included those 50 years old and over
and those with 12 or fewer years of
education. However, more individuals
answered “don’t know” than provided
the incorrect true-false response.

Correct responses to other
AIDS-knowledge questions were
lower. Eighty percent of adults knew
that a person who has the AIDS virus
can look and feel healthy, but
78 percent knew that a person can be
infected with HIV and not have the
disease AIDS. Sixty-seven percent of
adults were aware of the availability
of drugs that can lengthen the life of
a person infected with AIDS. For
these items, the proportion with the
correct response was 4-5 percentage
points higher in the fourth quarter of
1991 than in previous quarters.

Also in 1991, more than half of
all adults knew that early treatment
of HIV can reduce symptoms in an
infected person and that AIDS can
damage the brain. As before,
knowledge levels were lower for older
individuals and those with less
education.

Misconceptions about HIV
transmission

The NHIS AIDS supplement
provides information on respondents’
perceptions of the likelihood of HIV
transmission associated with several
forms of contact. There were five
response categories, which ranged
from “very likely” to “definitely not
possible.” The proportion of adulits
who believed the various modes of
transmission were “very unlikely” and
“definitely not possible” remained
stable throughout 1991 but for most
were slightly higher than in 1990. For
these two response categories, the
highest percentages were reported for
questions that assessed transmission
by working near someone with AIDS,
attending school with a child who has

AIDS, using public toilets, eating in a
restaurant where the cook has AIDS,
and being coughed or sneezed on.
Although general knowledge
levels about AIDS were high,
perceived likelihood of transmission
persisted for questions evaluating
transmission through casual contact
with a health care worker (27 percent
reported “very likely,” and 33 percent
reported “somewhat likely™); by
sharing plates, forks, or glasses (10
and 18 percent); and through
mosquitoes or other insects (9 and
16 percent). As with previous reports,
younger persons, those with more
education, and white aduits were
more likely to view these modes as
unlikely or impossible factors in HIV
transmission.

Blood donation and blood
screening

Patterns of past blood donation
were similar in 1991 to those seen in
previous years. Overall, 42 percent of
adults reported ever having donated
blood; 18 percent had donated since
March 1985 (when routine screening
of donated blood for HIV began);
and 6 percent had donated in the past
year. In general, men were more
likely to have donated than women,
and donations increased with years of
education.

In 1991, 60 percent of adults
knew that a person could not get
HIV while donating blood for use by
others; 30 percent believed that they
could; and 10 percent did not know.
Misconceptions about transmission of
HIV by donating blood were higher
among black adults (43 percent
believed that AIDS could be
transmitted this way, compared with
27 percent of white adults), and those
with less than 12 years of education
(38 percent, compared with
24 percent of those with more than 12
years of schooling). It should be
noted that the data did not
distinguish between a respondent who
believed that such transmission was
likely and one who thought it was just
a theoretical possibility if standard
blood bank practices were not
followed. Also, despite attempts to
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rmake the woraing clear, some
respondents may still have mistakenly
bzalieved that the question referred to
getting HIV from receiving blood.
Further refinement of this question
may help clarify the responses being
elicited.

Seventy-six percent of adults in
1991 believed that blood donations
were routinely tested for the AIDS
virus. This figure remained stable
throughout 1991, but it was higher
than that reported in the last quarter
oI 1990 (68 percent). Also, 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 have been due in part to the
eiimination in 1991 of the question
sequence that first asked if persons
were aware of the blood test to detect
HIV infection and then proceeded to
other questions related to HIV
testing.

HIV antibody testing

Considering HIV testing done for
all reasons (including blood
donation), an estimated 29 percent of
adults in the United States reported
having been tested for antibodies to
HIV. In 1991, the percent of adults
ever tested for HIV —apart from
blood donation—was 15 percent, up
slightly from 11 percent in the last
quarter of 1990. In the remainder of
this report, all reference to HIV
testing is restricted to testing for
reasons other than blood donation.

In 1991, the NHIS asked those
adults who had not been tested for
HIV why they had not. The most
common response, given by
8+ percent of those never tested, 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
fear of needles (1 percent), chose
another unspecified reason

(6 percent), or said they did not know
why they had not been tested

(9 percent). These figures remained
essentially the same through all of
1991.

For those who had ever been
tested, about two-thirds had been
tested once, and one-third had been
tested more than once. This pattern
was similar in all subgroups
examined. About one-half of those
who had been tested had had the test
in the 12 months before the
interview.

The reported reasons for HIV
antibody testing were similar in 1991
to those reported in 1990. Twenty-five
percent of those tested did so solely
to find out if they were infected.
Another 6 percent cited referral by
their doctor, the health department,
or their sex partner. Fourteen percent
had been tested in preparation for
hospitalization or a surgical
procedure, 14 percent to apply for
health or life insurance, and 7 percent
each for military induction or service
and for employment. Although
immigration was mentioned by only
6 percent of all adults tested, it was
the reason most commonly cited by
Hispanic persons (31 percent). As in
1990, most of those in 1991 who
reported being tested had had their
last test at their doctor’s office or
health maintenance organization
(HMO) (30 percent); at a hospital,
emergency room, or outpatient clinic
(25 percent); or at a community
health clinic (7 percent).

As in the past, about three-
quarters (79 percent) of those tested
received their results. This figure
decreased with age and was higher
among Hispanic adults who were
tested than among black or white
adults who were tested (85 percent
compared with 81 and 78 percent,
respectively). In 1991, 60 percent of
those who were tested received their
results in person. This figure showed
a slight decrease in the second half of
1991 from the first half (62 percent
compared with 57 percent). In 1991,
almost all adults tested said they felt
their results were accurate
(99 percent) and that their results

were handled properly in terms of
confidentiality (95 percent).

The proportion who indicated
intention to be tested in the next year
was 9 percent, similar to that
reported previously. The figure was
highest among black adults
(21 percent). Of those who planned
to be tested, most (67 percent) said
they would be tested voluntarily
because they wanted to know if they
were infected. The proportion of
those planning testing who mentioned
this as a reason increased slightly
from 65 percent in the first quarter of
1991 to 71 percent in the last quarter.
In addition to this reason, another
19 percent said they would be tested
as part of a blood donation, and
8 percent each indicated it would be
to apply for a job or for insurance
(health or life). The percentages for
the places where respondents said
they would go to have their blood
tested were similar to those for places
cited by those already tested.

Seventy-four percent of adults
recognized that “after a person is
infected with the AIDS virus, there
can be a period of time before the
[blood] test shows the infection™;

23 percent responded “don’t know”
to this statement. The proportion
with the correct response to this item
increased slightly in 1991 (70 percent
correct in the first quarter compared
with 76 percent in the last quarter).
Persons less likely to be aware of this
fact included those with less than 12
years of education (55 percent
correct), Hispanic adults (61 percent
correct), and those 50 years and over
(64 percent correct).

Awareness about zidovudine

A new question was added to the
1991 NHIS AIDS supplement to
assess an individual’s awareness of
zidovudine (also known as AZT or
azidothymidine and by the brand
name “Retrovir”’). AZT was the first
antiviral drug approved for use in the
treatment of HIV. More than
one-half of all adults reported that
they had heard of this drug. A
notable increase in awareness
occurred from the third to fourth
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quarter of 1991 (50 to 55 percent).
Persons between the ages of 30 and
49 (59 percent), and those having
higher levels of education were more
familiar with the drug (24 percent for
adults with less than 12 years of
education compared with 69 percent
for those with more than 12 years of
education). Hispanic adults were less
aware of AZT than white or black
adults (32 percent compared with 55
and 43 percent, respectively).

Among persons who had heard of
AZT, 89 percent were aware that
AZT does not cure people with
AIDS, 81 percent knew it can delay
or slow down the symptoms of HIV
infection, and 59 percent knew of the
drug’s side effects. Thirty-four
percent knew AZT is only
appropriate for an HIV~infected
individual at certain times during the
illness. Proportionately more people
answered “don’t know” to this
question (55 percent), as opposed to
those giving the incorrect response
(11 percent). Half of the adults
surveyed knew there are other drugs
available to treat AIDS-related
illnesses. Between the third and
fourth quarters, this percentage rose
five points (from 49 to 54 percent).
However, 35 percent answered
“don’t know,” and 14 percent did not
believe other drugs existed. Slight
percentage fluctuations across all
sociodemographic groups indicated no
specific pattern for those who
answered “don’t know” as opposed to
the correct response. For each
question, more people answered
“don’t know” rather than giving the
incorrect response.

Perceptions about condom use

As in previous years, the 1991
NHIS asked respondents to evaluate
the efficacy of condom use as a
means of preventing sexual
transmission of HIV. Overall, since
1990, the percentages responding
“very effective” and “don’t know”
increased (25 and 15 percent in 1990
compared with 28 and 17 percent in
1991, respectively), and those who
answered “somewhat effective”

decreased from 53 percent in 1990 to
49 percent in 1991.

The proportions of individuals
who answered “very effective” stayed
consistently below one-third
throughout 1991. For the adults who
believed condom use to be
“somewhat effective” in preventing
HIV infection, there was a 2-percent
increase between the third and fourth
quarters of 1991 (49 to 51 percent).
Persons least likely to believe in the
efficacy of condoms were females,
black adults, those of Hispanic
descent, and those with less than 12
years of education (19, 22, 21, and
32 percent, respectively).

Two new questions in the 1991
AIDS supplement gauged knowledge
of correct condom use. These
questions evaluated respondents’
ability to distinguish the relative
effectiveness of latex versus natural-
membrane condoms and whether they
knew the dangers of using oil-based
lubricants with latex condoms. For
both of these questions, more people
chose “don’t know” than the correct
response.

Although 77 percent of adults
considered condom use at least
somewhat effective in preventing HIV
infection, 61 percent of adults did not
know if there was a difference
between the effectiveness of latex and
natural-membrane condoms.
Nineteen percent recognized that
there was a difference, and 18 percent
felt there was no difference in
effectiveness between the two types of
condoms. Persons 3049, white
persons, and those with more than 12
years of education were more likely
to provide the correct response;
however, even in these groups more
than half responded “don’t know.”
Similarly, only 27 percent knew that
oil-based lubricants cause latex
condoms to break, and 65 percent
were unsure of this effect. Six percent
called the statement “false.” Males
and younger individuals were more
likely to give the correct answer (31
and 36 percent, respectively). Correct
responses increased with years of
education — 16 percent for those with
less than 12 years of education up to
34 percent for those with more than

12 years of education. Those more
likely to respond “don’t know”
included females (70 percent), those
50 years of age and over (76 percent),
individuals of Hispanic descent

(67 percent), and persons with less
than 12 years of education

(73 percent).

Risk of HIV infection

In 1991, 80 percent of adults felt
they had no chance of being infected
with HIV, and 72 percent said they
had no chance of getting it in the
future. Black adults were somewhat
less likely than white or Hispanic
persons to rate their chances of
having or getting HIV as “none.”
Also, those 18-29 years of age were
less likely than older persons to feel
they had no chance of being or
becoming infected. Only 1-2 percent
of adults felt their chances of having
or getting HIV were “high” or
“medium” (these proportions varied
little among the sociodemographic
groups). As in the past, only a small
proportion of adults (3 percent)
reported being in any of the behavior
categories associated with an
increased risk of HIV infection.

Knowing someone with AIDS

In the past, the NHIS AIDS
survey has asked respondents if they
had ever personally known someone
with HIV infection or AIDS. In 1991,
the distinction was made between
having a co-worker with HIV or
AIDS 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 with years of
education, from 2 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 and was higher for
those 3049 years of age than for
younger or older persons. For both
situations, the proportion who said
they personally knew someone with
AIDS was stable throughout 1991.
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based on fewer than 20 births in
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Tabile 1. 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, 1991

[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 technical notes]

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 30-49 50 years Lessthan 12 More than
AIDS knowledge or attitude Total years years andover Male Female White Black Hispanic 12 years years 12 years

Percent distribution

Total o .o e e e e 100 100 100 100 100 100 100 100 100 100 100 100
1 How much would you say you know about AIDS?
Ao, . v i i it e e 29 32 34 20 28 29 29 26 28 15 24 39
SOME .« vt ettt e e e e 44 50 47 37 44 45 45 38 38 31 48 a7
Alittle . . .. .. ... e 19 16 15 27 21 18 18 23 23 31 22 12
Nothing. . .....ov i eens 8 3 3 17 8 7 6 13 11 23 5 2
Domtknow. . ........... ... 0 [s] 0 0 0 0 0 o] - 0 4] [+]

2. In the past month have you~

2a. Seen any public service announcements about AIDS
on television?

D (=T 80 82 82 77 81 80 81 83 74 72 82 83
3 2 18 17 16 20 17 18 17 16 25 25 16 16
Dontknow. . . . ... i i it 2 1 2 3 2 2 2 1 2 3 2 2

2b. Heard any public service announcements about
AIDS on the radio?

B (- 45 53 49 33 50 40 43 52 50 34 45 50
= 52 45 48 63 48 57 54 46 47 63 52 a7
DomtKnow. - - .o v vt i 3 2 3 4 3 3 3 2 3 3 3 3
2c. Seenan gublic service posters in airports
about AIDS?
B - 9 1" 10 6 10 8 8 12 13 ] 7 12
1 2 89 a7 88 91 88 91 90 87 83 92 91 86
Dontknow. . . ..... oo iii i, 2 1 2 2 2 2 2 2 4 2 1 2
3. In the past month, have you received information
about AIDS from any of these sources??
Televisionprograms . . . . v .o v v v i e v 73 74 75 72 75 72 74 75 71 68 75 75
Radioprograms. . .+ v v vt e e cenvvnrons 35 41 39 26 40 31 34 41 41 27 35 39
Magazinearticles. . . .. ........ ... ..., 40 43 43 34 38 42 41 38 37 24 39 49
Newspaperarticles. . . ................ 47 a1 50 49 49 46 49 42 42 33 46 56
Street signs/billboards. . . ... .. ... ..., 16 22 17 9 18 13 15 20 18 9 14 20
Store displays/store-distributed brochures . . . . 7 9 7 4 8 6 6 10 10 5 7 8
Bus/streetcar/subway displays. . ... ....... [} 10 [ 3 7 5 5 13 9 4 5 8
Health department brochures . . . ......... 13 19 14 8 12 185 12 19 18 10 13 15
Workplace-distributed brochures . . ... ..... 10 10 14 5 Ih| 10 9 15 10 4 9 14
School-distributed brochures . ........... 7 14 8 2 7 8 6 10 10 5 6 9
Church-distributed brochwures . . .. ........ 4 3 4 3 3 4 3 6 6 3 4 4
Community organization .. ............. 4 4 4 3 4 3 3 6 5 2 3 5
Friendfacquaintance. . . . ... ... ... 0 8 1 9 5 8 8 7 11 10 6 8 g
ADShotline. . ...........cvvnn 1 1 1 0 1 1 0 1 1 1 1 1
3T 3 3 4 2 3 3 3 3 3 2 3 4
Don'tknow. . . . .o oot i e 1 o] 1 1 1 1 1 1 1 1 1 o]
Received no AIDS information in past month. .. 14 13 12 17 14 14 14 14 16 22 14 10
4, !:iﬁ\ll\e/{'xou heard the AlDS virus called by the name
B (- 85 91 91 78 86 86 89 85 72 67 88 94
NO. . it e i e e 12 9 8 19 12 12 10 12 24 28 10 5
Don'tknow. . .. .. v i i 2 1 1 4 2 2 1 3 3 5 1 1
5.  Tell me whether you think the following statements are
true or false or if you don't know i they are true or false.
5a. AIDS can reduce the body's natural protection against
disease.
T . v et e e e 85 88 91 76 87 84 88 73 77 65 86 95
False. . i ot e e e e 4 4 3 [ 3 4 3 8 4 6 4 2
Don'tknow . . .. ..o v it i i i et 11 8 8 19 10 12 9 19 19 28 10 3
Sb.  AIDS can damage the brain.
L1 55 a6 56 60 56 54 54 60 58 55 55 54
False. . .. i i e i e e 16 26 18 8 17 16 17 12 15 8 16 21
Dontknow . ......cciiiiiiinnnnnns 29 28 26 32 27 30 29 28 26 36 29 25
5c.  AIDS is an infectious disease caused by a virus.
£ 2t 81 a8 86 70 83 79 81 82 79 €8 81 88
False. . . ...t i e e 6 § ] 7 5 7 -] 5 4 5 7 5
Dontknow . . ... ... i i e 13 8 8 24 12 14 13 14 16 27 13 7
Sd. A person can be infected with the AIDS virus and not
have the disease AIDS.
LK £ - N e 78 81 85 69 78 78 81 72 68 59 79 88
False. ....... ... .. i i, 6 9 6 s 7 ] 5 <] ] 8 7 ]
Dontknow. . .........cc i, 15 10 9 26 15 16 13 18 23 33 14 7

See footnctes at end of table.
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Table 1. 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, 1991 —Con.

[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 technical notes]

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 3049 50 years Lessthan 12 More than
AIDS knowledge or attitude Total years years andover Male Female White Black Hispanic 12 years years 12 years

Percent distribution
Se. ANY person with the AIDS virus can pass it on to
someone else through sexual intercourse.

TIUB . e e e e e 95 97 97 92 95 95 96 94 94 a0 96 97
False .. ... ... .. i e 1 1 1 1 1 1 1 1 1 1 1 1
Domtknow. . . .......... ... ... ... 4 2 2 7 4 4 3 5 5 10 3 2

5f. A pregnant woman who has the AIDS virus can give
it to her baby.

TIUE . et e e 94 96 96 90 93 95 95 93 93 87 95 97
False . ... i 1 0 0 1 1 0 0 1 1 1 1 0
DOR'tKNOW. . . .ttt n e e e e s 6 4 3 10 6 5 5 6 6 12 5 3
5g. A person who has the AIDS virus can look and feel
well and heaithy.
TrUE . . vt e e e e 80 85 86 69 81 79 83 75 68 60 80 80
False . ........ ... v o 8 7 6 10 7 8 3] 10 13 12 9 4
DONtKNOW. . . . .ot i i e 12 8 8 21 12 13 11 15 19 28 12 5
Sh.  There are drugs available which can iengthen the
lite of a person infected with the AIDS wirus.
TTIUR . L e 67 66 72 62 68 66 70 58 58 50 65 77
False ....... ... .. i, 9 12 9 8 10 9 8 14 kA 10 1" 8
Domtkmow. . .. ... i 24 23 19 31 22 25 22 27 31 40 24 15
§i.  Early treatment of the AIDS virus infectton can
reduce symptoms in an infected person,
TrUB . o e e 56 56 61 49 57 54 57 50 51 40 54 65
False ....... ... i 12 14 12 10 12 11 11 15 11 1 13 11
Dontknow. . .. ..o 33 31 27 41 31 34 32 35 38 49 34 24
5j. There is a vaccine available to the pubiic that
protects a person from getting the AIDS virus.
TIUE . . e 4 4 3 4 4 3 2 7 7 6 3 2
False . ... ..o v e 82 85 88 72 84 80 85 72 71 64 83 90
Don'tknow. . . ... v 15 1 9 24 13 17 12 21 22 30 14 8
5k. There is no cure for AIDS at present.
TrUE. . o e 92 94 95 88 93 92 94 89 85 82 94 97
False ..., ...t i 2 2 2 2 2 2 2 3 4 4 2 1
Don'tknow, . . .. ... it 5 4 3 9 5 ] 4 8 11 14 4 2
6. How likely do you think it 1s that a person will get
A!DS or the AIDS virus infection from—
6a. Working near someone with the AIDS virus?
Verylikely .. ... ..o i 2 2 2 3 2 2 2 4 4 4 2 1
Somewhat likely .. .................. 5 4 5 5 5 5 4 6 -] 6 5 4
Somewhatunlikely. . . ................ 6 6 4] 6 6 6 <] 7 8 7 7 5
Veryunlikely. . .. ........ . ... ... 41 41 42 41 43 40 43 39 32 36 42 44
Definitely notpossible. .. ... ........... 39 45 42 32 38 40 40 35 42 31 39 44
DOMtKRNOW. . .. . v it 6 3 3 12 6 7 5 9 9 16 5 2
6b. Eating in a restaurant where the cook has the
AlIDS virus?
Verylikely . ... ... v 6 5 6 8 6 6 5 10 7 9 7 4
Somewhat likely . ................... 16 16 16 17 17 16 16 18 16 18 18 14
Somewhatunlikely. . ........... ..., 12 15 12 10 12 12 12 11 13 10 12 13
Veryunlikely. . ... ... ... o 35 36 37 30 36 33 36 31 27 25 33 41
Definitely not possible. . ... ............ 20 22 22 17 20 20 20 17 23 15 19 24
Don'tknow. . . . ... . i 10 6 7 18 9 11 10 13 13 22 10 5
6¢c.  Sharing Elates, forks, or glasses with someone who
has the AIDS virus?
Verylikely . ... i i 10 7 10 12 10 10 g 13 10 13 12 7
Somewhatlikely . ................ ... 18 16 18 20 18 18 18 20 17 20 19 16
Somewhat uniikely. . . . ...... ... ... .. 12 12 13 10 12 11 12 10 1 9 12 13
Veryunlikely. .. ... 31 34 33 27 31 31 32 29 26 24 30 36
Definitely not possible.. . .. . ....... ... .. 19 25 20 14 19 20 19 16 23 15 19 22
Domtknow. . ... ... . e e 10 5 7 17 9 10 9 12 12 20 9 5
6d. Using public toilets?
Veryllkely . . ... .. i 6 5 5 7 5 (] 5 9 8 10 6 3
Somewhatlkely . ................... 11 10 9 13 11 1 10 13 12 14 12 8
Somewhat unlikely. . . ................ 10 1 10 9 10 10 10 10 11 8 11 1
Veryunlikely. ... ..... ... ... . . ... 36 36 39 33 37 35 38 33 30 28 35 41
Definitely not possible. . . . ............. 28 33 31 21 29 28 29 23 28 20 28 33
Dontknow. . . . ..o it e 9 5 5 16 8 10 8 12 1 19 8 4

See footnotes at end of table.
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Table 1. Estimates of the percent of persons 18 years of age and over with selected AIDS knowledge and attitudes from the 1991
National Heaith Interview Survey, by selected characteristics: United States, 1991~Con.

[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 technical notes]

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 30-49 50 years Lessthan 12 More than
AIDS knowledge or attitude Total years years andover Male Female White Black Hispanic 12 years years 12 years

Percent distribution

6e. Sharing needles for drug use with someone who
has the AIDS virus?

Verylikely . .. ..o 95 97 97 9N 95 95 96 92 94 89 96 97
Somewhatlikely .................... 2 1 1 2 1 2 1 3 1 2 2 1
Somewhatunlikely. .. ................ 0 o] 0 0 Q 0 0 0 0 0 0 0
Veryunlikely. . . ........ o 0 o] 1 0 1 [ 0 1 1 0 1 0
Definitely notpossible. . . .............. o} o} 0 0 o) 0 0 4} 0 0 [o] 0
Don'tknow. . . ..o o vttt e 3 1 1 6 2 3 2 4 4 8 2 1
6f.  Being coughed or sneezed on by someone who has
the AlDS virus?
Verylikely . ..o iee i it 9 6 8 12 8 9 8 12 11 13 10 6
Somewhatlikely ............ .. ..., 18 15 18 20 18 18 18 18 17 18 19 16
Somewhatunlikely. . . . ... .o 13 14 14 11 14 13 13 11 13 g 13 15
Veryunlikely. . .. ... oo it i i 3 36 33 26 32 31 33 28 26 23 30 37
Definitely notpossible. . . .. ... ...... ... 17 23 18 11 17 17 17 15 18 13 17 19
DORtKNOW. . . oo vt ittt iie i e e r e 1" 7 8 18 10 12 11 14 14 22 11 5]
6g. Attenl;:ling school with a child who has the AIDS
virus'
Verylikely ... .ooiiiei i, 2 1 2 3 2 2 1 3 3 3 2 1
Somewhatiikely .................... 4 3 4 5 ] 4 4 [] 5 6 S 3
Somewhatunlikely. . ... ... ... .. 7 <] 7 7 7 7 6 8 7 6 7 6
Veryunfikely. . . ........ ... ... 41 40 42 40 42 40 43 37 31 34 41 44
Definitely notpossible. . ... ......... ... 39 47 41 31 38 40 39 35 45 32 38 43
DOMtKNOW. « v v v v et ime e imeeneraeenn 7 3 4 14 7 7 6 10 10 18 6 3
sh. Mosquitoes or other insects?
Verylikely . .. .. ov e i 9 9 9 9 10 <] 8 14 13 13 10 6
Somewhatlikely ...............00.. 16 18 16 15 17 15 15 20 18 17 17 14
Somewhatunlikely. . . .......... ... 8 10 9 6 8 8 8 7 8 6 8 9
Veryunlikely. . . ........ ..o .. 25 25 27 23 26 24 26 21 19 17 24 30
Definitely not possible. . . .. ............ 22 22 24 19 21 22 23 16 21 16 20 26
Dontknow. . . ... .t ii i, 21 16 16 29 18 22 20 22 22 31 21 15
6i.  Being cared for by a nurse, dector, dentist, or other
heaith care worker who has the AIDS virus?
Verylikely . .. ..... ... ... .. 27 22 25 32 25 28 25 35 29 34 31 20
Somewhat likely . ................... 33 33 35 32 33 33 35 29 29 27 35 35
Somewhatuniikely. . ... ......... ..., 13 16 14 10 14 12 14 9 10 8 11 17
Veryunlikely. . .. ... oo, 15 18 17 12 17 14 16 12 13 11 13 20
Definitely notpossible. . . .. ............ 4 6 4 2 4 4 3 E] 8 5 4 4
Donmtknow. . .. ..cvv i ieii i 7 S 5 12 7 8 6 11 12 16 6 4
7. Can a person get AIDS or the AIDS virus infection
while giving or donating blood for use by others?
D 30 31 29 30 31 28 27 43 37 38 32 24
NO . vttt i it e 80 61 65 55 60 61 65 44 49 41 59 71
DON'tKNOW. . o v vt v v vt iiien e ian s 10 7 6 16 9 11 9 13 14 21 9 5
10. Have you ever discussed AIDS with any of your
children 10-17 years of age?
YES e e e 69 55 70 60 57 79 70 70 61 56 67 75
NO. . e e e e 31 41 30 37 42 20 29 29 39 43 32 25
Don'tknow. . . oo ve i it e 0 0 0 - 4] 0 0 - - - 0 o]
11.  Have any or all of your children 10-17 years of age
had instruction at schoo! about AIDS?2
7= T 74 53 75 75 70 77 74 77 73 69 72 77
o 2 9 16 9 5 7 10 9 6 11 8 9 9
Donthknow. . . ..o vv i it i 17 27 16 17 22 12 17 16 16 21 18 14
12. Have you ever given or donated blood?
Y BS .ttt i e e e 42 35 45 44 53 32 45 35 27 28 39 51
3 [ 58 65 54 56 47 67 54 65 73 71 60 48
Dontknow. . o v vi v it v i i e e 0 0 0 0 [o] 0 0 0 0 0 0 0
13a. Have you donated blood since March 1985?
- .18 26 22 8 22 15 20 14 13 7 17 26
NO. . e e e e 81 73 77 91 77 84 80 85 86 93 a3 74
Don'tKnNow. . . ...ttt et e e 1 0 1 1 1 1 1 1 1 o] 1 1
13b. Have you donated blood in the past 12 months?
YBS L e e e 6 9 8 3 8 5 7 4 4 2 6 9
NO. ot e 93 9 91 96 92 94 92 96 96 97 94 S0
Dontknow. .. ..................... 1 0 1 1 1 1 1 1 1 1 1

See footnotes at end of table,
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Table 1. 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, 1991 —-Con.

[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 technical notes]

Race or ethnicity

Age Sex Non-Hispanic Education
. 18-29 30-49 50 years Lessthan 12  More than
AIDS knowledge or attitude Total years years andover Male Female White Black Hispanic 12years years 12 years

Percent distribution
14.  How many times in the past 12 months have you
donated biood?

ONCe . . oo 3 5 4 1 4 3 4 2 2 1 3 5
TWICE . . . e e 2 2 2 1 2 1 2 1 1 0 1 2
Three times ormore. . . .. ... v v ... 1 1 2 1 2 1 2 1 1 0 1 2
Dontknow. . . ..o ¢} 0 0 0 0 0 0 0 - 0 0 -
Did not donate blood in past 12 months®. . . . . 94 92 92 97 92 95 93 96 96 a8 94 a1
15.  To the best of your knowledge, are blood donations
routinely tested for the AIDS virus infection?
XS v e e e 76 80 82 67 76 76 79 67 64 59 77 84
No. ..o 8 7 7 9 8 8 7 13 1 M 9 6
Dontknow. . . . . oo v i it i e e 16 13 1 24 16 16 14 20 25 30 15 10
16. Was one of your reasons for donating blood
because you wanted to be tested for the AIDS virus
infection?
YOS o e e e e 3 4 2 2 4 2 2 6 5 8 3 2
NO .o e e 20 88 91 93 89 91 91 85 87 83 90 g1
Dontknow. . . .. ..t e 0 0 - - 0 - 0 - - - 0 -
17a. Except for blood donations since 1985, have you
had your blood tested for the AIDS virus infection?
VS v e e e 15 22 17 6 17 13 13 21 24 13 13 17
NO. o e e 79 74 78 86 77 81 82 73 70 80 81 78
DONTKNOW. . v v it 6 4 5 a 6 -1 6 6 6 7 [ 5
17b. Why haven't you been tested?'-®
Don’t consider myself at risk of AIDS . ... ... 84 77 84 87 83 84 85 76 79 79 a3 86
Don't believe anything can be done if | am
positive . . .. .. e e 0 0 1 0 0 0 0 1 1 0 0
Don'tlikeneedles . .. ................ 1 2 1 0 1 1 1 2 1 1 1 1
Afraid of losing Job, insurance, housing, friends,
family if people knew | was postive .. . .. . ... 0 0 0 0 0 0 0 0 0 0 0 0
Don't trust medical clinics/hospitals to keep
testresults confidential . ... .. ... L. ... o] 0 0 0 0 0 0 0 0 0 o] 0
Already know whether | have the AIDS virus
infection . . . ... ... . i 1 1 1 0 1 1 1 1 1 1 1 1
Don't know wheretogoforatest. . . .. ...... 1 1 1 0 1 1 0 2 1 1 1 0
Other ... . it e e 7 9 7 6 7 7 7 8 9 7 7 7
Don'tknow . . ... 8 12 8 6 9 8 7 12 10 11 9 5
18. How many times have you had your blood tested for
the AIDS virus infection, not including biood donatons?
Once. . o e e 10 14 12 4 10 9 8 12 18 9 9 1
TWICE « v ot e e 3 4 3 1 3 2 2 5 4 2 2 3
Threetimesormore. . . .. .............. 2 3 2 1 3 1 2 3 2 1 2 2
DOn'tKnow . . .o .ot it e 0 0 0 0 0 0 0 1 0 0 0 0
Neverhadtest® .. ................... 86 78 83 94 84 87 88 79 76 87 87 84
19,  How many times in the past 12 months have you had
your blood tested for the AIDS virus infection, not
including blood donations?
Nome. .. ...t e 7 10 9 3 8 6 6 B 13 6 6 8
[0 ToT= T 6 10 7 3 7 6 5 10 9 5 6 7
TWICE . oo e e e e e 1 1 1 0 1 1 1 2 2 1 1 1
Threetimesormore. . . . ............... 0 1 0 o] 0 ] 0 1 0 0 0 0
Dor'tknow . .. .. ..o iiii i 0 0 ¢} 0 0 0 o] 0 0 0 0 0
Neverhadtest® ... ............ ..., 86 78 83 94 84 87 88 79 76 87 87 83
20. Did you have any of the AIDS blood tests:'”
For hosprtalizaton or a surgical procedure? . . . . . 14 12 14 21 10 19 14 16 13 19 15 12
To apply for health insurance?. . . . .. ... .... 4 2 5 3 4 3 5 2 1 1 3 5
To apply for life insurance?. . .. .. ....... .. 10 5 13 8 12 6 12 5 5 2 6 15
Foremploymert? . ... ...... . ... 7 8 7 5 8 6 6 1 6 5 8 7
To apply for a marriage heense?. . . .. ... . ... 5 6 4 1 5 4 6 2 3 3 5 S
For miltary induction or miltary service?. . . .. .. 7 12 5 2 12 2 8 7 4 2 9 B
Forimmigraton?. . .. ... oL o . 6 7 6 4 7 6 1 2 31 18 3 4
Just to find out if you were infected? . . . . .. ... 25 27 24 23 25 26 24 36 23 26 26 24
Because of referral by thedoctor? . .. .. ... .. 4 4 4 4 3 5 4 5 3 4 5 3
Because of referral by the Health Department? . . . 1 1 [¢] 0 0 1 ] 1 0 1 1 0
Referred by your sexpartner? . . . . .. ... .. .. 1 1 1 0 1 0 1 1 1 1 0 1
Other .. ... i e 20 20 19 21 16 24 21 18 15 19 20 20
DOMtKNOW . . v v o e e e 0 0 0 1 0 0 0 1] 0 0 0 0

See footnotes at end of table.
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Table 1. Estimates of the percent of persons 18 years of age and over with selected AIDS knowledge and attitudes from the 1991
National Heaith Interview Survey, by selected characteristics: United States, 1991 —Con.

[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 technical notes]

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 30439 S50 years Less than 12 More than
AIDS knowledge or attitude Total years years andover Male Female White Black Hispanic 12 years years 12 years
Percent distribution
21.  When was your last AIDS blood test for the AIDS
virug infection not including blood donation?”
=< 25 27 23 26 26 24 24 33 20 22 24 26
1990, . v it e e e s 29 31 29 26 28 31 29 32 26 28 30 29
1989. .. v it e 16 17 18 12 17 16 17 13 19 14 17 17
7 10 1 10 8 10 10 10 6 14 13 10 k]
2 5 4 7 4 ] 5 5 4 9 7 ] S
2 3 2 3 3 3 3 3 2 2 3 3 3
1986, . v i i e i e e 1 1 1 2 1 1 1 0 1 1 2 1
Dontknow . . .o v v i s 6 4 -] 8 6 5 5 7 6 8 6 4
22.  Did you have your last AIDS bicod test—7
For hospitalization or a surglcal procedure? . . . . . 14 1 13 22 10 18 14 16 11 18 14 11
To apply for health insurance?. . ... ........ 3 2 5 2 4 3 4 2 2 1 3 5
To applyforlife insurance?. . . ... ......... 9 5 13 8 12 5 12 4 5 1 -] 15
Foremployment? . ... ..viereeennan 7 7 7 5 8 5 6 11 6 5 8 7
To apply for a marriage license?. . . . . .. ... .. 4 5 4 1 4 3 5 2 2 3 4 4
For military induction or military service? . . . . . .. 7 11 5 2 12 2 8 7 3 2 9 8
Forimmigration?. . . .. ... i v i -] 7 6 4 6 6 1 2 31 18 3 4
Just to find out if you were infected? . . . . .. ... 25 27 24 23 24 26 23 36 22 26 26 23
Because of referral by the doctor? . .. ... .... 4 4 3 4 3 5 4 5 3 5 4 3
Because of referral by the Health Department? . 0 1 0 Q 0 1 o] 1 0 1 1 o]
Referred by yoursexpantner? . . . .. ........ 1 1 1 1] 1 0 1 1 0 1 0 1
Other ...t it i i e 20 21 19 24 17 25 22 18 16 20 22 20
DONtknow . . ..o v i i v i e 0 [o] Q 1 0 0 0 o] 0 1 s} o]
23. Notincluding a blood donation, where dnd you have
your last blood test for the AIDS virus?”
AIDS clinic/counselingftesting site. . .. ....... 1 1 2 1 2 1 2 1 2 1 1 2
Community heatthelinic . ............... 7 10 [} 4 7 8 6 12 11 10 8 6
Clinicrunby employer . . . . .o v v v v annen 3 2 3 2 3 2 2 3 2 1 2 3
DoctorHMO . .. ..o v v et i e i 30 29 30 35 28 3 30 26 33 29 30 30
Hospital/emergency room/outpatient clinic. . . . . . 25 23 24 32 20 30 24 31 19 31 26 21
STOCliniC. . oo v v v it i e i i 0 1 0 1] 0 o] 0 4] 0 1 4] 0
Family planningclinic. . . ...... ... . 1 1 0 0 0 1 1 1 2 1 0 1
Prenatalclinic. . .. ... oo vi i 0 1 0 - 0 1 0 1 1 1 1 0
Tuberculosisclinic. . . . .. ... - - - - - - - - - - - -
Publicelinic, . . .o v v v ittt e 3 4 3 1 3 3 2 4 5 6 3 2
Ctherclinic. . . ... ivii ittt 3 3 3 2 3 3 3 2 3 2 3 3
Drug treatmentfacility. . . . . ............. o] 0 o] - 0 0 0 o] 0 0 0 4]
Military induction/servicesite. . . . .. ... ... .. 7 11 -] 3 11 2 8 7 3 2 9 7
Immigration ste . .. ..o v i e i e 2 2 1 4] 2 1 0 a 8 5 1 1
Other ..ottt i i e 11 10 13 9 14 9 13 8 7 5 10 15
DONtKNOW . . .. v vt ittt it i 0 0 0 0 0 1] 0 0 0 1 0 s}
25. Did you get the results of your last test?”
| = 79 83 79 72 78 81 78 81 85 82 79 78
2o 20 17 21 27 22 18 21 18 14 17 21 21
Dontknow. . ......oiiiiiiiniinennnn 1 1 0 0 1 1 1 0 1 0 0
26. Was this because you decided you didn't want the
resuits or was it because you were unable to getthe
results?°®
Didntwant. . . ...t 9 9 9 11 10 9 9 13 11 g 1 8
Unabletoget. . . . ..o oo v i ii i 21 26 20 15 24 17 19 21 32 27 19 20
= e 2 Y 1 1 1 2 1 1 1 2 1 3 0 1
18 10 53 51 56 51 50 59 56 44 43 36 53 59
Dontknow. ........cceiiiiin.n 13 11 12 20 14 13 13 17 10 24 15 9
28. Were the results gwen in person, by telephone, by mail,
aor in some other way??
INpPerson . v v v vttt i it e e i, 60 83 56 65 58 62 54 70 75 76 61 53
Bytelephone. .. .......... ...t 17 15 19 16 15 19 20 12 8 13 17 18
Bymail ........ciiiiiiiiiiii 15 16 15 13 18 12 16 13 13 9 15 18
Other ... ..o vii ittt i i e 8 7 9 6 9 7 9 4 4 2 7 10
Dontknow. .. ... ii it ineinenennnns Q 0 0 - 0 Q 0 o} 0 4] 0 0
29. Doyou bellave the resuits of your last test were
accurate?®
- 99 99 99 98 S8 99 99 o8 98 98 99 =]
No. ... 0 0 0 0 0 ] 0 [o] 1 1 o] 0
Dontknow. ..........cviitiinennes 1 1 1 1 1 1 1 1 1 1 1 1

See footnotes at end of table,
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Table 1. 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, 1991 —Con.

[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 technical notes]

Race or ethnicity

Age Sex Non-Hispanic Education
) 18-29 30-49 50 years Less than 12  More than
AIDS knowledge or attitude Total years years andover Male Female White Black Hispanic 12 years years 12 years

Percent distribution
30. Do you feel that the confidentiality of the results of
our last test for the AIDS virus infection was
andled properly?®

YES e e 95 95 94 96 94 95 94 97 92 94 95 95
No. . e 2 2 3 2 3 2 3 1 3 2 2 3
Dontknow. . ..... ... ... 3 2 4 2 3 2 3 1 5 4 2 3
31. Do you expect to have a blood test for the AIDS
virus infection in the next 12 months?
YeS . . i e 9 15 9 4 10 7 7 21 15 8 9 9
NO. . e 84 75 84 20 82 85 88 66 74 81 84 85
Don'tknow. . .......... . ... 7 9 7 6 7 7 6 13 11 11 7 6
32. Tell me if each of these statements explains wh
you expect to have the blood test in the next 1
months.'
Because it will be part of a blood donation. ... 19 18 20 18 22 15 24 10 15 11 20 21
Because it will be part of hospitalization or
surgery you expecttohave. . . ... ....... 6 6 6 10 S 8 6 7 6 9 7 5
Because you expect to apply for life or heaith
Insurance. . . ....... . ... ... 8 9 7 4 9 6 8 7 7 5 8 9
Because you expect to apply forajob. . . ... . 8 10 7 2 9 6 6 10 8 7 9 7
Because you expect to join the military . . . . .. 3 5 2 - 5 1 3 4 2 3 3 3
Because you expect to apply for a marmage
license. . . ... ..o e 7 12 5 1 8 (5} 7 8 8 3 8 8
Because you want to know the results. . . . . . . 67 74 62 59 64 71 59 77 78 79 66 61
Because it will be a required part of some
other activity that includes automatic
ADStesting . . .. ... . i 21 18 23 25 23 19 21 22 19 17 21 23
33.  Where will you go to have a blood test for the
AIDS virus infechion?'®
AIDS clinic/counseling/testingsite . . .. ... .. 2 3 2 1 2 2 2 3 1 2 2 2
Community health clinic. . . . ............ 10 12 g 7 10 10 8 13 14 15 11 8
Clinicrunbyemployer ... ............. 3 2 4 2 4 2 3 2 5 2 3 3
DoctorHMO . . . .. .o 39 37 39 46 36 43 41 38 33 35 a0 40
Hospital/emergency room/outpatient clinic . . . . 17 18 16 21 16 19 14 23 19 22 18 14
STDclinic . ..o o v it 0 0 [¢] 1] 0 0 0 0 - 0 0 0
Family planning ¢linic . . .. ............. 1 1 1 0 0 2 1 1 2 1 o] 1
Prenatalclinic. .. ................... 0 0 o] - ] 0 0 0 - - 0 -
Tuberculosisclinic. . . ................ 0 0 - - 0 - - 0 - - 0 -
Publicelinic . . ... ... ... . .. 3 4 3 2 3 4 3 5 4 6 3 3
Otherclinic. .. ........ ... . ... .. 2 2 2 2 2 2 2 1 3 3 2 2
Drug treatment facility . . . . . ............ - - - - - - - - - - - -
Miitary induction/service site. . . . . . .. ... .. 4 s 5 2 7 2 5 5 1 1 4 6
Immigrationsite. . . ........... ... ..., 0 0 - - 0 - 0 — 0 - 0 [¢)
Other . . ... i e 2 1 2 3 2 1 2 1 1 1 2 2
Dontknow. . . ..... ... v, 6 7 5 3 6 5 5 5 9 7 4 6
34. Telt me whether you think the foliowing statements
about the blood test for the AIDS virus infection are
true or false or if you do not know whether they are
true or false.
34a. Sometimes the results of a blood test for the AIDS
virus infection can be wrong.
TrUE ., o e e 73 72 77 69 74 72 75 68 61 58 73 80
False . .....coo i 6 9 7 3 6 6 5 8 9 6 6 6
Domtknow. . .......... i, 21 19 16 28 20 22 19 24 30 36 21 14
34b. After a person becomes infected with the AIDS virus,
there can be a penod of time betore the test shows
the infection.
TIE . o o e e e e 74 79 79 64 74 73 76 71 61 55 74 82
False . ......... .. i 3 4 3 2 3 3 3 3 4 3 3 3
Don'tknow. . .. ......... . ... 23 18 18 34 23 24 21 26 35 41 23 15
37. Have you ever heard of a drug called AZT, also
known as zidovudine or Retrovir?
B =TT 51 50 58 42 52 50 55 43 32 24 46 69
NO. ..o i e 45 47 38 83 45 46 42 53 62 70 50 29
Dontknow. . . .. .h i 4 3 3 5 3 4 3 5 <] 5 4 3

See footnotes at end of table.
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Table 1. 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 seiected characteristics: United States, 1991 —Con.

