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

Number 121 ® August 27, 1986

Aging in the Eighties,
Prevalence and Impact of Urinary Problems in

Individuals Age 65 Years and Over
Preliminary Data From the Supplement on Aging to the
National Health Interview Survey: United States, January—June 1984

by Tamara Harris, M.D., M.S., Office of Analysis and Epidemioclogy Program

Introduction

The National Health Interview Survey is the large con-
tinuing survey of the civilian noninstitutionalized population of
the United States conducted by the National Center for Health
Statistics. Each year people in about 42,000 households are
interviewed by U.S. Bureau of the Census interviewers to obtain
information about their health and use of health care. Demo-
graphic information needed to interpret the data is also obtained.
The interviewers have special training on this survey in addition
to their regular training, and response rates are high-about 97
percent. The only item with a relatively low response rate is
family income.

In 1984 a special supplement was added to the question-
naire to obtain information about elderly people living in the
community. This supplement, the Supplement on Aging (SOA),
was designed to collect information about physical limitations,
chronic conditions, housing, retirement status, interactions with
family and organizations, use of community services, and other
health-related information about middle-aged and older people.

All household members aged 65 years and over and a half
sample of those 55-64 years of age were asked the questions
on the supplement themselves where possible. Another house-
hold member was interviewed only when the selected person
was unable to answer either because of physical or mental prob-
lems or was going to be away from the household for a longer
period than the interviewer would be in the area. Response
rates to the SOA were also high. Of the 5,982 people aged 65
years and over who were in interviewed households in January-
June 1984, 95 percent had complete interviews and 92 percent

answered the questions on the SOA for themselves. Of these
5,637 responded to the items regarding urinary problems,

The data in this report are from the 5,637 interviews com-
pleted during the first 6 months of 1984, which contain infor-
mation on urinary problems. The data are preliminary because
only one-half of the year is included and because the data from
the SOA have not been edited. Including the full year will double
the size of the sample and make estimates more reliable. It will
also eliminate any possibility of bias because of seasonality.
Editing will change some of the estimates from the SOA in the
text because information from other parts of the questionnaire
or from other family members will be used to correct missing or
inconsistent information.,

The preliminary data about people aged 65 years and over
are being published because the need for information about the
elderly is critical, and 5,637 people is a large enough sample to
make estimates that are reliable for many purposes. The reader
should use the material in the “Technical notes” before deciding
that differences not mentioned in the text are likely to be statis-
tically significant. The number of people in the sample is given
in each table in addition to the national population estimates
that are the base of the percent to make that sample.

“The purposes of this report are to provide information about
the prevalence of urinary incontinence in a community-based
population of individuals aged 65 years and older and to delin-
eate the impact of the incontinence on quality of life and utiliza-
tion of medical services.

The information is presented separately for those aged
65-74 years and for those aged 75 years or older. These advance
data should be interpreted cautiously because the number of
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individuals with urinary problems is still relatively small. When
the full data are available for the SOA, more detailed analyses
by age, gender, and severity of urinary problem will be possible.

Background

Surveys in the United Kingdom and the United States have
shown urinary incontinence to be a common medical problem
among older individuals. Estimates of prevalence vary from
5-15 percent in elderly persons in the community’ and range to
40-50 percent for hospitalized and institutionalized persons.3
These estimates vary widely depending on whether the defini-
tion of incontinence includes aspects of chronicity, frequency,
intensity, timing, or costs and whether those whose inconti-
nence is related to immobility are included in the incontinent
population. Data from those 65 years of age and over in the
SOA were analyzed to provide an estimate of self-reported
prevalence of urinary incontinence and to assess whether urinary
incontinence may influence health care utilization and quality
of life for those individuals in a national sample of community-
dwelling elders.

On the SOA, four questions were asked to ascertain con-
tinence focused on control of urination and frequency of diffi-
culty controlling urination. These questions were as follows:

1. Do you have difficulty controlling urination?
How frequently do you have this difficulty: Daily, several
times a week, once a week, or less than once a week?

3. Do you have a urinary catheter or a device to help control
urination?

4. Do you need help from another person in taking care of
this device?

(4
Of all those aged 65 years and older living in the commun-
ity, 9 percent had difficulty controlling urination. Of those with
difficulty, 74 percent had this difficulty more than once a week
and of these 78 percent had this difficulty daily. Less than 1
percent of the population over age 65 years responding to this
survey had a catheter or a device to control urination.
For the purposes of this report, the following definitions of
urinary problems were used:

® Those with no difficulty controlling urination and without
a catheter were considered continent of urine.

e  The group with difficulty controlling urination includes those
with any degree of difficulty controlling urination as well
as those with catheters.

These preliminary analyses are presented for persons in
two age groups only: Ages 65-74 and ages 75 years and over.

Demographic characteristics

There were over 15 million noninstitutionalized individ-
uals aged 65-74 years in the United States in 1984; 94 percent
had no difficulty controlling urination (table 1). Of the 6 percent
who had a problem, 69 percent had a problem more than once
a week. For over 9 million noninstitutionalized individuals aged
75 years or over, 87 percent reported no difficulty controlling
urination. Of the 13 percent who had a problem, 78 percent
had a problem more than once a week. Prevalence of urinary
problems increases with age, and the proportion reporting a
severe problem increases as well.

Women were only slightly more likely to report problems
controlling urination than men, even with increasing age, despite

Table 1. Percent distribution of people aged 65 years and over with difficulty controlling urination by severity of problem, according to

age and sex

65 years and over 65~74 years 75 years and over
Sample, estimated population, and urinary status Total Male Female Total Male Female Total Male Female
Number
Sample . . e 5,637 2,291 3,346 3,616 1,622 1,894 2,121 769 1,352

Esttmated population. . ........ ..o 24,738
Urinary status

Total . e 100.0 100.0
No difficuity controling urination. .............. ... 91.0
Diffsculty controlling urination. ... ....... ... ... ... 9.0
Sample with difficulty controliing urination. ...... ... 498
Estimated popuiation with difficulty controlling

UFINATION . . ottt e e it 2,197

Frequency of problem for those with problem

LI 5 100.0 100.0
Daily, several times a week, or using catheter........ 74.0
Onceaweekorless............ooviiviiinnnon. 26.0

10,043

Number in thousands

14,695 15,289 6,610 8,679 9,448 3,433 6.017

Percent distribution

100.0 100.0 100.0 100.0 100.0 100.0 100.0
90.0 84.0 94.0 93.0 87.0 89.0 86.0
10.0 6.0 6.0 7.0 13.0 11.0 14.0

Number
328 230 90 140 268 82 186

Number in thousands

1.446 986 390 596 1,212 381 851

Percent distribution
100.0 100.0 100.0 100.0 100.0 100.0 100.0

73.0 69.0 72.0 67.0 78.0 80.0 77.0
27.0 31.0 28.0 33.0 22.0 20.0 23.0

1Sam;':le population responding to 1items on utinary probiems.
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the fact that the age distribution for women aged 75 years or
over was shifted toward older ages in comparison with the men.
Of those aged 65~74 years, 6 percent of all men and 7 percent
of all women reported having difficulty controlling urination;
72 percent of the men with a urinary problem and 67 percent of
the women with a urinary problem had difficulty more than
once a week. For those aged 75 years and over, 11 percent of
all men and 14 percent of all women reported a problem con-
trolling urination; 80 percent of the men with a urinary problem
and 77 percent of the women with a urinary problem had dif-
ficuity more than once a week.

With whom did those with urinary problems live? If prob-
lems controlling urination reflect increasing frailty in an elder,
it is likely that the proportion living with relatives other than a
spouse or living with nonrelatives might be higher for these
individuals than for those without urinary problem. Fifteen
percent of those aged 65-74 years with urinary difficulty
versus 11 percent of those in the same age strata with no urinary
problems and 29 percent of those aged 75 years or over versus
18 percent of those in the same age strata with no urinary prob-
lems (table 2) lived with relatives other than a spouse or non-
family.

Social activities

Six questions were drawn from the larger pool of material
on social activities to estimate social participation among those
with and without urinary problems. These questions include
making telephone contacts with friends or relatives, getting to-
gether with friends or relatives, and getting out to attend reli-
gious services or other church-affiliated activities or to partici-
pate in a purely recreational activity such as a movie, sporting
event, or class.

Within each age strata, those with urinary problems had
lower participation in all social activities than those with no
urinary problems (table 3). Differences between those with and
those without urinary difficulty were least for contact with rela-
tives (either getting together or talking with them on the tele-
phone) with over 70 percent of all individuals aged 65 years or
over having some form of contact with relatives in the 2 weeks
prior to the survey. Of the continent group aged 65-74 years,
54 percent attended church in the 2 weeks prior to the interview,
compared with 42 percent of the group with urinary problems.
Although almost half of the continent group aged 75 years or
over had attended a church in the prior 2 weeks, only 31 percent

Table 2, Percent distribution of people aged 65 years and over by living arrangement, according to age and difficulty controlling urination

65—74 years 75 years and over
No urinary  Any urinary No urinary  Any urinary
Sample, estimated population, and living arrangement Total difficulty difficulty Total difficulty difficulty
Number
£ 1T T 3,516 3,286 230 2,121 1,853 268
Number in thousands
Estimated population .. .vuinnene et it a et 15.289 14,303 886 9,449 8,238 1,212
Percent distribution
oAl . e e e et e e 100.0 100.0 100.0 100.0 100.0 100.0
Ve 810N L. i e e e e e e 26.0 25.0 31.0 40.0 41.0 37.0
Live With §pOUSE . . ..o ittt ittt ettt e 63.0 64.0 54,0 40.0 41.0 34.0
Live with someone otherthan Spouse. . . .......oiunennnnnnnnnns 11.0 11.0 15.0 20.0 18.0 29.0

Table 3. Percent of people aged 65 years and over by social participation, age, and difficulty controlling urination

65-74 years 75 years and over
No urinary  Any urinary No urinary  Any urinary
Sample, estimated population, and social participation Total difficulty difficulty Total difficulty difficulty

Number

M. Lo e e e e 3,516 3,286 230 2,121 1.853 268

Number in thousands

Estimated population . ... ...ttt 15,289 14,303 986 9,449 8,238 1,212
Social participation in past 2 weeks Percent

Got togetherwithfriend. . .....cooiuerianinnenieannnn s, 72.0 73.0 62.0 65.0 67.0 5§7.0

Talked on the phone withfriend ..................ccooouoo .. .. 83.0 83.0 75.0 78.0 78.0 65.0

Got together with relative .. ......coviueevneinenennnnnnnnnnn. 78.0 79.0 72.0 73.0 73.0 70.0

Talked on the phone with relative. . ...........ooovvuennnonnn. ... 88.0 89.0 82.0 82.0 84.0 72.0

Wenttochurch. ... e e 53.0 54.0 42.0 47.0 49.0 31.0

Attended recreational event such as movie or sporting event. . . ...... 340 32.0 17.0 21.0 22.0 12.0
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of those who were incontinent had attended. The form of social
activity least attended by those who were continent was the
purely recreational event: 32 percent attending of those 65-74
years and 22 percent attending of those aged 75 years or over
without urinary problems. Participation for those who had uri-
nary problems was even less: 17 percent of those aged 65-74
years and 12 percent of those aged 75 years or over.

Even among those who have a problem controlling urina-
tion, there is evidence of a relatively high level of social partici-
pation. However, this is less than the involvement of the conti-
nent population of the same age. Whether this can be attributed
to the urinary problems only or to the set of conditions that
covary with the incontinence remains to be investigated.

Health status and health care utilization

Those with problems controlling urination in both age strata
were more likely to report themselves as being in fair or poor
health (61-62 percent) compared with the group that was con-
tinent (30-31 percent) (table 4), and those with problems control-
ling urination were more likely to report their health as deterio-
rated in the past year. Only one-quarter of those with urinary
problems in either age group reported no limitation of activity;

27 percent of those aged 65-74 years and 36 percent of those
aged 75 years or over were unable to perform their major activ-
ity compared with 10 and 7 percent of those who were continent
in each age strata.

Those with urinary problems were more likely to report
themselves as being in poor health; health status measures such
as number of medical conditions or bed days supported this
perception (table 4). Thirty-three percent of those who were
continent (aged 65-74 years) had no medical conditions, versus
only 7 percent of those of the same age group with urinary
problems. Of the group with urinary problems, 57 percent had
more than three medical problems. These proportions were
similar for those aged 75 years or over. In addition, those with
urinary problems had a much lower proportion with no bed
days either at home or in hospital for the past year.

Individuals with problems controlling urination were also
heavier users of physician services (table 5). Over 50 percent
of those with urinary problems in each strata had five or more
visits in the past year to physicians versus approximately one-
third of those without urinary problems. Interestingly, approx-
imately 10 percent of those with urinary problems had no phy-
sician visits in the past year.

Those with urinary incontinence used hospital services more

Table 4. Percent distribution of people aged 65 years and over by health status, according to age and difficulty controlling urination and
percent with no bed days in past year by age and difficulty controlling urination

65-74 years 75 years and over

No urinary  Any urinary No urinary  Any urinary

Sample, estimated population, and health status Totsl difficulty difficulty Total difficulty difficulty
Number
SBMIPIE. L it e e s e e 3,516 3,286 230 2,121 1,853 268
Number in thousands
Estimated population ... ... .. i e i e e 15,289 14,303 8986 9,449 8,238 1,212
Percent distribution
10 1 100.0 100.0 100.0 100.0 100.0 100.0
Perceived health status
Verygoodorexcellent .. ... .. ettt 36.0 37.0 16.0 35.0 37.0 17.0
{7 S 33.0 33.0 23.0 31.0 32.0 21.0
POOr OF fBIr. . .o e e s 31.0 30.0 61.0 34.0 31.0 €2.0
Heaith better or worse In past year'
|22 -0 13.0 13.0 15.0 10.0 10.0 8.0
oY T 13.0 12.0 26.0 18.0 17.0 31.0
FoT: 2= S 74.0 75.0 59.0 72.0 73.0 61.0
Limitation of activity
7o 3 2 Y- J 61.0 63.0 27.0 57.0 62.0 25.0
Outside 8CUVINES ONY . ... ittt 15.0 14.0 23.0 17.0 16.0 37.0
Kind or amount of aCtivity . ... ... i e 13.0 12.0 23.0 15.0 15.0 :[2.0
Unable to perform usual aCtivity ... ..ot i 11.0 10.0 27.0 11.0 7.0 36.0
Aeported number of conditions
VT 2 Y- 2 32.0 33.0 7.0 26.0 29.0 6.0
o2 e e e e e e 43.0 44.0 36.0 43.0 44.0 5.18.0
I T 117+ 1. - 2 25.0 23.0 57.0 31.0 27.0 56.0
Percent
NG DEd dayS 1N PaSTYBBY .\ v ettt et ee et cananreeennas 64.0 66.0 45.0 62.0 65.0 39.0

'Based only on self respondents.
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Table 5. Percent of people aged 65 years and over by health care utilization, age, and difficuity controlling urination

65—-74 years 75 years and over
No urinary  Any urinary No urinary  Any ursinary
Sample, estimated population, and health care utilization Total difficulty difficulty Total difficulty difficulty

Number

F =24 o1 1= P 3,516 3,286 230 2,121 1,853 268
Number in thousands

Estimated population ........cviiiviernriniinriaeeaataarnanaaans 15,289 14,303 986 9,449 8,238 1,212

Percent
No physician visits past year .. ....oocviiiniieernenroneaannnsions 19.0 20.0 10.0 17.0 18.0 11.0
At least 5 physician visits pastyear . ... ..o vverrirnnanannsas 32.0 30.0 54.0 34.0 32.0 50.0
No hospitalizations reported past Year ... ... ivvue i iirnnvasunas 82.0 83.0 73.0 76.0 78.0 62.0
At |least 2 hospitalizations reported past year. .. ...cvvieveanenen,.. 5.0 5.0 10.0 7.0 5.0 17.0
Of those hospitalized, percent with at least 8 hospital days.......... 52.0 50.0 74.0 52.0 50.0 62.0

frequently and had a higher proportion with longer stays than
those who were continent. However, even among those who
were incontinent, hospital use was relatively low. Of those who
were continent, over 76 percent reported no hospitalization in
the past 12 months, compared with 73 percent of those aged
65-74 years who had a urinary problem or 62 percent of those
aged 75 years or over with urinary problems. Of those with a
urinary problem who were hospitalized, 74 percent of those
aged 65-74 years and 62 percent of those 75 years or over had
more than eight hospital days in the past year compared with
50 percent of those with no urinary problems.

Discussion

Nine percent of community-dwelling persons aged 65 years
or over have problems controlling urination as ascertained by
the SOA. These problems were relatively severe with urinary
difficulty occurring at least several times a week in more than
70 percent of those with urinary problems. These problems
appear to increase with age and are more common in women.

Although those with urinary problems had lower levels of
social participation than did those who were continent, many
remain active. Over 57 percent had had contact with friends or
relatives by telephone or in person in the 2-week period prior to
the interview. However, they were less likely to participate in
other activities outside the home, such as church activities or
other social events,

The group with urinary problems was more likely to report
their health as fair to poor and to report that their heaith had
deteriorated over the past year. They were more likely to suffer
activity limitations and had more medical conditions on average
than their peers. Despite a large percent who used no hospital
services (greater than 60 percent in both age groups), those with
urinary problems who had used hospital services had a dis-
tribution skewed toward more use and longer stays in hospitals.

These data suggest a mixed picture. Urinary problems ap-
pear to delineate a group with higher health care use and poorer
health status as evidenced by the number of medical conditions,
hospital use, and personal ratings of health status. Despite this,
a substantial proportion of the group with urinary problems had
no hospitalizations during the previous year and one quarter
had no limitation in any activity. These findings suggest that
those with self-reported urinary problems are a heterogeneous
group with deficits ranging from severely disabling to none, and
point to a need for further information on the types of incon-
tinence and impact of these types. This suggests that the impact
of urinary incontinence should be examined in the framework
of the other medical illnesses and limitations of the individual.
The problem of urinary incontinence needs to be identified,
diagnosed and treated* as per current standards of practice.
Further research should be directed toward assessing whether
urinary incontinence itself acts as a marker for medical or func-
tional problems that may be amenable to intervention if recog-
nized earlier.
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Technical notes

Each week a probability sample of households in the United
States is visited by U.S. Bureau of the Census interviewers to
obtain a wide range of information about the health and health
care characteristics of the people living in those households. A
description of the survey design, methods’ used to make the
national estimates, and general qualifications of the data are
provided in Series 1, No. 18.5

During January-June 1984 there were about 21,000 house-
holds in the sample. The total noninterview rate was about 3
percent—mostly because the interviewer was unable to locate
an eligible respondent despite repeated calls,

The rules for the survey are that all adults who are in the
household when the interviewer calls are asked to join in the
interview and to respond for themselves. People aged 65 years
and over are likely to be at home and are, thus, more likely to
respond for themselves to the questions on the basic, or core,
questionnaire. During the first 6 months of 1984, 84 percent
answered the questions themselves,

The estimates in this report are based on a sample rather
than on the entire population of people aged 65 years and over
in the civilian noninstitutionalized population. Therefore, the
estimates are subject to sampling error. In addition, the sample
had a complex design that has the effect of making the sam-
pling errors somewhat larger than they would be from a simple
random sample of the same size using the same procedures.

A conservative estimate is that, on the average, the variance
for estimated proportions from this sample is 20 percent larger
than it would have been from a simple random sample of the
same size using the same procedures.

Perhaps more important for interpretation than sampling
errors, however, is a thorough understanding of what data from
this, or any other, cross-sectional survey can provide. There are
two issues—-one important for any cross-sectional analysis and
the other of special importance for older people.

The National Health Interview Survey is a point-in-time
study. Associations at one point in time should not be inter-
preted as causality. The differences among the age groups, for
example, could be the result of aging or, alternatively, they
could be the result of different cohorts moving through time.
Based on external knowledge, one could interpret a difference
in health status as the result of aging and a difference in educa-
tional status as the result of cohort differences, but the data
from a cross-sectional survey do not enable one to make that
distinction.

The second is that this is a study of people who were living

NOTE: A list of references follows the text,

in the community at the time they, or proxy respondents, were
interviewed. All of the elderly people who had left the popula-
tion, either through death or institutionalization, are excluded.
Thus, the estimate that 20 percent of the elderly people had
been hospitalized during the preceding year should not be inter-
preted to mean that only 20 percent of all elderly people had
been hospitalized during the year. Hospitalization rates are
high during the year preceding death or institutionalization,5-7
and the experience of those people is not included in these
estimates.

To estimate the sampling errors, convert the percent to a
proportion, calculate the variance of a proportion assuming
simple random sampling, multiply that variance by 1.2 to allow
for the complex sample, then compute standard errors, confi-
dence intervals, or significance tests.

For example, the estimate is that 10 percent of the
14,695,000 women aged 65 years and over have difficulty con-
trolling urination. There were 3,346 women in the sample aged
65 years and over. Therefore,

Variance (simple random sample) =p_':]

_ (0.9%0.1)
3,346

= 0.00002
Variance (complex sample) = (0.00002)(1.2)
= 0.00003
Standard error = (0.00003)!/2
= 0.0055
95 percent confidence interval = 10 + (1.96)(0.55)

=10=%1

Because the estimation procedure includes poststratifica-
tion to independent U.S. Bureau of the Census estimates, there
is no sampling error for the number of people aged 65 years
and over—either for the total or for either sex.’ The only sam-
pling error is in the numerator. Therefore, the sampling errors
for those groups are somewhat smaller than estimated by this
method.
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From Vital and Heaith Statistics of the National Center for Health Statistics Number 122 ® August 8, 1986

Use of Dental Services: United States, 1983

by Susan S. Jack, M.S., Division of Health Interview Statistics

In 1983 Americans went to dentists more than 400 million
times, an average of almost two visits per person. Nearly
one-half of all Americans, however, did not visit a dentist
in 1983. Persons having higher family incomes were much
more likely to have seen a dentist than those with lower
incomes (see figure).

These data are from the 1983 National Health Interview
Survey (NHIS), which contained special questions on the
dental visits of the civilian noninstitutionalized population.
This report contains selected statistics based on those questions.
The complete questionnaire is published in “Current Estimates
from the National Health Interview Survey: United States,

40 ~
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Dental visits per person per year
[\"]
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senmsws:s Less than $20,000
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Figure. Number of dental visits per person (2 years to 75 years) per year, by age and family income: United States, 1983
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1983,” Series 10, Number 154.! A microdata public use data
tape containing all of the information collected can be pur-
chased from the National Center for Health Statistics, Division
of Health Interview Statistics, Computer Systems and Program-
ming Staff.

The 1983 dental questions were an expanded version of
the dental questions included regularly in NHIS in earlier
years.2 Additional questions were included in the 1971 NHIS,
and some questions are included again in the 1986 NHIS.
In 1983 survey questions addressed the issues of the interval
since Jast dental visit, the number of dental visits made in
the year prior to the interview, the dental services provided,
and the type of dentist seen. Also included were questions
on the use of dental fluoride products and on edentulousness
(toothlessness).

The National Health Interview Survey is a cross-sectional
household interview survey conducted annually by the National
Center for Health Statistics. It is based on a multistage area
probability sample representing the civilian nonin-
stitutionalized population of the United States. Population
statistics estimated from the sample are subject to sampling
variability. Tables showing standard errors of estimates are
included in the technical notes. (A more complete description
of the 1983 NHIS design may be found in Series 10,
Number 154.")

Interval since last visit

Of primary interest to dental practitioners and health plan-
ners are persons with unusually frequent dental visits, indicat-
ing dental problems, and those who appear to be underserved
by the dental care system. Although dental authorities suggest
getting “regular professional care,” they do not specify the
exact interval. However, many dentists recommend at least
one or two dental visits annually for examination and cleaning.
For the purposes of this report, one visit per year will be
used as the standard.

Table 1 indicates the extent to which this standard may
have been met. The proportion of the population 2 years

"National Center for Health Statistics: Current estimates from the National
Health Interview Survey, United States, 1983. Vital and Health Siatistics.
Series 10. No. 154, DHHS Pub. No. (PHS) 86-1582. Public Health Service.
Washington. U.S. Government Printing Office, June 1986.

2See National Center for Health Statistics: Current estimates from the Health
Interview Survey. 1969-81. Vital and Health Statistics. Series 10, Nos.
63, 72, 79, 85, 95, 100, 119, 126, 130, 136, 139, 14]. Public Health
Service. Washington. U.S. Govemment Printing Office. National Center
for Health Statistics, C. S. Wilder: Demtal visits, volume and interval since
last visit, United States, 1969. Vital and Health Statistics. Series 10. No.
76. DHEW Pub. No. (HSM) 72-1066. Health Services and Mental Health
Administration. Washington. U.S. Government Printing Office. July 1972.
National Center for Health Statistics, C. S. Wilder: Dental visits, volume
and 1nterval since last visit, United States, 1978 and 1979. Vital and Health
Siatistics. Series 10, No. 138. DHHS Pub. No. (PHS) 82-1566. Public
Health Service. Washington. U.S. Government Printing Office, Apr. 1982,
National Center for Health Statistics, C. E. Burnham: Edentulous persons,
United States, 1971. Vrial and Health Stanstucs. Senes 10, No. 89. DHEW
Pub. No. (HRA) 74-1516. Health Resources Admimstration. Washington.
U.S. Government Printing Office, June 1974,

of age and over with one or more dental visits in the year
prior te interview varies by age from a high of about two-thirds
among children 5-17 years of age, to a low of less thar
one-third among those 75 years of age and older.

Overall, 45.0 percent of the population (or 100 million
persons) had not seen a dentist in over a year and were,
by current standards of dental practice, a medically underserved
population. A majority of children 2—4 years of age (64.2
percent, or 6,899.000) and a significant proportion of children
5-11 years of age (13.1 percent, or 2,978,000) had never
been to a dentist. Even in the older age groups where a
substantial proportion of the population was edentulous (22.3
percent of those 55-64 years of age, 34.0 percent of those
65-74 years, and 45.2 percent of those 75 years and over),
a substantial number of persons with teeth had not received
dental care within the year.

For every age group 12 years and over, females were
more likely than males to have seen a dentist in the year
before the interview. However. although the levels are differ-
ent, the overall pattern of dental care is similar in both sexes.
The largest percent difference between the sexes in recent
(within 1 year) dental visits occurred among persons in the
age group 18-34 years, in which 61.9 percent of the females
and 51.8 percent of the males had seen a dentist.

In every age group, white people were more likely than
black people to have had a recent dental visit. Overall, 57.0
percent of white persons and 41.8 percent of black persons
visited dentists within the previous year. The difference be-
tween the races was greatest among persons 12-17 years
and 55 years and older: 70.2 percent of white adolescents
(aged 12-17) and 48.4 percent of black adolescents had recent
visits. This is attributable in part to the greater percent of
white adolescents receiving orthodontic treatment. In addition,
black persons were more likely to report never having seen
a dentist.

The proportion of the population with a visit in the previous
year increased significantly with higher income. Less than
two-fifths (38.8 percent) of persons with a family income
below $10,000 had recently visited dentists, compared with
about three-fourths (74.0 percent) of those with a family in-
come of $35,000 or more. The positive relationship between
the proportion with recent visits and income persists through
virtually all age groups.

In terms of the standard of a minimum of one dental
visit per year, roughly 25 million persons in each of the
three lower income groups and more than 10 million persons
in the $35,000 or more category did not meet this standard.
(In addition, another 14 million persons whose income was
not reported did not have a recent visit.) In the older age
groups, some of these people were edentulous, a condition
that is also highly associated with income (data not shown),
but the propartion of each age and income category without
teeth is far lower than the proportion with no visits. Even
in the highest income category, of those 65 years and over
20.8 percent were edentulous. but 34.2 percent reported no
visits in the previous year.
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Table 1. Number and percent distribution of persons 2 years of age and over by interval since last dental visit, according to age, sex, race, and family
income: United States, 1983

[Data are based on household interviews of the civiian noninsttutionalized population. The survey design, general qualifications, and mformation on the rekabslity of the estimates are given in the
Technical notes.)

Interval since last dental visit

Less than 1 year

All All Less than 6-11 1-2 2-5 5 years
Characteristic persons'  intervals® Total® 6 months months years years or more Never
Number in
All persons thousands Percent distribution
Allages . . . . .. .. .o it 222,212 100.0 55.0 36.0 17.7 113 13.5 12.6 5.8
24 YBArS . . . . . . e o a e e e e 10,743 100.0 284 19.2 8.4 28 1.0 N 64.2
S—17VYEaIS . . . . i it e 44,761 100.0 67.0 45.2 20.1 1.7 8.9 2.1 8.9
S-11y8ars . . . . .o v v v v v e oo 22,666 100.0 67.2 443 21.2 10.7 6.9 0.9 13.1
12-17years . .. ..o e 22,096 100.0 66.7 46.1 18.9 12.7 11.0 3.4 4.5
18-34years . ... ... ieeeeean 67,710 100.0 57.0 34.9 20.6 14.4 16.7 8.1 1.8
18-24years . . . ...t 28,561 100.0 55.5 33.3 208 15.4 16.7 7.7 23
25-34years . .. ... i 39,149 100.0 58.0 36.1 20.5 13.7 16.8 8.4 1.4
35-54years .. ... ... i e 51,101 100.0 57.4 37.8 18.4 11.5 15.4 13.3 0.7
35—44vyears . ... ... 28,933 100.0 59.4 39.2 18.0 11.9 15.4 11.0 0.9
45-54years . ... ..o e i e 22,168 100.0 54.8 36.0 17.6 11.0 15.4 16.4 0.6
55-64years . . ... ..eiie e 22,004 100.0 51.3 35.6 14.7 9.2 14.5 22.4 0.7
65yearsandover . . ... .......... 25,892 100.0 38.6 26.9 10.9 7.5 13.2 38.0 0.9
65-74years . ... ...t 16,045 100.0 43.2 30.1 12.2 76 13.8 33.1 0.8
75yearsandover ... ... .. ... ... 9,847 100.0 31.1 21.6 8.9 7.3 12.2 46.1 1.0
Male
Alages . . . .. ..ottt i 107,030 100.0 53.0 33.9 17.8 116 14.2 13.0 6.3
2-4years . . .. .. i e e e e e 5,467 100.0 29.1 20.2 8.1 2.6 1.2 . 63.9
S5-17YBATS . . . . . vt ettt e e 22,838 100.0 66.1 43.7 20.7 11.7 9.3 2.4 9.0
S—11Y@ars . . .. ..o v v e 11,512 100.0 67.6 437 22.0 10.5 6.8 1.0 13.1
12-17Years . . . v vt vt i e 11,326 100.0 64.6 43.6 19.3 13.0 12.0 39 48
18-34years . ..........00 0. 33,133 100.0 51.8 30.6 200 15.0 18.5 10.1 22
18-24y0ars . . .. ..ttt 13,990 100.0 50.1 288 20.1 16.4 18.3 9.4 29
25-34Yy6ArS . . . ... v . i i e 19,144 100.0 529 32.0 19.8 14.0 18.7 10.6 1.7
35-54years . ... .. 00 24,757 100.0 55.3 35.7 18.5 11.8 15.9 14.5 0.9
3544years . . ... .. ae e 14,067 100.0 56.9 36.9 18.8 12.4 15.9 12.3 1.0
45-54vyears .. ... ...t e i 10,690 100.0 53.4 34.1 18.0 10.9 15.9 17.4 0.8
5564y8arS . . .. ..t 10,261 100.0 50.4 34.2 15.2 9.1 14.7 228 0.8
65ysarsandover . .. .. ... 0. e 10,573 100.0 37.9 26.1 11.0 75 13.4 38.3 1.0
65-74Y0arS . . . . .. ..t e e 6,967 100.0 42.1 28.5 125 8.0 13.8 33.6 0.9
75yearsandover . . ... ... ...... 3,606 100.0 29.9 21.3 8.2 6.6 125 473 1.1
Female
Allages . . . . . .o e 115,183 100.0 56.9 379 176 11.0 12.8 12.3 53
2-4years . . .. ... 5,276 100.0 27.8 18.2 8.7 3.0 ‘0.8 Ce 64.6
5-17y0ars . . ... ...ttt 21,923 100.0 67.9 46.8 19.4 11.6 8.4 1.9 88
L R 1 11,154 100.0 66.9 449 20.3 10.8 71 0.8 13.2
12-17years . . . ... .. i 10,770 100.0 68.9 48.7 18.5 124 9.9 29 43
18-34y8ars . . ... ...ttt 34,577 100.0 61.9 39.0 21.3 13.9 15.0 6.2 1.3
18-24years . . ... ..ot 14,572 100.0 60.7 37.6 21.4 14.5 15.1 6.0 1.7
25-34vyears . ... .. ...t an e 20,005 100.0 62.8 40.0 21.2 134 15.0 6.3 1.0
35-54years .. ... e e 26,344 100.0 59.4 39.8 18.3 11.3 15.0 12.3 0.6
354years ... ... ... 14,866 100.0 61.9 414 19.2 11.4 15.0 8.7 0.7
45-54years . . .. ... e a0 et 11,478 100.0 56.1 37.7 17.2 11.2 15.0 15.6 0.4
S5564years .. ... ... 11,743 100.0 52.1 36.8 14.2 9.2 14.3 22.0 0.5
65yearsandover ... ... ... ... ... 15,319 100.0 39.1 27.4 10.8 7.5 13.1 37.9 0.8
65-74Yy0arS . . ... ... iie e 9,078 100.0 44.1 31.4 11.9 7.4 13.8 32.7 0.7
75yearsandover . .. .. ... ool 6,241 100.0 31.8 217 9.3 77 12.1 454 0.8

See footnotes at end of table.
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Table 1. Number and percent distribution of persons 2 years of age and over by interval since last dental visit, according to age, sex, race, and family
income: United States, 1983—Con.

[Data are based on househoid interviews of the civilian nomnsttutionalized populaton. The survey design, general qualdfications, and information on the reliability of the estimates are given in the
Techrical notes.]

Interval since last demtal visit

Less than 1 year

All All Less than 611 1-2 2-5 5 years
Charactenstic persons’ intervals® Total® 6 months months years years or more Never
Number in
White thousands Percent distribution
Allages . . . ... ... ... .. .. ..., 190,668 100.0 57.0 37.9 17.8 11.0 12.9 124 5.1
2-dyears . . ... ... ... L. 8,710 100.0 29.2 20.1 8.3 2.9 0.9 L. 63.6
S=17Vyears . . . . ...t 36.826 100.0 69.9 48.3 20.0 111 8.0 1.8 8.0
S-1tyears . . ..........c.... . 18,630 100.0 69.7 46.9 21.2 10.3 6.2 0.8 121
12-17years . . . ... .. .. ... .. .. 18,196 100.0 70.2 49.6 18.8 11.9 9.8 2.8 3.8
18-34years ... ..... .. ... ... 57,536 100.0 59.0 36.5 21.2 14.2 16.2 7.5 1.4
18-24years . . ... .. ... .. ..... 24,025 100.0 57.9 353 21.2 15.1 16.1 7.0 19
25-34vyears . . ... ... ... 33,511 100.0 59.9 374 21.1 13.5 16.3 7.9 1.0
35-54vyears . ... ... ... 44,476 100.0 59.2 39.6 18.4 1.2 14.7 13.0 0.6
35-d4dyears .. ... ... 25,104 100.0 61.3 41.2 189 11.5 14.8 10.6 0.6
45-54years . . . ... oo e 19,371 100.0 56.4 375 17.7 10.8 14.5 16.2 0.5
55-64years . . ... ... 19,696 100.0 53.4 37.4 14.9 8.7 14.0 215 0.6
65yearsandover . ... ... ..., ... 23,423 100.0 40.5 285 111 7.4 12.6 37.2 0.7
B5-74years . ... ... ... 14,485 100.0 452 31.9 12.4 7.4 13.3 32.3 0.6
75yearsandover . ... .......... 8,938 100.0 33.0 23.1 9.1 7.4 1185 452 0.7
Black
Allages . . . ... ... ... ... ... 26,173 100.0 418 235 16.5 13.7 17.3 14.4 9.6
24 YeArS . . . . . . e e e e e e e 1,736 100.0 25.4 15.7 B.9 25 ‘1.5 .. 66.4
S17years . .. ... ... 6,662 100.0 51.2 29.0 20.0 16.2 13.7 4.1 133
S—Mwyears ... .. ... ... ....... 3,403 100.0 53.8 30.9 20.5 13.0 10.5 1.8 18.6
12-17vyears . . . ... .. oo 3,249 100.0 48.4 271 19.5 17.5 17.0 6.6 7.8
18-34years . ... ... ... .. 8,427 100.0 44.0 247 17.3 15.8 20.3 12.3 3.6
18-24years . .. ..... ... ... 3,819 100.0 422 221 17.8 16.8 20.3 12.5 4.1
25-34vyears .. . ... ... ... 4,608 100.0 45.6 26.8 16.9 15.0 20.3 12.1 3.2
3554 y€ars . . ... .. i e 5,260 100.0 44.1 243 18.1 13.9 20.6 16.8 15
3544years .. ... ... ... ..., 2,999 100.0 458 24.5 19.7 15.0 19.3 14.7 2.0
45-54years . . .. ... e o 2,260 100.0 419 24.0 15.9 124 223 19.5 ‘0.8
§5-64years . . . . . .. ..ot 1,964 100.0 33.2 19.3 13.0 141 19.0 30.0 *1.2
65yearsandover ... ... ......... 2,135 100.0 19.0 10.4 8.1 8.8 19.4 46.6 3.1
65-74years . .. ... ... e 1,346 100.0 23.6 12.8 10.0 104 18.9 41.1 *2.9
75yearsandover . .. ... ........ 789 100.0 112 6.2 ‘4.9 6.2 20.4 56.0 "3.5
Less than $10,000
Allages . . . ... . ... ... ... . ..., 40,694 100.0 38.8 229 14.8 115 17.0 22.7 8.6
2-4Years . . . . ... e e e 2,356 100.0 23.5 14.0 8.4 3.1 "1.3 - 69.7
S-17years . ... .. ... .o 7,664 100.0 53.1 30.4 211 134 13.9 3.8 14.7
S~11years . ... ........0..... 4,143 100.0 548 31.7 216 12.9 10.5 1.8 19.1
12-17years . ... ... .. ... ... 3,521 100.0 51.1 28.3 205 14.0 17.8 6.2 9.6
18-34vyears . ... ... ... 12,480 100.0 48.1 279 19.0 15.3 19.6 11.9 3.5
18-24years . ... ... ... 6,939 100.0 52.0 305 20.2 14.8 176 10.1 3.5
25-34years ... ... ... 5,541 100.0 43.1 247 17.6 15.9 221 il 3.4
35-B4years . .. ... ... §,498 100.0 34.8 20.2 13.6 11.1 24.3 25.9 2.4
354d4years ... ... ..o 3,139 100.0 37.1 217 14.5 1.9 234 23.1 3.0
45-54years . ... .. ..., 2,359 100.0 31.8 18.3 123 10.1 25.3 29.7 "1.6
85~B4years . ... ... oo, 3,615 100.0 28.7 17.9 10.5 9.7 17.8 41.5 1.4
65yearsandover ... ... ........ 9,081 100.0 24.3 15.4 7.9 7.7 15.3 49.8 1.4
65-74years .. .. ... ... ... ... 4,865 100.0 26.0 16.1 8.6 7.9 16.6 46.9 1.5
75yearsandover . . . ... ... .. ... 4,116 100.0 22.2 14.5 7.1 7.6 13.7 53.2 1.3

See footnotes at end of table.
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Table 1. Number and percent distribution of persons 2 years of age and over by interval since last dental visit, according to age, sex, race, and family
income: United States, 1983—Con.

Data are based on household interviews of the civiian naminstitutionalized population. The survey design, general ¢ fi as, and infs on the rehability of the estimatas are given in the
achnical notes.)

Interval since last dental wisit

Less than 1 year

All All Less than 6~11 1-2 2-5 5 years
Charactenstic persons’ intervals® Total® 6 months months years years or more Never
Number in
$10.000-519,999 thousands Percent distribution
Allages . . . . . .. . i 50,109 100.0 47.5 29.9 16.5 12.5 16.0 15.6 . 7.2
2-4years . . . . ... e e 2,654 100.0 23.3 15.8 7.0 2.6 *0.9 e 69.5
5-17years . . ... ... .. 9,684 100.0 56.8 35.8 19.6 15.0 11.2 2.9 13.1
S~ftyears ... ... ... 5,298 100.0 57.5 35.6 20.6 13.5 8.8 1.0 18.3
12-17years . . . ..o h e i 4,386 100.0 55.9 36.1 18.4 16.8 141 5.1 6.7
18-34years ... ......c. ... 16,829 100.0 51.5 30.6 19.5 15.2 19.9 10.2 1.9
18-24y€ars . . . . .. it 6,872 100.0 50.2 29.6 19.3 15.6 20.6 9.6 24
25-34vyears .. ... ... ... 9,956 100.0 52.3 31.2 19.6 14.9 19.5 10.6 1.5
35-54years . .. ... oo 8,831 100.0 44.4 28.6 148 13.6 19.7 20.3 1.1
3544years .. ... ... 5,131 100.0 46.5 29.9 15.4 145 20.5 16.1 1.3
45-54years . . ... ... e 3,699 100.0 41.5 26.8 13.9 123 185 26.1 ‘0.8
S5-B4years . . ... .. cie e 5,124 100.0 43.2 28.3 13.9 9.6 17.3 27.9 0.9
65yearsandover .. ............. 6,988 100.0 414 28.0 12.8 74 13.0 36.9 0.9
65-74years . . . ... e e 4,777 100.0 44.6 30.0 13.9 7.6 14.0 325 0.9
7Syearsandover . ... ... ....... 2,211 100.0 346 23.7 104 6.8 109 46.4 *0.9
$20,000-834,999
Alages . . . . . . . it e 61,987 100.0 61.4 40.8 19.2 11.6 125 8.5 5.1
2-4Years . . . ...t 3,246 100.0 31.1 215 a8 28 “1.0 . 61.8
S17Years . . . ...t i 13,452 100.0 72.8 50.4 20.5 10.9 74 1.5 6.7
S-11years . . .. ... viian 7,084 100.0 73.9 50.0 21.9 9.3 5.3 0.6 10.2
12-17years . . ... ...t 6,368 100.0 716 50.8 18.9 12.7 9.8 25 29
i8=34years .................. 20,333 100.0 61.3 383 216 14.6 15.3 6.7 0.9
18-24years . .... ..+« ... 6,868 100.0 573 34.7 213 17.6 15.6 6.3 1.7
25-34yRArS . . . ... i 13,445 100.0 63.3 40.2 217 13.0 15.2 6.9 0.6
35-54years .. ... e 15,726 100.0 59.8 39.2 19.3 12.2 15.2 11.9 0.3
35—44years . ... ... ... ee 9,241 100.0 62.7 41.2 204 12.2 14.9 9.2 ‘0.4
45-54years . . .. ... e, 6,485 100.0 55.5 36.5 17.8 12.2 15.6 18.7 *0.3
S5-64years . ... ... e 5,705 100.0 58.0 41.1 15.8 9.1 13.8 17.8 ‘0.4
65yearsandover . .. .. ... ... ... 3,526 100.0 58.8 43.3 15.1 6.7 1.3 227 *0.3
65-74years . . ... ..t e e 2,490 100.0 61.5 454 15.7 6.9 12.0 19.0 *0.1
75yearsandover . . ... ... ...... 1,035 100.0 52.4 38.5 13.7 6.0 9.5 31.6 ‘0.7
$35,000 or more
Allages . . . . . . . ot ittt .. 42,223 100.0 74.0 513 21.3 9.1 8.5 5.0 26
24YearS . . . ... e 1,556 100.0 40.4 285 10.3 ‘2.1 ‘0.5 - §3.7
5-17y0ars . . . . ¢ o it i 9,145 100.0 84.5 62.4 204 7.4 46 0.7 23
S—11years . . ..o i v i e 4,073 100.0 84.7 60.9 219 6.4 3.6 ‘0.2 4.5
12-17y8ars . . . . . v i v i e 5,071 100.0 844 63.7 19.2 83 54 1.0 ‘0.5
18-34years ... ... ... ... 11,195 100.0 71.2 45.0 246 121 11.5 4.0 0.4
18-24years . . . . . ..ottt iii .. 4,536 100.0 69.3 424 25.1 14.0 11.7 35 ‘0.5
25-34YRArS . . . . vt e e e 6,658 100.0 72.4 46.7 242 10.8 11.4 43 ‘0.4
35-54years ... ... 14,397 100.0 74.0 50.6 22.2 9.3 9.7 6.3 ‘0.1
3544years . . .. ... i i e 8,070 100.0 75.1 51.4 225 9.7 9.7 5.1 -
45-54vyears .. ... . ..o 6,328 100.0 72.6 49.7 218 9.0 9.7 7.8 0.1
§5-64years . . .. ...t ea e 4,107 100.0 74.3 53.8 18.7 7.7 7.8 9.1 *0.2
E5yearsandover . .............. 1,823 100.0 65.8 523 125 71 8.8 17.7 ‘0.3
65-TAYRArS . . . . .. . v iiiia e 1,261 100.0 73.7 59.8 13.0 6.6 79 1.6 *0.2
75yearsandover . . ... ... ... ... 562 100.0 48.0 35.6 114 8.2 10.9 315 *0.5

'Includes other race and unknown income.
Inciudes unknown intervals.
3includes persons with visit 1n past year, unknown exact mterval,

NOTE: Estmates for which the numerator has a relative standard error of more than 30 percent are ndicated with an astensk.
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Number of visits in past year

The distribution of the population by the number of re-
ported dental visits in the previous year is shown in ta-
ble 2. Among those who did make a visit, most were reported
to have had either one or two visits. The proportion with
only one visit was highest in the age group 2—4 years, in
which over 60 percent of all children with visits had only
one. More than 10 percent of the population 12-17 years
of age, in contrast, had more than five visits. Of those adoles-
cents with visits. just over 20 percent had five or more visits.

As mentioned earlier, not only were females of almost
all ages more likely than males to have had a dental visit
in the past year. they were also more likely to have had
multiple visits. The highest proportion with multiple visits
for both sexes was in the group aged 1217 years, primarily
for orthodonture, where about one-fourth of the girls and
one-fifth of the boys had three or more visits.

Not all subgroups of adolescents. however, had an equally
high rate of visits. About 25 percent of white adolescents

Table 2. Percent distribution of persons 2 years of age and over by dental visits in past year according to age, sex, race,

United States, 1983

(12-17 years of age) had three or more dental visits, and
about 15 percent had five or more visits; in contrast, only
about 12 percent of black adolescents had three or more visit:
in the previous year, about the same proportion as blaca
children 5-11 years of age.