[Data are based on housshold intervisws of the civilian noninstitutionalized population. The survey design, general qualifications, and information
on the reliability of the estimates ars given in technical notes)

Race or ethnicity

Age Sex Non-Hispanic Education
18-29 30-49 50 years Lessthan 12 More than
AIDS knowledge or attitude Total years years andover Male Female White Black Hispanic 12 years years 12 years

Percent distribution
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.

L 18 2 81 82 83 76 81 80 81 75 78 71 77 85

False ......... .0 i, 2 2 2 2 2 2 2 3 3 3 2 2

Domtknow. . ... ..ottt i i e 17 16 15 22 16 18 17 21 19 26 20 14
38b. AZT cures people with AIDS.

I - 1 1 1 1 1 1 1 2 2 3 1 1

False .....oviini i e 89 91 91 85 <0 89 g0 84 87 80 88 92

Don'tknow. . . .o v i vttt i 9 7 7 14 9 10 9 13 11 17 kb 7
38c. AZT has no known side effects.

L12¥ 4 5 4 5 5 4 4 8 7 7 5 4

False .......coiiiniiinnnnennnen 59 62 64 50 60 59 61 52 53 43 53 66

Dontknow. . .. ...vvunuennns e 36 33 32 45 35 37 35 39 41 50 41 30

38d. AZT Is appropriate for a person with the AIDS virus
Infection only at certain times during the iliness.

113 1= 2 34 38 36 25 34 33 33 36 37 27 29 37
False .. .cvvi i iii i e 1 11 12 10 12 11 11 13 13 11 12 1
Dontknow. . . . ... it 85 50 51 64 53 56 56 50 51 62 59 51
38e. There are other drugs available to treat AIDS-related
illnesses.
= 50 48 55 44 54 47 51 46 45 36 44 57
False .......... [N 14 16 14 14 14 15 14 16 18 18 16 13
Don'tknow. . . ..o v ittt e 35 36 31 41 32 38 35 37 37 46 40 30

39. Did you have a blood transfusion at any time
between 1977 and 19857

- 5 2 4 7 5 5 5 5 3 6 5 4
NO. . ittt e i e ittt it 94 a7 a5 91 94 94 94 o4 96 83 94 95
Donmtknow. . . . ..o vttt 1 1 1 2 1 1 1 1 1 2 1 1

40. Do you have frequent blood transfusions because of
sickle cell or chronic anemia?

(T [¢] 0 0 0 0 0 0 0 0 0 0 0
3 o 2 100 100 100 100 100 100 100 99 a9 99 100 100
Don'tknow. . .. .......... .. ... 0 o} 0 0 0 0 0 o} 0 0 0 ¢}
41. How effective do you think the use of a condom is
to prevent getting the AIDS virus through sexual
activity?
Very effective . . . ... e e e 28 34 31 19 32 24 28 29 27 19 26 33
Somewhateffectve . . ......... ... .. 43 51 52 43 48 50 51 41 41 37 51 53
Notatalteffective ................... 4 3 4 4 3 4 3 5 5 5 4 3
Don't know how effective. . . ... ......... 17 10 12 29 15 19 16 22 21 32 18 10
Donmtknowmethod . ................. 2 1 1 4 2 3 2 2 6 6 2 1
42, Tell me whether you think the following statements
are true or false or whether you don't know if they
are true or false.
42a. Llatex condoms and natural-membrane condoms are
equally good at preventing transmission of the AIDS
virus.
1 177 T e 18 25 19 11 21 14 17 23 19 15 19 18
False ... v i i ittt it e 19 24 24 11 22 17 21 14 14 8 16 28
Dom'tknow. . . ... ivv it i, 61 50 56 74 55 66 61 60 61 71 63 53
Dontknowmethod . ................. 2 1 1 4 2 3 2 2 7 B 2 1
42b. (inl-b:sed lubricants can cause latex condoms to
reak.
Teue. .. .. e et 27 36 30 15 31 22 27 27 20 16 24 34
False PN 6 7 6 4 7 4 5 8 6 5 6 6
DoRttknow. . . ... ittt i €5 56 62 76 60 70 65 63 67 73 68 59
Don'tknowmethod .................. 2 1 1 4 2 3 2 2 7 6 2 1
43.  What are your chances of having the AIDS virus?
High............ ettt 0 0 0 0 0 0 o] 1 1 0 [+] 0
Medium. ... ... ... ... ..., 1 2 2 1 2 1 1 3 2 2 1 1
oW . . e e e 17 24 18 10 18 15 17 18 12 10 15 21
None . ... i 80 72 78 87 78 81 80 73 81 83 81 77
Dontknow. « . .ot i e e 2 2 2 3 2 2 1 5 4 S 2 1

See footnotes at end of table.
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Table 1. Estimates of the percent of persons 18 years of age and over with selected AIDS knowledge and attitudes from the 1991
Natlonal Health Interview Survey, by selected characteristics: United States, 1991 —Con.

[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 technical notes]

Race or ethnicity

Age Sex Non-Hispanic Education
) 18-29 30-49 &0 years Less than 12 More than
AIDS knowledge or attitude Total years years andover Male Female White Black Hispanic 12 years years 12 years

Percent distribution
44,  What are your chances of getting the AIDS virus?

High. ..o 0 1 0 0 0 0 0 1 0 0 0 o
Medium. .. ..... ... ... ... ... ... .. 2 3 2 1 2 2 2 3 3 2 2 2
Low . ..o e 23 30 26 14 25 21 24 23 18 13 21 30
None . ... i 72 63 69 81 €9 74 72 67 74 79 74 66
DONtKNOW. v v v oo vt 2 2 2 3 2 3 2 5 4 5 2 1
N/A—High chance of already having the

ADSWiUS . . ... v 0 0 0 0 0 0 0 1 1 0 0 0

45. Have you ever had a co-worker who had AIDS or
the AIDS virus?

YES o i e 4 4 6 3 4 5 4 5 5 2 3 7
NO . e e e 87 88 85 89 86 88 88 84 84 90 89 84
Never worked, never had a co-worker. . . .. .. 1 1 1} 1 0 1 1 1 2 2 1 0
DONtKNOW. . . oottt e 7 B8 7 9 6 7 10 8 6 7 9
46. Besides a co-worker, have you ever had a friend or
relative who had AIDS or the AIDS virus?
YeS & e e e 9 9 12 6 8 10 9 13 11 6 8 12
NO . e 87 88 85 g0 88 87 88 81 85 90 89 84
Dom'tknow. . .. .. ..o e 3 3 3 4 4 3 3 6 4 4 3 3
47.  Are any of these statements true for you?
a. You have hemophilia or another clotting disorder
and have received clotting factor concentrations
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 needie at any
time since 1977.
d. You have had sex for money or drugs at any
time since 1977.
e. Since 1977, you are or have been the sex
partner of any person who would answer yes to
any of the items above (a~d)
Yes 10 at least 1 statement. . . ... ...... 3 5 4 1 4 3 3 4 4 3 3 4
Notoallstatements. .. ............. 97 95 96 99 96 97 97 96 96 97 97 96
Donmtknow . .......... .. v 0 0 0 1] 0 0 1] 0 0 0 0 0

"Mutiple responses may add to more than 100.

Based on persons answering “yes" to question B, “Do you have any children aged 10 through 177"
3Based on persons answerng “no" or “don't know” 10 questions 12, 13a, or 13b.
“Based on persons answering “yes” to questions 13a and 15,

5Based on persons answering “no” to question 17a.

SBased on persons answering “no” or “don’t know” to question 17a.

"Based on persons answering “yes" o question 17a.

®Based on persons answernng "'no” or “don’t know" to question 25.

®Based on persons answering "'yes” to question 25,

%Based on persons answering “yes" to question 31,

""Based on persons answering “yes" 10 question 37.

NOTE: HMO is health maintenance organization. STD is sexually transmitted disease.
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Technical Notes

The National Health Interview
Survey (NHIS) is a continuous,
cross-sectional household interview
survey. Each week, a probability
sample of the civilian non-
institutionalized 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. For the 1991
National Health Interview Survey of
AIDS Knowledge and Attitudes, one
randomly chosen adult 18 years of
age or over was interviewed in each
family. The estimates in this report
are based on completed interviews
with 42,726 individuals. In 1991, the
response rate to the basic NHIS core
questionnaire was 96 percent; for the
NHIS AIDS supplement, it was

90 percent. Therefore, the overall
response rate to the 1991 AIDS
survey was 86 percent.

Table I. Sample sizes for 1991 National Health Interview Survey of AIDS Knowledge and
Attitudes and estimated aduit population 18 years of age and over, by selected

characteristics: United States, 1991.

Estimated
Sample population
Characteristic size in thousands
Alladults. .. .. .o v ittt i e 42,726 180.271
Age
18-29VYEarS. . . . v ittt i e e e 9,470 46,282
3049 YearS. . . vttt e e 17,391 71,831
S0yeas and OVer. . . .. v v i vin e ve e nn 15,865 61,157
Sex
- = 17,845 85,632
Female., ... .o viiiiiniinne e 24,881 94,638
Race and ethnicity

Non-Hispanic:

WhitB. . . o e e et et e i, 32,575 139,440

Black. . c v vttt i i i e 5,608 19,585
Hispanic.......oviinneeiinneninennns 3,079 14,118

Education

Lessthan 12years ... ....ccoevvneannnnnns 9,081 36,782
B2 - T 15,712 72,418
More than 12 years 17,848 70,036

......................

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:

0.13 x 94,638,000 women tested

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
1990 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).
A final data file covering the entire
1991 data collection period will be
available at the end of 1992.

Table Il. Standard errors, expressed in percentage points, of estimated percents from the 1991 National Health Interview Survey of AIDS
Knowledge and Attitudes, by selected characteristics: United States, 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......... 0.1 0.3 0.2 0.2 0.2 0.2 0.2 0.4 0.5 0.3 0.2 0.2
0o0r20........ 0.2 0.4 0.3 0.3 03 0.2 0.2 05 0.7 0.4 03 0.3
150r85........ 0.2 0.5 0.3 04 03 0.3 0.3 0.6 0.8 0.5 0.4 0.3
200r80........ 0.2 0.5 0.4 0.4 0.4 0.3 0.3 0.7 0.9 0.5 0.4 0.4
250r75 .. ... .. 0.3 0.6 0.4 0.4 0.4 0.4 0.3 0.7 1.0 0.6 0.4 0.4
30o0r70........ 03 0.6 0.4 0.5 0.4 0.4 0.3 0.8 11 0.6 0.5 0.4
350r65........ 0.3 0.6 0.5 0.5 0.5 0.4 0.3 0.8 1.1 0.6 0.5 0.5
400r60........ 0.3 0.6 0.5 0.5 05 0.4 0.3 0.8 1.1 0.7 05 0.5
450r55........ 0.3 0.7 Q.5 0.5 0.5 04 0.4 0.8 1.2 Q.7 0.5 0.5
S0........0.. 0.3 0.7 0.5 0.5 0.5 0.4 0.4 0.9 1.2 0.7 0.5 0.5
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Office Visits to Cardiovascular Disease Specialists:

United States, 1989-90

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

Introduction

An estimated 22.1 million visits
were made in the United States
during 1989 and 1990 to nonfederally
employed, office-based physicians
specializing in cardiovascular
diseases —an average of about 11
million visits per year. This report
summarizes data pertaining to these
visits in terms of patient
characteristics, physician practice
characteristics, and visit
characteristics. Two earlier reports
provide information on office visits to
specialists in cardiovascular diseases
for the years 1975-76 and 1985 (1,2).

The information in this report is
based on data collected by means of
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 and Prevention. This survey
was conducted yearly from 1973
through 1981 and again in 1985. It
resumed an annual schedule with the
1989 survey.

The 1989 and 1990 NAMCS
shared identical survey instruments,
definitions, and procedures. The
resulting two years of data have been

combined to provide more reliable
estimates, and the reader should note
that the estimates, percent
distributions, and rates presented in
this report reflect average annual
estimates based on the combined
1989 and 1990 data. The Patient
Record, which is the survey
instrument used by participating
physicians to record information
about their patients’ office visits, is
shown in figure 1.

The estimates presented in this
report are based on a sample, rather
than on the entire universe, of office
visits, and are subject to sampling
variability. The sample design,
sampling errors, and guidelines for
judging the precision of NAMCS
estimates are discussed in the
technical notes. Several publications
are available that discuss overall
findings from the 1989 and 1990
NAMCS (3,4,5), and reports on
special topics are also available
(6,7,8,9,10). Additional reports on
visits made during 1989 and 1990 to
other physician specialties are
forthcoming.

Patient characteristics

Visits to specialists in
cardiovascular diseases by patient’s

age, sex, and race are displayed in
table 1. Overall, this specialty
received an average of 4.5 office visits
per 100 persons per year for 1989 and
1990. The visit rate increased with
age for both sexes and was highest
among persons 65 years of age and
over, who made an average of 20.3
visits per 100 persons per year. Visit
rates were not significantly different
for persons 65-74 years and 75 years
of age and over. Also, no significant
differences were found by sex within
any of the five age groups analyzed
(figure 2). However, white persons
had a significantly higher rate of visits
to cardiovascular disease specialists
(4.8 visits per 100 persons per year)
than did black persons (2.2 visits per
100 persons per year). In general,
visit rates were not significantly
different than those noted in 1985.
Patients over the age of 44 years
accounted for 88.7 percent of all visits
to this specialty during the 2-year
period covered in this report; more
than half (54.7 percent) of all office
visits to cardiovascular disease
specialists were made by persons 65
years of age and over. This age
distribution is in sharp contrast to
that of visits to all other specialists,
where, in general, less than half of
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q ,DATE OF visT

PATIENT RECORD

OM8 No. 0920-0234
Expires 8-31-89

e NATIONAL AMBULATORY MEDICAL CARE SURVEY PHS) 61058
2 ,2iP CODE 4. SEX K, COLOR OR G.ETHNICITY | 77 EXPECTED SOURCEIS) OF PAYMENT 8. WAS PATIENT
. *RACE g * {Check all that apply] * REFERRED Fg{n
THIS VISIT B
v [ wame 1 SELF-PAY 4 8LUE CROSS/ 7 NO CHARGE ANOTHER
1 D FEMALE , D ack 1 D glézwlc D D BLUE SHIELD D PHYSICIAN?
3.DATEOFBRTH 2 D MEDICARE § OTHER COMMERCIAL o D OTHER
) D Male 3 D l:\sfma&;c:ﬁc ) D ﬁ?slm.c INSURANCE Specyfy) 1 D YES 2 D NO
w s < O e 3 [ weocao o (7] [RESAD P

4 MOST IMPORTANT

9 PATIENT'S COMPLAINT(S), SYMPTOM(S), OR OTHER
"REASON(S) FOR THIS VISIT //n patient’s own words/

1 o. PHYSICIAN'S DIAGNOSES

» PRINCIPAL DIAGNOSIS/PROBLEM ASSOCIATED WITH ITEM 9p,

1 1. HAVE YOU SEEN
" PATIENT BEFORE?

1[Jves 2[]no
{

b. OTHER

b OTHER SIGNIFICANT CURRENT DIAGNOSES

IF YES, FOR THE CONDITION

IN [TEM 1087
2[]no

v [ ves

1 2 DIAGNOSTIC/SCREENING SERVICES
* [Check all ordered or provided)

1 [ wone
2 ("] pap rest

3 ] peLvic exam

8 [] uamarvsis

9 [] cresT x-pay
. D BREAST PALPATION 10 [ | DIGITAL RECTAL EXAM
s [} mammocram

6 [ visuaL acurry 12 {] sTooL BLOOD exAM

7 [T} Lo00b PRESSURE CHECK

11 [T] procT/siGmMOIDOSCOPY

1 ] none

13 "] orat Grucose oL,

14 [ ] cHoLesTeroL MEASURE
15 [] mv serolocy

16 [] oTHER BLOOD TEST

17 D OTHER /Specesv)

) D OTHER

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 seLr-exam

1 4 NON-MEDICATION THERAPY
* [Check all ordered or provided)

1 [ none

2 [[] psvcHoTHERAPY

3 [[] comrnecTive Lenses

4 [} amBuLATORY SURGERY
s [_] pHvsioTHERAPY

6 [] oTHER sspectys

IF NONE, cHECK HERE [ ]

1 5 . MELICATION THERAPY [Record ail new or continued medications ordered or provided at this visit. Use the same
brand name or genenc name entered on any Rx or office medical record. Includs i itiZi1

i zing and de g agents.)
2. NEW b. FOR DX
MEDICATION? IN ITEM 108?
YES NO YES NO
0 00 O =0
O 0 O =0
'O 0 0 =03
O 0 0O =00
O 23 O 2d

1 6_ DISPOSITION THIS VISIT 1 7. PURATION

[Check all thar apply} OF THIS
VISIT
1 [[] No roLLow-up pLANNED [Time
actually
2 {T] RETUAN AT SPECIFIED TiME spent with
physician]
3 [ meTunn IF neeDED. P RN
‘ TELEPHONE FOLLOW-UP
PLANNED

5 D REFERRED TO OTHER PHYSICIAN

6 D RETUANED TO REFEARING
PHYSICIAN

7 [[] abmit 7o HospTaL T

8 D OTHER fSpecify]

Figure 1. 1989 National Ambulatory Medical Care Survey Patient Record

the visits were made by persons over
the age of 44 years (figure 3).

No significant difference was
found in the percent of visits made by
males and females (50.2 percent
compared with 49.8 percent,
respectively). This pattern is strikingly
different from that found among visits
to all other specialties, where the
percent of visits by males was much
lower overall (39.4 percent) than the
percent of visits by females (60.6
percent). Among the 13 most visited
physician specialties, the percentage

of visits by femnales exceeded that of
visits by males for all but four
specialties — pediatrics, urology,
orthopedic surgery, and
cardiovascular diseases,

White persons made 90.2 percent
of all visits to specialists in
cardiovascular diseases and black
persons accounted for 6.1 percent of
the visits. Approximately 2.3 percent
of the visits were made by Asians/
Pacific Islanders.

* U.S. GOVERNMENT PRINTING OFFICE:1989-226-187

Physician practice
characteristics

Specialists in cardiovascular
diseases received an average of 1.6
percent of the office visits made to
ambulatory care physicians for
1989-90, making them the 11th most
visited physician specialty (table 2).
However, cardiovascular specialists
received 2.5 percent of all visits made
by persons 45-64 years of age. The
share was even higher for visits made
by older patients, with cardiovascular
specialists receiving 4.0 percent of all



Advance Data No. 226 e March 4, 1993 3

Table 1. Annual number, percent distribution, and rate of office visits to cardiovascular
disease specialists, by patient's age, sex, and race, averaged over a 2-year period:
United States, 1989-90

visits made by persons 65 years of age
and over, an average of 6 million
visits per year by persons in this age

Number of Visit rate group.
visits in Percent per 100
Patient characteristic thousands distribution persons' Between. ?975 and 1990, the
number of visits made to
Age cardiovascular disease specialists
ABEES « v v, 11,040 100.0 45 increased by about 64 percent, from a
Lessthan 25 years .......... 260 24 0.3 2-year total of 13.5 million for
25-44YRAIS. .o 990 9.0 1.2 1975-76 to a 2-year total of 22.1
45-BAYRBIS. . v v v vt 3,754 34.0 8.1 million visits for 1989-90. The
65-74years. .. ...... ..., 3,334 30.2 18.6 1975-76 total represented 1.2 percent
75yearsandover........... 2,703 245 234 .. . .
of all visits to office-based physicians
Sex and age during that time. This was not
Fernale: < a7 sos > significantly different than their
Alages ......cviieneann 4 . X -
Lessthan25years . . .. ..... 146 1.3 0.3 1589-90 share.
2544years . ... ... 504 4.6 1.2 Y. .
45-BAYEANS ... ruritn .. 1,606 145 65 Visit characteristics
B5-74YEars .. ........... 1,666 15.1 16.7
75yearsandover.......... 1,576 14.3 1.7 Referral status and prior.visit
Male: status
Allages ........ccenneuunn 5,543 §0.2 4.7 L.
Lessthan 25years . . ....... 115 1.0 0.3 Nearly 10 percent of office visits
25-44years .. ...l 485 4.4 1.2 to specialists in cardiovascular
355133 z:::: """"""" f‘;;g :2? zg‘; diseases were the result of a referral
75yearsand over. . . ....... 1,127 10.2 26.4 by another physician, compared with
only 5.4 percent of visits to all other
Race s T4l :
WHItB . . oot veeieieenn, s 9,956 90.2 48 speqaltles. The c.:hromc-nature of
BlACK - o oo e 674 6.1 22 cardiovascular diseases is underscored
Asian/Pacific Islander . . . . . . ... 259 23 - by the fact that more than three-
American Indian/Eskimo/Aleut. . . . *43 *0.4 —— quarters (78.7 percent) Of the Visits to
Unspecified . . ............. 109 1.0 —_——

isit rates are based on U.S. Bureau of the Census esumates of the civilian noninstitutionalized U.S. poputation for July 1,

1989 and 1990, averaged over the 2-year period.

30

Visits per 100 persons

- Male

(/7] Female

264

this specialty were made by patients
returning to the physician for care of
a previously treated condition. Of the
13 most visited physician specialties,
only psychiatry showed a higher
percentage of visits of this type. Visits
by referral status and prior-visit status
are summarized in table 3.

Expected source of payment

Private insurance (including Blue
Cross/Blue Shield and other
commercial insurance) and Medicare
were the expected sources of payment
listed most frequently at visits to
specialists in cardiovascular diseases
(74.8 percent and 50.8 percent of
visits, respectively), while self-
payment was recorded at only 17.5
percent of visits. (It should be noted

Less than 25-44 45-64 65-74 75 years that more than one expected source
25 years years yoars years and over
. of payment may be recorded per
Age of patient visit.) The emphasis on Medicare as

NOTE: Statistics are 2-year averages.

Figure 2. Annual rate of office visits to cardlovascular disease specialists, by patient’s age

and sex: United States, 1989-50

an expected source of payment
reflects the older age distribution of
patients visiting this specialty. In
contrast, among visits to all other



4 Advance Data No. 226 e March 4, 1993

Age:

Visits to cardiovascular disease
specialists

NOTE: Statistics ara 2-year averages.

Less than
45 years

EZ} 45-64 years - 65 years
and over

Visits to all other specialists

Figure 3. Percent distribution of office visits to cardiovascular disease specialists and to
all other specialists, by patient’s age: United States, 1989-90

Table 2. Annual number, percent distribution, and rate of office visits by physician
specialty, averaged over a 2-year period: United States, 198990

Number of Visit rate

vISIts in Percent per 100

Physician specialty thousands distribution persons'
Alfvisits . .. .............. 698,653 100.0 285.4
General and family practice . . . . . 208,045 29.8 85.0
Internal medicine. . . ......... 87,719 12.6 35.8
Pediatrics . ... ............ 84,280 121 34.4
Obstetrics and gynecology. . . . .. 59,812 8.6 247.2
Ophthalmology . . .. ......... 41,302 5.9 16.9
Ornthopedicsurgery .. . ....... 34,033 4.9 13.9
Dermatology . ............. 25,165 3.6 10.3
Generatsurgery ............ 23,891 3.4 9.8
Psychiatry . . . ............. 18,790 27 7.7
Otolaryngology . . . .. ........ 16,958 24 6.9
Cardiovascular diseases . . . . ... 11,040 1.6 4.5
Urological surgery . . . . ....... 9,852 1.4 4.0
Neurology . . . ....... .. ..., 6,167 0.9 2.5
Other. .......ovvieenn.. 71,603 10.2 29.2

*Visit rates are based on U.S Bureau of the Census estimates of the civilan nonmstitutionalized population of the United States

for July 1 of 1989 and 1990, averaged over the 2-year penod.

2Rate based on visits by females and femaie population. Females made 99.4 percent of all wsits 1o this specialty during

1989-90, for an average annual estmate of 59,475,000 visits.

specialists, Medicare was listed at
only 18.5 percent of visits, while
self-payment was mentioned at 31.4
percent. Visits to cardiovascular
specialists by expected source of
payment are shown in table 4.

Patient’s principal reason for visit

The patient’s principal reason for
visiting the physician, according to the
eight reason for visit modules or
groups of reasons outlined in 4

Reason for Visit Classification for
Ambulatory Care (RVC) (11), is
shown in table 5. The principal
reason for visit (item 9a on the
Patient Record) is the patient’s most
important complaint(s), symptom(s),
or other reason(s) for this visit
expressed in the patient’s (or patient
surrogate’s) own words. Up to three
reasons per visit may be coded based
upon the classification system found
in the RVC.

Nearly half (47.7 percent) of all
visits to this specialty were due to a
symptomatic problem or complaint,
with the largest percentage of
symptoms falling into the general
category (17.7 percent). Also
prominent were the disease module
(16.8 percent) and the treatment
module (16.2 percent), followed by
the diagnostic, screening, and
preventive module (12.3 percent of
visits).

Specific reasons for visit are listed
in table 6. The single most frequently
mentioned principal reason for
visiting a cardiovascular specialist was
chest pain and related symptoms,
recorded at 13.1 percent of visits.
Ischemic heart disease and
hypertension were the second and
third most frequently mentioned
reasons (5.6 percent and 5.0 percent
of visits, respectively). It is important
to keep in mind that the rank
ordering in this and other tables in
this report may not always be reliable
because near estimates may not differ
from one another because of
sampling variability.

It should also be noted that a
large number of visits relating to
cardiovascular symptoms and diseases
were made to primary care
physicians. Cardiologists received
about 16 percent of all physicians’
office visits made for the reason of
chest pain during 1989-90. The
majority were directed to primary
care physicians, with general and
family practitioners receiving 37.0
percent and internists receiving 29.2
percent. Similarly, about half of all
visits for hypertension (that is, visits
at which the patient’s principal
reason for visiting the physician was
recorded as hypertension) were made
to general and family practitioners
(50.1 percent) and an additional
one-third were made to internists
(32.9 percent). Cardiovascular
specialists received only 5.4 percent
of these visits. However, for visits
where patients expressed their
principal reason for the current visit
as ischemic heart disease, indicating
an established diagnosis and ongoing
treatment for this condition,
cardiovascular specialists received



Advance Data No. 226 e March 4, 1993 5

Table 3. Annual number and percent distribution of office visits to cardiovascular disease
specialists and to all other specialists, by selected visit characteristics, averaged over a

2-year period: United States, 1989-90

Visits to cardiovascular

disease specialists

Visits to all other specialists

Number of Number of
visits in Percent visits in Percent
Visit characteristic thousands distribution thousands distribution
Allvisits . . ........ .. ..., 11,040 100.0 687,613 100.0
Patient's referral status

Patient was referred to this visit by

another physician. . . . ....... 1.065 9.6 37,160 5.4
Patient was not referred to this visit

by another physician. . . . ... .. 9,975 0.4 650,453 94.6

Patient's prior-visit status

Newpatient............... 1,401 12.7 113,008 16.4
Old patient, new problem ., ... .. 953 8.6 156,685 22.8
Qld patient, old problem . . . .. .. 8,687 78.7 417,920 60.8

Table 4. Annual number and percent distribution of office visits to cardiovascular disease
speclalists and to all other specialists, by patient’s expected source of payment, averaged

over a 2-year period: United States, 1989-90

Visits to cardiovascular

disease specialists

Visits to all other specialists

Number of Number of
visits in Percent visits in Percent
Expected source of payment1 thousands distribution thousands distribution
Allvisits ... ... .. i 11,040 100.0 687,613 100.0
Commercial insurance . .. .. ... 5,647 51.2 235,238 34.2
Medicare. . .. ... .......... 5,613 50.8 127,422 18.5
Blue Cross/Blue Shield. . . ... .. 2,604 23.6 79,015 1.5
Selfpay ........c 1,930 17.5 216,132 31.4
Prepaid plan/HMO/IPA/PPO? . . .. 572 5.2 102,770 149
Medicaid. . ............... 510 4.6 56,134 8.2
Nocharge................ 89 0.8 12,820 1.9
Other........cooveninnn 392 3.8 37,861 55
Unknown. . . .......viennnn 146 1.3 13,976 2.0

TNumbers may not add to totals because more than one pay source may be coded for each visit.
2HMO is health maintenance organization, IPA is independent practice association, and PPO is preferred provider organization,

39.9 percent of the total, compared
with internists (31.1 percent) and
general and family practitioners (23.5
percent).

Diagnostic services

Visits made to cardiovascular
disease specialists were more likely to
include diagnostic services ordered or
provided by the physician than were
visits to all other specialists. About
89.5 percent of the former included
at least one diagnostic service,
compared with 62.3 percent of the
latter. About three-quarters (74.0
percent) of the visits included a blood
pressure check, compared with 36.1

percent of visits to all other
specialties. Other blood test,
cholesterol measure, and chest x ray
were also performed more often at
visits to cardiovascular specialists.
Visits by the number and type of
diagnostic services ordered or
performed at cardiovascular visits are
shown in table 7.

Principal diagnosis rendered by
the physician

Data on principal diagnoses made
at office visits are obtained from item
102 of the Patient Record, which asks
physicians to record the principal
diagnosis associated with the patient’s

most important reason for visit.
Diagnoses are classified and coded
according to the International
Classification of Diseases, 9th Revision,
Clinical Modification (ICD-9-CM)
(12).

Nearly two-thirds (65.4 percent)
of all visits to specialists in
cardiovascular diseases resulted in a
principal diagnosis classifiable to a
disease of the circulatory system
(table 8). The most frequently listed
diagnosis was “other forms of chronic
ischemic heart disease”® occurring at
20.3 percent of visits, followed by
essential hypertension, listed at 13.0
percent of visits (table 9).

The distribution of visits for
selected cardiovascular diagnoses by
physician specialty is shown in figure
4. Cardiovascular specialists received
about 36.9 percent of all visits in
which the principal diagnosis was
other forms of chronic ischemic heart
disease, 35.3 percent of all visits for
angina pectoris, and 26.5 percent of
all visits for cardiac dysrhythmias.
However, following the pattern seen
with reasons for visit, cardiovascular
disease specialists received only 5.2
percent of all visits with a principal
diagnosis of essential hypertension.
More than half of visits with a
principal diagnosis of essential
hypertension were made to general
and family practitioners (51.2
percent), and nearly one-third were
to internists (32.0 percent).

Therapeutic services

Data on therapeutic services
ordered or provided at visits to
cardiovascular disease specialists are
presented in table 10. Medication
therapy was mentioned most
frequently, at 80.2 percent of visits,
compared with 59.9 percent of visits
to all other specialists. More than

3The International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)
defines “other forms of chronic ischemic heart
disease” (ICD-9-CM code 414) to include cor-
onary atherosclerosis, aneurysm of heart, other
specified forms of chronic ischemic heart dis-
ease, and chronic ischemic heart disease.
unspecified.
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Table 5. Annual number and percent distribution of office visits to cardiovascular disease

specialists by patient's principal reason for visit, averaged over a 2-year period:
United States, 1989-90

Number of
visits in Percent
Principal reason for visit and RVC code' thousands distribution
AVISIES . .. o e e e e 11,040 100.0
Symptommodule .. ... ... L 5001-5999 5,263 47.7
Generalsymptoms . . ....... ..ot i S001-S099 1,954 17.7
Symptoms referable to psychological and mental disorders. .5100-5199 70 06
Symptoms referable to the nervous system (exiuding sense
OFgaNS) .« . v ot e e 5200-5259 428 3.9
Symptoms referable to the cardiovascular and lymphatic
system. ... .. e . . .8260-S299 798 7.2
Symptorns referableto eyesandears . ... ........... S300-S399 55 0.5
Symptoms referable to the respiratory system . .. . ... ... S400-5499 1,094 9.9
Symptoms referable to the digestive system . .. . ....... S500-S639 208 1.9
Symptoms referable to the genitourinary system. . . . ... .. S640-5829 69 0.6
Symptoms referable to the skin, hair,and nails .. ....... S$830-5839 100 0.9
Symptoms referable to the musculoskeletal system. . . .. .. S$900-5999 489 4.4
Diseasemodule . . . ....... ... ... ... oL D001-D999 1,859 16.8
Diagnostic, screening, and preventive module. . . . ... ... .. X100-X599 1,353 12.3
Treatmentmodule . . ... ..., .. ... ... . L T100-T899 1,785 16.2
Injury and adverse effectsmodule . ... ... ... . ... JO01-~J999 67 0.6
Testresultsmodule . . . ....... . ... .. ., R100-R700 361 3.3
Administrative module. . .. ... e e A100-A140 *36 *0.3
Oer L ot e e U990-U999 319 2.9

'Based on A Aeason for Visit Classification for Ambulatory Care (RVC), Vital Heaith Stat 2(78), Feb. 1979.
includes blanks, problems, and compiaints not elsewhere classfied, entries of "'none,” and illegible entres.

Table 6. Annual number and percent distribution of office visits to cardiovascular disease
specialists by the 20 most frequently mentioned principal reasons for visit, averaged over

a 2-year period: United States, 1989-90

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

Allvisits . ... . e e e 11,040 100.0
Chest pain and related symptoms (not referabie to body

SYSIEM) o vt v e e e S050 1,447 13.1
Ischemic heartdisease . .. ............. .. c..... D515 623 5.6
Hypertension . ... ....... ... ... D510 550 5.0
Abnormal pulsations and palpitations . .. ............ S260 540 4.9
General medical examination. . . ... ...... ... ... ... X100 533 4.8
Shortnessofbreath . . ... .. ........ . . ..., S415 432 3.9
Postoperative visit. . . . .. ....... . T205 340 3.1
Blood pressuretest. . . . ... .. e X320 314 2.8
Otherheartdisease . .. ............ .o, D520 280 25
For other and unspecified testresults . . . ... ......... R700 275 25
Vertigo-dizziness . . ... ...... ... 8225 274 25
Otherheartsymptoms. . . ... ........ ..o .. S270 256 23
Labored or difficult breathing. . .. . ... ... oL L. 5420 223 2.0
Cough. . . e e S440 195 1.8
Tiredness, exhaustion . . . ... ........... ... ..... S015 159 1.4
Legsymptoms . . .. .. ... ... §920 135 1.2
Otherbloodtest. . . . ....... ... ... ... . veuv.. X315 125 1.1
Other special examination . .. ..... ..., .c.c.coeev... X240 105 0.9
EKG, ECG, electrocardiogram, tread mill, stress testing . . . .X350 96 0.8
Preoperative visit for specified and unspecified types of

SUMGETY v v it e et e e e e e T200 93 0.8
Allotherreasons. . . .. ........... . . ... 4,051 36.7
Based on A Asason for Visit Classification for Ambulatory Care (RVC), Vital Health Stat 2(78), Feb. 1879.
half (53.9 percent) of the being cited at 18.8 percent and 19.7
cardiovascular visits included some percent of visits, respectively. In
form of counseling or advice, with comparison, only 6.1 percent of all
weight and cholesterol reduction other visits included counseling for

weight reduction, and 2.9 percent
mentioned counseling for cholesterol
reduction.

Data in tables 11, 12, and 13
present additional information
pertaining to the utilization of
medication therapy at visits to
cardiovascular disease specialists. As
used in the NAMCS, the term “drug”
is interchangeable with the term
“medication” and includes all new or
continued medications ordered or
provided at the visit. This includes
both prescription and nonprescription
preparations, immunizing agents, and
desensitizing agents. “Drug mentions’
refer to the total number of
medications listed in item 15 of the
Patient Record. Because physicians
may record more than one
medication per visit, the total number
of drug mentions may exceed the
total number of visits. “Drug visits”
refer to visits with at least one
mention of medication ordered or
provided by the physician. An earlier
report (13) describes in detail the
method and instruments used in the
collection and processing of NAMCS
drug data.

Among visits to cardiovascular
specialists, there were an average of
25.4 million drug mentions per year
for 1989 and 1990, yielding about 2.9
mentions per drug visit and about 2.3
mentions per visit overall. The
number of drug mentions by
therapeutic classification, adapted
from therapeutic categories used in
the National Drug Code Directory,
1985 edition (14), is shown in table
11. In cases where a particular drug
was classifiable to more than one
therapeutic category, it was listed
under the category for which it was
most frequently prescribed. As
expected, cardiovascular-renal drugs
were prescribed most frequently (55.8
percent of drug mentions). Within
this broad category, antianginal
agents and antihypertensive drugs
represented 31.2 percent of all of the
drug mentions.

The generic substances used most
frequently in medications ordered or
provided at cardiovascular visits are
shown in table 12, The first six of
these — digoxin, aspirin, nitroglycerin,

£
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Table 7. Annual number and percent distribution of offlce visits to cardiovascular disease
specialists and to all other specialists by dlagnostic service, averaged over a 2-year

period: United States, 1989-90

Visits to cardiovascular
tisease specialists

Visits to all other specialists

Number of Number of
visits in Percant visits in Percent
Visit characteristic thousands distribution thousands distribution
Allvisits o oo vee i 11,040 100.0 687,613 100.0
Number of diagnostic services
ordered or performed at visit
[ 1,161 10.5 258,908 37.7
| e 3,895 353 219,563 31.9
2 e i i e 3,291 29.8 43,750 6.4
< 1,522 13.8 43,750 6.4
L 659 6.0 19,360 28
Sormore ..... il 513 4.6 33,381 4.9
Diagnostic services
ordered or performed at visit’

Blood pressure check. . .. ..... 8,173 74.0 248,472 36.1

Otherbloodtest . ........... 2,970 26.9 88,140 12.8
Cholesterol measure . ........ 2,037 18.5 23,455 3.4
Chestxray .......covvvnn. 986 8.9 18,371 2.7
Urinalysis . .........cooo.. 817 74 87,993 12.8
Stoolblood exam .. ......... 261 24 16,268 2.4
Digital-rectalexam. ... ....... 205 1.8 25,242 3.7
Breast paipation . . .......... 183 1.7 38,536 5.6
Oral glucose tolerance . .. ..... 137 12 3,102 0.5
HIV serology®. . .. oo evnne. 124 1.1 1,023 0.1

Visualacuity. . . ............ 79 0.7 45,163 6.6
Mammogram . ............. 55 05 11,159 1.6

Pelvicexam............... *36 *0.3 51,658 7.5
Paptest ................. *31 *0.3 33,302 4.8
Proctoscopy/sigmoidoscopy. . . . . *25 *0.2 3,066 0.4
Other diagnostic service . . ... .. 4,667 42.3 171,650 25.0

INumbers may not add to totals because more than one diagnostic service may be performed at each visit.

2Hiv is human immunodeficiency virus.

Table 8. Annual number and percent distribution of office visits to cardiovascuiar disease
specialists by principal diagnosis, averaged over a 2-year perlod: United States, 1989-90

Number of
visits in Percent
Principal diagnosis and ICD-9-CM code' thousands distribution

AlVISES . 4t ittt it it e e e e, 11,040 100.0
Infectious and parasiticdiseases. . . .. ... ... ........ 001-139 *20 *0.2
L =TT o 1 -7 o 140-239 *50 Q.5
Endocrine, nutritional and metabolic diseases and immunity

AISOrderS. ¢ .ottt et e e e e 240-279 400 3.6
Mentaldisorders. . . ..o v vi it en i i it i 290-319 108 1.0
Diseases of the nervous system and sense organs . ...... 320-389 138 1.3
Diseases of the circulatory system. . . . .............. 390459 7.225 65.4
Diseases of the respiratory system. . . . .............. 460~-519 563 5.1
Diseases of the digestive system. . . . . .............. 520-579 136 1.2
Diseases of the genitourinary system . . . . ... ......... 580-629 94 0.9
Diseases of the skin and subcutaneous tissue . ......... 680-709 59 0.5
Diseases of the musculoskeletal system and connective

L 710-739 300 27
Symptoms, signs, and lll-defined conditions. . . . . ....... 780-798 654 5.9
Injury and poisoning. . . . ..o i ettt e e 800999 119 1.1
Supplementary classification . ... .....ce0aeen... vV01-vaz2 948 8.6
All other diagnoses®. . . . v v vvt i 62 0.6
URKNOWR® 168 1.5
'Based on the international Cla: ion of Di: , Sth Revision, Clinical Modification (ICD-3-CM).

ZIncludes diseases of the blaod and bleod-forming organs (280-289); complications of pregnancy, childbirth, and the
guarponum (830-676); congenital anomalies (740—756); and certain condmons ongnating in the perinatal penod (760-799).

Includes blank diagnoses, uncodable diagnoses, and illegible diagnoses.

diltiazem, furosemide, and
hydrochlorothiazide —were found in
32.5 percent of all of the drugs
mentioned at cardiovascular visits. It
should be noted that drugs containing
more than one ingredient are listed in
the data for each ingredient. For
example, acetaminophen with codeine
would be listed both under the count
for acetaminophen as well as the
count for codeine.

Drug mentions according to entry name,
that is, the name recorded by the
physician in item 15 of the Patient
Record, are shown in table 13, This could
be a trade name, generic name, or simply
a desired therapeutic effect. Cardizem
was the specific entry listed most
frequently (4.9 percent of mentions),
followed by Lanoxin (4.7 percent), and
Lasix (4.2 percent).

Disposition of visit

Visits to cardiovascular specialists
were more likely to include
instructions to return at a specific
time (80.2 percent) than were visits to
all other specialties (61.4 percent).
Data on disposition of visit are shown
in table 14.

Duration of visit

About half (49.2 percent) of the
visits to cardiovascular disease
specialists lasted more than 15
minutes, compared with less than
one-third (29.9 percent) of the visits
to all other specialists (table 15).
Average duration of cardiovascular
visits was relatively long—21.8
minutes compared with 16.4 minutes
for visits to all other specialists.
Average duration is based on the
time spent in direct, face-to-face
contact between the physician and
the patient. It does not include visits
of “zero” minutes duration, that is,
visits in which the patient did not
meet with the physician directly.
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Table 9. Annual number and percent distribution of office visits to cardiovascular disease
speciallsts by the 20 most frequently mentioned principal dlagnoses, averaged over a

2-year period: United States, 1989-80

Number of
visits in Percent
Prncipal diagnosis and ICD~9~CM code' thousands distribution

AlLVISHS . . o it e e e e e e e 11,040 100.0
Other forms of chronic ischermic heart disease . . . .. ....... 414 2,242 20.3
Essential hypertension . . .. .. ...... .. ... . 401 1,433 13.0
Cardiac dysrthythmias. . .. ... ... ... . 427 848 7.7
Angina Pectons . .. ... e 413 765 6.9
Other diseases of endocardium . . .. ... . ... ... 424 423 3.8
Symptorns involving resprratory system and other chest

SYMPIOMS . v v v vt vt vt et e e e e s 786 349 3.2
Observation and evaluation for suspected conations. . ... ... \ral 344 3.1
Heartfailure. . . .. . ... ... i e 428 292 2.8
Other postsurgical states . ... ............. .. . ..... V45 218 2.0
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Disorders of lipoid metabousm . . . .. ... ... L. 272 108 1.0
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Table 10. Annual number and percent distribution of office visits to cardlovascular disease
speciallsts and to all other speclalists by therapeutic service, based on a 2-year average:

United States, 1989-90

Visits to cardiovascular

disease specialists

Visits to all other specialists

Number of Number of
Therapeautic service visits in Percent visits in Percent
ordered or provided at visit' thousands distribution thousands distribution
Allvisits . ... ... . ....... 11,040 100.0 687,613 100.0
New or continuing medication. . . . . . 8,859 80.2 411,828 59.9
Counseling/advice

None......... . oinnnn 5,086 46.1 434,227 63.1

Weightreduction. ... .......... 2,079 18.8 42,037 6.1

Cholesterol reduction . . . . ....... 2,180 19.7 19,870 29
Smoking cessation. . . .......... 560 5.1 14,463 2.1

HIV transmission. . . ........... *g *0.1 1,383 0.2
Breastself-exam.............. 68 06 15,909 23
Other. ... 3,781 34.2 192,159 27.9

Other nonmedication therapy

None ..........vivinnn 9.630 87.2 §52,841 80.4
Psychotherapy . .............. 108 1.0 24,445 36
Corrective lenses. . ..., ........ *11 *0.1 9,066 1.3
Ambulatory surgery . ... ... ... *23 *0.2 13,631 20
Physiotherapy. . . ............. 110 1.0 16,279 2.4
Other......cciiiiinennann. 1,194 10.8 75,874 11.0

INumbers may not add to totals because more than ona type of therapy may be ordered or provided at each wisit.

Table 11. Annual number and percent distribution of drug mentions at office visits to
cardiovascular disease specialists by therapeutlic classification, averaged over a 2-year

period: United States, 1989-90

Number of
drug
mentions in Percent
Therapeutic classification’ thousands distribution
Allmentions. .. ..ottt it e e e 25,369 100.0
Cardiovascular-renal. . . . . ... oot il e 14,158 55.8
Anfianginalagents . .. .... . ... ... i 3,995 16.7
Antihypertensiveagents . . . . .. ...... oo, 3,931 15.5
DIUretiCS. « v vt e e i e 2,466 9.7
Cardiac glycosides . - . v v vt i e ottt e e 1,739 6.9
Antiarthythmicagents . .. ... ... ... oo 1,176 4.6
Agents used in peripheral or cerebral vascular disorders . . . 751 3.0
Other. . . .o e e it i it e e 102 04
Painrelief . ... ... i, 2,543 10.0
Metabolic and nutrientagents. . ... ............... 1,797 7.1
Hormones and agents affecting hormonal mechanisms 1,609 6.3
Respiratorytract . . ... .. 0 it e e 846 3.3
Psychopharmacologic. . ... .. .o oo ot i oo, 844 3.3
Gastrointestinal. . . ... .. e i e, 737 2.9
Antimicrobial . .. .... ... Lo ie o e 690 2.7
Hematologic. . . . .. v v i vttt e, 560 2.2
Other L e e 529 2.1
Unclassified, miscellaneous . . . ... .. ... oL 1,060 4.2

"Therapeutic classification is based on the standard drug classification used in the National Drug Coda Directory, 1985 Edition,
Includes anesthetics, radiopharmaceuticais/contrast media, oncolytics, ctological drugs, and antiparasitic agents.
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Table 12. Number, percent distribution, and therapeutic classification of drug mentlons at office visits to cardiovascular disease
specialists by the 20 most frequently used generic substances, averaged over a 2-year perlod: United States, 1989-90

Number of drug
mentions in Percent
Generic substance thousands’ distribution Therapeutic classification 2
Allmentions. . . ................ 25,369 100.0
Digoxin. . ............. ... .... 1,697 6.7 Cardiac glycoside
Aspirin . ... .. ... e PR 1,644 6.5 General anaigesic
Nitroglycerin. . . .. .............. 1,459 8.7 Antianginal agent
Ditiazern. .. .........c.0ven, 1,254 4.9 Antianginal agent
Furosemide . . . ................ 1,144 45 Diuretic
Hydrochlorothiazide . . . ........... 1,073 4.2 Diuretic
Captopril. . . ... .. i, 784 3.1 Antihypertensive agent
Triamterene . . . ... . ... vea.., 713 2.8 Diuretic
Dipyridamole . . . ............... 694 2.7 Agent used in peripheral or cerebral vascular disorders
Nifedipine .. .............. e 664 26 Antianginal agent
Potassium replacement solutions. . . . .. 633 25 Replenisher and regulator of water and electrotytes
Verapamil .. .................. 631 25 Antiarrhythrnic agent
Isosorbide . . .. ... . i, 607 24 Antianginal agent
Aterolol . .......... . ... 566 22 Antihypertensive agent
Propanolod. . . ................. 538 2.1 Antihypertensive agent
Lovastatin . ., ................. 520 2.0 Agent used to treat hyperlipidemia
Enalaprl . .. ... . i 509 20 Antihypertensive agent
Warfarin . .. ... ... o .. 434 1.7 Anticoagulant or thrombolytic
Glyburide .................... 342 1.3 Blood glucose regulator
QUINIKING « . oot ie e, 299 1.2 Antiafthythmic agent

1Frequency of mention combines single-ingredient agents with mentions of the agent as an ingredient in a combination drug.
Therapeutic classiiication is based on the standard drug classificaton used In the National Drug Code Directory, 1985 Edition. In cases where a generic substance had more than one
therapeutic classification, it was listed in the category for which it was most frequently prescribed.

Table 13. Annual number, percent distribution, and therapeutic classification of the 10 drugs most frequently prescribed at office visits to
cardiovascular disease specialists, by entry name of drug, averaged over a 2-year period: United States, 1989-90

Number of drug
mentions in Percent
Entry name of drug' thousands distribution Therapeutic classificatior?
Alimentions. . ....... ... .cv.un 25,369 100.0
Cardizem ........... ..., 1,254 4.9 Antianginal agent
Lanoxin. . .......... e e 1,204 4.7 Cardiac glycoside
Lasix . ..o i et 1,075 4.2 Diuretic
Capoten . . ..........c0vuunnn 672 26 Antihypertensive agent
Acetylsalicylic acid (AS.A). . . ....... 656 286 General analgesic
Persantine. ................... 598 24 Agent used in peripheral or cerebral vascular disorders
Aspifin ..o e e 570 22 General analgesic
Procardia. . . .. .......c..uv... 540 2.1 Antianginal agent
Tenormin. ... .. cvvv e PN 524 2.1 Antihypertensive agent
Mevacor . ............. .. ..... 520 2.0 Agent used to treat hyperlipidemia

The trade or generic name used by the physician on the prescription or other medical records.
21'l"aera;::emir; ciassification is based on the standard drug classification used in the National Drug Code Directory, 1985 Edition. In cases where a drug had more than one therapeutic
classification, 1t was listed In the category for which it was most frequently prescribed.
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Table 14. Number and percent distribution of office visits to cardiovascular disease
specialists and to all other specialists by disposition of visit, averaged over a 2-year
period: United States, 1989-90

Visits to cardiovascular

specialists Visits to afl other specialists
Number of Number of
visits in Percent visits in Percent
Disposition of visit' thousands distribution thousands distribution

Allvisits . ................ 11,040 100.0 687,613 100.0
No followup planned . ........ 391 3.5 66,953 9.7
Return at specified time . ...... 8,851 80.2 422,206 61.4
Returnifneeded . . . ......... 1,327 12.0 158,365 23.0
Telephone followup planned. . . . . 347 3.1 25,737 3.7
Refer to other physician . ...... 357 3.2 21,149 3.1
Return to referring physician. . . . . 560 5.1 6,115 0.9
Admittohospital . . . ......... 215 1.9 6,767 1.0
Other disposition. . . ......... 233 2.1 13,202 1.9

"Numbers may not add to totals because more than one disposition may be coded for each visit.

Table 15. Annual number and percent distribution of office visits to cardiovascular disease
specialists and to all other specialists by duration of visit, averaged over a 2-year period:
United States, 1989-90

Visits to cardiovascular

disease specialists Visits to all other specialists
Number of Number of
visits in Percent visits in Percent
Duration of visit thousands distribution thousands distribution
Allvisits . .. .............. 11,040 100.0 687,613 100.0
Ominutes’. .. ............. 278 25 11,595 17
-Sminutes. . ............. 207 1.9 64,061 9.3
6-10minutes . . ............ 1,637 148 193,458 28.1
11-1Sminutes . . ........... 3,487 31.6 212,826 31.0
16-30minutes . . ........... 4,160 37.7 162,107 23.6
31-60minutes . . ... ... 1,064 9.6 40,582 59
Morethan 60 minutes. . . ... ... 208 19 2,985 0.4

'Visits of zero minutes duration are those in which there was no face-to-face contact between the physician and the patient.
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Technical notes

Source of data and sample
design

This report is based on data
collected through the National
Ambulatory Medical Care Survey
(NAMCS) over the 2-year period
1989-90. 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
(PSUr’s), physician practices within
PSU’s, and patient visits within
physician practices. The PSU’s are
counties, groups of counties, county
equivalents (such as parishes or
independent cities), or towns and
townships (for some PSU’s in New
England). Physicians were stratified
into 15 specialty groups during the
second stage of the survey design.
Detailed descriptions of the 1989 and
1990 NAMCS design have been
published (4,15,16), and the reader is
urged to consult these sources for
further technical information.

The 1989 NAMCS physician
sample included 2,535 physicians
selected from master files maintained
by the American Medical Association
and the American Osteopathic
Association; 118 of these were
specialists in cardiovascular diseases.
Physicians were screened at the time
of the survey to ensure that they were
eligible for survey participation, based
upon a set of design criteria. Of those
screened, 608 physicians (including 24
cardiovascular disease specialists)
were ruled ineligible (out-of-scope)
due to reasons such as being retired
or employed primarily in teaching,
administration, or research. Of the
remaining 1,927 physicians, 74
percent responded to the survey,
including 61 cardiovascular discase

specialists, or 65 percent of those
surveyed.

Sample physicians were asked to
complete Patient Records (see figure
1) for a systematic random sample of
their office visits occurring during a
randomly assigned 1-week reporting
period. Responding physicians
completed 38,384 forms, including
1,087 forms completed by
cardiovascular specialists.

For 1990, a sample of 3,063
non-Federal, office-based physicians
was selected from master files
maintained by the American Medical
Association and American
Osteopathic Association. Of this
number, 149 were specialists in
cardiovascular diseases. The overall
response rate for the 2,269 in-scope
physicians was 74 percent; the rate
was 67 percent for the 114 in-scope
cardiovascular disease specialists.
Responding physicians completed
43,469 patient records, including
1,243 forms from cardiovascular
disease specialists.

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.

The 1989 and 1990 NAMCS were
identical in terms of survey
instruments, definitions, and
procedures. The resulting 2 years of
data have been combined to provide
more reliable estimates. All estimates,
percent distributions, and rates
presented in this report, unless
otherwise noted, reflect 1989 and
1990 data that were averaged over
the 2-year period.

Sampling errors

The standard error is primarily a
measure of the sampling variability
that occurs by chance when only a

Table I. Relative standard errors for
estimated numbers of office visits to all
specialists and to cardliovascular disease
specialists: National Ambulatory Medical
Care Survey, 1989-90

Visits to
Visits fo  cardiovascular
Estimated number of alt disease
office visits in thousands specialists'  specialists®

Relative standard error

in percent
100 ... . i 727 311
200 . ... 51.5 23.4
500 . ..., 32.6 171
1000 ... . it 23.2 14.4
2000. . ..., 16.5 12.8
5000...........0.0 .. 10.7 11.9
1000 ............... 7.9 1.9
20000 ... ... ...l 6.0 1.3
850000 ............... 45 11.2
100000 . ............. 38 112
200000 .............. 35 1.1
500000 .............. 3.9 111
1000000 . ............ 3.2 111
1400000 ............. 3.2 111

YFor wsis to aggregated specialists, the smallest reliabls
estmate s 533,000 visits. Estimates beiow this figure have a
re!abvo siandarg error greater than 30 pcrcem.

2 For vists to cardiovascutar d sp the
reliable estimate 5 110,000 visits,

Exampie of use of table: An nqgregata estimate of 2 milion
visns 16 cardiovascular d s has a ral

standard error of 12.9 percent, or a standard error of 258,000
wisits (12.9 psrcent of 2 million).

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. Relative standard errors for
estimated numbers of office visits in

Table lI. Relative standard errors for
estimated numbers of drug mentions at
visits to cardiovascular disease specialists:
National Ambulatory Medical Care Survey,
1989-90

Estimated number of drug Relative standard
mentions in thousands error in percent
100 . . . o e e 36.1
200 . . ... e 27.0
B0 . .. i 19.7
1000.. ..ot ie i 16.6
2000.. ... . o 14.7
5000.........00 i 138
10000 .. .. ..o 131
20,000 . ..., ... . 12.9
50000 ....... iy 12.8
100000 ........ .. 127
1000000 . ............... 127

'The smatiest raliabie Ostrmltn of drug mentions st visits 10
can slar 15 155,000. Estmates
Delow this figure have a ulnm standard error greater than
30 percent.

Example of use of table: An aggregate sstimate of 10 milion
drug mentons has a reiaive standard error of 13.1 percent
or a stancard error of 1,310,000 mentons (13.1 percent of 10
mithan).
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Table ili. Standard errors for percents of estimated numbers of cifice visits to

cardiovascular disease specialists: National

Ambulatory Medical Care Survey: 1989-50

Estimated percent
Base of percent
(visits in thousands) 1or99 S5o0r95 10 or 90 20 or 80 30 or 70 50
Standard error in percentage points
200 . . i i i e 2.1 4.5 6.2 8.2 9.4 10.3
o] 1.3 2.8 3.9 5.2 6.0 6.5
1000, . ... i 0.9 2.0 2.8 3.7 4.2 4.6
2000. . 0t 0.6 1.4 2.0 28 3.0 33
5000 .. ... it 0.4 0.9 1.2 1.7 1.9 2.1
10000 ... . i 0.3 0.6 0.9 1.2 1.3 15
20000 . . ... i 0.2 0.5 0.6 0.8 1.0 1.0
80000 ......¢ciiiiienn 0.1 0.3 0.4 0.5 0.6 0.7
100,000 ... viivi i 0.1 0.2 0.3 0.4 0.4 0.5
600000 . ... <.1 0.1 0.1 0.2 0.2 0.2

Example of use of table: An estimate of 30 parcent based on an aggregate estimate of 10 million visits has a standard efror of
1.3 percent or a reiative standard error of 4.3 percent (1.3 percent divided by 30 percent).

Tabie IV. Coefficients appropriate for determining relative standard errors by type of
estimate and physician groups: National Ambulatory Medical Care Survey, 1989-90

Coefficient
Type of estimate and
physician group A 8
Visits

Overalltotals .. .......coviimeininiennnannnn 0.00097549 §2.77952184
General and family practice, internat medicine. . . . .. ... 0.00456412 37.27953208
Pediatrics, obstetrics and gynecology. . . . ... ... ..., 0.00755165 23.43030623
Doctors of osteopathy, general surgery, orthopedic

surgery, cardiovascular diseases, psychiatry, urciogical

surgery, dermatology, neurology, ophthalmology,

otalaryngology . . ... i e i, 0.01236777 8.46452855
AlGther . ..o i i i et it i e 0.01169917 39.38793804

Drug mentions

Overalltotals . . ... . vv it iinninneneninnras 0.00157151 81.47054833
General and family practice, internal medicine. . . . ... .. 0.00589721 59.72807201
PSYChIatrY . o o v v v i i i e e e 0.0286738 30.9506771
Doctors of osteopathy, general surgery, orthopedic

surgery, cardiovascular diseases, urological surgery,

dermatology, neurology, ophthalmology,

otolaryngology, obstetrics and gynecclogy, pediatrics . . . 0.01603845 11.42009384
All other PR 0.01877082 70.35063675

1990 are shown in table I, relative
standard errors for estimated
numbers of drug mentions are shown
in table II, and standard errors for
estimated percents of visits are shown
in table III. Readers using these
tables should keep in mind that they
refer to combined years of data
rather than average annual estimates.
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 4 and B

are the appropriate coefficients from
table IV.

RSE(x) = A+fi % 100.0

Similarly, relative standard errors
for percents may be calculated using
the following general formula, where
D 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 (1-P) x100.0
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 speciaity
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. Lack of comment about
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
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anesthesiology, pathology, or Drug visit— A drug visit is a visit
radiology; who are federally in which medication was prescribed
employed; who treat only or provided by the physician.

institutionalized patients; or who are
employed full time by an institution
and spend no time seeing ambulatory
patients.

Cardiovascular disease
specialist— A cardiovascular disease
specialist is a physician who has
self-designated the practice specialty
of cardiovascular diseases on the
American Medical Association’s
Physicians’ Professional Activities
Questionnaire. The physician’s
specialty is also verified during the
NAMCS interview. The practice
specialty of cardiovascular diseases is
defined as a medical specialty by the
AMA (other categories include
general practice, surgical specialties,
and other specialties), and the
American Board of Internal Medicine
certifies physicians in that specialty.
In the 1989 and 1990 NAMCS, 83.8
percent of all visits to cardiovascular
disease specialists were made to
physicians who were board certified
in internal medicine, while 15.8
percent of visits were made to
physicians who did not report board
certification.

Office — An office is the space that
physicians identify as a location for
their ambulatory practice. Offices
customarily include consultation,
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.
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Symbols
--- Data not available

. Category not applicable
- Quantity zero

0.0 Quantity more than zero but less
than 0.05

4 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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1991 Summary: National Hospital Discharge Survey

by Edmund J. Graves, Division of Health Care Statistics

Introduction

During 1991, an estimated 31.1
million inpatients, excluding newborn
infants, were discharged from
short-stay non-Federal hospitals in
the United States. These patients
used 199.1 million days of inpatient
hospital care. The discharge rate was
124.1 discharges per 1,000 civilian
population and the average length of
stay was 6.4 days.

These and other statistics
presented in this report are based on
data collected by means of the
National Hospital Discharge Survey
(NHDS), a continuous survey that has
been conducted by the National
Center for Health Statistics (NCHS)
since 1965. In 1991, data were
abstracted from the medical records
of approximately 274,000 patients
discharged from 484 short-stay
non-Federal hospitals. Beginning in
1988, a new three-stage stratified

sample design was put in operation.
A brief description of the new design,
data collection procedures, and
estimation process and definitions of
terms used in this report can be
found in the section entitled
“Technical notes.” A description of
the development and design of the
original NHDS, which was in
operation from 1965 to 1987, has
been published (1). Differences may
exist between data for 1988-91 and
earlier years because of the redesign
of the survey.

Medical data for hospitalized
patients are coded according to the
International Classification of Diseases,
9th Reyision, Clinical Modification
(ICD-9-CM) (2). Up to seven
diagnoses and four procedures are
coded for each discharge. Although
diagnoses included in the ICD-9-CM
section entitled “Supplementary
classification of external causes of
injury and poisoning” (codes

ES00-E999) are used in the NHDS,
these diagnoses are excluded from
this report. The conditions diagnosed
and procedures performed are
presented here by chapter of
ICD-9-CM. Within these chapters, a
few diagnoses and procedures or
groups thereof also are shown. These
specific categories were selected
primarily because of their large
estimates or because they are of
special interest. More detailed
analyses of NHDS data are published
in Series 13 of the NCHS Vital and
Health Statistics reports.

Starting in 1985, some hospitals
participating in the NHDS have
submitted machine-readable data
tapes. In 1991, approximately 33
percent of the hospitals used this
method to submit data. Analysis
indicates that a greater number of
nonsurgical procedures per patient
are recorded from these hospitals
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Table 1. Number of inpatients discharged from short-stay hospitals by selected

characteristics: United States, 1991

[Discharges from non-Federal hospitals. Exciudes newborn infants]

Sevected characteristic

Both

sexes Male Female

Number of patients discharged in thousands

Total . ... ... ..., 31,098 12,478 18,620
Age
Under15years. . . ........... 2,498 1,435 1,064
164d4years. ............... 11,620 3,248 8,372
a5-64yeas. ... ... ... 6,173 3,088 3,085
65years axdover. ........... 10,806 4,708 6,098
Region
Northeast . ................ 7.153 3,047 4,106
Midwest . .. ............... 7.315 2,995 4,321
South. .. ... ... 11,290 4,418 6,871
West .................... 5,340 2,018 3,322
Table 2. Rate of inpatients discharged from short-stay hospitals, by age, geographic
region, and sex: United States, 1991
[Discharges from non-Federal hospitals. Excludes newbom infants]
Both
Age and region sexes Male Fernale

Northeast

Rate of patients discharged per 1,000 population

124.1 102.7 144.3
45.3 50.8 39.5
98.3 55.9 1421

132.2 137.8 127.2

340.3 368.1 321.6

140.6 124.7 1853

121.7 102.8 139.6

131.2 106.6 154.0
99.7 76.1 1229

Table 3. Average length of stay for inpatients discharged from short-stay hospitals by

selected characteristics: United States, 1991

[Discharges from non-Federal hospitals. Excludes newbom infants]

Both
Selected characteristic sexes Male Female
Average length of stay in days
Total ... ... 6.4 70 6.0
Age
UnderiSyears. ............. 4.8 4.9 4.8
1544vyears. ... ... ... 4.6 6.4 4.0
45-84vyears. .. .. ..o 6.5 6.5 6.5
6Syearsandover . ........... 8.6 8.3 8.8
Region
Northeast . . ............... 73 7.6 71
Midwest .. ................ 6.5 6.9 6.2
South. ... ... 6.2 6.8 5.8
West ......... . ... . ..., 5.4 6.3 4.8

than from hospitals submitting data in
the traditional manual mode (see
“Technical notes™). A portion of the
increases from 1984 to 1991 in the
estimates for miscellaneous diagnostic
and therapeutic procedures and,
therefore, for total procedures may
be due to this change in data
collection methods.

In addition, the 1991 data were
the first for which all ICD-9-CM
procedure codes were used in the
NHDS. In previous years, selected
codes were excluded. These were
primarily codes for certain
miscellaneous diagnostic and
therapeutic procedures.

Data highlights

Utilization by patient and hospital
characteristics

The number, rate, and average
length of stay of patients discharged
from short-stay non-Federal hospitals
are shown by age, geographic region,
and sex in tables 1-3. The 31.1
million patients discharged from
short-stay hospitals during 1991
comprised an estimated 12.5 million
males and 18.6 million females. The
rate per 1,000 population for females
was 144, which was 41 percent higher
than the rate of 103 for males. The
number and rate of discharges are
higher for females than for males
largely because of women 15-44 years
of age who are hospitalized for
deliveries and pregnancy-related
conditions.

The average length of stay was
7.0 days for males and 6.0 days for
females during 1991. The average
length of stay of the 4.0 million
women who were hospitalized for
deliveries was 2.8 days. The average
length of stay was 4.8 days for
patients under 15 years of age, 4.6
days for patients 15-44 years of age,
6.5 days for patients 45-64 years of
age, and 8.6 days for patients 65 years
of age and over.

The number of discharges from
short-stay hospitals by geographic
region during 1991 ranged from 11.3
million in the South to 5.3 million in
the West. Regional differences in the
number of discharges are accounted
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for in part by variations in the
population sizes. The rates per 1,000
population ranged from 141 in the
Northeast Region to 100 in the West.
Average lengths of stay by geographic
region were 5.4 days in the West, 6.2
days in the South, 6.5 days in the
Midwest, and 7.3 days in the
Northeast.

Utilization by diagnosis

Diseases of the circulatory system
ranked first in 1991 of the
ICD-9-CM diagnostic chapters as a
principal or first-listed diagnosis for
patients discharged from non-Federal
short-stay hospitals. These conditions
accounted for an estimated 5.3
million discharges. Other leading
ICD-9-CM diagnostic chapters were
supplementary classifications
(including females with deliveries)
(4.4 million discharges), diseases of
the digestive system (3.3 million
discharges), and diseases of the
respiratory system (3.1 million
discharges). Approximately
52 percent of the patients discharged
from non-Federal short-stay hospitals
were included in these four
ICD-9-CM diagnostic chapters.

The diagnostic categories
presented in this report were selected
either because they appear as
principal or first-listed diagnoses with
high frequency or because the
conditions are of special interest.
Many of these categories (such as
malignant neoplasms, psychoses, and
fractures) are groupings of more
detailed diagnoses.

The number and rate of
discharges and average length of stay
for each ICD-9-CM diagnostic
chapter and selected categories are
shown by sex and age in tables 4-6.
The most common diagnostic
categories for all patients were
deliveries and heart disease. Other
leading diagnostic categories were
malignant neoplasms, pneumonia, and
fractures. Excluding deliveries, these
last four diagnostic categories were
the leading first-listed diagnoses for
both males and females. Some of the
more common diagnoses for patients

under 15 years of age were acute
respiratory infections, pneumonia,
and asthma. For patients 15-44 years
of age, frequent diagnoses were
deliveries, psychoses, and fractures.
For patients 4564 years of age and
65 years of age and over, heart
disease and malignant neoplasms
were major causes of hospitalization.
The average length of stay for all
patients ranged from 1.2 days for
chronic disease of tonsils and
adenoids to 14.6 days for malignant
neoplasm of large intestine and
rectum.

Utilization by procedure

One or more surgical or
nonsurgical procedures were
performed for an estimated 21.0
million of the 31.1 million inpatients
discharged from short-stay hospitals
during 1991. A total of 43.9 million
procedures, or an average of 2.1 per
patient who underwent at least one
procedure, were recorded in 1991.

Procedures are grouped in the
tables of this report by the
ICD-9-CM procedure chapters.
Selected procedures within these
chapters also are presented by
specific categories. Some of these
categories (such as cesarean section
and hysterectomy) are presented as
single categories even though they are
divided into more precise subgroups
in ICD-9-CM.

More than three-fourths of all the
surgical and nonsurgical procedures
performed during 1991 are listed in
just 5 of the 16 procedure chapters.
These were miscellaneous diagnostic
and therapeutic procedures (14.8
million), obstetrical procedures (6.9
million), operations on the digestive
system (5.6 million), operations on
the cardiovascular system (4.1
million), and operations on the
musculoskeletal system (3.3 million).

The number and rate of all-listed
procedures in 1991 for each
ICD-9-CM procedure chapter and
selected procedure categories are
shown by sex and age in tables 7 and
8. Of the 43.9 million procedures
performed during 1991, 17.3 million
were for males and 26.7 million were

for females. The corresponding rates
per 100,000 population were 17,529.3
for both sexes, 14,204.6 for males,
and 20,661.0 for females. Frequent
procedures for males were
arteriography and angiocardiography,
computerized axial tomography, and
diagnostic ultrasound. Procedures
commonly performed on females
were episiotomy, fetal EKG and fetal
monitoring, and diagnostic
ultrasound.

The rate of procedures by age
per 100,000 population ranged from
4,054.9 for patients under 15 years of
age to 47,468.0 for patients 65 years
of age and over. Commonly
performed procedures for patients
under 15 years of age were
respiratory therapy, spinal tap,
computerized axial tomography, and
diagnostic ultrasound; for patients
15-44 years of age, episiotomy, fetal
EKG and fetal monitoring, and
cesarean section; for patients 45-64
years of age, arteriography and
angiocardiography, cardiac
catheterization, diagnostic ultrasound,
and computerized axial tomography;
for patients 65 years of age and over,
arteriography and angiocardiography,
computerized axial tomography, and
diagnostic ultrasound.
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Table 4. Number of Inpatients discharged from short-stay hospitals, by category of first-listed diagnosis, sex, and age: United States,
1991

[Discharges from non-Federal hospitals. Exciudes newborn infants. Diagnostic groupings and code number inclusions are based on the International Classtfication of
Diseases, Sth Revision, Clinical Modification (ICD-9-CM)]

Sex Age

Under 15-44 45-64 65 years
Category of first-listed diagnosis and ICD-9-CM Code Total Male Female 15 years years years and over

Number of patients discharged in thousands

AL CONAIIONS . . . .. oot e e e e 31,098 12,478 18,620 2,498 11,620 6,173 10,806
Infectious and parasitic diseases . .. ....... ... .c.c. oo 001-139 759 363 396 207 218 101 232
BT o (To7=T 11 YN 038 240 103 137 20 22 39 159
L3 L= o] = LT o 1 140-239 2,001 860 1,141 52 363 626 960
Malignantneoplasms . . ............... .. ..... 140-208,230-234 1,594 781 812 40 172 499 883
Malignant neoplasm of large intestine andrectum . . . . ... 153-154,197.5 168 856 82 * *5 39 124
Maiignant neoplasm of trachea,
bronchus,andlung . .......... ... .. 0. 162,197.0,197.3 236 147 89 * 10 101 125
Malignant neoplasmofbreast. . . ... ............. 174-175,198.81 158 - 156 * 25 59 73
Benign neoptasms and neoplasms of uncertain
behavior and unspecifiednature . ... ... ........ 210-229,235-239 407 78 329 13 191 126 77
Endocrine, nutritional and metabolic diseases,
and immunity disorders ... ... ... .. . e 240-279 1,143 437 706 95 251 269 528
Diabetesmellfus . . . . ....... ...t 250 429 185 245 21 121 128 160
Volumedepletion. . .. ... . oo 276.5 329 121 208 50 46 44 189
Diseases of the blood and blood-formingorgans . ............. 280289 348 167 181 59 110 58 121
Mental disorders. . . . . ... ...t e e 290-319 1,657 840 817 61 1,009 328 260
PSYChOSES . . . .o i e e i e 290-299 902 416 486 24 488 189 201
Alcohol dependence syndrome . . . . .. ... ... . 303 228 172 56 hd 152 60 16
Diseases of the nervous systemand senseorgans . . . .......... 320-389 755 352 404 147 195 153 261
Diseases of the central nervous system . . ... .. e e 320-336,340-349 331 160 171 52 117 64 98
Diseases of the ear and mastoid progess. . . ... ........... - 380-389 144 72 72 71 26 22 26
Diseases of the circulatory system . . ... .................. 390459 5,338 2,728 2,611 28 396 1,509 3,405
Heartdisease. .. ........ 391-392.0,393-398,402,404,410-416,420429 3,704 1,977 1,727 17 232 1,095 2,361
Acute myocardial infarction .. . ... ... .. L L L L L 410 697 422 275 * 45 228 424
Coronary atherosclerosis - .. ..o v it i ien s cn i ennnnn 414.0 384 263 121 - 22 172 180
Other ischemic heart disease. . . . ............ 411-413,414.1-414. 876 451 415 * 48 313 514
Cardiac dysthythmias. . . . ..o vt it it e i eeeeae 427 536 249 287 *5 41 129 361
Congestive heartfailure . . ... ............ . ..., 428.0 764 360 405 * 19 126 615
Cerebrovasculardisease . . . ................. ... ..., 430438 835 370 466 * 35 156 640
Diseases of the respiratory system . . . . . .................. 460-519 3,052 1,508 1,544 736 500 530 1,286
Acute respiratory Infections. . ... ... .. ... Lo L., 460466 518 258 261 220 €8 75 156
Chronic disease of tonsilsandadenoids . .. .................. 474 76 32 44 52 22 * *
PREUMONIA. « & vt ittt it i et e ettt 480486 1,088 545 543 214 133 162 589
= (2 o2 493 490 221 269 187 128 85 90
Diseases of the digestivesystem . .. .. ...... .. ... . ... c... 520-579 3,256 1,455 1,801 244 950 851 1,211
Ulcers of the stomach and smallintestine . ................ 531-534 237 125 112 * 43 69 124
AppendiCitis . . . . ... e e e 540-543 232 128 103 55 138 26 12
INguUINal hernia . . . ... e it e e e e e 550 135 120 14 22 26 41 46
Noninfectious enteritisand colitis. . ... .................. 555-558 351 142 209 91 108 62 S0
Cholelithiasis . .. .. vttt ettt ettt e iaenaee e 574 552 159 393 * 195 187 168
Diseases of the genitourinary system. . . . ... ............... 580-628 2,071 781 1,291 72 847 457 €95
Calculusofkidneyand ureter . . . . ....... ... ... 592 241 160 81 - 117 84 40
Hyperplasiaofprostate . . . .. .. ..ottt it ein e 600 229 229 .o - * 49 180
Compilications of pregnancy, childbirth,
and the PUErperiUMT . . . . . L. ittt ittt e i e 630-676 723 ven 723 * 718 *
Abortions and ectopic and molar pregnancies . ............ 630-639 180 Ve 180 * 178 * e
Diseases of the skin and subcutaneous tissue. ... ............ 680~709 462 245 217 49 142 108 162
Cellulitis and abscess . . . . . oo vttt it et e e 681-682 297 165 132 31 94 77 95
Diseases of the musculoskeletal system
andconnective tissuUe. . . . . .. . i e e e e 710-739 1,600 738 862 50 548 450 553
Arthropathies and refated disorders . ... . ................ 710-719 526 228 298 14 125 125 261
intervertebraldiscdisorders . . ... ... .. .ot e e e 722 391 225 166 . 208 132 51
Congenitalanomalies . ............ ... ... . . . 0., 740-759 192 101 91 125 37 21 10
Certain conditions originating in the
perinatal PEriod . . . . .. . e e e e 760-779 147 79 68 146 * - *
Symptoms, signs, and ili-defined conditions . .. .............. 780-799 386 202 184 63 146 115 62
INjury and Poisoning . . . . oottt i e e e et 800-999 2,768 1,437 1,331 286 1,102 492 888
Fractures, alisites . . . .. ... ... . .t 800829 1,034 481 553 104 320 158 452
Fractureof neck offemur .. .. . ... ... i 820 300 80 218 * 10 27 259
Intracranial injuries (excluding those with
skullfracture) ... ... . . e 850-854 180 106 74 30 96 20 34
Lacerattons and OpEN WOUNDS . . . . . o b v v ittt e e 870904 193 137 56 25 128 24 16
Supplementary classifications . . .. ........ ... ... ... . ... V01-v82 4,438 188 4,250 76 4,089 105 169
Femaleswithdeliveries . . . ........ ... . ... V27 3,973 . 3,973 14 3,956 hd .

1First-listed diagnosis for females with deiiveries is coded V27, shown under “supplementary classifications.”
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Table S. Rate of inpatients discharged from short-stay hospitals, by category of first-listed diagnosis, sex, and age: United States, 1991

[Discharges from non-Federal hospitals. Excludes newborn infants. Diagnostic groupings and code number inclusions are based on the international Classification of
Diseases, 9th Revision, Clinical Modification (ICD~9-CM))

Sex Age

Under 15-44 45-64 65 years
Category of first-listed diagnosis and ICD-9-CM Code Total Male Female 15 years years years and over

Rate of inpatients discharged per 10,000 population

ALCONAIIONS . 4 .ttt it e it it i i e e s e e 1,241.1 1,026.7 1,443.1 453.2 993.4 13216 3,40341
Infectious and parasiticdiseases ............ ... .. ..., 001~139 30.3 29.8 30.7 37.5 18.7 217 73.2
SepHCOMIB. & . v ittt i et ettt e 038 9.6 8.5 10.6 37 1.9 8.3 50.2
Neoplasms . . . . .o ittt i ittt e e 140-239 79.9 70.7 88.4 9.5 31.0 133.9 302.3
Malignantneoplasms . .........ccveitinnn. 140-208,230~-234 63.6 64.3 63.0 7.2 14.7 106.9 278.1
Malignant neoplasm of large intestine
ANATBCIUM | ..t i it a v e aaene s nnnnsnnens 153-154,197.5 6.7 7.0 6.4 - *0.4 a3 39.0
Malignant neoplasm of trachea,
bronchus,and lung . ........c.c.iiiinn, 162,197.0,197.3 9.4 121 6.9 * 0.8 21.6 39.3
Malignant neoplasmofbreast. . . ................ 174-175,198.81 6.3 * 12.1 o 2.2 12.5 23.1
Benign neoplasms and necplasms of uncertain
behavior and unspecifiednature. . . .. ............ 210-229,235-239 16.2 6.4 255 23 16.3 27.0 24.3
Endocrine, nutritional and metabolic diseases,
and immunitydisorders . . .... ... ... ... . o i e, 240-279 45.6 35.9 54.7 17.2 21.5 57.6 166.4
Diabetesmellitus . . . .. .. ... ottt i e 250 171 15.2 18.0 3.7 104 27.4 50.3
Volumedepletion. .. . ... ..o i itinii ittt i 276.5 13.1 10.0 16.1 9.1 3.9 9.4 59.6
Diseases of the blood and blood-formingorgans ... ........... 280-289 139 13.7 14.1 10.7 9.4 12.4 38.2
Montaldisorders. . .. ...u. i inie i e ineeaeennnananns 290-319 66.1 69.1 63.4 11.0 86.2 70.3 81.9
PSYChOSES . . . ittt e e e e e 280-299 36.0 34.2 37.7 43 41.7 40.5 63.3
Alcohol dependence syndrome . . . . . ot i ettt it a e e 303 9.1 14.2 4.3 * 13.0 129 5.0
Diseases of the nervous system and senseorgans. . . ... ... ... . 320-389 30.1 289 313 26.6 16.6 328 822
Diseases of the central nervous system . . .. ......... 320-336,340-349 13.2 13.1 13.3 9.5 10.0 13.7 30.8
Diseases of the ear and mastoid process. . . .. .. . oo v v v e v d 380-389 5.8 6.0 5.6 12.8 22 4.7 8.2
Diseases of the circufatory system . .. .. ou v ii i nnnnn. . 390459 213.1 224.4 202.3 5.1 33.9 323.1 1,.072.4
Heart disease. . ......... 391-392.0,393-398,402,404,410-416,420-429 147.8 162.6 1339 3.0 19.8 234.3 743.5
Acute myocardial infarction . . . ... . i i i e 410 27.8 34.7 21.3 * 3.8 48.8 133.5
Coronary atherosclerosis . ...... D 414.0 153 21.7 9.3 - 19 36.8 60.0
Other ischemic heart disease. . . ... .......... 411-413,414.1-414.9 35.0 37.9 32.1 * 41 67.0 161.7
Cardiac dysrhythmias. . .. .......... e 427 21.4 20.5 223 *1.0 3.5 27.5 113.8
Congestive heartfaifure . .. ....... ... ... .. .. ... 428.0 30.5 29.6 31.4 . 1.6 27.0 193.6
Cerebrovasculardisease . . . ... .. vt ittt it et 430--438 333 30.4 36.1 * 3.0 33.5 201.5
Diseases of the respiratory system . . ... ... ..ot iinn ., o 460-519 121.8 124.1 119.7 133.6 42.7 1134 405.2
Acute respiratotyinfections. . . . . .. ... L L i e 460466 20.7 21.2 20.2 39.8 5.8 16.0 49.2
Chronic disease of tonsilsand adenoids . ... ... ... .. ....c.... 474 3.0 2.6 3.4 9.5 1.9 * *
PREUMONIA. « v v v v ottt et ettt m et cneaeonenanssd 480486 43.4 44.8 42.1 38.9 114 32.5 185.5
(3] £ S 483 19.6 18.2 20.9 33.9 10.9 18.2 28.5
Diseases of the digestivesystem .. ..... ... ... .......... 520-579 129.9 1187 139.6 443 81.2 182.1 3815
Ulcers of the stomach and smallintestine . ................ 531-534 9.5 10.3 8.7 * 3.6 14.8 39.1
Appendicitis . . .. ... . i e e tee e 540-543 9.2 10.6 8.0 10.1 1.8 5.6 3.8
inguinal lemia . ... .ottt ennnnenronnnasnnnnans 550 5.4 9.9 1.1 4.0 2.2 8.8 14.5
Noninfectious enteritisand colitis. . . .. .................. 555-558 14.0 117 16.2 16.5 9.2 13.4 28.4
Cholefithiasis . ......... e s ettt .....574 22.0 13.1 30.4 ol 16.7 39.9 53.0
Diseases of the genitourinary system 827 64.2 100.0 13.0 72.4 97.9 2189
Calculus of kidney and ureter , . . ............ 9.6 13.2 6.3 * 10.0 18.0 12.6
Hyperplasiaofprostate . . ... ...... it iiinennrrennn 9.2 189 ves - * 10.4 56.7
Complications of pregnancy, childbirth,
and the puerperium? .. .. .. R e 630-676 28.8 cee 56.0 * 61.4 *
Abortions and ectopic and molar pregnancies .. ........... 630-639 7.2 cee 138 * 15.3 * “ee
Diseases of the skin and subcutaneoustissue. .. ............. 680-709 18.4 20.1 16.8 8.9 121 23.2 51.1
Ceallulitisand abseess. . . . ... oottt ittt i 681-682 119 13.6 10.2 5.6 8.0 16.5 30.0
Diseases of the musculoskeletal system
andconnective tiSSUR. . . . .. ittt it e e e 63.9 60.7 66.8 8.0 46.8 96.3 1741
Arthropathies and related disorders . . 21.0 18.7 23.1 2.6 10.7 26.7 82.3
Intervertebral disc disorders . . ... ... .. ... oL ., 15.6 18.5 12.9 * 17.8 28.3 15.9
Congenital anomalies . . .. ... ... ittt i e e 7.7 8.3 7.1 22.86 34 44 3.2
Certain conditions originating in the
perinatal period . ... .. i e e e e e e 5.9 6.5 5.3 264 * - *
Symptoms, signs, and ill-defined conditions .. ............... 780-798 15.4 16.6 143 1.3 128 24.6 19.7
INUry and POISONING - « v v v v ot e ettt it s et it e 800-999 110.5 118.2 103.2 51.9 94.2 105.4 279.5
Fractures, alfsites . . ... ..ot i i it it i it 800-829 41.3 39.6 42.9 189 27.4 33.8 142.4
Fracture of neckoffemur . . ... ...... ... ... ... .. ..... . .B20 12.0 6.6 17.0 * 0.3 5.8 814
Intracranial injuries (excluding those with
skullfracture) . ... ... v i i i e e 850-854 7.2 8.7 57 55 8.2 4.3 10.8
Lacerations and open wWoURdS . . .. oot ittt i e e 870-304 7.7 11.3 4.4 4.5 11.0 5.2 5.0
Supplementary classifications . ... .. ...... . i i V01-v82 1771 15.5 329.4 13.8 3495 22.4 53.2
Femaleswithdeliveries . . .. . ... .. it ininnnannead Va7 158.6 - 307.9 25 338.2 * .