There were also large differences in dental care use fre-
quencies among the various income groups. With increasing
income, not only did the proportion of persons with at least
one visit in the prior year increase, but the proportion with
three or more visits also increased. The usage difference as-
sociated with income was particularly great among persons
65-74 years of age. In this age group. only about 8 percent
of persons in the lowest income category had three or more
visits compared with about 14 percent and 20 percent in
the middle income categories, and about 29 percent of those
with an income of $35,000 or more. Much, but nat all
of the difference may be attributed to a substantially greater
rate of edentulousness among persons in lower income
categories.

and family income:

[Data are based on household interviews of the civilian noninstitutionalized populaton The survey design, generat qualifications, and mformation on the rehability of the estimates are given in the

Technicai notes]

Number of visits in past year

Characteristic Total' None 1 2 3 4 512 13 or more
All persons Percent distribution
Allages® .. ................. 100.0 44.6 21.8 171 5.7 3.4 5.8 0.9
2-4years . .. ... .o 100.0 713 17.7 7.2 1.7 0.6 0.3 -
S-17years . ... .. .. ... ....... 100.0 327 27.0 20.6 6.2 3.5 7.3 2.0
S-t1years . ................ 100.0 32.5 29.9 22.0 6.5 3.4 44 0.6
12-17years . . ... ... ... ...... 100.0 328 24.0 19.2 5.9 3.5 10.3 3.3
18-34years . ................ 100.0 42.7 243 17.2 5.6 3.2 5.7 0.7
1824years . ............... 100.0 44.1 25.2 15.7 5.2 2.9 53 0.8
25-34years . . ... ........... 100.0 a1.7 23.6 18.3 5.8 3.3 6.0 0.7
35-B4years . ... ... .. ... .. 100.0 42.1 20.9 18.2 6.3 4.2 6.8 0.8
3Gddyears ... ... 100.0 40.1 21.9 19.0 6.5 4.4 6.6 0.8
45-54years ... ... .......... 100.0 4.7 19.4 171 6.1 4.0 7.1 0.7
8564years . ................ 100.0 48.0 16.8 17.3 6.5 4.1 5.8 0.5
6Syearsandover ... ..........,. 100.0 60.9 13.9 127 4.6 3.0 3.7 0.3
65-74years . ... ... ......... 100.0 56.4 15.3 14.0 5.3 3.5 4.4 0.5
75yearsandover . . ... ........ 100.0 68.4 11.6 10.6 35 2.3 2.6 *0.2
Male

Allages . . . ... ... ........... 100.0 46.6 216 16.5 5.5 3.2 5.2 0.7
2-dyears . . ... ... 100.0 70.8 17.9 7.8 1.6 ‘0.7 ‘0.6 -
S5-17years . ... ... ........... 100.0 33.4 27.6 20.6 5.9 3.4 6.2 1.7
S-1tyears ... .............. 100.0 32.1 30.9 21.8 6.3 3.5 3.9 0.5
12-17years . . ... ........... 100.0 34.8 24.2 19.5 5.5 3.3 8.6 29
18-34years . ... ............. 100.0 47.9 23.2 164 5.0 2.7 4.8 0.5
18-24years .. .............. 100.0 49.4 248 134 46 24 4.2 0.4
25-34years . ... .. .......... 100.0 46.7 21.9 16.8 5.3 2.9 5.2 0.5
35-54years . ... ... ... ... 100.0 44.2 20.2 176 6.5 4.0 6.2 0.5
3544years . ... ............ 100.0 428 21.0 18.2 6.7 4.2 6.0 0.5
45-54years . ... ............ 100.0 46.1 19.2 16.9 6.3 3.7 6.5 0.5
S5-64vyears . ... ............. 100.0 48.9 16.2 171 6.8 3.9 5.6 0.5
65yearsandover . ... .......... 100.0 61.6 14.2 12.2 4.6 3.0 3.3 ‘0.3
65~74years ... ... .......... 100.0 57.5 154 13.5 53 3.3 3.9 *0.4
7Syearsandover .. .. ........ 100.0 69.6 11.8 9.7 3.4 2.3 23 *0.2

See footnotes at end of tabie.



advancedata 7

Table 2. Percent distribution of persons 2 years of age and over by dental visits in past year according to age, sex, race, and family income:
United States, 1983—Con.

(Data are based on household interviews of the civilian noninstitutionalized popufation. The survey design. general qualifications, and mformation on the reliability of the estimates are given in the
Techmceal notes}

Number of visits in past year

Characteristic Total’ None 7 2 3 4 512 13 or more
Female Percent distribution
Allages . . . .. .. ...t 100.0 42.7 21.9 17.7 5.8 3.6 6.4 1.1
24dyears . . ... ... e 100.0 72.0 17.5 6.6 1.8 0.5 1.0
5-17years . ... ... ... ... 100.0 31.8 26.3 206 6.5 3.5 84 2.2
S—ttyears . ... ............. 100.0 329 28.9 22.2 6.7 3.4 4.8 0.7
12-17years . ............... 100.0 30.8 23.7 19.0 6.2 3.6 12.0 38
18-34years ... .............. 100.0 37.8 253 19.0 6.1 3.6 6.5 1.0
18-24years .. .............. 100.0 39.0 25.6 17.9 5.8 3.5 6.3 1.2
25-34years . ... ............ 100.0 36.9 25.1 19.7 6.3 38 6.7 0.8
35-54years . ... ... ... 100.0 40.2 215 18.7 6.1 4.4 73 1.0
35-44years ... ............. 100.0 37.6 228 19.8 6.3 4.5 74 1.1
45-54years . ... ... e, 100.0 43.5 19.7 17.4 5.9 4.2 7.6 0.9
85-64years ... ... ... .. ...... 100.0 47.2 174 17.5 6.3 4.2 5.9 0.5
B5yearsandover . ............. 100.0 60.4 13.7 13.0 4.6 3.1 4.0 0.4
65~74years . ... ... .. ... 100.0 55.5 15.2 14.3 5.3 3.6 4.8 0.5
7Syearsandover . ... ......... 100.0 67.6 11.5 1.1 35 24 28 *0.1
White
Alfages . . . . . . . ..o e 100.0 42.6 22.1 18.1 5.8 3.6 6.1 1.0
2-4Years . . . ... i e e e 100.0 70.6 18.0 7.7 1.7 0.6 0.7 -
5~17years . .. ... ..t eeunnan 100.0 29.7 27.3 22.1 6.2 3.7 79 23
S-11years . . .. .. ... ... 100.0 30.0 30.3 23.6 6.5 3.7 45 0.7
12-17years .. .. .. ... e 100.0 29.4 243 20.6 6.0 37 11.3 3.9
18-34years .. ........ ... 100.0 40.7 249 18.2 5.7 3.2 5.9 0.8
18-24years . ... .. ..o cuenn 100.0 41.7 25.7 16.9 5.5 2.9 5.7 0.9
25-34years ... ... ...t 100.0 39.9 243 19.1 5.9 3.5 6.1 0.7
35-54years . ... ... 100.0 40.4 21.2 19.1 6.5 43 7.0 0.8
I44years .. ... ... .. ... 100.0 38.3 221 20.2 6.7 45 6.8 0.8
45-54y8ars . .. ... i i e 100.0 43.1 19.9 17.7 62 4.1 7.3 08
S55-64years .. ... .0t 100.0 459 17.1 18.6 6.7 43 5.8 0.6
65yearsandover . ............. 100.0 59.0 14.4 13.5 4.9 3.2 338 0.4
65-74years . ........c.. 0. 100.0 544 15.9 14.9 5.6 3.6 45 0.5
75yearsandover . .. .. ........ 100.0 66.4 12.1 11.3 38 2.6 28 *0.2
Black
Allages . . . . . . .ttt it 100.0 57.7 194 10.3 4.6 24 3.9 0.4
2-4Years . . ... e e e e e 100.0 74.2 16.9 5.2 ‘1.4 *0.2 *1.3 *-
S-17years . ... ..t 100.0 48.3 25.0 133 6.2 2.1 34 *0.3
S~ftyears . ... .......00u... 100.0 45.8 276 13.4 6.9 1.9 3.1 ‘0.2
12-17years . . . . .. ... ... ... 100.0 50.8 22.2 13.1 5.4 2.3 3.7 *0.4
18-34years ... .............. 100.0 553 204 11.0 47 28 4.0 0.4
18~24years . ... ............ 100.0 57.3 219 9.5 3.5 33 2.6 *0.4
25-34years . . .. ...t i e 100.0 53.6 19.1 122 56 25 5.2 ‘0.3
J5-54years .. ... e e 100.0 55.2 176 11.5 49 33 53 0.7
35-44years . ... ... 100.0 53.4 195 10.7 5.0 3.8 5.1 *1.0
45-54years . ... ... .. ... 100.0 576 15.1 12.7 48 27 5.6 *0.4
55-64years ... ... ..., 100.0 66.4 15.1 5.7 4.6 241 5.0 0.2
65yearsandover . ... .......... 100.0 80.7 8.3 4.1 ‘1.5 “1.7 26 0.2
E5-74years ................ 100.0 76.0 9.9 4.8 2.2 2.7 34 ‘0.4
75yearsandover . .. ... ... ... 100.0 88.8 5.6 *3.0 ‘0.5 *- *1.4 -

See footnotes at end of table.
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Table 2. Percent distribution of persons 2 years of age and over by dental visits in past year according to age, sex, race, and family income:
United States, 1983—Con.

[Data are based on household interviews of the cvikan nominsintutionalized populaton The survey design, generai qualifications, and information on the reliability of the estimates are given in the
Technical notes]

Number of visits in past year

Charactenstic Totaf None 1 2 3 4 5-12 13 or more
Under $10,000 Percent distribution
Allages . . . . . . v i e e 100.0 61.1 17.7 10.0 4.2 21 3.8 0.4
2=dyears . . .. ... 100.0 76.5 15.6 4.9 ‘1.1 *0.5 - "~
S-17years . ... ... .. ... ... .. 100.0 46.9 24.5 12.8 7.0 2.8 5.0 *0.5
Stlyears . . ... ............ 100.0 45.2 264 12.6 7.6 3.4 4.2 ‘0.4
12-17years . . ... ... .. ... ... 100.0 48.9 222 13.1 6.2 2.2 5.9 ‘0.7
18-34years . ... .. ... 100.0 51.9 22.4 12.8 4.8 2.4 4.5 0.6
18-24years .. ...........0... 100.0 47.9 24.2 14.4 5.1 2.6 4.5 0.6
25-34years .. ... ..o 100.0 56.8 20.0 109 4.4 2.3 4.5 0.5
35-84years . ......... ... ..., 100.0 65.0 152 8.4 3.7 2.4 4.4 “0.3
3544years ... ............. 100.0 62.9 15.7 9.0 4.5 2.7 4.7 *0.4
45-54years . . . ... .. 0 i 100.0 67.8 145 7.7 2.8 1.9 4.0 ‘0.2
55-B64years . ... ... .., 100.0 71.3 11.6 8.2 3.3 15 3.4 *0.2
B5yearsandover .. ............ 100.0 75.6 10.1 6.9 27 1.6 25 0.2
65~74years .. ... ... ... 100.0 73.8 10.9 6.8 2.9 1.9 29 0.4
75yearsandover . .. .......... 100.0 776 9.2 6.9 2.4 1.2 2.0 *-
$10,000-519,999
Allages . . . . . .. . i e 100.0 52.3 19.7 13.6 49 3.2 4.9 0.7
2~4YRArS . . . . ... e e 100.0 76.6 13.6 5.6 2.1 *0.7 ‘0.8 *0.1
5~17years . . .. .. it 100.0 42.9 24.8 15.9 5.7 3.3 5.3 0.8
S—11years . ... ........ue... 100.0 42.3 27.0 16.6 6.0 3.6 3.4 *0.3
12-17vyears . ... ... ... ... 100.0 43.7 22.2 15.1 5.4 2.9 75 1.7
18-34years . ... ...... ... 100.0 48.4 223 14.3 5.2 3.4 5.2 0.7
18-24years .. .........c..... 100.0 49.6 22.4 13.3 4.9 3.4 4.9 0.8
25B34vyears . ... .. ... ..., 100.0 47.5 223 15.0 5.4 3.3 5.4 0.7
35B4years . ... ... 100.0 55.4 171 122 4.8 36 5.6 0.8
35-44years . ... ... .. 100.0 53.3 18.5 130 5.0 3.7 53 *0.8
45-B4years . . ... ... ... 100.0 58.4 15.2 11.0 4.5 3.4 6.1 *0.8
5564years . ... ...t 100.0 56.6 18.7 13.4 4.8 3.6 5.0 *0.5
65yearsandover . .. ........... 100.0 58.6 15.0 13.4 4.7 3.2 4.1 0.6
65—74vyears .. ... ... .. ... ... 100.0 55.4 15.7 14.6 53 3.5 4.4 0.7
75yearsandover . .. .. ... ... .. 100.0 65.4 13.6 10.9 3.3 24 3.6 *0.4
$20,000-334,999
Allages . . . . . . ... ... o, 100.0 38.5 23.5 19.5 6.6 3.8 6.6 1.1
2-4YEAIS . . . . i i e i e e e i 100.0 68.6 19.2 84 1.7 ‘0.5 ‘1.0 ‘0.1
S-17years . ... . . ...t 100.0 271 28.6 23.8 6.4 3.7 75 2.5
S~1lyears . ... .....voouun.. 100.0 26.0 31.9 26.1 6.8 34 4.5 0.8
12-17years . .. ... ... ... 100.0 28.3 25.1 21.2 6.0 4.0 10.8 4.3
18-34years . ... ... i 100.0 38.5 24.7 18.8 6.6 3.7 6.6 0.7
18-24years . ... .. ... ... 100.0 425 24.9 16.4 6.1 33 57 0.7
25-34years . ... ... ... ... 100.0 36.5 24.6 20.0 6.8 3.9 7.1 0.8
35-54years . ... . ... 100.0 40.2 21.4 18.7 6.8 4.5 7.3 0.8
3544years . ... ... ... 100.0 37.1 22.6 19.4 6.9 5.1 7.5 1.0
45-54years .. . ... ... ... ... 100.0 44.5 19.5 17.7 6.8 3.7 7.0 0.6
S5B4years . . .. ... e 100.0 41.9 18.1 19.6 8.3 4.3 6.9 *0.7
65 yearsandover . ... .......... 100.0 41.2 19.1 20.8 8.2 4.9 5.3 ‘0.3
65-74years . . ... ... ... ... 100.0 38.5 20.3 21.2 8.4 5.0 5.9 ‘0.4
75yearsandover . ... ......... 100.0 47.6 16.4 19.8 7.7 4.6 ‘3.8 -

See footnotes at end of table.
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Table 2. Percent distribution of persons 2 years of age and over by dental visits in past year according to age, sex, race, and family income:

United States, 1983—Con.

[Data are based on househokd interviews of the civiltan noninstitubonalized populaton The survey design, genera! qualifications, and information on the reliability of the estmates are given in the

Technicat notes}

Number of wisits mn past year

Characteristic Total' None 1 2 3 4 5-12 13 or more
$35,000 or more Percent distnbution
Allages . . . ... .............. 100.0 25.9 26.1 25.7 73 48 8.3 1.5
2-4Y@ArS . . . . .. .. e e 100.0 59.6 245 12.6 1.3 *0.9 *0.4 *-
S-17vyears . .. ... .. ... .. 100.0 15.3 29.2 28.2 6.6 4.6 12.0 3.7
S-1lyears . ... ............. 100.0 15.1 339 32.6 6.5 42 6.6 0.7
12-17years . ... ... ... ... 100.0 15.5 25.5 247 6.6 4.9 16.2 6.1
18-34years .. ... ........0.0... 100.0 28.7 29.1 24.8 6.2 3.5 6.5 0.9
1B-24years .. .............. 100.0 30.6 31.3 215 5.5 3.0 6.6 1.1
25-34vyears . ... ... ... 100.0 274 276 271 6.6 38 6.4 0.8
35-54years ... .............. 100.0 258 249 256 8.3 5.3 8.6 1.0
3544years .. ... ... 100.0 248 26.1 26.5 8.3 5.1 8.0 0.9
45-Bdyears .. .. ... ... 100.0 271 23.3 245 84 5.4 9.4 1.1
E5-B4years .. ............... 100.0 255 20.4 28.7 8.1 71 7.8 *0.8
65yearsandover . .. ... ... ..... 100.0 34.2 16.2 24.8 9.8 81 6.1 ‘0.4
65-74vyears .. ... ........... 100.0 26.4 1741 27.7 11.5 9.0 79 *0.6
75yearsandover . .. .......... 100.0 52.0 14.2 18.5 6.2 6.2 2.3

‘Includes unknown number of visits,
2inciudes other races and unknown mncome.

NOTE: Estmates for which the nL

or has a relat

Average number of visits

Overall, Americans made an estimated 422,043,000 visits
to dentists in 1983, an average of 1.9 visits per person (ta-
ble 3). Taking the population as a whole, the average rate
was highest for adolescents aged 12-17 years. The rate was
lower in the young adult years (18-34), higher for those
35-64 years of age, and lower among persons aged 65 and
over. To some extent, the decline over age 65 is attributable
to an increasing rate of edentulousness with age and less
need for dental services.

There were significant differences, however, between the
racial groups in the rates of dental visits. Among black persons,
the highest average rate occurred not in the 12-17-year age
group, but in the 45-54-year age group (1.8 visits per person
per year).

d error of more than 30 percent are indicated with an astenisk.

The relationship of age to the use of dental services is
affected by family income. The effect was greatest among
persons 65 years of age and over and 12-17 years. In all
income groups, dental visits in the older age groups declined;
however, the age at which the decline occurred differed by
income group: The rate of dental visits began to decline at
a higher age for_those with higher income. For those with
a family income of more than $20,000, the rate of dental
visits for adults increased through the age group 65-74 years
and only declined among those 75 years of age and over.
For all income groups combined, adolescents made signifi-
cantly more visits than those in other age groups. The high
rate of visits for adolescents, however, was almost entirely
among those with family incomes of more than $20.000.



Table 3. Number of dental visits and visits per person 2 years of age and over per year by age according to sex, race, and family income: United States, 1983

[Data are based on househoid interviews of the civillan noninstitutionalized populalion The survey design, general qualifications, and information on the rehabity of the estimates are given in the Techmical notes |

0]

Race Famuly income

All Sex All Less than 810,000~ 820,000~ $35,000
Characteristic persons Male Female White Black other $10,000 $19,999 $34,999 or more

Number of visits in thousands
Allages' . . ... ... ............ 422,043 182,584 239,459 381,746 31,307 8,990 50,487 77,512 139,563 112,453
2-4years . . .. ... .. o 7,166 3,764 3,402 6,067 “941 157 1,307 1,430 3.137 1,027
S~17years . . . .. i i 110,630 50,170 60,460 99,967 7,707 2,957 10,254 18,085 39,150 33,864
S5-1tyears . . . ... ... ... .. .... 47,268 22,364 24,904 41,266 4,798 1,205 5,787 9,384 17,444 11,370
12-17years . . . ... ... 63,362 27,807 35,556 58,701 2,909 1,762 4,467 8,701 21,706 22,494
18-34years . . ... ... ... ... ... 113,147 46,636 66,511 100,726 10,114 2,307 18,130 24,205 39,521 21,692
18-24years . .. ... ... ... ..... 44,344 17,734 26,610 39,766 4,038 ‘540 11,345 8,936 11,249 8,203
25-3dyears . ... .. ... 68,803 28,902 39,901 60,960 6,076 1,767 6,785 15,269 28,272 13,489
35-5dyears ... ... e 106,408 46,763 59,645 95,036 8,863 2,510 7,486 14,141 36,279 38,073
3544years . . ... ... ... ... 61,133 26,983 34,150 55,423 4,752 *959 4,451 8,820 22,583 20,173
45-54years . ... .. ... ..o 45,275 19,780 25,495 39,613 4111 1,551 3,035 5,320 13,696 17,900
55-64years . . ... .. .. ... ..., 45,118 20,021 25,097 42,008 2,474 ‘635 4,844 9,084 12,567 11,838
65yearsandover ... .. ... .. ..... 39,574 15,229 24,345 37,942 1,207 *424 8,466 10,567 8,508 5,859
65-74years . .. ... .. ... ... 28,496 11,541 16,955 27,040 1,088 *368 5,468 8,136 6,804 4,484
75yearsandover . .. ........... 11,078 3,688 7,390 10,802 ‘119 *56 2,998 2,431 2,104 1.474

Number per person per year
Allages' . .. ... ... ... ... ... 1.9 1.7 2.1 2.0 1.2 1.7 1.2 15 23 2.7
2-4yBars . . .. .o 0.7 0.7 0.6 0.7 ‘0.5 *0.5 0.6 05 1.0 0.7
S-17years . .. ... ... ... ..., 25 2.2 2.8 2.7 1.2 23 1.3 1.9 2.9 3.7
S—ilyears .. ................ 2.1 1.9 2.2 22 1.4 1.9 1.4 1.8 25 2.8
12-17years . ... .. ... .. .. .. .. 2.9 25 3.3 3.2 0.9 27 13 20 34 4.4
18-34years . . . . ... e 1.7 14 1.9 1.8 1.2 13 1.5 1.4 19 19
18-24years . ... ... ... ... ... 1.6 1.3 1.8 17 11 ‘0.8 1.6 1.3 16 1.8
25-34years . . ... .. 0 o 1.8 1.5 2.0 18 13 1.7 1.2 15 21 20
35-54years ... ... ... ... ... 2.1 1.9 23 21 1.7 1.8 14 1.6 2.3 26
3544years . ... ... oo 2.1 19 23 2.2 1.6 1.2 1.4 1.7 2.4 2.5
45-B4years . . ... v e 2.0 1.9 22 20 1.8 2.9 1.3 14 21 2.8
55-64years .. . ... ... e e 21 2.0 2.1 21 1.3 ‘1.8 1.3 1.8 22 29
65yearsandover . .. ....... .. ... 1.5 1.4 1.6 1.6 06 1.3 0.9 1.5 25 3.3
65-74years . ... ... ... ... 1.8 1.7 1.9 19 0.8 1.7 11 1.7 27 3.6
75yearsandover . . ... .. .. ..... 1.1 1.0 1.2 1.2 ‘0.2 ‘0.5 0.7 1.1 2.0 2.6

EJEPIOUBADE

YIncludes unknown number of visits.
2Includes unknown income.

NOTE: Estimates for which the numerator has a relative standard error of more than 30 percent are indicated with an asterisk.
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Technical notes

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

During 1983, the sample consisted of approximately
40,900 households. The total noninterview rate was about
3 percent—about 2 percent of which was attributable to respond-
ent refusal, and the remainder resulted primarily from an
inability to locate eligible respondents at home after repeated
calls. Information was obtained for all household members
for the core section of the questionnaire, a sample of approxi-
mately 106,000 persons. The dental questions were contained
in a separate booklet. Dental information was obtained for
all but 438 of the 105,620 people for whom core information
was obtained, an additional non-response rate of 0.4 percent.
A description of the survey design, methods used in estimation,
and general qualifications of NHIS data was published
previously.?

The estimates shown in this report are based on a sample
of the (civilian noninstitutionalized) population rather than
on the entire population and are therefore subject to sampling
error. Some tables in this report contain cells in which the
estimate is small for a given characteristic. When an estimate
or the numerator or denominator of a rate is small, the sampling
error nay be relatively high. Approximate standard errors of
estimates of selected percents are shown in tables I and II.
Additional information on standard errors for all statistics
presented in this report is available from the author.

In this report, terms such as “similar” and “the same”
mean that no statistically significant difference exists between
the statistics being compared. Terms relating to difference

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

(for example, “greater” or “less™) indicate that differences
are statistically significant. The r-test with a critical value
of 1.96 (0.05 level of significance) was used to test all compari-
sons that are discussed. Lack of comment regarding the differ-
ence between any two statistics does not mean the difference
was tested and found not significant.

Table I. Standard errors, expressed in percentage points, of estimated
percents: 1983 National Health Interview Survey dental supplement;
dental visits

Estimated percent
100r 90 20 or 80 50

Base of percent
in thousands of visits 2o0r98 5o0r95

50 ..... 19.0 29.6 40.8 54.4 68.0

70 ..., 16.1 25.0 345 45.9 57.4

100 ..... 13.5 20.9 28.8 38.4 48.1

300 ..... 78 121 16.6 222 27.7
§00 ..... 6.0 9.4 129 17.2 21.5
700 ... .. 5.1 7.9 10.9 145 18.2
1000 ... .. 4.3 6.6 9.1 12.2 15.2
5000 ... .. 1.9 3.0 4.1 5.4 6.8
10,000 . .. .. 1.3 2.1 29 3.8 4.8
20,000 . .. .. 1.0 1.5 2.0 27 3.4
30,000 ... .. 0.8 1.2 1.7 22 28
50,000 ... .. 0.6 0.8 13 1.7 21
100,000 ... .. 0.4 0.7 0.9 1.2 1.5
400,000 .. ... 0.2 0.3 0.5 0.6 0.8

Table Il. Standard errors, expressed in percentage points, of estimated
percents: 1983 National Health Interview Survey dental supplement;

population

Base of percent

in thousands Estimated percent
(population) 20r98 Sor95 10or90 200r80 50
50 ..... 3.9 6.0 8.3 11.1 13.8
70 ... .. 3.3 5.1 7.0 9.4 1.7
100 ... .. 2.7 4.3 5.9 78 9.8
300 ..... 1.6 25 34 45 5.6
500 ..... 1.2 1.9 2.6 3.5 4.4
700 .. ... 1.0 1.6 22 3.0 3.7
1,000 ... .. 09 1.3 19 2.5 3.1
5000 ..... 0.4 0.6 0.8 1.1 1.4
10,000 . .. .. 0.3 0.4 0.6 0.8 1.0
20000 ... .. 0.2 0.3 0.4 0.6 0.7
30,000 .. ... 0.2 0.2 0.3 0.5 0.6
50,000 ... .. 0.1 0.2 0.3 0.3 0.4
100000 . . ... 0.1 0.1 0.2 0.2 0.3
200,000 ... .. 0.1 0.1 0.1 0.2 0.2
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The Management of Chronic Pain in
Office-Based Ambulatory Care:
National Ambulatory Medical Care Survey

by Hugo Koch, Division of Health Care Statistics

introduction

The management of chronic pain is one of the most un-
rewarding tasks of the physician, New pain, with its attendant
fear of an unknown threat, can be sharply distressful to the
sufferer, but it also may produce certain beneficial effects. For
example, probably more than any other symptom, it motivates
the sufferer to visit a doctor. Also, the location and nature of
the new pain are helpful clues to the physician in the discovery
of the appropriate diagnosis. Added to these positive effects is
the assuring fact that most new pain is transient, that is, asso-
ciated with acute conditions that largely correct themselves or
yield readily to short-term therapies. Chronic pain, on the
other hand, is almost wholly malefic in its effects. For the most
part, its diagnostic linkages have already been established, too
often to impairments that offer little or no hope of complete
cure. Unable to consummate the healing function, physicians
are denied their deepest professional satisfaction. Patients af-
flicted with chronic pain may become the prey of increasing
hopelessness and pain-centered disability. Pain may become
the center of their universe, conditioning most of their life re-
sponses and leading, in some, to the creation of the chronic
pain syndrome.

Furthermore, the treatment of chronic pain in the ambula-
tory setting presents a challenge different from that found in the
inpatient environment. This is chiefly due to a lack of control
over outpatients and the fact that, unlike the sheltered inpatient,
the outpatient usually must carry on with the demands of day-
to-day living. This report will focus on the presentation and
management of chronic pain in one ambulatory setting—the
physician’s office. It uses the findings of the National Ambula-
tory Medical Care Survey (NAMCS), an annual sample survey

of office-based physicians conducted from 1973 through 1981
by the National Center for Health Statistics. Its data base is
composed of 72,374,000 chronic pain visits made to the offices
of non-Federal, office-based physicians practicing in the co-
terminous United States over the 2-year span from January
1980 through December 1981. A chronic pain visit is distin-
guished by the following characteristics:

®  The condition under treatment was a problem of 3 months’
duration or longer (subitems 1 and 2 of item 7 on the data
collection form, figure 1).

®  The most important reason the patient gave for visiting the
physician was a complaint or symptom of pain (item 6a,
figure 1).

It is readily acknowledged that, with its focus on a first-listed
pain symptom, this type of analysis does not account for all the
chronic pain met with in office practice. For exampie, it patently
excludes the visits at which chronic pain appeared as a second-
or third-listed reason for visiting the physician (item 6b, fig-
ure 1). Inclusion of these visits, while probably increasing the
data base by about 40 percent, would have obscured direct
correlations between the pain symptom and other aspects of
office-based care, such as the physician’s diagnosis and treat-
ment mechanisms.

The data presented here are estimates, based on a sample
of office visits rather than the actual number, and thus are
subject to sampling variability. The smaller an estimate, or any
percent or rate based on that estimate, the more imprecise it is
likely to be. An asterisk preceding any estimate indicates that it
exceeds 30 percent relative standard error. Guidelines for
judging the precision of estimates are provided in the Technical
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Figure 1.

notes at the end of the report, along with a brief description
of the survey design.

Data highlights

Of the 72,374,000 chronic pain visits that form the data
base for this report, all but a handful were motivated by the 25
complaints or symptoms listed in table 1. A dominant 52 percent
of the visits were caused by the first five symptoms on the list;
back pain, headache, chest pain, abdominal pain, and knee
pain. These five symptoms led the list for both male and female
sufferers. Their relative pwoportions, however, varied between
the sexes (figure 2). Headache, for example, was nearly twice
as evident at chronic pain visits made by female patients, while
back and chest pain were clearly more troublesome among
males.

National Ambulatory Medical Care Survey Patient Record, 1980 and 1981

Tables 2 and 3 direct attention to the impairments asso-
ciated with chronic pain symptoms, as the principal (first-listed)
diagnoses rendered by the attending physicians. From the pain
symptoms listed in table 1, it comes as no surprise that by far
the largest proportion (34 percent) of these impairments were
diseases of the musculoskeletal system. Indeed, a dominant 64
percent of all chronic pain visits fell into only four diagnostic

groups:

Chronic
Diagnostic group pain visits
Percent
distribution
Musculoskeletal disease. .. ............... 340
Circulatory disease . ............voveuunnn 12.7
Digestive disease ..............v.0uvenn. 8.4
Injuries 8.4
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Table 1.

that most fraquently motivated the visit: United States, 1980 and 1981

Number of chronic pain visits, and percent distribution and cumulative distribution of chronic pain visits by the 25 pain symptoms

Pain symptoms most frequently

Pain symptoms maost frequently

Rank mativating chronic pain visits Chronic paip visits . Rank motivating chronic pain visits Chronic pain visits
Number in thousands Percent Cumulative
istributi distribution
All atents. . .. envveerennenn.. 72.374 distribution ~ distributio
12 Stomachpain.........ccevvun. 2.8 77.8
Percent Cumulative 13 Earache.........coeviuinnannns 2.7 80.5
distribution distribution 14 Pain, site not referable to a
; specific body system? ......... 26 83.1
All patients. .......ooovnnnns 100.0 15 HID PAIN «veerneennesnneinnns 25 85.6
1 Back pain (upper or lower) ...... 17.8 17.8 16 Footandtoepain.............. 24 88.0
2 Headache.................... 1186 29.3 17 Hand and finger pain........... 1.6 89.6
3 Chestpain .......ccovivvnvnn. 9.3 38.6 18 Painful urination. . ............. 1.6 91.2
4 Abdominaipain............... 7.6 46.2 19 Arm pain. ....ociivnnnennecan. 1.3 92.5
5 Kneepain..........ccoeuuenn. 6.0 52.2 20 Eyepain.. ........ccoveiuen.n. 1.0 93.5
6 Shoulderpain................. 4.3 56.5 21 Breastpain..........oveuunnns 0.7 94.2
7 Legpain....ccoveeeerrnnrsnn. 4.1 60.6 22 Pelvicpain................... 0.7 94.8
8 Neckpain.........ovivvnnnen. 4.0 64.6 23 Anklepain ................... 0.7 95.6
<] Generalized pain, site 24 Elbowpain................... 0.7 96.3
unspecified. ......... ... ... 3.6 68.2 25 Wrist pain. ...ooveenennnnn... *0.6 96.9
10 Throatpain................... 3.5 71.7 e Other chronic pain symptoms. ... 3.1 100.0
11 Pain of unspecified joints ... .... 3.3 75.0
TRib pain, side or flank patn, groin pain, and facial pain.
25
ﬁ Female patients
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Percent of chronic pain visits for the 5 most frequent symptoms, according to sex of patient: United States, 1980 and 1981
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Table 2. Number of chronic pain visits, and percent distribution and cumulative distribution of chronic pain visits, by the 25 principal
{first-listed) diagnoses most frequently associated with the visits: United States, 1980 and 1981

Rank Most common principal diagnoses and ICD—9—CM code’ Chronic pain visits

Number in thousands

- 1 T T2 72,374
Percent Cumulative
distribution distribution
P T Yo T T3 100.0 -
1 Osteoarthrosis and allied d1SOTAers . . .. ... .. ... . ... iiiteeniriiiinniaesiiaaaanannnis 715 6.0 6.0
2 Essentsal hypertension .. . ... ittt ittt e e 401 4.1 10.1
3 Other and unspecified disorders of back. . . ... .. ... ... . i 724 4.0 14.1
4 Other and unspecified arthropathies . .. . .. ... .. ... ittt aieannss 716 3.8 17.8
5 Rheumatoud arthritis and other inflammatory polyarthropathies . .............. ... ... . .. 714 3.1 21.0
6 Sprains and strains, other and unspecified partsofback. . ........... ... ... . it 847 3.1 24.1
7 Intervertebral disc disorders. . ... .. ... ...t e e s 722 3.1 27.2
8 Other forms of chronic ischemic heart disease. ... .........ciineiiiienrnrrenioansss 414 2.6 29.8
9 Peripheral enthesiopathies and allied syndromes. . . ..., ... .. i iinenrnneernieannns 726 2.5 32.3
10 Spondylosis and allied disorders . . . ... ... i i it e e 721 25 34.8
11 Other disorders of SOt HSSUR . . ... .. iv ittt ie st cannnanennnaneraeanaannnns 729 2.3 371
12 Sprains and strains, sacroiliac region .......... . ... i i e 846 2.0 39.1
13 Symptoms involvinghead and neck ... ... ... . i i e 784 2.0 411
14 Functional digestive disorders, not elsewhere classified. . ......... ... ... ... .. .ol 564 1.7 42.8
15 L T T YT R R R TR 346 1.4 442
16 ANGINA PECIOMIS . .« . vttt ittt ite it aeee ittt aiaaeateneeacasannaasocenennnarasaenns 413 1.4 45.6
17 Lo 1T T T (- 462 1.3 46.9
18 Suppurative and unspecifiedotitismedia........ ... ... . i i i e e 382 1.3 48.2
19 Neurotic diSOrders. . ... oot iiii it iaens it teaannresonenesasesonanecuassssnsoansns 300 1.2 49.4
20 Other symptoms involving abdomen and pelvis . ... .. ... i i 789 1.2 50.6
21 Special symptoms or syndromes, not elsewhere classified. .. .......... ... o iiiiiias 307 1.1 51.7
22 ChIONIC SIMUSIIIS « . vttt i ie st tmat oo e aacaaa e saasanssessosananseanecnannnsossasaas 473 1.0 52.7
23 Other disorders of synovium, tendon, and bursa . ... ... . ittt 727 1.0 53.7
24 Other and unspecified disorders of joint. .. ... ... .. it 719 1.0 54.7
25 Gastritis and dUodenitis .. ... ... ... it e e i e e 535 0.9 55.6
TTerminology and codes are those of the /nternational Classification of Di. 9th Rewvision, Clinical Modification (ICD-9-CM).
Table 3. Number of chronic pain visits, and percent distribution of chronic pain visits by the principal diagnoses associated with each:
United States, 1980 and 1981
Chronic Chronic
Diagnostic group and ICD-9-CM code’ pain visits Diagnostic group and ICD—9—CM code’ pain visits
Number in Percent
thousands distribution
All d1agnoSes. . ..ot ittt e 72.374 Diseases of the circulatory system. ........... 390-459 12.7
Essential hypertension. ..., ... oivviaenn. 401 4.1
Percent Ischemic heart disease. . ................. 410-414 4.5
distnbution Diseases of the respiratory system ........... 460-518 6.1
. Diseases of the digestive system............. 520-579 8.4
All diagnoses. . . ..ivnniiat it it 100.0 Diseases of the genitourinary system ......... 580—629 6.2
Infectious and parasitic diseases. . ........... 001-139 0.7 Diseases of the skin and subcutaneous
Neopiasms. . ......covmiiiiiinan ... 140-239 1.9 TISSUC . oo vt vveeeaaee e eteennnanaanns 680-709 1.1
Endocrine, nutritional, and metabolic diseases Diseases of the musculoskeletal system and
and immunity disorders ................... 240-279 1.8 CONNECHIVE LISSUE . o ccv v evnrnsnnnnonnnnn 710-739 34.0
Diseases of endocrineglands ............. 240-258 1.0 Arthropathies and related disorders. ........ 710-719 13.0
Mental disorders. . ... oo i ineennnann 290-319 3.1 Symptoms, signs, and ill-defined
Nonpsychotic mental disorders .. .......... 300-319 3.0 conditions . ...... e e 780~-799 5.6
Diseases of the nervous system and sense Injury and poiSOnNINg . .« ov v vvrannen i iaas 800-999 8.4
OFQANS ...ttt iaaiei s 320-389 6.5 Other and UNKNOWN ... ivvenreteiernenanreeeeaannn 35
Diseases of the central nervous system ... .. 320-349 1.9
Eyedisorders. . ......oocviiiniinennen.n 360-379 1.1
OUNS MEdId ... oo it iieiaa et 382 1.3

‘Based on principal (first-histed) diagnoses classified by the /nternational Classification of Diseases, 9th Revision, Clinical Modification (1ICD—-9-CM).

Although most chronic pain can be readily traced to
somatic disease or injury, it is also instructive to consider the 9
percent of chronic pain visits that were not clearly linked to a
known physiological impairment. Specifically, these were
visits assigned by the physician to the diagnostic classes Mental

disdrders or Symptoms, signs, and ill-defined conditions. This:
psychosomatic/symptomatic proportion varied considerably,
depending on the pain symptom under study. For example, it
was well below average for musculoskeletal symptoms such as
back or knee pain (2 percent or less), and most pronounced
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among three nonmusculoskeletal complaints—chest pain (14
percent), abdominal pain (15 percent), and headache (a sharply
prominent 33 percent). It is illustrative that of the six specific
diagnoses most frequently associated with chronic headache,
three belonged to this psychosomatic/symptomatic category
(table 4),

The 72,374,000 visits chiefly motivated by chronic pain
produced an average rate of 62 chronic pain visits per 1,000
office visits. The extent to which this average rate fluctuated
with patient age, sex, race, and Hispanic origin is shown in
table 5.

The findings reveal that chronic pain visits were most fre-
quent among middle-aged patients in the age-group 45-64 years,
increasing in that interval to a rate of about 95 per 1,000 office
visits. The meafrpatient age at chronic pain visits was about 50
years, exceeding by 11 years the mean of 39 years found for all
office patients. In mean age and average rate per 1,000 office
visits, females presenting chronic pain did not differ much from
their male counterparts. However, though their average visit
rates were about the same, there were important rate differences
between the sexes at two points along the age continuum, a find-
ing made graphically apparent in figure 3. One of these points
is the age interval from the 25th through the 44th year, during
which time the male rate of chronic pain visits significantly
exceeded the female rate. The chronic impairments chiefly
responsible for this disparity were injuries (markedly more
prevalent among males of this age than females) and muscu-
loskeletal disease (which, largely in the form of rheumatoid
arthritis, made an earlier appearance among males than among
females) (table 6). Among patients aged 65 years and over, on
the other hand, it is the female rate of chronic pain visits that
somewhat exceeds the male rate. In large part, this is due to the
fact that musculoskeletal disease-—notably, osteoporosis and
the osteoarthropathies—persists at a higher level of activity
among older females than among older males (table 6).

Gender and age differences are also apparent in the presence
of psychosomatic/symptomatic pain (table 6). It is noteworthy
that this kind of pain was most evident among patients under
45 years of age and was more often presented by female patients
than by males. It was most apparent among female patients in

Table 4. Percent distribution of visits for chronic headache by the
6 principal diagnoses most frequently associated with it:
United States, 1980 and 1981

Table 5. Number of chronic pain visits, and percent distribution
and number of chronic pain visits per 1,000 office visits by selected
characteristics: United States, 1980 and 1981

Patient charscteristic Chronic pain visits

Number
Number in per 1,000
thousands office visits
Allpatients ......c.ccverennennnnnns 72,374 62
Percent
distribution
Allpatients ...........ccviecnnnenn 100.0 62
AGE
Undertbyears.......ccoiiiiinannn. 5.4 18
16-24YearS ..o vvieirniiciennannnn 7.0 31
25844 years .. ......ihraniiccaaaann 27.0 63
4564 years .....ccneiieinanannn 34.9 a5
65yearsandover..............c.a.. 25.7 89
B5—74Years .. ..oucuenannatcnnnns 15.5 90
7584 vyears ......iiiiiainaaare- 8.6 92
85yearsandover..........coouvn.- 1.5 77
SEX
Female.......c.oviiiminnecnnn.. 60.7 63
Male......coiiiiiiiiiiiiiaeeann.. 39.3 62
SEX AND AGE
Female
Under1byears......ccovveuvvennnns 3.0 21
16—24 VY€ArS .. .ovuernnvcnssonannn 4.4 30
25—84 years ... ..ciiieiitice 15.7 55
A5-64 Years ... .cniiraciniaacnaan 21.0 97
65yearsandover...........c.cevcuun 16.6 95
Male
Underi1Syears........cccoeirnn... 2.4 15
16-24vyears .......coveeeeneennnas 2.6 35
2544 YEArS . . .cvnveirnnnanaaaan 11.3 79
A5—B4 YearS . .o v e it 13.9 93
65yearsandover..........c0ccuun.- 9.1 81
RACE!
White.....oiheeinniearnncneacnnans 86.6 60
Black ..oovvin ittt i i e, 12.6 82
HISPANIC ORIGIN
Hispanic.........coiviiinininaana., 6.0 81
Non-Hispanic. .. ...c...ovivunannnnn.. 94.0 61

Principal diagnoses and ICD—9—CM codes’ Visits for
most frequently associated with visits chronic
for chronic headache headache
Percent
distnibution
All diagnoses . .............. Y 100.0
Essential hypertension ... ............ccivuun.. 401 20.4
Symptoms involving head and neck ............. 784 15.8
Migraine. .. ... e e 346 11.8
Special (psychopathological} symptoms or
syndromes, not elsewhere classifted............ 307 8.6
Chronic SINUSItIS . . ..o ittt i i i, 473 5.8
Neurotic GISOTderS. . . oo vr e aceeen et 300 *3.8
Cumulative subtotal . ....................... 66.2

Based on International Classification of Diseases, 9th Rewision, Chinical
Modification (ICD-9-CM).

1Because of their very munor representation in the data base (0.9 percent),
other races are omitted from this study.

their 25th through 44th year, where it accounted for 17 percent
of their chronic pain visits.

The chronic pain visit rates for black and Hispanic patients
were modestly higher than those found among their white or
non-Hispanic counterparts (table 5). The reasons for these
disparities are open to conjecture, but they may lie partly in the
findings that black office patients suffered more frequently than
white patients from injuries and circulatory diseases, while
Hispanic patients seen in the doctor’s office suffered somewhat
more than non-Hispanic patients from the musculoskeletal
diseases. Neither of these minority groups exceeded the average
in their presentation of psychosomatic/symptomatic pain.

A study of the forms of treatment applied in the manage-
ment of chronic pain can be helpful in understanding the nature
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sex and age of patient: United States, 1980 and 1981

Table 6.

Number of chronic pain visits per 1,000 office visits by

and effects of this kind of pain. Clearly. the use of drugs was
the therapeutic approach most frequently documented. At 72
percent of chronic pain visits, one or more drugs were ordered
or provided (table 7), averaging about two drugs per visit. Most
of the drugs (for example, antacids, vasodilators, anti-inflam-
matory agents, and muscle relaxants) were not aimed directly
at conquest of pain but, rather, at the treatment of its cause or,
as in the case of psychotropic drugs, at the relief of its effects.

Table 8 documents the use of analgesic agents, the drugs
aimed directly at pain reduction. By dividing the analgesic
class into its opioid and nonopioid subclasses, the findings
support inferences about the severity of the chronic pain en-
countered in office practice. (It is assumed that opioids are
most effective for relieving pain that is moderate to severe,

Table 7. Percent of chronic pain visits and of all office visits, by
selected classes of agents used in drug therapy: United States,
1980 and 1981

Drug visirs!

Percent Percent
of chronic of afl
Drug class pain visits  office visits

Alldrugclasses...........coviveennn. 72.0 62.0
Autonomic drugs. ... ...coviieiiaan. 9.2 3.7
Cardiovascular-renal drugs .. .. ......... 30.3 16.6
Analgesic agents. ........coovuiennann 34.4 8.8
Psychotropic drugs? .......c.c.uveeunn.. 11.9 6.0
Homones ...........ovveiiinnan. 14.2 8.3
Adrenal corticosteroids. . ............ 8.0 2.9
Gastrointestinal drugs................. 8.2 3.6

TVisits at which 1 or more members of a drug class were ordered or provided.
2includes antianxiety agents, sedatives, hypnotics, antidepressants, and
antipsychotic drugs.

Number of chronic pain visits by sex and age of patient, and percent distribution of chronic pain visits by associated diagnoses,
according to sex and age of patient: United States, 1980 and 1981

Chronic pain visits

Female patients

Male patients

All Under 45-64 65 years All Under 45~64 65 years
Diagnostic group and ICD—9—CM code’ ages 45 years years and over ages 45 years years and over
Number in thousands
All principal diIagnoses. . . ... ..t 43,945 16.372 15,193 12,020 28,429 11.771 10,087 6,57Q
Percent distribution
All principal diagnoses. ... ..o 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
NeopIasms ........oooiiiiii i 140-239 1.6 *1.3 2.5 *1.1 2.4 *0.5 *2.2 *6.2
Mental disorders. ... ........oovteinnanann. 290-319 4.0 6.4 3.4 *1.6 1.7 *3.0 1.2 *0.3
Diseases of the nervous system and sense
[ e - 12 -7 e 320-389 6.6 10.3 4.7 4.2 6.2 9.7 *4.1 *3.2
Diseases of the circulatory system ... ........ 390-459 12.2 4.3 13:9 21.3 13.4 4.0 15.7 26.9
Diseases of the respiratory system ..., ....... 460-519 6.0 9.3 5.3 *2.5 6.2 8.0 *3.6 7.0
Diseases of the digestive system ............ 520-579 7.9 9.0 8.2 6.1 9.1 9.0 9.2 9.4
Diseases of the gemitourinary system .. ....... 580-629 7.7 14.1 4.3 *3.4 3.8 54 *2.3 *4.0
Diseases of the musculoskeletal system and
CONNECTIVE UISSUE . . . .o iiit e rieenne e, 710-739 34.1 20.6 40.2 46.0 33.8 31.2 40.4 28.6
Symptoms, signs, and ill-defined conditions . . . 780-799 8.0 9.4 4.4 *3.6 4.9 5.9 *4.1 *4.3
INjury and poISOMING. . . oo v tvuee e ennenenn. 800-999 7.0 9.8 6.7 4.1 10.5 14.6 9.9 *4.3
Otherand unknown . ... ... cooiiiniiiinennnnn. 6.9 5.7 6.4 6.1 7.9 8.7 7.3 5.7

'Based on /nternational Classification of Diseases, Sth Rewision, Cimical Modification |ICD-8—CM).
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Table 8. Number of chronic pain visits by patient characteristics, most frequent pain symptoms, and selected principal diagnoses, and percent
of chronic pain visits that involved the use of 1 or more analgesic agents or 1 or more psychotropic drugs, by patient characteristics, most
frequent pain symptoms, and selected principal diagnoses: United States, 1980 and 1981

Analgesic visits’ Psychotropic
visits:?
Chronic Percent Percent
pain of chronic Opioid Nonopioid of chronic
Patient characteristic, most frequent pain symptom, and diagnostic group visits pain visits  proportion  proportion pain visits
Number in
thousands Percent of analgesics
All chronic pain VisItS . ... .. . ittt it i it in e enatnaennnnns . 72,364 34.4 26.9 73.1 11.8
PATIENT CHARACTERISTIC
Age
UNAerd4b years . ..ottt ittt it e et ettt etaaearasear e, 28,503 26.6 35.5 64.5 10.1
45-64 years. ..... P r e e ettt et et e 25,281 38.1 27.3 72.7 13.8
65 years and OVEr ... .vev it eunaenetnnsioseroaneraiosncasnnaassnns 18,590 41.4 18.0 82.0 121
Sex
L2124 1 43,945 35.5 26.7 73.3 13.4
. - - 28,429 32.8 274 72.6 9.6
Race?
1477 T - 62,647 33.7 24.9 75.1 12.0
21 =T 9,097 38.2 38.6 61.4 12.1
Hispanic origin
DM . o ottt ittt et ete ettt e, 4,310 375 *19.2 80.8 *18.2
NON-HISPaniC. ... vttt ittt ettt et e ieeine e nenaaraecneaneenens 68,064 34.2 27.5 73.4 11.5
MOST FREQUENT PAIN SYMPTOM
[ E YT 3« - T Y 12,899 46.7 30.8 69.2 12.8
L LT T F- T T T 8,297 219 54.7 45.3 32.8
Chestpain ....oiviiiiiiienrnornensnencnnsonnans et erececaeaaaan 6,762 16.6 *23.1 76.9 14.6
Abdominal PaIn . ... e i et e e 5518 12.0 *56.2 43.7 11.5
LT o -1 Ut 4,321 50.4 *9.1 90.9 *4.3
DIAGNOSTIC GROUP (SELECTED)
=TT oY T 1,402 34.5 *70.0 *30.0 *7.7
Mental BISOTerS ..ottt ettt inn s erene s ereananeannns e 2,257 205 *55.7 *44.3 61.8
Diseases of the nervous system and SENSE Organs. .. ...cvuser e ononnn- 4,670 17.9 *44.1 55.9 13.7
Diseases of the circulatorny SYyStem . ... .. ittt iinnreninnnnnnn 9,183 20.1 *20.6 79.4 14.9
Diseases of the respIratory SYSIeM. v o uv vt vn e ensvonroneneennesnnee 4,396 *10.2 *39.6 *60.4 *6.1
Diseases of the digestIVe SYSTBM . . .. .ottt ineriinanennannensenanas 6,053 12.0 *43.8 *56.2 10.2
Diseases of the GenitoUMRarny SYSteM. . .o v e it eren et ennennsnrennss 4,480 19.8 *48.2 51.8 *3.3
Diseases of the musculoskeletal system .......... et et 24,625 60.0 20.3 59.7 a.5
Symptoms, signs, and ill-defined conditions. .. ........... ... i, 4,014 22.5 54.8 45.2 20.5
INJUrY @Nd POISONING .« . it ittt ettt ittt ettt tnntannesaaananannannes 6,074 34.2 28.2 71.8 7.8

Whsits at which 1 or more analgesic agents were ordered or provided. Included in the opioid proportion are all opioid-nonopiord combinations.
2\isits at which 1 or more psychotropic drugs were ordered or provided. The psychotropic category includes antianxiety agents, sedatives, hypnotics, antidepressants,

and antipsychotic drugs.

3Because of their very mimor representation in the data base, other races are onutted from this study.

while nonopioids are more frequently associated with the
treatment of mild to moderate pain.) In ambulatory care, the
salutary effects of the opioids must always be weighed against
certain of their adverse effects; for example:

®  QOver the long period required in the management of chronic
pain, opioids may create a state of drug dependence or
conditioned pain behavior.

Substance abuse is a more serious threat in outpatient
treatment because there are fewer controls over patient
compliance with the dosage regimen.

Fully effective doses of the opioids usually cause a sedation
or dulling of mental processes, altering behavior to a degree

harmful to the needs of the outpatient, who generally must
carry on with the requirements of everyday life.

The findings in table 8 support an approach to analgesic therapy
that, in most cases. seems conservative and clinically appro-
priate; for example:

e  An analgesic was ordered at only 1 of every 3 chronic
pain visits: an opioid at only 1 in 10.
® While analgesic therapy intensifies in direct proportion to

advancing age, the use of opioids shows an opposite
tendency, reaching its lowest point among chronic pain
sufferers over 64 years of age, the age at which the opioids
may produce their most serious adverse effects.



8 advancedata

e  While musculoskeletal pain accounted for the most liberal
use of analgesics, a conservative 60 percent of these were
nonopioids.

®  The most intensive use of opioids occurs predictably in the
treatment of neoplastic pain.

¢  Gender differences in the use of the analgesics were modest
to insignificant.

Some findings, however, evade full explanation; for example:

® The author cannot account for the more intensive use of
opioids among black patients. Diagnostic correlates alone
are not adequate to explain it.

® A somewhat more marginal application of opioid therapy
is its prominent use in the treatment of psychosomatic/
symptomatic pain, where it is second in intensity only to
the treatment of neoplastic pain. In treating psychosomatic/
symptomatic pain (surely the most subjective of the pain
symptoms) physicians seem to be taking an indirect ap-
proach to dulling the pain by making use of another function
of the opioids—their power to suppress the anxiety and
apprehension that in turn may intensify the perceived
severity of the pain.

Psychotropic agents were utilized at a conservative 12
percent of chronic pain visits (table 8). By far their greater
proportion (70 percent) consisted of antianxiety agents, seda-
tives, and hypnotics. Antidepressants made up 23 percent of
their number, while the antipsychotic subclass accounted for a
very minor 7 percent.

By their direct alteration of the psychological states as-
sociated with the chronic pain, the psychotropics may indirectly
perform a function similar to that of the opioids, that is, they
may reduce the perceived severity of the pain itself. However,
in common with the opioids, they also involve an increased risk
of drug dependence, substance abuse, and conditioned pain
behavior.

The findings in table 8 reveal a psychotropic usage that
was somewhat more intensive for female than for male patients,
and more evident among Hispanic than non-Hispanic patients,
although because of sampling error much of the latter difference
may be more apparent than real.

It was predictable that the most intensive use of psycho-
tropic therapy would occur at chronic pain visits that were
associated with psychosomatic/symptomatic pain.

Nondrug therapy was provided or ordered at 52 percent of
the chronic pain visits (table 9 and figure 4). Though it was
clearly less intensive than the use of drug therapy, it still ex-
ceeded by a respectable margin the customary use of nondrug
procedures by the office-based physician. Contributing signifi-
cantly to this heightened tempo of nondrug therapy was an
increase in the amount of counseling brought to bear in the
treatment of chronic pain and its disruptive effects. For the
purpose of this analysis, “counseling” is interpreted as including
the following:

General medical instructions and recommendations.
Instruction in the proper use of medications.

Advice regarding diet or dietary habits.

Advice designed to alter psychological states.

Table 8. Percent distribution of all office visits and of chronic pain
visits by nondrug therapy provided or ordered at the visit:
United States, 1980 and 1981

—s—

All Chronic

Nondrug therapy provided or ordered office visits  pain visits

Percent distribution

All treatments’. . . .................... 100.0 100.0
Nome. . ....coviiiiii it ciiennnnn. 53.8 48.4
Physiotherapy .............. ... ... 4.8 145
Officesurgery. ....................... 7.4 25
Counseling?. ... ...oouuevireennnnnnnn 38.1 43.9
Other nondrug procedures . ............ 29 2.5

1Totals exceed 100.0 because more than 1 procedure could be applied per wisit.
2Counsehng mcludes general medical instructions and recommendations, advice
about diet or dietary habits, and advice designed to alter psychological states

or to cope with problems of family relauonships and social adjustment.

Alternatives to drug therapy
7[ Drug therapy

the only
form of J
treatment |

Drug treatment in
conjunction with

nondrug therapy

{36%)

Figure 4. Percent of chronic pain visits by treatment modalities:
United States, 1980 and 1981

e Advice to help the patient cope with problems of family
relationships and social adjustment.

Counseling was applied at an average 44 percent of chronic
pain visits (table 9). Its maximum use (80 percent) was ap-
parent at visits for neoplastic pain and for the psychogenic pain
associated with a diagnosis of Mental disorder.

It is something of a contretemps to discover that sympto-
matic pain (that is, pain associated with the diagnosis of
Symptoms, signs, and ill-defined conditions) did not elicit an
above-average counseling effort. For the first time in this analy-
sis, the conceptual unity of psychosomatic/symptomatic pain is
no longer operative.

Continuity of care is a hallmark in the management of
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Table 10. Percent of all office visits, chronic pain visits, and acute
pain visits by referral status, followup, and mean visit duration:
United States, 1980 and 1981

Chronic Acute

Referral status, followup, All
pain visits  pain visits®

and mean visit duration office visits

Percent
AlVISItS. . oo, 100.0 "100.0 100.0
Patient referred for this visit
by anather physician?
Yes. . .oiiiiiie i, 4.4 4.5 6.0
NO .ot 95.6 95.5 94.0
Followup
{selected instructions)
No followup. ............ 11.5 6.2 13.0
Return at specified time. .. 60.7 61.5 41.3
Return if needed......... 22.7 24.5 35.2
Telephone followup
planned ............... 3.4 4.1 7.1
Minutes
Mean visit duration? ... ... 15.9 16.8 14.8

Tvisits for a condition with an onset of fewer than 90 days prior to the visit, for
which the most important reason for the visit was a complaint or symptom

of pain.

2} imited to time spent in face-to-face contact between physician and patient.

chronic pain. An estimated 88 percent of chronic pain en-
counters were return visits to a parent physician. Of the re-
maining 12 percent, at which the chronic pain patient was being
seen by the physician for the first time, roughly 7 percent were
the result either of voluntary walk-ins or of referral from sources
‘other than physician colleagues. Only a very minor proportion
(4-5 percent) were referred between physicians (table 10).
This average referral rate did not vary greatly with the chang-
ing, clinical substratum of the pain, the most intensive use of
referral (at 67 percent of visits) appearing at visits for mus-
culoskeletal pain and for pain of psychosomatic/symptomatic
origin.

In their followup instructions at the end of the chronic pain
visits (table 10), physicians were substantially more demanding
and specific than they were at visits motivated by acute pain
(pain with an onset of less than 3 months prior to the visit).
Helped to a larger extent by the self-restorative capacities of
the body, the physician treating acute pain could place an
above-average reliance on the more tentative “telephone fol-
lowup” or “return if needed.” Chronic pain and its associated
impairments, on the other hand, offered no such assurance of
unassisted remission of symptoms. Both the pain and its im-
pairments required maintenance therapy to keep them at a
therapeutically acceptable level, and a rigorous monitoring of a
drug regimen that, with its continuing, above-average reliance
on opioids and psychotropic drugs, held an increased threat of
drug dependence or pain conditioned behavior.

Measured by face-to-face contact between physician and
patient, the average chronic pain visit lasted about 17 minutes
(table 10). This somewhat exceeded the mean contact time
found for all office visits, in large part because of the increased
counseling effort typical of the management of chronic pain.

The survey findings presented in tables 11 and 12 document
the variations in the management of chronic pain that occurred
among different physician specialties. Many of these variations
can be explained by the survey findings already presented.
Some, however, warrant highlighting or interpretive comment;
for example:

e  The largest single proportion (one-third) of the 72,374.000
chronic pain visits were made to general or family phy-
sicians. Together with internists and orthopedic surgeons,
these physicians accounted for 7 of every 10 chronic pain
visits.

®  As a relative part of a physician’s total practice, the in-
volvement with chronic pain reached its highest levels
among neurologists, orthopedic surgeons, and internists.

e  Considering the disruptive emotional effects potential to
chronic pain, it is somewhat surprising that the psychiatrist
was only minimally active in its treatment.

e  Of the chronic pain treated by the neurologist, psycho-
somatic/symptomatic pain accounted for about one-third—
nearly four times the average presence of this kind of pain
in office practice. Because this most elusive type of pain is

Table 11. Percent distribution and number of chronic pain visits per
1,000 office visits by characteristics of the attending physician:
United States, 1980 and 1981

Physician characteristic Chronic pain visits

Number

Number in per 1,000

thousands office visits
Allphysicians ...........ccvinernnn. 72,374 62

Percent

distnbution

All physicians ...................... 100.0 62
Professional identity
Doctorof medicine. .. ............... 91.6 61
Doctor of osteopathy ................ 8.4 86
Specialty
General or family practice. . ........... 33.5 64
Internal medicine ................... 23.1 116
Pediatrics. . ........ccciiennnnnn. 24 14
Generalsurgery. ... ......ccccuurnanan 5.1 59
Obstetrics and gynecology............ 3.1 20
Orthopedic surgery . ...........c..... 13.8 180
Cardiovascular medicine. ............. 1.9 91
Dermatology .. ..oveiinncrnncnncnnn *0.5 *8
Urology - covviniiiiiii e ieiieannnen 22 82
Psychiatry .........ccivirinnvnnnnn 0.9 20
Neurology ............. P 1.8 208
Ophthalmology ..................... 1.3 14
Otolaryngology ......c.cvvvinvunnnn. 2.2 60
Type of practice
T 1 ' 2 55.1 63
Multiple member. . .................. 44.9 62
Regton of practice

Northeast..............ocuivannn 226 60
NorthCentral.................c0onn. 245 60
South.................. [N 32.8 63
WeESE, . ettt ittt i e 2041 68
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Table 12.
United States, 1980 and 1981

Percent of chronic pain visits by key aspects of its presentation and management and selected physician characteristics:

New patient visits

Walk-in
or
Visits for Referred  referred
Chronic psychosomatic Opioid or Nondrug by from Mean
Physician pain or symptomatic  Drug  Analgesic psychotropic  therspy Counseling another  another visit
characteristic visits pain’ visits? visits3 visits* visits® visits® physician  source duration’
Mumber in
thousands Percent of chronic pain visits Minutes
All physicians . ... ... 72,364 8.6 72.1 344 21.2 51.6 43.9 4.5 7.2 16.8
Professional identity
Doctor of medicine. . . 66,256 9.1 72.2 34.7 21.4 54.9 45.1 4.8 7.5 17.0
Doctor of osteopathy . . 6,118 *4.7 71.0 31.4 18.8 771 30.1 *1.7 *4.0 14.3
Specialty

General or family

practice........... 24,265 8.6 80.7 38.1 26.8 51.6 38.4 *0.5 5.7 14.4

Internal medicine . . .. 16,721 8.8 85.6 45.5 24.4 65.7 63.4 3.8 3.7 19.8

General surgery. .. ... 3,681 13.6 57.4 23.7 15.0 38.5 30.5 *5.2 15.2 15.0

Orthopedic surgery. .. 9,986 *1.1 47.3 38.0 10.1 56.0 24.8 10.3 12.2 15.3

Urology . ........... 1,592 *5.4 62.0 *7.9 *6.8 49.2 34.3 *4.8 *7.2 17.3

Neurology .......... 1,324 *32.0 70.5 *29.6 43.1 47.5 43.2 *21.6 *7.8 27.8

Otolaryngology...... 1,561 *35 62.1 *7.3 *9.4 46.6 37.8 *11.8 *174 13.7

Yincludes wisits associated with a diagnosis in the diagnostic groups Mental disorders or Symptoms, signs, and ill-defined conditions.
2yisits at which 1 or more drugs of any kind were ordered or provided.

3\isits at which an analgesic agent was ordered or provided.

4Visits at which an opioid analgesic or a psychotropic drug was ordered or provided.
Svisits at which 1 or more nondrug treatments were provided or ordered.
6Counsellng includes general medical instructions and recommendations, advice about diet or dietary habits, and advice designed to aiter psychological states or to
cope with problems of family relationships and social adjustment.

7Limited to ime spent in face-to-face contact between physician and patient.

the form most frequently referred, it is not surprising that
neurologists report a proportion of referred chronic pain
visits that exceeds the referral rate for any other specialty.
It is aiso probable that their substantially longer visit du-
rations are at least partly a result of their diagnostic efforts
to find a neurological basis for this psychosomatic/symp-
tomatic pain.

Survey findings are not adequate to describe the use of
surgical intervention in the control of recalcitrant pain, but
clues to its apparently infrequent utilization probably lie
not only in the visits to neurologists but also in the nature
and management of the chronic pain presented to the gen-
eral surgeon.

Though the two primary-care providers, internists and
general (or family) practitioners, agree in their above-

average application of drug therapy—including the vse of
opioid analgesics and psychotropic drugs—internists are
markedly more inclined to make use of counseling and to
devote more contact time to their chronic pain patients.

Questions, comments, or suggestions for further analysis are
encouraged and may be directed to—

Hugo Koch

Ambulatory Care Statistics Branch
National Center for Health Statistics
3700 East-West Highway
Hyattsville, MD 20782

Telephone: (301) 436-7132
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Technical notes

Bource of data and sample design

The estimates presented in this report are based on the
findings of the National Ambulatory Medical Care Survey
(NAMCS), a sample survey of office-based care conducted
annually from 1973 through 1981 by the National Center for
Health Statistics. The target universe of NAMCS is composed
of office visits made by ambulatory patients to non-Federal
and noninstitutional physicians who are principally engaged in
office-based, patient-care practice. Visits to physicians practic-
ing in Alaska and Hawaii are excluded from the range of
NAMCS, as are visits to anesthesiologists, pathologists, and
radiologists.

NAMCS uses a multistage probability sample design that
involves a step-wise sampling of primary sampling units, phy-
sicians’ practices within primary sampling units, and patient
visits within physicians’ practices. The physician sample (5,805
for the combined years 1980 and 1981) was selected from

Table I. Approximate relative standard errors of estimated numbers
of office visits and chronic pain visits, based on ali physician
speciaities: National Ambulatory Medical Care Survey, 1980 and 1981

Relative
standard
Estimated number of office visits or drug mentions error in

in thousands percent
< T 30.0
L0 Rt 26.0
210 22.6
1000 . it e it ce it e 20.2
2,000, . i i iii it iaea e 14.5
5,000 . . . i it i cias i ce e e 9.5
T0.000. . ... ittt ittt e 7.1
20,000, . . i it sttt a it e 5.6
L0 2 o 0 o 4.4
T100,000. ...ttt i it et e aaaaas 3.9
200,000, ... i ti e sttt eae e 3.6
20,0 0 3.5
1,000,000 .. ... it i i i it i i e 34

EXAMPLE OF USE OF TABLE: An aggregate estimate of 35,000,000 office
visits has a relative standard error of 5.0 percent or a standard error of
1,750,000 visits (5.0 percent of 35,000,000 visits}.

Table il.
NAMCS, 1980 and 1981

master files maintained by the American Medical Association
and the American Osteopathic Association. Those members of
the sample who proved to be in scope participated at a rate of
77.3 percent. Responding physicians completed visit records
(figure 1) for a systematic random sample of their office visits
made during a randomly assigned weekly reporting period.
Telephone contacts were excluded. During 1980 and 1981
responding physicians completed a 2-year total of 89,447
Patient Record forms of which 5,869 were records of chronic
pain visits. Characteristics of the physician’s practice, such as
primary specialty and type of practice, were obtained during an
induction interview. The National Opinion Research Center,
under contract to the National Center for Health Statistics,
was responsible for the field operations of the survey.

Sampling errors, statistical significance,
and rounding

The standard error is a measure of the sampling variability
that occurs by chance because only a sample, rather than the
entire universe, is surveyed. The relative standard error of an
estimate is obtained by dividing the standard error by the esti-
mate itself and is expressed as a percent of the estimate. Table
I should be used to obtain the relative standard error for ag-
gregates of office visits or for mentions of drugs by class name
(for example, analgesic visits). Standard errors for estimated
percents of visits (or for chronic pain visit rates per 1,000
visits) are shown in table II.

In this report, the determination of statistical significance
is based on the r-test with a critical value of 1.12 (0.75 level of
significance). Terms relating to differences, such as “higher”
or “less,” indicate that the differences are statistically signifi-
cant. Terms such as “similar”” or “no difference” mean that no
statistical significance exists between the estimates being com-
pared. A lack of comment in a comparison between any two
estimates does not mean that the difference was tested and was
not significant.

In the tables of this report estimates have been rounded to
the nearest thousand. For this reason, detailed estimates do not
always add to the total.

Approximate standard errors of percent of estimated numbers of office visits or of chronic-pain visit rates per 1,000 visits:

Estimated percent of office visits or estimated chronic-pain
visit rates per 1,000 visits

Estimated number of office visits in thousands 1 or99 5o0r95 70 or 90 20 or 80 30 or 70 50
Standard error in percent
L 2.8 6.2 85 113 129 14.1
000 . e e et 20 44 6.0 8.0 9.1 10.0
2,000 . . i et e et 1.4 3.1 4.2 5.6 6.5 7.1
B,000 . i i e e e e et 0.8 1.9 2.7 3.6 4.1 4.5
10000, . i i e ettt ettt 0.6 1.4 1.9 2.5 2.9 3.2
.o X o ¢ 0 0.4 1.0 1.3 1.8 2.0 2.2
50,000 . . ot eeceemee it e e e e 0.3 0.6 0.8 1.1 1.3 1.4
200,000, . ot i it e et e, 0.1 0.3 0.4 0.6 0.6 0.7
1,000,000 ..o iir i i i e e e e 0.1 0.1 0.2 0.3 0.3 0.3

EXAMPLE OF USE OF TABLE: An estimate of 20 percent based on an aggregate of 3,500,000 visits has a standard error of 4.6 percent or a relative standard error of

23 percent (4.6 percent + 20 percent).
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Symbols
Data not available
Category not applicable
Quantity zero

Quantity more than zero but less than
0.05

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

Figure does not meet standard of
reliability or precision (more than
30-percent relative standard error)

Figure suppressed to comply with
confidentiality requirements
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Aging in the Eighties,
Age 65 Years and Over—Use of Community Services

Preliminary Data From the Supplement on Aging to the
National Health Interview Survey: United States, January—June 1985

Robyn Stone, Dr.P.H., National Center for Health Services Research

Introduction

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

In 1984 a special supplement was added to the question-
naire to obtain information about older people who were living
in tt» goromunity. This supplement, the Supplement on Aging
{2»), was designed to collect information about physical
limitatioas, chronic conditions, housing, retirement status, in-
teractions with family and organizations, use of community
services, and other health-related and social information about
middle-aged and older people. All household members age 65
years and over and a half sample of those 55-64 years of age
were asked the questions on the supplement themselves where
possible. Another household member was interviewed only
when the selected person was unable to answer either because
of physical or mental problems or was going to be away from
the household for a longer period than the interviewer would be
in the area. Preliminary background data based on the first 6
months of interviews for the SOA are provided in a recent
National Center for Health Statistics Advance Data report.!

The data in this report are from interviews completed
during the first 6 months of 1984. The data are preliminary

because only one-half of the year is included and because
the data from the SOA have not been edited. Including
the full year will double the size of the sample and make
estimates more reliable. It also will reduce any possibility
of bias because of seasonality. Editing will change some
of the estimates because information from other parts of the
questionnaire will be used to correct missing or inconsistent
information.

The purpose of this document is to provide estimates of
people 65 years of age and over who reported using community
services during the past year. These services encompass both
community-based services (for example, senior citizen centers
and senior center meals, adult day care, and special transpor-
tation for the elderly) and in-home services (such as home-
maker services, home health aides, visiting nurses, home-de-
livered meals, and telephone call-check services).

The data in this report are of particular interest because
the published national data on the use of services by the elderly
have focused primarily on hospital, physician, and nursing
home utilization. Policymakers, however, are expressing in-
terest in community-based and in-home care. In particular,
these community services are seen as ways to enhance the
independent living of the elderly, in turn preventing or delaying
institutionalization. The data presented in this paper provide
preliminary estimates of the current use of community services
by persons 65 years of age and over.

When interpreting the data, the reader should note that the
estimates are based on a sample and they may differ from es-
timates based on a complete census using exactly the same
questions and interviewing techniques. Therefore, the reader
should read the ‘“Technical notes™ and consider the size of the
sampling error.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Public Health Service
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Use of community services

In early 1984 there were approximately 26 million people
age 65 years and over in the United States who were living in
communities outside of nursing homes or other institutions.
Perhaps the major finding in this report is that a relatively
small proportion of the elderly (22 percent) had used com-
munity services during the preceding year. The most frequently
used community service was the senior citizen center: approx-
imately 4 million persons age 65 years and over or 15 percent
of the aged population reported use of this service in the 12
months before the interview (table 1). A little over 2 million
elderly persons or 8 percent of the elderly population also re-
ported that they ate meals at the senior center.

Only a small proportion of persons age 65 years and over
who were living in the community had used in-home services
during the preceding year. Approximately 376,000 persons or
1 percent of the elderly living in the community used home-
maker services. Three percent of those 65 years and over, or
775,000 persons, received care from visiting nurses and ap-
proximately 425,000 persons or 2 percent of the elderly popu-
lation used home health aides. Reliable national estimates of
the use of telephone call-check services or of adult day care
cannot be made because the number of the sample respondents
who reported using these services was too small to make re-
liable national estimates.

The number and percent distribution of elderly persons
who had used one or more services are presented in table 2.
Almost four-fifths of people age 65 years and over or approxi-
mately 21 million elderly individuals did not use any com-
munity service during the past year. Three million elderly per-
sons, or 11 percent of this population, reported using only one
service, and 60 percent of this subgroup were senior center
users. Approximately 2 million persons age 65 years and over,
or 7 percent of the elderly population used two community
services, and about 3 percent reported the use of three or more
services.

Information on the use of community services by age and
gender is reported in table 3. Due to the very low utilization
rates of adult day care and telephone call-check services, these
services have not been included in this analysis. Approximately

Table 1. Population estimates and percent of pecple age 65 years
and over living in the community who had used community services
during the preceding year: United States, January—June 1984

Use of
Service Popuiation  services
Number in

thousands Percent
Total estimated population . .............. 26,290 100.0
YT o T eT - o) £ S 3,970 16.1
Seniorcentermeals. . ................... 2,057 7.8
Special transportation for the elderly .. ... .. 1.231 4.3
Teiephone call-check service . ............ * .
Home-delivered meais................... 497 1.9
Homemakerservice . ...........ccvuun... 376 1.4
ViSitiNg NUISeS . . ... ocvninerivennnannn.. 75 2.9
Home healthaide. . ..................... 425 1.6
» *

Adultdaycare .......... ...,

Table 2. Percent distribution of people age 65 years and over
living in the community by number of community services used
during the preceding year: United States, January—June 1984

Use of

Number of services Population services

Number in Percent

thousands distribution

Total estimated population .. .......... 26,290 100.0
O e 20,638 78.5
Tormore ..ot 5,652 21.85
Tonly .o 2,997 11.4
20MY co e 1,845 7.4
3ormore ... 710 2.7

15 percent of persons age 65-74 years and 16 percent of those
age 75 years and over reported that they had used senior cen-
ters. Similarly, 8 percent of those in the former age category
and 9 percent of those in the latter age group reported that they
ate meals at the senior center. There does appear to be an
increase in the use of special transportation and in-home ser-
vices with age, although these differences may not be substan-
tive given the very small number of service users within each
age category.

There also is evidence that a larger proportion of females
than males used a senior center during the year before they
were interviewed in early 1984. Among persons age 65-74
years, 17 percent of the females versus 12 percent of the males
attended a senior center; the comparable figures for those age
75 years and over were 17 and 14 percent, respectively. Gender
comparisons of the use of special transportation and in-home
services cannot be made reliably because of the very small
numbers of persons using these services.

Because utilization may vary depending upon living ar-
rangements and level of functional limitation, the data pre-
sented in table 4 are categorized according to these two char-
acteristics. The use of community services by persons age 65
years and over varied by living arrangement. Of the 8 million
elderly living alone in the community in-early 1984, 20 percent
reported using a senior center during the past year compared
with 12 percent of the 18 million living with others. Sirnilarly,
12 percent of those living alone reported eating meals at the
senior center compared with 6 percent of those living with
others. Approximately 11 percent of the elderly living alone
used special transportation for the elderly while only 2 percent
of those living with others made use of this service, The rela-
tively small proportion of persons using in-home services pre-
cludes statistically reliable comparisons; however, it does
appear that a larger proportion of elderly persons living alone
than those living with others received home-delivered meals
and homemaker services. .

The data presented in table 4 also suggest that service use
varied by limitation of activity due to chronic health problems.
A larger proportion of those moderately or severely limited
than those with no or slight limitations received in-home ser-
vices including home-delivered meals, homemaker services, and
home health care either from a visiting nurse or 2 home health
aide,
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Table 3. Percent of people age 65 years and over living in the community who had used community services during the preceding year by age

and sex: United States, January—June 1984

65-74 years 75 years and over
Service Total Male Female Total Male Female
Number
LY T3 ¢ - 3,731 1.625 2,106 2,251 822 1,429
Number in thousands
Estimated population ... . ... .. .. it i i 16,227 7,048 8,178 10.063 3.685 6.378
Percent
LT T T 0T O 14.7 11.5 171 15.8 13.8 17.0
Special transportation forthe elderly . ....................... 3.6 1.8 4.9 7.2 3.8 9.1
Seniorcentermeals. . .......oouuiiiniin e, 7.6 6.1 8.8 9.3 8.9 9.4
Home-deliveredmeals. . ........ ...ttt nunnnnn. 1.2 1.1 1.3 3.2 2.4 3.7
Homemaker service . ... ...iuinin i i e ineaannannn 0.8 0.5 1.0 2.7 1.0 3.6
Home healthservices! . .. ... ... ... o i, 2.3 23 2.4 5.5 4.8 6.3

Vinciudes visiting nurses and home health aides.

Table 4. Percent of people age 65 years and over living in the community who had used community services during the preceding year by
living arrangsment and limitation of activity: United States, January—June 1984

Living alone Living with others
Moderately  Not limited Moderately  Not limited
to severely to slightly to severely to slightly
Service Total limited? limited? Total limited" limited?
Number
1 Ty - TR 1,809 429 1.380 4,173 1.064 3.108
Number in thousands
Estimated population .........coiiiinirn ittt i 8,018 1,919 6.099 18.272 4,677 13,595
Percent
12T oY T T4 20.3 18.8 20.8 12.4 7.5 13.1
SeNior CeNEr Meals .. ... oiii it iinr e iirnneennnnnns 11.9 11.6 12.0 6.4 4.4 6.7
Special transportation forthe eiderly . .......................... 10.5 15.4 8.4 2.4 2.7 2.2
Home-delivered meals .. ..........iutiiiiiiniiieinennnnn. 3.8 10.3 1.7 1.2 2.4 0.7
Homemaker serviCe ... ... ...ioiiiiiini ittt rrnannnn, 3.0 10.4 0.5 0.9 1.7 0.5
Home health services® . ... ... .. ... .. ittt 4.2 13.2 1.4 3.1 8.6 1.2

One 1s moderately hmited if one 1s hmited 1n the kind or amount of one’s major activity. One s severely limited if one 1s unable to perform one's major activity
20ne 1s shghtly limited if one is Jimited 1n outside acuwity only. The “not hmited” category includes persons with unknown responses.

3includes visiting nurses and home health aides.

These preliminary data provide tentative evidence that the
relationship between service use and limitation of activity is
affected by living arrangements. For example, among those
living alone there appears to be no difference in the use of
senior centers between those with moderate or severe limita-
tion (19 percent) and those not limited or only slightly limited
(21 percent). However, among the elderly living with others, a
larger proportion of those with no or only slight limitations (13
percent) than those with moderate or severe limitations (8 per-
cent) used senior centers. While this relationship must be in-
terpreted with caution, one can speculate that despite their
limitations, moderately to severely limited elderly persons living
alone were more likely to participate in senior center programs
for social support. In contrast, those living with others were
perhaps not as likely to use senior centers because they received
this support at home.

Discussion

The use of community services by persons age 65 years
and over has been examined in this report. The most revealing
finding is the low utilization rates among the elderly popula-
tion. Only one-fifth of the elderly reported using at least one
service in the past year, and about 3 percent used three or more
services. The most frequently cited service was the senior
center; in-home services were used by a small proportion of the
elderly, and only 2 minute fraction of the elderly population
used adult day care.

These data are consistent with the findings of a previous
study? that examined the use of health and social services by
elderly participants of the Massachusetts Health Care Panel
Study. Nevertheless, the data in this report must be viewed
with caution. These figures do not take into account availa-
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bility of and access to community services by the elderly. They
do not, for example, consider the wide geographic variation in
the number and kinds of community services available to the
elderly. They also do not address other barriers including the
ability to pay for services. Furthermore, the data presented
here do not consider the amount of unpaid care provided to the
elderly by family and friends, care that might substitute for
formal community-based and in-home services. Finally, these
estimates do not reflect the use of community services before
death by elderly persons who died within the year. Research
indicates that hospitalization rates are much higher during the

last year of life.3-5 It is likely that the use of home health ser-
vices also would increase during the year preceding death.

These estimates do provide tentative evidence that the use
of community services increases with age. Furthermore, it ap-
pears that elderly persons living alone and those with moderate
to severe functional limitations are more likely to use these
services than are those living with others and those with less
functional impairment. The larger sample when data for the full
year are available will enable us to learn more about the use of
community services by the elderly.
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Tachnical notes

Each week a probability sample of households in the
United States is visited by U.S. Bureau of the Census inter-
viewers to obtain a wide range of information about the health
and health care characteristics of the people living in those
households. A description of the survey design, methods used
to make the national estimates, and general qualifications of
the data are provided in The National Health Interview Survey
Design, 1973-84, and Procedures, 1975-83.6

During January-June 1984 there were about 21,000
households in the sample. The total noninterview rate was
about 3 percent—primarily because the interviewer was un-
able to locate an eligible respondent despite repeated calls.

The rules for the survey are that all adults who are in the
household when the interviewers call are asked to join in the
interview and to respond for themselves. People age 65 years
and over are likely to be at home and are, thus, more likely to
respond for themselves to the questions on the basic, or core,
questionnaire. During the first 6 months of 1984, 84 percent
answered the questions themselves.

For the Supplement on Aging (SOA), the interviewers
made an additional effort to encourage the people selected to
answer the SOA questions to respond for themselves. They
encouraged the household respondent to ask an older person to
talk to the interviewer and, if necessary, made extra calls. The
results of their efforts were both positive and negative. The
positive result was that an even higher proportion, 92 percent,
of the responses to the SOA were completely self-responses.
The negative result was that in a few cases information was
obtained from a household respondent for the core questions
but no information was obtained for the supplement. Fortu~
nately, the latter was rare; 5,629 of the 5,982, people age 65
years and over who were in the sample during January—June,
95 percent, had complete interviews on the supplement.

The estimates in this report are based on a sample rather
than on the entire population of people age 65 years and over
in the civilian noninstitutionalized population. Therefore, the
estimates are subject to sampling error. In addition, the
sample had a complex design that has the effect of making the
sampling errors somewhat larger than they would be from a
simple random sample of the same size using the same pro-
cedures. A conservative estimate is that, on the average, the
variance for estimated proportions from this sample is 20 per-
cent larger than it would have been from a sample of the same
size using the same procedures.

To estimate the sampling errors, convert the percent to a
proportion, calculate the variance of a proportion assuming
simple random sampling, multiply that variance by 1.2 to allow

NOTE: A list of references follows the text.

for the complex sample, then compute standard errors, confi-
dence intervals, or significance tests.

For example, the estimate is that 2] percent of the
8,018,000 people age 65 years and over and living alone used
senior centers. There were 1,809 people in the sample age 65
years and over and living alone. Therefore,

. . _ Pa
Variance (simple random sample) = =~
__(0.21)0.79)
1,809

= 0.000092
Variance (complex sample) = (0.000092)(1.2)
= 0.00011
Standard error = (0.00011)!/2
= 0.0105
95 percent confidence interval = 21 =+ (1.96)(1.05)
= 21 % 2 percent

Perhaps more important for interpretation than sampling
errors, however, is a thorough understanding of what data from
this, or any other, cross-sectional survey can provide. There
are two issues-—one important for any cross-sectional analysis
and the other of special importance for older people.

The National Health Interview Survey is a point-in-time
study. Associations at one point in time should not be inter-
preted as causality. The differences among the age groups, for
example, could be the result of aging or, alternatively, they
could be the result of different cohorts moving through time.
Based on external knowledge, one could interpret a difference
in the use of community services as the result of aging, but the
data from a cross-sectional survey do not enable one to make
that distinction.

The second is that this is a study of people who were living
in the community at the time they, or proxy respondents, were
interviewed. All of the elderly people who had left the popula-
tion, either through death or institutionalization, are excluded.
Thus, the estimate that 3 percent of the elderly had used visiting
nurse services during the preceding year should not be inter-
preted to mean that only 3 percent of all elderly people used
this service during the year. It is likely that the use of home
health services would be higher during the year preceding death
or institutionalization, and the experience of those people is not
included in these estimates.
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Aging in the Eighties,
Impaired Senses for Sound and Light

in Persons Age 65 Years and Over
Preliminary Data From the Supplement on Aging to the
National Health Interview Survey: United States, January—June 1984

by Richard J. Havlik, M.D., Office of Program Planning, Evaluation, and Coordination

Introduction

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

In 1984 a special supplement was added to the question-
naire to obtain information about elderly people who were living
in the community.! This supplement, the Supplement on Aging
(S50A), was designed to collect information about physical
limitations, chronic conditions, housing, retirement status, in-
teractions with family and organizations, use of community
services, and other health-related information about middle-
aged and older people.

All household members age 65 years and over and a half
sample of those 55-64 years of age were asked the questions
on the supplement themselves where possible. Another house-
hold member was interviewed only when the selected person
was unable to answer either because of physical or mental
problems or because of being away from the household for
a longer period than the interviewer would be in the area.
Response rates to the SOA were also high. Of the 5,982
people age 65 years and over who were in interviewed house-

holds in January—June 1984, 96 percent had complete inter-
views; 92 percent answered the questions on the SOA for
themselves.

The data in this report are from the interviews that were
completed during the first 6 months of 1984. The data are pre-
liminary because only one-half of the year is included and
because the data from the SOA have not been edited. Including
the full year will double the size of the sample and make esti-
mates more reliable. It will also eliminate any possibility of
bias because of seasonality. Editing will change some of the
estimates from the SOA that are in the text because information
from other parts of the questionnaire or from other family
members will be used to correct missing or inconsistent in-
formation.

The preliminary data about people age 65 years and over
are being published because the need for information about the
elderly is critical, and 5,982 people is a large enough sample to
make estimates that are reliable for many purposes. The reader
should use the material in the technical appendix before decid-
ing that differences not mentioned in the text are likely to be
statistically significant. The number of people in the sample is
given in each table in addition to the national population
estimates.

The primary purpose of this report is to provide estimates
of the prevalence of self-reported impairments of hearing and
vision in the elderly. In addition, the design of the survey also
allows simultaneous consideration of associated limitations in
activities of daily living and related medical conditions. Such
information may have applications in fostering further scientific
inquiry or assisting in future policy decisions.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Public Health Service
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Background

Impairments in hearing and vision are known to be common
in the elderly. These deficiencies result from various medical
conditions of the ears;? from environmental exposures to the
eyes, such as sunlight;? as well as from the possible effects of
the aging process, such as changes of already formed proteins
in the lens.* National estimates of the prevalence of such im-
pairments are available from the National Health Interview
Survey (NHIS) through responses to questions related to
medically diagnosed and self-perceived decreases in hearing
and vision.>6 In 1982, 30.0 percent of those 65 years and over
reported hearing impairments and 10.1 percent had visual im-
pairments.’

Because questions concerning medical conditions, activi-
ties of daily living, and sensory impairments were asked of the
same individuals in the SOA, this design, in contrast to NHIS,
provided the opportunity to describe the frequency of multiple
problems in the elderly. Combinations of such problems have
the likely effect of compounding the consequences for the
elderly. They can result in a marked diminution in the quality
of life for older citizens. Also, there is the likelihood of de-
pendency and possible need for long-term care. The frequency
of such multiple problems is much more common in nursing

Table 1.
and sex: United States, January—June 1984

facilities.” However, the results to be presented in this report
deal only with the noninstitutionalized population.

Because of the relatively high frequency of hearing and
vision troubles among the elderly, it is possible, even in this
half-sample of 5,982 persons, to describe impairments by sex
and the three age subgroups of 65-74 years, 75-84 years, and
85 years and over. Some caution is urged in interpretations of
data from the oldest-old (85 years and over) group. However,
because of the general paucity of information concerning this
subgroup, presentation of some data was thought justified.

Hearing impairments

Hearing problems are quite frequent in the elderly (table
1). Hearing impairment is defined as the reported presence of
Deafness in one or both ears or Any other trouble hearing.
Depending on age, from 30.0 percent to 58.3 percent of men
reported hearing impairment compared to 17.5 percent to 44.3
percent of women. A similar sex differential has been observed
previously both as determined by interview in NHIS reports®6
and by direct examination techniques, using audiometry testing,
in the National Health Examination Survey® and in the Fram-
ingham Study.? Data from the Framingham Study suggest it is

Percent distribution of people age 65 years and over living in the community by selected hearing characteristics, according to age

65-74 years 75—-84 years 85 years and over
Both Both Both
Hearing characteristic Total sexes Men Women sexes Men Women sexes Men Women
Number
Sample .. ..o i e 5,982 3,731 1.625 2,106 1,803 690 1,113 448 132 316
Number in thousands
Estimated population...........ooeeunn.. 26,290 16,227 7.048 9,178 8,073 3.111 4,962 1,990 574 1.417
Percent distribution
Total . e e 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Hearing impairment
3 2 72.2 77.0 70.0 82,5 67.3 60.1 71.8 51.6 41.7 55.7
R (-7 PPN 27.8 23.0 30.0 17.5 32.7 39.9 28.2 48.4 58.3 44.3
Deafness
Nodeafness ...........coviiiinnnnnnnnn 87.1 89.8 86.7 92.1 85.4 81.0 88.0 71.7 61.5 76.2
Deafnessinl ear..........coovveunuenns 7.5 6.7 8.5 5.4 7.6 9.8 6.4 12.9 185 10.3
Deafnessinbothears.................... 5.2 3.3 4.5 2.5 6.7 8.7 54 14.5 19.2 124
Any other trouble hearing
NO ittt i e e s 81.5 84.6 79.4 88.4 77.9 72.1 81.2 68.9 69.2 68.8
YOS, it ittt e 18.3 15.3 20.5 11.5 21.8 27.1 18.7 30.0 30.8 29.7
Use hearing aid
NO Lo e e e s 92.0 94.4 93.0 95.5 88.9 85.2 91.1 84.0 76.6 87.2
R =T 8.0 5.6 7.0 4.5 11.0 14.8 8.8 15.8 23.4 12.4
Describe hearing (with hearing aid)

Notrouble.........covriieinrinnnnnenns 61.1 66.9 59.2 72.8 55.0 47.7 59.4 37.5 33.9 39.1
Littletrouble . . .. ........ i 33.3 29.8 36.6 24.6 38.0 41.9 35.7 43.2 43.9 43.0
Lotoftrouble ........ ..., 5.5 3.2 4.1 2.5 6.8 10.1 4.8 19.1 22.3 17.7

VFigures may not add to total because of unknowns and rounding.
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unlikely that a difference in environmental noise exposure be-
tween the sexes is the reason for the male preponderance in
hearing loss.? Because past estimates of hearing impairments
have been made in NHIS using the same questions and similar
interviewing techniques, it may be possible with the full data
set to examine time trends.

The proportion of men and women age 65 years and over
and living in the community who indicated deafness in one or
both ears was 12.7 percent, or over 3 million of the total 26
million elders (table 1). Eight percent of the elderly, or about 2
million men and women, reported using hearing aids.

When all persons in the survey (including those using
hearing aids) were asked to give the best description of their
hearing, from 27.1 to 66.2 percent, depending on age and sex,
indicated little or a lot of trouble with hearing. The total 61.1
percent with “no trouble” hearing is slightly lower than the

Table 2.
and sex: United States, January—June 1984

72.2 percent with no “hearing impairment.” This inconsistency
is possibly because some people who reported having a “little
trouble” hearing did not think it serious enough to respond
positively in the context of questions on deafness or other trouble
hearing.

Visual impairments

The category Visual impairment, which combines reported
Blindness in one or both eyes and Any other trouble seeing,
was found in from 9.5 percent of noninstitutionalized persons
ages 65-74 years to 26.8 percent in those 85 years and over
(table 2). Thus, there is an apparent trend of increasing preva-
lence of failing vision with older age. In this noninstitutionalized
population, blindness in one or both eyes is relatively uncom-

Percent distribution of people age 65 years and over living in the community by selected visual characteristics, according to age

65-74 years 7584 years 85 years and over
Both Both Both
Visual characteristic Total sexes Men Women  sexes Men Women  sexes Men Women
Number
Sample ... i i i i e e 5,982 3.731 1,625 2,106 1,803 690 1,113 448 132 316
Number in thousands
Estimated population. ................... 26,290 18,227 7.048 9,178 8.073 3.111 4,962 1,980 574 1,417
Percent distribution
Totall. o 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Visual impairment
T 87.2 90.5 0.3 90.6 84.0 83.3 84.4 73.2 75.0 725
T 12.8 9.5 9.7 9.4 16.0 16.7 15.6 26.8 25.0 27.5
Blindness
Noblindness...................... ..., 95.6 97.3 96.6 97.8 94.2 92.9 95.0 88.1 87.7 88.3
Blindnessinleye ...........cocovvuun.. 3.2 2.2 2.9 1.6 4.4 5.9 3.6 26.9 25.4 27.6
Blindness inbotheyes................... 1.0 20.5 20.4 20.6 1.3 211 21,4 4.8 26.9 3.8
Any other trouble seeing
NOo e 89.7 92.1 92.4 91.9 87.4 87.1 87.7 77.6 82.0 75.7
R - T 10.2 7.9 7.6 8.1 12.3 12.3 12.3 21.4 217.2 23.2
Cataracts
NO L e e, 79.5 86.1 89.5 83.5 71.2 75.4 68.6 59.0 66.9 55.5
T T 19.1 12.9 9.6 15.4 27.0 22.3 29.9 37.9 31.5 40.8
Operation for cataracts
NO e e e 89.5 92.9 93.2 92.8 84.6 84.9 84.4 80.3 81.0 80.0
2 10.5 7.0 6.8 7.3 15.2 14.9 15.4 19.7 2191 20.0
Use eyeglasses
NO L e 5.2 5.1 6.4 4.1 4.4 5.3 3.8 9.3 21258 27.9
YOS i e i e 94.8 94.9 93.6 95.8 95.6 94.7 96.2 90.7 87.5 92.1
Describe vision {with glasses)
Notrouble............ ... ... .. ..., 68.9 75.3 76.7 74.2 60.7 62.0 60.0 47.4 55.0 441
Littletrouble .. ......................... 25.6 21.8 20.8 22.7 32.1 31.9 32.3 30.8 25.8 331
Llotoftrouble ...............c.oivun..., 5.4 2.8 2.6 3.0 7.0 6.0 8.0 21.2 218.3 22.4

Flgures may not add to total because of unknowns and rounding.
2Less than 30 persons with visual characteristic In age-sex subgroup.
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mon; however, in the group age 85 years and over, about 12
percent had blindness in one or both eyes.

The frequency of visual impairments is similar in men and
women. However, in the age subgroups 65-74 years and 75-
84 years, there is a statistically significant excess of reported
cataracts in women when compared with men. Such an in-
creased frequency in women has been identified in previous
surveys both by report in NHIS5 and by direct examination of
a population-based sample in Framingham.® It should also be
noted in table 2 that the sex difference in frequency of operative
procedures for cataracts is not statistically significant. Although
this observation of more reported cataracts in women but equiv-
alent surgery might suggest less severe lens opacification in
women, eye examinations performed on men and women in
Framingham demonstrated a similar excess in women of both
minor and major changes of the lenses.®

Finally, the percent of individuals using glasses is shown.
In the elderly population 94.8 percent reported that they used
glasses, most of which were prescribed. Deterioration of close
vision is quite common with aging, even at younger ages than
are described here.* However, in the total group (including

Table 3.

those wearing glasses) about 50 percent of the oldest old de-
scribed some trouble seeing. Presumably, this percent is higher
than the figure for visual impairment because of inclusion of
additional individuals with cataracts in those who described
some trouble seeing.

Impairments and associated limitations

Visual and hearing impairments, besides limiting com-
munication and sensory stimulation, also may contribute to
compromising the physical mobility and independent activity
of the elderly. A series of questions dealing with the activities
of daily living (such as walking, going outside, and so forth) has
been developed to describe limitations in common movements.
An association between an impairment and a limitation may be
the result of the sensory loss adding to the difficulty in perform-
ing the task. For example, balance necessary for walking may
be affected by loss of visual cues or by problems in the semi-
circular canals of the ears.