First-tisted diagnosis for females with deliveries is coded V27, shown under “suppl y classifications.”
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Table 6. Average iength of stay for inpatients discharged from short-stay hospitals, by category ot first-listed diagnosis, sex, and age:
United States, 1991

[Discharges from non-Federa!l hospitals. Excludes newborn infants. Diagnostic groupings and code number inclusions are based on the International Classification of
Diseases, 9th Revision, Clinical Modification (ICD-9—CM)]

Sex Age

Under 1544 45-64 65 years
Category of first-listed diagnosis and ICD-9—-CM Code Total Male Female 15 years years years and over

Average length of stay in days

AT CONGIIONS & ¢ v ittt it e et it et e e e e 6.4 7.0 6.0 4.8 4.6 6.5 8.6
Infectious and parasitic diseases . ................... ... 001-139 8.5 8.9 8.1 3.8 8.6 11.3 11.3
SeptiCeMIA. . . . . e e e 038 11.6 1.7 11.5 6.1 11.1 11.7 12.3
L =YY a1 T o T 0-239 8.2 9.2 7.5 6.3 55 7.5 9.8
Malignant neoplasms . . ... .. i i i 140-208, 230—234 9.2 9.7 8.7 7.0 7.4 8.2 10.1
Malignant neoplasm of large intestine
BNAFECIUM . . . . e i e 153-154,1975 14.6 16.7 12.4 . *8.1 10.7 16.1
Malignant neoplasm of trachea,
bronchus,and Iung . ... ..... ... e nnnn 162,197.0,197.3 8.6 8.5 8.7 . 5.9 7.8 9.5
Malignant neoplasmofbreast. . . . ............... 174-175,198.81 44 * 4.4 * kX:] 4.6 45
Benign neoplasms and neoplasms of uncerain
behavior and unspecified nature. . . ... ...... .. ... 210-229,235-239 4.5 4.6 4.4 4.1 38 4.4 6.1
Endocrine, nutritional and metabolic diseases,
and immunity diSOrders . ... ... ... e e e 240-279 7.1 7.1 7.1 4.3 4.6 6.9 8.9
Diabetesmellitus . . . . . ... .. i e 250 7.1 6.8 7.3 4.8 4.7 7.5 8.9
Volumedepletion. . . . .. .. i i e e 276.5 7.5 8.5 6.9 29 4.0 6.8 9.8
Diseases of the blood and blood-formingorgans . . ... ......... 280-289 6.2 6.1 6.3 4.3 5.6 6.6 7.5
Mental disorders. . . ... . v vttt ittt i e e e 290-319 11.4 11.0 11.9 15.9 11.0 10.8 12.8
PSYChOSES . . . . oot it e e e e e 290-299 135 13.0 13.8 17.3 13.1 13.3 141
Aicohol dependence Syndrome . . . . . ... i i i h e e 303 8.5 9.1 10.6 * 9.9 8.3 9.5
Diseases of the nervous system and senseorgans . . . . .. . . .. . .. 57 5.8 5.6 4.3 4.8 5.5 7.2
Diseases of the centrai nervous system . . . . ... ...... 320-336, 3404349 8.8 8.7 2.0 6.7 5.6 9.1 13.7
Diseases of the ear and mastoid process. . . . . . ... ..o, 0-389 2.8 2.7 3.0 2.6 3.2 25 3.3
Diseases of the circulatory system . . . .. ... . ... 390459 7.3 7.0 7.6 10.1 5.6 6.4 7.8
Heart disease, . .. ....... 391-392.0,393-398,402,404,410-416, 420—429 6.8 6.7 7.0 134 55 6.3 7.2
Acute myocardial infarction . ... .. ... i 8.1 7.5 9.1 . 59 7.2 8.8
Coronary atherosclerosis .. . . ...... . . oo, 41 4 0 7.1 7.4 6.5 ~ 5.4 8.0 6.5
Other ischemic heart disease. . . ... .......... 411-413,414.1-414.9 5.0 5.0 5.1 * 3.9 4.3 5.6
Cardiac dysrhythImias., . . . . . .o oo vttt ettt e e e 427 53 5.0 8.5 *4.0 3.6 4.8 56
Congestive heartfailure . .. ... .. .. ... 428.0 7.9 7.5 8.4 * 74 7.6 79
Cerebrovascular diSease . . . . v o v v v vn it e 430438 9.3 9.1 9.6 . 9.4 7.9 9.7
Diseases of the respiratory system . . . .. ... ... ... ... 460~-519 6.8 6.4 7.1 3.5 5.0 7.0 9.2
Acute respiratory infections. . . . ... ... . . oo . 460466 4.8 4.1 54 3.1 4.2 55 7.0
Chronic disease of tonsilsand adenoids . .. .................. 474 1.2 1.3 1.1 1.2 1.2 - *
PReumomia. . . . ... e e 480-486 8.2 7.9 8.5 4.1 6.5 7.9 10.2
ASINITIA . . L . e e e e e e 493 4.5 4.1 4.9 3.0 45 5.2 7.2
Diseases of the digestive system . . .. ... ... ... ..... ... 520-5789 5.9 5.9 5.9 3.7 4.8 55 7.6
Ulcers of the stomach and small intestine . . ... ............ 531-534 6.9 6.6 7.3 . 4.6 5.6 8.5
APPENdiCHliS . . . . vt e e e 540543 4.2 4.2 4.3 39 37 5.7 8.6
Inguinal hernia . .. ... ..o i e e 550 2.4 2.4 2.5 1.5 15 1.8 3.8
Noninfectious enteritisand colitis. . . .. .................. 555-558 5.6 5.8 54 3.3 5.1 6.5 7.7
Cholelithiasis . .. . . oo i it et e e e e e 574 5.0 53 4.8 * 4.6 4.0 6.4
Diseases of the gentourinary system. . . . ... ... overonv. .y 580-629 4.8 53 4.5 4.0 3.7 4.7 6.5
Calculus of kidney and Ureter . . . . . . .o o v i e it v e e 592 2.7 2.5 3.2 * 2.4 2.8 3.6
Hyperplasiaofprostate . . . ........... ... ... L huL 600 5.3 5.3 cen - * 73 4.8
Complications of pregnancy, chilgdbirth,
and the PUBTPENUMT . . . . . . ..ttt ittt ee it e to oo 630676 2.9 . 2.9 * 2.9 * ..
Abortions and ectopic and molar pregnancies. . . ... ... ..., .. 630-639 2.4 .. 2.4 * 2.4 * ..
Diseases of the skin and subcutaneous tissue . . ... ........... 680~709 8.4 8.0 8.9 3.8 7.3 7.8 11.2
Cellulitts and absCesS . . . . . v .o i e e 681-682 7.1 7.0 7.3 3.7 6.0 7.2 9.3
Diseases of the musculoskeletal system
and connective ISSUB. . . . . . o e e 710~739 6.4 57 7.0 5.4 4.7 5.5 B.9
Arthropathies and related disorders . . .. ... ... ..o 710-719 7.4 6.6 8.0 5.3 4.1 6.7 9.4
Intervertebral discdisorders . . .. ... .o o e 722 5.0 4.5 5.6 * 4.5 4.7 75
Congenitalanomalies .. ........ ..o irneannan 740-759 6.2 6.2 6.2 6.8 4.5 5.9 5.5
Certain conditions originating in the
pennatal period . ... .. ... L e e e 760-779 107 11.3 10.1 10.7 * - *
Symptoms, signs, and ill-defined conditions . . ... ... ... . oL 780-799 3.0 3.0 3.0 25 26 27 5.2
INjury @and POISONING . . o o o o e i et vt i e 6.9 6.3 7.6 4.5 5.5 6.5 9.6
Fractures, allsites .. .. ....... . 8.4 7.3 9.4 5.4 6.1 7.2 11.83
Fracture of neck of femur 12.3 10.9 12.8 * 7.4 10.4 12.8
Intracranial ijjuries (excluding those with
skull fracture) . . . . . . e e 850854 58 6.2 5.2 2.5 59 8.0 7.1
Lacerations and OPEN WOUNCS . . . . .. oo v v it v e e 870-904 4.9 3.7 7.8 3.4 5.2 4.3 5.2
Supplementary classffications . . .. ......... ... ... .. .V01-Vv82 3.3 7.5 3.1 47 2.8 58 12.1
Females with deliveries . . . .. ... ... ..., va7 2.8 .. 2.8 2.4 2.8 * N

TFirst-histed dragnos:s for females with delivenes 1s coded V27, shown under “supplementary classificatons.”
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Table 7. Number of all-listed procedures for inpatients discharged from short-stay hospitals, by procedure category, sex, and age:
United States, 1991

[Discharges from non-Federal hospitals. Excludes newbom infants. Procedure groupings and code number inclusions are based on the International Classification of
Dissases, 9th Revision, Clinical Modification (ICD-9-CM)]

Sex Age

Under 1544 45-64 65 years
Procedure category and ICD-9-CM Code Total Mals Female 15 years years years and over

Number of all-listed procedures in thousands

Allprocedures . ...... .ot iniiinnenncnnnnenns e e e 43,922 17,264 26,658 2,235 17,090 9,524 15,073
Operations onthe nervous system. . . . . ... ... it eineeneen..s 01-05 970 500 470 236 328 196 210
Spinaltap - ..ot et 03.31 380 208 172 183 94 46 57
Operations onthe endocrinesystem. . .. ........ ... ... ... 06-07 103 28 75 * 41 33 25
Operationsontheeye . ........... ...y 0816 399 189 210 25 65 85 224
Operationsontheear. . . .. .. ... .. 18-20 129 75 54 66 36 15 13
Operations on the nose, mouth, andpharynx . . . ... ............ 21-29 541 288 254 118 237 96 90
Tonsillectomy with or without adenoidectomy . ... .......... 28.2-28.3 86 40 46 54 28 * *
Operationsonthe respiratorysystem . . . .. ....... ... .. .... 30-34 956 561 396 60 173 290 433
Bronchoscopy with or without biopsy . . ... ......... 33.21-33.24,33.27 309 186 123 18 45 95 162
Operations on the cardiovascularsystem. . .. ................. 35-39 4,123 2,383 1,740 148 477 1,476 2,022
Removal of coronary artery obstruction. . . .. ......... ... ... 36.0 331 223 107 * 24 163 143
Coronary arterybypassgraft. . . .. ... ... ... .. ... ..., 36.1 407 296 111 * 23 178 206
Cardiac catheterization. . . .. ........ .. oL 37.21-87.23 1,000 603 397 19 89 447 446
Insertion, replacement, removal, and revision
of pacemakerleads ordevice . ...................... 37.7-37.8 300 145 155 * 9 44 244
Shuntorvascularbypass. . . . . . ot i e e e 39.0-39.2 168 92 76 * 14 57 93
Hemodialysis . . ... .. oottt e 39.95 261 129 132 * 61 79 118
Operations on the hemic and lymphaticsystem. . . . ............. 4041 392 212 180 20 77 110 185
Operationsonthe digestivesystem . . ... ........... . ....... 42-54 5,659 2,319 3,241 221 1,571 1,400 2,367
Endoscopy of small intestine with or
withoutbiopsy. . . ... vttt i i e 45.11-45.14,45.16 804 391 413 11 145 202 445
Endoscopy of [arge intestine with or
withoutbiopsy . ........... .o 45.21-45.2 574 234 340 * 90 127 353
Partial excision of large intestine . . . .. .. ... ... .. .. ..., 45.7 220 94 125 * 23 57 139
Appendectomy, excluding incidental . ............. ... .. ... 47.0 255 135 120 57 156 29 14
Cholacystactomy. . . . .. .. ittt it i e e e 51.2 671 166 404 * 184 189 185
Repairofinguinalhemia . .......... ... ... ... ... 53.0-53.1 172 155 17 25 31 51 65
Lysis of peritonealadhesions . . . ... ........ . .. o il 54.5 339 €0 279 *5 167 75 92
Operations onthe urinary system . . . ... ... oo 55-59 1,558 884 674 47 376 386 750
Cystoscopy with or without biopsy. . ... ............... 57.31-57.33 458 333 125 9 64 103 281
Operations onthe male genitalorgans . ... ........... .. ... 60-64 584 584 ees 46 40 116 382
Prostatectomy . . . . .. . L e e 60.2-60.6 363 363 vee ves * 68 295
Operations on the female genitalorgans . . . ... . .............. 65-71 2,308 een 2,308 *8 1,624 445 231
Oophorectomy and salpingo-oophorectomy . .. ... e 65.3-65.6 458 ves 458 * 248 150 59
Bilateral destruction or occlusion of
Fallopiantubes. . . . ... .. it 66.2-66.3 401 “er 401 * 400
Hysterectomy . ... ... . . i 68.3-68.7 546 e 546 - 322 161 63
Dilation and cureftage of uterus . .. .. ... ... ... 69.0 196 e 196 * 159 22 14
Repair of cystocele andrectocale . . . . ... ... ... ..l 70.5 139 .. 139 * 40 48 50
Obstetrical procedures . .. ... vt ittt ittt e e 72-75 6,867 Ve 6,867 24 6,839 *
Episiotomy with or without forceps
orvacuumextraction. . . ... ... ......... 72.1,72.21,72.31,72.71,73.6 1,684 Ve 1,684 *8 1,675 *
Artificial ruptureof membranes . . . . . .. ... L. L. L 73.0 775 . 775 * 771 *
Cesareansection. .. ........ Y 74.0-74.2,74.4,74.9 933 eer 933 * 931 *
Fetal EKG (scalp) and fetai monitoring,
nototherwise specified . ... ...... ... 75.32,75.34 1,327 ven 1,827 * 1,321 *
Repair of current obstetric laceration. . . . ................ 75.5-75.6 795 . 795 * 792 * ces
Operations on the musculoskeletal system. . . . ... ... ... ..... 76-84 3,323 1,710 1,614 208 1,323 798 994
Partial excisionofbone. . ... ... .............. 76.2-76.3,77.6-77.8 216 119 97 10 96 67 43
Open reduction of fracture with internal fixation. . . ... ........... 79.3 418 193 225 27 145 76 170
Excision or destruction of intervertebral dise. . . .. ... ........... 80.5 306 181 125 * 162 102 42
Totalhipreplacement. . . . .. .. ... . i e 81.51 117 50 67 * *8 31 78
Totalkneereplacement. . . ... ... .. . i 81.54 160 60 100 - * 36 121
Operations on the integumentary system. . . .. ................ 85-86 1,324 5§52 773 75 488 330 431
Mastectomy. . .. .. ... e e 85.4 118 * 117 * 17 42 58
Debridement of wound, infection, orbum. . . ............. 86.22,86.28 326 181 145 19 107 62 138
Skingraft. . .. ... . e e 86.6-86.7 99 60 a9 9 40 22 27
Miscellansous diagnostic and therapeutic procedures. . . . ... .. .. .. 87-99 14,785 6,981 7,804 929 3,397 3,743 6,715
Computerized axial tomography . . . ... .... 87.03,87.41,87.71,88.01,88.38 1,459 701 757 69 360 328 702
PYolOgram. . o .o vt it i e e e e 87.73-87.75 245 133 112 * 93 61 86
Arteriography and angiocardiography using
contrastmaterial. ... ....... ... .. L i L, 88.4-88.5 1,718 989 729 22 182 723 791
Diagnosticultrasound. . . . . . ... L i o 88.7 1,592 652 940 74 424 354 739
Circulatorymonitoring . . .. ... ... ... i 89.6 703 339 364 29 118 167 390
Radioisotopescan .. . ... v it ittt i e 92.0-92.1 539 228 311 16 105 148 270
Respiratorytherapy . . . . . . v oo oo i e e e 93.9 1,214 596 618 196 183 236 588

1The number of discharged patients with a y artery bypass graft was 265,000,
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Table 8. Rate of all-listed procedures for inpatients discharged from short-stay hospitals, by procedure category, sex, and age:

United States, 1991

[Discharges from non-Federal hospitals. Excludes newborn infants. Procedure groupings and code number inclusions are based on the International Classification of

Diseases, 9th Revision, Clinical Modification (ICD-9-CM)]

Sex Age
Under 1544 45-64 65 years
Procedure category and ICD-9—-CM Code Total Male Female 15 years years years and over
Rate of all-listed procedures per 100,000 population
Allprocedures . . . ...t e e 17,529.3 14,2046 20,661.0  4,054.9 14,6105 20,389.8 47,468.0
Operations on the nervous system. . .. ... ... ... ... ... ... 01-05 387.3 411.5 364.5 428.9 280.6 419.7 660.4
Spinaltap . . ... e 03.31 151.6 1711 133.2 332.2 80.6 97.5 178.8
Operations onthe endocrinesystem. . . . . ................... 06-07 41.0 22.9 58.1 * 35.3 7.7 77.2
Operationsontheeye ... ......... ... .. .. . i 08-16 159.2 186.7 162.4 44.5 55.8 182.8 704.3
Operationsontheear. . .. ... .. ... ... ... 18-20 51.6 61.7 42.0 119.3 30.6 31.7 40.3
Operations on the nose, mouth, and pharynx . . . ............... 21-29 216.1 236.7 196.7 214.4 202.6 205.4 284.2
Tonsillectomy with or without adenoidectomy . .. ........... 28.2-28.3 34.1 32.5 357 88.2 23.8 * *
Operations on the respiratory system . . .. ........... ... ... 30--34 381.6 461.2 306.6 109.7 147.5 620.5 1,364.8
Bronchoscopy with or without biopsy - . . ... .. ... ... 33.21-33.24,33.27 123.4 153.4 85.2 32.2 38.4 202.3 479.0
Operations on the cardiovascularsystem. . .. .. ............... 35-39 1,645.5 1,860.3 1,348.9 269.0 407.5 3,161.0 6,366.7
Removal of coronary artery obstruction. . .. .................. 36.0 131.9 183.5 83.3 * 20.8 350.0 449.1
Coronary artery bypass graftl. 36.1 162.6 243.5 86.4 * 19.4 381.3 650.2
Cardiac catheterization. . . . ... ............. ... ... 37.21-37.23 399.1 496.0 307.9 33.7 75.9 956.3 1,404.8
Insertion, replacement, removal, and revision
of pacemakerfeadsordevice . ... ........ ... .. ... .. 37.7-37.8 119.6 119.3 119.9 * 7.8 94.3 769.9
Shuntorvascularbypass. . . ........ ... ... .. .o 39.0-39.2 67.2 75.7 59.1 * 11.9 121.7 293.5
Hemodialysis . .. . .. ... .o 39.95 104.0 106.0 102.2 * 52.5 168.1 372.6
Operations on the hemic and lymphaticsystem. . . . ............. 4041 156.3 174.3 139.4 355 66.2 234.5 583.3
Operations on the digestive system . ., . . .. .. ....... .. .. ..... 42-54  2,218.8 1,908.0 2,511.6 401.3 1,342.6 2,897.9 7,455.8
Endoscopy of small intestine with or
withoutbiopsy. . . .............. ... ... .. .. 45.11-45.14,45.16 320.9 321.9 320.0 20.1 123.9 431.9 1,405.6
Endoscopy of large intestine with or
withoutbiopsy . ... .. ... 45.21-45.25 229.0 192.6 263.4 * 77.3 2721 1,111
Partial excision of largeintestine . . . . . ........ ... ... . ... .. 45.7 87.7 77.7 97.1 * 19.6 121.6 436.3
Appendectomy, excluding incidental . .. .. ....... .. ... .. ... 47.0 101.8 111.4 92.7 102.5 133.4 61.8 42.6
Cholecystectomy .................................... 51.2 227.8 136.9 3134 * 165.8 405.0 581.9
Repairofinguinalhernia . .. ... .. ... ... ... cooue.n... 53.0-53.1 68.8 127.4 13.6 45.8 26.8 109.0 204.1
Lysis of peritoneal adhesions . . . .. .. ... .. .. 54.5 135.4 49.4 216.5 *9.3 142.8 161.3 289.5
Operations onthe urinary system . . . . .. .. ... . ... 621.8 727.4 522.3 85.0 321.2 825.3 2,361.6
Cystoscopy with or without biopsy. . . . . ............... 57. 31—57 33 182.6 273.9 96.7 17.2 54.7 2211 884.7
Operations onthe male genitalorgans . . . ................... 60-64 233.2 480.8 .. 84.3 33.9 248.5 1,203.3
Prostatectomy . .. ... .. . .. e 60.2-60.6 145.1 299.1 .. * 145.6 930.0
Operations on the female genitalorgans . . . .. ................ 65-71 921.3 1,789.0 *14 9 1,388.0 953.3 728.4
Oophorectomy and salpingo-oophorectomy . . . ............ 65.3-65.6 1827 354.8 211.8 321.7 184.2
Bilateral destruction or occlusion of
fallopiantubes . . . . . ... .. e 66.2-66.3 160.1 3109 * 341.7 * ce
Hysterectomy . . ... ..ot 68.3-68.7 218.0 423.4 - 275.6 344.7 198.2
Dilation and curettage ofuterus . . . ........ ... . ... .. ... 69.0 78.0 151.6 * 136.0 46.1 43.9
Repair of cystocele andrectocele . . ... ........ . ... .. ... 70.5 65.3 107.4 34.0 103.6 158.5
Obstetrical procedures . . . .. .. oo i ittt e e 72-75 2,740.4 5,321.8 43.4 5,846.4 *
Episiotomy with or without forceps
orvacuumextraction. . .. ... ... ... ... 72.1,72.21,72.31,72.71,73.6 672.2 1,305.3 *14.0 1,431.9 *
Artificial rupture of membranes . . . .. .. ...l 73.0 309.2 600.4 * 659.5 *
Cesareansection. . . . ... ... ., h 74.0-74.2,74.4,74.99 3725 723.4 * 795.9 *
Fetal EKG (scalp) and fetal monitoring,
not otherwise specified . . . ... ... ... .. ... ... .. .. 75.32,75.34 529.4 1,028.1 * 1,129.6 * ..
Repair of current obstetric laceration. . . . ................ 75.5-75.6 317.3 616.1 * 677.3 * ..
Operations on the musculoskeletal system. . . ................. 684 1,326.3 1,406.7 1,250.6 376.9 1,131.2 1,708.4 3,131.8
Partial excisionofbone. . . . ... ... .. . o L 76.2-76.3,77. 6—-77 8 86.2 97.6 75.5 17.9 82.3 142.8 136.0
Open reduction of fracture with internal fixation. . . ... ........... 79.3 166.7 158.4 174.6 48.4 124.2 162.3 535.6
Excision or destruction of intervertebral disc. . . .. ........ .. ..., 80.5 122.2 149.3 96.6 * 138.1 218.3 131.4
Totalhipreplacement. . .. .. ... ... ... ... 81.51 46.6 411 51.8 * *7.2 65.5 244.5
Totalknee replacement. . . .. ... ... L i 81.54 64.0 494 77.8 - * 77.6 382.3
Operations on the integqumentary system. . . . .. ............... 85-86 528.5 453.8 598.8 135.9 417.3 706.7 1,357.2
Mastectomy . . . .. .o e e e 85.4 47.2 * 90.9 * 14.8 0.3 184.0
Debridement of wound, infection, orburn. . . . .. .......... 86.22,86.28 130.0 149.0 112.1 35.2 91.1 133.0 433.6
Skingraft. . ... ... e 86.6-86.7 39.5 49.0 30.6 17.2 34.5 48.2 84.0
Miscellaneous diagnostic and therapeutic procedures. . . .. ........ 87-99 5,900.5 5,743.6 6,048.2 1,685.4 2,903.8 8,013.9 21,148.8
Computerized axial tomography. . .. ... ... 87.03,87.41,87.71,88.01,88.38 582.4 577.4 587.0 126. 308.0 701.7 .-,210 6
Pyelogram. . . .. ... i e 87.73-87.75 97.8 109.3 86.9 * 79.9 129.9 272.0
Arteriography and angiocardiography using
contrast material. . . . . .. .. i e 88.4-88.5 685.8 813.8 565.3 40.3 155.5 1,548.0 2,492.2
Diagnostic ultrasound 3 635.2 536.2 728.5 133.3 362.7 758.9 2,328.6
Circulatory monitoring . . . . .. ... .o i e e 89.6 280.5 278.9 282.0 52.0 100.9 356.6 1,226.9
Radioisotope scan . . . . ...... ... .. . i 92.0-92.1 215.0 187.5 241.0 28.5 89.7 316.3 851.8
Respiratory therapy . . . . . ..o ot i e e 93.9 484.5 490.1 479.1 356.1 165.2 605.2 1,853.0

1The rate per 1,000,000 population of discharged patients with a coronary bypass graft was 105.8.
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Technical notes
Survey methodology

Source of data

The National Hospital Discharge
Survey 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 with an average length of
stay for all patients of less than 30
days) or those whose specialty is
general (medical or surgical) or
children’s general are inciuded in the
survey. These hospitals must also
have six beds or more staffed for
patient use.

From 1988 through 1990, the
NHDS sampling frame consisted of
hospitals that were listed in the April
1987 SMG Hospital Market Tape (3),
met the above criteria, and began
accepting patients by August 1987. In
1991 the sampling frame was updated
to include hospitals from the 1991
SMG Hospital Database Tape (4).
For 1991, the sample consisted of 528
hospitals. Of the 528 hospitals, 7 were
found to be out of scope (ineligible)
because they went out of business or
otherwise failed to meet the criteria
for the NHDS universe. Of the 521
in-scope (eligible) hospitals, 484
responded to the survey.

Sample design and data collection

The 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. A report
on the design and development of the
original NHDS was published (1).

Beginning in 1988, the NHDS
sample includes with certainty all

hospitals with 1,000 beds or more or
40,000 discharges or more annually.
The remaining sample of hospitals is
based on a stratified three-stage
design. The first stage consists of a
selection of 112 primary sampling
units (PSU’s) that comprise a
probability subsample of PSU’s to be
used in the 1985-94 National Health
Interview Survey. The second stage
consists of 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.

Two data collection procedures
were used for the survey. The first
was a manual system of sample
selection and data abstraction. The
second was an automated method,
used for approximately 33 percent of
the respondent hospitals in 1991, that
involved the purchase of data tapes
from abstracting service organizations,
state data systems, or hospitals.

In the manual system, the sample
selection and the transcription of
information from the 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. Of the
hospitals using the manual system in
1991, 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 that were systematically sampled
by NCHS.

The medical abstract form and
the automated data tapes contain
items relating to the personal
characteristics of the patient,
including birth date, sex, race, and
marital status but not name and
address; administrative information,
including admission and discharge
dates, discharge status, and medical
record number; and medical
information, including diagnoses and

surgical and nonsurgical operations or
procedures. Since 1977, patient ZIP
Code, expected source of payment,
and dates of surgery have also been
collected. (The medical record
number and patient ZIP Code are
confidential information and are not
available to the public.)

Presentation of estimates

The relative standard error of the
estimate and the number of sample
records on which the estimate is
based (referred to as the sample size)
are used to identify estimates with
relatively low reliability.

Because of the complex sample
design of the NHDS, estimates of less
than 5,000 are not presented; only an
asterisk (*) appears in the tables.
These estimates generally have a
relative standard error of more than
30 percent or are based on a sample
of less than 30 cases. Estimates of
5,000 to 9,000 are preceded by an
asterisk (*) to indicate that they
should not be assumed to be reliable.
These estimates are generally based
on less than 60 cases.

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 (5).

The constants for relative
standard error curves for the National
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Hospital Discharge Survey are
presented in table I. The constants
for 1990 are shown because 1991
constants were not available at the
time of publication and little
difference is expected in the constants
for the 2 years. The relative standard
error [RSE(X )] of an estimate X may
be estimated from the formula:

RSE(X)=100 (va + b/X )

where X, a, and b are as defined in
table L.

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 will
not necessarily agree precisely with
rates or average lengths of stay
calculated from rounded data.

Tests of significance

In this report, statistical inference
is 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
difference exists between the
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.

Terms relating to
hospitalization

Hospitals — All hospitals with an
average length of stay for all patients
of less than 30 days or hospitals
whose specialty is general (medical or
surgical) or children’s general are
eligible for inclusion in the National
Hospital Discharge Survey, except
Federal hospitals, hospital units of
institutions, and hospitals with less
than six beds staffed for patients’ use.

Patient— A person who is formally
admitted to the inpatient service of a
short-stay hospital for observation,
care, diagnosis, or treatment. The
terms “patient” and “inpatient” are
used 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 “discharges” and “patients
discharged” are used synonymously.

Discharge rate— The ratio of the
number of hospital discharges during
a year to the number of persons in
the civilian population on July 1 of
that year.

Days of care—The number of
patient days accumulated at time of
discharge by a patient. A stay of less
than 1 day (patient admission and
discharge on the same day) is

Table 1. Estimated parameters for relative standard error equations for National Hosplital
Discharge Survey statistics, by sex, age, and geographic region: United States, 1990

Number of discharges or

first-listed diagnoses Number of procedures
Characteristic a b a b
Total ... ... e 0.00213 228.834 0.00547 92,597
Sex
Male . ..... ... ... ... . ..., 0.00152 313.07¢9 0.00410 89.724
Female.................... 0.00125 311.632 0.00337 83.021
Age
Under1Syears. . ... .......... 0.01597 47.116 0.03171 44.124
154d4years. . ............... 0.00142 299.762 0.00302 139.070
45-B4vyears. . . ... ... 0.00157 234.543 0.00491 68.024
65yearsandover............. 0.00161 263.223 0.00436 47.886
Region
Northeast . . ................ 0.00274 56.268 0.00588 108.765
Midwest . .. ... .. ... L. 0.00487 183.531 0.00885 107.681
South., . ........ ... .. ..., 0.00375 343.892 0.00781 50.919
West ... . L 0.00564 318.914 0.01235 144,582

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 discharged 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)
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 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
equivalent 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. Beginning with the 1991 data,
a]l ICD-9-CM procedure codes are
used in the NHDS, Previously
selected codes, primarily codes for
miscellaneous diagnostic and
therapeutic procedures, were not
used.

All-listed procedures —The number
of procedures on the face sheet of
the medical record. In the NHDS a
maximum of four procedures are
coded.

Rate of procedures —The ratio of
the number of procedures during a
year to the number of persons in the
civilian population on July 1 of that
year determines the rate of
procedures.



Advance Data No. 227 ¢ March 3, 1993

11

Demographic terms

Population —The U.S. resident
population excluding members of the
Armed Forces.

Age—Patient’s age at birthday
prior to admission to the hospital.

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

Region States included

Northeast... Maine, New
Hampshire, Vermont,
Massachusetts, Rhode
Island, Connecticut,
New York, New Jersey,
and Pennsylvania

Midwest . ... Michigan, Ohio,
Illinois, Indiana,
Wisconsin, Minnesota,
Iowa, Missouri, North
Dakota, South Dakota,
Nebraska, and Kansas

South ...... Delaware, Maryland,
District of Columbia,
Virginia, West Virginia,
North Carolina, South
Carolina, Georgia,
Florida, Kentucky,
Tennessee, Alabama,
Mississippi, Arkansas,
Louisiana, Oklahoma,
and Texas

West....... Montana, Idaho,
Wyoming, Colorado,
New Mexico, Arizona,
Utah, Nevada,
Washington, Oregon,
California, Hawaii, and
Alaska

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
(see Technical notes)

Figure suppressed to comply with
confidentiality requirements
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Office Visits to General Surgeons 1989-90, National
Ambulatory Medical Care Survey

by David A. Woodwell, Division of Health Care Statistics

This report describes visits made
to general surgeons from March 1989
through December 1990. The
information was collected by means
of the National Ambulatory Medical
Care Survey (NAMCS), a continuing
probability sample survey of the
private office-based, non-Federal
physicians practicing in the United
States. NAMCS excludes physicians
who specialize in anesthesiology,
pathology, or radiology and physicians
who are principally engaged in
teaching, research, or administration.
The survey also excludes those visits
made to hospital emergency or
outpatient departments. NAMCS was
conducted annually from 1973
through 1981, again in 1985, and
resumed as an annual survey in 1989,
by the Division of Health Care
Statistics, National Center for Health
Statistics, Centers for Disease Control
and Prevention. Participation in the
NAMCS is voluntary.

Data in this report are from the
1989 and 1990 NAMCS, which were
conducted in identical fashion using
the same survey instruments,
definitions, and procedures. The data
were combined in order to obtain
more reliable estimates. The figures
in this report are estimated from a
sample, not the entire universe, of

visits to general surgeons, and are
therefore subject to sampling
variability. All estimates in this
report, including the number of visits,
the number of drug mentions, and
the visit rates, have been adjusted to
represent average annual statistics
and do not represent 2-year totals.
The technical notes at the end of the
report provide guidelines for judging
the precision of the estimates.
Definitions of key terms used in the
survey are also provided. The patient
record form used for data collection
in both 1989 and 1990 is shown in
figure 1.

Data highlights

During 1989-90, there was an
estimated annual average of 23.9
million visits to general surgeons
accounting for 3.4 percent of all office
visits to ambulatory care physicians in
the United States (table 1). This
estimated annual average of 23.9
million visits is a significant decrease
from the estimated annual average of
30.5 million visits in 1980-81 (1) and
a further decrease from the estimated
41.2 million visits in 1975 (2). As a
percent of total visits to all
physicians, visits to general surgeons
also decreased during this period

from 7.3 percent in 1975 to 5.3
percent in 1980-81 to 3.4 percent in
1989-90. Whereas general surgeons
had an average annual visit rate of 20
visits per 100 persons in 1975, their
average annual visit rate in 1989-90
was only 10 visits per 100 persons, or
half the 1975 rate. The declining
trend in the visit rate to general
surgeons could be attributed in part
to the fact that since 1980 the
number of general surgeons, as a
percentage of all surgeons, has
decreased 14.3 percent. As a percent
of all physicians, general surgeons
have decreased from 8.3 percent in
1980 to 6.8 percent in 1990 —a
decrease of 18.1 percent (3,4).

Patient characteristics

As shown in table 2, seven of
every eight patients (88 percent) who
visited general surgeons were 25 years
of age or oider. Visits made by
patients ages 25-64 years represented
over half of all visits to the general
surgeon, with those ages 65-74 and
75 years and over accounting for
another 30 percent of the visits. The
visit rate increased with age from 2
visits per 100 persons for patients
under 15 years of age to 27 visits per
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PATIENT RECORD

OMB No. 08200234

a. MOST IMPORTANT

*REASON(S) FOR THIS VISIT //n panent's own words]

Expires 8-31-89
T By e NATIONAL AMBULATORY MEDICAL CARE SURVEY (PHS) 61058
2 &P CODE 4 Sex &, COLOR OR 6. ETHNICITY 7 . EXPECTED SOURCE(S) OF PAYMENT 8. WAS PATENT
* “RACE * * {Check all that apply] .¥EHERV§% I:gR
WHITE BLUE CROSS/
+ [ Femace ; g N 1 [ peseanc v [ sewray o [ B SIS 7 [[] wo cHasce mm,
3.DATEOFBRTH :mmcmc 2 ] mepicane 5 D OTHER COMMERCIAL 4 D OTHER
2 [J mais 3 [ 12N 2 [0 e INSURANCE Seecfs] 1Jves 2[]wo
Nos W Ve « [ esximomieo 3 [] meocan 6 [] [I07R2 AOY
9 PATENT'S COMPLAINT(S), SYMPTOMIS), OR OTHER 1 0_ PHYSICIAN'S DIAGNOSES 1 1 HAVE YOU SEEN

8 PRINCIPAL DIAGNOSIS/PROBLEM ASSOCIATED WITH ITEM 9s.

® PATIENT BEFORE?

1Jves 2w
{

b. OTHER

b OTHER SIGNIFICANT CURRENT DIAGNOSES

IF YES, FOR '?THE CONDITION

IN ITEM 10a
2]~

1[0 ves

1 2 DIAGNOSTIC/ SCREENING SERVICES
* [Check all ordered or provided]

1 [ wome
2 [] papTesT

3 [[] peLvic exam

8 [ ] urwacysis
9 [] cresT x-Ray
4 [] sreast paLpaTion
5 [ ] mammocRram

& [ visuaL acuiry 12 [] sTooL sLOOD ExaM

7 {T] eLoop pRessuRE cHECK

10 [] DIGITAL RECTAL ExAM

" D PROCT/SIGMOIDOSCOPY

13 ] ORAL GLUCOSE TOL.

14 [ ] cHoLESTEROL MEASURE
15 [[] mv seroLoGy

16 ] oTHeR 8LOOD TEST

17 [ orHeR 1speciny

1 3 COUNSELING/ADVICE
® [Check alf ordered or provided)

1 [ none

2 D WEIGHT REDUCTION

3 [ ] eroesTeroL RepucTION
4 [[] smoxmc cessaTion

5 [ ] v TRANSMISSION

& ("] erEasT SELF Exam

14. NON-MEDICATION THERAPY

[Check all ordered or provided]
1 [ wone
2 [[] psverotrenapy
3 [] commecTive LensEs
4 D AMBULATORY SURGERY
s [ ] pHvsioTHERAPY

6 (] oTHER sSpecityl

7 D OTHER

IF NONE, CHECK MERE ||

1 5 o, MEDICATION THERAPY [Record all new or continued medications ordered or provided at this visit. Use the same
brand name or genenc name entered on any Rx or office medical record. Include immuniung and desensitizing agents.]

O 0 0O -0
0 =0 0 =00
g 0 0 =0
0 =0 0O =0
0 0 O =0

1 6 DISPOSITION THIS VISIT 1 7 DURATION
* [Check all that apply] ® OF THIS

VISIT

1 [T] noroLLow-up pLannED [Time
acrually

2 [] RETURN AT SPECIFIED TIME spent with
physician}

3 [[] meruan IF NEEDED. P.AN.

TELEPHONE FOLLOW-UP

<R

5 (] REFERRED TO OTHER PHYSICIAN

6 [ reTurneD 1o RereRRING

FHYSICIAN
7 {T] apmit 10 HOSPITAL T
8 [[] omHeR 1sprsiy

Figure 1. Patient record form

100 persons for patients 75 years of
age and over.

General surgeons had
significantly more visits by females
than visits by males in 1989-90.
About 62 percent of the visits were
made by females, which was similar
to the distribution in 1975 (2). For
both males and females, the percent
of visits for patients 2544 years old
increased significantly from the
percent of visits for patients 15-24
years old. In addition, females

represented a significantly higher
percent of visits in the two age groups
25-44 and 45-64, about 37 percent
for females compared with about 21
percent for males. The visit rates
were not significantly different by
consecutive age groups, within or bet-
ween male and female groups, but was
significant from the under 15 age group
to the 75 years and older age group.
Most of the visits to the general
surgeon were made by white persons,
nearly 82 percent, as compared with

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

black persons, 15 percent (table 3).
For both white and black persons,
females visited more often than
males. There was no significant
difference in the visit rate between
white and black persons. White
persons had an average annual visit
rate of 10 visits per 100 persons as
compared with black persons who had
a visit rate of 12 visits per 100
persons. This similarity in the visit
rate indicates that general surgeons
had approximately the same
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Table 1. Average annual number, percent distribution, and average annual rate of office
visits, by physician specialty: United States, 1983-90

Average annual Average annual

number of visits Percent number of visits

Physician specialty in thousands distribution  per 100 persons
Allvisits . ..t e e e 698,653 100.0 285
General and family practice . . ... ............ 208,045 29.8 85
Intermalmedicine. . . ........ . ... .. ... ... 87,719 12.6 38
Pediatrics . ...... ... i 84,280 121 34
Obstetrics and gynecology. . . . ... ..ot 59,812 8.6 24
Ophthalmology . - . ..o v e it iin e i e n 41,302 59 17
Orthopedic SUrgery . ..o .v v i n i eenenenn. 34,033 4.9 14
Dermatology . .......ccuiiiniinnn.. 25,164 3.6 10
General SUrgery . ..o v v vt et it ceenee e 23,891 3.4 10
Psychiatty . . . ... ... o il 18,790 2.7 8
Otolaryngology . .« . o o vt i vt e i e e 16,957 24 7
Cardiovasculardiseases . . ... .............. 11,040 1.6 5
Urologicalsurgery . . . ... ..o oii oL 9,852 1.4 4
Neuroiogy . « o v v v vt et e e e 6,167 0.9 3
Allotherspeciafties . .. ................... 71,603 10.2 29

Table 2. Average annual humber and percent distribution and average annual rate of office
visits to general surgeons, by sex and age: United States, 198980

Average annual Average annual

number of visits Percent number of visits
Sex and age in thousands distribution  per 100 persons
Total Visits . . . vttt it i i e e 23,891 100.0 10
Under1Syears . ... ..cvi it invinnnernne 1,028 4.3 2
15-24y0arS . .. v it e e e 1,815 7.6 S
2544years . ... it it i e 6,580 275 8
45-B4years . ... ... e 7,201 30.1 16
BE~7A4Years . ... v i ittt e 4,207 17.6 23
7o5yearsand over . ... ... ... ie e 3,059 12.8 27
Male . ... i e 9,168 38.4 8
Under1Syears . . ... oicin e avnnvnnn, 546 23 2
15-24years . . ...t i e e 843 3.5 5
2544 YRAIS . . ...t s e 2,541 10.6 7
B - T 2,530 10.6 11
B5-74years . ... ... i e e 1,532 6.4 19
75yearsand over .. ... . ..c. et 1177 4.9 28
Female......... ...ttt 14,722 61.6 12
Underi15Syears . . .. cov i omenneneennn 482 2.0 2
15-24years . . .. vt i e 872 4.1 5
25-44YarS . . ... it e 4,039 16.8 10
45-B4vyears . ... ... et 4,672 19.6 19
65-74years . .. ... .. e e 2,674 1.2 27
7Syearsand over .. ..... ... e 1,882 7.9 26

proportion of visits by race as the
proportion in the general population.