In tables 3 and 4, data on impairments and limitations are
shown for the two extreme age groups. Data from the age sub-

Percent distribution of people age 6574 and 85 years and over living in the community by selected limitations and conditions,

according to age and visual impairment: United States, January~June 1984

65~74 years 85 years and over
No visual Visual No visual Visual
Limitation or condition Total impairment  impairment Total  impairment  irpaiwrment
Number
SamPle! L e e e 3.524 3,170 354 419 300 119
Number in thousands
Estimated popuiation’. . .. ... e 15,322 13,784 1,538 1,859 1,341 519
Percent distribution
- 100.0 100.0 100.0 100.0 100.0 100.0
Difficulty walking
NO. . e e e e 85.6 87.7 66.7 56.6 60.7 46.2
T 14.4 12.3 331 43.0 39.0 52.9
Difficulty getting outside
N e e e e e 94.2 95.6 81.6 65.5 70.8 52.1
B =22 5.8 4.4 18.4 33.8 28.9 46.2
Difficulty getting in and out of bed or chair
NO. e e 93.0 94.2 82.2 79.2 80.7 75.6
YOS L e e e s 7.0 5.8 17.8 20.8 19.3 24.4
Arthritis or rheumatism
NO. e e e e e e 48.2 49.9 32.7 44.9 46.0 42.0
- A 51.0 49.2 66.8 54.4 53.3 57.1
Cardiovascular disease
N e e e e e 87.1 88.7 721 69.6 75.0 55.0
D - 12.9 11.3 27.9 304 25.0 45.0
Hypertenston

L2 T 55.8 57.1 44.6 55.1 58.9 45.4
Y S . it e e e e i e 43.8 42.6 55.1 43.9 39.7 54.6

otal sample number and estimated population reduced from table 2 because of missing data or “Don’t know" responses.

Figures may not add to total because of unknowns and rounding.
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Table 4. Percent distribution of people age 65~74 and 85 years and over living in the community by selected limitations and conditions,
according to hearing impairment: United States, January-June 1984
65-74 years 85 years and over
No hearing Hearing No hearing Hearing
Limitation or condition Total impairment  impairment Total impairment  impairment
Number
£ T 1T - 3.524 2,673 851 418 203 216
Number in thousands
Estimated population’. . . ....ocnnir ittt e 15,322 11.620 3,703 1.859 906 954
Percent distribution
L1 100.0 100.0 100.0 100.0 100.0 100.0
- Difficulty walking
T T 85.6 87.1 0.7 56.6 64.0 495
R - 14.4 12.8 19.3 43.0 35.5 §0.0
Difficulty getting outside
3 Lo T 94.2 94.7 925 65.5 72.4 58.9
YOS . ettt it e et 5.8 5.3 7.5 33.8 26.6 40.7
Difficulty getting in and out of bed or chair
L2 T 93.0 83.9 90.1 79.2 85.7 73.2
Y S . ittt i ittt ettt e et e e it 7.0 6.1 9.9 20.8 14.3 26.9
Arthritis or rheumatism
N et i et i e ettt re ettt et e 48.2 50.7 40.1 44.9 525 37.8
YOS . ittt i it ettt ieret ettt 51.0 48.5 58.6 54.4 47.6 60.8
Cardiovascular disease
LN 87.1 89.1 80.6 69.6 77.9 60.8
- 129 10.8 19.4 30.4 221 39.2
Hypertension
N L e e e 55.8 56.3 54.4 55.1 59.3 51.2
- 438 43.4 45.0 43.9 39.7 47.9

Total sample number and estimated population reduced from table 1 because of missing data or “Don’t know"” responses.

Figures may not add to total because of unknowns and rounding.

group 75~84 years (not shown) are similar to age groups in the
tables. The sample numbers are reduced from tables 1 and 2
because of missing data or “Don’t know™ responses. The
presence of visual impairments in persons is associated with a
higher frequency of limitations. In both the 65-74 year and the
85 year and over subgroups, those with a visual impairment
(table 3) are more likely to be limited in walking and getting
outside. In addition, transferring from bed and chair, an indicator
of more severe limitation of activity, shows a similar relation-
ship. As would be expected, a larger percent in each of the
activity categories is limited at older ages. For example, overall,
only 5.8 percent of the young old (ages 65—74 years) had prob-
lems getting outside but 33.8 percent of the oldest old (ages 85
years and over) were so limited. If, in addition, the subgroup
85 years and over had a visual impairment, the prevalence of
difficulty getting outside increased from 33.8 to 46.2 percent.
Similar relationships for hearing impairments and limitations
exist in the oldest old (table 4). Further analyses on the full
data set and additional studies in other populations are necessary
before any final conclusions can be reached concerning the
meaning of these relationships.

Impairments and associated medical
conditions

Analogous to the association of impairments with increased
frequency of limitations in the activities of daily living, medical
conditions may be present more frequently in those with sensory
deficits. Such associations may be the result of the medical
condition causing the impairment, for example, diabetes and
cataracts. Another possibility is that a separate etiological factor
affects both the condition and the impairment, and results in an
observed association between them. An example of the latter
case is that the common factor “noise” might affect both the
hearing impairment and hypertension. Also, those receiving
regular medical care for a condition may be more likely to have
other conditions or impairments diagnosed and, thus, produce
an association. For example, those reporting any urinary dif-
ficulty have a greater frequency of at least three medical con-
ditions being present, when compared with those without
urinary difficulties. 10

Respondents were asked on the SOA if they ever had
“hypertension, sometimes called high blood pressure,” various
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types of cardiovascular disease, and other chronic conditions.
For arthritis the question was “During the past 12 months did
you have . .. 7 After considering various hypotheses, certain
of these common medical conditions were selected for analysis.
As shown in tables 3 and 4 there is an increased frequency of
various medical conditions in those with the presence of either
visual or hearing impairments. For example, recent history of
arthritis was reported more frequently with both impairments.
The presence of cardiovascular disease (a category including
self-reported arteriosclerosis, coronary heart disease, angina
pectoris, myocardial infarction, any other heart attack or stroke)
is more frequent in those with hearing or visual problems. Al-
though in the 65-74 year subgroup the frequency of hyperten-
sion is no higher in those with a hearing impairment than in
those with no hearing impairment, there is an excess in the 85
year and over subgroup. The possible relationship with hyper-
tension is more pronounced in those with visual impairments.
Because of potential validity problems with self-reported medical
information: the nonspecificity of the broad impairment groups
created for the analysis; the small numbers, especially in the
oldest-old subgroup; the multiple comparisons and the selective
nature of the illustrated comparisons, any associations should
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Technical notes

Each week a probability sample of households in the
United States is visited by U.S. Bureau of the Census inter-
viewers to obtain a wide range of information about the health
and health care characteristics of the people living in these
households. A description of the survey design, methods used
to make the national estimates, and general qualifications of
the data are provided in The National Health Interview Survey
design, 1973-84, and procedures, 1975-83.}1

In January—June 1984 there were about 21,000 house-
holds in the sample. The total noninterview rate was about 3
percent—mostly because the interviewer was unable to locate
an eligible respondent despite repeated calls.

The rules for the survey are that all adults who are in the
household when the interviewer calls are asked to join in the
interview and to respond for themselves. People age 65 years
and over are likely to be at home and are, thus, more likely to
respond for themselves to the questions on the basic, or core,
questionnaire. During the first 6 months of 1984, 84 percent
answered the questions themselves.

For the Supplement on Aging (SOA), the interviewers
made an additional effort to encourage the people selected to
answer the SOA questions and to respond for themselves. They
encouraged the household respondent to ask an older person to
talk to the interviewer and, if necessary, made extra calls. The
results of their efforts were both positive and negative. The
positive result was that an even higher proportion, 92 percent,
of the responses to the SOA were completely self responses.
The negative result was that in a few cases information was
obtained from a household respondent for the core questions
but no information was obtained for the supplement. For-
tunately the latter was rare; 5,629 of the 5,982, 95 percent,
people age 65 years and over who were in the sample during
January-June had complete interviews on the supplement.

The estimates in this report are based on a sample rather
than on the entire population of people age 65 years and over
in the civilian noninstitutionalized population. Therefore, the
estimates are subject to sampling error. In addition, the sample
had a complex design that has the effect of making the sampling
errors somewhat larger than they would be from a simple random
sample of the same size using the same procedures.

A conservative estimate is that, on the average, the vari-
ance for estimated proportions from this sample is 20 percent
larger than it would have been from a simple random sample of
the same size using the same procedures.

To estimate the sampling errors, convert the percent to a
proportion, calculate the variance of a proportion assuming
simple random sampling, multiply that variance by 1.2 to allow
for the complex sample, then compute standard errors, con-
fidence intervals, or significance tests.

For example, the estimate is that 61 percent of the 954,000
persons age 85 years and over reporting a hearing impairment
(table 4) had arthritis or rheumatism. There were 216 people

NOTE: A list of references follows the text.

reporting a hearing impairment in the sample age 85 years and
over; therefore,

Variance (simple random sample) = %

_ (0.61)(0.39)
=216

=0.0011
Variance (complex sample) = (0.0011)(1.2)
=0.0013
Standard error = (0.0013)!"2
= 0.0364

95 percent confidence interval = 61 + (1.96)(3.64)

= 61 & 7 percent

Because the estimation procedure includes poststratifica-
tion to independent U.S. Bureau of the Census estimates, there
is no sampling error for the number of people age 65 years and
over—either for the total or for either sex.!! The only sampling
error is in the numerator. Therefore, the sampling errors for
those groups are somewhat smaller than estimated by this
method.

Perhaps more important for interpretation than sampling
errors, however, is a thorough understanding of what data from
this, or any other, cross-sectional survey can provide. There
are two issues—one important for any cross-sectional analysis
and the other of especial importance for older people.

The NHIS is a point-in-time study. Associations at one
point in time should not be interpreted as causality. The differ-
ences among the age groups, for example, could be the result of
aging or, alternatively, they could be the result of different
cohorts moving through time. Based on external knowledge,
one could interpret a difference in health status as the result of
aging and a difference in educational status as the result of
cohort differences, but the data from a cross-sectional survey
do not enable one to make that distinction.

The second is that this is a study of people who were living
in the community at the time they, or a proxy respondent, were
interviewed. All of those elderly people who had left the popu-
lation, either through death or institutionalization, are excluded.
Thus, the estimate that 1 percent of elderly people had blind-
ness in both eyes should not be interpreted to mean that only 1
percent of the elderly people were so afflicted. Data from the
1977 Nursing Home Survey indicated that 5.5 percent of resi-
dents were blind.”
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Health Promotion Data for the 1990 Objectives
Estimates From the National Health Interview Survey
of Health Promotion and Disease Prevention: United States, 1985

by Owen T. Thornberry, Ph.D., Division of Health Interview Statistics, Ronald W. Wilson, M.A.,
and Patricia M. Golden, M.P.H., Division of Epidemiology and Health Promotion

The National Center for Health Statistics included the
topic of health promotion and disease prevention as part of the
1985 National Health Interview Survey questionnaire. Pro-
visional findings from the first 6 months of data collection on
that topic have been previously published.! This report presents
final summary findings based on fully edited and weighted data
from the full 12 months of data collection.

*The 1985 Health Promotion and Disease Prevention study
was designed to monitor progress toward one of the major initi-
atives of the Department of Health and Human Services. This
initiative is described in Healthy People—The Surgeon Gen-
eral’s Report on Health Promotion and Disease Prevention,
1979.2 In that report, broad goals were established for the im-
provement of the health of Americans. The 1980 Public Health
Service report, Promoting Health/Preventing Disease: Objec-
tives for the Nation,? details specific objectives necessary for
attaining those goals in each of 15 priority areas. The target
data for achieving the objectives is 1990. The 1985 question-
naire will be used for data collection again in 1990 for the
purpose of monitoring progress achieved in the intervening 5
years.

1National Center for Health Statistics, O, T. Thornberry, R. W. Wilson, and P.
Golden: Health promotion and disease prevention provisional data from the
National Health Interview Survey, United States, January—June 1985. Advance
Data From Vital and Health Statistics. No. 119. DHHS Pub. No. { PHS) 86-
1250. Public Health Service. Hyattsville, Md. May 14, 1986.

20ffice of the Assistant Secretary for Heaith and Surgeon General: Healthy
People—The Surgeon General’s Report on Health Promotion and Disease
Prevention—Background Papers, 1979. DHEW Pub. No. (PHS) 79-55071A.
3us. Department of Health and Human Services, Public Heaith Service: Pro-
moting Health/Preventing Disease: Objectives for the Nation. Washington.
U.S. Government Printing Office, 1980.

The 1985 Health Promotion and Disease Prevention study
is devoted primarily to the collection of baseline data on the
following topics: general health (including nutrition), injury
control, high blood pressure, stress, exercise, smoking, alcohol
use, dental care, and occupational safety and health. These
topics were selected after consultation with the Office of Dis-
ease Prevention and Health Promotion (Assistant Secretary
for Health) as well as with the agencies designated by the As-
sistant Secretary for Health as having “lead” responsibility for
implementing and monitoring progress toward achieving the
1990 objectives. Within each agency, subject matter experts
were consulted during the development of the questionnaire.

This report presents estimated percents or percent distri-
butions for all persons 18 years of age and over and for four age
groups and both sexes. Generally, except for the questions on
knowledge of health practices where “don’t know” is a legit-
imate response, “don’t know” and other inappropriate responses
were excluded from the denominator in the calculation of the
estimates. In most cases, the actual question asked of the re-
spondent is shown along with the response categories. In a few
cases, there has been minor paraphrasing or combining of
questions. Each question is referenced to the item number on
the questionnaire.

In general, the items in the questionnaire are about either
individual health behaviors or knowledge of health practices.
Most of the questions on knowledge of health practices have
answers that are currently presumed to be correct (as deter-
mined by the Public Health Service agency with “lead” re-
sponsibility) and are indicated in bold type. For some questions,
references are provided to selected publications that present
related data from previous data collection by the National
Center for Health Statistics.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Public Health Service
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Selected findings

General health habits: Most adults eat breakfast almost
every day (55 percent), get 7-8 hours of sleep each night
(66 percent). and have a usual place to go for health care
(78 percent).

Weight: Men are more likely to consider their weight “‘just
about right” than are women (55 versus 42 percent).
However, one-quarter of men and almost one-half of
women are trying to lose weight, primarily by eating fewer
calories, or increasing physical activity.

Preventive exams for women: About one-half of women
have had a Pap smear test (46 percent) or a breast ex-
amination (50 percent) by a heaith professional within less
than one year. The majority of women (87 percent) know
how to examine their own breasts for lumps, but only one-
third do so more than six times a year.

Seat belts: There is evidence (not shown in table 1) that
seat belt use is increasing rapidly. The percent of adults
wearing seat belts most of the time increased from 30 per-
cent for the first 3 months of 1985 to 41 percent for the
last 3 months (annual rate of 35 percent). This no doubt
reflects the impact of seat belt legislation in many States
during 1985.

Child safery: The majority (88 percent) of persons in fam-
ilies with children under 10 years of age have heard about
Poison Control Centers and have the telephone number
for a Center in their area (60 percent). Almost all (98
percent) of the adults with children under 5 years of age
know about child safety seats, and almost one-half (45
percent) have been advised by health professionals about
the importance of using them.

Home safety: About two-fifths of homes do not have a
working smoke detector. Most adults do not know the
temperature of the hot water in the home (64 percent), and
most adults do not know the temperature above which scald
injuries will occur.

High blood pressure: Three-quarters (74 percent) of adults
have had their blood pressure taken by health professionals
within the past year. Women are more likely than men to
have their blood pressure taken, and persons over 65 years
are more likely than younger persons. Slightly more than
half of adults believe that sodium (salt) is the substance in
food most often associated with high blood pressure.
Heart disease: A large majority of adults (86 percent or
higher) is aware of three of the four principal risk factors
associated with heart disease (smoking, elevated choles-
terol, and high blood pressure). Only 61 percent are aware
that diabetes is also a principal risk factor.

Stress: One-half of adults reported experiencing at least a
moderate amount of stress during the 2 weeks preceding

the interview, with the lowest percent for the elderly (28
percent). In addition, almost one-half of the adults felt that
stress had had some effect on their health in the past vear.
Exercise: Less than one-half (40 percent) of the adult
population exercises on a regular basis, and only one-
quarter have done so for 5 years or more. A higher percent
of adults in the younger than the older age groups engage
in regular exercise. However, over four-fifths of adults
consider themselves as active or more active than other
persons of the same age. The majority are not knowledge-
able regarding the specific requirements for exercise to
strengthen the heart and lungs (frequency and duration of
exercise, and heart and breathing rate during exercise).
Cigarette smoking: Although a continuation of the down-
ward trend in cigarette smoking has been occurring since
the 1964 Surgeon General’s Report on Smoking and
Health, 3 in 10 adults still smoke (32 percent of men and
28 percent of women). The majority of adults (79 percent
or higher) are aware of the major conditions associated
with smoking (emphysema; chronic bronchitis; and cancer
of the lung, larynx, and esophagus). The exception is
bladder cancer, which only about one-third associate with
smoking.

Alcohol use: With the exception of cirrhosis of the liver,
the aduit population appears less knowledgeable about the
effects of alcohol on health than the effects of smoking.
Whereas 93 percent feel that heavy alcohol consumption
increases the chances of getting cirrhosis of the liver, only
about one-third recognize the association between heavy
alcohol use and cancers of the throat (40 percent) and
mouth (32 percent). Eight percent of adults are classified
as heavier drinkers (two or more drinks per day), 19 per-
cent as moderate drinkers, and 24 percent as lighter drink-
ers (three drinks or less per week). Ten percent of all adults
admitted to driving at least once in the last year when they
perhaps had had too much to drink, and one-fifth of young
adults admitted to doing so.

Dental care: While most adults appear to know the major
preventive measures relative to tooth decay and gum dis-
ease, many do not discriminate between the two diseases.
For example, many people do not understand that fluori-
dated water and fluoride toothpaste/mouthrinse are defin-
itely important for the prevention of tooth decay. At the
same time they overestimate the importance of fluoride in
the prevention of gum disease. People know that gum
disease is an important cause of tooth loss in adults and
that tooth decay is an important cause of tooth loss in
children. Although only about one-quarter of aduits have
heard of dental sealants, of those who have heard of them,
most (80 percent) know their purpose is to prevent tooth
decay.
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Table 1. Estimates of the percent of population with selected behaviors and knowledge from the 1985 National Health Interview
Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex: United States, 1985
(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.)
Age Sex
Section
and
item ATl 18-29  30-44 45-64 65 years
number Health behaviors and knowledge ages years years years and over Male Female
Percent of population
LI 2SR 100 100 100 100 100 100 100
GENERAL HEALTH HABITS
N.L. How often do you eat breakfast?l
ATmOSt every day....cveei i iietiiiiiineciitiiaitiiiiiniaanans 55 42 46 62 87 54 56
SOME L MES . . et iitieinessacaossoarasenssccscanssosencnsnnenasonsen 20 28 24 16 6 20 20
RNy OF NEVEr. .. ieeeeernreeeseneceouocessennsencneansoansanns 24 30 30 21 8 25 24
N.2. Including evening snacks, how often do you eat between meals?]
ATMOSt eVery day....coiieeeriieurerenntasnasassorsassnanansnsonn 39 42 41 38 31 4] 37
SOME LI MES . . s irsiuseeaaneaseasesoseanssonnnncsonsnosaaonasenaos 32 38 33 30 27 30 34
RAr@IY OF MV ... i.iirieenvecenneesoecnesacsancasnssanannvennen 29 20 25 32 43 29 28
N.3. When you visit a doctor or other health professional for
routine care, is eating proper foods discussed?
L0 1= 10 8 9 12 11 8 11
SOME T MES . ettt etiiietaieronennosonnarctcansasssnsansaaccaessass 16 16 16 16 16 14 18
RArelY OF NEVer. .. ..eecseiietoneeensancrcosonsnasssccsasoasnsans 65 65 67 62 64 65 65
Don't visit for routine Care......covviievereinrenssoncnnsaass 10 11 9 10 9 14 6
N.5. In your opinion which of these are the two best ways to lose
weight?
Don't eat at bedtime 29 29 27 45 31 31 28
Eat fewer calories..........coiiiiiiiinenn.- 73 70 75 77 73 68 78
Take diet PIl1S.iiuurieiisicsnnienonnsasnceesasscesssocanorance 2 2 2 1 1 2 1
Increase physical activity.......cciiiiiiiiniiiiiiiiiiiiiannn.. 73 83 79 67 52 74 72
Eat no Fal...uiiiieiieiiiiieiniiiineneitosonecnscsnesosoanssanns 11 7 8 12 20 12 10
Eat grapefruit with each meal.......cciiiiiiiiiinniiniaennnnanns 4 4 3 5 5 4 4
DON "t KNOW. e it eiiiienneeiiaieaiuesaacasonenascossasssanannunns 7 5 5 7 17 9 6
N.6. Are you now trying to 10se weight?2 (Yes)......oeeveuervenroneeunnn 35 32 39 40 24 25 44
N.7. Are you eating fewer calories to lose we'ight?2 {Persons trying
to lose weight (yes) n N.6) (Yes)..u.ereiimriiniiiieneeianannnen 81 75 81 84 83 76 83
N.8. Have you increased your physical activity to Tose weight?2
(Persons trying to lose weight (yes) in N.6) (Yes)................ 57 69 59 49 40 58 56
N.9. Do you consider yourself overweight, underweight, or just
about right? (If overweight) Would you say you are very
overweight, somewhat overweight, or only a little overweight?2v3
Yery overweight....oociiiiiirnienriieneiesoneenasscsncnnancennas 8 5 9 12 6 4 12
Somewhat overweight...ciuueeseeiineenocienenconcsecsoasonnnnaces 17 12 19 21 14 13 20
Only a Tittle overweight...voveriiiiieninienrcinnerssanvacasonas 21 18 22 23 20 20 21
AboUt FTght. . it ittt iiiiieiiieaieetencnacscceececnansanonnn 48 57 46 40 51 55 42
Underweight....eee i inieiinireriiiianeeninnesonsnesaceaneannens 6 9 4 3 8 8 4
N.10. On the average, how many hours of sleep do you get in a
24-hour period?
Less than 7 ROUrS....ceeeeuesoetenocrorsescansscsascsosnenasanas 22 20 24 23 20 23 21
T8 NOUPS . uutereasasnecarnsaacstssncorossoncnsoscsccssonaancsas 66 66 69 67 59 66 66
9 OF MOTE NOUPS. .. teeeestnaeeenrsococrossasoncsnsoasssssansnane 12 14 7 10 21 11 13
N.11. Is there a particular clinic, health center, doctor's office,
or other place that you usually go to if you are sick or need
advice about your health?4 (Yes).......oi'veeerorininereneenenenns 78 69 76 83 89 72 84
N.15. About_how Tong has it been since you had a Pap smear
test?5 (Females only)
Less than 1 year 46 60 50 38 25 46
1 year 17 16 21 17 13 17
2 years 10 6 10 13 12 10
3-4 years 8 4 9 10 10 8
5 or more years 12 2 8 18 25 12
Never 7 13 1 4 15 7

See footnotes at end of table.
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Table 1. Estimates of the percent of population with selected behaviors and knowledge from the 1985 National Health Interview

Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex: United States, 1985--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.)

Age. Sex
Section
and
item Al 18-29 30-44 45-64 65 years
number Health behaviors and knowledge ages  years years years and over Male Female
GENERAL HEALTH HABITS--Con. Percent of population
N.l6a. About how long has it been since you had a breast examination
by a doctor or other health professional?5 (Females only)
50 60 52 45 39 50
18 16 21 18 14 18
10 6 10 12 10 10
7 4 8 8 8 7
5 or more years........ e e e et e e e e 8 2 6 12 15 8
8 11 2 5 14 8
N.16b. Do you know how to examine your own breasts for
Tumps? (Females only) (YeS)....oueiuiioniiinii i, 87 86 92 89 78 87
N.16¢c. About how many times a year do you examine your own breasts
for lumps? (Females only)
12 Or MOTe £iMeS. .ttt it ittt it i 32 27 35 37 29 32
7-11 times...... e vt ea e st etaarabtasasar it raate et e e, 2 2 3 2 2 2
T 1723 34 35 37 32 26 34
DNCE B YA e e e e v eeeeneenonarenassoaseranconsancanananennerananns 4 5 5 4 3 4
LY 14 16 11 13 15 14
Non't know how to examine own breast 13 14 8 11 22 13
INJURY CONTROL AND CHILD SAFETY AND HEALTH
0.la. Have you ever heard about Poison Control Centers? (Persons in
families with children under 10 years of age) (Yes)............... 88 87 91 77 66 86 90
0.1b. Do you have the telephone number for a Poison Control Center
in your area? (Persons in families with c¢hildren under 10 years
of age) (Yes). oo iiii ittt e 60 55 66 47 35 59 61
0.3. Have you heard about child safety seats, sometimes calied car
safety carriers, which are designed to carry children while
they are riding in a car? (Persons in families with children
under 5 years of 0] (Ye8).u.uuieireeeener et raniaeeeenannaeennns 98 98 98 96 97 98 98
0.4. Did a doctor or other health professional ever tell you about
the importance of using car safety seats for your children?
(Persons in families with children under 5 years of age) (Yes).... 45 48 43 32 23 38 50
0.10.  When driving or riding in a car, do you wear a seat belt3--
A1l or most of the Time....cocvnerniiiiiii ittt iiisenenaas 35 33 39 36 33 34 37
Some Of the time......ciriuiiriimiiiii et it iiieiaiiaranens 18 19 18 18 15 17 18
Once in awhile. . oottt ittt aiaanannnanns 14 16 14 14 13 15 13
NVl .t ittt ieee et rireonscnaoasasacasosasenessssssosaesocnanenss 32 32 29 32 37 33 31
Don't ride in Car...oorir ittt i 1 0 0 1 2 1 1
Does this home have any working smoke detectors? (Based on
Items 0.11a.-C.) {YeS)iuuiiin it iii i ittt ciiieees 60 58 65 60 56 60 60
0.12a. Do you know about what the hot water temperature is in this
L0 L= (0 -3 R 36 24 41 a5 35 48 26
0.13. In the past 12 months, have you {or has anyone in your household)
used a thermometer to test the temperature of the hot water here?
(Y BS ) ettt it teteeseresasaseeanassaaseaasconsasessnsasaroncnresen 4 3 5 4 3 4 3
0.14. Above what temperature will hot water cause scald injuries?
127 degrees OF TS5 ... i inneereaeatereeneeraeaeeaecsesenonnns 14 20 16 10 6 16 12
128-139 degrees (can produce burns in less than a minute)....... 2 2 3 2 1 3 1
140 degrees or above (can produce burns in 5 seconds or less)... 20 15 21 26 19 30 11
Don't know......... et ettt ey 64 63 61 62 74 51 75

See footnotes at end of table.
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Table 1. Estimates of the percent of population with selected behaviors and knowledge from the 1985 National Health Interview
Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex: United States, 1985--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.)

Age Sex
Section
and
item Al 18-29 30-44 45-64 65 years
number Health behaviors and knowledge ages  years years years and over Male Female
HIGH BLOOD PRESSURE Percent of population

P.1. I am going to read a 1ist of things which may or may not

affect a person's chances of getting heart disease. After I

read each one, tell me if you think it definitely increases,

probably increases, probably does not, or definitely does not

increase a person's chances of getting heart disease.

Cigarette smoking

8 Tod 4T 1 T3P 90 93 92 89 81 89 90
Definitely inCreases......coviieiiiiiniinniaaancnannann pee 66 69 69 65 58 66 66
Probably TnCreases....coveereiiiinnniiiatenracacocanaasnen 23 28 23 24 24 23 24

DOES NOt TNCTeaSE. i it iinieiir et iesacnareasesonnacananonns 4 3 3 4 5 4 3
Probably does not inCrease........c.coevverviirininnanenas PN 3 2 2 3 3 3 2
Definitely does not increase...........coiiiiiiiiiann, 1 1 1 1 2 1 1

Don't know/NOo OpPiRiON....u. ittt iaiiiaineacans 7 4 5 7 14 7 7

Worry or anxiety

B Tod o T 73 84 81 87 87 80 82 86
Definitely INCreases......cvriieiriiiiivrinssstonasoonncnns 40 33 43 44 38 38 41
Probably increases.....ccovevrniiiniiieieirnrereneateanannas 44 48 44 42 42 44 45

[01oT3-300 ToR A B o Tof of - T-1- P 8 12 7 6 6 9 7
Probably does not increase.......coeeevenveceeeceanrenannnnns 6 9 6 4 5 7 5
Definitely does not iNCrease........ccoveeeiranenencacecnnane 2 3 1 1 2 2 2

Don't know/NO OPINiON...u.iureniaiereneeenrencasananoncnancens 8 7 6 7 14 9 7

High blood pressure

Increases........coiiiiiiiiiinnanas ebeseiaerereneareccnanenen 91 93 93 92 84 91 91
Definitely increases............. et 68 68 73 70 58 68 69
Probably TNCreases.....c..iveeeeeeereseeareroneaeansronannanan 23 24 20 22 26 23 22

Does not Tncrease.......ciieiiniiiireneiiannnens Cereesensanne 3 3 2 3 3 3 2
Probably does not TnCrease........cceviiirecnriiienrenanencss 2 2 2 2 2 2 2
Definitely does not increase........ecveeccnenas eeeas . 1 1 1 1 1 1 1

Don't know/No opinion....... e teieecetesacartettacanerinaeas .- 6 5 4 6 13 6 6

Diabetes

InCreases. . ..iiie ittt ittt ittt R ceenes 61 65 64 59 49 60 61
Definitely inCreases......covevvvenacnane feaeseareriranas 32 32 34 32 26 32 31
Probably increases......... e [ vevene eeeeaneaan 29 33 30 27 23 28 30

DOES NOt TMCrEaSE. ..ttt itieeineeenesronocaasoneacssananans 10 10 10 10 9 10 10
Probably does not iNCrease......ccovveeeiieeieseceancnans 7 8 8 7 6 7 7
Definitely does not iNCrease......c.ccoveeeviereeecrncanaeanns 3 3 3 3 3 3 3

Don't Know/NO OPinioN. .. ee s iereeineerecnneacrennncacannranas 30 25 26 31 42 30 29

Being very overweight

INCredses..cvoiiniiirernnencennnenns ereteaisannanns reeinaaens 93 93 95 94 86 92 93
Definitely increases........ Cheeietteenenaneanaa, P .- 69 72 72 70 60 68 70
Probably TnCreases.......coeeieruircneeroncccsnananannnanes . 23 22 23 24 27 24 23

Does NOt iNCrease.....ccveveeevnensarrorecaransneans ereeeaen .. 2 3 2 2 3 3 2
Probably does not increase.........cecevveecnannn cererenas . 1 2 1 1 2 2 1
Definitely does not increase........cveevveencnuevennnnn. ven 1 1 1 1 1 1 1

Don't know/No OpTnioNn. ... ciitiinineiienneceeanreancnanenas 5 4 3 4 11 5 5

Overwork

Increases........... Cedeeaseveaieraabeserasesbtasentatasrasne 71 76 77 67 57 67 74
Definitely TNCreases. .. oo eee i eeeeeanerceenncncanennn ven 31 32 34 31 25 28 34
Probably inCreases....coeiuiiiiiiiiriieanaronanannnas RN 40 44 43 36 32 39 41

Does not increase.....cocvveiiiirennenennanns e ereneenireaaans 19 16 16 23 24 23 16
Probably does not inCrease.......c.ccevvriiineerennaeanenanan 13 12 11 16 16 16 11
Definitely does not inCrease......covveeeeerenncnucnacanenns 6 4 4 7 8 7 5

Don't Know/No OpTNmioN. . ceun i ittt it ieiieereeeaneeeeenanann 10 7 7 10 19 10 10

Drinking coffee with caffeine :

Increases............ e ettt iaceteneetannnans 51 53 54 51 43 48 54
Definitely TnCreases. .. eeeiersereneeriecseenonenanenns 13 12 13 14 12 12 13
Probably TRCreases...cuveeveiitrnreassesecasereanneannnanns 38 41 41 37 31 36 40

DOBS NOL TMCrEASE. .ot vnneertenevecenacanrononcecnncananenns 29 30 28 29 28 31 26
Probably does not increase........ e seeatciteeteteeeaaaa 22 24 23 21 19 24 20
Definitely does not increase...... ettt et 7 - 6 5 8 9 8 6

Don't know/No opinion............... e eieserieter st rrasaean 20 17 18 20 30 20 20

See footnotes at end of table.
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Table 1.

Estimates of the percent of population with selected behaviors and knowledge from the 1985 National Health Interview
Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex:

(Data are based on household interviews of the civilian noninstitutionalized population.

United States, 1985--Con.

The survey design, general
qualifications, and information on the reliability of the estimates are given in Technical notes.)

Age Sex
Section
and
item AN 18-29 30-44 45-64 65 years
number Health behaviors and knowledge ages years years years and over Male Female
HIGH BLOOD PRESSURE--Con. Percent of population
P.1. 1 am going to read a list of things which may or may not
affect a person's chances of getting heart disease. After I
read each one, tell me if you think it definitely increases,
probably increases, probably does not, or definitely does not
increase a person’s chances of getting heart disease.--Con.
Eating a diet high in animal fat
B8 708 o Y- 11 13 S 80 77 83 83 76 77 83
Definitely iNCreases......c.vviiieiiniiiinnnnnennanananeans 42 37 44 46 40 38 45
Probably inCreases....c.eeiri it rineeeieerananancosessasans 38 40 39 37 35 39 38
DOES MOt TMCTBASE. . eirere i eeeennnsnsasasaronsananacansnns 8 10 7 6 6 10 6
Probably does not inCrease.........cceveverenierananas 6 8 5 5 4 7 4
Definitely does not increase..........ccvivveeennnanns 2 2 2 2 2 2 1
Don't know/NO OpimioN. . .ceueeeiininiiiiniienanrananeancsasans 12 13 10 11 18 13 12
Family history of heart disease
IO @ASS . e oot e veseveennecaeanesasansnessseresosnensnntsanone 83 85 86 83 70 80 85
Definitely TNCreases. .cvvuenieiiareerenooccocrancasasanens 49 47 54 51 38 44 53
Probably TnCreases....coureriiererrreneeenanccorsannescnnnsns 34 38 33 33 32 36 33
DOES NOL TNCTBASE. cvvenereenrarererensesnsnennaonaronasarasnas 8 7 7 8 12 10 6
Probably does not increase..........coeivvvenninanonncnnnnns 5 5 4 5 7 6 4
Definitely does not increase..........ooviiienvnoeronononnns 3 3 3 3 5 4 2
Don't know/No opinion............... et ererrecaeesareaiaearas 9 7 7 9 18 10 9
High cholesterol
1 od - 13- 3 PN 86 as 89 87 77 85 88
Definitely TNCreases...ccoceeeiiinrrireecnrennereeanases 54 52 57 58 48 52 57
Probably TNCreasesS..cueeencceceiesererrnineroasonanonassanen 32 36 32 29 29 33 31
DOES NOt TNCreASE...cuueiereenscnonnronireasanarencanesenoenn 4 4 4 4 5 5 3
Probabily does Not TRCrease.......ccvievivnveaninecennnnarenes 3 3 2 3 3 3 2
Definitely does not increase.........ceevevevnniecenns PN 1 1 1 1 2 2 1
Don't know/No OpPiRiON. .ot iiiiiie e nnanaanans 10 8 7 9 19 10 9
p.2. The following conditions are related to having a stroke. In
your opinion, which of these conditions most increases a
person‘s chances of having a stroke?
[+ 1 =3 = -3 U 4 6 4 3 4 4 4
High b100d Pressure. .......oovriviinrerriinercenarenrasssoreasas 77 73 80 80 74 75 79
High cholesterol.......cvieveiinnnninnenrnnearcancsossasessonenas 12 15 11 10 10 13 10
Don't Know.......covurenineennnnns e tereeeras et 7 7 6 7 12 7 7
P.3. Which one of the following substances in food is most often
associated with high blood pressure?
Sodium {or Salt)....covrriiiiiiiiiiaiiiaiiii i iar e 58 54 63 61 50 56 60
Cholesterol............. et seeaberaret et tea s 25 28 23 24 23 25 25
LY - 9 11 7 7 11 10 7
Don't know.............. et teraeeuriaenese et e naaas 9 7 7 8 16 9 8
P.12a. About how long has it been since you last had your blood
pressure taken by a doctor or other health professiona1?2s3
Less than 6 MONthS. ... ureiniiriessennareensaraccosannsoasacans 57 51 50 61 72 51 61
B=1l MONERS . ¢ et et aeieeecnanereonvecaranseasssensnsancosnsanans 17 19 20 15 12 17 18
12 months t0 23 MONtRS. .. uiieiienieannncnancsansavcovavsnenans 14 15 16 13 8 16 12
24 MONtRS aNd OVer ... . tivinnecieaoeoaroserascocasarcnsasasensas 12 14 14 12 8 16 )
p.12b. Blood pressure is usually given as one number over another.
Were you told what your blood pressure was, in numbers? (Persons
with blood pressure checked within 24 months in 12a) (Yes)........ 68 65 70 71 67 70 67
P.14. Have you ever been told by a doctor or other health
professional that you had high cholesterol? (Yes)................. 5 1 3 9 11 6 5

See footnotes at end of table.
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Table 1. Estimates of the percent ot population with selected behaviors and knowledge from the 1985 National Health Interview
Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex: United States, 1985--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.)

Age Sex
Section
and
item All 18-29 30-44 45-64 b5 years
number Health behaviors and knowledge ages years years years and over Male Female
STRESS Percent of population
Q.1. During the past 2 weeks, would you say that you experienced a
1ot of stress, a moderate amount of stress, relatively little
stress, or almost no stress at all?
Alot of stress.c.e.vviveiniiieinnnnnnn, e ibreeaeae e, 20 21 24 19 11 17 22
A moderate amount Of Stress.......cuiiiiiiiiiiiiiiti i 31 32 36 30 17 31 30
Relatively Tittle stress.... oo iiieriianne 22 25 22 22 21 22 22
ATMOSt MOME. . i v sereiiaiereeerarasssaroreenassoassoarasarascnens 25 21 17 27 46 27 24
Don't know what Stress 1S....uieriireniienierinnncnaoanenenenens 2 1 1 2 5 2 2
Q.2. In the past year, how much effect has stress had on your health?
- S I 13 11 15 14 9 ] 16
1Y 11— 31 33 35 29 21 28 33
Hard'ly any or none .................................. Cereeraeaees 55 54 50 55 65 61 49
Don't know what stress 7s...ciiveiiiiniiieiniinnnss eeeaesaanes 2 1 1 2 5 2 2
Q.3a. In the past year, did you think about seeking help for any
personal or emotional problems from family or friends? {Yes)...... 15 21 19 9 4 10 18
0.3b. In the past year, did you think about seeking help for any
personal or emotional problems from a helping professional or a
seTf-help group? (Yes). .. veet i iiiriiireriiiinneeainneennnannnns 11 12 15 9 4 8 14
Q.4. Did you actually seek any help? (Yes) From whom did you seek
help?
Famﬂy Lo o o - 1 T 13 P 7 11 8 3 2 4 9
Professional or self-help group.......cvcveiieiierennneninesannss 7 7 10 6 3 5 8
EXERCISE
R.2a. In the past 2 weeks, have you done any of the following
exercises, sports, or physically active hobbiesb--
HaTKing for eXerCiSe. ... e oiieiiiaiaiaiiieaneneennsann 4] 43 40 41 41 37 45
JOGging Or FURRTING. ..o ittt iiit e iieninsecnnesasncosesssonansns 10 20 11 4 1 14 7
Calisthenics or general exercise.......corinciiniernrnnssasanens 22 33 24 15 11 22 22
51 3 £ 11 14 12 8 5 11 10
Swimming or water exercises............. e baeetare e, 10 16 11 6 2 10 ]
R.3. Do you exercise or play sports regularly? (Yes)........ccvvuenn... 40 53 42 31 29 43 38
R.4. For how long have you exercised or played sports regularly?
Less than 1 year......c.covvenenenn. e bedsecenare st raaeeraana 5 7 6 4 2 3 7
Y. 1 o3 6 7 6 4 4 4 7
b T o~ Y 3 4 4 3 3 3 4
G OF MOTE YBAY S . et ueresurcrorensesaneronacsassnonsncsanonsnsasss 24 33 24 19 18 31 19
Do not exercise regularly.....ccveerereieeinioinsssnasoasanes 60 48 59 69 71 57 €3
R.5a. Would you say that you are physically more active, less active,
or about as active as other persons your age?l,3 Is that (a lot
more or a little more/a lot less or a little less) active?
ATot MOre..oeeeecnnniscanannns eteeesiantaecersneas herieeeaes 18 15 17 19 22 21 15
7S I 2 o = T = 16 15 16 15 17 17 14
About as active.....viiiiiiiiiiiiiiiiei i feeereseneenana 49 50 48 49 46 48 49
Alot TesS.uuiniiinninaneness st e eeesearanases 6 5 6 8 8 5 8
A Tittle TeSS.ieniiinneresnrensoreacnencovanasas DN 12 15 14 9 7 10 14
R.7a. How many days a week do you think a person should exercise
to strengthen the heart and lungs?
Less than 3 days........ et ereesaaai e e et eeaes 6 7 7 4 3 6 5
B I - 3 heteseeanesenen 40 51 49 31 16 40 39
5 daysS OF MOTE.u.uuiierivneseeraneecarannnans e riserasaanaeaans 38 34 34 44 46 37 39
DON' t KMOW. .« ee e ceianntenannecneeraacaseccsaceasaceascsoanasans 17 8 11 21 35 16 17
R.7b.  For how many minutes do you think a person should exercise
on each occasion so that the heart and lungs are
strengthened?
Less than 15 MinUteS. .. veiinier ittt it ieicnesinssaasacannnnns 6 4 5 7 9 5 7
15 £0 25 MinUEeS. ... ittt ettt i et i i ittar et e 23 22 25 23 20 21 24
More than 25 MiNUteS. ... .cveiiniitiiir it rieearennoanoninanas 52 65 58 44 28 55 49
DON E KROW. .ottt eeiie i iieeeeannseasenarerassasereaanaaranenen 20 9 12 26 43 20 20

See footnotes at end of table.
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Table 1. Estimates of the percent of population with selected behaviors and knowledge from the 1985 National Health Interview

Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex: United States, 1985--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.)

Age Sex
Section
and
item AN 18-29 30-44 45-64 65 years
number Health behaviors and knowledge ages years years years and over Male Female
EXERCISE--Con. Percent of population
R.7c. During those (number in 7b) minutes, how fast do you think
a person's heart rate and breathing should be to strengthen
the heart and lungs? Do you think that the heart and
breathing rate should be--
No faster than usual... ...ttt iiiirainnannnns 3 3 2 4 7 3 4
A little faster than usual..... ... iiiiii it iiiiiieannnns 45 47 43 45 a4 a4 45
A lot faster but talking is possible..................cc.oen.... 34 41 43 28 12 36 32
So fast that talking is not possible...............ccoiienunn.. 1 1 1 1 0 1 1
310 B T+ 17 8 11 22 37 17 18
SMOK ING
Cigarette smoking status (Based on Items S$.1-3)
L= A 45 55 42 37 50 36 54
1T A 24 13 23 31 34 31 18
Current {Includes unknown amount smoked).............oivenenennn 30 32 34 31 16 32 28
Less than 15.............. ettt ettt arae e e e e, 9 12 9 8 6 9 10
BT N 12 14 13 13 7 13 12
T LT T Tt 8 5 11 10 3 10 6
5.3. On the_average, about how many cigarettes a day do you now
smoke?’ {Current smokers)
Less than 15, .. ettt ie et ettt e 31 39 27 27 38 27 37
B et teirer ety 42 45 39 42 43 41 43
P LT« - 27 17 33 31 19 32 21
S.4. Tell me if you think cigarette smoking definitely increases,
probably increases, probably does not, or definitely does
not increase a person's chances of getting the following
problems?
Emphy sema
D 81T - 11 90 89 93 91 86 89 91
Definitely TNCreases. . oo re et iiiiiiaeeenennrnanennnsan 73 69 76 74 70 70 75
Probably TNCre@5eS .. vt ottt iatiiecettieiirenenaeranenns 17 20 16 17 16 19 16
DOES NOt TNCreaSE. e iuriereernescerenssnacnennennes Cherenaneas 2 2 2 2 2 3 2
Probably does not inCrease........civiiiiiiinneirennnanennan 1 2 1 1 1 2 1
Definitely does nNOt iNCrease.......ccveeceriinnnrnnnnennnns 1 1 1 1 1 1 1
Don't know/No Opinion. ..ceeueiriiii it iiieranenannnns 8 9 6 7 12 8 8
Bladder cancer
B 8T 0T T 35 41 34 33 31 36 34
Definitely TNCreases. . iue et eeiiianeerenercaenannannans 12 13 11 13 12 13 11
Probably increases........c.veviiineiiii it 23 28 23 21 19 23 23
D0ES MOt TMCIrEaSe. . .cteer ettt e ciaranrtestranasannnnsnsans 25 29 29 21 14 24 25
Probably does not increase..........oiiiiiiiiiiiiiiaaaan.. 17 22 20 14 9 17 17
Definitely does not increase..........cvveiiiernnrnenennnnns 8 8 9 8 5 8 8
Don't know/No Opinion. . .ot iii it e it 40 30 37 45 55 39 41
Cancer of the larynx or voice box
41 od - 13 87 90 90 86 76 86 87
Definitely TMCreases. cve et ieeerinernerenanannnanns 55 58 59 54 46 53 58
Probably TNCreases.. ... eininienniinerosreonsnnsarencnnans 31 31 32 32 30 33 30
Does MOt TNCIrease. . vniinieiniiiriennenanannnannans eereerans 3 3 3 3 4 4 3
Probably does not inCrease..........c.cieviieianencnencnenans 2 2 2 2 2 3 2
Definitely does not iNCrease..........covivenenenrnennnanans 1 1 1 1 2 1 1
Don't know/No Opinion. . ..ottt iiiiaareeaaaaennas 10 7 7 11 20 11 10
Cataracts
Tt o= BT 16 21 14 13 12 16 15
Definitely INCreases. . oo eiir ittt iineerannennarenns 4 6 4 4 3 5 4
Probably inCreases......covviiiiiiii i 11 16 11 9 8 12 11
Does not increase.............. ettt abaeans 42 45 47 39 29 42 41
Probably does not increase.............cooiiiiiiiniaininnan, 22 27 23 19 14 22 21
Definitely does not iNCrease. .. ....oiiiiiiiniiiinnrenennnnns 20 18 24 21 15 20 20
Don‘t know/NO Opinion. ...ttt ittt iirerenanennnn 43 33 38 48 59 42 44

See footnotes at end of table.
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Table 1. Estimates of the percent of population with selected behaviors and knowledge from the 1985 National Health Interview
Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex: United States, 1985--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.)
Age Sex
Section
and
item AN 18-29 30-44 45-64 65 years
number Health behaviors and knowledge ages  years years years and over Male Female
SMOK ING--Con. Percent of population
S.4. Tell me if you think cigarette smoking definitely increases,
probably increases, probably does not, or definitely does
not increase a person's chances of getting the following
problems?--Con.
Cancer of the esophagus
INCreases...cooveremceeinenenranenns e ieeriaceeseaaas ereees 79 83 82 77 69 77 80
Definitely TNCreaseS. v e iernerernaieencsoneerareanearsnns 42 45 45 40 35 41 44
Probably INnCreases........c.ecieeiireiiererreneencnannnananes 37 38 37 37 33 36 37
DOES NOL TMCYrEASE. . curirnrnereaeraacoosnsvensnonsoasossononaes 6 5 6 7 6 7 5
Probably does not inCcrease.......c.ceevveveunenennans PP 4 4 4 4 3 5 3
Definitely does ROt TNCre@se....cvcveivrenviireanenornonnnns 2 1 2 2 2 2 2
Don't know/No Opilmion. ...ttt iaieieaeieniaaaeass 15 12 12 16 26 16 15
Chronic bronchitis
J 4 T o = TS 85 88 88 85 75 84 87
Definitely TNCreases..cu.eeir i i ieiennecencarevesncacsnsan 54 55 58 53 44 51 56
Probably TMCreasesS...ccvieieeeeecnaveasveaccanoncsnnncasanans 32 32 31 32 31 33 31
Does not NCrease........oeeeiiencenenees eteeereisenetensrane 5 4 4 5 5 5 4
Probably ducs NOT TMCreaSE..ceeeeeevennrenrneranreeranacans .. 3 3 3 3 3 4 2
Definitely does not iNCrease........c.oevveeinernnnennnnnnnes 2 1 2 2 2 2 1
Don‘t know/No opinion.....covivreniinennnanes bereucencntaaaas 10 8 7 10 20 11 9
Gallstones
D5 273 of=T: T3 U DN AN 11 15 10 10 9 11 11
Definitely increases..... eiseseneens Ceeretcveeressssaassane 3 3 3 3 3 3 3
Probably increases..... feeternsesiseancasasasetaenansans ceen 8 12 7 7 6 8 8
Does not increase.......... eeereeiiieaaes eenees [ PR 45 49 51 42 31 46 44
Probably does not inCcrease........coeveeiviinrerinscnnnns PR 22 27 25 19 14 22 22
Definitely does not IMCrease.......ccvieveennriocecncasanns vee 23 22 26 24 18 24 22
Don't Know/No OpPimioN. . ceeerineineesenencenseccnsnesnsnnosnane 44 36 39 48 59 43 45
Lung cancer
Increases......cocomvevecnnnnnn. e tabeareeesenet s eaarnaes 94 96 95 93 87 93 94
Definitely increases......cocveiiiininnnenanns Cenreieeeenee 79 85 81 75 71 77 80
Probably TNCreaSeS..ceeueerererssrocnsnsessresseresnansasoos 15 11 14 18 16 16 13
Does not increase............... A 2 1 1 2 2 2 1
Probably does not increase.......... eeeseneatenecceraananas 1 1 1 1 1 1 1
Definitely does not iNCrease....c.eveieeecerinceosnanns veeean 1 0 1 1 1 1 1
Don't Know/No Opinion..couiieiininiienenienconanecnonnercnnns 5 3 3 5 11 5 5
S.4. Does cigarette smoking during pregnancy definitely increase,
probably increase, probably not or definitely not increase
the chances of--(Persons under 45 years of age)
Miscarriage
N eSS . v i et iacncsasostoscesanenncsocncaaasscansosonnassas 73 76 70 .- . 71 74
Definitely TNCreases. ...ttt eicecseansercesonaaneraacans 34 36 33 .. .. 33 36
Probably TNCreaSeS.u v et ieicinceatonceessconncoansnonnnsns 38 40 37 .. . 38 39
DOES NOT TNMCrEaSe. . urueneiieneteiecarreocmencnoansnreraasenas 12 11 13 e . 0 14
Probably does not increase............covevevenen.. e 9 9 9 .- 8 10
Definitely does not increase............ Creeeerearteareaes 3 3 3 - 2 4
Don't know/No Opinion....coeererveonenrenoneiensannncancs cees 15 13 17 - 19 12
Stillbirth
INCreases.....coeeverencnans O 65 68 62 .. . 62 67
Definitely increases...... feeeiaseneateaianas e 28 29 27 . . 26 30
Probably increases.......... . 37 39 35 - . 37 37
Does not inCrease........eevvee 14 13 15 .. . 13 16
Probably does not increase..... 11 10 11 .. . 10 11
Definitely does not increase..... ereneen Ceeresnens RTINS 4 3 4 .. 3 4
Don't know/No opinion.......... et retriiiereatrraarrieaas 21 19 23 . 25 17
Premature birth
Increases......ocvcevcienecnnanns teeesceasareceseetcnraraan .o 70 72 67 . 63 76
Definitely TNCreasesS..uieeiecercarenrneecssonnennn eneens e 32 33 30 . 26 38
Probably increases........coevevneenenen. Ceereraas e P 38 39 37 . 37 38
Does not increase............e... tetrecsananeenatreneneseanas 12 11 13 . . 13 11
Probably does not increase.................. v 9 9 9 cee 10 8
Definitely does not TNCrease....ccoveeeneecrenrenrananannnns 3 3 4 . 3 3
Don't know/No OpIRION. ...vienenreieiniiienenserecronneneass 18 16 21 i 24 13

See footnotes at end of table.
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Table 1. Estimates of the percent of population with selected behaviors and knowledge from the 1985 National Health Interview

Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex: United States, 1985--Con.

(Datq 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.)

Age Sex
Section
and
item Al 18-29  30-44 45-64 65 years
number Health behaviors and knowledge ages years years years and over Male Female
SMOKING-~-Con. Percent of population
S.4, Does cigarette smoking during pregnancy definitely increase,
probably increase, probably not or definitely not increase
the chances of--{Persons under 45 years of age)--Con.
Low birth weight of the newborn
D Tod T -7 79 80 77 ... e 73 85
Definitely T1NCreases. . v et ieeeiiieenereneesnnarersanans 44 45 43 36 52
Probably TNCreases. . ouieeeiieeerinerecneaenncarenercananans 35 35 34 . 37 33
DOES MOt TNCIrEASE .« i ittt iveeieiinereancacnasasssoanasaneneas 7 7 7 8 6
Probably does not inCrease..........coriiuiiiiiiinnninanonnnn 5 5 5 6 4
Definitely does not increase..........coivieiiinvninnnineen. 2 2 2 2 2
Don't know/No Opinion.....oviuiiiiiiinient i iatnnseennnnannnes 14 13 15 20 9
$.5a. If a woman takes birth control pills, is she more 1likely
to have a stroke if she smokes than if she does not smoke?
(Persons under 45 years of age)
More THKeEY . ittt ittt et tienecnareancasasencanronoanons 62 64 61 . 52 72
NOL THKETY . e iiee ittt iiienee e iaettencunoacnaaeoncsasarssonansan 6 6 6 .. 7 . 6
DON t KAOW. Lttt iteeneeeneanenoeraeasocasaceaacnnensancaoaoanes 32 30 34 e 42 23
ALCOHOL USE
T.lc. Have you had at least one drink of beer, wine or liquor
during the past year?l (Yes)...o.uoiireeneeiiroeiiernenrnnennns 64 72 72 61 43 75 55
T.2. In the past 2 weeks, on how many days did you drink any
alcoholic beverages, such as beer, wine, or ‘Hquor?l,
Did not drink in past year......coeirriiiiiareinnreneennns Cereees 36 28 28 39 57 25 45
T 14 13 15 14 12 13 14
B s - 32 41 37 27 15 34 30
Dm0 dAYS.raeeai ettt eereeer s . 8 11 10 7 3 12 5
1018 daYS..evnunreenrennnasacerosiosenaneeesnncseesesarenennas 10 6 11 13 12 16 6
T.3. In the past 2 weeks, on the days that you drank alcoholic
beverages,_how many drinks did you have per day, on the
average?l,
Did not drink in past year.......eieiiiieeiniiinnaiancraeennans 36 28 28 39 57 25 45
ORI . e vt ettt ettt eeaae e e ane s e ae e 14 13 15 14 12 13 14
ldrink..oviveeniennn.. e e teeeaaenai et en et 16 12 18 18 17 16 16
2 ArimKS, ottt iiir et a s e Ceraraniacan 16 17 18 16 9 18 13
3ed drinKS, ettt et et ittt e e Ceereeenaa 12 18 14 9 4 16 8
5 Or MOPE ArinKS. o ovt it enteeeeierareeaancnnacaaaasecnnanananenns 7 11 7 4 1 11 3
Drinking Index (2-week daily drinking, based on items T.1-3)7
Did not drink in Past Year.....eviveroerecresoersresvnsararennas 36 28 28 39 57 25 45
o) - 14 13 15 14 12 13 14
Light (.01 to .21 ounce absolute alcohol)..........o.vviuiiinnns 24 26 28 23 15 24 25
Moderate {.22 to .99 ounce absolute alcohol).................... 19 25 21 16 11 26 13
Heavier (1.00 ounces or more absolute alcohol).................. 8 8 1 8 6 13 3
T.6. During the past 12 months, on how many days did you have 9 or
more drinks of any alcoholic beverage?
1 OF MOTE QaYS.. . it iieeieiteenenraceoansnnserencnsasaosasanones 12 22 13 6 1 20 5
5 0r more daysS...c.vviniennennannn et eeesenetas ey 7 12 7 4 1 12 2
T.7. During the past 12 months, on how many days did you have 5 or
more drinks of any alcoholic beverage?
1 OF MOIE QBY S et ounnnoaransasaroneararecsanssnesosasnaseseanas 24 39 28 15 5 36 13
10 OF MOPE OaYS.cucneonruenesasasoasoraansnenssnsosonsnsnsasenes 12 20 13 8 3 21 5
T.8. During the past year, how many times did you drive when you
had perhaps too much to drink?
1 time........ e tmreee e e reete e teae e ettt 3 6 4 1 0 4 2
2 OF MOTE BiMES . . ceunineeeeranaeaaecsoercesasssnasasecaearanenaas 7 14 8 3 0 12 3

See footnotes at end of table.
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Table 1. Estimates of the percent of population with selected behaviors and knowiedge from the 1985 National Health Interview
Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex: United States, 1985--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.)
Age Sex
Section
and
item AN 18-29  30-44  45-64 65 years
number Health behaviors and knowledge ages  years years years and over Male Female
ALCOHOL USE--Con. Percent of population
7.9. Tell me if you think heavy alcohol drinking definitely
increases, probably increases, probably does not, or definitely
does not increase a person's chances of getting the following
problems?
Throat cancer
N S . o ittt iiesianeteanseransnesocnscsancnsasvasarensanasne 40 39 36 4] 44 37 42
Definitely TMCreasesS. e uiii e iniiiiineraruncnsorensaranness 15 11 13 17 21 13 16
Probably inCreases......coveeveamiiranniionncensnssananenes 25 28 23 24 23 24 26
DOES NOt TNCreaSe...ucurerneeerneaneceoneanancasceoaacnoannnen 33 39 39 29 17 37 29
Probably does not InCrease.......c..eeueeeecocarunaconcnnans 22 28 26 19 11 25 20
Definitely does not iNCrease........eveiievncancccncacennann 11 11 13 10 6 12 9
Don't know/No Opinion....coeeniieiiiiiiiiiiiiriiiieanaaeans 27 22 25 30 38 25 29
Cirrhosis of the Tiver
Increases........covvevunnnn e e eeteresieaesre et arsoan 93 94 96 94 87 93 94
Definitely TNCreases..coveivenriiernireneesarsansecnnnnsas 78 77 82 80 71 76 81
Probably TNCreasesS. . .veeeeeeceeneceereancsoncasoncasoneanens 15 17 13 14 16 17 13
DoES NOt TNCIre@Se. .. iieirirereaeicencnseasaceascnocoacansnnn 1 1 1 1 1 1 1
Probably does not increase............... hedceteecsrenaanan 1 1 0 1 1 1 0
Definitely does not inCrease......civenreenienrenincerancan 0 0 0 0 0 0 0
Don't know/No OpinmTon. .. v riniiiiiiiteiiiiasneresernnnsnens 6 5 4 5 12 6 6
Bladder cancer
TN S . it vt retceruanensecesonassasoncssonsencasasasans ceee 66 72 67 63 58 66 66
Definitely increases..... Ceasesseececnsanas cieans [N 28 39 27 27 26 28 28
Probably increases.....c.cviieecnvenccnnncecennann eesiesneas 38 41 40 36 32 38 38
DOES NOt TNCreASE. . vuuriieriirescncnncnocssncssaconcconnsansss 11 12 13 11 7 12 10
Probably does not iNCrease......cceeeveiiieerevneensveneneans 8 9 9 8 4 ] 7
Definitely does not increase.......ceeeveveeans Ceeteenesesens 3 3 4 3 2 3 3
Don't know/No opinion......coiiereeeeenencranennan iessenenoas 23 16 20 26 36 22 24
Cancer of the mouth
BT o 113 Ceeiaeene 32 31 29 34 38 29 35
Definitely increases.....cceeveneecennnsss Ceeeserenaes aeeas 11 8 9 13 17 9 12
Probably TnCreases.....cccieeiienineecncaiccracarcnanonannnn 21 24 19 21 22 20 23
Does Not TNCrease.....coveriieiecnernasocnennnaane eneanen cenen 36 43 42 31 19 41 31
Probably does not NCrease...c.eeeoeiiernceananceransoneasan 23 29 27 19 11 27 20
Definitely does not increase........coiviveievnnnn.s P 13 14 14 12 8 14 11
Don't Know/No OpTmion. . cverseeeaeneeenneeeerocaeaseoneccannnns 32 26 30 35 43 30 34
Arthritis
Increases..... et edetaiesenseanacenenan teeeneressenoneas ceean 15 16 13 15 15 15 14
Definitely increases............ 4 3 3 4 5 4 4
Probably increases.............. 11 13 10 11 10 11 11
Does NOt TNCrease....v.erecuvrreasvencccnoanascnas Ceeneranaea 46 53 51 41 30 48 44
Probably does Not TNCrease....c.ceeeeerennencacenanneennsannns 24 30 27 20 14 25 23
Definitely does not increase......... eteeeenceraneareraana. 22 22 24 21 17 23 21
Don't know/No opinion.....ccoveiiiienennarennann. eeeeensaasen 40 31 36 44 55 38 42
Blood clots
B £ of o - 11 -3 A detressananes 34 44 32 29 26 32 35
Definitely increases......ccecvvnunnn. ererensane eeeraee res 10 12 9 9 9 9 10
Probably TNCreases...ccveeeuenenreneerocenveccncecnncmennnns 24 33 23 20 18 23 25
Does Not TNCrease....cvcuviieienrinercesancesscnrarcssvacsnan e 31 29 36 32 21 35 27
Probably does not TNCrease.....c.ceevvereececennas Cheieeneaa 18 20 22 18 11 20 17
Definitely does not iNCrease........cievneiccnenossacoscanns 12 10 15 14 10 14 11
Don't know/No opinion.......covevniniannnn. Cetecaneresaeneaans 35 26 31 39 53 33 37
T.9. Does heavy drinking during pregnancy definitely increase,
probably increase, probably not or definitely not increase
the chances of--(Persons under 45 years of age)
Miscarriage
B 6Tt o - BT 85 87 82 . aee 82 87
Definitely TNCreases...cieierieiiierrieenonssnoncarsnsanans 48 53 43 ves aen 44 51
Probably TnCreases......c.viiieiercereiennniecrnecnnnnns enean . 37 35 39 ves ces 38 36
Does not increase........cceeeiininncrenenns Ceereecasesaanaans 4 4 5 .- . 4 4
Probably does not iNCrease.....ccvseeeercancnrencncacacsaans 3 3 4 . ... 3 3
Definitely does not iNCrease........cocecenvevencnsararcanans 1 1 1 . ces 1 1
Don't know/No opinion.............. feeteseesstearerensanannans 11 9 13 P ... 14 8

See footnotes at end of table.
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Table 1. Estimates of the percent of population with selected behaviors and knowledge from the 1985 National Health Interview
Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex: United States, 1985--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.)

Age Sex
Section
and
item ANl 18-29 30-44 45-64 65 years
number Health behaviors and knowledge ages  years years years and over Male Female
ALCOHOL USE--Con. Percent of population
T.9. Does heavy drinking during pregnancy definitely increase,
probably increase, probably not or definitely not increase
the chances of--{Persons under 45 years of age)--Con.
Mental retardation of the newborn
T = 113G 83 86 80 e A 79 87
Definitely inCreases.....coeveevevninnenannn et eitneaanaans 47 52 41 41 52
Probably TnCreases......coiiniieinnininiernneecrennananne 37 34 39 38 35
91T ToR A g Tod =T T - RSP 5 4 5 5 4
Probably does Not INCrease.......veeveenenineenernnennnnnns 3 3 3 4 3
Definitely does not INCrease.........coievriveenevnnennnnnns 1 1 1 1 1
Don't know/No opinion. ... ..ot iiiiiiiiii i 12 10 14 15 9
Low birth weight of the newborn
B od - - TP 84 85 82 - s 79 88
Definitely increases .. - 46 49 43 e 39 52
Probably inCcreases.......cocvvieinirirnnennnnn .. 38 36 39 40 26
DOES NOt TMCTASE. . ievie i iiiiiirerensnrnesrasesaosrnnaass 4 4 4 5 3
Probably does not inCrease........c..vceiviennnnernnnrennnns 3 3 3 4 2
Definitely does not increase..... b e etortanataseranastanaaann 1 1 1 1 1
Don't know/NO Opinion. ....vvrrunerriiiniinranerecnnnerannanen 12 11 14 16 9
Birth defects
8 1 Ted =T 1= T3 84 87 81 - ... 80 88
Definitely TnCreases. o e eer it ineerneenanensananarsnanns 48 54 43 42 54
Probably TMmCreases. . .couueeerieiinneerrincecaenoarararennnns 36 33 38 ven . 38 34
D0ES ROt IMCTRASE. . uvvi et ieerererneacencareoanasanancananase 4 3 5 5 4
Probably does not increase.........ccovmiiiiiiiniiiiiina., 3 3 4 4 3
Definitely does not inCrease........oeeveveeericinnarannnnns 1 1 1 1 1
Don't know/No opinion.......cooiinnniiiiiiiiiiiiiiiiiinnenn. 12 10 14 15 9
T.10. Have you ever heard of Fetal Alcohol Syndrome? (Persons under
45 years of age) (YeS).uueriiiereeneneereniieenncrenananannnnn 56 52 59 49 62
DENTAL CARE
u.1. This next question is about preventing tooth decay. After I
read each of the following, tell me if you think it is
definitely important, probably important, probably not, or
definitely not important in preventing tooth decay.
Seeing a dentist regularly
DA o] T 1 A 95 96 96 94 91 93 96
Definitely dmportant.... ...ttt iiiiaannnas 82 82 84 83 77 78 86
Probably important......... ettt 12 13 12 12 14 15 10
Mot important................ ettt tar s 2 2 2 3 2 3 1
Srobably not dmportant.. ... .. .oiiiiniiiii it 2 1 1 2 2 2 1
Definitely not important........c.iieiiiiiiiiiiiiiiniiannann 1 0 0 1 1 1 0
Don't know/No opinion...........cvniinnnenn. 3 2 2 3 7 4 3
Drinking water with fluoride from early childhood
Umportant........ e e e te et e ceee et et taeaaa 78 83 84 76 62 77 80
Definitely dimportant..... ... ..o iiiiiiiiiiiiiiiiiiiiiiann, 45 46 52 44 32 42 48
Probably important.........oiiiiiiiiinioiiiiernnineennenn, 33 37 32 32 30 34 32
Not dmportant. ... i i ittt it e, 8 9 7 8 8 9 7
Probably not important.. ... ... .. . i i, 6 7 5 5 5 6 5
Definitely not important. ... ... .. .coiiiiiiiiieronnnocennnnan 3 2 2 3 3 3 2
Don't know/NOo OpinioN.. ..o ieeiiiiiieiennanaronrncancanas 14 8 9 16 30 14 13
Regular brushing and flossing of the teeth
Important.. ..o i et iree ettt 97 97 98 97 93 96 97
Definitely dmportant.. ... .. ittt iiaiien e 88 90 91 88 81 86 90
Probably Important. . ... ittt it it 8 7 6 9 12 10 7
Not TmpOrtant. .. .o i i ittt it 1 1 0 1 1 1 0
Probably nmot dmportant. ... . ... i i e 0 0 0 0 0 0 0
Definitely not important. ... ... ... .ierirnninoneennnnnnnn. 0 0 0 0 0 0 0
Don't know/No opinion.....c. ittt it it 3 2 2 3 6 3 3

See footnotes at end of table.
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Table 1. Estimates of the percent of population with selected behaviors and knowledge from the 1985 National Health Interview

Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex: United States, 1985--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.)

Age Sex
Section
and
item . All 18-29  30-44 45-64 65 years
number Health behaviors and knowledge ages vears years years and over Male Female

DENTAL CARE--Con. Percent of population

u.1. This next question is about preventing tooth decay. After I
read each of the following, tell me if you think it is
definitely important, probably important, probably not, or
definitely not important in preventing tooth decay.--Con.

Using fluoride toothpaste or fluoride mouth rinse

B T o o T 88 94 93 86 74 87
Definitely dmportant.......ccoeiimiineririeiiieroncensseanns 61 72 66 54 43 58
Probably important......ceeniiiiiiiiiiiiiiieiiiannns e 28 22 27 32 31 29

Not Amportant..cocrunnieieiiii ittt iiieeeiiiennnercainens 4 2 3 6 6 5
Probably not important........cccvviiiriiiniaencronnannnnonn 3 2 2 4 4 3
Definitely not important........c..ciiiiiiiiiiieriaiienrrnesns 1 1 1 1 2 1

Don't Know/No OpinioN. . ..ottt ieeeerereananannnns 8 4 4 9 20 8

Avoiding between-meal sweets

D4 1T Lo - | 1 88 89 91 89 81 87
Definitely important......cciiiiniriiiiiiiiiireneeennnncnn 59 57 63 62 53 56
Probably important. ... ..eeeeroiiiiiii it it iiiiiiiiiaea., 29 32 28 27 29 31

Not dmportant....c.oouiiiuriniii it iiiiiiiesianeroncsansncans 6 8 6 6 6 7
Probably not important.......ceeeiiiiiiiieiineennincnnoneens 5 7 4 4 5 6
Definitely not important......cccveiiirriiinninorocanoroaen 1 1 1 2 2 2

Don't Know/NO OpPimION. .. ieeeriireereneuecscacnesarsncasancnnn 5 3 3 5 12 6

u.2. Now I'm going to ask about preventing gum disease. In your
opinion, how important or not important is each of the
following in preventing gum disease?

Seeing a dentist regularly

IMDOrtANt. . i vt iiieiiaeinennnncrearoseasosstancnsssasaasssnsn 94 96 96 94 89 93
Definitely important.....cooieieiiiioniinieeeraccrcneacanss 82 83 84 82 75 78
Probably dmportant. .. .ciiieriiiiiiiiiiitirecicrtaccnansaaan 12 13 12 11 14 15

Not dmportant. .. .c.iiieiiiiieiir ittt rictiencsecascnsansnnns 2 2 2 2 2 3
Probably not important................... 1 1 1 2 2 2
Definitely not important 1 0 0 1 1 1

Don't know/No OpInTON....vie e iieriinieenanaacesnnnanonenns 4 3 2 4 - 9 4

Drinking water with fluoride from early childhood

D101 o - 11 65 74 67 61 52 62
Definitely important 34 38 35 32 27 31
Probably important........cccecivvvnnan... 31 35 32 29 25 31

Not dmportant......coeiimiiiniii it itseiiaaecrnvannsanens 16 16 19 16 11 18
Probably not important.......ccoimiiieiiiiiiiriiininnnnnnnns 12 12 14 11 7 13
Definitely not fmportant.......coviiriiinniinniioiinnnanen. 4 3 5 5 4 5

Don't know/NO OpimiOnN....veeiiiiieeieieeeersesnessssocecanonas 19 11 14 22 36 19

Regular brushing and flossing of the teeth

BT . 95 96 97 95 90 94
Definitely important....cciiiiniiinnnnnirenerrennanenonnns 83 86 87 81 74 80
Probably important.......c.oviiiiiiiiiiiiiiiiiiiiiiienaaana 12 11 10 13 16 14

NOt AMPOrtant. .. veeie it iiiiiiiiieiiienteessinnsconsannns 1 1 1 1 1 1
Probably not dmportant.......ooiiiiiiiiii it 1 1 1 1 1 1
Definitely not important......ccivererieniiiieincnnnncnnn 0 0 0 o] 0 0

Don't know/No Opinion. ..o iiiiiiiiieeieiiieiaeinenncnnnen 4 3 3 4 9 5

Using fluoride toothpaste or fluoride mouth rinse

IMPOrtant. .ottt iiiiiiiiieic it isiiietactsaasaisaensenaas 77 85 78 72 68 74
Definitely important........cooviinenunnn . 47 57 48 42 39 45
Probably important........... .. .. . e 29 28 30 31 28 30

Not important............. .. feee aes 12 9 14 13 9 14
Probably not important 9 7 11 10 6 10
Pefinitely not important........oiiriieiiimeeiennnnnaonnan 3 2 3 3 3 3

Don't know/No Opinion. ... eeniiiiiinieereieranenansnscsaaceaan 12 6 8 14 23 12

Avoiding between-meal sweets

ImpOrtant. . .cviiriiiniiiiiiiaitanertensatonctaaanonsiaenan cers 80 83 81 80 75 78
Definitely important....cvoiiiiriiiiiiiereieeiaaieninnnnenns 50 49 51 52 48 47
Probably Tmportant......cc.eiiiieriiininrinnracencnannacsnas 30 35 30 28 28 31

Not dmportant.......ooueiiniiriiniii it i iiieiiteeritranaceeann 11 11 13 11 9 13
Probably not important........coieeernernunneceacscannncnans 9 9 10 8 [ 10
Definitely not important.......ceeiirinreenrreeneecrennnnnns 3 2 3 3 3 3

Don't know/No Opinion. ... veenneiiarinnenensaeronaasonncns 8 5 6 9 16 9

See footnotes at end of table.
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Table 1. Estimates of the percent of population with selected behaviors and knowledge from the 1985 National Health Interview
Survey Questionnaire on Health Promotion and Disease Prevention, by age and sex: United States, 1985--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.)

Age Sex
Section
and
item AN 18-29  30-44 45-64 65 years
number Health behaviors and knowledge ages  years years years and over Male Female
DENTAL CARE--Con. Percent of population
u.3. In your opinion, which of the following is the main cause of
tooth Toss in children?
Tooth deCay ... .ottt ittt i iiierieriinanananann ererreraas 57 55 56 59 61 1 60
GUM diS€aSE .ttt ittt ittt etteestiitaianaaneanasetesanennnns .. 8 9 8 9 9 10 7
Injury to the teeth. .. ..o i ittt it rtieiiiiinees 29 33 34 26 17 29 28
Don't know....... e e ettt s . 5 3 3 5 14 6 5
u.4. In your opinion, which of the following is the main cause of
tooth loss in adults?
TOOth deCay.....cvvvetriiin ittt ittt eaeneerasnsrnnnncanannnnn 40 42 35 40 44 41 38
UM diSBASE. .ttt i i i i i i ettt e aiai e ereaan 53 52 60 54 43 51 56
Injury to the teeth.. ...ttt it iieenenns 3 4 2 2 2 3 2
0T A 1L 4 3 2 4 11 5 4
U.5a. Have you ever heard of dental sealants? (YeS)....oveverininnnnenan 23 18 31 23 14 22 23
U.5b. Which of the following best describes the purpose of dental
sealants--to prevent gum disease, to prevent tooth decay, or
to hold dentures in place? (Persons who have heard of dental
sealants (yes} in U.5a.
Prevent gum disease.......cceiiiiiiiienianerenenncerannennnnnnns 4 5 3 4 7 4 4
Prevent tooth decay.......ooviiiiiiiinireeinirenesnnecsnscanncen 80 74 85 81 71 79 81
Hold dentures in place.....ccovviviiviinnnnnnn.. Ceenteeserieaens 12 18 9 10 13 13 11
1T 3 T 4 3 3 5 9 4 4
OCCUPATIONAL SAFETY AND HEALTH
V.la. In your present job, are you exposed to any substances that
could endan?er your health, such as chemicals, dusts, fumes
or gases?3 (Currently employed persons) (Yes).........evevnenenn.. 35 36 37 32 17 44 23
V.2a. In your present job, are you exposed to any work conditions
that could endanger your health, such as loud noise, extreme
heat or cold, physical or mental stress, or radiation?3
(Currently employed persons) (Yes)............. Crereian Cerrenenas 36 36 40 33 13 42 28
V.3a. In your present job are you exposed to any risks of accidents or
injuries?3 (Currently employed persons) (Yes)......cvevenvrunnn.. 40 45 40 37 26 51 26

INational Center for Health Statistics, C. A. Schoenborn, and K. M. Danchik: Health Practices Among Adults: United States, 1977.
Advance Data From Vital and Health Statistics. No. 64. DHEW Pub. No. (PHS) 78-1250. Public Health Service. Hyattsville, Md.,
Nov. 4, 1980.

2National Center for Health Statistics, A. J. Moss and G. Scott: Characteristics of persons with hypertension, United States,
1974. Vital and Health Statistics. Series 10, No. 121. DHEW Pub. No. (PHS) 79-1549. Public Health Service. Washington. U.S.
Government Printing Office, Dec. 1978.

3National Center for Health Statistics, C. A. Schoenborn, K. M. Danchik, and J. Elinson: Basic data from Wave I of the National
Survey of Personal Health Practices and Consequences, United States, 1979. Vital and Health Statistics. Series 15, No. 2. DHHS
Pub. No. (PHS) 81-1163. Public Health Service. Washington. U.S. Government Printing OTTice, Aug. 1987,

4National Center for Health Statistics, B. Bloom and S. S. Jack: Persons with and without a regular source of medical care,
United States. Vital and Health Statistics. Series 10, No. 151. DHHS Pub. No. (PHS) 85-1579.

SNational Center for Health Statistics, A. J. Moss and M. H. Wilder: Use of selected medical procedures associated with
preventive care, United States, 1973. Vital and Health Statistics. Series 10, No. 110. DHEW Pub. No. (HRA) 77-1538. Health
Resources Administration. Washington. U S, Government Printing Uffice, Mar. 1977.

6National Center for Health Statistics, J. W. Choi: Exercise and Participation in Sports Among Persons 20 Years of Age and Over:
United States, 1975. Advance Data From Vital and Health Statistics. No. 19. DHEW Pub. No. (PHS) 78-1250. Public Health
Service. Hyattsville, Md., March 15, 1978.

7National Center for Health Statistics: Health, United States, 1985. DHHS Pub. No. (PHS) 85-1232. Public Health Service.
Washington. U.S. Government Printing Office, Dec. 1985.
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Technical notes

The National Health Interview Survey (NHIS) is a con-
tinuous, cross-sectional, nationwide survey conducted by
household interview. Each week a probability sample of house-
holds in the civilian noninstitutionalized population is inter-
viewed 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. A description of the survey design,
methods used in estimation, and general qualifications of the
NHIS data is provided in Current Estimates From the Na-
tional Health Interview Survey, 1985.4

The 1985 NHIS sample consisted of 36,399 eligible
households. The total noninterview rate for the basic health
and demographic household questionnaire was about 4 percent—
about 2-3 percent of which was due to respondent refusal and
the remainder primarily due to an inability to locate an eligible
respondent at home after repeated calls. For the Health Pro-
motion and Disease Prevention questionnaire, self-response
was required and one adult per family was randomly selected
as the respondent. This procedure resulted in an additional
nonresponse of about 7 percent. The number of completed

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

Health Promotion and Disease Prevention questionnaires was
33,630, representing an estimated 90 percent of eligible re-
spondents.

The estimated population for each of the demographic
categories is shown in table I to allow readers to derive an
estimate of the number of people in the United States with a
given characteristic. However, the estimates are based on a
sample of the population rather than on the entire population
and are, therefore, subject to sampling error. Some estimates in
table 1 are small for given characteristics. When an estimate or
the numerator or denominator of a rate is small, the sampling
error may be relatively high. Approximate standard errors for
estimates in this report are shown in table IL

Release of data

To expedite the early release of data from the Health
Promotion and Disease Prevention questionnaire, provisional
estimates previously were made available.! This report repre-
sents the first release of estimates from the final edited and
weighted data file. A number of additional publications are in
preparation, including a Series 10 report similar in format to
this publication but with detail by age, sex, and race, and with
the complete questionnaire and a description of the survey
methods; another Series 10 publication showing selected heaith
behavior and knowledge variables by detailed sociodemo-

Tabie |. Estimates of selected civilian noninstitutionalized populations by age and sex: United States, 1985
Age Sex
Alf 18-29 30-44 45~-64 65 years
Selected populations sges years years years and over Male Female
Population in thousands

Total adult population . ......oouetinrt it 170,872 48,325 51,092 44,512 27,043 80,779 90,192
1T 1T 90,182 24,756 26,201 23,297 15,939 ... 90,192
Population in families with children under 10 years of age .......... 45,826 17,922 23,931 3.491 481 20,145 25,681
Population in families with children under 5 years of age............ 29,916 14,753 13,189 1.756 218 13,241 16,675
Currentily employed population .. .........cviiiiiiiinnnin s 107.316 34,641 40,781 28,645 3.250 60,052 47,264

Table Il. Standard errors, expressed in percentage points, of estimated percents by selected age and sex groups: National Health Interview
Survey Questionnaire on Health Promotion and Disease Prevention, United States, 1985
Age Sex
All 18-29 30-44 45-64 65 years
Estimated percent ages years years years and over Male Female
Standard error in percentage points

L= - - 0.13 0.25 0.24 0.26 0.30 0.20 0.17
100r80 L. i e e 0.18 0.35 0.33 0.36 0.41 0.28 0.24
BT - 0.21 0.42 0.39 0.43 0.49 0.33 0.28
200080 .. ittt e 0.24 0.47 0.44 0.48 0.55 0.37 0.31
2 Or 75 ittt i e, 0.26 0.51 0.47 0.52 0.59 0.40 0.34
B0 Or 70 oottt e e 0.27 0.54 0.50 0.55 0.63 0.42 0.36
BB OrBE . e e 0.28 0.56 0.52 0.57 0.65 0.44 0.37
A0 0rB0 .t et e 0.29 0.57 0.53 0.59 0.67 0.45 0.38
A5 0rB5 .. 0.30 0.58 0.54 0.60 0.68 0.46 0.39
BOOrBO .. e 0.30 0.58 0.54 0.60 0.68 0.46 0.39
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graphic characteristics; and a Series 5 publication providing a Health Resources and Services Administration
comparison of data from this survey with data from the 1985 Centers for Disease Control
Canada Heaith Survey. In addition, a number of research reports Center for Prevention Services
prepared by the staffs of agencies designated as having lead Center for Infectious Diseases
responsibility for particular 1990 objectives will appear in the Center for Environmental Health
November-December 1986 issue of Public Health Reports. Center for Health Promotion and Education
A public use data file based on the 1985 Health Promotion National Institute for Occupational Safety and Heaith
and Disease Prevention questionnaire is scheduled for release Food and Drug Administration
in December 1986. Information regarding the purchase of the Bureau of Foods
public use tape can be obtained by writing the Division of Department of Transportation
Health Interview Statistics, National Center for Health Sta- Office of Driver and Pedestrian Research
tistics, 3700 East-West Highway, Hyattsville, Md. 20782. The President’s Council on Physical Fitness and Sports
Collaboration with Federal agencies Symbols
The following Federal agencies provided partial funding - - - Data not available
for the 1985. I:Iealth Promotion and Disease Prevention study, Cétegory not applicable
and/or participated in the planning and development of the
questionnaire: - Quantity zero
Office of the Assistant Secretary for Health 0.0 Quantity more than zero but less than
Office of Disease Prevention and Health Promotion 0.08
Office on Smoking and Health 4 Quantity more than zero but less than
Alcohol, Drug Abuse, and Mental Health Administration 500 where numbers are rounded to
National Institute of Alcohol Abuse and Alcoholism thousands
National Institutes of Health .

Figure does not meet standard of
reliability or precision (more than
30-percent relative standard error)

National Heart, Lung, and Blood Institute
National Cancer Institute
National Institute of Dental Research

National Institute of Child Health and Human #  Figure suppressed to comply with
Development confidentiality requirements
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1985 Summary: National Hospital Discharge Survey

Hospital Care Statistics Branch, Division of Health Care Statistics

Introduction drop in discharge rates from 1983 to 1985 (figure 1). In addi-

tion, the average length of stay for hospitalized patients is con-

With a rate of 148 per 1,000 discharges, 1985 marked the tinuing to drop. The average stay in 1985 was 6.5 days com-
first year since 1971 that the discharge rate has fallen below pared with 7.7 days a decade ago (figure 2).

150 per 1,000. This is primarily the result of an 11-percent During 1985 an estimated 35.1 million inpatients, exclud-
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Figure 1. Discharge rate in non-Federal short-stay hospitais: United States, 196585
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Figure 2. Average length of stay in non-Federal short-stay hospitals: United States, 196585

ing newborn infants, were discharged from short-stay non-
Federal hospitals in the United States. These patients were hos-
pitalized an average of 6.5 days and used 226.2 million days
of inpatient hospital care. Patients hospitalized during 1985
accounted for 148 discharges per 1,000 civilian population.

These and other statistics presented in this report are based
on data collected by means of the National Hospital Discharge
Survey, a continuous survey that has been conducted by the
National Center for Health Statistics since 1965. In 1985,
data were abstracted from the medical records of approximately
194,800 patients discharged from 414 short-stay non-Federal
hospitals. A brief description of the sample design, data col-
lection procedures, and estimation process, and definition of
terms used in this report can be found in the section entitled
“Technical notes.” A detailed discussion of these items, as
well as the survey form used to collect the data, have been
published.!-

Coding of medical data for patients hospitalized is done
according to the International Classification of Diseases, 9th
Revision, Clinical Modification’ (1ICD-9~CM). Up to seven
diagnoses and four procedures are coded for each discharge.
Although diagnoses included in the ICD-9-CM section entitied
“Supplementary classification of external causes of injury and
poisoning” (codes E800-E999) are used by the National
Hospital Discharge Survey, 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 pri-
marily because of large numbers of occurrences or because
they are of special interest. Residual categories of the diagnostic
and procedure classes, however, are not included in the tables.
More detailed analyses of these data will be presented in later
reports in Series 13 of Vital and Health Statistics.

In 1985, approximately 17 percent of the hospitals sub-
mitted machine-readable data tapes through commercial ab-
stracting services. Preliminary analysis indicates that a greater
number of nonsurgical procedures per patient are obtained
from these hospitals than from hospitals submitting data in the
traditional manual mode (see Technical notes). This has re-
sulted in increases from 1984 to 1985 in the estimates for mis-
cellaneous diagnostic and therapeutic procedures and, therefore,
for total 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
selected patient and hospital characteristics in tables 1-3. The
35.1 million patients discharged from short-stay hospitals dur-
ing 1985 included an estimated 14.2 million males and 20.9
million females. The rates per 1,000 population were 124 for
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males and 171 for females, making the rate for females about
38 percent higher than the rate for males. The number and rate
,of discharges are always higher for females than for males
because of the large number of women in their childbearing
years (15-44 years of age) who are hospitalized for deliveries
and other obstetrical conditions. Excluding deliveries, the rate
for females discharged was 139, or only about 12 percent higher
than the rate for males.

The average length of stay was 6.9 days for males and 6.2
days for females during 1985. The length of stay for females
was shorter than that for males primarily because the average
length of stay of the 3.9 million women who were hospitalized
for deliveries was only 3.3 days. The average length of stay for
females who were not hospitalized for deliveries during 1985
was 6.8 days. ]

The number of discharges from short-stay hospitals by
geographic region during 1985 ranged from 12.3 million in the
South Region to 6.5 million in the West Region, and the rates
per 1,000 population ranged from 154 in the Midwest Region to
138 in the West Region. Regional differences in the number of
discharges are accounted for mainly by variations in population
sizes.

Average lengths of stay by geographic region were 5.4
days in the West, 6.0 days in the South, 6.8 days in the Mid-
west, and 7.7 days in the Northeast.

Discharges from short-stay hospitals were about 40 percent
male and 60 percent female in every hospital bed-size group.
The average length of stay increased steadily from 5.2 days in
the smallest hospitals (6—99 beds) to 7.4 days in the largest
hospitals (500 beds or more) for all patients.

During 1985, voluntary nonprofit hospitals provided med-
ical care to an estimated 24.0 million patients, or 68 percent of
all patients hospitalized. Hospitals operated by State and local
governments cared for 7.8 million patients, or 22 percent of all
discharges, and proprietary hospitals operated for profit cared
for 3.3 million patients or 9 percent of all discharges. Average
lengths of stay were 6.7 days in voluntary nonprofit hospitals,
5.9 days in State and local government hospitals, and 6.3 days
in proprietary hospitals.

Utilization by diagnosis

Diseases of the circulatory system ranked first in 1985
among the ICD-9~CM diagnostic chapters as a principal or
first-listed diagnosis among patients discharged from non-
Federal short-stay hospitals. These conditions accounted for
an estimated 5.5 million discharges. Other leading ICD-9~-CM
diagnostic chapters were supplementary classifications (includ-
ing females with deliveries) (4.3 million discharges) and dis-
eases of the digestive system (3.9 million discharges). Over 38
percent of the patients discharged from non-Federal short-stay
hospitals were included in these three 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 great frequency or because the conditions are of
special interest. Although many of these categories (such as
malignant neoplasms; psychoses; and fractures, all sites) are

groupings of more detailed diagnoses, they are presented as
single categories without showing all of the specific diagnostic
inclusions.

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 category for all patients was females with
deliveries. This was followed by the diagnostic categories heart
disease and malignant neoplasms. Excluding females with de-
liveries, these last two non-sex-specific diagnostic categories
were also the most common first-listed diagnoses for each sex.

The most frequent first-listed diagnoses for 1985 varied
for the different age groups. For patients under 15 years of age,
the most frequent diagnoses were acute respiratory infections,
except influenza; pneumonia, all forms; and chronic disease of
tonsils and adenoids. Excluding females with deliveries, the
most frequent diagnoses for patients 15-44 years of age were
fractures, all sites; psychoses; and abortions and ectopic and
molar pregnancies. Patients 45-64 years of age were hospital-
ized most frequently for heart disease. The most common
diagnoses for patients 65 years of age and over were heart
disease and malignant neoplasms.

The average length of stay for all patients ranged from a
low of 1.5 days for the diagnostic category chronic disease of
tonsils and adenoids, 1.6 days for patients admitted for steril-
ization, 2.0 days for the diagnostic category of cataract, and
2.1 days for abortions and ectopic and molar pregnancies to a
high of 14.9 days for psychoses, and 14.7 days for fracture of
neck of femur. Although the overall average length of stay for
females was shorter than that for males, females stayed in the
hospital longer than males for many of the specific diagnostic
categories shown in this report.

The average length of stay increased with increasing age
for most categories of diagnoses shown. Overall, the average
length of stay ranged from 4.6 days for patients under 15 years
of age to 8.7 days for patients 65 years and over.

Utilization by procedures

One or more surgical or nonsurgical procedures were per-
formed for an estimated 20.7 million of the 35.1 million in-
patients discharged from short-stay hospitals during 1985. A
total of 36.8 million procedures, or an average of 1.8 per patient
who underwent at least one procedure, were recorded in 1985,

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 extraction of lens, open heart sur-
gery, and hysterectomy) are presented as single categories al-
though they may be divided into more precise subgroups.

When grouped by chapters, miscellaneous diagnostic and
therapeutic procedures with 8.8 million procedures ranked first
among the surgical and nonsurgical procedures performed dur-
ing 1985. These were followed by operations on the digestive
system with 5.7 million procedures performed. Other leading
procedures were obstetrical procedures with 4.3 million pro-
cedures, operations on the musculoskeletal system with 3.5
million procedures and operations on female genital organs
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with 3.3 million procedures. Approximately two-thirds of all
" procedures performed in 1985 were included in these five
ICD-9-CM procedure chapters.

The number and rate of all-listed procedures in 1985 for
each ICD-9-CM procedure chapter and selected procedure
categories are shown by sex and age in tables 7 and 8. Of the
36.8 million procedures performed during 1985, 14.7 million
were for males and 22.1 million were for females. The cor-
responding rates per 1,000 population were 155 for both sexes,
128 for males, and 180 for females. Of the procedures shown
in table 7, some common ones for males were arteriography
and angiocardiography and ccmputerized axial tomography;

the most frequently performed procedures for females were
episiotomy and cesarean section.