Expected sources of payment

As shown in table 4, Medicare
(almost 26 percent) and “other
commercial” insurance (almost 25
percent) were the most frequent
sources of payment for visits made to
general surgeons. For ail physicians,

Medicare was used as a source of
payment in 19 percent of the visits, a
significant difference of approximately
7 percent reflecting the high rate of
older patients that visit general
surgeons. Patients paid all or part of
the visit cost in an estimated 16
percent of the visits to general
surgeons, which is significantly lower
than the estimated 31 percent for all
physicians. The visits in which the

patient was not charged (almost 8
percent) was higher for general
surgeons as compared with all
physicians (about 2 percent).
Medicaid, Blue Cross/Blue Shield,
and pre-paid plans (HMO’s, IPA’s,
and PPO’s) were a payment source
for about 9 percent, 15 percent, and
13 percent of the visits respectively. If
a patient used more than one source
of payment, all sources were recorded
in item 17 of the patient record form.

Patient status

As illustrated in table 5, of the
visits made to general surgeons in
1989-90, about 14 percent were
referred, as compared with about 6
percent of the visits for all physicians.
Unpublished data from the 1977 and
1980 NAMCS (1977 was the first year
referral data were collected) showed
that approximately 11 percent of the
visits to general surgeons were
referred. In 1985, the percent of visits
referred was about 14 percent, which
is not significantly different than the
estimates from 1977, 1980, or
1989-90.

The visit status of the patient
(item 11 on the patient record form)
shows that most of the visits were
made by patients the physician had
previously seen for the same
condition (about 65 percent). About
15 percent of the visits were made by
patients seen before who were
presenting a new problem, and about
20 percent of the visits were made by
new patients.

Patient’s reason for visit

The principal reason for visit to
the general surgeon, as expressed by
the patient, is shown in tables 6 and
7. The principal reason for visit is the
problem, complaint, or cause listed
first on item 9 of the patient record
form. These data have been classified
and coded according to the Reason
for Visit Classification for Ambulatory
Care (RVC) (5).

The RVC is divided into eight
modules (or groups of reasons) as
detailed in table 6. For visits to
general surgeons, the symptom
module was most often cited,
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Table 3. Average annual number, percent distribution, and average annual rate of office
visits to general surgeons, by race and sex: United States, 1989-90

Average annual Average annual

number of visits Percent number of visits

Race and sex in thousands distribution per 100 persons
Totalvisits . . ... ... ... .. 23,891 100.0 10
Black . .. ... . i e e i e e 3,572 15.0 12
Male . .......... ..., 1,265 5.3 9
Female .. ....... ... 0t ieininnann. 2,306 9.7 14
White . .. ..., . . i e 19,570 81.9 10
Male . . ... e e 7,571 31.7 8
Female .. ....... ... . c.ciiiuiiennnnn 11,999 50.2 13
Other' L. 510 2.1 6
Male ... ....... ... .. 215 0.9 5
Female .. ..........cciiiiieeenenn. 296 1.2 7

Unspecified . . . ......... ... ..., 239 1.0

Yinciudes Astan and Pacific Islander and Amencan Indian, Eskimo, and Aleut.

Table 4. Average annual number and percent distribution of office visits to general
surgeons and percent distribution of office visits for all physicians by the expected

source of payment: United States, 1989-90

Visits to alf
Visits to general surgeons physicians
Average annual
number of visits Percent Percent
Source of payment in thousands distribution distribution
Totalvisits . . . ............. 23,891 100.0 100.0
Seffpay ................. 3,766 15.8 31.2
Medicare. . . . ............. 6,145 25.7 19.0
Medicaid. .. .............. 2,237 9.4 8.1
Blue Cross/Blue Shield. . . ... .. 3,567 14.9 11.7
Other commercial . .......... 5,848 24.5 228
Pre-paid plan, HMO/IPA/PPO’. . . . 3,046 12.7 14.8
Nocharge................ 1,814 7.6 1.8
Other. . ..... ..., 1,620 6.8 55
Unknown. . . .............. 409 1.7 2.0

'HMO is heatth maintenance organization, IPA 1s individual practice association, and PPO is preferred provider organization.

NOTE: Numbers may not add to totals because more than one source was possible.

Table 5. Average annual number and percent distribution of office visits to general
surgeons, by patient’s referral status and visit status: United States, 1969-90

Average annual
number of visits Percent
Referral and visit status in thousands distribution
AIWVISHS . .o e e e e 23,891 100.0
Patient referred
YOS . it e e e e e e e e e e e e 3,430 14.4
= O 20,460 85.6
Visit status

L T T 4,735 19.8
Oidpatient, newproblem ... ....... ... .. ... . ... 3,606 151
Oid patient, old problem . . . . .. ... 0. e e 15,549 65.1

containing about 51 percent of all the
reasons for visit. Within the symptom
module, symptoms of the
musculoskeletal system and the
genitourinary systems were the reason
for visit in approximately 11 percent
and 10 percent of the visits
respectively. The treatment module
accounted for about one-fifth or
about 21 percent of the reasons for
visit, more than double the
corresponding percent for all
physicians. This high percentage for
the treatment module reflects the
type of practice the general surgeon
has and the procedures performed as
compared with the other speciaities.
The disease module, the diagnostic,
screening, and preventive module,
and the injury and adverse effects
module, accounted for around 15, 6,
and 4 percent of the visits
respectively.

The 20 most common principal
reasons for visit to general surgeons,
as expressed by the patient, are listed
in table 7. These reasons account for
approximately half of all visits to
general surgeons. The first listed
principal reason for visit was for lump
or mass of breast, which accounted
for about 4 percent of the average
annual 23.9 million visits to general
surgeons. Lump or mass of breast
represented 4.3 percent of visits in
1989-90, which is not significantly
different than the 1980-81 estimate of
3.1 percent (1). An additional 3.8
percent of the principal reasons for
visit were related to the breast,
including breast examination, other
symptoms referable to breast, and
pain or soreness of breast resulting in
a total of 8.1 percent. The lump or
mass of breast was followed by
stomach pain, cramps or spasms and
hernia of abdominal cavity with about
4 percent and 3 percent respectively.
Overall, of the top 20 principal
reasons for visit in 1989-90, few have
changed significantly since 1980-81.

Physician’s diagnosis

Data on the principal diagnosis
rendered by the general surgeon are
shown in tables 8 and 9. The
principal diagnosis is listed on item
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Table 6. Average annual number and percent distribution of office visits te general
surgeons by principal reason for visit module: United States, 1989-90

Average annual

number of visits Percent
Principal reason for visit module and AVC code' in thousands distribution
All principal reasons forvisit. . . .. ... ... ... .. i 23,891 100.0
Symptommodule .. ... i S$100-5999 12,211 51.1
Symptoms referable to digestive system . . ... ... ... S500-5639 2,130 8.9
Symptoms referable to the genitourinary system. . .. .. S640-5829 2,274 9.5
Symptoms referable to skin, hair, and nails . . . .. .. .. S830-S899 2,178 9.1
Symptoms referable to the musculoskeletal system . . . .S900-S999 2,601 10.8
Diseasemodule .......... .0 D001-D999 3474 14.5
Diagnostic, screening, and preventive module. . . ... ... X100-X598 1,360 57
Treatmentmodule .. ...... .00ttt T100-T899 4,920 20.6
Injury and adverse effects module. . . .............. J001-J399 998 4.2
Allothermodules®. . . ... veite et e 927 40

Based on A Reason for Visit Classification for Ambulatory Care (RVC) (5).
Zncludes test results and administrative modules, uncadable and blank entries.

Table 7. Average annual number, percent distribution, and cumulative percent of office
visits by the 20 principal reasons for visit most frequently mentioned by patients:

United States, 1989-90

Average annual

number of visits Percent Cummulative

Rank Principal reason for visit and RVC code’ in thousands distribution percent
Allreasonsforvisit. . . . .. ... ... ... ..., 23,8 100.0 ——
1 Lumpormassofbreast............... S$805 1,034 4.3 4.3
2 Stomach pain, cramps or Spasms. . . .. .. . . S545 871 3.6 7.9
3 Hernia of abdominal cavity . ... ......... D660 766 3.2 11.1
4 Skinlesion . ....... .. S865 729 3.1 14.2
§ Suture-insertion, removal ... ........... T555 590 25 16.7
6 Necksymptoms................o.. S300 514 22 189
7 Symptoms referable to anus-rectum . ... ... S605 480 2.0 20.9
8 LegsSympltoms. . . oo vttt i einn e 5920 430 1.8 22.7
9 Backsymptoms . .............c.u... S905 364 1.5 242
10 Breastexamination . ................. X220 355 1.5 25.7
11 Pain,stenotspecified. . .. ............ S0585 350 1.5 27.2
12 Other symptomns referable to breast. . . ... .. S810 321 1.3 285
13 Othergrowthofskin . ................ 5855 37 1.3 29.8
14 General medical examination. . . ... .. ... . X100 317 1.3 31.1
15 For other and unspecified test results . . . ... R700 292 12 323
16 Footandtoesymptoms ............... 5935 2868 1.1 33.4
17 Painorsorenessofbreast ........... . 8800 248 1.0 34.4
18 Otherdiseasesofskin................ D825 247 1.0 35.4
19 SKinrash ... ..o vt ii it S860 227 1.0 36.4
20 Chest pain & related symptoms . .. ....... S050 209 0.9 373

Based on A Reason for Visit Classification for Ambulatory Care (RVC) (5).

10a of the patient record form and
corresponds with the principal reason
for visit (item 9a). This information
was coded and classified according to
the International Classification of
Diseases, 9th Revision, Clinical
Modification (ICD-9-CM) (6).

The categories in table 8 are
divided among the major systems of
the body as defined by the
ICD-9-CM. Diseases of the digestive
system was the largest category with
nearly 16 percent of the diagnoses.
The supplemental classification,
neoplasms, and diseases of the

genitourinary system followed with
approximately 13, 13, and 11 percent
of the visits respectively. The
distribution of visits to general
surgeons, as compared with all
physicians, differ greatly in their
diagnoses. For example, diseases of
the digestive system accounted for
almost 16 percent of the visits to
general surgeons compared with
around 4 percent of the visits to all
physicians. Diseases of the respiratory
system accounted for about 4 percent
of the principal diagnoses made by
general surgeons, which is much

smaller than the 14 percent made by
all physicians. Neoplasms accounted
for almost 13 percent of the primary
diagnoses by general surgeons, which
was significantly larger than the about
3 percent for all physicians.

The 20 most frequently diagnosed
conditions made by general surgeons
in 1989-90 is listed in table 9. Benign
mammary dysplasias accounted for
about 4 percent of the principal
diagnoses; when combined with other
disorders of the breast and malignant
neoplasms of the female breast,
diagnoses related to the breast
accounted for almost 11 percent of
the diagnoses by general surgeons in
1989-90 as compared with about 7
percent in 1980-81 (1). This is an
increase equal to about 47 percent.
Inguinal hernia accounted for an
estimated 3.9 percent of the
diagnoses. A few of the other
principal diagnoses have noteworthy
changes since 1980-81 —acute upper
respiratory infection of multiple or
unspecified sites in 1980-81 were an
estimated 2.4 percent of the visits (1),
but in 1989-90 fell to 0.8 percent of
the visits; sprains and strains of other
and unspecified parts of the back
increased from 0.7 percent in 198081
(1) to 2.2 percent in 1989-90.

Diagnostic services and
counseling

Most visits made to general
surgeons included at least one
diagnostic or screening service. As
shown in table 10, patients had their
blood pressure taken in about 23
percent of the office visits to general
surgeons, which is significantly lower
than almost 37 percent for all
physicians. In addition, the “other
blood test” category accounted for
about 8 percent of the visits and
“urinalysis” accounted for 6 percent
of the visits, which are also lower
than the approximately 13 percent for
both diagnostic services for all
physicians. On the other hand, more
office visits to general surgeons
included a breast palpation and
mammogram as compared with all
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Table 8. Average annual number and percent distribution of office visits to general
surgeons by principal diagnoses: United States, 1989-90

Average annual

number of visits Percent
Principal diagnoses and ICD-9—CM codes’ in thousands distribution

Total e e e e e e 23,891 100.0
Infectious & parasitic diseases . . ... ........ .. ... 001-139 518 2.2
Neoplasms. . . . .. ... i i e 140-239 2,980 125
Endocrine, nutritional, and metabolic diseases and immunity

GISOTTBIS & o o v ot e e e e e 240-279 691 29
Mentaldisorders . ... .. ... ... ... 290-319 121 *0.5
Nervous system and sense organs. . . . . ... ... ........ 320-389 324 1.4
Diseases of the circulatory system . . . . . e .390-459 1,991 8.3
Diseases of the respiratory system . . . ... ... ... . ... 460519 889 3.7
Diseases of the digestive system . . .. .. .............. 520-579 3,741 15.5
Diseases of the gendourinary system . . . ... ........... 580-629 2,640 11.0
Diseases of the skin and subcutaneous tissue. . .. ........ 680~709 2,271 9.5
Diseases of the musculoskeletal system and connective tissue . . . .710-739 1,032 4.3
Symptoms, signs and ill-defined systems. . . . ... ... ... .. 780~799 1,100 4.6
Inury and poisoning. . . .. .. ... L L L o 800-999 2,189 9.2
Supplementary classifications . . ..................... V001-v082 3,042 12.7
All other diagnoses®. . ... . ... . 162 0.7
Unknown diagnoses® . . . ...t 228 1.0

YBased on International Classification of Diseases, 9th Revision, Clincal Modification (ICO-9-CM) (8).
2lncludes diseases of the blood-forming organs (280-289); complications of pregnancy, childbirth, and the puerpenum (630—
676); congenital anomalies (740-759); and certain conditions ongnatng in the pennatal period (760-779).

3inciudes blank diagnoses, noncodable diagnoses, and illegible diagnoses.

Table 9. Average annual number, percent distribution, and cumulative percent of office
visits by the 20 principal diagnoses most frequently rendered by general surgeons:
United States, 1989-90

Average annual

Principal diagnosis and number of visits Percent Cummulative
Rank 1CD-9-CM code’ in thousands distribution percent
All principal diagnoses . . .............. ... ... 23,891 100.0
1 Benign mammary dysplasias. ... ........... 610 982 4.1 4.1
2 Inguinalhernia ............ .. ... ...... 550 930 3.9 8.0
3 Other disordersofbreast. . . .. ............ 611 865 3.6 11.6
4 Malignant neoplasm of female breast . . .. ... .. 174 771 3.2 14.8
5 Diseases of sebaceousgland. . ............ 706 632 2.6 17.4
€& Other hernia of abdominal cavity without mention
of obstructionorgangrene . .. ............ 553 573 2.4 19.8
7 Sprains and strains of other and unspecified
partsofback. . . .. ....... .. .. Lo ... 847 526 2.2 22.0
8 Essental hypertension. .. . ............... 401 447 1.9 23.9
g Cholelthiasis . .. ..........c...0.... 574 431 1.8 25.7
10 Hemorrhoids. . . .. ... ... ... . . .. 455 383 1.6 27.3
11 DiabetesMelitus . . .. .................. 250 358 1.5 28.8
12 Other disorders of skin and subcutaneous tissue . .709 310 1.3 30.1
13 Other malignant neoplasmof skin . . ........ 173 307 1.3 31.4
14 Benignneoplasmofskin. ............... 216 284 1.2 32.6
15 Observation and evaluation for suspected
condtion . ... V71 274 14 33.7
16 Vancose veins of lower extrerntties . . . ... ... .. 454 271 1.1 34.8
17 Lipoma . ... e 214 257 1.1 35.9
18 Other disorders of gallbladder. . . . ... ... .... 575 227 0.9 36.8
19 Other symptoms involving abdomen and pelvis . . .789 214 0.9 37.7
20 Othercellulitisabscess .. .. .............. 682 208 0.9 38.6

'Based on International Classification of Diseases, Sth Revision, Chinical Modification (ICD-8~CM) (6).

physicians. A breast palpation
occurred in 9 percent of the office

visits to general surgeons with a

mammogram occurring in 4 percent
of the visits, compared with approxi-

mately 6 percent and 2 percent,
respectively, for all physicians.
Counseling or advice was
provided or ordered by the general
surgeon as shown in table 11. Patients

were counseled, advised, or educated
on breast self examinations in almost
7 percent of the visits, which is three
times higher than the 2.3 percent for
all physicians. They counseled,
advised, or educated patients on
weight reduction during almost 4
percent of the visits, on cholesterol
reduction in about 1 percent of the
visits, and on smoking cessation
around 2 percent of the visits.

Medication therapy

As shown in table 12, most of the
visits made to general surgeons
resulted in no drugs being
administered or prescribed. Only
about one-third (32 percent) of the
visits were “drug” visits, that is, visits
in which one or more medications
were administered or prescribed. The
corresponding percentages for all
physicians are much higher, with 60
percent of the visits being “drug”
visits. Medication prescribed by
general surgeons represent only about
2 percent of all the medications
administered or prescribed by
office-based ambulatory care
physicians in the United States. Of
the drug visits, about 58 percent were
for visits in which one drug was
administered or prescribed, almost 20
percent were for two drugs, and
about 22 percent were for three or
more drugs administered or
prescribed (table 12).

There was an estimated annual
average of 13,923,000 medications
ordered or prescribed during visits to
general surgeons in 1989-90. The
“drug mentions” are categorized into
therapeutic categories as defined by
the 1985 edition of the National Drug
Code Directory (7) and are shown in
table 13. Cardiovascular-renal drugs
accounted for almost 21 percent of
the drug mentions and included
antihypertensive agents (about 6
percent) and diuretics (around 7
percent). Drugs used for the relief of
pain accounted for about 15 percent
of the drug mentions and included
general analgesics (about 8 percent)
and antiarthritic agents (almost 7
percent).
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Table 10. Average annual number and percent distribution of office visits to general
surgeons and percent distribution of office visits for ail physicians by diagnostic service

ordered or provided: United States, 198990

Visits to all
Visits to general surgeons physicians
Average annual
number of visits Percent Percent
Diagnostic service ordered or provided in thousands distnbution distribution
Totalvisits . . .. ... ..o i 23,891 100.0 100.0
Bloodpressure. . .......... ... 5514 231 36.7
Breastpalpation ................... 2,149 9.0 &5
Otherbloodtest . . ................. 1,986 8.3 13.0
Urnalysis . ......... ... ... 1,441 6.0 12.7
Digital-rectalexam. . .. .. ............ 1,070 4.5 3.6
Mammogram . ...........ccevin.n. 952 4.0 1.6
ChestXray .. ...........covvu... 672 2.8 2.8
Other. ... .. i i e 4,27<. 17.9 25.2

Note: Numbers may not add to totals because more than one diagnostic service was possibls during the patient visit.

Table 11. Average annual number and percent distribution of office visits to general
surgeons by type of counseling and/or advice given: United States, 1989-90

Average annual

number of visits Percent
Type of counseling and/or advice in thousands distribution
Totalvisits . . . ........ .. i 23,891 100.0
None .......coniiiiiiiininnnnaennn 15,538 65.0
Weightreduction. . . ...... ... ... ...... 899 3.8
Cholesterol reduction . . . . .............. 306 13
Smokingcessation. . ......... ... ..., 360 15
HVtransmission. .. .......... ... ... *8 *0.0
Breastseff-exam..................... 1,639 6.9
Other. ... .. it ii e 5,953 24.9

Note: Numbers may not add to totals because more than one type of counselfing or advice may have been given.

The 20 medications most
frequently ordered or prescribed by
general surgeons according to their
generic ingredients are shown in table
14. Of the first five generic
ingredients listed, three are for the
relief of pain. These are
acetaminophen {approximately 6
percent), codeine (almost 4 percent),
and ibuprofen (3 percent). The other
two drugs among the top five are the
diuretics hydrochlorothiazide and
furosemide, both approximately 4
percent of medications ordered or
prescribed.

Duration and disposition of
visit

Visits made to general surgeons
in 1989~90 had a mean duration of
almost 15 minutes, excluding visits of
zero minutes. Specifically, 13 percent
of the visits lasted 1 to 5 minutes,
almost 30 percent of the visits lasted
6 to 10 minutes, about 29 percent of

the visits lasted 11 to 15 minutes, and
nearly 23 percent of the visits lasted
16 to 30 minutes. Only about 3
percent of the visits lasted longer
than 30 minutes. The duration of visit
does not include time waiting for the
physician or time receiving care from
someone else on the physician’s staff;
it includes only time spent in face-to-
face contact with the physician. Of
the visits made to general surgeons,
about 3 percent were for zero
minutes meaning that the patient had
no face-to-face contact with the
physician, but instead received
treatment from another member of
the physician’s staff (table 15).

Most of the patient visits (64
percent) made to general surgeons
ended with a disposition to return at
a specific time while about one-fifth
were to return if needed. The patient
was admitted to the hospital in about
3 percent of the visits, which is higher
than the 1 percent for all physicians
(table 15).
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Table 12. Average annual number and percent distribution of office visits to general
surgeons, by type of visit and number of medications prescribed or ordered:
United States, 1989-90

Average annual

Type of visit and number of visits Percent
number of medications in thausands distribution
AVISHS . . it e e e 23,891 100.0

Type of visit

Nondrug visit (O medications) . . . . .......... ... .. ... .. 16,202 67.8
Drugvislt, . . .. .. . e e e 7.688 32.2

1...... e e e et e e e 4,473 68.2
2 e e e e e e e e e 1,513 19.7
SOrMOTE & o vttt ettt ettt ettt e e 1,697 221

Table 13. Average annual number and percent distribution of drug mentions to general
surgeons by therapeutic category: United States, 1989-90

Average annual

number of mentions Percent
Therapeutic category1 in thousands distribution
Alldrugmentions . . .............. .. ... ..., 13,923 100.0
Antimicrobialagents. . . . ... ...... . .., 1,922 13.8
Penicillins . . . ....... . i, 363 2.6
Cephalosporing . . .. ...t iiieinanen.. 599 43
Hematologicagents. . ... ....... ... ... .... 259 1.8
Cardiovascular-renatdrugs . . .................. 2,856 20.5
Antihnypertensive agents . . . . ..... ... 0. 793 57
Diuretics. . . . . v v e e e 1,026 74
Psychopharmacologicdrugs ... ................ 434 3.1
Gastromtestinal agents . . . . ... et 1,052 7.6
Metabolic & nutrientagents . . . . ... ... .......... 592 4.3
Hormones and agents affecting hormonal mechanisms. . . 1,048 7.5
Immunologicagents. .. ....... ... . . 184 1.3
Skinfmucousmembrane . . . . ... .. e 646 4.6
Neurologic drugs. . . . ......... e e 211 1.5
L0073 ToT Y (1. 236 1.7
Drugs used for reliefofpain. . . .......... ... .... 2,151 15.4
Generalanalgesics . . ...« v ii i e 1,145 8.2
Antianthritics .. ......ccoii i, 961 6.9
Respiratorytractdrugs . . . . . ... i it it 1,083 7.8
Unclassified/miscellaneous. . . . . ................ 842 6.0
Alothers® . ... e 409 29

Therapeutic class based on the standard drug classification used in the National Drug Code Diractory, 1985 edition (7).
Zncludes: Anesthetic drugs, radiopharmaceutical/contrast media, ophthalmic drugs, otologic drugs, antiparasitic agents.
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Table 14. Average annuai number and percent distribution of the top 20 generic Symbol
Ingredients most often utilized by general surgeons: United States, 1989-90 ymbols
Ammgi annual --- Data not available
number of mentions Percent .
Rank Generic ingredient' in thousands distributon * * * Category not applicable
All drug mentions . .« .« .. ov.o... e, 13,823 w00 - Quantity zero
1 ACEtAmiNOPheN. « « v oo veeeeeieaneannns 883 63 0.0 Quantity more than zero but less
2 Hydrochlorothiazide . . .. ...... e e 510 3.7 than 0.05
3 Furosemide .. ....... ..ot 495 3.6 !
4 Codeine ..... e 483 as Z  Quantity more than zero but less
5 IDUPIOfeM. . ot v it ienn e 417 3.0 than 500 where numbers are
6 Potassium replacementsolution . ............ 300 22 rounded to thousands
7 Diftiazem. ...........0tiinnenenaeennn 241 1.7
B Cephalexin .. .......ccovevneenennannn 229 16 * Figure does not meet standard of
9 THAMIGIEN® . . . ... ... 219 1.8 reliability or precision
10 Enythromycin . . ..o vve i neennnconnnans 213 1.5
11 Phenylpropanolamine. . . . .........c0vuenn 206 1.5
12 NaproXen . . ... ..c.uictoneoensconnsnns 196 14
13 Glyburide . ..........¢c. it iienerenn 185 1.3
14 Phenylephrine . ....... ... ... i 173 1.2
15 ASDIfN . ..o it i i e i i et e 171 12
16 Metronidazole. . . ...... ... 165 1.2
17 Oxycodone .. ...coovviiienrnnennnnenns 157 1.1
18 Brompheniramine . ....... ...t iunnn 148 1.1
19 Theophylline. . . ... .. .. ivreuennonnnnnn 147 1.1
20 DigoXin. . .o ittt i s e e 142 1.0

’Frequoncy of mention combines single-ingredient drugs with mentions of ingredients in a combination drug.

Table 15. Average annual number and percent distribution of office visits to general
surgeons, by duration and disposition: United States, 1989-90

Average annual

number of visits Percent
Duration and disposition in thousands distribution
Total o i e it i e s 23,891 100.0
Duration of visit'
ZerOMINUIBS . . . .. vttt et ittt 672 28
1-Eminutes. . .. ...ttt it e e 3,094 13.0
B-10miNUteS . . . ...ttt e i it a i 7.066 29.6
11-15mMiNUeS . . ...t ettt e e e 6,870 288
16-30MINUEES . . . . vttt ettt ettt 5417 2.7
1+ minutes . . ... e i e e c e 772 3.2
Disposition of visit?
Nofollowupplanned .. .........c¢curinennnnnnnn 1,687 7.1
Return atspecifictime . ............. .. . ... ... 15,381 64.4
Returnifneeded . . . .. ..t i ittt ittt iieee e 4,477 18.7
Telephone followup planned. . . .. ... ..o 498 21
Referred to otherphysician . . .. ............. e 720 3.0
Referred to referring physician . . ................... 4393 241
Admittohospital . . : . . ... i i i e 798 3.3
[0 10T 1,320 55

Mean duration of visit was 14.7 minutes.
2Numbers may not add to totals because more than one dispasition may be reported per visit.
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Technical notes

Sources of data and
sample design

The information presented in this
report is based on data collected by
means of the National Ambulatory
Medical Care Survey (NAMCS) from
March 20, 1989, through December
30, 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. The PSU’s are
counties, groups of counties, county
equivalents (such as parishes or
independent cities), or towns and
townships (for some PSU’s in New
England). A sample of 2,535 non-
Federal, office-based physicians was
selected in 1989 and 2,528 non-
Federal, office-based physicians were
selected in 1990 from master files
maintained by the American Medical
Association and American
Osteopathic Association. The sample
included 236 general surgeons in 1989
and 230 in 1990 of which 179 were
eligible in 1989 and 160 were eligible
in 1990 for the survey. The physician
response rate for the 1989 NAMCS
was 74 percent; in 1990, it was
75 percent. General surgeons had a
response rate of 77 percent in 1989
and 75 percent in 1990. Sample
physicians were asked to complete
patient records (figure 1) for a
systematic random sample of office
visits occurring during a randomly
assigned 1-week reporting period.
Responding physicians completed
38,384 patient records in 1989 and
43,469 in 1990. General surgeons
completed 2,823 patient record forms
in 1989 and 2,897 in 1990.
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
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 (RSE’s) of selected
aggregate statistics are shown in
table I, and the relative standard
errors of the estimated number of
drug mentions are shown in table II.
All frequencies in this report are
average annual figures and must be
doubled before a significance test can
be performed. Relative standard
errors for aggregate visits and drug
estimates may be calculated using the
following general formula, where x is
the aggregate of interest in
thousands, and 4 and B are the
appropriate coefficient from table I'V.

RSE (x)=~ /4 +§ X 100.0

Approximate relative standard errors
for estimates of the percent of visits
are shown in table IIl. The RSE’s for
percent 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 (;x-P) X 100.0

Table l. Relative standard errors for
estimated numbers of office visits:
National Ambulatory Medical Care
Survey, 1989-90

Estimated number
of office visits All (General
in thousands specialties  surgeon

Relative standard error
(RSE) in percent

100 . 0 727 31.1
200 . ., 515 23.4
300 . . 42,1 20.1
400 . .o, 365 18.3
BOO . oo, 326 17.1
0 276 15.6
1000 .« o e, 232 14.4
2000 ..., 165 12.9
BOOD . . esen.., 10.7 1.9
7000 ... 9.2 11.7
10,000 . oo v 79 115
30,000 ..., 5.2 1.2
50,000 .. ..., 45 11.2
100,000 ... vron. .. 39 112
500,000 ... ....... 3.3 11.1
700000 ..., 32 1.1
1,400,000 . .. ....... 3.2

NOTE: Otolaryngologist 30 percent RSE = 110,000; all
specialties 30 percent RSE = 533,000.

Example of use of table: An aggregate estimate of 5 million
visits to a a general surgeon has a relative standard error of
11.9 percent or a standard error of 595,000 visits

(11.9 percent of 5 million).

Table 1l. Relatlve standard errors for
estimated numbers of drug mentions:
National Ambulatory Medical Care
Survey, 1989-90

Estimated numnber
of drug mentions All
in thousands specialties

General
surgeon

Relative standard error
(RSE) In percent

100 ... 90.3 36.1
200 . ... . .. 63.9 27.0
300 ...t 52.3 23.3
400 . ...l 45.3 21.1-
500 ........00n 40.6 197
700, ... . L., 34.3 18.0
1000............. 28.8 16.6
2000......... .. 206 147
5000............. 13.4 13.5
7000............. 11.5 13.3
10000 ............ 2.9 13.1
30000 ............ 6.5 12.8
50000 ............ 57 12.8
100000 ........... 4.9 12.7
500,000 ........... 4.2 12.7
700,000 ........... 4.1 127
1,400,000 .......... 4.0

NOTE: Otolaryngologist 30 percent RSE = 155,000; all
spectalties 30 percent RSE = 922,000.

Example of use of table: An aggregate estimate of 2 mifilon
drug mentons by a general surgeon has a relatve standard
error of 14.7 percent or a standard error of 294 thousand
drug mentions (14.7 percent of 2 miliion).
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Table Hll. Standard errors for percents of estimated numbers of office visits for the National Ambulatory Medical Care Survey:

United States, 198990

Estimated percent
Base of percent
(visits in thousands) 1or99 Sor8s 10 or 90 20 or 80 30 or 70 50
Standard error in percentage points
100 . . e e 2.9 6.3 8.7 11.6 13.3 14.8
2 4 241 4.5 6.2 8.2 9.4 10.3
0 13 28 3.9 5.2 6.0 6.5
2 1.1 24 33 4.4 5.0 6.0
1000 .. .00 i e e 0.9 2.0 28 37 42 4.6
2000 . ... i e 0.6 1.4 2.0 2.6 3.0 3.3
5000.....0 0000t 0.4 0.9 1.2 1.7 1.9 2.1
7000 . ... e 0.4 0.8 1.0 1.4 1.6 1.7
10000 ... ittt 0.3 0.6 0.9 1.2 1.3 18
20000 . ... .. i e 0.2 0.5 0.6 0.8 1.0 1.0
30,000 . .ot ii e e 0.2 0.4 0.5 0.7 0.8 0.8
80000 ...coviitiianinnen 0.1 0.3 0.4 0.5 0.6 0.7
80,000 ..., 0.1 0.2 03 0.4 0.5 0.5
100000 ... v ittt e 0.1 0.2 0.3 0.4 0.4 0.5
BO0000 ... .ottt 0.0 0.1 0.1 0.2 0.2 0.2
1400000 .. ...ttt 0.0 0.1 0.1 0.1 0.1 0.1

Example of use of table: An estimate of 30 percent based on an aggregate estimate of 10 million visits has a standard error of 4.2 percent or a relative standard error of 14.0 percent (4.2 percent

divided by 30 percent).

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 mini-
mize the impact of response on final
estimates by imputing to nonrespon-
ding 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 a
two-sided #-test. The Bonferroni
inequality was used to estimate the
critical value for statistically
significant differences (0.05 level of
significance). Terms relating to
differences such as “higher,” “less,”
and so forth indicate that the

differences are statistically significant.

Terms such as “similar” or “no
difference” mean that no statistical
significance exists between the
estimates being compared. 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.

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.

General surgeon— A general
surgeon is a physician classified as a
specialist in general surgery in the
master files of the AMA or AOCA.

Office— Offices are the premises
physicians identify as locations for their
ambulatory practice; these customarily
include consultation, examination, or
treatment spaces that patients associate
with the particular physician.

Table V. Coefficients appropriate for
determining relative standard errors, by type
of estimate and physiclan specialty: Natlonal
Ambulatory Medical Care Survey, 198990

Type of estimate Coefficient
and
physician specialty A B
Visits
Overalitotals. . ... .. 0.00097549 52.77952184
General surgeon . ... 001236777  8.46452955
Drug mentions
Overalitotals. . . .. .. 0.00157151  81.47054833
General surgeon . ... 001603845 11.42009384

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
NAMCS are physicians who are
hospital-based; who specialize in
anesthesiology, pathology, or radiology;
who are federally employed; who {reat
only institutionalized patients; or who
are employed full time by an institution
and spend no time seeing ambulatory
patients.

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.
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Long-Stay Patients in Short-Stay Hospitals

by Margaret Jean Hall, Ph.D., and Lola Jean Kozak, Ph.D., Division of Health Care Statistics

Introduction

Patients hospitalized for more
than 3 weeks made up only 5 percent
of discharges from short-stay
hospitals in 1980 and 4 percent in
1990. However, in both years these
long-stay patients used more than a
quarter of the days of care in
short-stay hospitals. The large share
of days used by long-stay patients
make them an important group
for analysis. This report examines
the characteristics of long-stay
patients and compares them with
characteristics of all discharges from
short-stay hospitals in 1980 and 1990.

The period 1980-90 was chosen
for analysis because it was a decade
of marked change in the health care
system. Concern about rising health
care costs led to several developments
that were intended to reduce hospital
use. In 1983, the method of payment
for hospitalized Medicare patients
was fundamentally changed with the
implementation of a prospective
payment system based on diagnosis-
related groups (DRG’s). A rapidly
growing number of surgical and
diagnostic procedures were shifted

from inpatient to outpatient settings
during the 1980’s. Health
maintenance organizations and
preferred-provider organizations
expanded during the period, and the
number and stringency of utilization
review programs increased (1-3).

Short-term hospital use declined
during the 1980’s. The total number
of discharges was 19 percent lower,
and the number of days of care was
reduced 28 percent in 1990 compared
with 1980. The number of discharges
and days of care declined for patients
with hospital stays of 3 weeks or less
and for those with stays of more than
3 weeks.

However, despite the pressures to
reduce hospital use, long-stay patients
hospitalized for more than 3 weeks
continued to account for the same
disproportionately large share of
hospital days in 1990 as they did in
1980. The extent to which the
characteristics of long-stay or all
patients changed during the 1980’s
will be examined in this report.

The data were collected by means
of the National Hospital Discharge
Survey (NHDS), a continuous

voluntary survey conducted by the
National Center for Health Statistics
since 1965. It is comprised of
information on patients discharged
from non-Federal short-stay hospitals.
In 1980, data for the survey were
abstracted from medical records of
approximately 224,000 patients
discharged from 420 hospitals. In
1990, 474 hospitals participated in the
survey supplying approximately
266,000 abstracts of medical records.

A two-stage, stratified sample
design was used for the NHDS during
the period 1965-87. A three-stage,
stratified sample design began in
1988. A brief description of these two
designs, data collection procedures,
and the estimation process are in the
“Technical notes” of this report. A
description of the two survey designs
and the effects of the design changes
on estimates from the survey has
been published (4).

Up to seven diagnoses and four
procedures were coded for each
discharge in the survey. Coding of
diagnoses and procedures was
performed according to the
International Classification of Diseases,
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9th Revision, Clinical Modification
(ICD-9-CM) (5). Although diagnoses
included in the ICD-9-CM section,
“Supplementary classification of
external causes of injury and
poisoning” (codes ES800-E999), are
used in the NHDS, they are excluded
from this report.

To interpret data and compare
them with available data from other
sources on short-stay hospital use,
one must become familiar with the
definitions used in NHDS. Definitions
of the terms in this report are in the
“Technical notes.”

Highlights

¢ More than 50 percent of long-stay
patients were diagnosed with
diseases of the circulatory system,
mental disorders, neoplasms,
injury, or poisoning.

® Hospitalizations for septicemia,
psychoses, and miscellaneous
complications of surgical and
medical care were more frequent
in 1990 than in 1980 for all
patients and long-stay patients.

e T ong-stay patients were more
likely to have diagnoses such as
septicemia, malignant neoplasms,
psychoses, cerebrovascular disease,
and fractures than were all
patients.

® The rate of procedures per 1,000
discharges was 50 percent higher
for long-stay patients than for all
patients; the rates in 1990 were
higher than the rates in 1980 for
both groups.

e The majority of long-stay patients
had Medicare as their expected
principal source of payment in
1980 and 1990. Medicaid covered a
larger share and private insurance
covered a smaller share of
long-stay and all discharges in
1990 than in 1980.

e The proportion of discharges
transferred to other health care
facilities was higher in 1990 than
in 1981 for both long-stay and all
patients. Long-stay patients were
more likely to be transferred or
discharged dead than were all
patients.

Table 1. Number of discharges, days of care, and average lengths of stay for patients
discharged from short-stay hospitals, by length of stay category: United States,

1980 and 1990

Length-of-stay category and measure of hospital use 1980 1890
All patients

Number of discharges inthousands. . .. ........... 37,832 30,788

Number of days of care inthousands. . . . ........., 274,508 197,422

Average lengthofstayindays . ................. 73 6.4
Short-stay patients’

Number of discharges inthousangs. . . .. .......... 35,897 29,486

Number of days of careinthousands . . . . .. ........ 202,317 146,999

Average length of stayindays .. ... ............. 5.6 5.0
Long-stay patients?

Number of discharges inthousands. . ... .......... 1,935 1,302

Number of days of care inthousands . . .. .......... 72,191 50,423

Average lengthofstayindays . ................. 37.3 38.7

1Shon-stay patients had lengths of stay of 3 weeks or less.
zLong-shay patients had lengths of stay of more than 3 weeks.

Trends

The number of discharges was
lower in 1990 than in 1980 (table 1).
The total number of discharges
decreased 19 percent from 37.8
million in 1980 to 30.8 million in
1990. Discharges for patients
hospitalized 3 weeks or less dropped
18 percent; discharges for long-stay
patients hospitalized more than 3
weeks decreased by almost a third,
declining from 1.9 million in 1980 to
1.3 million in 1990.

Large decreases in numbers of
days of care also occurred during this
period. The number of days of care
for all patients declined 28 percent
from 274.5 million in 1980 to 197.4
million in 1990. Patients with stays of
3 weeks or less had a 27 percent
decrease in the number of days of
care during the period, and long-stay
patients had a 30 percent decrease
from 72.2 million days of care in 1980
to 50.4 million days in 1990.

The average length of stay for all
patients decreased from 7.3 days in
1980 to 6.4 days in 1990 and the
length of stay for short-stay patients
declined from 5.6 days in 1980 to 5.0
days in 1990. The average stay for
long-stay patients did not change
significantly: 37.3 days in 1980 and
38.7 days in 1990.

The objective of this report is to
compare characteristics of long-stay
patients to all patients. Therefore no

additional data are presented for
short-stay patients. Because short-stay
patients comprise such a large
percentage of all patients (95—

96 percent), the data for all and
short-stay patients are very similar.

Age and sex

Over time, the distribution of
discharges and days of care by sex has
been stable. Among long-stay
patients, 54 percent of discharges
were female and they used 54 percent
of long-stay days of care in both 1980
and 1990 (table 2). Females made up
60 percent of total discharges and
57-58 percent of total days of care in
1980 and 1990. However, if
hospitalizations for deliveries are
excluded, the distributions of
discharges and days of care by sex are
almost the same for long-stay and all
patients. For example, in 1990
females made up 54 percent of total
discharges and days of care, excluding
deliveries.

In 1980 and 1990, approximately
half of long-stay discharges and days
of care were for patients 65 years of
age and over. The elderly made up
smaller proportions of total
discharges and days of care in both
years, but the proportions increased
over time. In 1980, the elderly
accounted for only 26 percent of total
discharges and 38 percent of total
days of care. By 1990, they were
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Table 2. Number and percent distribution of discharges and days of care for patients discharged from short-stay hospitals, by sex and
age of patient, according to {ength-of-stay category: United States, 1980 and 1990

[Discharges from non-Federal hospitals. Excludes newborn infants]

All patients Long-stay patients' All patients Long-stay patients’
Sex or age 1980 1990 1980 1990 1980 1990 1980 1990
Number of discharges in thousands Percent distrbution of discharges
Total ..., oiiiii e 37,832 30,788 1,935 1.302 100.0 100.0 100.0 100.0
Male ................. 15,145 12,280 887 603 40.0 39.9 45.8 46.3
Female................ 22,686 18,508 1.048 699 60.0 60.1 54.2 8§3.7
UnderiSvyears. . ......... 3,672 2412 72 74 9.7 7.8 3.7 5.7
15-44vyears. .. ... v 15,635 11,798 383 308 41.3 38.3 19.8 23.7
45-64years. . ... ... 8,660 6,244 494 273 22.9 20.3 25.5 21.0
65yearsandover......... 9,864 10,333 986 648 26.1 336 50.9 49.6
Nurnber of days of care in thousands Percent distribution of days of care
Total ..... ..o 274,508 197,422 72,191 50,423 100.0 100.0 100.0 100.0
Male ................. 116,267 85,067 32,996 23,438 42.4 43.1 45.7 46.5
Fermale................ 158,241 112,355 39,196 26,985 57.6 56.9 54.3 5§3.5
UnderiSyears. . ......... 16,191 11,655 3,029 3,337 5.9 5.9 4.2 6.6
15-44vyears. . . . .o o vt e 81,951 54,062 14,743 11,805 289 27.4 20.4 23.4
45-64vyears. . . ... ... ... 71,008 42,153 18,287 10,575 25.9 21.4 25.3 210
E5yearsandover......... 105,358 89,552 36,133 24,707 38.4 45.4 50.1 458.0

1Lr:r'u_:;-stay patients had lengths of stay of more than 3 weeks.

34 percent of discharges and used
45 percent of days of care.