The rate of procedures per 1,000 population increases
with advancing age from 37 for patients under 15 years to 387
for patients 65 years of age and over. The most frequently
performed procedures for patients under 15 years of age were
tonsillectomy with or without adenoidectomy; for patients
15—44 years of age, episiotomy and cesarean section; for pa-
tients 45-64 years of age, arteriography and angiocardiography,
and computerized axial tomography; and for patients 65 years
of age and over, computerized axial tomography and diagnostic
ultrasound.
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TABLE 1. NUMBER OF INPATIENTS DISCHARGED FROM SHORT-STAY TABLE 3. AVERAGE LENGTH DF STAY FOR INPATIENTS DISCHARGED FROM
HOSPITALS BY SELECTED CHARACTERISTICS: UNITED STATES, 1985 SHORT-STAY HOSPITALS BY SELECTED CHARACTYERISTICS: UNITED
STATES, 1985

(DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBORN

INFANTS) (DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBORN
INFANTS}
SELECTED CHARACTERISTIC BOTH MALE FEMALE
SEXES SELECTED CHARACTERISTIC BOTH MALE FEMALE
SEXES
NUMBER OF PATIENTS
DISCHARGED IN THOUSANDS AVERAGE LENGTH OF STAY IN DAYS
TOTALecevecacosocncccencnnocsccee 35,056 149160 20+896 TOTALescssecesrcscnscnccrenasccncns 6.5 6.9 6.2
AGE AGE
UNDER 15 YEARSecareccecscncenccane 2,972 1,698 1,274 UNDER 15 YEARSeeceecccacscscccsns 4.6 4.5 4.6
15=44 YEARSssencosocscscassccocas 13,966 49153 9,813 4.8 6.1 4.3
45=64 YEARSeecanecsstsescnsncaccns T+ 610 3,776 39834 7.0 6.9 7.1
65 YEARS AND OVEReecencscccarnccas 10,508 44533 54975 65 YEARS AND OVERcevecoscaassecne 8.7 8.4 9.0
REGION REGION
NORTHEAST secsscscsacssccossccocan Tel168 2,998 49170 NORTHEAST ecwssee cnss 7.7 8.0 7.6
HIDHESTeovecasncccsccscnnsssconsce 9911l 35734 54378 MIDHESTeeew ase 6.8 T.2 bel
SOUTHeosevescevcccncsnccnscnccocne 12,274 49850 71425 SOUTHe seccccscccas caee 6.0 6.4 5.8
HESTacacvnccsecencastacanssoscncecs 64502 24579 3s923 WESTeeeeososcccracncscosccasmnacae 5.4 5.9 S.1
BED SIZE BED SIZE
6=99 BEDSeceecrcrenveccrcccrcaccasse 59331 2+118 3,213 6=99 BEDScesscesscasscaccancsnses 5.2 5.4 5.1
Gr 443 24565 3,878 100-199 BEDS 5.8 6.2 5.5
64953 2,905 43048 200-299 BEDS 6.5 6.8 6.3
89625 34459 55167 300-499 BEDSecee. 6e8 7.3 6.5
500 BEDS OR MOREaesscoccassscoces 74703 3,113 49590 500 BEDS OR MOREccsccosacsccncene 1.4 8.0 7.0
OWNERSHIP OWNERSHIP
NONPRCFITecvceoonsceccscnnccssses 23,984 9vb645 144339 NONPRCFITeeecnsescaccsnancsasnncese 6.7 Tl bob
STATE AND LDCAL GOVERNMENT Tv776 3,153 4623 STATE AND LOCAL GOVERNMENT. 5.9 6.3 5.6
PROPRIETARYscenoasaccescsscccancs 34296 1.362 1,933 PROPRIETARYceeorcancvscoancasones 6.3 6.7 6.0

ABLE 2. RATE OF INPATIENTS DISCHARGED FROM SHORT~STAY
HOSPITALS, BY AGEs GEOGRAPHIC REGION, AND SEX: UNITED STATES,

1985
(DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBORN
INFANTS)
AGE AND REGION BOTH MALE FEMALE
SEXES
RATE OF PATIENTS DISCHARGED
PER 1,000 POPULATION
TOTALescacossacocasosannsrssnncas 14749 123.5 170.7
AGE
UNDER 15 YEARSe..» 57.2 63.8 50.2
125.1 75.4 173.4
4564 YEARSeocsees 165.5 17642 163.4
65 YEARS AND OVERssecescecrsscases  36Bu3 393.2 351.4
REGION
NORTHEASTeeoccosvssossasascnsones  lékal --- ---
154.3 .- ---
151.6 --- ---

137.6




6 advancedata

TABLE 4. NUMBER OF INPATIENTS DISCHARGED FROM SHORT~STAY HOSPITALS,

STATES, 1985

8Y CATEGDRY OF FIRST~LISTED DIAGNOS1S,

SEX,

AND AGE:

UNITED

{DISCHARGES FROM NONFEDERAL MHOSPITALS. EXCLUDES NEWBORN INFANTS. DIAGNOSTIC GROUPINGS AND CODE NUMBER INCLUSIONS ARE BASED ON THE
INTERNATIONAL CLASSIFICATION OF DISEASES, 9TH REVISION, CLINICAL MODIFICATION)

SEX AGE
CATEGORY OF FIRST-LISTED DIAGNOSIS AND ICD-9~CM CCDE
TOTAL MALE FEMALE UNDER 15 1544 45-64 65 YEARS
YEARS YEARS YEARS AND OVER
NUMBER OF PATIENTS DISCHARGED IN THODUSANDS
ALL CONDITIONSecvsescoecacesecncrsnncssancasacsanscassnonsnssces 35,056 144160 20,896 2,972 13,966 Te610 10,508
INFECTIOUS AND PARASITIC DISEASESecceccccccccaccnnscesslO1-139 669 308 361 193 210 95 172
NEOPLASMSccccoconsnanccssrcecssnsaccasass sceccseaceslh0=-239 2,411 1,008 14403 69 454 794 1,094
MAL IGNANT NEOPLASMScccecnccscnanccace eeel40-208,230-224 1,911 892 1,019 43 229 648 991
MALIGNANT NEOPLASM OF TRACHEA,
BRCNCHUSy AND LUNGeaassvevecsavenonvoenasanlb2,197.04197.3 315 206 110 * 13 132 169
MAL IGNANT NEOPLASM OF BREASTevesesvsvcccaceal?4~175,198.81 208 * 207 * as 9l 81
ENDCCRINE, NUTRITIONAL AND METABCLIC DISEASES,
«260-279 1,068 409 659 70 271 279 448
DIABETES MELLITUSccccacecrccccccnccancosccasccccncoscncaals 480 194 286 21 128 160 171
DISEASES OF THE BLOCC AND BLOOD~FORMING ORGANS« s eaeese«280—289 342 149 193 58 30 56 138
1,700 918 782 49 1,014 396 240
701 325 376 *6 396 164 135
19% 68 126 *5 120 44 26
ALCCHOL DEPENDENCE SYNDROMEeseeeocscsccccccccncccnascnnce303 3es8 312 76 * 239 121 26
DISEASES OF THE NERVOUS SYSTEM AND SENSE ORGANSe cessse«320-289 1,211 537 674 229 205 267 409
DISEASES OF THE CENTRAL NERVOUS SYSTEMecceaae320~336,340-349 425 196 229 64 143 93 126
CATARACTcoecvanoncnceconnccoane 182 67 114 * *6 38 138
DISEASES OF THE EAR AND HASTDID PROCESS. 259 117 142 118 55 47 39
DISEASES OF THE CIRCULATORY SYSTEMuscsacesasecossecsacee390-459 50470 24783 2,686 35 481 1,728 3e 224
ESSENTIAL HYPERTENSIONeeseevocaccaccssccsccccncsnncncscneh0l 214 89 124 * 45 84 a2
HEART DISEASEceeeee391-392.04393-3989402+4041420-416¢420-429 3,584 14910 1674 20 250 1204 2+111
ACUTE MYDCARDIAL INFARCTIONe.. 755 466 289 * 50 267 436
ATHEROSCLEROTIC HEART DI SEASE.. 304 190 114 * 13 134 157
OTHER ISCHEMIC HEART DISEASEaacee ee4ll=4134414al~414.9 992 549 443 * 67 423 501
CONGESTIVE HEART FAILUREsecocasses sesccccssscnnssh28.0 557 247 310 * 11 9% 446
CEREBROVASCULAR DISEASEeeccscccaccssoncrasasenassnaneh3D=438 916 416 500 * 34 192 686
DISEASES OF THE RESPIRATORY SYSTEMecevescroocncans «460-519 3,238 1,591 1,647 848 656 612 1,121
ACUTE RESPIRATORY INFECTIONS, EXCEPT INFLUENZA.. -4 60=466 64 236 229 229 78 59 98
CHRONIC DISEASE QF TONSILS AND ADENCGIDSecscccace aveeahTéh 288 124 164 186 98 = -
PNEUMONIAy; ALL FORMSeassescecscsssesenes «480-486 854 433 421 206 100 147 400
ASTHMA . caceenconcnnccsscnnsscocesccccscscanncscasnsansenesh93 462 195 266 144 124 97 97
DISEASES OF THE DIGESTIVE SYSTEMeseeccccsesns o0 520-579 3,873 1,829 24034 346 1,222 1,038 1e267
ULCERS OF THE STOMACH AND SMALL INTESTINE. «531~534 292 156 137 2 73 86 131
GASTRITIS AND DUODENITISes coceccnccncacsse eoves535 203 87 116 15 79 57 51
APPENDICITIS¢eccccccansncase +540-563 250 143 107 65 148 23 14
TNGUINAL HERNIAccececsnncsncnsncoconasn evesecese550 384 343 4“2 47 100 118 120
NONINFECTIOUS ENTERITIS AND COLITIS. 555-556,558 457 191 266 133 165 66 G4
CHOLELITHIASISeeescaceasacscaacannans escscssas5T4 474 140 333 * 162 154 157
DISEASES OF THE GENITOURINARY SYSTEM.ccseecsascncencsses580-629 2,805 958 1,848 101 10324 646 735
CALCULUS OF KIDNEY AND URETERsvecevsscaccccnccancacssnsne592 32s 215 110 * 165 119 39
DISOROERS OF MENSTRUATION AND OTHER
ABNORMAL VAGINAL BLEELINGeusesuccsvosencsanccnssnvasaeesb26 193 - 193 * 148 43 *
COMPLICATIONS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPERIUMaececevscracncsccssnssoncsonnnanasel/ 630-676 968 eee 968 *5 961 * ven
ABORTIONS AND ECTOPIC AND MOLAR PREGNANCIESsceccaecase630-639 382 cnn 382 * 378 * oo
DISEASES OF THE SKIN AND SUBCUTANEQUS TISSUEseecscosess680-709 542 268 273 58 203 134 167
DISEASES OF THE MUSCULOSKELETAL SYSTEM
AND CONNECTIVE TISSUEsecsccccncccsacsssassccsccconssssT10~-739 25170 939 1,231 70 860 699 542
ARTHROPATHIES AND RELATED DISORDERS... -710-719 465 188 276 18 133 130 1e3
INTERVERTEBRAL DISC DISORDERSeescceccesccvansccsssscncaans?22 508 281 227 * 265 191 51
CONGENITAL ANOMALIESsccesesecscccasvcarcnssnnansncssccas 740-759 269 156 113 150 T2 30 17
CERTAIN CONDITIONS CRIGINATING IN ThE
PERINATAL PERIOD+cccecerccscsncccsasscsccncnsacasceeasslb0-779 159 82. kad 158 * . -
SYMPTOMS, SIGNSy AND ILL~DEFINED CONDITIONScceecccseacso780-799 534 260 275 85 235 135 79
INJURY AND POISONINGecaaravseseocvescsccnas *eee800-999 3,303 1,800 1,503 398 1,510 603 793
FRACTURESy ALL SITESececceas «»eeB800-829 19129 550 579 132 398 181 419
FRACTURE OF NECK OF FEMURseeascecscccsnccas esnsnces 820 258 62 196 * 11 24 219
SPRAINS AND STRAINS CF BACK (INCLUDING NECK)eeecssooosB46-847 237 117 120 * 146 63 25
INTRACRANIAL INJURIES (EXCUDING THOSE WITH
SKULL FRACTURE)}eewseonsccas cese searseneseaB50-854 268 162 107 64 140 31 34
LACERATIONS AND OPEN HDUNDS..........................870-90# 277 203 T4 38 181 35 23
SUPPLEMENTARY CLASSIFICATIONSseeceossvsasnorccccrrncecssVOl~VB2 4e324 156 44168 52 4,098 92 82
PERSONS ADMITTED FOR STERILIZATION... 82 * 80 b -39 - -
FEMALES WITH DELIVERIES.ecacecacccansaccsccascacccecnaessV27 3,854 ese 3,854 11 3,838 .5 ese

1/ FIRST-LISTED DJAGNOSIS FOR FEMALES WITH DELIVERIES 1S CODED V27, SHOWN UNDER "SUPPLEMENTARY CLASSIFICATIONS."
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TABLE 5. RATE OF INPATIENTS DISCHARGED FROM SHORT-STAY HOSPITALS, BY CATEGORY OF FIRST-LISTED DIAGNOSIS, SEXs AND AGE: UNITED
STATES, 1985

¢DISCHARGES FROMW NONFEDERAL HOSPITALS. EXCLUDES NEWBORN INFANTS. DIAGNOSTIC GROUPINGS AND CODE NUMBER INCLUSIONS ARE BASED ON TME
INTERNATIONAL CLASSIFICATION OF DISEASES, 9TH REVISION, CLINICAL MODIFICATION)

SEX AGE

CATEGORY OF FIRST~LISTED DIAGNOSIS AND ICD-$-CM CODE
TOTAL MALE FEMALE UNDER 15 15-44 45— 64 65 YEARS
YEARS YEARS YEARS AND OVER

RATE OF INPATIENTS DISCHARGED PER 10,000 POPULATION

ALL CONDITIONS cocnnreenscncnccsvcansosancncsvooncavsasassnsncaes ls478.9 19235.5 1+706.9 571.9 19250.8 19695.2 3968342
INFECTIOUS AND PARASITIC DISEASESeecscecscccccaccascsss001=139 2842 26.9 29.5 37.2 18.8 21.1 6042
NEOPLASMSceeescccnsccacrsccensscsssccscnnssensscavacenssldl=236 101.7 87.9 1l4.6 13.3 40.6 177.0 383.3
MALIGNANT NEOPLASMSececrcccsnsoscsacnnscoacses 140-208,230-2234 80.6 77.8 83.3 8.4 20.5 164.3 347.3
MALIGNANT NEOPLASM OF TRACHEA,
BRONCHUS) AND LUNGeccasasossscmccccsccensel629197.0,197.3 13.3 17.9 849 = 1.2 2%.4 59.4
MALIGNANT NEOPLASM OF BREASTecececsascccseesel?74~175,198.81 8.8 * 16.9 * 3.1 20.2 28.3

ENDOCRINE, NUTRITICNAL AND METABOLIC DISEASES,

AND IMMUNITY DISORDERS 45.1 35,7 53.8 134 24.3 62.3 156.9
DIABETES MELLITUSeses 20.2 16.9 23.4 4ol 11.5 35.5 59.9
DISEASES OF THE BLOCD AND BLOGO-FORMING DRGANSeeacoaess280-289 lbo4 13.0 15.8 1.1 8ol 12.6 4843
MENTAL DISORDERSecceccscsscessscccccsssscnscacaascenaseal90-319 Tre7 80.1 63.9 Se4 90.8 88.3 84,3
PSYCHOSESececareccssecossnnccccnsonccnccacsasnssnanees290-299 29.6 28.4 30.7 *1.1 35.5 36.6 47.2
NEURGTIC AND PERSONALITY DISORDERSeeccoccvesssccsceass300-301 8.2 6.0 10.3 *1.0 10.7 9.7 9.0
ALCOHOL DEPENDENCE SYNDROMEeeeceseosoecccccnsscascancaness303 1l6.4 27. 6.2 * 2l.4 26.9 9.3
DISEASES OF THE NERVOUS SYSTEM AND SENSE ORGANS. eeweee320-389 5lel 46.8 551 44.1 27.3 59.5 143.5
DISEASES OF THE CENTRAL NERVOUS SYSTEMeceeeee320-336,340-349 17.9 17.1 18.7 12.2 12.8 20.6 4h.1
CATARACTevecescancconccancnccsescsasvossscnnarcssnaacnsss3bb Te7 5.9 9.4 * *0.5 8.4 48.2
DISEASES OF THE EAR AND MASTOID PROCESSescscescecaccee380-389 10.9 10.2 11.6 22.7 4.9 10.6 13.8
DISEASES OF THE CIRCULATORY SYSTEMeeesocsccasscenscccassd90-459 230.8 242.8 219.4 6.8 43.1 385.1 113002
ESSENTIAL HYPERTENSIONucusacsvsscnnconcescccccssncosnneeadll 9.0 7.8 10.2 * 4ol 18.7 28,8
HEART DISEASEceeeee391=392.09393-398,402,404,410-41 151.2 166.7 136.7 3.8 22.4 268.2 739.8
ACUTE MYDCARDIAL INFARCTIONeaocesews secceccrsrshll 31.8 40.6 23.6 * 4.5 59.5 152.7
ATHEROSCLEROTIC HEART DISEASE. sscecacvsvanchlé.l 12.8 16.6 9.3 * 1.2 29.9 54.9
OTHER ISCHEMIC HEART DISEASEecceess 411-4£13+414.1-414.9 4l.8 47.9 6.2 * 6.0 94.3 175.6
CONGESTIVE HEART FAILUREe«eecscossse esscsssssnnceeh2B.0 23.5 21.5 25.4 * 1.0 2l.4 156.3
CEREBROVASCULAR DISEASEececccesovcocoscccvorcccccanceah30-438 38.6 36.3 40.8 * 3.0 42.9 240.3
DISEASES OF THE RESPIRATORY SYSTEMcecsccscvrcccscsancesehb0=519 136.6 138.8 134.5 163.1 58.8 136.4 393.1
ACUTE RESPIRATORY INFECTIONS, EXCEPT INFLUENZA. 19.6 20.6 18.7 4$4.0 7.0 13.2 34.5
CHRONIC DISEASE OF TONSILS AND ADENOIDS.. 12.1 10.8 13.4 35.7 8.8 * -
PNEUMONIAs ALL FORMS.. 3640 37.8 34 .4 39.7 9.0 32.8 140.3
ASTHMAccoveccccssace 19.5 17.0 21.8 27.8 11.1 21.5 4.1
DISEASES OF THE DIGESTIVE SYSTEMuccacscoconcscosansecee520-579 163.4 160.4 166.2 6645 109.4 231.3 héhel
ULCERS OF THE STOMACH AND SMALL INTESTINEases eee531-534 12.3 13.6 11.2 0.4 b6 19.1 45.9
GASTRITIS AND DUODENITISeeevescesccnccccccnacsacscsccesea535 8.6 T.6 9.5 2.8 7.l 12.8 18.0
APPENDICITISseocecvecnses erenscccnvssccccnssncnnnash0-543 10.5 12.5 8.7 12.5 13.3 5.1 4.8
INGUINAL HERNIAseessoococcasoccancs eee550 16.2 29.9 3.4 9.0 9.0 26.2 42.1
NONINFECTIOUS ENTERITES AND COLITIS 56,4558 19.3 16.7 2.7 25.6 14.7 147 32.8
CHOLELITHIASISceescsaonccnssaccsoncocscocsncncncasenasces5Th 20.0 12.2 27.2 * 14.5 34.3 55.0
DISEASES OF THE GENITOURINARY SYSTEMececcsconsecssansavese580-629 118.3 83.5 150.9 19.4 118.6 143.9 257.6
CALCULUS OF KIDNEY AND URETERceveccecscsvovcocnacsnnanene 592 13.7 18.7 9.0 * 14.8 26.4 13.7
DISCRDERS OF MENSTRUATION AND OTHER
ABNORMAL VAGINAL BLEECINGeesocessoccncssvssccncssccccceab26 8.1 - 15.8 * 13.2 9.5 *
COMPLICATIONS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPERIUMasccesccsssceconnncsennnsn eeel/ 630-676 40.8 vee 79.1 *1.0 86.1 * oo
ABORTIONS AND ECTOPIC AND MOLAR PREGNANCIESceccscnsse630-639 16.1 eee 3l.2 * 33.8 * ese
DISEASES CF THE SKIN AND SUBCUTANEDOUS TISSUEeceacscseasb680-709 22.8 23.4 22.3 1lel 18.2 29.9 51.5
DISEASES OF THE MUSCULCSKELETAL SYSTEM
AND CONNECTIVE TISSUEeacecaceconsesccsoncsascane «710-739 91.6 82.0 100.6 13.4 77.0 155.8 189.9
ARTHROPATHIES AND RELATED DISORDERS 710-719 19.6 lée4 2246 3.5 11.9 29.0 6he2
INTERVERTEBRAL DISC DISORDERS.secscces ecnea 722 2l.4 24.5 18.6 * 23.7 4246 18.0
CONGENITAL ANDMALIESeccacecacscccacosscccscccssressanene40~759 1l.4 13.6 9.2 28.8 6ok 6.7 6.1
CERTAIN CONDITIONS CRIGINATING IN THE
PERINATAL PERIODenccccrasccocsetcccsncscsscocnccsanans60=-779 6.7 7.2 6.3 30.4 * * -
SYMPTOMSy SIGNSy AND ILL~DEFINED CONDITIONSeececesccene780-799 22,5 22.6 2.4 16.3 21.1 30.2 27.5
INJURY AND POISONINGesso censsB800~599 139.4 157.0 122.8 76.5 135.2 134.4 277.8
FRACTURESy ALL SITESeecaecsse soeseae800-829 4T7.6 48.0 47.3 25.3 35.6 40.3 146.8
FRACTURE OF NECK DF FEMURceoosesacessescscesscsvaansase820 10.9 Seb 16.0 06 1.0 5.4 6.9
SPRAINS AND STRAINS OF BACK [INCLUDING NECK)eecooasassB846=847 10.0 10.2 9.8 0.6 13.1 14.0 8.8
INTRACRANIAL INJURIES (EXCUDING THOSE WITH
SKULL FRACTURE)eesecssscccencosrosassscccccrcncsrsnss850-854 11.3 l4.1 8.7 12.2 12.5 6.8 12.1
LACERATIONS AND OPEN WOUNDSecsssscceveacecsccncessnesc870-904 11.7 17.7 601 7.3 16.2 7.9 8al
SUPPL EMENTARY CLASSIFICATIONSesscoceee csecseesVO1-VB2 182.4 13.6 340.5 10.0 367.0 20.4 2B.8
PERSONS ADMITTED FOR STERILIZATION eeeV25.2 3.5 * 646 * Te2 * -
FEMALES WITH DELIVERIESesceaccesscovoccccsscerscncanscnesV2? 162.6 oo 314.8 2.0 343.8 *1l.2 cen

1/ FIRST-LISTED DIAGNOSIS FOR FEMALES WITH DELIVERIES IS CODED V2P "SHOWN UNDER "SUPPLEMENTARY CLASSIFICATIONS."



8 advancedata

TABLE 6. AVERAGE LENGTH OF STAY FOR INPATIENTS DISCHARGED FROM SHORT-STAY HOSPITALS.

AND AGE: WUNITED STATES, 1985

BY CATEGORY OF FIRST=L]ISTED DIAGNOSIS.

SEXe

(DISCHARGES FROM NONFEDERAL HOSPIVALS. EXCLUDES NEWBORN INFANTS. DIAGNOSTIC GROUPINGS AND CODE NUMBER INCLUSIONS ARE BASED ON THE
INTERNATIONAL CLASSIFICATION OF DISEASES, 9TH REVISION, CLINICAL MGDIFICATION)

SEX AGE
CATEGORY OF FIRST-LISTED DIAGNGSIS AND ICD-9~CM CODE
TOTAL MALE FEMALE UNDER 15 15-44 45-64 65 YEARS
YEARS YEARS YEARS AND OVER
AVERAGE LENGTH OF STAY IN DAYS
ALL CONDITIONSceceececnancccroccssanscercascoccnsosossnanceccass 6.5 6.9 6.2 4.6 4.8 7.0 Be7
INFECTIOUS AND PARASITIC DISEASESceveccccnassccnsceness001~139 7.0 7.2 6.7 4.1 5.4 8.6 11.2
NEOPLASMScrvevsacvseoncccecreasossssansencsonncnasnsnsconeslé0=239 8.2 8.6 7.9 4.2 5.9 8.2 Gt
MAL IGNANT NEOPLASMScecenvoosveraceccnsconsaesld0-208,230-234 8.9 Sel 8.7 5.0 6.9 8.7 9.7
MAL IGNANT NEOPLASM OF TRACHEA,
BRONCHUSy AND LUNGecoorevreos e 2162+197.0,197.3 9.2 8.8 9.9 * Te9 9.1 9.3
MALIGNANT NEOPLASM OF BREASTeceecsccceccecasl?4~175,198.81 7.2 * T.2 * 5«2 6.5 8.8
ENDOCRINE, NUTRITIONAL AND METABOLIC OISEASES,
AND IMMUNITY DISORDERScecess ssesscescncecsnncncssld0-279 Te 7.5 7.3 Sel 5.9 T2 8.6
DIABETES MELLITUSscscncew sevessosasssesscnrscncncea250 8.1 8.0 8.2 5.3 5.9 8.2 10.1
DISEASES OF THE BLOCD AND BLOOD-FORMING ORGANSeacecess.280-283 6.0 5«9 -9 8 3.9 5.4 bat 7.l
MENTAL DISORDERSscscescsconnncscccenscscnsccnnanaonannald0-319 12.3 11.5 13.3 20.3 11.8 11.8 13.8
PSYCHOSESeecsvcncasncanscsrancecacnsanne *e290-299 14.9 13.1 16.4 *26.3 l4.1 15.6 16.0
NEUROTEIC AND PERSCNALITY DISORDERS. «300-301 10.0 10.4 9.7 *20.5 9.7 8.7 11.0
ALCOHOL DEPENDENCE SYNDROME.seesocveanoce seeee303 10.7 10.7 11.1 * 11.0 9.8 12.3
DISEASES OF THE NERVOUS SYSTEM AND SENSE ORGANS..se««..320-389 5.4 5.5 5.4 3.6 5.5 5.7 643
DISEASES OF THE CENTRAL NERVOUS SYSTEMasececese320-3364340~349 9.6 9.7 %.6 7.0 7.9 Geb 12.9
CATARACTecececsancescsucssasanunacsccsssnsccsesvacassonea36b 2.0 20 2.0 * *2.5 2.2 1.9
DISEASES OF THE EAR AND MASTOID PROCESSe. ««380~-389 2.8 246 3.0 2.2 2.7 3.3 4e3
DISEASES OF THE CIRCULATORY SYSTEMacscaamscmescccsvssse390-459 T.9 7.5 8.3 T.1 5.9 Te2 8.6
ESSENTIAL HYPERTENSIONcceeosececnccvrnveancecccncnscncesabll 4.9 bobs 5.2 * 4.0 4e8 5.6
HEART DISEASEceeeea391-392.0,393-3984402y 4045 410-416,420~429 7.3 7.0 Te6 7.9 5.6 6.6 7.9
ACUTE MYOCARDIAL INFARCTIDNcacecsceacssncoscesccccanasakll 9.5 9.0 10.3 * 7.1 9.5 9.7
ATHEROSCLERCTIC HEARY DISEASE. oo 4l4.0C 6.6 5.8 Te9 * 4.8 5.3 7.9
OTHER ISCHEMIC HEART DISEASE. 11~413,414.1-414.9 5.4 5.3 5.6 * 42 4.8 6.1
CONGESTIVE HEART FAILURE.ceuas secesscssscscccacscahZB.0 8.0 7.8 8.2 * 6.6 T.3 8.2
CEREBROVASCULAR DISEASE.veeesncsccncaccssccsnsacanneeah3dl=438 10.5 10.0 10.9 * S.3 1l.1 10.4
DISEASES OF THE RESPIRATORY SYSTEMuscewocaccsscassnsesab60-519 6.0 6.0 6.1 3.2 4.l 7.2 8.7
ACUTE RESPIRATORY INFECTIONS, EXCEPT INFLUENZA 45 bob 4be b 3.2 4.0 5.3 7.1
CHRONIC DISEASE OF TONSILS AND ADENOIDSceceses 1.5 1.5 1.6 1.6 1.4 * -
PNEUMONIAy ALL FORMS.cecccecvecscencascocancance 7.9 7.8 8.1 4.3 6.6 8.5 98
ASTHMAcscescooevecsasacransasvcasvoannccnacnsnsccccnnnanehdl 4.9 45 5.3 3.5 4.3 6.1 6.7
DISEASES OF THE DIGESTIVE SYSTEMucenecconcrssacossesees520-579 6.2 5.7 66 3.4 4e8 6% 8.1
ULCERS OF THE STOMACH AND SMALL INTESTINE.. 7.1 6.8 Te5 3.6 5.1 6.8 8.6
GASTRITIS AND DUODENIT1S.. csvee 4.8 403 Sel 2.9 4.2 4.9 6.0
APPENDICITISavoscesscansne .o 5.0 5.1 4.9 4e3 443 T.6 11.7
INGUINAL HERNIAcccerssvonccocsscacse 3.2 3.1 4.0 1.8 2.6 3.1 hot
NONINFECTIOUS ENTERITIS AND COLITIS. 4.9 4.6 Sel 3.0 47 5.8 Teé
CHOLELITHIASIScucceocssenscancsssenanevassunacannansnccaasTéh 7.5 8.3 T.2 * 6el 7.0 9.5
DISEASES OF THE GENITOURINARY SYSTEM.... eee580-629 5.2 5.5 5.0 3.6 4.2 S.1 T.2
CALCULUS OF KIDNEY AND URETER.ceevesscecccccsonsacnncsses592 3.7 3.5 4.2 * 3.1 3.9 6.2
DISORDERS OF MENSTRUATION AND CTHER
ABNORMAL VAGINAL BLEEDINGesescevscesacccccanenccsvnannnat2b 3.7 - 3.7 > 3.7 3.8 *
COMPLICATIONS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPERIUMccccccncscossveccorsvsrcnces eel/ 630-676 2. e 2.5 *2.1 2.5 *
ABORTIDONS AND ECTOPIC AND MOLAR PREGNANCIEScesreceeasa630-639 2.1 ese 2.1 * 2.2 *
DISEASES OF THE SKIN AND SUBCUTANEQUS TISSUEueecames«sa6BO-709 7.9 7.6 8.2 4.0 6.6 7.8
DISEASES OF THE MUSCULCSKELETAL SYSTEM
AND CONNECTIVE TISSUEcceewvancsscsers 6.7 6.6 6.9 b 5. be7 9.1
ARTHROPATHIES AND RELATED DISORDERS. T.7 T.0 8.2 6.1 4ol T.8 10.5
INTERVERTEBRAL OISC DISORDERSecscscsccesescvesssscncscannal22 7.3 6.8 1.9 * 6. T4 9.3
CONGENITAL ANOMALIESecececossnvescccrsccccsnannessoneree 40759 5.6 5.7 5.5 5.6 4a1 7.8 B.0
CERTAIN CONDITIONS CRIGINATING IN THE
PERINATAL PERIODcccesscccasacnsnoscccacasnsnsnncccnneslb60-779 13.0 12.2 13.8 12.9 * * -
SYMPTOMSy SIGNSy AND ILL-DEFINED CONDITIONSevseevaceees780-799 3.8 3.7 3.9 3.3 3.3 4.1 5.3
INJURY ANC POISONING.... - 800-999 6.6 6al 7.3 3.9 5.4 6.7 10.3
FRACTURESy ALL SITESceceecee 800-829 8.7 7.7 S.8 5.0 6.8 T.6 12.4
FRACTURE OF NECK OF FEMURcucvonacsonsccsnnse ceses820 14.7 16.6 14,1 * 12.7 12.7 15.0
SPRAINS AND STRAINS OF BACK (INCLUDING NECK)eoweooees846-847 6.0 5.6 6eh * 5.7 b3 T.6
INTRACRANIAL INJURIES (EXCUDING-THOSE WITH
SKULL FRACTURE)eceasevscrcsvecncccacnsansssssncacnses850-854 5.6 6.1 40 8 2.6 5.7 6.8 9.5
LACERATIONS AND OPEN WOUNDSeeeaenes -870-904 4.3 4ol 4.2 3.6 4.2 4.3 6ol
SUPPLEMENTARY CLASSIFICATIONSweccescscrecsecssaccerssesVOI-VE2 3.3 4.4 3.3 “.7 3.2 3.9 S.7
PERSONS ADMITTED FOR STERILIZATION... ceeV¥25.2 1.6 * 1.6 * l.6 * -
FEMALES WITH DELIVERIESeeccececesscccacsccsssscrenccssaneV2? 3.3 wee 3.3 3.4 3.3 *3.0 coe

1/ FIRST-LISTED DIAGNOSIS FOR FEMALES WITH DELIVERIES IS CODED V27,

SHOWN UNDER "SUPPLEMENTARY CLASSIFICATIONS.®



TABLE 7. NUMBER OF ALL~LISTED PROCEDURES FOR INPATIENTS DISCHARGED FROM SHORT-STAY HOSPITALS. BY PROCEDURE CATEGORY, SEX, AND AGE:
UNITEC STATES, 1585
(DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBORN INFANTS. PRDCEDURE GROUPINGS ANC CODE NUMBER INCLUSIONS ARE BASED ON THE
INTERNATIONAL CLASSIFICATION OF DISEASES: 9TH REVISION, CLINICAL MODIFICATION)
SEX AGE
PROCEDURE CATEGORY AND ICD-9-CM CODE
TOTAL MALE FEMALE UNDER 15 15~44 45-64 65 YEARS
YEARS YEARS YEARS AND OVER
NUMBER OF ALL~LISTED PROCEDURES IN YHOUSANDS
ALL PROCEDUREScccescesceccsscaasrensoccsssccsenavannasscsnsnnee 35,760 14,694 224066 1,937 149957 8,838 11,027
OPERATIONS ON THE NERVOUS SYSTEMeouceessacecoseccccesssesedl=05 898 451 447 157 312 242 187
OPERATIONS ON THE ENDOCRINE SYSTEMucecvcsessasccaccsescea06-07 95 24 71 * a7 29 25
OPERATIONS ON THE EYEsecceeescecrrorcnsccssonerevoccnsccas0B8-16 718 309 409 54 93 159 413
EXTRACTION OF LENScccccecasvescsvcasscvscssns «13.1-13.6 211 79 132 * »8 42 157
INSERTION OF PROSTHETIC LENS (PSEUDOPHAKCS)eccecccenccesalla? 180 67 113 * * 37 139
OPERATIONS ON THE EARcecceccnes 256 130 126 129 70 40 18
MYRINGOTOMYe covooasanccscesee 104 60 b4 89 *7 *6 *
OPERATIONS DN THE NOSE, MOUTHy; AND PHARYNXeeceseoessseoaea2l-29 1,173 589 584 306 567 188 111
RHINOPLASTY AND REPAIR OF NOSEsescescvsscenseccsavenacsaslled 193 99 9% *5 139 a5 12
TONSILLECTOMY WITH OR WITHOUT ADENOIDECTOMYeaeceaeeoe28.2-28.3 317 135 183 197 114 *5 *
OPERATIONS ON THE RESPIRATORY SYSTEMeceeececcosscsascssea30-34 981 582 398 52 168 331 429
BRONCHOSCOPY eeccvreccccsanaccanssvsencesanacereseealda2l=33.23 195 123 71 13 25 67 89
OPERATICNS ON THE CARDIOVASCULAR SYSTEMuseacccscncceccesea35-39 2,414 14425 989 98 304 973 1.038
OPEN HEART SURGERYeeaeasecocerasvesncscsencssccea35.1-35.51,
35.53-3602436,9137.10~37.11537.32-37.33,37.5 379 264 114 11 37 193 137
DIRECY HEART REVASCULARIZATION:cossvsvcsccsanccosesace3bal 230 172 58 - 15 126 89
CARDIAC CATHETERIZATION:cccacssevenavcsanosvacceseedVall~37.23 [-1:3] 439 241 24 79 350 227
PACEMAKER INSERTICNy REPLACEMENT, REMOVAL, REPAIR.+37.7-37.8 223 118 105 * *8 4T 167
OPERATICNS ON THE HEMIC AND LYMPHATIC SYSTEMecaccccesoeeeh0-41 397 190 207 21 96 113 167
IPERATIONS ON THE DIGESTIVE SYSTEMeccoercosccscscansanceeh2-54 53740 2+530 3210 236 1,870 1,555 2079
ESOPHAGOSCOPY AND GASTROSCOPY (NATURAL ORIFICE)e.42.23544.12 207 100 106 *7 47 62 91
PARTIAL GASTRECTOMY AND RESECTION
OF INTESTINEcveccoovanncscoannscncssasneh3.5-43.8,45.6-45.8 282 127 185 * 46 78 1558
APPENDECTOMYy EXCLUDING INCIDENTALacsevovceccsnasnaveneeé?al 283 150 133 69 173 26 14
HEMORRHOIDECTOMY e enesvrccorcccnccovecsscsnscrsonsshFushd-49.46 123 67 56 * 55 47 19
CHOLECYSTECTOMY veeeececcancoccnran eecsssecssscacsoresSle? 475 147 327 * 167 157 150
REPAIR OF INGUINAL HERNIAcaoa «53.0-53.1 416 370 »6 53 106 125 131
DIVISION OF PERITCNEAL ADHESION ssessccccsceccnnccaSbheS 309 »h 265 * 179 59 68
OPERATIONS ON THE URINARY SYSTEMecesswcvscoscsccncscscnane35-59 1,729 1,049 679 71 387 451 aie
ENDOSCOPIES (NATURAL ORIFICE)eo55021~55022956431957.32958.22 683 487 195 19 115 173 375
DILATION OF URETHRAc enecnvcsensscsscscscnneancncacccscncs 586 119 73 47 *8 21 27 62
OPERATICONS ON THE MALE GENITAL ORGANSecccoscsccaccccsccscbl=64 Th4 Toé4 can 83 87 160 414
PROSTATECTOMYceeavevescsccccncsacncscroncccssncscssesbla2-60.6 367 367 eee ecoe hd 81 284
CIRCUMCISION... ecessscccces esveccsscncscanabh, O 52 52 cos 3 *3 *» *6
OPERATIONS ON THE FEMALE GENITAL ORGANSeccccceccoscccnccet5=T1 3:318 «es 3,318 14 2¢438 605 260
OOPHORECTOMY AND SALPINGO-OODPHORECTOMYeeoseseocoseeab5.3-65.6 525 ven 525 * 304 165 54
BILATERAL DESTRUCTION OR DCCLUSION
OF FALLOPIAN TUBESesceesescvssaccsnscnncccacncaceebba2=66.3 466 con 466 * 461 *5 -
HYSTERECTOMY cec covccvevencassosesencvsvevssnsncesanb8e3~68.7 670 e 670 * 421 190 60
CURETTAGE OF UTERUS TO TERMINATE PREGNANCYesaeoee69.01469.51 50 “ee 50 * 48 * eon
DILATION AND CURETYAGE OF UTERUS
AFTER DELIVERY OR ABORTIONecececscasccascavessssccoccesab9.02 227 oo 227 * 225 * con
DIAGNOSTIC DILATION AND CURETTAGE DF UTERUS. «e69.09 349 ece 349 * 232 83 33
REPAIR OF CYSTOCELE AND RECTOCELEescocucscccscccceccesne?0e5 165 oo 165 > 56 &4 45
OBSTETRICAL PROCEDURESceccccccasccsccocssscacesscccnccncei2=75 44304 coe 44304 13 4+287 * e
EPISIOTOMY WITH OR WITHOUT FORCEPS
OR VACUUM EXTRACTIONscesosesncoeT2e1yT2.21972.31972.7297306 1,820 eve 1,820 *7 1,812 *
CESAREAN SECTION.cecncccsscosasncoconnesThe0=T4:2974.4¢174.99 aTY aea 877 * 875 *
REPAIR OF CURRENT OBSYETRIC LACERATIONscecccscocces?5.5~75.6 548 cee 548 * 546 *
OPERATICNS CN THE MUSCULOSKELETAL SYSTERceccesecsscescecea7b6—84 3,523 1,734 1,789 233 14543 886 861
OPEN REDUCTION OF FRACTURE T6.72y
160743760 16=T6o TT1T62T79¢79.2-79.3,79.5-79.6 492 251 241 29 215 Sl 157
OTHER REDUCTICN OF
FRACTURE e 2o enea7le0=T6.T13 7673776753 76.78979.0=79.1379.4 240 125 115 62 89 37 51
EXCISION OR DESTRUCTION OF INTERVERTEBRAL DISC
AND SPINAL FUSIONesesecesvoccocvcacsescs ee80.5¢81.0 323 191 132 *5 183 108 27
EXCISION OF SEMILUNAR CARTILAGE OF KNEE. cosense80.6 97 66 31 * 60 26 10
ARTHROPLASTY AND REPLACEMENT OF KNEfeeeew 81.41-81.47 160 86 5 * 66 32 58
ARTHROPLASTY AND REPLACEMENT OF HIPesesnessecscoeeaBla5—8l.6 196 60 137 - 11 a7 148
OPERATIONS ON THE INTEGUMENTARY SYSTEMesecsovecncscoccscss85-86 19653 658 994 103 674 471 405
MASTECTOMYcccccecannconcnssccscscancsancs cessacscses85.4 116 = 114 * 17 50 48
SKIN GRAFT (EXCEPT LIP OR MOUTH)Yeessaseccconcncsee8be6-86.7 ~157 96 60 14 62 41 39
MISCELLANEDUS DIAGNCSTIC AND THERAPEUTIC PROCEDURES«eeees87-99 84819 49279 49540 364 29024 2,630 3801
COMPUTERIZED AXIAL TOMOGRAPHYee87403987241+87.71,88.01,88.38 1,378 671 707 68 311 349 650
PYELOGRAMssosovccanseacossvaccnccscncsscsnssensess87.73-87.75 442 242 200 *9 156 133 143
ARTERIOGRAPHY AND ANGIOCARDIOGRAPHY
USING CONTRAST MATERIALscecccccvcncscscccsvossaces88.4-88.5 1,117 693 425 12 128 514 463
DIAGNOSTIC ULTRASOUNDesecaases 4csscecssnssecacaneaBBaT 12234 478 756 49 379 300 506
RADIODISCTOPE SCANeceocccencsccssenonsescccnsasascsnead20-92.1 838 ars 463 17 150 249 421
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TABLE 8. RATE OF ALL-LISTED PROCEDURES FOR INPATIENTS DISCHARGED FROM SHORT=STAY MCSPITALS,

UNITED STATES, 1985

BY PROCEDURE CATEGORY,

SEXe AND AGE:

(DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBORN INFANTS. PROCEDURE GROUPINGS ANC CODE NUMBER INCLUSIONS ARE BASED ON THE
INTERNATIONAL CLASSIFICATION OF DISEASES, STH REVISION, CLINICAL MODIFICATION)

SEX AGE
PROCEDURE CATEGORY AND I1CD-9-CM CODE
TOTAL MALE FEMALE UNDER 15 1564 45~64 65 YEARS
YEARS YEARS YEARS AND OVER
RATE OF ALL-LISTED PROCEDURES PER 100,000 POPULATION
ALL PROCEDURES eceenssccscassecessncssnsncocssnnoscnnsncesssans 1550841 12,820.1 185024.7 3y728.4 13,295.6 19,689.5 38,651.0
OPERATIONS ON THE NERVOUS SYSTEMuceecesessnsesvosscansass0l~05 378.8 393.5 365.0 301.3 279.7 539. 4 655.3
OPERATIONS ON THE ENDOCRINE SYSTEMucececsccoccnsssaansens06=07 40.1 20.6 58.3 * 33.0 65.5 88.7
OPERATICNS ON THE EYE.. *sessenrsusccssscsvecsccacanalB-16 303.0 269.4 334.5 104.3 82.9 353.7 lvb46.8
«13.1-13.6 89.2 69.0 108.0 * *7.1 93.4 5512
INSERTION OF PROSTHETIC LENS (PSEUDOPHAKOS)avecesesnsasel3de? 76.0 58.4 92.4 * * 82.2 48843
OPERATIONS ON THE EMRcacecsccsascsanssccccnassvannnsssanslB=20 108.1 113.8 102.7 247.4 62.9 88.6 62.0
MYR INGOTOMYeoavesaca 43.8 52.2 35.8 171.5 *6.5 *12.5 *
OPERATIONS ON THE NOSEs MOUTH, AND PHARYNXccoosossanssees2l=29 494.9 513.6 477.4 589.4 508.2 418.6 390.6
RHINOPLASTY AND REPAIR OF NOSEeseceeensacscescsn eveeesll.8 8l.2 86.1 76.7 *11.9 124.3 9.1 42.7
TONSILLECTOMY WITH OR WITHOUT ADENOIDECTOMYecseeass2842-28.3 133.9 1174 149.3 378.4 101.8 *13.3 *
DPERATICNS ON THE RESPIRATORY SYSTEM eeceeaaldl~-34 413.7 508.1 325.3 100.5 150.9 737.3 1+503.4
BRONCHOSCOPY ceencceccccvcncccccancsocosoncecccnnsaldda2l-33.23 82.1 107.5 5843 25.4 22.8 149.1 311.6
OPERATIONS ON THE CARDIOVASCULAR SYSTEMeecoavesevsssaanssa3d5—39 1,018.3 1,243.4 807.6 18%.5 272.3 29167.7 3,463B.8
OPEN HEART SURGERYeccsssvococenacscnsassacascacseld5e1=35.51,
35e53-36.2936.9537210-37411537.32-37,33,37.5 159.8 230.7 93.4 20.9 33.5 430.5 48l.2
DIRECT HEART REVASCULARIZATIONeceocneses essscesssse3bal 97.2 150.5 47.3 - 13.7 281.7 310.6
CARDIAC CATHETERIZATION«+eesacoscococencanrcasasaad?a2l=37.23 287.1 383.2 197.2 460 Tl.2 779.3 7971
PACEMAKER INSERTICN; REPLACEMENT, REMOVAL, REPAIR..37.7-37.8 94.3 103.0 86.1 * 7.4 106.7 58740
OPERATICNS ON THE HEMIC AND LYMPHATIC SYSTEMeecsocsecsneaahl=41 167.5 165.5 169.3 40.9 85.8 251.7 584.8
OPERATIONS ON THE DIGESTIVE SYSTEMusecccoonsavees weseeh2~54 24421.7 20207.2 2+622.5 453.7 1,675.2 3+463.7 7+288.0
ESOPHAGOSCOPY AND GASTROSCOPY (NATURAL DRIFICE}..42.23,44.13 87.2 87.5 86.9 *12.8 42,2 137.8 319.4
PARTIAL GASTRECTOMY AND RESECTION
OF INTESTINEccosossavcceseancnscsscconeeh3.5-43,8545.6-45.8 118.8 110.6 126.4 * 41.0 173.6 542.2
APP ENDECTOMY, EXCLUDING INCIDENTAL. seascaccsscsacsedTal 119.5 130.9 108.7 133.0 155.2 58.5 50.7
HEMORRHOIDECTOMYcceesevcocsnsnconccnonce «49.43-49.46 52.0 58.8 4546 * 49.2 105.3 6B.2
CHOLECYSTECTOMY .. esesee5lal 200.3 128.6 267.4 * 149.4 349.1 526.4
REPAIR OF INGUINAL HERNIA.seeosane “os #53.0-53.1 175.4 322.5 37.6 102.1 95.2 279.3 #58.9
DIVISION OF PERITCNEAL ADHESIONSecevsossocrcasssccscacsss54.5 130.3 38.4 216.3 * 160.5 131.2 238.4
OPERATICNS ON THE URINARY SYSTEMeceecscccsccsscaccanccsse55-59 7292 915.4 554.9 137.3 346.9 1,005.5 2,868.8
ENDOSCOPIES (NATURAL ORIFICE)ee55+21-55.22956.31,57.32,58.22 288.0 425.1 159.6 36.5 103.4 385.1 1,315.2
DILATION OF URETHRAceeceeccvcocecsncccsccceascaancsnsosaa58.b 50.3 63.3 38.0 *15.6 19.0 61.0 218.9
OPERATIONS ON THE MALE GENITAL ORGANSeeccecsesssvnassasesb0=54 313.7 648.8 on 159.2 77.9 356.4 l9#%50.7
PROSTATECTOMY e s cavaveccacessvocncannannne 00e60e2-60.6 154.7 320.0 aer eon * 181.0 99646
CIRCUMCISIONcsssncacecassececuvscarnsssacrescnannsvocnsabield 21.9 45.2 e 59.1 *7.6 *14.4 *21.8
OPERATIONS ON THE FEMALE GENITAL ORGANSeseescancceceseaeab5-7T1 1,4399.6 ces 2+709.9 27.5 2+183.1 1,348.6 912.4
DOPHORECTOMY AND SALPINGO-OUPHORECTOMYsoeeaconcsooeb5.3-65.6 221.3 eee 42845 * 272.7 367.0 L89.5
BILATERAL DESTRUCTION OR OCCLUSION
OF FALLOPIAN TUBESeencesncscecncsscsaconnccnccrnasrbba2=66.3 196.8 veo 381.1 * 412.6 *12.6 -
HYSTERECTOMY nvesocccanneccsnscncssnsncvncconnnrnreneesb8.3-68.7 282.8 ane 547.6 * 376.7 423,2 208.7
CURETTAGE OF UTERUS TO TERMINATE PREGNANCYeeowoee69.01569.51 20.9 eee 40.5 * 43.0 * coe
DILATICN AND CURETTAGE OF UTERUS
AFTER DELIVERY OR ABORTION.seesesscoscsnarccnnsaneseaasb9.02 95.6 eee 185.1 * 201.6 * aee
DIAGNCSTIC DILATION AND CURETTAGE OF UTERUS. «e69.09 147.1 aee 284.8 * 207.5 184.7 114.8
REPAIR OF CYSTOCELE AND RECTOCELEcccovssssccscsascsvscesl0s5 69.4 ces 134.4 * 50.3 141.8 156.0
OBSTETRICAL PROCEDURESecescevccoscnsscosansosscscascnveeaT2=75 1,815.6 .es 34515.5 24.4 3,839.0 * cse
EPISICTOMY WITH OR WITHOUT FORCEPS
OR VACUUM EXTRACTION«cecccocacen?24l972.21972231,472.71473.6 767.9 eee 10486.9 * 1,622.6 * ooe
CESAREAN SECTIONcscoccvsnccoasconcsnsoanlhel0-T4.2474.49T4.99 369.9 .esn T16.2 * 783.4 * “en
REPAIR OF CURRENT OBSTETRIC LACERATION.vccsccosncos?5.575.6 231.0 ase 447.3 * 488.9 * oo
OPERATICNS ON THE MUSCULCSKELETAL SYSTEMeveccsncsccssacasca?b=84 1,48642 19512.5 1,461.6 448.0 14381.7 19974.7 3:s017.4
OPEN REDUCTION OF FRACTURE 76.72,
T6eT4376. 76160719 T60T7997922-79¢3475.5-79.6 207.4 218.6 196.9 56.4 192.2 202.8 549.1
OTHER REDUCTION OF
FRACTUREces 00eaTbeT0~764T1y 7673976275764 785 790-79.1479.4 101.2 108.8 94.0 119.9 79.7 83.1 179.6
EXCISION OR DESTRUCTION OF INTERVERTEBRAL DISC
AND SPINAL FUSIONceaseessessecncscnsnas 136.1 166.5 107.7 *8.7 164.1 240.0 95.1
EXCISION OF SEMILUNAR CARTILAGE OF KNEE. 41.0 57.6 2545 * 5441 56. 8 35.1
ARTHROPLASTY AND REPLACEMENT OF KNEEe.eos ee8le41-81.47 67.7 74.9 61.0 * 59.6 T1.3 203.4
ARTHROPLASTY AND REPLACEMENT OF HIPeoceccecesscsseceBlo5-Bl.6 82.8 52.0 111.6 - 10.2 8l.7 519.3
OPERATICNS CN THE INTEGUMENTARY SYSTEMscececeevcssvvensseB85-86 697.2 574.5 812.1 198.3 603.2 1,050.1 1,418.2
MASTECTOMYcencccecasasavoccananns «e85.4 48.9 1.3 * * 15.2 110.8 168.0
SKIN GRAFT {EXCEPT LIP OR MOUTH) e “asos veBba6-86.7 66.1 84.1 49.3 2746 55.3 92.4 137.1
MISCELLANEOUS DIAGNOSTIC AND THERAPEUTIC PROCEDURES.ee».+87-99 3,720.6 3. 733.7 3,708.3 700.2 1:812.7 5+859.0 13,323.8
COMPUTERIZED AXIAL TOMOGRAPHY,..87.03987.41987.71+88.01,B88.38 581.2 585.3 5774 130.2 278.8 T77.0 2+278.1
PYELGGRAMe v cacesssvconnccsnnacserssscscancsnseesB8TaT3=-87.75 186.4 211.5 163.0 *18.0 139.8 297.1 $01.7
ARTERIOGRAPHY AND ANGICCARDIDGRAPHY
USING CONTRAST MATERIAL seenan 471.3 604.2 346.8 23.0 114.9 1,144.1 1.623.7
DIAGNOSTIC ULTRASOUND. seen 520.5 4l6.8 617.6 93.7 339.3 668.1 1,775.0
RADIOISOTOPE SCANecesscosceasvessccscscovascenssernsP2.0-92.1 353.6 326.8 378.6 33.3 134.3 555.7 1+477.0
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Technical notes

Survey methodology

Source of data

The National Hospital Discharge Survey (NHDS) en-
compasses patients discharged from short-stay hospitals, ex-
clusive of military and Veterans Administration hospitals,
located in 50 States and the District of Columbia. Only hos-
pitals with six or more beds and an average length of stay of
less than 30 days for all patients are included in the survey.
Discharges of newborn infants are exciuded from this report.

The original universe for the survey consisted of 6,965
hospitals contained in the 1963 National Master Facility In-
ventory. New hospitals were sampled for inclusion in the survey
in 1972, 1975, 1977, 1979, 1981, 1983 and 1985. In all, 558
hospitals were sampled in 1985. Of these hospitals, 82 refused
to participate, and 62 were out of scope. The 414 participating
hospitals provided approximately 194,800 abstracts of medical
records.

Sampie design and data collection

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

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

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

For the automated hospitals, tapes containing machine-
readable medical record data are purchased from commercial
abstracting services. These tapes are subject to NCHS sam-
pling, editing, and weighting procedures. A detailed description
of the automated process is to be published.

The Medical Abstract Form and the abstract service data
tapes contain items relating to the personal characteristics of
the patient, including birth date, sex, race, and marital status

Table [. Approximate relative standard errors of estimsated numbers
of first-listed discharges and all-listed procedures: United States, 1985

First-listed All-listed
Size of estimate diagnosis procedures

BO00O ...t 13.2 17.3
10000 ... .ot 10.5 14.2
50000 ........oiiiiiii.... 6.7 9.5
100000......0oiiiiieiiin,.. 5.6 8.2
500,000.......... .ol 3.8 6.0
1,000,000 ..........ehvninnn 3.4 5.4
3,000000 .................... 2.8 4.6
5000000 .............. 0 ... 2.6 4.3
10,000,000 ........covvivvinn 2.4 3.8
20000000 .........oiiiiiin. 2.2 3.6
30000000 ............0uitn 2.1

40000000 ............ciinn 20

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 num-
ber and patient zip code are considered confidential information
and are not available to the public.)

Presentation of estimates

Statistics produced by NHDS are derived by a complex
estimating procedure. The basic unit of estimation is the sample
inpatient discharge abstract. The estimating procedure used to
produce essentially unbiased national estimates in NHDS has
three principal components: Inflation by reciprocais of the
probabilities of sample selection, adjustment for nonresponse,
and ratio adjustment to fixed totals. These components of esti-
mation are described in appendix I of two earlier publications.*

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

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

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

Sampling errors and rounding of numbers

The standard error is a measure of the sampling variability
that occurs by chance because only a sample, rather than an
entire universe, is surveyed. The relative standard error of the
estimate is obtained by dividing the standard error by the esti-
mate itself and is expressed as a percent of the estimate. Relative
standard errors for first-listed diagnoses and all-listed pro-
cedures are shown in table I. The relative standard errors for
region and ownership of hospital are approximately 1% times
larger. The standard errors for average lengths of stay are
shown in table II.

NOTE: A list of references follows the text.



advancedata 13

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

Average length of stay in days

Number of discharges 2 6 0 20

Standard error in days

10000..........0oiniat 0.7 1.2 1.7 2.2
50000......cc0ivnnnnn. 0.3 0.7 1.0 1.4
100,000, ........0iiinn, 0.3 0.6 0.9 1.2
500,000..........00nnt 0.2 0.5 0.8 0.9
1000000................ 0.2 0.5 0.8 0.7
5,000000.........000..0 0.2 0.5 0.8

Estimates have been rounded to the nearest thousand. For
this reason detailed 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, the determination of statistical inference is
based on the two-tailed Bonferroni test for multiple comparisons.
Terms relating to differences such as “higher” and “less” indi-
cate that the differences are statistically significant. Terms
such as “similar” or “no difference” mean that no statistically
significant difference exists between the estimates being com-
pared. A lack of comment on the difference between any two
estimates does not mean that the difference was tested and
found to be not significant.

Definition of terms

Terms relating to hospitals and
hospital characteristics

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

Bed size of hospital—Measured by the number of beds,
cribs, and pediatric bassinets regularly maintained (set up and
staffed for use) for patients; bassinets for newborn infants are
not included. In this report the classification of hospitals by
bed size reported by the hospitals is based on the number of
beds at or near midyear.

Type of ownership of hospital—Determined by the organ-
ization that controls and operates the hospital. Hospitals are
grouped as follows:

o Voluntary nonprofitr—Hospitals operated by a church or
another nonprofit organization.

e Government—Hospitals operated by a State or local gov-
ernment.

e  Proprietary—Hospitals operated by individuals, partner-
ships, or corporations for profit.

Terms relating to hospitalization

Patient— A person who is formally admitted to the inpatient
service of a short-stay hospital for observation, care, diagnosis,

or treatment. In this report the number of patients refers to the
number of discharges during the year including any multiple
discharges of the same individual from one or more short-stay
hospitals. Infants admitted on the day of birth, directly or by
transfer from another medical facility, with or without mention
of disease, disorder, or immaturity, are included. All newborn
infants, defined as those admitted by birth to the hospital, are
excluded from this report. The terms “patient™ and ““inpatient”
are used synonymously.

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 dis-
charges during a year to the number of persons in the civilian
population on July 1 of that year.

Days of care—The total number of patient days accumu-
lated at time of discharge by patients discharged from short-
stay hospitals during a year. 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.

Rate of days of care—The ratio of the number of patient
days accumulated at time of discharge by patients discharged
from short-stay hospitals during a year to the number of persons
in the civilian population on July 1 of that year.

Average length of stay— The total number of patient days
accumnulated at time of discharge by patients discharged during
the year, divided by the number of patients discharged.

Terms relating to diagnoses

Discharge diagnoses—One or more diseases or injuries
(or some factor that influences health status and contact with
health services which is not itself a current illness or injury)
listed by the attending physician or the medical record of a
patient. In the NHDS all discharge (or final) diagnoses listed
on the face sheet (summary sheet) of the medical record for
patients discharged from the inpatient service of short-stay
hospitals are transcribed in the order listed. Each sample dis-
charge is assigned a maximum of seven five-digit codes accord-
ing to ICD~9-~CM.? The number of principal or first-listed
diagnoses is equivalent to the number of discharges.

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
he principal diagnosis or listed first on the face sheet of the
medical record if the principal diagnosis cannot be identified.

-The number of first-listed diagnoses is equivalent to the number

of discharges.
Procedures— One or more surgical or nonsurgical opera-
tions, procedures, or special treatments assigned by the phy-

NOTE:.A list of references follows the text,
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sician to patients discharged from the inpatient service of short-
stay hospitals. In the NHDS all terms listed on the face sheet
(summary sheet) of the medical record under the captions
“operation,* ‘““operative procedures,” ‘“operations and/or spe-
cial treatment,” and the like are transcribed in the order listed.
A maximum of four procedures is coded.

Rate of procedures— The ratio of the number of all-listed
procedures during a year to the number of persons in the civilian
population on July 1 of that year.

&6 66

Demographic terms

Age—Refers to the age of the patient on the birthday prior
to admission to the hospital inpatient service.

Population—Civilian population is the resident population
excluding members of the Armed Forces.

Geographic regions— One of the four geographic regions
of the United States corresponding to those used by the U.S.
Bureau of the Census:

Region States included
Northeast. .. Maine, New Hampshire, Vermont, Massa-
chusetts, Rhode island, Connecticut,
New York, New Jersey, and Pennsylvania
Michigan, Ohio, lllinois, Indiana, Wisconsin,
Minnesota, lowa, Missouri, North Dakota,
South Dakota, Nebraska, and Kansas
Delaware, Maryland, District of Columbia,
Virginia, West Virginia, North Caroliina,
South Carolina, Georgia, Fiorida, Kentucky,
Tennessee, Alabama, Mississippi, Arkan-
sas, Louisiana, Oklahoma, and Texas
Montana, idaho, Wyoming, Colorado, New
Mexico, Arizona, Utah, Nevada, Washing-
ton, Oregon, California, Hawaii, and Alaska.

Midwest. . ..
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Symbols

Data not available
Category not applicable
Quantity zero

Quantity more than zero but less than
0.05

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

Figure does not meet standard of
reliability or precision (more than
30-percent relative standard error}

Figure suppressed to comply with
confidentiality requirements
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1985 Summary: National Ambulatory Medical Care Survey

by Tommy McLemore, M.S.P.H., and James Delozier, M.S., Division of Health Care Statistics

From March 1985 through February 1986 an estimated
636.4 million office visits were made to nonfederally em-
ployed, office-based physicians in the conterminous United
States, an average of 2.7 office visits per person per year.
This represents an increase of about 60 million office visits
since 1980; however, the annual visit rate has remained approx-
imately constant since that time. These and other estimates
presented in this report are 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.

This report provides an overview of the data from the
1985 NAMCS. These data should be considered provisional,
as final editing may produce minor changes in the data. Use
of office-based ambulatory care services is described in terms
of the number, percent, and rate of office visits. Statistics
are presented on physician, patient, and visit characteristics
as follows:

Table 1 Physician specialty, type of practice,
and professional identity

Table 2 Patient age and sex

Table 3 Patient race and ethnicity

Table 4 Referral status and prior visit status

Tables 5 and 6 Patient’s principal reason for visit

Table 7 Diagnostic services

Tables8and 9 Principal diagnosis

Table 10 Medication therapy

Table 11 Nonmedication therapy

Table 12 Disposition

Table 13 Duration of visit

The text figure, a facsimile of the 1985 NAMCS Patient
Record participating physicians used to record information
about their office visits, will serve as a useful reference when
reviewing survey findings.

Because the estimates presented in this report are based

on a sample rather than the entire universe of office visits,
the data are subject to sampling variability. The technical
notes at the end of this report provide a brief description
of the sample design, an explanation of sampling errors, and
guidelines to judge the precision of the estimates. A detailed
description of the 1985 NAMCS sample design and survey
methodology is forthcoming.

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

Data highlights

Physician characteristics

Among office-based physicians, general and family prac-
titioners led all other specialties in the volume of office visits,
accounting for about 30 percent of all office visits (ta-
ble 1). This share of visits, however, has continued to decline
steadily since 1975, when general and family practitioners
accounted for 41 percent of all visits.! The distribution of
visits by the physician’s type of practice shows that 51 percent
of -all visits were made to solo practitioners and 49 percent
were made to physicians engaged in multiple-member prac-
tices. The percent of visits to solo practitioners has also de-
clinéc_i steadily since 1975, when this group accounted for
60 percent of all visits."

Patient characteristics

Office visit data, according to patient demographic charac-
teristics, are presented in tables 2 and 3. As shown in ta-
ble 2, females accounted for about 61 percent of all visits.
The female visit rate was higher than the male rate for all
age groups except the under 15 years group. White persons
(85 percent of the civilian noninstitutionalized population)
accounted for 90 percent of all office visits (table 3). As
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Figure. 1985 National Ambulatory Medical Care Survey Patient Record

also shown in table 3, persons of Hispanic origin accounted
for approximately 6 percent of all visits. (Ethnic classification
of the patient was based on the physician’s knowledge or
judgment.)

Visit characteristics

Referral status—Approximately 6 percent of all office
visits were the result of referral from another physician (ta-
ble 4). However, about 28 percent of all “new” patient visits,
that is, visits by patients not previously seen by the physician,
were referrals from another physician.

Prior visit status—Approximately 83 percent of the visits
to office-based physicians were by patients who had seen

the physician before (“old™ patients). The majority of the
visits (60 percent) were made by “old™ patients with “oid”
problems, that is, problems that had previously been treated
by the physician.

Reason for visi—Data in tables 5 and 6 represent the
principal reason for visiting the physician’s office as expressed
in the patient’s own words. The principal reason for visit
is the problem, complaint, or reason listed first in item 8
of the Patient Record. These data have been classified and
coded according to the Reason for Visit Classification for
Ambulatory Care (RVC).?

The RVC is divided into eight modules or groups of
reasons, as shown in table 5. Those reasons for visit classified
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Tabie 1. Number and percent distribution of office visits by physician
specialty, type of practice, and professional identity: United States, 1985

Table 3. Number and percent distribution of office visits by race and
ethnicity of patient: United States, 1985

Number of Number of
Physician specially, type of practice, visits in Percent visits in Percent
and professional identity thousands distribution Race and ethnicity thousands distribution

Allvisits . . . .. ... ... . ... 636,386 100.0 Allvisits . . . . ... ... ... ... .. ... 636,386 100.0

Physician specialty Race
General and family practice . ... ... ... 193,995 30.5 White .. ... ... .. ... .0 0ceue... 572,507 90.0
Intemal medicine . . . ... ... ....... 73,727 11.6 Allother . . . . ... .. ............ 63,879 10.0
Pediaties . . . ... .............. 72,683 1.4 Black . . ... . ... .. .. ... ... 52,143 8.2
Obstetrics and gynecology . . .. . ... ... 56,642 8.9 AsianorPacificislander . . . ... .. ... 7,657 1.2
Ophthalmology . . ... ............ 40,062 6.3 Amencan Indian or Alaskan Native . .. .. 4,079 0.6
Orthopedicsurgery . . . . . . ... v o .. 31,482 49
Generalsurgery. . . ... ........... 29,858 4.7 Ethnicity
2:;‘;:;‘:';9" """"""""" f‘;’;gg 2‘2 HISPANIC. . . .o oot 40,609 6.4
Otorhinolaryngology - - - -+ - v v oo 16,087 25 NotHispamic . .. ........._..... §95,777 93.6
Urological surgery . . .. ........... 11,699 1.8
Cardiovascular disease . . . .. ........ 10,617 1.7
Neurology . . ... ............... 4,992 0.8
All other specialties . . . . .. ......... 52,408 8.2 Table 4. Number and t Gistribution of office visits by referral

. status and prior visit status: United States, 1985
Type of practice

Solo . ... . e 323,653 50.9 Number of
Partnership . . . ................ 113,317 17.8 visits in Percent
Other' . . .. .. ..... 0. iinn.. 199,416 31.3 Visit characteristic thousnds distribution

Professional identity Allvisits . . . ... ... . ... ..., 636,386 100.0
Doctorof medicine . . . ... ......... 600,514 94.4

” Referral stat

Doctorofosteopathy . . . . ... ....... 35,872 5.6 us

‘includes group practice and other.

Table 2. Number, percent distribution, and annual rate of office visits by
sex and age of patient: United States, 1985

Number of
Number of visits per
visits in Percent person per
Sex and age thousands distribution year!
Both sexes
Allages . . ............ 636,386 100.0 27
Under1Syears . . .. ...... 118,768 18.7 23
15~24years ........... 73,964 11.6 1.9
25-44years ... .. ...... 175,724 276 25
45-Bavyears .. ... ... ... 137,391 21.6 3.1
65yearsandover .. ...... 130,538 205 4.8
Female
Alages . . ... ......... 387,481 60.9 3.2
UnderiSyears . . ... ..... 58,175 9.1 23
15-24years . .......... 48,883 7.7 25
25-44years ... ........ 118,557 18.6 3.2
45-B4years ... ........ 82,331 12.9 36
65yearsandover . ....... 79,535 125 5.0
Male
Allages . .. ........... 248,905 39.1 2.2
Under1Svyears . . ........ 60,594 9.5 23
15-24years ........... 25,081 39 1.3
25-44vyears ... ........ 57,167 9.0 1.6
45-B4years ... ........ 55,060 8.7 2.6
65yearsandover . ....... 51,004 8.0 4.6

'Rates are based on estimates of the civikan, nonmnstitutionakzed population of the Unned
States, excluding Alaska and Hawaii, as of July 1, 1985,

Referred by another physician . . . . .. ... 35,742 5.6

Not referred by another physician . . . . ... 600,643 94.4
Prior visit status

Newpatient . . . . ........ . ...... 107,624 16.9

Oldpatient . ...._.............. 528,762 83.1

Newproblem . ... ............. 144,634 22.7

Odproblem ................. 384,128 60.4

as symptoms (symptom module) accounted for 55 percent
of all visits, with symptoms of the respiratory and musculo-
skeletal systems attributed to 20 percent of all visits. The
20 most common specific principal reasons for visit, listed
in table 6, accounted for 40 percent of all visits. (These
20 reasons were unchanged from the 1981 study.) Note that
the rankings presented in table 6 may be somewhat artificial
as some estimates may not be statistically different from other
near estimates because of sampling variability.

Diagnostic services—Information on various diagnostic
services that may be ordered or provided during an office
visit is presented in table 7. Of the services listed, a blood
pressure check was most frequently ordered or provided
(39 pgrcent). A pap test was ordered or provided during about
4 percent of all visits; however, this represents about 7 percent
of the visits by females. Similarly, pelvic and breast exams
were ordered or provided in about 9 and 7 percent of ali
visits, but this represents, respectively, 14 and 11 percent
of female visits.

Principal diagnosis—Tables 8 and 9 present data on the
principal diagnosis rendered by the physician. The principal
diagnosis refers to the first-listed diagnosis in itern 11 on
the Patient Record, that associated with the patient’s principal



4 advancedata

Tahiz 5. Number and percent distribution of office visits by patient’s principal reason for visit: United States, 1985

Number of Number of
visits in Percent vISItS in Percent
Pnncipal reason for visit and RVC code' thousnds distnbution Prncipal reason for visit and RVC code’ thousnds distribution
Allvists . . . . ... . ... ... ... ... 636,386 100.0 Symptom module—Con.
Symptoms referable to the genitourinary
Symptom module . . . . . .. ... S001-5999 347,354 54.6 system . ........... S640-S829 32,053 5.0
General symptoms . . . . . . . S001-5099 42,290 6.6 Symptoms referable to the skin, nails,
Symptoms referable to psychological and andhair . . .. ........ S830-5899 37,579 5.9
mental disorders . . . . . .. S100-S199 16,206 25 Symptoms referable to the musculoskeletal
Symptoms referable to the nervous system system .. .......... 5900-5999 64,079 10.1
{excluding sense organs) . . . S200-5259 18,802 3.0 Diseasemodule. . . . . ... ... D001-D999 65,998 10.4
Symptoms referable to the cardiovascular Diagnostic, screening, and preventive
and lymphatc systems . . . . S260-S299 3,024 0.5 module. . . ... ......... X100-X599 116,500 18.3
Symptoms referable to eyes and Treatment module . . ... .... T100-T899 60,083 9.4
BAS . . . o i i e e $300-S399 41,045 6.4 injuries and adverse effects
Symptoms referable to the respiratory module. . . ... .......... J001-J999 25,689 4.0
system .. .......... S400-S499 61,734 9.7 Testresuts module . . . . .. ... R100-R700 5,167 0.8
Symptoms referable to the digestive Administrative module . . . . . . . A100-A140 8,517 1.3
system ... ......... S500-S639 30,542 4.8 Other® . . ... ... ........ U990-U999 7,077 11

Based on “A Reason for Visit Ctassification for Ambulatory Care” (RVC), Vital and Health Statistics, Senes 2, No. 78, Feb. 1979.
2includes blanks, problems, and complaints not elsewhere classified, entries of “none,” and illegible entnes.

Table 6. Number and percent of office visits by the 20 most common
principal reasons for visit: United States, 1985

Table 7. Number and percent of office visits by diagnostic service,
according to patient’s sex: United States, 1985

Number of Number of
Most common principal reason for visits in visits in Both
Rank visit and RVC code’ thousands  Percent Diagnostic service thousands sexes Female Male
1 General medical exammnation . . . . X100 30,821 48 None ............... 229,970 36.1 324 42.0
2 Prenatal examination . . . . .. ... X205 25,747 4.0 Breastexam . .......... 43,170 6.8 11.0 0.3
3 Well-baby examination . . . .. ... X105 16,447 26 Pelvicexam . . . .. ....... 54,854 8.6 14.2 -
4 Symptoms referable to the throat . . S$455 16,371 26 Rectalexam ........... 34,191 54 57 4.8
5 Postoperative visit . . . .. ... .. T205 16,303 26 Visualacuity . .......... 40,945 6.4 6.1 69
6 Cough ................ S§440 16,134 25 Urinalysis . . ... ... ..... 88,009 13.8 16.0 10.4
7 Progress visit not otherwise Hematology . . . . ... ..... 58,983 9.3 101 8.0
specified . . . .. ... ... ..., T800 13,638 21 Bloodchemistry . . . . . .. ... 43,913 6.8 6.7 7.3
8 Earache, or ear infection . . . . . .. 8355 11,402 1.8 Paptest . . ............ 28,549 4.5 7.4 -
9 Back symptoms . .. ........ $905 11,311 1.8 Otherfabtest . . ... ...... 53,514 8.4 8.9 7.7
10 Skinrash . ... ........... 8860 10,350 1.6 Blood pressure check . . . . .. 245,886 38.6 43.0 31.9
11 Blood pressure test . . . . . ... .. X320 9,446 15 Electrocardiogram . . ... ... 20,288 3.2 2.6 4.1
12 Vision dysfunctions . . . ... .. .. $305 9,266 1.5 Chestxray . ........... 17,549 2.8 2.4 3.3
13 Fever . .. ... ... .. ...... S010 9,050 1.4 Other radiology . . . .. ..... 37,806 5.9 5.7 6.3
14 Headcold, upper respiratory Ultrasound . . .......... 5,996 0.8 1.2 0.5
infection . . .. .. .. ....... S445 8,902 1.4 Glucosetest . .......... 84,249 13.2 15.7 9.5
15 Abdominal pain, cramps, spasms . . S550 8,901 14 Other . . ... ... ....... 67,778 107 10.9 103
16 Hypertension . . . ... ....... D510 8,814 1.4
17 Headache, paininhead . . ... .. S210 8,684 14
18 CQ;;;Z:?T‘? r_ellat?? ________ 5050 8,099 13 The presence of several large categories from the Supplemen-
19 Knee symptoms . . . .. ...... 8925 7,407 1.2 tary Classification is evident. As in table 6, these rankings
20 Eyeexaminatons . ......... X230 7170 11 may vary somewhat because of sampling variability.
Allotherreasons . . . . .......... 382,122 60.0

"Based on “A Reason for Visit Classification for Ambulatory Care” {(RVC), Vital and Health
Statshes, Series 2, No 78, Feb. 1979.

presenting problem. The International Classification of Dis-
eases, 9th Revision, Clinical Modification (ICD-9-CM)* was
used to classify these data. The Supplementary Classification
of the ICD-9-CM, which contains categories for diagnoses
other than diseases and injuries, such as general medical and
normal pregnancy examinations, accounted for the largest
proportion of visits (15 percent), with diseases of the respira-
tory system representing the second largest proportion (12 per-
cent). The 20 most common three-digit ICD-9-CM categories,
presented in table 9, accounted for 35 percent of all office
visits. Essential hypertension was the most common diagnosis.

Medication therapy—In item 14 of the Patient Record,
the physician was asked to record all new or continued medica-
tions ordered, injected, administered, or otherwise provided
at this visit, including immunization and desensitizing agents.
As used in the NAMCS, the term “drug” is interchangeable
with the term “medication,” and the term “prescribing” is
used in the broad sense to mean ordering or providing any
medication, either prescription or nonprescription.

Data on the provision of medication by office-based physi-
cians are highlighted in table 10, which also includes data
on “drug visits,” that is, visits during which at least one
medication was prescribed. Approximately 61 percent of all
office visits were drug visits. By specialty, the percent of
drug visits ranged from 81 percent for cardiovascular disease
specialists to 27 percent for orthopedic surgeons.
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Table 8. Number and percent distribution of office visits by principal

diagnosis: United States, 1985

Table 9. Number and percent of office visits by the 20 most common
principal diagnoses: United States, 1985

Number of Number of
visits in Percent Most common principal diagnosis vIsits in
Principal diagnosis and ICD-9-CM code’ thousands distribution Rank and ICD-9-CM code’ thousands Percent

Alldiagnoses . .. ............... 636,386 100.0 1 Essential hypertension . . .. ....... 401 26,049 4.1
Infections and parasitic diseases . . . 001~139 24,869 3.9 2 Normalpregnancy . ... ......... V22 24,182 3.8
Neoplasms . ............. 140-239 19,998 3.1 3 Health supervision of infantor child . . . . V20 17,088 2.7
Endocrine, nutritional, and metabolic diseases 4 Suppurative and unspecified otitis

and immunity disorders . . . . . .. 240-278 22,480 3.5 media ... ... i e e 382 15,607 2.5
Mental disorders . . . ... ... .. 290-319 25,988 4.1 5 General medical examinaton . . .. ... V70 14,916 2.3
Diseases of the nervous system and sense 6 Acute respiratory infections of multiple

Ofgans . . . . . v oot e v s v on 320-389 69,852 11.0 orunspecifiedsites . . ... ....... 465 14,691 2.3
Diseases of the circulatory system . . 390-459 55,953 8.8 7 Diabetes mellitus . . . . .. ........ 250 12,302 1.9
Diseases of the respiratory system . . 460-519 77,008 121 8 Neuroticdisorders . . . .. ... ..... 300 9,320 1.5
Diseases of the digestive system . . 520-579 27,222 4.3 9 Acutepharyngitis . . . ... ... ..... 462 9,302 1.5
Diseases of the genitourinary 10 Followup examinations (diagnosis

System . . . . .. .. e 580-629 38,999 6.1 unspecified) . . ... ... ..... ... V67 9,277 1.5
Diseases of the skin and subcutaneous 11 Disorders of refraction and

tissue .. ...........0... 680709 36,196 57 accommodation . . ... ......... 367 8,268 13
Diseases of the muscuioskeletal system 12 Diseases of sebaceous glands . . . . . .. 706 8,104 1.3

and connective tissue . . . ... .. 710-739 45,064 71 13 Allergicrhinitis . . . ... ......... 477 7,835 1.2
Symptoms, signs, and ill-defined 14 Bronchitis, not specified as acute

conditions . . ............ 780-799 22,489 3.5 orchronic . . . .............. 430 7,563 1.2
injury and potsoning . . . ... ... 800999 52,743 8.3 15 Other forms of chronic ischemic
Supplementary classification . . . . . V01-v82 97,536 15.3 heartdisease . ... ........... 414 6,732 1.1
All other diagnoses® . . .. ... ... ... 10,435 1.6 16 Asthma . . . .. .ottt en 493 6,503 1.0
Unknown diagnoses® . . . . ... ....... 9,553 15 17 Cataract. . . . . .. ... oo ... 366 6,285 1.0

18 Certain adverse effects, not

'Basad on the Mtemational Classimication of Diseases, Sth Revision, Chnical Modification elsewhere classified® . . .. ....... 995 5,880 0.8
gco—s—cw. 19 Special investigations and

Includes diseases of the blood and blood-formung organs (280-289): complications of examinations . .. ............ v72 5838 0.9
pregnancy, chidbirth, and the puerpenum (630-676); congenital anomales (740-759); and - ’
certan conditions onginating in the pennatal period (760-779). 20 Contact dermatitis and other
Jncludes blank diagnosis, noncodable diagnosis, and illegible diagnosis. ECZAMA . - . v v o kv et e e 692 5,837 0.9

All other diagnoses . . . . . . e e e e e e 414,816 65.2

'Basad on the /nfemnational Classification of Diseases, Sth Revision, Ciirical Modification
(ICO-9-CM).
2Primanly aliergy, unspecified (995.3).

Table 10. Number and percent distribution of drug visits and drug mentions by physician speciaity: United States, 1985

Number of Number of
drug drug Parcent
visits Percent mentions Percent drug
Physician specially in thousands®  distribution in thousands distribution visits?

Allspecialties . . . . . . . i ittt e e e e e 389,398 100.0 693,355 100.0 61.2
General and family practice . . .. . . .. ..o Lo e e 140,988 36.2 250,118 36.1 72.7
Internal madicing . . . . . .. o o i i ittt e e e e e e 57,0689 14.7 126,219 18.2 77.4
POAIES . . . . o i i e e e e e e e e e e e e e e 48,538 125 68,856 8.9 66.8
ObStetrcs and gYNeCOIOgY - - - « - =« o vt s et m e e e e e 25,545 6.6 33,832 4.9 45.1
OPHthalMOIOGY & - - < v v v v v v e o b e e cmme e e s e n s me e n e e 16,357 42 25,820 3.7 40.8
OrthOPEAIC SUTGEIY . .« + v« « o e e e e e e e i e e e et et 8,624 22 12,080 1.7 27.4
GENETAI SUMGETY . « o .« 4 vt v o v e m e v v e o s mm e et et o m e 11,492" 3.0 18,774 27 38.5
DErmMatology - - - - - . o s e e e e e e e e e e e e, 16,408 4.2 29,253 4.2 €8.0
PsyChialry . . . . .t it i e e e e e e e e e e 8,324 21 14,826 2.1 46.3
Otorhinolanyn@oIogy - . - - & o vt m h e e e e e e e e e e e e 7.323 1.8 10,761 1.6 45.5
Urological SUrgery . . . . . . i et e e e e e e e e e 5,461 1.4 6,737 1.0 46.7
Cardiovascular diSeaSE . . . . - . . v v i i i v m e et e e e e e 8,585 2.2 26,812 3.9 80.9
NOUROIOGY . « - -« e b v e e e s o e e m o e e o e ne e e e e 2,868 0.7 4,664 0.7 57.4
Allotherspeciallies . . . . . . . . .t i i i i et e e e et e 31,817 8.2 64,602 9.3 60.7

Wisits at which one or more drugs were prescribed.

2Number of drug wisits divided by number of office visits multipked by 100.

Data on the number and percent of “drug mentions,”
that is, the total number of medications listed in item 14
of the Patient Record form, are also presented in table 10.
There were 693.4 million drug mentions in 1985, an average
of 1.1 drug mentions for every office visit or 1.8 mentions
for every visit at which one or more medications were

prescribed.

The NAMCS drug database permits classification by such
variables as: specific product name; generic class; entry form
chosen by the physician, that is, brand name, generic name,
or the therapeutic effect desired; prescription status, that is,
prescription (Rx) or nonprescription (OTC); federally con-
trolled substance status (for addicting or habituating drugs);
composition status, that is, single or multiple ingredient; and
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therapeutic category. A report that describes the method and
instruments used to collect and process drug information for
the NAMCS has been published.® Future reports will present
detailed drug data from the 1985 NAMCS.

Nonmedication therapy—Table 11 presents data on
selected types of nonmedication therapy that may be ordered
or provided during an office visit. Counseling, diet and others
combined, was the most frequently used therapy. Although
counseling in the broad sense is part of nearly every office
visit, it is recorded in the NAMCS only when considered
by the physician to be a “significant part of the treatment.”
Ambulatory surgery was ordered or performed at about 7 per-
cent of all office visits. All other services were ordered or
provided at less than 5 percent of the visits.

Table 11. Number and percent of office vigits by non-medication therapy
ordered or provided: United States, 1985

Nurnber of
Non-medication therapy thousands Percent
None ............ ... ..ococ.... 438,406 68.9
Physiotherapy . . . . ... ............. 26,485 4.2
Ambutatorysurgery . . . . . . ... ... ... 41,931 6.6
Radiationtherapy . . . . ... ........... 656 0.1
Psychotherapy ... ................ 21,343 34
Familyplanning . . . . .. ... .......... 12,146 1.9
Dietcounseling . . . ................ 41,294 6.5
Othercounseling . . . ............... 59,102 93
Correctivelenses . . . . . ... .. ........ 10,861 1.7
Other . . . ... ... ... ... 7,787 12

Table 12. Number and percent of office visits by disposition: United
States, 1985

Nurnber of
visits in
Disposition thousands Percent
No foliowupplanned . . . ... ... ....... 62,138 98
Return at specifiedtime . ... .......... 391,142 61.5
Returnifneeded, PRAN. . . . . ... .. ..... 145,552 229
Telephone followup planned . . . . ... ..... 25,229 40
Referred to other physician . . . . .. . ... ... 20,075 3.2
Returned to referring physician . . . . ... .. .. 4,947 0.8
Admittohospital . ... .............. 10,281 16
Other . . ... .. . ... it 3,416 05

References

'National Center for Health Statistics, R. Gagnon, J. Delozier,
and T. McLemore: The National Ambulatory Medical Care Survey,
United States, 1979 Summary. Vital and Health Statistics. Series
13, No. 66. DHHS Pub. No. (PHS) 82-1727. Public Health Service.
Washington. U.S. Government Printing Office, Sept. 1982,

2National Center for Health Statistics, D. Schneider, L. Appleton,
and T. McLemore: A reason for visit classification for ambulatory
care. Vital and Health Statistics. Series 2, No. 78. DHEW Pub.
No. (PHS) 79-1352. Public Health Service. Washington. U.S. Gov-
ermnment Printing Office, Feb. 1979.

Disposition—Data on the visit disposition show that the
majority of office visits involved some type of scheduled
followup (table 12). For about 65 percent of the visits a
return visit or telephone followup was planned. Approximately
2 percent of the office visits resulted in admission to a hospital.

Duration of visit—Duration of visit refers to the amount
of time spent in face-to-face contact between physician and
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 physi-
cian without the presence of the physician, or time spent
by the physician in reviewing records and 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, the duration of visit was recorded as zero minutes.
Some 71 percent of the visits had a duration of 15 minutes
or less (table 13). The mean duration of all visits was 16.1
minutes.

More detailed 1985 NAMCS data are forthcoming in
the Vital and Health Statistics series. In addition, survey
data will be available on computer tape at a nominal cost
in early 1987 from the National Technical Information Service.
Questions regarding this report, future reports, or the NAMCS
may be directed to the Ambulatory Care Statistics Branch
by calling (301) 436-7132.

Tabile 13. Number and percent distribution of office visits by duration of
visit: United States, 1985

Number of
visits in Percent
Duration thousands distribution
Alldurations. . . ... ............. - 100.0
Ominutes’ . .................. 14,436 23
1=5mINUes . . . . . . .. it e e 65,250 10.3
6~10minutes . . .. . ... ... .. ..... 181,191 28.5
11-tSminutes . ... ... .......... 190,954 30.0
16-30minutes . . . ... ... .. ... ... 144,211 227
31 minutesandover . . .. ... ....... 40,343 6.3

Mean duration: 16.1 minutes

'Represents office wisits in which there was no face-to-face contact between the patient and

3Public Health Service and Health Care Financing Administration:
International Classification of Diseases, 9th Revision, Clinical Mod-
ification. DHHS Pub. No. (PHS) 80-1260. Public Health Service.
Washington. U.S. Government Printing Office, Sept. 1980.

“National Center for Health Statistics, H. Koch and W. Campbell:
The collection and processing of drug information, National Ambula-
tory”Medical ‘Care Survey, United States, 1980. Vital and Health
Statistics. Series 2, No. 90. DHHS Pub. No. (PHS) 82-1364. Public
Health Service. Washington. U.S. Government Printing Office, Mar.
1982.
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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 from March 1985 through February 1986. The target
universe of NAMCS includes office visits made within the
conterminous United States by ambulatory patients to nonfed-
erally employed physicians who are principally engaged in
office practice, but not in the specialties of anesthesiology,
pathology, or radiology. Telephone contacts and nonoffice
visits are excluded.

A multistage probability sample design is used in
NAMCS, involving samples of primary sampling units
(PSU’s), physician practices within PSU’s, and patient visits
within physician practices. For 1985, a sample of 5,032 non-
federal, office-based physicians was selected from master files
maintained by the American Medical Association and Ameri-
can Osteopathic Association. The physician response rate for
the 1985 NAMCS was 70.2 percent. Sample physicians were
asked to complete Patient Records (see text figure) for a
systematic random sample of office visits occurring during
a randomly assigned i-week reporting period. Responding
physicians completed 71,594 Patient Records. Characteristics

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

Relative
standard
Estimated number of office emor in
visits in thousands percent
200 . . e e e e e e e e e 37.8
500 . ... e e e e e e e e 24.1
1,000 . .. . et e e e e e e e e e 172
2000 ... e e e e e e e e 125
5000 . ... e e e e e et e e e 85
10,000 . ... e e e e e e 6.6
20,000 . ... e e e e e e e e 54
80000 . ... e e e e e e e e e e e 45
100,000 & . . . . e e e e e e e e e e 42
600,000 . . . ... i e e e e e e e, 3.9

Example of use of table: An aggregate estimate of 15,000,000 visits has a relatve standard
error of 6.0 percent, or a standard error of 300,000 visits (6.0 percent of 15,000,000).

of the physician’s practice, such as primary specialty and
type of practice, were obtained during an induction interview.
The National Opinion Research Center, under contract to the
NCHS, was responsible for the survey’s data collection and
processing operations.

Sampling errors

The standard error is primarily a measure of the sampling
variability that occurs by chance when only a sample, rather
than an entire universe, is surveyed. The relative standard
error of an estimate is obtained by dividing the standard error
by the estimate itself; the result is then expressed as a percent
of the estimate. Approximate relative standard errors of
selected aggregate statistics are shown in table I, and the
standard errors for estimated percentages of visits are shown
in table II. Standard errors for estimates of drug mentions
will be included in future reports.

Rounding of numbers

Estimates of office visits have been rounded to the nearest
thousand; consequently, detailed figures within tables will
not always add to totals. Rates and percents were calculated
based on original unrounded figures and do not necessarily
agree with percents calculated from rounded data.

Definitions of terms

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

Physician—A physician is a duly licensed doctor of
medicine (M.D.) or doctor of osteopathy (D.0.) who is cur-
rently 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 anes-
thesiology, pathology, or radiology; who are federally em-
ployed; who treat only institutionalized patients; who are em-
ployed full time by an institution, and who spend no time
seeing ambulatory patients.

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

Base of percent
{number of office visits in thousands)

Estmated percent
1or Sor 100r 20 or 30 or
99 95 90 80 70 50

Standard emror in percentage points

3.7 8.2 13 15.0 17.2 18.8
2.4 52 71 9.5 10.9 11.9
1.7 3.7 50 6.7 7.7 84
1.2 2.6 36 4.8 5.4 5.9
0.7 1.6 23 3.0 3.4 3.8
0.5 12 16 2.1 24 27
0.4 08 11 15 1.7 19
0.2 05 07 1.0 1.1 1.2
02 0.4 0.5 0.7 0.8 0.8
0.1 0.1 0.2 03 0.3 03

Example of use of table: An estimate of 20 percent bassd on an aggregate estimate of 15,000,000 wistts has a standard error of 1.8 percent, or a relative standard error of 9.0 percent (1.8 percent

~ 20 percent).
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Office—Offices are the premises physicians identify as Visit—~A visit is a direct personal exchange between an
locations for their ambulatory practice; these customarily in- ambulatory patient and a physician or a staff member working
clude consuitation, examination, or treatment spaces the pa- under the physician’s supervision, for the purpose of seeking
tients associate with the particular physician. care and rendering personal health services.

Symbols

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

0.0 Quantity more than zero but less than
0.05

b4 Quantity more than zero but less than
500 where numbers are rounded to
thousands

* Figure does not meet standards of relia-
bility or precision

# Figure suppressed to comply with confi-
dentiality requirements
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Visits to Office-Based Physicians by Hispanic Persons:
United States, 1980-81

by Gloria J. Gardocki, Ph.D., Division of Health Care Statistics

This report presents National Ambulatory Medical Care
Survey (NAMCS) information on visits to office-based physi-
cians by Hispanic persons. NAMCS is a national survey used
to collect data on the demographic characteristics, medical
problems, and medical management of patients making visits
to office-based physicians. As such, the survey is uniquely
valuable for providing an overview of the office-based medical
care obtained by Hispanic Americans.

Although the Hispanic population of the United States
is the sixth largest in the world,! only recently has much
attention been focused on this group’s need for health care
services. Increased interest in the specific factors affecting
this minority’s use of health care resources also has been
evident. Two of the factors most often considered are
socioeconomic status®~® and type of medical insurance cover-
age, ifany.>*®

Currently, the principal source of objective information
on the health status of Hispanic Americans is the Hispanic
Health and Nutrition Examination Survey (HHANES), which
was conducted by the National Center for Health Statistics
from July 1982 through December 1984.” HHANES was de-
signed to assess the physical and mental health status of three
special population subgroups in selected areas of the United
States—Mexican Americans in selected areas of five South-
western States (Texas, Colorado, New Mexico, Arizona, and
California); Cuban Americans in Dade County. Florida; and
Puerto Ricans in the New York City metropolitan area (New
York, New Jersey, and Connecticut). The health and nutritional
status of the sample members was assessed by means of
physical examinations (including dental examinations and an-
thropometric measurements), diagnostic testing (including lab-
oratory analyses), and personal interviews. The survey was
not designed to be a national Hispanic survey, so national
estimates for the Hispanic population cannot be made, but
it is estimated that the three HHANES universes included
approximately 76 percent of the population of Hispanic origin

in the United States in 1980. Initial results of the survey
are being publicized 59

The prime source of national estimates of the level of
use of all health care services by Hispanic persons, and of
information on self-reported health status, is the National
Health Interview Survey (NHIS). In this population-based
survey, respondents from a sample of households are asked
numerous health-related questions, and also are asked if they
have specific Hispanic national origins or ancestry (for exam-
ple, “Puerto Rican,” ‘“Mexican-American,” or “Other
Spanish”). Consequently, NHIS information on self-reported
health items can be used not only for comparisons between
Hispanic and non-Hispanic persons, but also for comparisons
among the major Hispanic-origin groups in the United States.
In an NCHS report analyzing selected 1978-80 data on His-
panic persons,'® the authors found that the average annual
number of all outpatient physician contacts (including hospital
clinic visits and telephone calls) did not differ significantly
among Hispanic persons (4.4 per person), white non-Hispanic
persons (4.8), and black non-Hispanic persons (4.6). Further
analysis, however, revealed that national origin had substantial
effects which were obscured by grouping all Hispanic persons
together—Mexican Americans had significantly fewer physi-
cian contacts (3.7 per person per year) than either white or
black non-Hispanic persons, and Puerto Ricans and Cuban
Americans had significantly more (6.0 and 6.2 contacts, re-
spectively). Therefore, national origin must be viewed as a
very important variable in understanding Hispanic persons’
use of health care services.

Data source and limitations

This report summarizes the characteristics of Hispanic
persons’ 1980 and 1981 visits to office-based physicians. Sig-
nificant differences between the visits made by Hispanic pa-
tients and those made by other patients also are discussed.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Public Health Service




2 advancedata

NAMCS is a sample survey of the ambulatory care provided
during office visits to office-based physicians in the United
States. excluding Alaska and Hawaii. NAMCS was conducted
annually by the National Center for Health Statistics from
1973 through 1981, and again in 1985. A summary of the
survey methodology is presented in the technical notes ap-
pended to this report, as are selected definitions and guidelines
for judging the precision of estimates.

It is important to note that the statistics presented in
this report are derived from combined 1980 and 1981 NAMCS
data files. Consequently, the frequency estimates represent
visit totals for the 2-year period, but the percent distributions
and rates represent annual averages.

Two aspects of NAMCS are particularly crucial to the
interpretation of the information presented in this report and
warrant special attention. First, NAMCS includes only visits
made to the offices of physicians who are engaged primarily
in office-based care; the data cannot be generalized to describe
all outpatient medical care. Second, the question of defining
the Hispanic population is always difficult and somewhat arbi-
trary.’ In NAMCS, sample physicians are asked to report
whether a patient making a sample visit is of “Hispanic origin”
(defined as “a person of Mexican, Puerto Rican, Cuban, Cen-
tral or South American, or other Spanish culture or origin,
regardless of race”), or is “not Hispanic” (defined as “‘any
person not of Hispanic origin”). As a result, NAMCS has
no information on the specific national origins of the Hispanic
patients who make sample visits. In addition, the reporting
of Hispanic ethnicity depends on the extent and accuracy
of the physician’s knowledge of, and perceptions of, the pa-
tient’s background. Because of this factor, NAMCS may under-
estimate the number of visits made by Hispanic persons, and
such underestimation may affect the results of analysis. This
issue is considered in greater detail later in this report.

Patient demographics

During 1980 and 1981, Hispanic persons made an esti-
mated total of 53.3 million visits to office-based physicians,
or 1.8 per person per year (see table 1). This was substantially
lower than the estimated rate for non-Hispanic persons
(2.7 visits per person per year). Although the visit rate for
Hispanic persons was lower than that for all other persons
for each of the five age groups displayed in table 1, the
differences are statistically significant for only the three

youngest groups. In the age groups of under 15 years, 15-24
years, and 25-44 years, Hispanic persons had average annual
visit rates of 1.3. 1.3, and 1.9 visits per person. respectively.
In comparison, the corresponding average annual visit rates

respectively.

The differences between the rates for Hispanic persons
and those for non-Hispanic persons highlight the most prob-
lematic aspect of the information presented in this report—the
question of the accuracy with which Hispanic ethnicity was
reported in NAMCS. Careful consideration of other relevant
information leads to the conclusion that the extreme magnitude
of this difference is an artifactual finding resulting from the
survey methodology.

Evidence that NAMCS underestimated Hispanic persons’
visits to office-based physicians in 1980 and 1981 can be
found in NHIS data. NHIS rates should be similar to, but
not identical with, NAMCS rates because the universe of
office visits as measured by NHIS overlaps, but does not
coincide with, the universe of office visits to office-based
physicians as measured by NAMCS. However, unpublished
estimates from the 1980 and 1981 NHIS surveys yield office
visit rates of 3.0 per person per year for Hispanic persons
and 3.2 per person per year for non-Hispanic persons. The
difference between these rates is in the same direction as
the NAMCS difference in rates but is not large enough to
be statistically significant.

The major reason for the difference between the NAMCS
data and the NHIS data appears to be the different approaches
used to identify Hispanic persons. The self-identification
method of ethnicity classification utilized in NHIS appears
to be much stronger than the provider-identification method
used in NAMCS. For this reason, the large difference found
in NAMCS between the visit rate for Hispanic persons and
that for non-Hispanic persons should be considered the result
of an undercount of visits made by Hispanic persons and
a concomitant overcount of visits made by non-Hispanic
persons.

The percent distributions displayed in table 1 also indicate
that the Hispanic patients were significantly younger than
the non-Hispanic patients. Of all visits made by Hispanic
persons, 70.2 percent were made by patients under 45 years
of age. compared with 58.7 percent of the visits made by
non-Hispanic persons. The median ages further illustrate this
difference: the estimated median patient ages were 30 years

Table 1. Number, percent distribution, and average annual rate of office visits to office-based physicians by patient age, according to patient ethnicity:

United States, 1980-81

Hispanic ethrucity Other ethnicity

Number in Percent Average annual Number in Percent Average annual

Age thousands adistribution rate per person’ thousands distribution rate per person’
Allpatents . . .. ............ 63,337 100.0 1.8 1,107,585 100.0 2.7
UnderiSyears . . . .. ......... 12,206 22.9 1.3 203,922 18.4 2.2
15-24years .. ............. 8,714 16.3 1.3 152,081 13.7 2.1
25-44years . ... ... ... 16,503 30.9 1.9 293,881 26.5 25
45-64years . ... ... ... 10,540 19.8 24 255,160 23.0 3.1
6Syearsandover . ... .. ... 5.374 10.1 3.8 202,541 18.3 4.3

'Rates were compuied using Nationa! Health interview Survey estmates of the civiian noninstitutionalized Hispanic and non-Hispanic populations (see the technical notes)
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for the visits made by Hispanic persons and 37 years for
all other visits. The. different patient age distributions reflect

the relative youth of the American Hispanic population, as.

can be seen in the population estimates presented in the techni-
cal notes.