Patients 45-64 years of age made
up approximately the same
proportion of long-stay and total
discharges in 1980 and 1990. The
proportion of discharges and days of
care in this age category decreased
for both long-stay and all patients
from 1980 to 1990. When compared
with all patients, long-stay patients
under 45 years of age were
underrepresented. The proportion of
long-stay discharges and days of care
for patients under 45 years of age
were higher in 1990 than in 1980,
although the share of total discharges
for this age group decreased during
the period.

Source of payment

In 1980 and 1990, the majority of
long-stay discharges and days of care
were for patients with Medicare as
the expected principal source of
payment (table 3), which was
consistent with the majority being 65
years of age and over. The proportion
of discharges and days of care
covered by Medicare were not

significantly different in 1980 and
1990 for long-stay patients, although
the number of Medicare discharges
and days of care decreased for these
patients. For all patients, the
proportion of Medicare discharges
and days of care increased during
that period. The number of
discharges did not change
significantly, and number of days of
care decreased for all Medicare
patients.

The private insurance category
comprised all health insurance
provided by nongovernmental sources,
including Blue Cross, other insurance
companies, private industry, and
philanthropic organizations. In 1980
and 1990, long-stay patients were less
likely to be covered by private
insurance than all patients, and the
number and proportion of discharges
and days of care covered by private
insurance have been decreasing for
long-stay and all patients. In 1980,
private insurance was the payment
source for more than half of all
discharges but less than a third of
long-stay discharges. In 1990, only
39 percent of all discharges and

24 percent of long-stay discharges
were in the private insurance
category.

In contrast, the proportion of
discharges and days of care for
patients with Medicaid as their
expected principal source of payment
were higher in 1990 than in 1980 for
long-stay and all patients, although
the number of Medicaid discharges
and days of care did not change
significantly. Medicaid was the
expected source of payment for
7 percent of long-stay discharges and
days of care in 1980 and increased to
11-12 percent in 1990.

The self-pav category, where
payment for hospitalization was
expected from the patient, spouse,
family, or next of kin, made up
5-6 percent of discharges and days of
care for long-stay and all patients in
1990. Neither the number nor the
proportion of discharges or days of
care in the self-pay category were
significantly different in 1980 and
1990.

These trend data show that
private insurers were the leaders in
reducing hospital use of long-stay and
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Table 3. Number and percent distribution of discharges and days of care for patients discharged from short-stay hosptials, by expected
principal source of payment, according to length-of-stay category: United States, 1980 and 1990

{Discharges from non-Federal hospitals. Excludes newbaorn infants]

All patents Long-stay panents' All patients Long-stay paﬁents’

Source of payment 1980 1990 1980 1990 1980 1990 1980 1990

Number of discharges in thousands Percent distribution of discharges

Allsources. . .. ............. 37,832 30,788 1,935 1,302 100.0 100.0 100.0 100.0
Private nsurance. . . .. .. ..... 19,597 11,926 607 310 51.8 38.7 31.4 23.8
Medicare. . . . .............. 10,766 10,625 1,049 691 28.5 34.5 54.2 53.1
Medicaid. . ....... ........ 3,374 3,582 134 140 8.9 11.6 6.9 10.8
Selfpay .... ....... ..., 2,057 1.788 73 63 5.4 5.8 3.8 4.8
Othersources, . .. ........... 2,037 1,875 72 64 5.4 6.1 3.7 4.9
Notstated® ... ............. - 292 - 34 - 3.2 - 26
Number of days of care in thousands Percent distribution of days of care
Altsources, . .. ............. 274,508 187,422 72,191 50,423 100.0 100.0 100.0 100.0
Private insurance. . .. ......... 114,947 58,531 22,625 11,708 41.9 29.6 313 23.2
Medicare. . . .. ............. 113,583 92,353 38,500 25,980 41.4 46.8 53.3 51.5
Medicaid. . ................ 21,531 20,860 5,150 6,276 7.8 10.6 7.1 124
Selfpay .......c..vo.. 11,447 9,743 2,906 2,599 4.2 4.9 4.0 5.2
Othersources. . . .....cv.uv... 13.000 10,283 3,010 2,672 4.7 5.2 4.2 53
Notstated® .. .............. -~ 5,652 - 1,188 - 29 - 24

1l.cmg-stay patients had lengths of stay of more than 3 weeks.
in 1980 a source of payment was imputed for patients who did not indicate one.

discharged patients in less stable
condition in recent years. Hence,
patients are now more likely to
require further care (1).

A larger proportion of long-stay

long-stay discharges in this category
decreased over time. In 1981,

67 percent of long-stay discharges
were classified as routine, but only
59 percent were in this category in

all patients. One reason may have
been that persons with private
insurance were generally younger or
healthier than populations covered by
Medicare or Medicaid. Medicare

covers the aged, disabled, and those
afflicted with end-stage renal disease.
In 1990, three-fourths of Medicaid
benefits were for disabled, aged, and
blind persons (6). Thus, hospital stays
for the privately-insured population
could have been shortened with less
risk to patients’ health, and they
would have been likely candidates for
treatment in outpatient settings.

Disposition

Changes over time in the
dispositions of long-stay patients and
all patients are shown in table 4. Data
for 1981 rather than 1980 are used in
table 4 because the disposition
categories for the NHDS were the
same in 1981 and 1990. In 1980 and
earlier years, data were collected for
different disposition categories.

Most patients leave short-stay
hospitals as routine discharges.
However, long-stay patients were less
likely to be routine discharges than
all patients, and the proportion of

1990. For all patients, the proportion
of routine discharges was not
significantly different in 1981 and
1990.

The proportion of long-stay and
all patients transferred to other
institutions increased over time. In
1981, 14 percent of the long-stay
discharges were transferred to
another facility or institution
compared with 20 percent in 1990.
For all discharges, 4 percent were
transferred to other facilities in 1981
compared with 8 percent in 1990. In
both years, more than three-quarters
of the transfers of long-stay patients
were to long-term care institutions
and two-thirds of all transfers were in
this category.

The increase in transfers may
indicate that hospitalized patients
were more seriously ill in 1990 than in
1981, which is consistent with the
findings of other studies (1,7,8). Prior
research has also found that to
reduce lengths of stay, hospitals have

patients than all patients were
discharged dead in 1981 and 1990.
However, the proportion discharged
dead in 1981 was not significantly
different than in 1990 for either
group. For long-stay patients,

10-11 percent were discharged dead
compared with 3 percent of all
patients. If the severity of illness for
hospitalized patients has increased,
the proportion discharged dead would
be expected to grow. However, there
is evidence that an increase in the
severity of illness was combined with
an increased tendency for hospitals to
discharge terminaily ill patients
before their deaths (1), Deaths in
short-stay hospitals made up

50 percent of all deaths in 1981, but
decreased to 41 percent of all deaths
in 1990 (9,10).

Region

The distribution of discharges
and days of care, by region, for
long-stay and all patients is shown in



Advance Data No. 229 ¢ March 11, 1993 5

Table 4. Number and percent distribution of discharges and days of care for patients discharged from short-stay hospitals, by
disposition, according to length-of-stay category: United States, 1981 and 1990
[Discharges from non-Federal hospitals. Excludes newborn infants]

All patients Long-stay patients’ All patients Long-stay patents !
Disposition 1981 1990 1981 1990 1981 1990 1981 1990
Number of discharges in thousands Percent distribution of discharges
Alldispositions . . . ... .. oL 38,544 30,788 1,976 1,302 100.0 100.0 100.0 100.0
Routine discharge . . ... ........... 31,879 25,713 1.327 764 827 83.5 67.2 58.7
Transfer to another short-term hospital . . . 539 805 49 58 14 26 25 4.4
Transfer to long-term care institution. . . . . 1,038 1612 220 198 27 5.2 11.2 15.2
Other livedischarges . . . . .......... 3,449 1,284 157 116 8.9 4.1 8.0 8.9
Dead .. ...... ... 982 877 193 137 2.5 2.8 9.8 10.5
Notstated . . .........cociivnn €57 498 29 29 1.7 1.6 1.5 2.2
Number of days of care in thousands Percent distribution of days of care

Alldispositions . . .. .............. 277,230 197,422 72,560 50,423 100.0 100.0 100.0 100.0
Routinedischarge . . . ... .......... 214,319 143,498 46,670 27,856 773 727 64.3 55.2
Transfer to another short-term hospital . . . 4,604 6,932 1,877 2,625 1.6 3.5 2.6 5.2
Transfer to long-termn care institution. . . . . 17,105 20,628 9,083 8,400 6.2 104 125 16.7
Other live discharges . . . . .......... 23,359 11,906 5,791 4,360 84 6.0 8.0 8.6
Dead . .. ... i it i it e 13,166 10,871 7,993 6,073 4.7 5.5 11.0 12.0
Notstated . . . .................. 4,677 3,586 1,165 1,109 1.7 1.8 1.6 2.2

1Lnng-slay patients had lengths of stay of more than 3 weeks.

Table 5. Number and percent distribution of discharges and days of care for patients from short-stay hospitals, by region, according to
length-of-stay category: United States, 1980 and 1990

[Discharges from non-Federal hospitals. Excludes newborn infants]

All patients

Long-stay patients’

Region 1980

1890 1980 1990

All patients Long-stay patients’

1980 1990 1980 1990

Number of discharges in thousands

Allregions. . ............ 37,832 30,788 1,935 1,302
Northeast . ............. 7.868 6,895 577 426
Midwest . .............. 10,878 7,620 615 302
South................. 12,983 11,173 523 4c3
West .......... 0 6,103 5,100 220 171
Number of days of care in thousands
Allregions. . . ........... 274,508 197,422 72,191 50,423
Northeast . ............. 67,238 52,823 22,694 17,858
Midwest . .............. 82,000 48,698 22,070 10.702
South................. 88,216 67.810 18,778 15,083
West . ................ 37,054 28,091 8,649 6.779

Percent distribution of discharges

100.0 100.0 100.0 100.0
20.8 22.4 29.8 327
28.8 24.8 31.8 23.2
343 36.3 27.0 30.9
16.1 16.6 11.4 13.1

Percent distribution of days of care

100.0 100.0 100.0 100.0
24.5 26.8 31.4 35.4
29.9 24.7 30.6 21.2
3241 343 26.0 29.9
13.5 14.2 12.0 13.4

1Llar'»g-stzy patients had Jengths of stay of more than 3 weeks.

table 5. The Northeast Region had
larger proportions of discharges and
days of care for long-stay patients
than for all patients in 1980 and 1990.
In 1990, 33 percent of the discharges
for long-stay patients were in the
Northeast as compared with

22 percent of all discharges;

35 percent of long-stay days of care
were also in the Northeast, but only

27 percent of all days of care were in
this region.

The Midwest Region was notable
for sizeable decreases in its
proportions of long-stay discharges
and days of care. In 1980, 32 percent
of the discharges and 31 percent of
the days of care for long-stay patients
were in the Midwest. However, in
1990 the Midwest had only 23 percent

of long-stay discharges and 21 percent
of long-stay days. Although the total
discharges and days of care also
decreased in the Midwest during this
period, the proportion of discharges
and days of care were smaliler in the
Midwest for long-stay patients than
for all patients in 1990.

The proportions of discharges
and days of care in the South Region
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were smaller for long-stay patients
than for all patients in both 1980 and
1990. In 1990, for example, 36 percent
of all discharges, but only 31 percent
of long-stay discharges, were in the
South. The West, like the South, had
proportionately fewer discharges for
long-stay patients than for all
patients. The West accounted for
11-13 percent of long-stay discharges
as compared with 16-17 percent of all
discharges.

Diagnoses

Four of the diagnostic chapters in
the International Classification of
Diseases (5) accounted for 62 percent
of discharges of long-stay patients in
1980 and 58 percent in 1990 (table 6).
These chapters encompass diseases of
the circulatory system, mental
disorders, neoplasms, and injury and
poisoning. They accounted for only
34 percent of the discharges of all
patients in 1980 and 37 percent in
1990.

The proportion of long-stay
patients with diseases of the
circulatory system decreased from
22 percent in 1980 to 19 percent in
1990, but was larger in both years
than the proportion of all patients
with circulatory diseases (14 percent
in 1980 and 17 percent in 1990).
Heart disease was the diagnosis for a
larger proportion of long-stay patients
than for all patients in 1980, but in
1990, the proportions were not
significantly different for these two
groups. In 1980 and 1990, long-stay
patients were more likely to have
diagnoses of cerebrovascular disease
and diseases of arteries, arterioles,
and capillaries than all patients. The
number and proportion of discharges
for ischemic heart disease, other than
acute myocardial infarction, were
lower in 1990 than in 1980 for
long-stay patients.

Mental disorders increased from
13 percent of long-stay diagnoses in
1980 to 19 percent in 1990. For all
patients, mental disorders accounted
for approximately 5 percent of
discharges in both years. Psychoses
was a major and dramatically
increasing diagnostic category for

long-stay patients, making up

5 percent of long-stay discharges in
1980 and 12 percent in 1990. The
proportion of all patients with
diagnoses of psychoses also increased
from 1 to 3 percent. The number and
proportion of long-stay and all
discharges for neurotic and
personality disorders were lower in
1990 than in 1980.

Neoplasms made up 15 percent of
long-stay discharges in 1980, but
decreased to 11 percent in 1990. Most
of these hospitalizations were for
treatment of malignant neoplasms,
which accounted for 14 percent of the
long-stay discharges in 1980, but
declined to 11 percent in 1990.
Among all patients, those with
neoplasms were 6-7 percent of
discharges and those with malignant
neoplasms were approximately
5 percent of discharges in 1980 and
1990. The number and proportion of
discharges with the diagnosis of
malignant neoplasm of trachea,
bronchus, and lung were lower in 1990
than in 1980 for long-stay patients, but
did not change significantly for all
patients during this period.

Injury and poisoning was the
diagnostic category for 12 percent of
long-stay discharges in 1980 and
10 percent in 1990. For all patients,
the injury and poisoning category
accounted for 10 percent of
discharges in 1980 and 9 percent in
1990. In 1980 and 1990, a larger
proportion of long-stay patients than
of all patients had fractures, including
fractures of the neck of the femur
(hip fractures). However, the number
and proportion of all fractures and
hip fractures were lower in 1990 than
in 1980 for long-stay patients. For all
patients, the number and proportion
did not change significantly for all
fractures, but increased for hip
fractures. For long-stay and all
patients, the number and proportion
of discharges classified as
miscellaneous complications of
surgical and medical care were higher
in 1990 than in 1980.

Increases in long-stay discharges
were also found for other diagnostic
categories. For infectious and
parasitic diseases, in particular

septicemia, the number and
proportion of long-stay discharges in
1990 were two to four times those in
1980. By 1990, septicemia accounted
for half of the long-stay discharges in
the infectious and parasitic discase
category. The 1990 number and
proportion of all discharges with
septicemia were also more than three
times those in 1980.

In 1990, the number of long-stay
discharges assigned to the
supplementary classifications doubled,
and the proportion more than tripled
what they had been in 1980. Within
this category, care involving use of
rehabilitation procedures was rarely
reported as a diagnosis in 1980, but in
1990, it accounted for more than half
of the long-stay discharges in the
supplementary classification.

The proportion of long-stay
discharges for diseases of the
respiratory system increased from
6 percent in 1980 to 9 percent in
1990, although the numbers did not
change significantly. Pneumonia
increased from 2 to 4 percent of
long-stay discharges during this
period. Both the number and
proportion of all discharges for
pneumonia were higher in 1990 than
in 1980.

Notable decreases were seen in
discharges for other diagnostic
categories. The number and
proportion of discharges for disecases
of the musculoskeletal system and
connective tissue were lower in 1990
than in 1980 for long-stay and all
patients. For Jong-stay patients, the
number of discharges for
arthropathies and related disorders
decreased by two-thirds, and the
proportion dropped 50 percent during
this period. Neither the number nor
the proportion of all discharges for
these disorders changed significantly.
Diabetes mellitus was a less common
diagnosis in 1990 than in 1980. The
number and proportion of discharges
with diabetes mellitus declined for
long-stay patients and all patients.

The number and percent
distribution of days of care for
long-stay and all patients are shown
by diagnostic categories in table 7.
The pattern and trend in days of care
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Table 6. Number and percent distribution of discharges from short-stay hospltals, by selected categories of first-listed diagnoses,
according to length-of-stay category: United States, 1980 and 1990

{Discharges from non-Federal hospitals. Excludes newborn infants. Diagnostic groupings and code numbers are based on the International Classification of Diseases,
9th Revision, Clinical Modification (ICD-8-CM)]

All patients Long-stay patients® All patients Long-stay patients’
First-listed diagnosis and ICD-9-CM code 1980 1990 1980 1890 1980 1990 1980 1990
Number of discharges in thousands Percent distribution of discharges
Allconditions . . . . ... ..o e 37,832 30,788 1.935 1,302 100.0 100.0 100.0 100.0
Infectious and parasitic diseases . . . . .. .. 001-139 649 737 26 &8 1.7 24 1.4 4.5
Septicemia . .. ... e 038 59 216 10 29 0.2 0.7 0.5 2.2
Neoplasms . .........covienen. 140-239 2,476 1,965 285 143 6.5 6.4 14.7 11.0
Malignant neoplasms. . . ... .. 140-208,230-234 1.829 1,571 267 137 4.8 5.1 13.8 10.5
Malignant neoplasm of large intestine and
TECIUM, . v ot e it e e e e s 153-154,197.5 200 175 45 26 0.5 0.6 2.3 2.0
Malignant neoplasm of other digestive organs
and peritoneum. . .. ... .. 150-152,155~-159,
197.4,197.6-197.8 143 154 31 21 0.4 0.5 1.6 1.6
Malignant neoplasm of trachea, bronchus
andlung .......c.c... 162,197.0,197.3 277 231 46 16 0.7 0.8 24 1.3
Endocrine, nutritional and metabolic diseases,
and immunity disorders. . . ... ... ... 240-279 1,145 1,089 82 48 3.0 3.5 42 37
Diabetesmellitus . .................. 250 €45 420 54 21 1.7 14 2.8 1.6
Mentaldisorders . . .. .............. 290-319 1,692 1,538 246 244 45 5.0 127 18.7
Psychoses . .............. ... 290~299 507 812 105 165 1.3 26 5.4 11.9
Neurctic and personality disorders . . . . . 300-301 330 128 34 1 0.9 0.4 1.8 0.8
Alcohol dependence syndrome . .. ... .... 303 439 239 56 36 1.2 0.8 2.9 2.8
Diseases of the nervous system and sense
OrgaANS . . . v vt n e e can e e s 320-389 1,762 770 58 34 4.7 2.5 3.0 2.6
Disorders of the central nervous
system................ 320--336,340-349 408 342 45 29 1.1 1.1 2.3 2.2
Diseases of the circulatory system . . . . ... 390-459 5,140 5,161 423 240 13.6 16.8 219 18.5
Heart disease ......... 391-392,393-398, 402,
404,410-416,420—429 3,201 3,656 231 137 8.5 11.6 11.9 10.5
Acute myocardial infarction. . . .. ....... 410 431 675 50 36 141 22 2.6 2.8
Other ischemic heart disease . . .. ... 411414 1,355 1,280 75 26 3.6 4.2 3.9 2.0
Congestive heart failure. . . . ... ...... 428.0 401 701 34 30 1.1 23 18 2.3
Cerebrovascular disease . .......... 430-438 796 812 110 69 21 2.6 57 53
Diseases of arteries, arterioles, and
capillanies . . . .. ..o i 440448 306 267 47 21 0.8 0.9 24 1.6
Diseases of the respiratory system. . . . ... 460-519 3.445 2,866 112 114 9.1 9.6 5.8 8.8
Pneumonia........coovvivnnnn 480486 782 1,052 35 51 2.1 3.4 1.8 3.9
Diseases of the digestive system. . . . . ... 520-579 4,650 3,239 165 92 12.3 10.5 8.5 7.1
Diseases of the genitourinary system . . . .. 580-629 3,599 2,175 62 33 9.5 7.4 3.2 25
Diseases of the skin and subcutaneous
fisSSUE . . .. i v e e e 680-709 597 462 42 27 1.6 1.5 2.1 2.1
Diseases of the musculoskeletal system and
connectivetissue. . ............... 710-739 2,245 1,592 122 44 5.9 5.2 6.3 3.4
Arthropathies and retated disorders. . . . . 710-719 543 479 43 14 1.4 1.6 22 1.1
Disorders of bone and cartifage . . . . ... 730-733 286 196 32 17 0.8 0.6 1.7 13
Injuryand poisoning. .. ........ ..., 800-999 3,593 2,774 240 132 9.5 9.0 124 10.1
Fractures, all sites. . .. ............ 800829 1,163 1,017 148 60 3.1 33 7.7 4.6
Fracture of neck of femur. . . . ......... 820 210 281 64 26 0.6 0.9 3.3 2.0
Miscellaneous compiications of surgical and
medicalcare . . ... ... 996-999 252 517 18 33 07 1.7 1.0 25
Supplementary classifications. . . . ... ... V01-v82 4,421 4,507 20 47 11.7 14.6 14 3.6
Care involving use of rehabilitation
Procedures . . .. v vt i e it e e V57 * 63 * 26 * 0.2 * 2.0
All other conditions . . . . 280-289,630-676,740-798 2,417 1,814 50 46 6.4 5.9 2.6 3.5

lLbng-slay patients had lengths of stay of more than 3 weeks.
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Table 7. Number and percent distribution of days of care for patients discharged from short-stay hospitals, by selected categories of
first-listed diagnoses, according to length-of-stay category: United States, 1980 and 1920

[Discharges from non-Federal hospttals Excludes newborn infants Diagnostic groupings and code numbers are based on the International Classification of Diseases,
Sth Revision, Climcal Modification (ICD-8-CM)]

All patients Long-stay panents1 All patients Long-stay patieni‘s1
First-hsted diagnosts and ICO-9-CM code 1980 1990 1980 1990 1980 1990 1980 1990
Number of days of care in thousands Percent distribution of days of care
Allconditons . . .. ... .. . . 274,508 197,422 72,191 50,423 100.0 100.0 100.0 100.0
Infectious and parasitic diseases . .. .. .001-139 4,500 6,725 1,150 2.714 1.6 3.4 1.6 5.4
Septicemia . ... ... .. A .. .038 849 2.858 436 1,273 0.3 1.4 0.6 2.5
Neoplasms . e e . 140-239 26 004 16.771 10,525 5707 9.5 8.5 14.6 11.3
Malignant neoplasms. . . . .140-208,230-234 22,009 14,693 9,848 5,327 8.0 7.4 13.6 10.6
Malignant neoplasm of large intestine
andrectum. .. ... .. ... 153-154,197.5 3,143 2,402 1,515 961 1.1 1.2 2.1 1.9
Malignant neopiasm of other digestive organs
and peritoneum. . .. .. 150~-152,
155-159,197.4,197.6-197 8 2,251 1,876 1,182 836 0.8 0.9 1.6 1.6
Mahgnant neoplasm of trachea, bronchus
andiung .... ....... 162,197.0,197.3 3.561 1,961 1,683 561 1.3 1.0 2.3 1.1
Endocrine, nutritional and metabolic diseases,
and immunity disorders . . . ... .. .240-279 10,972 7,610 3,124 1.854 4.0 3.9 4.3 3.7
Diabetes meflitus . . . ...... ........ 250 6.754 3,295 2,061 891 2.5 1.7 2.9 1.8
Mentaldisorders . . .. .. .... ..... 290-318 19,578 18,824 9,299 8.589 7.1 9.5 129 17.0
Psychoses . ........ e e 290-299 7.480 11,861 4,088 5.720 2.7 6.0 5.6 11.3
MNeurctic and personality disorders . . . .300-301 3,362 1,121 1,324 405 1.2 0.6 1.8 0.8
Alcohol dependence syndrome . ... ... .. 303 4,424 2,366 1,808 1,034 1.6 1.2 2.5 2.1
Diseases of the nervous system and sense
OFGaNS . . vt ittt e 320389 9.597 4,268 2.326 1.381 3.5 2.2 3.2 2.7
Disorders of the central nervous
system. . ...... .. .320-336,340-349 4,372 2,955 1,806 1,212 1.6 15 2.6 2.4
Diseases of the circulatory system . . .. .390-459 51,431 37,899 15,602 8,679 18.7 19.2 21.6 17.2
Heart disease . . ... .. 391-382.0,393-398,
402,404,410-416,420-429 30,500 24,557 7,819 4,694 111 124 10.8 9.3
Acute myocardial infarction .. ... ... .. 410 5,432 5,674 1,498 1,218 2.0 2.9 2.1 2.4
Other ischemic heart disease . . . . .. 411414 11,702 6.896 2,621 837 4.3 3.5 3.6 1.7
Congestive heart failure. . . . ... ... 4280 4,154 5,604 1,155 1,021 1.5 2.8 1.6 2.0
Cerebrovascular disease . ....... .430-438 10,114 7.727 4,649 2,798 3.7 3.9 6.4 6.5
Diseases of artenes, artenoles, and
capillaries . . ... ... ... .. L. 440~-448 4,127 2.550 1,880 747 1.5 1.3 26 15
Diseases of the respiratory system. . . .. . 460-519 21,649 20,433 3,842 4,566 79 10.4 5.3 9.1
Pneumonia........... ...... 480~-486 6.497 8,744 1,236 2,013 24 4.4 1.7 4.0
Diseases of the digestive system . ... .. 520-579 32,342 19,197 5.818 3,500 11.8 9.7 8.1 6.9
Diseases of the genitourinary system . . . .580-629 20,068 10,989 2,159 1.422 7.3 5.6 3.0 2.8
Diseases of the skin and subcutaneous
HSSUE . o v v 680-709 4,803 3,670 1,717 1,089 1.7 1.9 2.4 2.2
Diseases of the musculoskeletal system
and connective tissue . . . . ... ... ... 710-739 18,679 10,222 4,208 1,630 6.8 5.2 5.8 3.2
Arthropathies and related disorders . . .710-719 5,090 3.752 1.501 513 1.8 1.9 2.1 1.0
Disorders of bone and cartilage . . . . . . 730-733 3.122 1,871 1,203 €52 1.1 0.9 1.7 1.3
Injury and poisoning. . ... .. ....... 800-999 27,640 18,891 9,711 5,593 10.1 9.6 135 1.1
Fractures, all stes. . ... ....... ... 800-829 12,583 8,435 5,800 2,310 4.6 4.3 8.0 4.6
Fracture of neck of femur. . . ... ... ... 820 4,333 3,610 2,371 1,060 1.6 1.8 3.3 2.1
Miscellaneous complications of surgical and
medicalecare .. ......... ...... 996-999 2,144 4,296 750 1,516 0.8 22 1.0 3.0
Supplementary classifications . . . . . ... Vvo1-v82 16,337 14,212 776 1,803 6.0 7.2 1.1 3.6
Care involving use of rehabiltatton
ProcedUreS . v . . v v e e e V57 ol 1,413 . 915 * 0.7 * 1.8
All other condlitions . . . 280-289,630~676,740-799 10,900 7,709 1,935 1.897 4.0 3.9 27 3.8

1l.tJng-stay patients had lengths of stay of more than 3 weexs,
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for diagnoses were generally similar
to those seen in the discharge data.
Diseases of the circulatory system,
mental disorders, neoplasms, and
injury and poisoning together
accounted for 63 percent of the days
of care for long-stay patients in 1980
and 57 percent in 1990.

As was the case with discharges,
the proportion of days of care for
diagnostic categories such as
septicemia; most malignant
neoplasms; mental disorders;
cerebrovascular disease; diseases of
arteries, arterioles, and capillaries; all
fractures; and hip fractures was
higher for long-stay patients than for
all patients. Unlike discharges, the
proportion of days of care for
diseases of the circulatory system was
lower for long-stay patients than for
all patients in 1990.

Days of care for long-stay
patients increased for infectious and
parasitic diseases (especially
septicemia), psychoses, pneumonia,
miscellaneous complications of
surgical and medical care, and the
supplementary classifications (where
care involving use of rehabilitation
procedures accounted for half of the
days in 1990).

Long-stay patients had decreases
in days of care for diagnostic
categories such as malignant
neoplasms of trachea, bronchus, and
lung; diabetes mellitus; neurotic and
personality disorders; ischemic heart
disease (other than acute myocardial
infarction); diseases of arteries,
arterioles, and capiliaries;
arthropathies and related disorders;
all fractures; and hip fractures.

Procedures

The rate of procedures per 1,000
discharges for long-stay patients was
1,255 in 1980 and 2,046 in 1990, an
increase of 63 percent (table 8). For
all patients, the rate of procedures
per 1,000 discharges increased by
58 percent—from 830 in 1980 to 1,316
in 1990. In 1980 and 1990, the rate of
procedures per 1,000 discharges was
more than 50 percent higher for long-
stay patients than for all patients.
Although long-stay patients

accumulated more procedures per
hospitalization, they had fewer
procedures per hospital day. In 1990,
the rate of procedures per 100
hospital days was 5 for long-stay
patients compared with 21 for all
patients.

In 1990, 31 percent of the
procedures performed on long-stay
patients were in the category,
miscellaneous diagnostic and
therapeutic procedures. Operations
on the digestive system made up
19 percent of the procedures and
operations on the cardiovascular
system accounted for 17 percent of
procedures on long-stay patients.
Thus, more than two-thirds of the
procedures performed on long-stay
patients were in these three
categories. Only 52 percent of the
procedures for all patients were in
these three categories in 1990. In
1980, the same three categories of
procedures made up approximately
half of the procedures performed on
long-stay patients and a third of the
procedures for all patients.

The rate of miscellaneous
diagnostic and therapeutic procedures
per 1,000 discharges in 1990 was more
than double the rate in 1980 for
long-stay patients. The rate for all
patients more than tripled during this
period. Large increases can be seen
in the rates for a number of specific
procedures in this category. The rate
of computerized axial tomography
{CAT) scans more than tripled for
long-stay patients and increased
six-fold for all patients. Long-stay
patients had a rate of diagnostic
ultrasound per 1,000 discharges in
1990 that was 4.7 times the 1980 rate,
and the 1990 rate of diagnostic
ultrasound for all patients was more
than six times the 1980 rate.
Respiratory therapy and insertion of
endotracheal tube were reported
infrequently for long-stay and all
patients in 1980, but were common
procedures in 1990. The rate per
1,000 discharges for arteriography and
angiocardiography using contrast
material was not significantly higher
for long-stay patients in 1990 than in
1980, but it more than tripled for all
patients. This was one of the few

diagnostic procedures for which all
patients had a higher rate per 1,000
discharges than long-stay patients in
1990.

The increases in miscellaneous
diagnostic and therapeutic procedures
were probably due in part to changes
in the methodology of the National
Hospital Discharge Survey (see
“Technical notes™). Beginning in
1985, some data for the survey have
been obtained from abstracting
service organizations. Analysis has
indicated that a greater number of
nonsurgical procedures per patient
were reported by hospitals using
abstract services than by hospitals
submitting data in the traditional
manual form. In addition, more
complete reporting of relatively minor
procedures has been linked to the
implementation of the 1983 Medicare
prospective payment system, which is
based on diagnosis-related groups
(DRG’s) (11-13).

Like the rate of miscellaneous
diagnostic and therapeutic
procedures, the rate of operations on
the cardiovascular system per 1,000
discharges in 1990 was more than
double the 1980 rate for long-stay
patients and more than triple the
1980 rate for all patients. A number
of cardiovascular procedures
contributed to these increases. The
rate of coronary artery bypass grafts
per 1,000 discharges more than
tripled for long-stay and all patients.
The cardiac catheterization rate
doubled for long-stay patients and
more than tripled for all patients.
Puncture of vessel was also reported
at a much higher rate in 1990 than in
1980 for long-stay and all patients.

The rate of operations on the
digestive system was not significantly
different in 1980 as compared with
1990 for long-stay or all patients, but
rates of several specific digestive
system procedures increased during
this period. The rates per 1,000
discharges for gastrostomy and
endoscopy of the small intestine more
than tripled for long-stay patients and
all patients. Long-stay patients had an
86 percent higher rate of endoscopy
of the large intestine in 1990 than in
1980, and rates for lysis of peritoneal
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Table 8. Number of procedures and ratic of procedures to discharges for patients discharged from short-stay hospitals, by procedure
and length-of-stay categories: United States, 1980 and 1990

[Discharges from non-Federal hospitals. Excludes newborn infants. Diagnostic groupings and code numbers are based on the International Classification of Diseases,

8th Revision, Clinical Modification (ICD-8-CM)]

Procedure category and ICO~9-CM code

All patients Long-sta1y All patients Long-stay
discharged patients discharged patients
1980 1990 1980 1990 1980 1990 1980 1990

Allprocedures . .. ... . ot e

Operations on the nervous system. . . . . ......... 01-05
Somaltap. . .. ... e 03.31
Operations on the respiratory system . . . ... .. .. .. 30-34
Temporary tracheostomy . ... ............... 31.1
Bronchoscopy with or without biopsy. . . 33.21-33.24,33.27
Incision of chest walland pleura. . .. . .......... 34.0
Operations on the cardiovascular system. . . ... . ... 35-39
Coronary antery bypassgraft . . . . ...... ...... 36.1
Cardiac catheterization. . . . ... ......... 37.21-37.23
Punctureofvessel ....................... 38.9
Shunt orvascularbypass . ... ............ 39.0-39.2
Operations on the hemic and lymphatic system. . . . . . 40-41
Biopsyofbonemarrow . . ....... ... ... .. ... 41.31
Operations on the digestive system . . . . ......... 42-54
GastrosStomy . . . . .o i e e e 43.1
Endoscopy of small intestine. .. . .... 45.11-45.14,45.16
Endoscopy of large intestine . . . . ... ... .. 45.21-45.25
Resection of intestne. . . . ............... 45.645.8
Heostomy, colostomy, and other enterostomy. . . .46.1-46.3
Cholecystectomy . . ....... ... ... 51.2
Lysis of peritoneal adhesions. . . . ... .......... 54.5
Operations on the urinary system . . .. .......... 55-59
CystoSCOPY. + - v v vt v e e e 57.31-57.33
Operations on the male genitalorgans . . . ... ..... 60-64
Prostatectomy . . . . ... it i 60.2-60.6
Operations on the female genitalorgans . . . ... .... 65-71
Operations on the musculoskeletal system. . . . ... .. 76-84
Open reduction of fracture with internal fixation . . . . . 79.3
Amputation oflowerlimb . .................. 84.1
Operations on the integumentary system. . . .. ..... 85-86
Debridement of wound, infection, orburn . . . . . 86.22,86.28
Skingraft . . ..., .. . Lo 86.6-86.7
Miscellaneous diagnostic and therapeutic

PIOCEAUrES. . . o v e e e e 87-99
Computerized axial tomography . . . . . . 87.03,87.41,87.71,
88.01,88.38

Arteriography and angiocardiography using contrast
materal .. ... ... L e 88.4-88.5
Diagnostic ultrasound . . . .. ... .. L. 88.7
Radioisotope scan . ........ . .. 92.0-92.1
Respiratory therapy . . .. .. ..o o v i v i e 93.9
Insertion of endotracheal tube . . . . ............ 86.04
Allother procedures. . . .. ... ... ... ..... 06-29,72-75

Number of procedures in thousands

Procedures per 1,000 discharges

31,412 40,506 2,428 2,665

728 952 108 103
216 396 33 41
868 975 192 202
49 41 32 30
280 298 63 56
17 180 26 33
1,352 3,881 236 444
137 392 24 47
348 985 28 39
56 515 17 124

98 162 N 26
321 361 61 48
144 157 28 32
5,320 5,271 563 509
33 115 15 45
282 785 25 73
535 548 44 g5
180 266 51 48
82 89 37 29
458 522 32 18
228 323 26 30
1,921 1,664 148 89
875 827 61 30
799 594 57 19
335 364 35 9
4,274 2,440 44 22
3,215 3,132 340 187
301 391 58 29
96 107 52 35
1,896 1,387 184 167
196 332 56 82
183 110 60 32
3,930 11,890 444 818
306 1,506 51 124
569 1,735 57 48
318 1,608 33 103
525 603 78 52
*7 1,164 > 97

14 297 * 49
6,788 7.959 53 54

830.3

19.2
5.7

229
1.3
7.7
3.1

35.7
3.6
9.2
1.5
2.6

8.5
3.8
140.6
0.9
7.4
14.1
4.8
22
12,1
6.0
50.8
2341
211
89

113.0
85.0

8.0
25

50.1
5.2
4.8

103.8
8.1

15.0
8.4
13.9
*0.2
0.4

179.4

1,315.6

30.9
129

31.7
1.3
9.7
58

126.1
127
32.3
16.7

5.2

11.7
5.1

171.2
3.7
25.5
17.8
8.6
29
17.0
105
54.1
171

193
11.8
79.2
101.7

12.7
35

45.1
10.8
3.6

386.2
48.9

56.4
52.2
19.6
37.8

9.7

258.5

1,254.8

54.8
17.1

99.2
16.5
32,6
13.5

122.2
121
14.4

8.7
16.1

31.3
14.7
290.8
7.6
12.9
22.9
26.2
18.9
16.8
13.3

76.3
31.3
29.5
17.9
225
175.7

28.9
26.9
95.3
29.0
30.8

229.5
26.6

28.3
17.0
40.6

-

»*

27.6

2,046.3

78.8
31.8

155.4
23.2
43.0
25,6

341.1
36.4
28.7
95.3
20.2

37.6
24.4
391.1
34.3
§6.2
425
37.1
22.3
13.2
23.4

68.2
22.7
149
7.0
17.3
143.4
21.9
26.5

128.5
63.2
243

628.2
94.8

36.7
79.3
39.6
74.2
38.0

41.6

'Long-stay patients had lengths of stay of more than 3 weeks.

adhesions increased approximately operations on the respiratory system

75 percent for long-stay and all

per 1,000 discharges for long-stay

patients. In contrast, the rates of patients in 1990 as compared with
cholecystectomy per 1,000 discharges  1980. Within the respiratory category,
were not significantly higher in 1990 the rate for incision of the chest wall
as compared with 1980 for long-stay and pleura per 1,000 discharges

or all patients. increased 87-90 percent for long-stay

Other significant changes

and all patients. Notable in other

included a 57-percent-higher rate of categories was the change in the rate

for debridement of wound, infection,
and burn per 1,000 discharges, which
in 1990 was twice the 1980 rate. The
rate for spinal tap also doubled for all
patients and increased 86 percent for
long-stay patients during this period.
Unlike most rates, the rate of
operations on the male genital organs
per 1,000 discharges was lower for
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long-stay patients in 1990 than in
1980. In particular, the rate of
prostatectomy per 1,000 discharges
decreased for long-stay patients, even
though it did not change significantly
for all patients during this period.
Prostatectonty was performed at a
higher rate per 1,000 discharges for
long-stay patients in 1980 but at a
higher rate for all patients in 1990.

The rate per 1,000 discharges for
the “all other procedures” category
was higher for all patients than for
long-stay patients in 1980 and 1990.
This category included obstetrical
procedures and operations on the
endocrine system, eye, ear, nose,
mouth, and pharynx.

Summary

In 1980 and 1990, only 4-5
percent of patients in short-stay
hospitals were hospitalized for more
than 3 weeks. The number of
discharges and days of care for these
long-stay patients were lower in 1990
as compared with 1980, but they
continued to use more than a quarter
of all hospital days in 1990. Long-stay
patients were more likely than all
patients to be 65 years of age and
over and have Medicare as their
expected principal source of payment.
For long-stay and all patients, private
insurance covered smaller proportions
of discharges and days of care, and
Medicaid covered larger proportions
in 1990 than in 1980.

Long-stay patients were more
likely than all patients to be
discharged dead or transferred to
other hospitals or nursing homes.
Long-stay and all patients were more
likely to be transferred at discharge in
1990 than in 1981. The Northeast
Region had a larger proportion of
long-stay patients than of all patients,
and that proportion increased from
1980 to 1990. The proportion of
long-stay discharges and days of care
in the Midwest decreased during this
period.

In 1980 and 1990, more than
50 percent of the discharges and days
of care for long-stay patients were for
diseases of the circulatory system,
mental disorders, neoplasms, or injury

and poisoning. Despite the overall
decreases in hospital use by long-stay
patients, their discharges and days of
care increased significantly from 1980
to 1990 for diagnoses such as
septicemia, psychoses, and
miscellaneous complications of
surgical and medical care. Over time,
decreases were seen in long-stay
discharges and days of care for a
variety of diagnostic categories,
including malignant neoplasm of
trachea, bronchus, and lung; diabetes
mellitus; and fracture of the neck of
the femur.

Long-stay patients had a higher
rate of procedures per 1,000
discharges in 1990 than in 1980, and a
higher rate than all patients in both
years. Approximately half of all the
procedures performed on long-stay
patients in 1980 and two-thirds in
1990 were miscellaneous diagnostic
and therapeutic procedures,
operations on the cardiovascular
system, or operations on the digestive
system. The rates of numerous
procedures, especially diagnostic tests,
increased for long-stay and all
patients from 1980 to 1990.
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Technical notes
Survey methodology

Source of data

The National Hospital Discharge
Survey (NHDS) covers discharges
from noninstitutional hospitals, except
Federal, military, and Veterans’
Administration hospitals, that are
located in the 50 States and the
District of Columbia. Only hospitals
with at least six beds and an average
length of stay of less than 30 days for
all patients were included in the
survey from 1965-87. Beginning in
1988, the universe also included
hospitals whose specialty was general
(medical or surgical) or children’s
general, even if the hospital’s average
length of stay for patients was 30 days
or more.

The original universe for the
survey consisted of 6,965 hospitals
listed in the 1963 National Master
Facility Inventory (NMFI). The
universe was updated periodically
using NMFT data and data from the
American Hospital Association to
reflect new hospitals entering the
universe. Beginning in 1988, the
universe for the NHDS consisted of
hospitals that were listed in the April
1987 SMG Hospital Market Tape,
met the above criteria, and began
accepting patients by August 1987.

In 1980, the sample consisted of
544 hospitals, of which 52 were found
to be out-of-scope because they had
gone out of business or failed to meet
the criteria for the NHDS universe.
Of the 492 in-scope (eligible)
hospitals, 420 participated in the
survey. In 1990, 542 hospitals were
sampled and 23 were found to be
out- of- scope. Of the 519 in-scope
hospitals, 474 responded to the
survey.

Sample design and data collection

From 1965 to 1987, the NHDS
had a stratified, two-stage design.
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 was selected.

Beginning in 1988, the NHDS
sample 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 were a probability
subsample of PSU’s to be used in the
1985-94 National Health Interview
Survey. The second stage consisted of
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 old and new survey
designs has been published (4).

Two data collection procedures
were used for the survey. The first
was a manual system of sample
selection and data abstraction, which
was used for all hospitals in 1980.
The second, an automated method
used for approximately 34 percent of
the respondent hospitals in 1990,
involved the purchase of data tapes
from abstracting services.

In the manual system, the sample
selection and 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 the National
Center for Health Statistics (NCHS)
for coding, editing, and weighting. A
few of these hospitals have submitted
their data via computer printout or
tape in recent years. In about
55 percent of the hospitals that
participated in the survey in 1980,
and about two-thirds of hospitals
using this manual system in 1990, the
work was performed by their own
medical records staff. In the
remaining hospitals using the manual
system, the U.S. Bureau of the
Census personnel, on behalf of
NCHS, did the work.

For the automated system, NCHS
purchased tapes containing machine-
readable medical record data from
abstracting services and State data

systems. Records were systematically
sampled by NCHS,

The data collected for the survey
included items relating to the
patient’s personal characteristics,
including birth date, sex, race, and
marital status (but not the patient’s
name and address); administrative
information, including admission and
discharge dates, discharge status, and
medical record number; and medical
information, including diagnoses and
surgical and nonsurgical operations or
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
information and are not available to
the public.)

Presentation of estimates

The relative standard error
(RSE) of the estimate and the
number of sample records that the
estimate was based on are used to
identify estimates with relatively low
reliability. Because of the complex
sample design of the NHDS,
estimates of less than 5,000 are not
presented; only an asterisk (*)
appears in the tables. Generally,
these estimates have an RSE of more
than 30 percent or are based on a
sample of less than 30 cases.
Estimates of 5,000-9,000 are
preceded by an asterisk (*) to
indicate they should not be assumed
reliable. These estimates are usually
based on fewer than 60 cases.

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 RSE of the
estimate is obtained by dividing the
standard error by the estimate itself.
The resulting value is multiplied by
100, so the RSE is expressed as a
percent of the estimate.

Estimates of sampling variability
for 1980 data were calculated using a
customized computer routine based
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on an unbiased algebraic estimator of
the variance (14). The RSE’s for 1980
discharges or first-listed diagnoses,
days of care, and procedures are
shown in tables I and IL
SESUDAAN software was used
to calculate estimates of sampling
variability for 1990 data. This
software 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
(15). The constants for RSE curves
for 1990 NHDS estimates are
presented in table III. The RSE of an

Table I. Approximate relative standard
errors of estimated numbers of discharges
or first-listed diagnoses and all-listed
procedures by size of estimate: United
States, 1980

Number of
discharges or Number of
first-listed all-listed
Size of estimate diagnoses procedures
5000......... 18.0 17.3
10,000 ........ 149 147
50000 ........ 10.1 10.6
100,000 ....... 8.8 8.4
300000 ....... 7.1 7.9
500000 ....... 6.5 7.3
1,000,000 ...... 5.8 6.7
3,000,000 ...... 5.0 5.8
5000000 ...... 47 5.6
10,000,000. ... .. 43 5.2
20,000,000. . .. .. 4.0 49
30,000,000, ..... 38 4.7
40,000,000. ... .. 37 vee

Table 1l. Approximate relative standard
errors of estimated numbers of days of
care by size of estimate: United States,
1980

Number of

Size of estimate days of care

10,000 .. ..o 24.7
30000........0 18.9
60000 ...... .. i 16.8
100000 .. ... ... L 14.3
300000 ........... .. 1.2
500000 ......ci0viiann 10.1
100000 ................ 8.8
3000000 .........0...0... 7.1
5000000 ................ 6.5
10000000, . . . .o i v h e v 5.7
50,000000................ 4.4
100,000,000, . ... .......... 4.0
250,000,000, .. ............ 3.5

estimate (X) can be estimated from
the formula:

RSE(X) = 100 (~ /a +b/X)

where X, a, and b are as defined in
table III.

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

Tests of significance

In this report, statistical inference
is based on the two-tailed s-test for
independent samples using the
Bonferroni critical values for post-hoc
multiple comparisons (0.05 level of
significance). Critical values were
determined for each set of
comparisons, that is, within each
table. In comparisons of data for all
discharges and long-stay discharges,
estimates were not from independent
samples; therefore, the s-test used is
conservative. Terms such as “higher”
and “less” indicate that differences
are statistically significant. Terms
such as “similar” and “no difference”
mean that no statistically significant
difference exists between the
estimates being compared. A lack of
comment on the difference between
any two estimates does not mean that
the difference was tested and found
insignificant.

Definitions of terms

Age—Patient’s age at birthday
prior to admission to the hospital.

Average length of stay—The
number of days of care accumulated
by patients discharged during the year
divided by the number of patients.

Days of care —The number of
patient days accumulated by a patient
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. The terms days of care,
patient days, and hospital days are
Synonymous.

Diagnosis— A disease or injury (or
other factor that influences health
status and contact with health
services) 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 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.

Discharge —The formal release of
a patient by a hospital, that is, the
termination of a period of
hospitalization by death or disposition
to place of residence, nursing home,
another hospital, or other location.
The terms discharge, patient, and
inpatient are synonymous.

Disposition —The disposition of a
patient on termination of
hospitalization is classified in one of
six categories in this report:

® Routine discharge—Patients who
returned to their previous place of
residence after discharge.

® Transfer to another short-term
hospital —Patients who were
transferred to another short-term
hospital at discharge.

® Transfer to long-term care
institution — Patients who entered a
nursing home or other long-term
care institution upon discharge
from the hospital.

® Other live discharges — Patients who
left the hospital against medical
advice, patients discharged alive
with dispositions other than
routine discharge or transfer, and
patients discharged alive whose
dispositions were not stated.
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Table IlI, Estimated parameters for relative standard error equations for National Hospital Discharge Survey statistics by selected
characteristics: United States, 1990

Number of discharges Number of
first-listed diagnoses aays of care
Characteristic a b a b
Total .. ..o i 0.00213 228.834 0.00404 1,438.643
Sex
Male .......... ... . ... . ..., 0.00152 313.079 0.00311 1,853.369
Female...................... 0.00125 311.632 0.00253 1,907.568
Age
Under1Syears. . ............... 0.01597 47.166 0.01976 1,248.390
15-44wyears. ... ............. .. 000142 299.762 0.00298 1,225.181
45-BAyears. .. ... i 0.00157 234.543 0.00278 1,551.060
B5yearsandover .. ........ ... .. 0.00161 263.223 0.00295 2,110.341
Region
Northeast . ................... 0.00274 56.268 0.00432 972.782
Midwest ... .. ... ... .. ... .. 0.00487 183.531 0.01289 1,493.015
South. . ....... . i, 0.00375 343.892 0.00436 1,408.247
West ............ ... ... ..., 0.00564 318914 0.01456 1,361.842
Source of payment
Private . . ... e 0.00141 356.276 0.00278 2,855.345
Medicare. .. ... ....... ... ..... 0.00233 147.208 0.00773 1,118,298
Medicaid, . ............. ... ... 0.00542 225.144 0.07067 1,495.250
Sefpay .......... . . ... .. 0.00571 255.679 0.03349 1,337.799
Number of procedures
Total ... . 0.00547 92.597

NOTE: The relative standard error (RSE) for an estmate (X) can be determined by using the equation RSE(X) = 100(- /a+ b/X).

® Dead —Patients who died during
an inpatient stay.

® Not stated — Patients whose
discharge status, that is, alive or
dead, was not reported at
discharge.

. “« . ' Region States included
Expected principal source of definition of "low income,
P princip . Self-pay — Patients who expect the =~ Northeast = Maine, New Hampshire,
payment —The expected principal e .
: costs of hospitalization to be paid Vermont,
source of payment is reported by the L
; C . for primarily by themselves, Massachusetts, Rhode
patient or the patient’s representative . .
. e . spouses, parents, or next of kin. Island, Connecticut,
at time of admission and may differ s
‘ Other sources —Includes Worker’s New York, New Jersey,
somewhat from the actual source of - .
. Compensation and other and Pennsylvania
payment as determined after overnment proerams. such as
discharge. In this report, payment & prog ’ Midwest Michigan, Ohio, Illinois,
- CHAMPUS (for dependents of . . .
sources are grouped as follows: s Indiana, Wisconsin,
military personnel); other :
. . Minnesota, Iowa,
® Private insurance —Insurance nonprofit sources, such as church . .
. Ay . Missouri, North Dakota,
provided by nongovernmental welfare; hospitalizations for which South Dakota
sources, including Blue Cross and there was no charge; and sources 4
. ) . . Nebraska, and Kansas
other insurance companies, private that could not be assigned to any
industry, and philanthropic other category. South Delaware, Maryland,

organizations.

® Medicare — A nationwide program
providing health insurance
protection to people 65 years of
age and over, people eligible for

Social Security disability payments
for more than 2 years, and people
with end-stage renal disease.
Medicaid— A joint Federal-State
program that provides benefits for
people who meet their State’s

Not stated —In 1990, patients for
whom no source of payment was
indicated. In 1980, source of
payment was imputed for patients
who did not indicate one.

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

District of Columbia,
Virginia, West Virginia,
North Carolina, South
Carolina, Georgia,
Florida, Kentucky,
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Tennessee, Alabama,
Mississippi, Arkansas,
Louisiana, Oklahoma,
and Texas

West Montana, Idaho,
Wyoming, Colorado,
New Mexico, Arizona,
Utah, Nevada,
Washington, Oregon,
California, Hawaii, and
Alaska

Hospital —Hospitals with an
average length of stay of less than 30
days for all patients. In 1990,
hospitals whose specialty was general
(medical or surgical) were also
included, even if the average length
of stay of all patients was 30 days or
more. Federal hospitals, hospital units
of institutions, and hospitals with less
than six beds staffed for patients’ use
were not included.

Long-stay patient — A patient
whose length of stay in the hospital
was more than 3 weeks.

Patient— A person formally
admitted to the inpatient service of a
short-stay hospital for observation,
care, diagnosis, or treatment.
Newborn infants, defined as those
admitted by birth to the hospital, are
excluded from this report. The terms
patient, inpatient, and discharge are
Synonymous.

Population—The U.S, resident
population, excluding members of the
Armed Forces. The population
estimates are from tabulations
provided by the U.S. Bureau of the
Census. The 1990 estimates do not
include the results of the 1990
Census.

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.

Procedure —Surgical or
nonsurgical operations, diagnostic
procedures, or special treatments
reported on the medical record of a
patient. In the NHDS, a maximum of
four procedures are coded. Certain
procedures that do not carry an
operative or anesthetic risk or require
highly trained personnel, special
facilities, or special equipment were
not coded. Lists of the ICD-9-CM
codes not used are available in
previous reports (10, 16).
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National Ambulatory Medical Care Survey: 1991 Summary
by Susan M. Schappert, M.A., Division of Health Care Statistics

Introduction

During the 12-month period from
January 1991 through December
1991, an estimated 669.7 million visits
were made to nonfederally employed,
office-based physicians in the United
States —about 2.7 visits per person.
This rate is not statistically different
from office visit rates observed since
1975 (1,2,3).

This report presents data
highlights from the 1991 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
and Prevention. 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
include a brief overview of the sample
design used in the 1991 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 1991 Patient Record
included several questions that were
new to the National Ambulatory
Medical Care Survey. Through these
data items, information was collected
on whether the current office visit was
injury related, whether the patient
smoked cigarettes, and whether
ambulatory surgery was scheduled or
performed at the visit. In addition,
revisions were made to some of the
existing data items concerned with
diagnostic, screening, and therapeutic
services. These changes are discussed
in detail below.

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.

Patient characteristics

Office visits by patient’s age, sex,
and race are shown in table 1.
Females made 59.8 percent of all
office visits during 1991 and
accounted for a higher percent of
visits than males in all age categories
except the youngest (under 15 vears).
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 (65-74 vears
and 75 years and over). These
patterns were also observed in the
1990 NAMCS.

Visit rates tended to increase
with age after the age of 24. Persons
75 years of age and over had the
highest visit rate of the six age
categories analyzed, at 6.0 visits per
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1. DATE OF VISIT

PATIENT RECORD

NATIONAL AMBULATORY MEDICAL CARE SURVEY

OMB No. 0920-0234
Expires 4-30-93

Month Day  Year CDC 64.21D
2. DATE OF BIRTH 4. COLORORRACE | 5. ETHNICITY | 6. EXPECTED SOURCE(S) OF 7. WAS PATIENT 8. IS THIS VISIT
2 [ whte PAYMENT [Check all thai apply] ?ErsEc'gﬁ_D FOR INJURY RELATED?
" BY
Vo D Ve | 10 Hapame | 1 (] HMorotner propaia s [ G2l ANOTHER (LJves  2[Ne
© 2[_] Medicare & [ ]Patient paid PHYSICIAN? 9. DOES PATIENT
3. SEX Asian / Pacdic - Not
N 3] lstander 2 | Hsp a[ M 7 [ Ne charge 10 Yes SEO:(E CIGARETTES?
1 °s
11 Female 2] Male o[ fponcan indian / «[]] Other govemment 8 [ ] Gther 2l No 2ne ° [J unknown
——
10. saTégrPﬂ;g S(E)rSPOL:('g)Tég)h STYHTSPCIOS“I‘ TQS), 11. PHYSICIAN'S DIAGNOSES 12. HAVE YOU OR 13. zg&s PAJIENT
! ANYONE IN YOUR HAVE:
[1n pauent’s own words) PRACTICE SEEN [Check all thai apply
a Prncpal dagnoss / PATIENT BEFORE? regardless of any entry
assocated tnttem 11}
S : e 10 1Cves  2[JNo 1] None of beiow
2["] Depression
b Oter b Other ilrf‘y“o:rh!(’);:i;o condition 3D Hypertension
4[] Hyparcholesterciemia
e 17 Yes 2. }No s [ Obesty
- ——— e e e R R R
14. AMBULATORY SURGICAL 15. DIAGNOSTIC / SCREENING SERVICES 16. THERAPEUTIC SERVICES
PROCEDURE(S) [Check all ordered or provided] {Check all ordered or provided. Exclude medicanon]
I'I:’erord any ourpnzmnl gxagnhosllc or 1 [:] None 11 D Pap test
1
cht:rakp;:gfa’;farfe Z;;e: '/" whe fir, 2[7] Blood pressure 12 [[] Strep throat test 1] None s[ ] Drug abuse OTHER THERAPY:
a{"] unnalys:s 13[) HIV serology
7 Alcohol ab
4[J EKG - resting 14 "] Cholesteral measure ggggfﬁgﬁs / O o abuse i 13[] Psychotherapy
. 5[] EKG - exercise 15 [] Other ab teat s[] smoking cessation ) Gorecie fenses
1] Scheduled 3 [ ] Local anesthesia o[ JMammogram 16 (] Heanng teat 2z [J Dt o[ Farmiy / socia 15 [] Heanng aid
2] Perormed 4[] Regionai anesthesia 7] Chest x-ray 17 ] Visuat acuity 3 [JExercise 0[] Growth / devel L [7] Physiotherapy
1 ro o
s [_] General anestnesia 8] Other radiology 18 [_] Menta! status exam 4 (] cholesterol reduction D] Famiy o velopmen 17 [_] Other therapy [Specify]
1% Other {Specify] | n amily planning
9 7] Allergy testing o b s (] Weight reduction 12[] Otner counselin
g
» 10 (] Spirometry
17. MEDICATION 1f none, check here [_] a. New medication? | 18. DISPOSITION THIS VISIT 18. DURATION
{Check all that apply] OF
o comiaed e N THIS vISIT
meddxméxon: ., , D . D B D No follow-up plannad g’;r’r:le :;;a"a"y
::a::’z;edn.;t 2{_] Retum at specified time physicran]
this visie Use
the same brand 2. 10 200 3] Retumn if neaded, P.R.N.
o lﬁ::;’g’f' 4[] Tetsphone follow-up planned
:;Td XI:: Ia:(g{:zt 3. 100 =0 5[] Referred to other physician
i’;’;"‘,"’ smmunizing O -0 &[] Retumed to referting physician
dese 1 2
agents | 7[) Admit to hospital
s. 1[0 20 8 [] Other (Specify] Minutes

Figure 1. Patient record

person. The pattern, however, was
found to be slightly different for
males and femnales. Among males,
rates increased with each age group
after the age of 24, with males
75 years and over having the highest
rate of 6.1 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 years

compared with those aged 75 years
and over.

White persons made 87.8 percent
of all office visits during 1991, with
black persons and Asian/Pacific
Islanders accounting for 8.7 percent
and 3.0 percent, respectively. The
percent of visits made by white
persons was higher than that reported
in 1990, but this is probably due to a
change in the coding procedure. For
survey years before 1989, unspecified
responses to the race item were

randomly imputed a race designation.
The 1989 and 1990 NAMCS included
an “unspecified” category in the

race item, which resulted in a
significantly smaller proportion of
visits by white persons than in
previous survey years. The 1991
NAMCS reverted to the previous
method of imputation of unspecified
responses in order to maximize
comparability across years of survey
data. This method yielded a slightly
higher proportion of visits by white
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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, 1991

Number of
Number of visits per
visits in Percent person per
Patient charactenstic thousands distribution year'
Allvisits . . ... ... . 669,689 100.0 2.7
Age
Under1Syears . . ................. 125,025 18.7 22
1524 Y@ArS . . . v v vt s 61,534 9.2 1.8
25-44 YEAIS . . . .t it e 185,267 27.7 2.3
45-B4Years . . .. ... i 141,994 212 3.0
B5-74years . . ......... . ... 83,689 125 4.6
75yearsandover . ............. .. 72.181 108 6.0
Sex and age
Female . ..........c .. 400,485 59.8 3.1
Under1Syears. . ................ 60,157 9.0 22
15-24YBAIS. . . . .o e 40,447 6.0 23
2544 YRAIS. . . . it 122,449 18.3 3.0
45-B4YRArS. . . . v it e 83210 124 34
B5~-7A4YEaIS. . ..ot e 49,475 7.4 4.9
75yearsandover .. . ... ... .. 44,747 6.7 5.9
Male. ... ... e 269,205 40.2 2.2
UnderiSyears. ................. 64,868 9.7 2.3
15-24years. . . ... e 21,088 3.1 1.2
25~44Years. . ... . e 62,818 9.4 1.6
B5--BAYeAIS. . v v i it e 58,783 8.8 2.6
B5~74YearS. . v . v it e e 34,214 5.1 4.2
75yearsandover. ............... 27,434 4.1 6.1
Race and age
White ...... ... . 587,800 87.8 2.8
Under1Syears. .. ............... 103,174 154 23
16~24vyears. . ... . i e 54,099 8.1 2.0
25-44YEArS. . . v i e 161,071 24.1 24
45-B4vyears. . ... ot e 125,363 18.7 3.1
B5~74years. .. .. ... 76,306 11.4 4.7
75yearsandover . . .............. 67,787 10.1 6.2
Black ... ... e 58,494 8.7 1.9
UnderiSyears. . :.......oou ... 16,377 2.4 1.9
16-24years. .. ..... ... o 5,213 0.8 1.0
25-44years. . ...t 17,198 2.6 1.8
45-64years. . . ... .. i 11,660 1.7 24
65-74vyears. .. ......... .. 4,682 0.7 29
7Syearsandover. ............... 3,364 0.5 3.5
All other races
Asian/PacificIslander. . . ... .. ........ 20,127 3.0 EER
American Indian/Eskimo/Aleut . . . . ... ... 3,269 0.5 .-
Geographtc region
Northeast. . .. ................... 154,869 23.1 3.1
Midwest. . . ..................... 166,680 248 28
South . . ... . .. . 193,071 28.8 23
West, . ... o 155,070 23.2 28

1Based on U.S. Bureau of the Census estimates of the civillan noninstitutionalized pogulation of the United States as of

July 1, 1991,

persons compared with 1989 and 1990

data. However, visit rates by age, sex,
and race were not statistically
different from rates observed in the
1989 NAMCS.

Physician characteristics

The distribution of office visits
according to physician specialty for
the 13 most visited specialties is
presented in table 2. The largest

share of visits (24.6 percent) was
made to physicians specializing in
general and family practice (GFP);
this percentage, however, is

significantly smaller than the one
noted in 1990 (29.8 percent). A

significant decrease was also seen in
the visit rate to general and family
practitioners, from 85.2 visits per 100
persons in 1990 to 66.3 visits per 100
person in 1991, Visit rates to each of

the other 12 specialties were not

significantly different from 1990

visit rates. However, provisional data
concerning these physician specialties
for 1991 indicates increases in the
proportion of visits made to
internists, orthopedic surgeons,
dermatologists, otolaryngologists, and
urologists compared with 1990 figures,
as well as a slight decrease in the
proportion of visits made to
psychiatrists. No significant
differences were found in the
proportion of visits to pediatricians,
obstetricians and gynecologists,
ophthalmologists, general surgeons,
and neurologists.

A slightly higher proportion of
visits were made to doctors of
osteopathy in 1991 (7.0 percent) than
in 1990 (5.6 percent). Osteopathic
physicians received 18.8 visits per 100
persons during the year, compared
with 250.5 visits per 100 persons to all
other physicians.

Visit characteristics

Referral status and prior-visit
status

In general, 6.2 percent of office
visits in 1991 were made as the result
of a referral from another physician,
an increase from the 5.5 percent
noted in 1990. The majority of office
visits (83.3 percent) were made by
patients who had seen the physician
on a previous occasion, and more
than half (61.8 percent) of all visits
were made by persons who were
returning to the physician for care of
a previously treated problem
(table 3). Only 16.7 percent of visits
were made by new patients. These
percents are not significantly different
from those reported in 1990.

Expected source of payment

This item was revised slightly
from the 1990 NAMCS, with the
addition of the “private/commercial”
and “other government” payment
categories. “Private/commercial”
replaces the former categories of
commercial insurance and Blue
Cross/Blue Shield from the 1990
NAMCS. Data on expected source of
payment are shown in table 4.

Expected sources of pavment
were most often private commercial
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Table 2. Number, percent distribution, and annual rate of office visits by physician
specialty and professional identity: United States, 1991

Number of
Number of visits per
visits in Percent 100 persons
Physician specialty thousands distribution per year!
Alfvisits . . . .......... ... ... .. 669,689 100.0 269.3
General and family practice . ... ...... 164,857 24.6 66.3
Internal medicine . ... ....... 102,923 15.4 41.4
Pediatrics. . . . .......... ... .. ... 74,646 11,1 30.0
Obstetrics and gynecology . . . . .. ... 56.834 8.5 22.9
Ophthaimology . ..... ........ . 41,207 62 16.6
Orthopedicsurgery. . .. ............. 35,932 5.4 14.4
Dermatoiogy . . . . . ..... N 29.8659 4.4 11.9
General surgery ... ..... ..... 21,285 3.2 8.6
Otolaryngology .. .... e 19,101 2.9 7.7
Psychiatry .. ... ....... ... .. ... 15,720 2.3 6.3
Urological surgery . . ... ... ... ... 12,758 19 5.1
Cardiovascular diseases. . . . .......... 11,629 1.7 A7
Neurology . . .......... ... . ... ... 6,798 1.0 2.7
All other specialties. . ... ............ 76,341 11.4 30.7
Professional identity
Doctor of osteopathy. . . . ............ 46,727 7.0 18.8
Doctor of medicine . . .. .......... ... 622,962 93.0 250.5

1Based on U.S. Bureau of the Census estimates of the civikan noninstitutionalized poputation of the United States as of

July 1, 1991,

Table 3. Number and percent distribution of office visits by referral status and prior-visit

status: United States, 1991

Number of
visits in Percent
Visit characteristic thousands distribution

Allwisits, . .. .. . e 669,689 100.0
Referral status

Referred by another physician. . . .. . ......... 41,598 6.2

Not referred by another physician . ... ........ 628,091 93.8
Prior-visit status

Newpatient ... ....................... 111,801 16.7

Oldpatient. . .. ... .. ..... .. ... ... 557,888 83.3

Newproblem. ... ............. .. ..... 144,190 215

Oidproblem .. ............. ... ..... 413,698 61.8

Table 4. Number and percent distribution of office visits by patient’s expected source of

payment: United States, 1991

Number of
visits in Percent
Expected source of paymentt thousands distribution
Allvists . . .. ... L. . 669,689 100.0
Private/commercial insurance . .. .. ... .. 239,425 35.8
Patientpaid . ....... ....cc...... 157,834 23.6
Medicare . . .. ................ . 141,679 21.2
HMO/other prepaid. . . . ... .......... 100,983 151
Medicaid . .. ... ... ... v, 63.411 8.5
Other government?, . ... ... ........ 14,409 22
Nocharge . . ........... ... ... ... 10,437 1.6
Other ... .. .. i 27,390 4.1
Unknown . . .. ... ... e, 13,828 2.1

INumber may exceed total number of visits because more than one source of payment may be coded for each visit,
2Category is new on the 1991 Natonal Ambutatory Medical Care Survey

insurance (35.8 percent of visits) and
patient-paid (23.6 percent). The
patient-paid category includes the
patient’s contribution toward “co-
payments” and “deductibles.” Medi-
care was an expected payment source
at 21.2 percent of visits overall, a sig-
nificant increase from the 1990 level
of 19.8 percent. For persons 65 years
of age and over, Medicare was an
expected source of payment at

80.6 percent of visits.

“HMO/other prepaid” was
mentioned at 15.1 percent of visits,
which was not significantly different
from the 1990 level of 14.5 percent.
An increase was noted in the percent
of visits with Medicaid as an expected
payment source, from 8.5 percent in
1990 to 9.5 percent in 1991. Readers
should note that physicians were
asked to check all of the applicable
payment categories for this survey
item, with the result that multiple
payment sources could be coded for
each visit.

Is this visit injury related?

The 1991 NAMCS included a
new item on the Patient Record in
which the physician was asked to
record whether the visit was injury
related. About 66.1 million visits, or
9.9 percent of all office visits, were
injury related; more than half of
these visits (55.3 percent) were made
by males, and 41.1 percent were made
by persons 25-44 years old. Males
had a higher injury-visit rate than
females did overall (30.3 visits per
100 males compared with 23.1 visits
per 100 females), but these
differences were evidenced only in
the age groups 15-24 years and 2544
years. Injury-visit rates for males and
females in the age groups under 15,
45-64, 65~74, and 75 years and over
were not found to differ significantly.

Among females, injury-visit rates
were lowest for those in the age
group under 15 years (11.4 visits per
100 females under age 15). Visit rates
for the other age groups (15-24 years,
25-44 years, 45-64 years, 65-74 years,
and 75 years and over) were higher
than that of the youngest group, but
were not significantly different from
each other. For males, injury-visit
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rates were not statistically different
for the youngest and two oldest age
groups (under 15, 65~74, and 75 years
and over). Males 15-24 years, 2544
years, and 45-64 years had higher
injury visit rates (37.4, 39.7, and 33.7
visits per 100 males in each age group
respectively), but these rates were not
statistically different from each other.
Injury-related office visits are
described in terms of the patient’s
age and sex in table 5.

Does patient smoke cigarettes?

Another new item in the 1991
NAMCS collected data on whether
the patient currently smokes
cigarettes. Results from the survey
showed that 10.1 percent of all office
visits, or 67.7 million, were made by
patients who smoke cigarettes.
However, the patient’s smoking status
was not known for 27.7 percent of the
total, or 185.2 million office visits.
Data on visits according to patient’s
cigarette smoking status are
presented in tables 6 and 7.

Reason for visit

Item 10 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 A 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 8. More than half
of all visits were made for reasons
classified as symptoms (57.6 percent).
Respiratory symptoms accounted for
11.5 percent of all visits, and
musculoskeletal symptoms accounted
for 11.4 percent.

The 20 most frequently
mentioned principal reasons for visit,
representing 38.2 percent of all visits,
are shown in table 9. (It is important
to note that the rank ordering
presented in this and other tables in
this report may not always be reliable

Table 5. Number, percent distribution, and annual rate of injury-related office visits

by patient’s age and sex: United States, 1991

Number of Percent

Number of visits per of all

visits in Percent 100 persons office

Patient characteristic thousands distribution per year! visits?
All injury-related visits. . . . . . 66,066 100.0 26.6 9.9

Age
UnderiSyears. . ........ 7.417 11.2 13.3 1.1
15-24vyears. .. ......... 10,510 15.9 30.4 1.6
25-44years. .. ... ..., 27,126 411 334 4.1
45-64years, . . ...... ... 14,222 215 30.2 2.1
65-74years. . .......... 3.955 6.0 21.6 0.6
7S5yearsandover........ 2,836 4.3 237 0.4
Sex and age

Female............... 29,544 4.7 23.1 4.4
UndertSvyears. ......... 3,098 4.7 11.4 0.5
15-24vyears. . . ......... 4,094 6.2 23.5 0.6
25-44years, . ... ... ... 11,300 171 274 1.7
45-64years. . . ... ... 6,596 10.0 26.9 1.0
65-74years. .. ......... 2,510 3.8 24.8 0.4
75yearsandover........ 1,945 29 25.9 0.3
Male ................ 36,522 55.3 30.3 5.5
Under1Svyears. . ........ 4,319 8.5 15.2 0.6
15-24years. . . ... ... 6,415 97 37.4 1.0
2544 years. ... ........ 15,826 24.0 39.7 2.4
45-B4years. . ... ... ... 7.626 1.5 33.7 1.1
65-74vyears. .. ... 000 1,450 2.2 17.7 0.2
75yearsandover. ....... 891 13 19.9 0.1

1Based on U.S. Bureau of the Census estimates of the civilian noninstitutionalized papulation of the United States as of

July 1, 1991,

2Based on an estimated total of 669,689,000 office visits in 1991.

Table 6. Number and percent distribution of office visits by patient’s cigarette-smoking

status: United States, 1991

Number of
visits in Percent
Does patient smoke cigarettes? thousands distritution
Allvisits .. ... oo, 669,689 100.0
Yes ¢ ot e e e e, 67,674 10.1
NO. .t i i it e 416,771 62.2
UnKnown. . . . .o ivennninnennnn 185,245 27.7
Patient characteristic

All visits by patients who smoke

cigareftes. . . . ... it 67,674 100.0

Age
Underi1Syears. .. .............. *237 *0.4
16-24years. . . .o v v in it 6,131 9.1
25-44yRars. . . ... ie it e 27,939 413
45-B4YearS. . . ..t 22,652 33.5
65-7ayears. . ...... ..., 7.575 11.2
75yearsandover. .. ............ 3,139 4.6
Sex

Female...........coiinunn... 39,308 58.1
L 28,366 419

because near estimates may not differ
from each other due to sampling
variability.) General medical
examination was the most frequently
mentioned reason for visit overall
(4.4 percent of the total), while
cough was the most frequently

mentioned reason having to do with
illness or injury (3.6 percent).
Eighteen of the top 20 reasons
for 1991 were also listed among the
20 most frequently mentioned reasons
for 1990, albeit in slightly different
order. The other two, depression and
low back symptoms, each accounted
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Table 7. Number and percent distribution of office visits by physician specialty, according
to patient's cigarette-smoking status: United States, 1991

Does patient smoke cigarettes?

Number of
visis in Don't
Physician speciaity thousands Total Yes No know
Percent distribution

Allvisits .. .. . ........ 669,689 100.0 101 62.2 27.7
General and family practice . . 164,857 100.0 12.6 63.5 238
Internal medicine . . .. .. 102,923 100.0 13.3 63.3 23.4
Pediatrics .. . .. .... .. 74 646 1000 *0.4 96.8 28
Obstetrics and gynecology . 56.834 100.0 118 61.9 26.3
Ophthalmoiogy. . .. 41.207 100.0 6.6 43.0 504
Orthopedic surgery 35,932 1000 9.2 38.8 52.0
Dermatology . 29.659 100.0 42 33.0 62.8
General surgery . . 21.285 1000 13.2 563 305
Otolaryngology. . . . 19.101 1000 8.0 62.3 29.7
Psychiatry . . . ... ...... 15.720 1000 16.1 59.6 24.3
Urological surgery .. ... .. 12,758 1000 9.3 51.4 39.3
Caraiovascular diseases . . 11.629 100.0 8.2 61.7 30.1
Neurology e 6.798 100.0 13.7 63.4 22.9
All other specialties , . . . 76.341 100.0 11.7 61.3 26.9

for about 7.1 million visits. Their
higher position on the rank-listing for
1991 was due mainly to a small but
significant decrease in the number of
visits for hypertension and chest pain
and related symptoms.

Diagnostic and screening services

Statistics on diagnostic and
screening services ordered or
provided by the physician during the
office visit are displayed in table 10.
The list of diagnostic and screening
services appearing on the Patient
Record is changed periodically to
reflect the changing needs of data
users, recommendations of advisors,
and anticipated future health data
needs. The 1991 NAMCS added a
number of services that either had
never appeared on the Patient
Record or had not been included for
severa] years. New categories for 1991
include the following: EKG - resting,
EKG - exercise, allergy testing,
spirometry, strep throat test, hearing
test, and mental status exam. In
addition, the former “other” category
was expanded to permit greater
specificity with the addition of the
“other radiology” and “other lab
test” categories.

More than half (64.8 percent) of
all office visits included one or more
diagnostic or screening service. The
most frequently mentioned diagnostic

service was blood pressure check,
recorded at 43.2 percent of visits. This
percent was significantly higher than
that recorded in 1990. (The

1990 percent was also higher than
that found in 1989.) Also, blood
pressure checks were ordered or
provided at a higher percent of visits
by females (47.9 percent) than visits
by males (36.1 percent) in 1991, but
the percents for both sexes showed an
increase over 1990 figures.

Other frequently mentioned
diagnostic and screening services
included the new category of “other
lab test” (17.1 percent of visits),
urinalysis (12.7 percent), and visual
acuity (6.0 percent). Pap tests were
ordered or performed at 4.2 percent
of visits, while cholesterol measures
were taken at 4.0 percent of visits.

Also prominent among the new
categories for 1991 were visits at
which other radiology (that is,
radiology other than chest x ray) was
mentioned (5.5 percent), visits at
which a resting EKG was ordered or
provided (2.8 percent), and visits with
a test for strep throat (2.0 percent).

Ambulatory surgical procedures

The 1991 NAMCS included a
new item concerning ambulatory
surgical procedures that were
scheduled or performed at the
current visit. Physicians were asked to

record up to two outpatient
diagnostic or therapeutic procedures,
and additional data were collected on
the type of anesthesia used for the
first-listed procedure. Preliminary
results indicate that ambulatory
surgical procedures were reported at
6.2 percent of all office visits —about
44.4 million procedures scheduled or
performed. More detailed data on
these procedures will be reported in a
forthcoming publication.

Principal diagnosis

Item 11 of the Patient Record
asks the physician to record the
principal diagnosis or problem
associated with the patient’s most
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
Classification of Diseases, 9th Revision,
Clinical Modification (1CD-9-CM)
(5).

Displayed in table 11 are office
visits by principal diagnosis using the
major disease categories specified by
the ICD-9-CM. The supplementary
classification, used for diagnoses that
are not classifiable to injury or illness
(for example, general medical
examination, routine prenatal
examination, and health supervision
of an infant or child), accounted for
15.1 percent of all office visits.
Diseases of the respiratory system
(13.8 percent) and diseases of the
nervous system and sense organs
(11.6 percent) were also prominent
on the list.

The 20 most frequently reported
principal diagnoses for 1991 are
shown in table 12, These are
categorized at the three-digit coding
level of the ICD-9-CM, and account
for 35.2 percent of all office visits
made during the year. The most
common diagnosis rendered by
physicians at office visits in 1991 was
essential hypertension, occurring at
3.5 percent of all visits. Essential
hypertension has been the most
frequently reported morbidity-related
diagnosis in every survey year since
the NAMCS began in 1973,
(Morbidity-related diagnoses are
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Table 8. Number and percent distribution of office visits by patient's principal reason for allied disorders, disorders of
visit: United States, 1991 refraction and accommodation, and
other forms of chronic ischemic heart
Number of B
visits in Percent disease. N
Principal reason for visit and RVC code? thousands  distribution In order to assess the significance
. . ,
AIVISHS © ot oottt e e e 669,689 100.0 of some of the changes in physicians
SYMPIOM MOGUIE « &+ v v e e e eee e et S001-S988 385,861 576 diagnoses over the years, visit rates
(Saeneral sym;;toms ........... e disaraers T g?g;i?gg 4;,23? g'sl for selected diagnoses from 1985-91
ymptoms referable to psychological/mental disorders. . . . .. ... 18, 8 .
Symptoms referable to the nervous system are compared in table 13. Between
{excluding SENSB OTGaNS) . . . v v v v vt e i st S200-S259 21,066 3.1 1985 and 1991, increases were seen in
Symptoms referable to the cardiovascular/lymphatic .. . . ..
SYSEBIM « o v ettt e e $260-5299 3.417 0.5 office visit rates for chronic sinusitis
Symptoms referabletothe eyesandears . . ... ............ S300-8399 43,589 6.5 :
Symptoms referable to the resprratory system . . . . ... ... .. .. S400-S499 76,764 115 and gk}uco_n:la’ while dec.reases were
Syrptoms referabie to the digestive system . ... ........... S500-5639 27,074 4.0 noted in visit rates for disorders of
Symptorns referable to the genitourmary system. .. .. ...... .. 56405829 31,265 4.7 : H
Symptoms referable to the skin, hair,andnails. . . . .. ........ S$830-5899 43,809 6.5 refrathon _and accomr_nOdanon and
Symptoms referable to the musculoskeletal system . . ..., ..... $900-5999 76,356 11.4 neurotic disorders. Slight decreases
Diseasemodule. .. ........ci it innnnn. D001-D998 64,926 9.7 . ..
Diagnostic, screening, and preventive module . . ... ......... X100-X539 101,002 16.1 were also noted in visit rates for
Treatmentmodule . . . .. ...ttt i e T100-T898 65,333 9.8 essential hypertension and normal
Injuries and adverse effectsmodule . . ... ... oL o J001-J999 20,462 3.1
TESE IESURS MOTUIE . - .« +  + v v e evveeeeeeeeneeeneens R100-R700 6,832 10 pregnancy between 1985 and 1991.
Administrativemodule . . ... ... L oo A100-A140 7.122 1.1 Additional vears of data will help to
[0 3= U930-U989 18,150 2.7 dditio y o t 3

put these apparent changes into

Based on A Reason for Vistt Classification for Ambuiatory Care (RVC), {4). better perspectivc.
2Includes problems and complaints not eisewhere classified, entries of “none,” blanks, and illegible entries.

Table 9. Number and percent distribution of office visits by the 20 principal reasons for

visit most frequently mentioned by patients: United States, 1991 Physicians’ checklist of medical

conditions

Percent distribution of visits . . .
In addition to the diagnostic data

Number of p 1 of the P
visits in All eported in i the Patient
Reason for visit and RVC code? thousands visits Female Male II-ZPO ; 1 ltfn:l 1 fO e the
ecord, selected information on
AVISIES .o vt e i 669,689 100.0 100.0 100.0 patient’s current health status was
General medical examination. . ... ..... X100 29,720 4.4 4.8 3.9 collected in item 13’ another addition
COUGN . o e et $440 24,263 36 36 37 -
Routine prenatal examination. . .. ... ... X205 19,675 29 49 . to the 1991 NAMCS. Physicians were
Symptoms referable to throat. . ... ..... S455 17,882 2.7 27 2.6 : s
POSIOPEIAtiVe VIS« « . . v« .+ vv e s T205 16,308 24 23 o7  given a list of four common i
\!/Evara%he orearinfection. . ........... )S(355 13,404 2.0 1.9 2.1 cond1t10ns—depressxon, hypertensnon,
ell baby examination. . . ........... 105 13,276 2.0 1.7 2.4 .
Back SYMptOMS . « . o oo vv oo e $905 12,977 1.9 18 20 hypercholesterolemia, and
Skinrash . .............. ... .... 5860 12,119 1.8 1.7 2.0 obesny_and asked to record whether
Stomach pain, cramps, and spasms .. ... S545 11,106 1.7 1.8 1.4 .
N R S010 10,318 15 15 2.1 the patient now had any of them,
Headache, paininhead............. S210 10,128 1.5 1.2 15 reoardless of w W rd
Visiondysfunetiens. . .. ............ S$305 10,011 1.5 1.5 1.5 4 N . hat ,a§ r:CCO ed as
KNEE SYMPIOMS . « v o v v v e s e S925 9,522 1.4 1.2 1.7 the current diagnosis in item 11 of
Nasalcongestion ... .............. S400 8,444 1.3 1.1 1.5 :
Blood pressuretest. . .. ............ X320 7,645 1.1 1.2 1.1 the survey :forrn. Results from item 13
Head cold, upper respiratory infection are shown in tables 14 and 15.
({17~ ) e S445 7,616 1.1 1.1 1.2
Necksymptoms. . . ... ....c....... S900 7,193 1.1 1.0 11 Nea'ﬂ_y One'quarter (24'1 Rercent)
Cepression. .. .. v.ovviiniiinn ..y $110 7,060 1.1 12 0.9 of the visits were made by patients
tewbacksymptoms . .. ... ......... S910 7.051 1.1 0.8 1.4 h
All OtHEr FEASONS. + « v v v e ve e e e n e en 413,971 61.8 0.9 63.2 who were reported to have one or
more of the four conditions listed on
Based on A Reason for Visit Classification for Ambulatory Care (RVC), (4). the survey form Hypertension was
. . . . checked most frequently, at
those classifiable to iliness or injury. contact dermatitis and other eczema, 1519 percent of the total —about 85.3
;\o;argorbldqy-related d;agnosgs . generg[ S}fmptom;, and §pec_xal h million visits. This figure is
i routne preatal samiaton, . Imesigatons and saminatons. The  spstanlly ighe than he e
infant or ri ia 1 e .. . .
hild p . Enosis I the of visits in which a first, second, or
child, and general medical supplementary classification and . . . .
L . . . third diagnosis of essential
examination, among others.) includes routine examinations of hypertension (ICD—9-CM code 401)
Of the 20 diagnoses shown in specific systems, for example, P )

was reported in item 11 of the Patient
Record (41.9 million visits or
6.3 percent of the total), and suggests

table 12, 17 also appeared on the list ~ gynecological, vision, and hearing
of the 20 most frequent diagnoses for  exams. Dropping out of the top 20
1990. New on the list for 1991 were from 1990 were osteoarthrosis and
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Table 10. Number and percent distribution of office visits by diagnostic and screening
services and patient’'s sex: United States, 1991

Percent distnibution of wisits

Number of

Diagnostic and screening services visits in All

ordered or provided by physician thousands visits Female Male
Allvists. . ... ... ... L., 669,689 100.0 100.0 100.0
Nome. . ....... .. ... . 236.035 35.2 31.6 40.7
Bloodpressure . .. ................ 289,153 43.2 47.9 36.1
Urimalysis. . . . ... .. ... ... ..... 85,194 12.7 15.3 8.9
EKG-Resting? .. ................. 19,020 2.8 2.6 3.2
EKG - Exercise?. . . . . . e 2,661 0.4 02 0.7
Mammogram. ... .. .. ..., 11,558 1.7 2.9
Chestxray .............. ...... 16.307 2.4 2.2 2.7
Other radiology2. . . .. ......... R 36.864 5.5 4.9 6.3
Allergy testing® .. . .. .......... 1,445 0.2 0.2 0.3
Sprrometry? ... 2,486 0.4 0.3 0.4
Paptest ......... ... ... .. .. ..., 28,313 4.2 7.1 0.0
Strepthroattest? ., . ... ........... 13,650 20 2.0 2.1
HWserology. . ... ............... 1.362 0.2 0.2 0.2
Cholesteroimeasure. . . . ............ 26,932 4.0 4.4 34
Otherlabtest?. . ..... ........... 114,274 17.1 18.4 15.1
Heanngtest?. . .. .... ............ 9,282 1.4 1.1 1.9
Visualacuty . . ... ... . . 40.374 6.0 5.6 6.7
Menta! status exam2 . . . . ... .. ... ... 8.664 1.3 1.1 1.5
Other . ... ... . . . e, 67.757 10.1 10.6 9.4

TNumpers may not add 10 totals because more than one service may be reported per visit.
2Category 1s new in the 1991 Natonal Ambulatory Medical Care Survey.

Table 11. Number and percent distribution of office visits by principal diagnosis:
United States, 1991

Number of
visits in Percent
Principal diagnosis and ICD~-9-CM code’ thousands  distribution

AlLVISIS . L e e e e e e 669,689 100.0
Infectious and parasitic diSSaSeS. . . . v v v v vt e e e 001~139 24,570 3.7
NEODIaSMIS & . oo e e e e e e e 140-239 23,308 3.5
Endocrine, nutritional and metabolic

diseases and immunity disorders. . . ... ... ..o e e 240-~-279 27.312 4.1
Mental disorders . . . ... .. .. e e 290-319 26,167 3.9
Diseases of the nervous system

AN SENSE OMgANS . . . . . .t e e e e e e e 320-389 77,724 11.6
Diseases of the circulatory system . . . .. ..................... 390459 50,226 7.5
Diseases of the respiratory system. . . ... ... .. ... ... 460-519 92,100 13.8
Diseases of the digestive system. . . .. .. ... ... ... ... ...... 520-579 22,724 3.4
Diseases of the genitourinary

Yl L e e e e e e e 580-629 39,308 5.9
Diseases of the skin

and subcutaneous tiSSUB. . . . ... .. e e e 680~709 39,578 59
Diseases of the musculoskeietal

systemand connective tissue . . . . ... ... L e 710-739 45,829 6.8
Symptoms, signs, and ill-defined

CONTIIONS . . s o e e e e e e e e e 780~799 25,694 3.8
Injury and poIsoning . . .« . v v e 800-999 53,400 8.0
Supplementary classification . . .. ... L e e e V01-v82 101,433 15.1
All other diIagnOSeS2 . . . . . . o e e e e e 9292 1.4
UNKNOWNS e e e e e 11.025 1.6

1Based on the International Classification of Diseases, 9th Rewision, Chirical Modification (ICD-9-CM) (5).

2incluces diseases of the blood and blood-forming organs (280-289); complications of pregnancy, childbirth, and the
puerpenumn (630-676); congenital anomalies (740~759); and certain conditions oniginating 1n the perinatal period (760-799).
Jinciudes blank diagnoses, uncodabie diagnoses, and leg:ible diagnoses.

the possibility that physicians tend t0 4t the office visit (item 16 on the
underreport chronic conditions in Patient Record) are shown in
item 11. table 16. This item underwent
substantial revision in the 1991
NAMCS, with an expanded list of
therapeutic categories permitting

Data on therapeutic services greater specificity in physicians’
ordered or provided by the physician  responses.

Therapeutic services

About one-third (33.1 percent) of
all office visits included some form of
counseling, education, or other
nonmedication therapy. Diet
education or counseling was
mentioned most frequently, at
11.4 percent of the total, or 76.5
million visits. Other prominent
categories included exercise
(8.2 percent), drug abuse
(3.8 percent), weight reduction
(3.1 percent), and growth/
development (3.1 percent).

Medication therapy

Data on medication therapy are
shown in tables 17-21. Medication
therapy was the most commonly
mentioned therapeutic service in
1991, reported at 423.7 million office
visits or 63.3 percent of the total
(table 17). Physicians were instructed
to record all new or continued
medications ordered or provided at
the visit, including prescription and
nonprescription preparations, and
immunizing and desensitizing agents.
As used in the NAMCS, the term
“drug” is interchangeable with the
term “medication,” and the term
“prescribing” is used broadly to mean
ordering or providing any medication,
whether prescription or
over-the-counter. 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 804.6
million drug mentions during 1991.
This yields an average of 1.2 drug
mentions per office visit, or 1.9 drug
mentions per drug visit.

Data on number of drug visits
and drug mentions by physician
specialty are shown in table 18.
Internists and cardiovascular disease
specialists had the highest percentage
of drug visits, at 81.6 percent and
80.4 percent, respectively.

Drug mentions are displayed by
therapeutic class in table 19. This
classification is based on the
therapeutic categories used in the
National Drug Code Directory, 1985
edition (6). It should be noted that
some drugs have more than one
therapeutic application. In cases of
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Table 12. Number and percent distribution of office visits by the 20 principal diagnoses
most frequently rendered by physicians: United States, 1991

Percent distribution of visits

Number of
visnts in All
Principal diagnosis and ICD~9-CM code? thousands visits Female Male
AVISES ..o v e 669,689 100.0 100.0 100.0
Essential hypertension . . . .. ... .. .. ... .. 401 23,188 3.5 3.6 3.3
Normal pregnancy. . . .« . oo v v e v in e v u s vaz2 20,657 3.1 5.2 .
General medical examination . . .. ......... V70 18,321 27 2.6 30
Health supervision of infantorchild. . . ... ... V20 17,271 2.6 2.1 33
Acute upper respiratory infections of muitiple or
unspecifiedsites . . ........ ... ... ... ... 16,928 25 24 2.7
Suppurative and unspecified otitis media. . . . . . 382 16,185 2.4 241 3.0
Diabetes mellitus. . ... ................ 250 12,793 1.9 1.8 2.0
Chronic sinusitis . . e e 473 11,570 1.7 1.8 1.7
Glaucoma . . . oo e 365 11,043 1.6 1.7 1.6
Acute pharyngitis .. ....... ... ... .. 462 11,015 1.6 1.5 1.9
Bronchitis, not specified as acute or chronic. . . .490 9,757 1.5 1.6 1.2
Diseases of sebaceous glands . . ... ....... 706 9,464 1.4 1.5 14
Allergicrhinitis . . . ... ... ... oL 477 9,405 1.4 14 1.4
Asthma. . . oo i it e e e 493 8,804 1.3 1.2 18
Cataract . . . . e e e e e 366 7,540 1.1 1.1 14
Contact dermatitis and other eczema . . ... ... 692 7,048 11 1.0 1.1
Sprains and strains of other and unspecified
partsofback . ........ ... . 847 6,381 1.0 09 1.1
Special investigations and examinations . . . . . . V72 6,318 0.9 1.3 0.5
Neurcticdisorders. . . . .. .. ... . ... 300 6,220 0.9 1.0 0.8
Generalsymptoms . . ... .. .o i 780 6,101 0.9 0.9 1.0
Allotherdiagnoses. . .. .................. 433,680 64.8 63.3 66.4

1Based on the Intarnational Classification of Diseases, Sth Aewvision, Climical Modification (iCD~9-CM) (5).

this type, each drug was assigned to
the category for which it was most
frequently prescribed.
Cardiovascular-renal drugs accounted
for 15.5 percent of all drug mentions,
while antimicrobial agents

(14.9 percent), pain relief drugs
(10.6 percent) and respiratory tract
drugs (10.0 percent) were also
prominent.

The 20 most frequently used
generic substances for 1991 are shown
in table 20. 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 1991 (as
well as in 1990), occurring in
4.1 percent of drug mentions.
Seventeen of the 20 most used
generic ingredients for 1991 were also
on the list of the top 20 for 1990.

The 20 medications most
frequently ordered or supplied by
physicians at office visits are shown by
entrv name of drug in table 21. Entrv

name refers to the actual designation
used by the physician on the Patient
Record form and may be a trade
name, a generic name, or simply a
desired therapeutic effect. Amoxicillin
was the medication most frequently
prescribed by physicians, with 18.0
million mentions, or 2.2 percent of
the total. It was followed by Amoxil
(1.2 percent), Lasix (1.2 percent), and
Ceclor (1.2 percent).

The NAMCS drug data base
permits classification by a wide range
of variables, including specific product
name, generic class, entry form
chosen by the physician (that is,
brand name, generic name, or the
desired therapeutic effect),
prescription status (that is, whether
the product is prescription or
nonprescription), federally controlled
substance status, composition status
(that is, single- or multiple ingredient
product), and therapeutic category. A
report describing the method and
instruments used to collect and
process drug information for the
NAMCS is available (7).

Disposition of visit

About two-thirds (66.7 percent)
of all office visits included a

scheduled follow-up visit or telephone
call, while another 21.6 percent
included instructions to return if
needed. Less than one percent of
visits resulted in a hospital admission.
These percentages are not statistically
different than those reported in 1990.
Data on office visit disposition are
displayed in table 22.

Duration of visit

Data on the duration of office
visits are presented in table 23.
Duration of visit refers to the amount
of time spent in face-to-face contact
between the physician and the
patient. This time is estimated and
recorded by the physician and does
not include time spent waiting to see
the physician, time spent receiving
care from someone other than the
physician without the presence of the
physician, or time spent by the
physician in reviewing patient records
and/or test results. In cases where the
patient received care from a member
of the physician’s staff, but did not
actually see the physician during the
visit, duration was recorded as “zero”
minutes.

More than two-thirds
(68.3 percent) of office visits had a
duration of 15 minutes or less in
1991. The mean duration time for all
visits was 17.0 minutes.
Corresponding numbers for 1990
were 69.3 percent and 16.7 minutes,
respectively.

Additional reports that utilize
1991 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
Technical Information Service at a
nominal cost beginning about June
1993. 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, percent distribution, and annual rate of office visits by selected principal diagnoses, according to year of survey:
United States, 1985-91

Prncipal diagnosis and ICD-$-CM code? 1985 1989 1991

Number of visits in thousands

AlVISIES . . e e e e e e 636,386 692,702 669,689
Essential hypertension . .. . .. ... ... .. L e e 401 26,049 27,708 23,188
Normal pregnancy. . . ... . o e e e e V22 24,182 23,578 20,657
Heatth supervision of infantorchild . . . ... .. .. ..... ... . ..., . ..., V20 17,088 15,669 17,271
Suppurative and unspecifiedottismedia. . .. ... ... . ... e, 382 185,607 20,033 186,185
General medical exammnation . . . .. . .. ... .. e e V70 14,916 20,166 18,321
Acute upper respiratory infections of multiple or unspecified sites . . .. ... .. 465 14,691 15,765 16,928
Diabetes mellitus. . . . . . . o e e e e 250 12,302 13,237 12,793
Neurotic dISOrGers . . . . . . . .. e e e 300 9,320 8,511 6,220
Acute pharyngtis. . . . . RN P 462 9,302 10,958 11,015
Disorders of refraction and accommodation . . . . .. ... .. ... 367 8,268 7.686 5,420
Diseases of sebaceous glands . . . . . ... ... ... e e 706 8,104 8,146 9,464
Allergic rthinitis . . . . o e e e e e e 477 7.835 11,631 9,405
Bronchitis, not specified as acute orchronic. . . .. ... .o v v i i .. 490 7,563 11,160 9,757
Other forms of chronic ischemic heartdisease . . . .................. 414 6,732 5712 5,713
A M. . o o e e e e e e e e 493 6,503 6,822 8,804
Cataract . . . e e e e e e e 366 6,285 6,335 7,540
Special investigations and examinattons . . . ... ... ... ... e V72 5,838 4,261 6,318
Contactdermatitis andothereczema . . .. ... .. ... ...t 692 5,837 6,542 7,048
ChroniC SINUSIIS . . . . . .o e e e e e e 473 5,675 8,700 11,570
Ostecarthrosis and allied disorders . . .. ...... ... v .. 715 5,522 6,259 5,513
Sprains and strains of other and unspecified partsof back. . . . .......... 847 5,322 7.614 6,381
General symplomS. . . . ... e e e e 780 4,874 5,550 6,101
GlAUCOMA &« & v vt e it i e e e e e e e e e e 365 4,304 4,952 11,043
Percent distribution
AlLVISIES . . e e e e e e e e 100.0 100.0 100.0
Essential hypertension . . ... ... ... e 401 4.1 4.0 3.5
NOfmal pregnancy. . . . . .. i ot e e e V22 38 3.4 3.1
Health supervisian of infantorchild . . . . ... ... ............ ..... vao 2.7 2.3 26
Suppurative and unspecrfied otitismedia. . ... ... ... L. 382 25 2.9 2.4
General medical @Xammnation . . . . . .. ... e V70 2.3 2.9 27
Acute upper respiratory infections of multipie or unspecified sites . . . . ... .. 465 23 2.3 2.5
Diabetes mellitus. . . . .. . . e e e 250 1.9 19 1.9
Neurotic dISOrders . . . . . . . it e e e e e 300 1.5 1.2 0.9
Acute pharyngitis. . . . . . . e e e 462 1.5 1.6 1.6
Disorders of refraction and accommeodation . . . .. .................. 367 1.3 1.1 0.8
Diseases of sebaceous glands . . . . .. ... .. ... ... .. e 706 1.3 1.2 1.4
Allergic thinmis . . . . . . . e e e e e e 477 1.2 1.7 1.4
Bronchitis, not specified asacute Or chronic. . . . . . . . v vttt vt e e a 490 1.2 16 1.5
Other forms of chronic 1schemic heart disease . . . ... . .............. 414 1.1 0.8 0.9
ASTMA . . . e e e e e e e 483 1.0 1.0 1.3
Cataract . . . e e e e e 366 1.0 0.9 1.1
Special investigations and examinations . .. ... ... ... e ... V72 0.9 0.6 0.8
Contact dermatiisand othereczerna . . . . . ... ... .. i an 692 0.9 0.9 1.1
Chronic SINUSHIS .« . . . . o it e e i e e e e e e e 473 0.9 1.3 1.7
Osteoarthrosis and allled disorders . . . .. .. .. ... ... ennnan 715 0.9 0.9 0.8
Sprains and strains of other and unspecified parts ofback. . . . .......... 847 0.8 1.1 1.0
General SYMPlOMS. . . . . ittt et e e e e 780 0.8 0.8 0.8
GlaUCOMIA &+ . v et e e e e e e e e e 365 0.7 0.7 1.6

Number of visits per 100 persons?

AlLVISHS . e e e e e e e e e 274.1 284.4 269.3
Essential hypertension . . . . ... ... L e e e 401 11,2 11.4 9.3
NOMmMal Pregnanty . . . . v o v vt e i e e e e e e vaz 10.4 9.7 8.3
Health supervision of infantorchild . . .. ... ... ... ... . . ... .. ... V20 7.4 6.4 6.9
Suppurative and unspecified otits media. . . . ... ... ... .. .. ... ... .. 382 6.7 8.2 6.5
General medical examination . . . . . ... . ... e e e e e V70 6.4 8.3 7.4
Acute upper respiratory infections of multiple or unspecified sites . ... ... .. 465 6.3 6.5 6.8
Diabetes mellfUs . . . . ... o e e e e 250 53 54 5.1
Neurotic disorders . . . .. . . . . . e et e e 300 4.0 3.5 2.5
Acute Dharyngilis. . . . . . L .o e e e e e e 462 4.0 4.5 4.4
Disorders of refraction and accommodation . . ... ..... ...ttt 367 3.6 3.2 2.2
Diseases of sebaceous giands . . . .. ... ... ... .. . ..o 706 3.5 3.3 3.8
Allergic thinitts . . . . . . e e 477 3.4 4.8 3.8
Bronchitis, not specified as acute orchronic. . . . ... ..., .. . ... . ... .. 490 3.3 4.6 3.9
Other forms of chronic ischemic heartdisease . . .. .. ............... 414 2.9 2.3 2.3
ASI NI . L . e e e e e e e e e e 493 2.8 2.8 3.5
Calaract . . . e e e 366 2.7 2.6 3.0
Special investigations and examiNatonNs . . . . . ...t e e e V72 2.5 1.7 25
Contact dermatitis and othereczema . . . ... ... . .. ci i ii e 692 2.5 2.7 2.8
Chronicsinusiis . . . . . . ... L e e 473 24 3.6 4.7
Osteoarthrosis and allied ISOrAers . . . . . . .o i v e it it et i e e 715 2.4 26 2.2
Sprains and strains of other and unspecified parts ofback. . ... ......... 847 2.3 3.1 2.6
General SYmpPIOmMS. . . . . . . e e e e e e e 780 2.1 2.3 25
GlAaUCOME .+ . . ot s et e e e e e e 365 1.9 2.0 4.4

1Based on the International Ciassification of Diseases, 9th Aevision, Chirvcal Moditication (ICD-9-CM) (5).
2Based on U.S. Bureau of the Census estimates of the civilian noninstitutionalized population of the United States as of July 1 of each year.
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Table 14. Number and percent distribution of office visits by selected medical conditions, according to patient’s age and sex:
United States, 1991

Fatient’s age Patient’s sex
All Under 15 15-24 25-44 45-64 65-74 75 years
Medical condition’ ages years years years years years and over Male Female
Number of visits in thousands
Alvisits . . . ... ... e 669,689 125,025 61,534 185,267 141,994 83,689 72,181 269,205 400,485
Depression. . . .....cvvvieii s 40,712 1,276 1,863 14,794 12,915 5,735 4,130 12,955 27,757
Hypertension. . . ... .........ocn. 85,266 *524 *559 9,007 27,215 23,989 23,872 32,624 52,642
Hypercholesterolemia . . .. ........... 46,044 =217 *174 4,644 13,937 10,475 6,597 12,798 23,247
Obesity .......cocvviieivinann 52,961 1,567 2,653 15,897 18,808 9,134 4,903 15,196 37,765
Noneoftheabove . . .. ............. 508,172 121,799 56,781 148,782 89,606 48,764 42,441 211,913 296,259
Percent distribution

ABVISHS . . . . i v i e 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Depression. . . ..cvv v i it i e 6.1 1.0 3.0 8.0 9.1 6.9 5.7 4.8 6.9
Hypertension. . .. ..... ... oo 12.7 *0.4 *0.9 4.9 18.2 28.7 33.2 121 13.1
Hypercholesterolemia . . .. ........... 6.9 *0.2 *0.3 2.5 9.8 125 9.1 4.8 5.8
Obesity . . ... 7.9 1.3 4.3 8.6 13.2 10.9 6.8 5.6 9.4
Noneoftheabove . . . .............. 75.9 97.4 92.3 80.3 63.1 58.3 58.8 78.7 74.0

1Numbers may not add to totals because patients may have more than one condition.

Schappert SM. National Ambulatory
Medical Care Survey: 1989 Summary.
National Center for Health Statistics.
Vital and Health Stat 13(110). 1992.

Table 15. Number and percent distribution of office visits by selected medical conditions
occurring singly and in clusters: United States, 1991

) Number of
Schappert SM. National Ambulatory visits in Percent
Medical Care Survey: 1990 Summary. Medlical condition thousands distnbution
Advance data from vital and health AILVISIS + « « e e e e e e 669,689 100.0
statistics; no. 213. Hyattsville, One of fOUr CONAIONS . « + v+« e v v eeeeenennen 119,445 17.8
Maryland: National Center for Heatlh DEPIESSION. & o v v v v ae e ve i e 29,380 4.4
teti Hypertension . ... ...cceriniiininnnnn 50,676 7.6
Statlst.xcs. 1992. Hypercholesterolermia . . . .. ... ..o 12,147 1.8
Schneider D, Appleton L, McLemore ODBSHY - « o« v oeeoeee e 27,242 4.1
T. A reason for visit classification for "
. . Twooffourconditions . . . . . . oo v ie i e 31,867 4.8
ambulatory care. National Center for Depression and hypentension . .. .. ........... 3,433 05
Health Statistics. Vital and Health Depression and hypercholesterolema, . ... ...... 951 0.1
Depressionandobesity. . . . ... . oL 2,800 0.4
Stat _2(78)' 1979. . Hypertension and hypercholesterolemia. . ... ... .. 10,800 1.6
Public Health Service and Health Care Hypertension and obesity. . . ... ..oovurvn ... 10,728 1.6
Financing Adrinistration Hypercholesterolemia and obesity . . . . ......... 3,155 05
International Classification of Three of four cOnAItioNS .+« « v v v i v e ene e 9,016 1.3
Disez . Sth evision, clinical Depression, hypertension, and hypercholesterclemia . 1,169 0.2
c.dses .9 R, N . Depression, hypertension, andcbesty . ......... 1,213 0.2
modification. Washington: Public Depression, hypercholesterolemia, and obesty . . . . . *576 *0.1
Health Service. 1980. Hypertension, hypercholesterclemia, and cbesity. . . . 6,058 08
Food and Drug Administration. AlLTOUr CONIIONS . « .« + « v v e eee e eeaa e e 1,180 0.2
National Drug Code Directory, 1985 Depression, hypertension, hypercholesterolemia, and
obesity 1,190 0.2

Edition. Washington: Public Health
Service. 1985.

Koch H, Campbell W. The collection
and processing of drug information.
National Ambulatory Medical Care
Survey, 1980. National Center for
Health Statistics. Vital Health Stat
2(90). 1982,
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Table 16. Number and percent distribution of office visits by therapeutic services:
United States, 1991

Number of
Therapeutic service ordered or visits in Percent
provided by physician thousands distribution
AlLVISIES . . . . e e e e e 669,689 100.0
NONE. . ot e e 448,044 66.9
Counseling/education
Dot . e e e 76,476 1.4
EXErCISE2 . . it it it e e e e 54,617 8.2
Cholesterol reduction. . ... .... ..., 20,818 3.1
Weightreauction . . ....... ..., 25,761 3.8
Drugabuse? . . . ... ... e 1,570 0.2
Alcohol abuse2. . . ... ... .. e e 3,187 0.5
Smokingcessation . .. ..... ... .. 13,013 1.9
Family/social? . . .. ...t 12,486 1.9
Growth/development2 . . . ... . ...... ... .co.u.. 20,580 3.1
Familypfanning2 . . .......... ... . ... ... 5,456 0.8
Othercounseling . . ... ...... .. vonn 55,911 8.3
Other therapy
Psychotherapy. . . . . oot ittt e i e 17,789 2.7
Corrective 1enSes . . .. . ..ottt 7,934 1.2
Hearingaid® ... ..........c.0 v viviunnn.. *440 *0.0
Physiotherapy . . . ... ... . . e 16,763 2.5
Othertherapy .. ... it in s 21,235 3.2

1Numbers may not add to totals because more than one category may be reported per visit.
2Category 1s new i the 1991 National Ambutatory Medical Care Survey.

Table 17. Number and percent distribution of office visits by medication therapy and
number of medications ordered or provided by the physician: United States, 1991

Number of
visits in Percent
Medication therapy' thousands distribution
AlLVISIS . . . . e e e 669,689 100.0
Drugvisits2, . .. . ..ottt i e 423,675 63.3
Visits without mention of medication . ............ 246,014 36.7
Number of medications ordered
ar provided by physician
NOME. .« L e e 246,014 36.7
One ... e e 217,786 325
TWO ot e et 107,800 16.1
Three-Five . ... .. . . ... iy 98,089 14.6

TMedications include prescription drugs, over-the-counter preparation, immunizing agents, and desensitizing agents.
2Drug wisits are visits at which one or more madication is ordered or supplied by the physician.

Table 18. Number and percent distribution of drug visits and drug mentions by physician
speclalty: United States, 1991

Number Number

of drug of drug Percent

visits in Percent mentions Percent drug

Physician specialty thousands'  distribution  in thousands  distribution visits?

Alldrugvisits. . . . ............ 423,675 100.0 804,615 100.0 63.3
General and family practice. . . .. .. 119,003 28.1 222,158 27.6 72.2
Internal medicine . .. .......... 83,975 19.8 193,229 24.0 81.6
Pediatrics . . . ............... 51,803 123 81,746 10.2 69.5
Obstetrics and gynecology . . . . . .. 27,108 6.4 35,507 4.4 47.7
Ophthaimology .. ............ 18,125 4.5 32,259 4.0 46.4
Dermatolegy . . .. ... ... ... .. 16,979 4.0 31,609 3.9 §7.2
Psychiatry. .. ............... 10,161 2.4 16,320 20 64.6
Cardiovascular diseases, . . ... ... 9,350 2.2 30,029 3.7 80.4
Orthopedic surgery . . . .. ... ... 9,309 22 12,115 1.5 25.9
Otolaryngology. . . ... ......... 8,744 2.1 12,405 1.5 45.8
Generalsurgery . . . ........... 6,920 1.6 13,498 1.7 325
Urological surgery. . . .......... 5,093 1.2 6,616 0.8 39.9
Neurology. .. ............... 4,210 1.0 6.625 0.8 61.9
All other speciattes . . .. ........ 51,797 12.2 110,499 13.7 67.8

1Drug wisits are vists at which one or more drugs are ordered or suppled by the physician,
2Number of drug vists divided by number of office visits multiphed by 100.
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Table 19. Number and percent distribution of drug mentions by therapeutic classification:
United States, 1991

Number of
drug mentions Percent
Theraoeutic classification’ in thousands distribution
Aldrugmentions . . ... .. .. ... it e 804,615 100.0
Cardiovascular-renal drugs . . . . . v v vt et et e e 124,554 15.5
Antihypertensive agents. . . .. . oo oo it it ittt 45,462 5.7
Diuretics . . ... e e 28,913 3.6
Anfianginalagents . ... .. ... ... i e 22,888 28
Cardiac glycosides . . . . . v o i ittt e 10,446 1.3
Antiarthythmicagents . . . ...... ... ... i 9,398 1.2
Agents used in peripheral or cerebral vascular disorders . . . . . . 4,308 0.5
L6 1 T P 3,139 0.4
Antimicrobialagents. . . . . ... .o e 119,663 14.9
Penicillins. . .. . ... i 37,470 4.7
Cephalosporing . . . .. v ittt i i e e 23,822 3.0
Erythromycins and lincosamides . ... .......vevev ... 19,801 25
TetraCyCliNes. . . . v e ittt i e e e e e e, 10,374 1.3
Sulfonamides and trimethoprim . . . . ... et .. 10,025 1.2
Urinary tractantiseptics . . . .. ... ... it 5,288 0.7
Miscellaneous antibactenalagents . . . ............... .. 4,463 0.6
Antiviralagents . . ... ... i i e 3,307 0.4
Antifungal agents for systemicmycoses. . . .. ... ...... ... 2,878 0.4
Other ..ot i e e e e 2,235 0.3
Drugsused forreliefofpain. . . .. .. .. ... ... . ... . ... 85,132 10.6
Generalanalgesics. . . .. .. ...ttt i e e, 43,667 5.4
Antiarthritics . . .. ... L e e e 37,696 4.7
Drugsused mg@out. . .. .ottt t i it i e i e 2,988 0.4
Other . .. i e *780 *0.1
Respiratory tractdrugs . . . . . ..o v v it e e 80,758 10.0
Bronchodilators, antiasthmatics . .. ... ... 0 . 0oL 24,992 3.1
Nasaldecongestants. . . . . ... v it i ittt inennnnn 20,084 25
Antitussives, expectorants, mucolytics . . . .. ... ... 0., 18,323 23
Anfihistamings. . . . ... .. . ittt i e 17.300 22
L 1 *60 *<.1
Hormones andrelatedagents .. ..............cocuununn 76,507 9.5
Adrenalf corticosteroids . . ... ... .. e e 24,180 3.0
Blood glucoseregulators . . . . ... .. .. e 17,186 2.1
Estrogens and progestins. . . . . ... it e 13,254 1.6
Agents used to treat thyroid disease . . . .. .............. 10,843 1.3
Contraceptive agemts . ... .. .covvnn i innn i eenan 8,516 1.1
Other « e e e e 2,528 0.3
Psychopharmacologicdrugs . . .. ... ... ie i i e 49,588 6.2
Antidepressants. . . .. .. ... . e et e, 19,722 25
Antianxiety @entS . . . o .. it i e e i 16,209 20
Antipsychotic drugs . . . . . o oot i e e e 5,824 0.7
Sedativesand hypnotics .. ... ......civieiinnnnnn.. 5,282 0.7
CNS stimulants, anorexiants . . . . ... ..o veneen.... 2,551 03
Skin/mucous membrane. . . ... ...l e 43,912 5.5
DermatologiCs . . ..o . L e i e e e e 41,053 5.1
Other . e e e 2.859 0.4
Metabolic and nutrientagents . .. ... ... ... 36,964 4.6
Vitamins. minerals . .. ... .. ..t e e i 18,579 23
Replenishers and regulators of water and electrolytes . . ... ... 8,948 11
Agents used to treat hyperlipidermia . . ... .............. 8,631 1.1
Other . . e e e e *806 *0.1
Ophthalmic drugs . . . . . . ... o it i ittt i een s 35,260 44
Qcular anti-infective and ant-inflammatory agents. . ... ...... 14,726 1.8
Agents usedtotreatglaLcoma . ... ...... . v i 13,121 1.6
Misceilangous ophthalm'c preparations . . . . ... .. ........ 5,521 0.7
Mydriatics and CycClopleges . . . . v v ittt e e 1,892 0.2
Gastrointestinal agents .. . . . .. . ... e 34,157 4.2
Agents used in disorders of upper Glitract . . .. ........... 17,615 22
Miscellaneous gastrointestinalagents . . .. .............. 9,707 1.2
LaXatives . . . o i e e e e 3,737 0.5
Antidiarrheal agents . . . . .. ... . . e e e 2,185 0.3
Other . .o e e e e, *342 *0.1
Immunologicagents . . ....... ...t .., 28,440 3.5
Vaccinesand antiserum. . .. ... .ottt it 27,959 3.5
Other & . oo e e *481 *0.1
Neurologic drugs . . ... ot e 16,372 2.0
Hematologicagents. . . .. ... ...ttt i 10,571 1.3
Otherand unclassified? . . . ... .. .. ......0uviunnn.. 62,737 7.8

1Therapeutic classification 1s based on the standard drug classification used in the Nationa/ Drug Coda Directory, 1985 Edition.
2Includes anesthestics, antidotes, radiopharmaceuticals/contrast media, oncolytics, otologics, antiparasitics, and
unclassified/miscellaneous drugs.
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Table 20. Number and percent distribution of drug mentions for the 20 most frequently
used generic substances: United States, 1991

Number of
drug mentions Percent Therapeutic
Generic substance in thousands? distrnibution classificatior?
Ali drug mentions. . . . .. 804,615 100.0
Amoxicilin . . . .. .. ... 33.304 4.1 Penicillins
Acetaminophen . . ... .. 28,387 3.5 General analgesics
Erythromyein. . . ... ... 16,060 20 Erythromycins and lincosamides
Hydrochlorothiazide . . . . 15,727 20 Duuretics
Aspirin, . . ... . ... 13,426 1.7 General analgesics
lbuprofen. . ...... ... 13,321 1.7 Antiarthritics
Phenylephnine . . . ... .. 12,800 1.6 Nasal decongestants
Codemne. ........... 12,6565 1.6 General analgesics
Pnenylpropanociamine . . . 11,734 1.5 Nasal decongestants
Albuterol ... 11,387 14 Bronchodilators, antiasthmatics
Cigoxin . . . ..... A 10,411 1.3 Cardiac glycosides
Naproxen. .......... 10,341 1.3 Antiarthritics
Guaifenesin .. ....... 10,281 1.3 Antitussives, expectorants, mucolytics
Furosemide ......... 10,257 1.3 Diuretics
VitaminA. .. ........ 10,169 1.3 Vitamins, minerals
Ripoflavin. . ... ...... 9,402 12 Vitamins, minerals
Trnmethoprim. . . ... ... 9,343 1.2 Sulfanomides and trimethoprim
Sutfamethoxazole. . . . . . 9,223 1.1 Sulfanomides and trimethoprim
Ergocalcferot . .. ... .. 9,165 1.1 Vitamins, minerals
Cefaclor. . . ......... 8,791 1.1 Cephalosporins

1Frequency of mention combines single-ingredient agents with mentions of the agent as an ingredient in a combination drug,
2Tnerapeunc classification is based on the National Drug Code Directory, 1985 Edition (6). In cases where a drug had more
than one therapeutc classification, 1t was listed in the category for which it was most frequently prescribed.

Table 21. Number, percent distribution, and therapeutic classfication for the 20 drugs
most frequently prescribed at office visits, by entry name of drug: United States, 1991

Table 22. Number and percent distritsution
of office visits by disposition of visit:
United States, 1991

Number of
visits in Percent
Disposition' thousands  distribution

Allvisits . . . ... ...... 669,689 100.0
Return at specified time. . 423,785 63.3
Return if needed . .. ... 144,693 21.6
No followup planned. . . . 63,538 9.5
Telephone followup

planned . . . ... .. ... 22,813 3.4
Referred to other

physician . .. ....... 21,783 3.3
Admit to hospital . ... .. 5,856 0.9
Returned to referring

physician. . .. ...... 5,594 0.8
Other . ............ 7917 1.2

TNumbers may not add to totais because more than one
disposition may be reported per visit.

Table 23. Number and percent distribution
of office visits by duration of visit:
United States, 1991

Number of
drug
mentions Percent Therapeutic
Entry name of drug? n thousands  distribution classificatior?

All drug mentions. . . ........ 804,615 100.0
Amoxicilfin . . ... ... L. ... 18,017 2.2 Penicillins
Amoxil. . ..o e 9,653 1.2 Penicilling
LasiX. . . ..o 9,271 1.2 Duretics
Ceclor. . . ............... 8,791 1.1 Cephalosporins
Allergy relieforshots . . ... ... 7.737 1.0  Diagnostics, nonradioactive and radiopague
Prednisone. . . .. .......... 7.688 1.0  Adrenal corticosteroids
Synthroid. . . ............. 7,601 0.9  Agenis used to treat thyroid disease
Lanoxin. . .. ... ..o, 7,566 0.9  Cardiac glycosides
ZantaC . . ... ... 7.127 0.9  Agents used in disorders of upper Gl tract
Motrin, . ................ 7,033 0.9  Antiarthritics
Naprosyn. . . ............. 7.021 0.9  Antarthritics
Diptheria Tetanus Toxoids

Pertussis . . . ............ 6.996 0.9 Vaccines and antiserums
Premarn . ............... 6,879 0.8  Estrogens and progestins
Vasotec. . . .............. 6.632 0.8  Anuhypertensive agents
Cardizem. .. ............. €516 0.8  Antianginal agents
Tylenol . . .. ... ... ... ... 6,330 0.8  General analgesics
Seldane. . . ... ......... 5.897 0.7  Antthistamines
Poliomyelitis vaccine. . . . . .. .. 5,586 0.7 Vaccmines and antiserums
Proventd .. .............. 5,478 0.7  Bronchodilators, antiasthmatics
Kefiex.................. 5,422 0.7 Cephalospornns

Number of
visits in Percent
Duration thousands distribution
Allvisits. . .. ........ 669,689 100.0
Ominutes! .. ........ 8,469 1.3
1-Sminutes . ........ 59,584 8.8
6-10minutes . ....... 177,511 26.5
11-15 minutes. . . ..... 211,340 31.6
16-30 minutes. . ... ... 164,581 24.6
31 minutes and over. . .. 48,204 7.2

1visits of zero minutes duration are those in which there was
no face-to-face contact between the patient and the
physician.

1The entry made by the physician on the prescripton or other medical records. This may be a trade name, generic name, or
destred therapeutic effect.

2Therapeutic classiication 1s based on the Nationa! Drug Code Directory, 1985 Edition (6). In cases where a drug had more
than one therapeutic classification, t was histed in the category for which it was most frequently prescribed.

0.0

Symbols
Data not available
Category not applicable
Quantity zero

Quantity more than zeroc 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
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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 1991 through December
1991. 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. The PSU’s are
counties, groups of counties, county
equivalents (such as parishes or
independent cities), or towns and
townships (for some PSU’s in New
England). For 1991, a sample of 2,540
nonfederal, office-based physicians
was selected from master files
maintained by the American Medical
Association and American
Osteopathic Association. Of this
group, 1,887 physicians were in scope,
or eligible to participate in the survey.
The physician response rate for the
1991 NAMCS was 72 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 33,795 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,

Table L. Relative standard errors for
estimated number of office visits: National
Ambulatory Medical Care Survey, 1991

Relative standard
error in percent

Estimated number of office
visits in thousands

100. . ... i 7241
200. . ... ool 51.1
800 . ... . i ei i 32.5
1000, . ... i i 23.1
2000. ... o i 16.6
5000......... ... .. 11.0
10000 .. ... ... 8.3
20000, ... ... L 6.6
50000............ ... 53
160000 .. ... .. ... 4.8
200000 . ..... 0.0 4.5
600000 . ............. 4.3
600,000 ........... ... 4.3
700000 ........ ... 4.3

Table Il. Relative standard errors for
estimated number of drug mentions:
National Ambulatory Medical Care Survey,
1991

Estimated number of drug Relative standard
mentions in thousands error in percent
100, ... e 78.1
200, .. . et e 68.8
S500. ...t 43.7
1,000, . ... 31.2
2000. . ... 0 22.4
5000...... 000 14.8
10000. ... ...vi it 11.2
20,000 . ..., i 8.9
50000 ........00u.. 5.8
100000 . ..... ..o avv 8.5
200000 ....... .00 nn. 6.1
600000 .......0c it 5.8
800,000 . .......c0.u. 5.8

NQTE: The smailest rehable estimate for visits to aggregated
specialties 15 588,000 visits, Estimates below this figure have
a relatve standard error greater than 30 percent and are
deemed unrehable by NCHS standards.

Example of use of table: An aggregate sstmate of 50 million
visits has a relative standard error of 5.3 percent or a
standard error of 2,650,000 wisits (5.3 percent of 50 mullion).

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. Relative standard errors for
estimated numbers of office visits in
1991 are shown in table I, relative
standard errors for estimated
numbers of drug mentions are
presented in table II, and standard
errors for estimated percents of visits
are displayed in table IIIL

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 4 and B
are the appropriate coefficients from
table IV.

RSE(®)=~ /4 + x§ -100.0

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

NOTE: The smallest reliable estmate for drug mentions IS
1,083,000 mentions. Estimates below this figure have a
relative standard error greater than 30 percent and are
deemed unreliable by NCHS standards.

Example of use of table: An aggregate estmate of 50 million
drug mentions has a relative standard error of 5.8 percent or
a standard error of 2,800,000 mentions (5.8 percent of 50
rilfion).

thousands, using the appropriate
coefficient from table IV.

RSE (p)=,\ /1_3_'_(_11”_).100_0
2%

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
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Table Ill. Standard errors for percents of estimated number of office visits: National
Ambulatory Medical Care Survey, 1991

Estimated percent

Base of percent
{visits in tnousands) 1 o0r89g 50795 10 or 90 20 or 80 30 or 70 50

Standard error in percentage points

00.... ... Lo 7.2 15.7 21.6 28.8 33.0 36.0
200, ... ... ... N 5.1 114 153 20.4 233 255
S500. ... .. o 3.2 7.0 9.7 129 148 16.1
1000, . ... o 23 5.0 6.8 8.1 104 11.4
2.006... ..... e 1.6 3.5 4.8 64 7.4 81
5022, ... L . 1.0 2.2 31 4.1 4.7 5.1
10000, ... . o 0.7 16 22 29 3.3 36
20000.... ... .. 0.5 11 156 20 2.3 26
50,000 . ..., ... ... ... 0.3 0.7 10 1.3 1.5 1.6
102000 .. ... .. 0.2 0.5 0.7 0.8 1.0 1.1
600000 ..... ... 01 0.2 0.3 0.4 0.4 05
700000 ... ... .. 0.1 0.2 0.3 03 04 0.4

Exarole of use of table: An estimate of 20 percent based o4 an aggregate estimate 10 mullion visits has a standard error of 3.3
percent or a relat ve standard error of 11.0 percent (3.3 pe-cent divided by 30 percent).

Table IV. Coefficients appropriate for determining relative standard errors by type of
estimate and physician groups: National Ambulatory Medical Care Survey, 1991

Coefficient
Type of estimate and physician group A B
Visits

Overalitotals . ............ ... ... 0.001744284 51.82697927
General and family practice. . . . ... ... L L 0.006617364 33.29640705
Internalmedicing . ... ... ... o i 001573396 45.10067385
Doctors of osteopathy, pediatncs, obstetrics and

gynecology, general surgery, orthopedic surgery,

cardiovascular diseases, psychiatry, urological surgery,

dermatology, neurology, ophthalmoiogy,

otolaryngology - . . . v i e e 0.0163602 10.90230286
Allother. ... ... o e 0.03340708 29.631108

Drug mentions

Overalttotals . . .. ... v v i i e 0.003224617 93.92631687

General and famuily practice,

internal medicine. . . . ... .. L e e 0.0122584 57.64543271
Doctors of osteopathy, general surgery, orthopedic

surgery, cardiovascular diseases, urological surgery,

dermatology, neurology. ophthaimology,

otolaryngology, obstetrics and gynecology, pediatrics,

psychiatly . . . .ot e 0.02784109 11.55212504
Allother. . ... ... . e e 0.0483582 46.33697419

two estimates does not mean that the  seeking personal health services who
difference was tested and found to be  js not currently admitted to any

not significant. health care institution on the

In the tables, estimates of office premises.
visits have been rounded to the Physician — A physician is a duly
nearest thousand. Consequently, licensed doctor of medicine (MD) or
estimates wil] not always add to doctor of osteopathy (DO) who is
totals. Rates and percents were currently in office-based practice and
calculated from original unrounded who spends some time caring for
figures and do not necessarily agree ambulatory patients. Excluded from
with percents calculated from the NAMCS are physicians who are
rounded data. hospital based; who specialize in

anesthesiology, pathology, or

radiology; who are federally
Ambulatory patient — An employed; who treat only

ambulatory patient is an individual institutionalized patients; or who are

Definition of terms

employed full time by an institution
and spend no time seeing ambulatory
patients.

Office — An office is the space that
physicians identify as a location for
their ambulatory practice. Offices
customarily include consultation,
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 is prescribed or
provided by the physician.
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