In addition to the differences in the age distributions,
a significant difference appeared in the race distributions.
Of the visits made by Hispanic persons, 94.2 percent were
made by white persons, compared with only 89.1 percent
of the visits made by non-Hispanic persons. The sex distribu-
tions were virtually identical, however, with females account-
ing for 60. 1 percent of the visits made by Hispanic persons.

Medical characteristics

The same methodological difference between NAMCS
and NHIS that is the source of NHIS's strength in identifying
Hispanic persons also is the source of NAMCS's greatest
strength. Because the basic data in NAMCS are supplied
by health care providers, the medical information contained
in NAMCS can be expected to be relatively complete, precise,
and accurate. In this respect, NAMCS information on the
medical aspects of Hispanic persons’ visits to office-based
physicians can be regarded as less problematic than the popula-
tion rates. It is extremely important to note, however, that
the apparent undercount of Hispanic patients” visits in NAMCS
may have biased the results. Unfortunately, there is no informa-
tion available for determining if such bias occurred, or for
assessing the direction and amount of it.

The 1980 and 1981 NAMCS data indicate that Hispanic
and non-Hispanic patients who visited physicians were equally
likely to have been referred by another physician—35.6 percent
of Hispanic patients’ visits were the direct resuit of referrals.
The visits of Hispanic persons, however, were more likely
to have been prompted by a new problem than were other
visits (42.0 percent compared with 36.4 percent, respectively).
Although significant, this difference is not large, and it may
be simply the result of the relative youth of the Hispanic
population. This is because younger people are more likely
to develop short-term problems that are completely resolved,
and older people are more likely to develop chronic problems
that may be controllable but not curable.

In NAMCS, the general type of medical care sought
by each patient making a visit is recorded by the responding
physician in the variable “major reason for visit.” For the
1980 and 1981 visits made by Hispanic patients, the most
common major reason was obtaining care for an acute problem
(38.9 percent), followed by obtaining routine care for a chronic
problem (24.8 percent). Nonillness care, such as prenatal
care, was the third most common major reason (18.0 percent).
The least common major reasons for visit were seeking care
for a flareup of a chronic problem (9.6 percent) and obtaining
aftercare for surgery or an injury (8.7 percent). Hispanic pa-
tients were significantly less likely than non-Hispanic patients
to have been seeking routine care for a chronic problem
(24.8 percent of visits compared with 28.2 percent, respec-
tively). Again the difference was not large and easily can
be explained by the differing age distributions of the two
populations.

Table 2. Number and percent distribution of office visits made by
Hispanic patients, by principal reason for visit: United States, 1980-81

Pnncipal reason for visit Number of visits ~ Percent

and RVC code' in thousands  distribution
Allwisits . . . . . ... ... e 53.337 100.0
Symptom module . . . . . ... .. S001-5999 31,389 58.8
General symptoms . . ...... S001-8099 5,145 9.6
Systems referable to psychological
and mental disorders . . . . . . S100-S199 979 1.8

Symptoms referable to the

nervous system (excluding

senseorgans) . . . .. ... .. S200-3259 2,027 3.8
Symptoms referable to the

cardiovascular and

lymphatic systems . . ... .. $260-5299 323 0.6
Symptoms referable to the eyes
andears. . ........... S300-5399 2,322 4.4
Symptoms referabie to the
respiratory system . . . .. .. 84008499 4,781 9.0
Symptoms referable to the
digestive system . ... .... 8500-S639 3,501 6.6
Symptoms referable to the
genitourinary system . . . . .. S640-S829 3,206 6.0
Symptoms referable to the
skin, nails, and harr . . . . ... S830-58399 2,662 5.0
Symptoms referable to the
musculoskeletal system . . . . . S900-5999 6,444 1241
Diseasemodule. . . . .. ... .. Do01-D999 4,426 8.3
Diagnostic, screening, and
preventive module . . . . ... .. X100-X599 9,044 17.0
Treatment module . ... ..... T100-T899 4,084 7.7
Injunes and adverse effects
module. ............... J001-J999 2,492 47
Other?. .. ...... R100-R700, A100-A140, 1,904 3.6
Usg0-U999

"Based on “A Reason for Vist Classification for Ambulatory Care,” Vital and Health Statistics,
Senes 2, No. 78, Feb 1979

%Inciudes test results module, administrative moduie, blanks, problems and complants not
elsewhere classified, entnes of "none.” and illegible entnes.

Patients’ specific reasons for visit are classified in NAMCS
according to the system established in “A Reason for Visit
Classification for Ambulatory Care.”!! Table 2 shows the
principal reasons for visit, grouped into modules of related
reasons, for Hispanic persons’ 1980 and 1981 visits. By far
the most common principal reason for visit was a symptom;
the complaints classified in the symptom module precipitated
58.8 percent of all visits. Different types of symptoms occurred
with varying frequencies, ranging from the 0.6 percent of
all visits precipitated by symptoms of the cardiovascular and
lymphatic systems to the 12.1 percent of all visits precipitated
by symptoms related to the musculoskeletal system.

Next to symptoms, the most common principal reasons
for visit were those in the diagnostic, screening, and preventive
module, which includes such services as regularly scheduled
examinations and inoculations. In comparison with symptoms,
however, this module accounted for a far smaller proportion
of all visits by Hispanic persons—17.0 percent. Even smaller
were the proportions of visits with principal reasons in the
disease and treatrnent modules, which accounted for 8.3 per-
cent and 7.7 percent of all visits, respectively. Injuries and
adverse effects made up the smallest proportion (4.7 percent)
of all visits by Hispanic persons.

Only two significant differences in the type of principal
complaint appeared between visits made by Hispanic persons
and visits made by other persons. The principal reasons for
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Table 3. Number and percent distribution of office visits made by
Hispanic patients, by the 10 specific principal reasons for visit most
commoniy given: United States, 1980-81

Principal reason for visit Number of visits ~ Percent

and RVC code' -in thousands  distribution

Alvisits . .. ... L 53,337 100.0
Prenatal examination, routine . . ... X205 2,729 5.1
General medical examination . .. . X100 2,482 4.7
Fever . .. ... ... ... .... S010 1,671 3.1
Cough . e S440 1,621 3.0
Postoperatve visit . . . . . .. ... .. T205 1,534 2.9
Abdominal pain, cramps, spasms . . . . . $550 1,248 23
Headache, paninhead ... ... .. 5210 1,164 2.2
Back symptoms . . S905 1,040 2.0
Symptoms referable to throat . . . . . . . . 8455 1,026 1.9
Chest pain and related symptoms (not

referable to body system) . . . ., .. ... §050 968 1.8
All other reasons forwvisst . . . . . . .. Residual 37,853 71.0

'Based on “A Reason for Visit Classification for Ambulatory Care,” Vital and Heaith

Table 4. Number and percent distribution of office visits made by
Hispanic patients, by principal diagnostic class: United States, 1980-81

Pnncipal diagnostic class Number of visits  FPercent

Senes 2, No 78, Feb 1979,

Hispanic patients’ visits were somewhat more likely to be
symptoms (58.8 percent compared with 53.8 percent) and
somewhat less likely to be specifically for obtaining treatment
(7.7 percent compared with 10.6 percent). These differences
also can be attributed to the differing health problems of
populations with different age structures.

Of the 10 most common specific principal reasons for
Hispanic patients’ visits, shown in table 3, 7 were symptoms
typical of acute diseases or injuries: fever; cough; abdominal
pain, cramps, or spasms; headache or head pain; back
symptoms; throat symptoms; and chest pain and related
symptoms. In examining table 3, it should be noted that
not all differences between the ranked frequencies and percents
are statistically significant. All 10 of the most common reasons
together accounted for more than one-fourth (29.0 percent)
of all office visits by Hispanic persons. In contrast, the same
reasons accounted for only 24.9 percent of all other visits,
indicating that these particular problems were somewhat less
common among non-Hispanic persons visiting office-based
physicians.

The principal diagnoses made by the physicians in His-
panic patients’ visits, grouped into categories based on the
International Classification of Diseases, 9th Revision, Clinical
Modification (ICD-9-CM), '? are shown in table 4. Two groups
of diagnoses were used more frequently than any other group,
and together these groups accounted for almost one-third of
the total. These groups were the supplementary classification
(including prenatal care, immunizations, general examinations,
and all other well-person care), which was listed for 17.6
percent of all visits by Hispanic persons, and diseases of
the respiratory system (many of which are acute infections
of the upper respiratory tract), which accounted for
13.9 percent.

This distribution of Hispanic patients’ visits among the
various diagnostic categories was remarkably similar to the
comparable distribution for non-Hispanic patients. In fact,

and ICD-9—CM code’ in thousands  distnbution

Atwisits . . ... ... L 53,337 100.0
Infecttous and parasitic

diseases . . ... .......... (001-139) 1,552 2.9
Neoplasms . . ... ..... .. . (140-239) 912 1.7
Endocrine, nutntional, and metaboic

diseases, and immunity disorders . . (240-279) 2,408 4.5
Mental disorders . . .. .. ... .. (290-319) 1,788 3.4
Diseases of the nervous system

and senseorgans . .. ... .. .. (320-389) 3,940 7.4
Diseases of the circulatory

system . ... ... ... ... .. (390—459) 3.084 5.8
Diseases of the respiratory

system. . ... ......... (460-519) 7,391 13.9
Di of the digesti

system . ... ............ (520-579) 2,905 5.4
Di of the genitourinary

system . . .. ... ... ... .. (580-629) 3,903 7.3
Diseases of the skin and

subcutaneous tissue .. .. .. .. (680-709) 3,331 6.2
Diseases of the musculoskeletal

system and connective tissue . . . . (710-739) 4,480 8.4
Symptoms, signs. and ill-defined

conditions . . . ... .. ...... {(780-799) 1,596 3.0
Injury and poisoning . . . . . . ... (800-999) 4,965 9.3
Supplementary classification of factors

influencing health status and contact

with health services . . . . .. ... (VO1-vB2) 8,373 17.6
Other®. . ... ............. Residual 1,710 3.2

'Based on the onal Cl. jon of D
(ICD-9—CM).

Ancludes diseases of the blood and blood-forming organs (280-289); complicauons of
pregnancy, chikdbirth, and the puerperium (630-676); congenital anomalies (740-759);
certain conditions ongmating in the perinatal penod (760-779); and blank, noncodable, and
iflegible diagnoses.

9t Revision, Chrucal Mogification

only one significant difference between the distributions ap-
peared in the results: diseases of the circulatory system were
recorded less frequently for Hispanic patients’ visits than for
non-Hispanic patients’ visits (5.8 percent compared with
9.9 percent, respectively). The direct relationship of hyperten-
sion and other chronic cardiovascular problems to age is well
known, and this difference also can be attributed to the age
difference between Hispanic and non-Hispanic persons.

The 10 specific principal diagnoses that were most com-
monly made during Hispanic patients’ visits are shown in
table 5. Again, the differences between the ranked frequencies
and percents are not necessarily statistically significant. Six
of these specific diagnoses are from the two leading groups
of diagnoses: normal pregnancy, health supervision of an infant
or child, and a general medical examination are all well-care
services included in the supplementary classification of the
ICD-9-CM: and acute upper respiratory infections of multiple
or unspecified sites, asthma, and acute pharyngitis are all
included in the category of respiratory system diseases. To-
gether the 10 diagnoses accounted for more than one-fourth
(27.2 percent) of all office visits by Hispanic persons in 1980
and 1981. The same 10 diagnoses were recorded for a slightly
smaller proportion (24.7 percent) of the visits made by non-
Hispanic persons.
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Table 5. Number and percent distribution of office visits made by
Hispanic patients, by the 10 specific principal diagnoses most commonly
gven: United States, 1980-81

Scee *C onnepI 23G°CSS Number of Lig1ts Porcert

ang ICO-5-CM cooe’ n thousards  disirbulion

A sils . 33.337 1CN0
bizemal pregoarcy vaz2 L155 £3
Heasn sueeres on of rfant or crnd vage 1,717 3.2
Ac..te voper “=spiratory infecticns of

~.itipte or unspecified sites . . 465 1.546 2.9
Essental hypertension . . . . . P 0] 1.529 2.9
Suppurative and unspecified otitis media . 382 1,438 2.7
General medical exammnation. . . . . . .. V70 1.208 23
ASIIMA . . v v v v v e e e e e 493 1,091 2.0
Dapetesmelitus . . . ... ... .. .. 250 1,087 2.0
Obesity and other hyperalmentation . . . 278 980 1.8
Acute pharyngiis . . . . . L. . 462 743 1.4
All other diagnoses . . . . . . . .. . . Residual 38,842 72.8

ficaton of D Sth Rewision, Clircal Moditication

'Based on the /nternational C
{ICD~9—CM)

Physician characteristics

The specialty distribution of the physicians visited by
Hispanic patients is shown in table 6. The vast majority of
the visits were divided almost equally among general and
family practitioners (33.2 percent), medical specialists
(29.8 percent), and surgical specialists (32.7 percent). The
remaining few visits (4.3 percent) were made to all other
specialists.

Of the visits to medical specialists, visits to pediatricians
(14.1 percent of all visits) exceeded visits to internists
(9.6 percent), which, in turn, exceeded visits to other medical
specialists (6.2 percent). Of the visits to surgical specialists,
however, the largest proportion was made to physicians in
the residual category of other surgical specialties (15.9 percent
of all visits), followed by visits to obstetricians and
gynecologists (11.5 percent). Visits to general surgeons ac-
counted for the smallest proportion (5.3 percent).

Only two significant differences between this distribution
and the comparable one for the visits made by non-Hispanic
patients were noted, and both clearly were caused by the
differing age structures of the Hispanic and non-Hispanic popu-
lations. Pediatricians, who primarily treat infants and young
children,'® accounted for a somewhat larger proportion of
the visits made by Hispanic patients than of the visits made
by all other persons (14.1 percent compared with 10.9 percent,
respectively). Conversely, internists, whose patients are princi-
pally the middle-aged and elderly,'* accounted for a signifi-
cantly smaller proportion of the visits made by Hispanic per-
sons than of all other visits (9.6 percent compared with
12.6 percent, respectively).

Hispanic patients’ visits were distributed unevenly among
the four major geographic regions of the United States (see
table 7). The largest proportion (35.2 percent) occurred in
the West, followed by the South (29.3 percent), and then
the Northeast (23.7 percent). Only 11.8 percent were made
in the Midwest. This distribution differed markedly from that
observed for all visits made by non-Hispanic persons, as the
Northeast was the only region that claimed essentially equal

Table 6. Number and percent distribution of office visits made by
Hispanic patients, by physician speciaity: United States, 1980-81

Number of visits ~ Percent

Physicran scecaty n housares  Jistroudion
Allvists . ... .. . .., .. 53.337 100.0
General and family practice . . 17.703 332
All medicat specialtes . . . . ... . . 15,304 298
Internal medicine ., ., . T 5.100 95
Pegatnes . . . ... .. ... .. . 7.505 41
Other medical specialtes . . . . ... ... 3.299 6.2
All surgical specialttes . . ... .. ... ... 17,429 32.7
Generalsurgery . .. .. ........... 2.828 5.3
Obstetrics and gynecology . . . . . ... ... 6.139 11.5
Other surgical specialties . . . ... ... .. 8,462 15.9
Allotherspecialties . . . . . . ... ....... 2,301 43
Psychiatry . . ................. 954 1.8
Ctherspecialttes . . . ... ... ....... 1,347 25

Table 7. Number and percent distribution of office visits made by
Hispanic patients, by geographic region: United States, 1980-81

Number of visits ~ Percent

Geographic region in thousands  distnbution
Allvisits . . ... ... ... .. . 53,337 100.0
Northeast . . . .................. 12,635 23.7
Midwest . . ... ................. 6.308 11.8
South .. ......... ... ....... 15,620 29.3
West ..........c0 ..., 18,774 35.2

proportions of Hispanic and non-Hispanic patients’ visits
(23.7 percent and 23.6 percent, respectively). The most strik-
ing differences appeared in the West, which accounted for
35.2 percent of Hispanic patients’ visits but only 17.6 percent
of other patients’ visits, and in the Midwest, which accounted
for only 11.8 percent of Hispanic patients’ visits and
26.0 percent of all other visits. These differences are explained,
of course, by the geographic distribution of the American
Hispanic population, which has a relatively high concentration
in the Southwest and a relatively low one in the Midwest.
The remaining region, the South, accounted for 29.3 percent
of the visits made by Hispanic persons and 32.8 percent
of those made by non-Hispanic persons. Although this is
a statistically significant difference, it is not a substantively
large one.

Another locational variable utilized in NAMCS is the
metropolitan status of the area in which the visit occurred.
Although large majorities of both the visits made by Hispanic
persons and those made by non-Hispanic persons took place
in metropolitan areas, the visits of Hispanic persons were
substantially more concentrated in those areas (87.1 percent
compared with 75.5 percent, respectively).

Hispanic patients’ visits were quite similar to non-Hispanic
patients’ visits on the remaining variables describing the physi-
cians and their practices. Of the Hispanic patients’ visits,
3.9 percent involved female physicians and 7.2 percent in-
volved Doctors of Osteopathy (D.O.'s), rather than Doctors
of Medicine (M.D.’s). A large majority of the visit total
was divided almost equally between physicians 44 years of
age or younger (39.9 percent) and physicians 45-60 years
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of age (44.2 percent). Only 16.0 percent of.the visits were
made to physicians 61 years of age or older. In addition,
a majority of the visits (57.5 percent) were tg solo practitioners.
Although this was significantly larger than the comparable
proportion of all visits made by non-Hispanic persons (54.6
percent), the difference was not a large one.

Visit management

Physicians utilized a single diagnostic service in almost
half of all visits made by Hispanic persons (46.0 percent).
Two such services were used in fewer visits (30.6 percent),
and three or more were used in'still fewer (16.6 percent).
Only 1 of every 15 visits (6.8 percent) involved no diagnostic
services.

The rates at which various specific diagnostic services
were ordered or provided during Hispanic patients’ visits are
shown in table 8. The services can be ranked according to
their frequency of use as follows.

® Limited medical histories and/or examinations (64.4 per-
cent of the visits).

® Blood pressure measurements (33.7 percent).

® One or more clinical laboratory tests (21.5 percent) and
general medical histories and/or examinations (17.5 per-
cent).

@  One or more x rays (9.0 percent).

® Paptests (4.2 percent) and vision tests (3.6 percent).

®  Electrocardiograms (2.6 percent), mental status exarnina-
tions (1.7 percent), and endoscopies (1.0 percent).

This usage pattern for diagnostic services is remarkably similar
to the one that appeared for non-Hispanic patients’ visits.
In fact, only one significant difference was found: vision
tests were utilized in the visits made by Hispanic patients
somewhat less frequently than in all other visits (3.6 percent
compared with 5.8 percent. respectively).

Hispanic patients’ visits and all other visits also were
very similar with respect to the use of therapeutic services
other than medication. Physicians utilized no therapeutic serv-
ices other than medication in a slight majority of all visits
made by Hispanic persons (54.2 percent). Another large pro-

Table 8. Number and percent of office visits made by Hispanic patients,
by type of diagnostic service ordered or provided: United States,
1980-81

Number of visits

Diagnostic service in thousands Percent

None . . ... ... ... ... . .. ..., 3,609 6.8
Limited historyrexam . . . . .. ... ... 34,341 64.4
General historyrexam . . . . . . . ... ... 9,360 17.5
Paptest . . . . ... ... ... .. ... 2,215 4.2
Clinical labtest . . . . ... ... ..... ... 11,453 21.5
Xray . .. e e 4,779 9.0
Blood pressure check . . . . ... ... ... .. 17,965 33.7
Eiectrocardiogram . . ... .. ... R 1,392 26
Visiontest. . . ... ... .. L . 1,908 3.6
ENdOSCOPY . . < . . i i e e 551 1.0
Mental statusexam . . . . . . ... ... ... .. 887 1.7
Other . . ... . . .. . e 2,179 4.1

NOTE: More than one diagnostic service was ordered or provided dunng some visits

Table 9. Number and percent of office visits made by Hispanic patients,
by type of nonmedication therapeutic service ordered or provided: United
States, 1980-81

Number of visits

Nonmedication therapeutic service in thousands  Percent

None .. .......... . «..... .. 28,906 54.2
Physiotherapy . . . . . e 3,455 6.5
Office surgery . e e 3,471 6.5
Family planmng . . . .. ... ... R 1.522 2.9
Psychotherapy therapeutic listeung . . . . . .. 1.628 3.1
Detcounseling .. ... .. ... ... 4,965 9.3
Family:social counseling . . . . . ... ... ... 1,036 1.9
Medicalcounseling . . . . ... ... ....... 11,812 221
Other . . ... . ... . ... ... ... 1,063 20

NOTE More than one nonmedication therapeutic service was ordered or prowvided during
some visis.

portion of the visits (38.3 percent) involved just one such
service. Fewer than 1 of every 10 visits made by Hispanic
persons involved the order or provision of more therapeutic
services—two services were used by physicians in only 6.7
percent of the visits, and three or more services in just 0.9
percent.

Grouped according to their order of frequency of use,
the specific therapeutic services on which information was
collected by means of NAMCS in 1980 and 1981 were as
follows (see table 9).

® Medical counseling (22.1 percent of all visits made by
Hispanic persons).

® Diet counseling (9.3 percent), office surgery (6.5 percent),
and physiotherapy (6.5 percent).

® Psychotherapy and/or therapeutic listening (3.1 percent),
family planning (2.9 percent), and family and/or social
counseling (1.9 percent).

Of all these services, only one, psychotherapy and/or therapeu-
tic listening, was utilized significantly less often in the visits
made by Hispanic persons (3.1 percent) than in all other
visits (5.0 percent).

In the visits made by Hispanic patients, as in all other
visits, by far the most common therapeutic service was for
the physician to order or supply one or more medications.
In NAMCS, the term “drug visits” refers to the visits in
which this was done. Drug visits accounted for 63.3 percent
of all visits made by Hispanic patients. Medications are used
to control common chronic conditions whose incidence is
directly related to age, such as diabetes and hypertension,
as well as to treat other conditions. Because of this, the
use of medications in the treatment of Hispanic patients by
office-based physicians was expected to be related to age,
and this expectation was confirmed. Drug visits accounted
for 71.0 percent of all visits made by Hispanic patients 45
years of age and older, but only 60.0 percent of those made
by younger Hispanic patients. Neither the overall level of
medication usage in Hispanic patients’ visits nor the age differ-
ence that appeared differed significantly from the comparable
statistics observed for all other visits.

The principal unit of measurement used in NAMCS in
assessing medication utilization is the drug mention, or the
order or provision of a particular drug during a patient visit.
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Table 10. Average number of drug mentions per visit and per drug visit
made by Hispanic patients, by patient age: United States, 1980-81

Average number  Average number

of drug mentions  of drug mentions
Age per visit per drug visit
Allvisits . & . o v v v oo 1.13 1.79
Under15years . . . ... .. .. .. 1.10 1.64
15-24years ... ... ... . 0.86 1,58
2544 yeArS . . . .. e e e 0.97 1.69
45-Bd4years ... ... ... . 1.31 1.92
65yearsandover . .. ....... 1.77 2.30

Table 11. Number and percent distribution of drug mentions during
office visits made by Hispanic patients, by therapeutic category:
United States, 198081

Number of
drug mentions  Percent

Therapeutic category' n thousands  distribution

All . e e e 60,260 100.0
Antistaminedrugs . . . . . .. ... 3,273 5.4
Antianfective agents . . . . . .. .. ... 10.612 17.6
Autonomic drugs . . . .. oo o e e 2,694 4.5
Cardiovasculardrugs . . . . v o v v o s e e 3,381 5.6
Central nervous systemdrugs . . . . ... ... 11,383 18.9
Electrolytic, calonc, and water

balance . ... .. ... . ... 00l 2,996 5.0
Expectorants and cough preparations . . . ... 2,353 3.9
Eye. ear, nose, and throat preparations . . . . . 1,513 2.5
Gastromtestinaldrugs . . . ... ... ..... 2,532 4.2
Hormones and synthetic substances . . . . . .. 5,781 9.6
Serums, toxods, andvaccines . . . . . . ... - 2,469 4.1
Skin and mucous membrane preparations . . . . 5,055 8.4
Spasmolyticagents . . . .. ... ... ... 1,136 1.9
Vitamins. . . ... ........ 0. 2,142 3.6
Other?. . . . .. .. ¢ttt it tennn. 2,939 4.9

'Based on the phammacologic-therapeutic classification of the A
Pharmacists.

2includes antineoplastic agents, blood formation and coagulation agents, diagnostc agents,
enzymes, gold compounds, heavy metal antagomsts, local anesthetics, oxylocics,
unciasstfied therapeutic agents, devices, pharr ads, and ur i b

1 Society of Hospital

In the 1980 and 1981 NAMCS, as many as eight drug mentions
were recorded for a sample visit. The amount of drug usage
for all patients can be assessed by evaluating the average
number of drug mentions per visit. The averages for visits
made by Hispanic persons in different age groups are displayed
in table 10.

For all visits made by Hispanic patients, an average of
1.13 drugs were ordered or provided per visit. This varied
with the age of the patient, however. Children 14 years of
age and younger frequently need immunizations and are prone
to infective diseases that are often treated with antibiotics.
For these children, an average of 1.10 medications per visit
were used. Usage by adolescents and young adults 15-24
years of age was significantly lower (0.86 medications per
visit), and usage remained low for the next age group also
(0.97 per visit for adults 25—34 years of age). For the group
45-64 years of age, usage rose significantly, to 1.31 drugs
per visit. This is the age range in which chronic diseases
requiring medication therapy are often first detected. A sig-
nificantly higher average of 1.77 medications per visit was
ordered or provided for the remaining age group, persons
65 years of age and older. This undoubtedly reflects both

the relatively high prevalence of chronic conditions among
the elderly and the increase in acute problems that occurs
as the effectiveness of the immune system decreases with age.

The intensity of drug usage among the patients who were
ordered or provided with at least one medication is reflected
in the average number of drug mentions per drug visit. In
1980 and 1981, an average of 1.79 drug mentions was made
during each drug visit made by a Hispanic person. The averages
for the different age groups indicate that. except among the
elderly, age did not affect the intensity of drug usage once
the decision to use at least one medication had been made.
None of the pairs of successive age groups differed signifi-
cantly in the intensity of drug usage during drug visits. In
fact, in comparing each age group with every other age group.
the only significant differences that appeared were that more
drugs were used in drug visits made by the elderly (2.30
drugs per drug visit) than in the drug visits made by the
three youngest age groups (1.64 for children under 15 years
of age, 1.58 for youth 15-24 years of age, and 1.69 for
adults 2544 years of age).

All drug mentions recorded in NAMCS in 1980 and 1981
were coded into categories describing the various therapeutic
effects that can be expected of medications. The categories
used were based on the classification system developed by
the American Society of Hospital Pharmacists.’> As shown
in table 11, an estimated 60.3 million drug mentions were
made during Hispanic patients’ visits in 1980 and 1981. Two
drug categories were used significantly more frequently than
any other category: central nervous system drugs (18.9 percent
of all drug mentions) and anti-infective agents (17.6 percent).
Each of the other drug categories accounted for less than
10 percent of all drug mentions.

This distribution of drug mentions for Hispanic patients
was very similar to the distribution observed for all other
patients. In fact, only two significant differences appeared.
Compared with the drugs used with non-Hispanic patients,
the drugs ordered or provided to Hispanic patients were less
likely to be cardiovascular drugs (5.6 percent, compared with
10.2 percent) and less likely to be electrolytic, caloric, or
water balance agents (5.0 percent, compared with 8.2 percent).
These differences in drug utilization stem from the differing
health problems physicians encounter during visits by Hispanic
and non-Hispanic patients. Both of these types of drugs are
used frequently to treat hypertension and other diseases of
the cardiovascular system, and diseases of the circulatory
system accounted for a smaller proportion of Hispanic patients’
visits than of all other patients” visits.

The final aspects of Hispanic patients’ office visits to
be considered here are visit duration and patient disposition.
A distinct majority of all visits by Hispanic patients
(60.5 percent) lasted 6—15 minutes. Almost one-third of the
visits (27.9 percent) lasted longer than 15 minutes, and the
smallest proportion (11.6 percent) lasted 5 minutes or less.
The only significant difference in duration between Hispanic
patients’ visits and non-Hispanic patients’ visits was that non-
Hispanic patients’ visits were more likely to be in the shortest
duration category (15.4 percent of all visits).

Finally, table 12 shows that asking the patient to return
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Table 12. Number and percent of vists made by Hispanic patients, by
patient disposition: United States, 1980-81

Number of visits

Patent g'sposition n thousands Percent

No ‘orswlp larrag 52306 109
Return at spec’ed ime . 31 789 596
Returm  neeced. prn 12,22 233
Teieprone 10 owup clanred . 1.919 3.6
Referreqa 0 citer physician . . 1368 26
Admit ‘0 hosortal ) 1.490 2.8
Other . A . 630 12

NOTE More than one patent disposition was recordad for some visits

at a specific time was by far the most common disposition
in Hispanic patients’ visits (59.6 percent). The patients were
instructed to return if needed in one-fourth of the visits
(23.3 percent), and no followup was planned in one-tenth
of the visits (10.9 percent). Each of the other dispositions
was made in fewer than | of every 25 visits. This distribution
did not differ significantly in any respect from the comparable
distribution for all other patients.

Conclusions

This report has been devoted to describing the 1980 and
1981 visits to office-based physicians made by Hispanic per-
sons in terms of the patients’ medical problems and the physi-
cians’ diagnostic actions and therapeutic interventions. In addi-
tion, differences between these visits and those made by non-
Hispanic persons were highlighted. The comparisons revealed
that the two sets of visits had many more similarities than

differences. Most of the differences that did appear were
relatively minor ones that can be understood in light of the
relative youth of the Hispanic populution in the United States.
The only major differences that apreared can be viewed as
reflecting the differing geograpme distributions of the Hispanic
and non-Hispunic populations.

A cursory view of the NAMCS visit rates for Hispanic
and non-Hispanic persons suggests that in 1980 and 198!
the Hispanic population obtained substantially less health care
from office-based physicians than the non-Hispanic population
obtained. Closer examination of the NAMCS and NHIS find-
ings and methodologies, however, leads to the conclusion
that the magnitude of the difference in rates shown by NAMCS
is an artifactual finding. NAMCS's reliance on ethnicity infor-
mation supplied by medical care providers, rather than ethnicity
identifications that are self-reported. apparently leads to an
undercount of visits made by Hispanic persons.

Because of this apparent undercounting, all of the popula-
tion-based rates presented in this report must be interpreted
with particular caution. In addition, there is a possibility that
the undercounting may have introduced an element of bias
that may have distorted the results of the visit analyses. Unfor-
tunately, there are no indicators for assessing the existence,
amount, or type of any possible bias. Despite these problems,
these findings are uniquely valuable in being based on a
national-level survey with extensive medical data supplied
by medical care professionals. Consequently, the results consti-
tute an important contribution to the currently sparse literature
available on the utilization of health care resources by Hispanic
persons.
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- -~ Data not available

Category not applicable

- Quantity zero

0.0 Quantity more than zero but less than

0.05

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

thousands

Figure does not meet standards of

reliability or precision

# Figure suppressed to comply with
confidentiality requirements
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Technical notes

Source of data and sample design

The estimates presented in this report are based on the
findings of the National Ambulatory Medical Care Survey
(NAMCS), a sample survey of office-based care conducted
annually from 1973 through 1981 by the National Center
for Health Statistics. The target universe of NAMCS is com-
posed of office visits made by ambulatory patients to non-Fed-
eral and noninstitutional physicians who are principally en-
gaged in office-based, patient-care practice. Visits to physi-
cians practicing in Alaska and Hawaii are excluded from
the range of NAMCS, as are visits to anesthesiologists,
pathologists, and radiologists.

A multistage probability sample design, involving a step
sampling of primary sampling units, physicians’ practices with-
in primary sampling units, and patient visits within physicians’
practices, was employed in NAMCS. The physician sample
(5,805 physicians for 1980 and 1981) was selected from master
files maintained by the American Medical Association and
the American Osteopathic Association. Those members of
the sample who proved to be in scope and eligible participated
at a rate of 77.3 percent. Responding physicians completed
visit records for a systematic random sample of office visits
made during a randomly assigned weekly reporting period.
Telephone contacts were excluded. During 1980 and 1981
responding physicians completed 89,477 visit records on which
they recorded 97,796 drug mentions. Characteristics of the
physician’s practice, such as primary specialty and type of
practice, were obtained during an induction interview. The
National Opinion Research Center, under contract to the Na-
tional Center for Health Statistics, was responsible for the
field operations of the survey.

Sampling errors, statistical testing, and rounding

The standard error is a measure of the sampling variability
that occurs by chance because only a sample, rather than
the entire universe, is surveyed. The relative standard error
of an estimate is obtained by dividing the standard error by
the estimate itself and is expressed as a percent of the estimate.
In this report, any estimate that exceeds a relative standard
error of 30 percent is marked with an asterisk. Table I should
be used to obtain the relative standard error for aggregates
of office visits, and table II should be used to obtain the
relative stapdard error for drug mentions expressed as drug
groups (for example, the analgesic drug family).

In this report. the determination of statistical inference
is based on the Bonferroni test for multiple comparisons,
a modification of the r-test. Terms relating to differences,
such as “higher” and “less,” indicate that the differences are
statistically significant at the p < .05 level. Terms such as
“similar” or “no difference” mean that no statistical signifi-
cance exists between the estimates being compared. A lack
of comment regarding the difference between any two estimates
does not mean that the difference was tested and found to
be not significant.

Table I. Approximate relative standard errors of estimated numbers of
office visits, based on all physician specialties: National Ambulatory
Medical Care Survey, 1980-81

Relative

standard
Estimated number of office visits eiror

Estimated number in thousands Percent
450 . .. e 30.0
600 . . . . e e 26.0
800 . . . .. e 22.6
1000 .. .. 20.2
2000 . ... e 14.5
000 . ... ... e e 9.5
10,000 . ... e e 71
20,000 . ... e e e e e 5.6
80,000 . . . . . ... e e e e e e 4.4
100,000 . . . . .. e e e e 3.9
200,000 . . . .. e e e e e e 3.6
500,000 . . . . . . L e e e e e e 3.5
1,000,000 . . . . ... e e e e 3.4

EXAMPLE OF USE OF TABLE' An aggregate estimate of 35,000,000 office visits has a
relatve standard emror of 5.0 percent or a standard error of 1,750,000 wisis (5.0 percent of
35,000,000 wisits).

Table Il. Approximate relative standard errors of estimated numbers of
drug mentions when drugs appear in groups (for example, the analgesic
drug famity), based on all physician specialties: National Ambulatory
Medical Care Survey, 1980-81

Relative

Estimated number of standard
grouped drug mentions error

Estimated number in thousands Percent
TB50 . L L e e e e e e e e *30.3
800 . . .. e 273
1000 . . .. e e e e e e e 24.5
2000 . ... e e e e e 17.6
8000 . ... e e e e e e e e 11.6
10,000 . .. . e e e 8.7
20000 .. ... e 6.8
50000 . . ... e e e e e 5.3
100,000 . . . . . . e e 4.7
200,000 . . . . ... e e e e 4.4
500,000 . . . . . . e e e e e e e e e e e 4.2
1,000,000 . . . . .. e e e 4.1

EXAMPLE OF USE OF TABLE' An aggregate estimate of 30,000,000 drug mentions has a
reiative standard error of 7.0 percent or a standard error of 2,100,000 mentions (7.0 percent
of 30,000,000 mentions).

Frequency estimates presented in this report have been
rounded to the nearest thousand. For this reason, detailed
estimates do not always add to totals.

Population estimates and rate computation

The population estimates used in computing the average
annual visit rates presented in this report are shown in ta-
ble III. These estimates represent the 1980-81 average annual
civilian noninstitutionalized population of the United States.
Except Tor the totals by age, which are adjusted to independent
estimates furnished by the U.S. Bureau of the Census, these
estimates are based on the samples of households in the 1980
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Table Iii. Estimates of the civilian noninstitutionalized population of the United States used in computing average annual rates in this report, by age and

ethnicity: 198081
All Under 15-24 25-44 45-64 65 years
Ethrucity ages 15 years years years years and over
Number in thousands
Allethniciles . . . . . . . . . o e e e e e e e e e 221,485 50.525 40,416 62,319 43,857 24,369
HiSpaniC . . . . . o o e e e e e e e e e e e e e 15,215 4,615 3.343 4,380 2,164 713
Nom-HISPaNIC . . . . . . i e e e e e e e e e e 206,271 45,910 37,073 57,939 41,693 23,655

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

and 1981 National Health Interview Surveys. Detailed informa-
tion on the source and reliability of these estimates can be
found in the technical notes of earlier publications.!¢-!7

Average annual visit rates were computed by dividing
visit totals for 1980 and 1981 by twice the average annual
population.

Definitions of terms used in this report

An office is a place that physicians identify as a location
for their ambulatory practice. Responsibility for patient care
and professional services rendered in an office resides with
the individual physician rather than with an institution.

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

NOTE: A list of references follows the text.

A drug mention is the physician’s entry on the visit record
of a pharmaceutical agent ordered or provided by any route
of administration for prevention, diagnosis, or treatment.
Generic and brand-name drugs are included as are nonprescrip-
tion and prescription drugs. The physician records all new
drugs and all continued medications if the patient specifically
1s instructed during the visit to continue the medication.

An acute problem is a morbid condition with a relatively
sudden or recent onset (within 3 months of the visit).

A chronic problem is a morbid condition that existed
for 3 months or longer before the visit. The care indicated
is of a regular, maintenance nature.

A chronic problem flareup is a sudden exacerbation of
a preexisting chronic condition.

Nonillness care denotes health examinations and care pro-
vided for presumably healthy persons. Examples of nonillness
care include prenatal and postnatal care, annual physicals,
well-child examinations, and insurance examinations.
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by Thomas F. Drury, Ph.D., and Anita L. Powell, Division of Epidemiology and Health Promotion

Highlights

In 1985, approximately 1.0 million black Americans had

known diabetes—a rate of 35.9 per 1,000 population. Com-
pared with 22 years ago, these 1985 estimates represent a sub-
stantial increase in both the number and the rate of black
'‘Americans with known diabetes. In 1963, only an estimated
228,000 black individuals had known diabetes, representing a
fate of 11.7 known diabetics per 1,000 population.
‘ Among black persons, known diabetes is relatively more
frequent among older persons, females, the less educated, the
formerly married, those living alone, and persons in families
with low annual incomes. It is also proportionately more com-
mon among central city residents than among metropolitan area
residents living outside a central city. Among black persons,
those living in the West have the highest rate of known diabetes;
those living in the Northeast, the lowest rate. Some of these
sociodemographic variations in the rate of known diabetes
among black persons are associated with the fact that certain
categories have higher proportions of older persons, who are
more likely than younger persons to have known diabetes.
Differences in the rate of known diabetes among black indi-
viduals by marital status and living arrangement are largely
explainable in these terms.

In both absolute and relative terms, the increase in the
prevalence of known diabetes over the past 22 years has been
greater for black persons than for white persons. From 1963 to
1985, the number of white known diabetics increased by about
2% times, and a twofold increase occurred in the rate for white
persons. During that same period, there was a fourfold increase
in the number of black persons with known diabetes, and a
threefold increase occurred in the rate for black Americans.

Known diabetes is now relatively more common among
vlack persons than it is among white persons. However, this
sverall difference in the relative likelihood of known diabetes
was not always the case. From 1963 to 1968, the overall rates

of known diabetes among black and white persons were similar.
Moreover, during the 1963-68 time period, when the relative
frequency of known diabetes for the two racial groups was
similar, there were offsetting trends among males and females.
Over the 22-year period for which data are available, black
females have consistently had higher observed rates of known
diabetes than white females have had. From 1963 to 1967,
however, black males had lower overall rates than white males
had. By 1975 (the second year after 1968 for which data are
available) a crossover had occurred: The overall observed rate
of known diabetes for black males was higher than that for
white males.

The currently higher rate of known diabetes among black
than white persons is pervasive. Across all sex, age, education,
marital status, living arrangement, and regional categories and
across most family income and location of residence categories
of the population, black individuals are relatively more likely to
have known diabetes than white persons are. Among black in-
dividuals 17 years of age and over, but not among white in-
dividuals in this age span, family income differences in the
relative frequency of known diabetes are explained by educa-
tional attainment differentials that are associated with family
income and the relative likelihood of having known diabetes.

Background

“Diabetes mellitus” is a term that refers to a heterogeneous
group of disorders characterized by glucose intolerance. The
National Health Interview Survey (NHIS) of the National
Center for Health Statistics (NCHS) is designed to produce
estimates of the number and characteristics of persons who
have been told by a physician that they have diabetes. Esti-
mates of the prevalence of known diabetes in the United States
have been available from NHIS for more than 25 years, but it
is only in the past 5 years that estimates of the prevalence of
known diabetes specifically for black persons have been rou-
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tinely published. In 1960, NHIS statistics on the prevalence of
known diabetes and associated disability and medical care
were published for the period July 1957-June 1959.! How-
ever, these statistics were shown only for the total population
and for specific age and sex categories. In 1967, NHIS infor-
mation on the prevalence of known diabetes by race was pub-
lished for the first time. This information was based on data
collected in a special supplement on known diabetes conducted
from July 1964 through June 1965.2 These data for fiscal year
1965 were not shown separately for black persons. They were
classified only for white and all other races, a practice which
continued in routine NHIS statistical reports through 1977.3
As a result, when the Workgroup on Epidemiology of the
Committee on Scope and Impact of the National Commission
on Diabetes published its report in 1977, NHIS information
on the prevalence of known diabetes among black Americans
was notably absent. It was still lacking when the important
compilation Diabetes Data: Compiled 1977 appeared in
19785

NHIS information on the prevalence of known diabetes
among black Americans apparently appeared for the first time
in an official NCHS publication, Health: United States,
1981.5 In an article published in this report, age-adjusted rates
of known diabetes were shown for white and black individuals,
and age-specific rates for white and black persons were shown
by sex and educational attainment. A more detailed NCHS
analysis of the role of obesity in explaining age-sex-race dif-
ferentials in the relative frequency of known diabetes (which
focused explicitly on black-white differences) was also subse-
quently published.”

Recognition of the important gaps that existed in the pub-
lished literature with respect to the number and characteristics
of black Americans with known diabetes gave rise to a con-
certed effort by NCHS staff to tabulate and compile available
NHIS data on known diabetes for fiscal year 1963 (the earliest
year for which NHIS data tapes still existed) through the cur-
rent time period. The results of these computer analyses were
made available to the National Diabetes Data Group of the
National Institute of Diabetes, Digestive, and Kidney Diseases.
This organization made excellent use of them, in conjunction
with its own analyses of NCHS data tapes, in Diabetes in
America.® These data were also later used in the Report of the
Secretary's Task Force on Black and Minority Health.919

This report represents an update and extension of NHIS
data presented in Diabetes in America and is based on more
recent and detailed data analyses. Whereas the prevalence of
known diabetes among black Americans was shown through
1981 in Diabetes in America, data for 198285 are presented
here. In Diabetes in America, rates of known diabetes were
shown for white and black persons by sex and age for 1979-
81; here, these rates are shown for an extensive set of socio-
demographic categories. Age-adjusted rates by race and sex
shown in Diabetes in America were based on 1976 NHIS data.
Here, age-adjusted rates for 1979—-81 are shown for white and
hlack persons according to an extensive array of sociodemo-
graphic characteristics. Finally, in Diabetes in America, the
trend for white and black individuals from 1963 through 1981
was shown for all ages; here, data for 1963-85 are shown by
age and sex.

Scope and objectives

The data on the prevalence of known diabetes among.
black Americans shown in this publication have been selected
to provide the information needed to answer the following
kinds of questions. How many black Americans now have
known diabetes? How does the rate of known diabetes vary
among sociodemographic categories of black Americans? To
what extent can variations in the rate of known diabetes among
sociodemographic categories of black Americans be explained
in terms of the older age composition of these groups? How
different are the rates of known diabetes for black and white
persons? To what extent are black-white differences in the
relative frequency of known diabetes associated with differences
in the age and social composition of black and white persons?
How has the overall prevalence of known diabetes among
black Americans changed over the past 22 years? How has the
change in the prevalence of known diabetes among black Amer-
icans varied among sex and age categories of the black pop-
ulation? In what respects has the change in the prevalence of
known diabetes among black persons differedfrom the change
among white individuals?

Source of data

The data presented in this report were obtained through
the National Health Interview Survey of the National Center
for Health Statistics. The bulk of the data presented are based
on three one-third subsamples of NHIS for which diabetes in-
formation was collected during the 1979-81 time period.!!-13
However, individual-year data for the period 1963-68, as well
as pooled data for 1982 through 1985, have also been used in
describing the change in the prevalence of known diabetes
among black Americans.

A brief description of the procedures used in NHIS is
given in the Technical notes section of this report.

Variations in prevalence among black
Americans

The average annual number of persons with known dia-
betes during 1979-81 by race, age, and selected sociodemo-
graphic characteristics is shown in table 1. The number of
persons with known diabetes per 1,000 population during
1979-81 is shown by these same characteristics in table 2.
Major variations in the relative frequency of known diabetes
among black Americans, based on the data shown in table 2,
are highlighted.

e During the period 1979-81, the relative frequency of
known diabetes among black persons was 16 times higher
for the group 65 years and over (131.7 per 1,000 popu-
lation) than for the group under 45 years of age (8.3 per
1,000 persons).

e Among black individuals, known diabetes was also pro-
portionately more common among females than among
males, particularly in the group 45 years of age and over.

o The rate of known diabetes among black individuals with
less than 12 years of education (78.3 per 1,000 popula-
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Average annual number of persons with known diabstes, by age, race, and selected sociodemographic characteristics: United States,

Table 1.
1979-81

{Data are based on annual one-third subsamples of National Heaith Interview Survey household interviews of the civilian noninstitutionalized population]

All ages Under 45 years 45-64 years 65 years and over
All All All All
Characteristic races! White Black races? White  Black races! White  Black races! White  Black
Number of persons with known diabetes in thousands
TotalZ, ... ..ot 8,129 4,512 834 300 730 163 2,406 1.942 408 2,123 1,838 262
Sex
Male.............cocivennn.. 2,357 2,011 305 370 302 65 1.146 954 164 840 755 76
Female..........ccoievunnnn.. 3.072 2,501 529 530 429 99 1,259 988 244 1,283 1,084 186
Education of individual®
Lessthan12vyears............. 2,861 2,259 5§72 251 178 73 1,190 103 270 1.421 1177 229
12yearsormore............... 2,435 2,143 240 586 497 82 1,191 1,018 133 659 627 *24
Marital status3
Married .............c00iun... 3,510 3,030 409 573 488 79 1.741 1,487 205 1,196 1,055 125
Formerly married. .............. 1,520 1,163 348 117 70 47 554 379 171 850 714 131
Nevermarried . ................ 346 273 71 158 126 *32 111 76 *32 77 71 *6
Living arrangement
Withspouse .................. 3.464 3,000 394 565 483 76 1.720 1,476 195 1,179 1,041 123
With relatives ................. 963 712 247 261 184 67 340 228 111 363 289 70
With nonrelatives . . ............ 89 63 *26 *26 *20 *5 *30 *19 11 *33 *24 *9
Livingalone................... 913 737 167 49 *34 *15 316 218 91 548 485 60
Family income*
Less than 37,000 .............. 1.453 1,134 312 153 116 37 470 296 166 830 722 108
$7.000-88,999 ............... 585 519 66 69 63 *6 254 207 47 263 250 *13
310,000-814,999 ............. 828 655 150 87 59 *27 396 307 77 346 289 45
$15,000-%24999............. 952 833 107 242 202 40 417 378 *34 293 253 *33
$25,0000rmore. . ....ccvnnnnn. 1,190 1,063 99 332 307 *25 643 555 60 216 201 *14
Location of residence
SMSAS ... .. 3,604 2,896 638 613 478 131 1,611 1,291 322 1,330 1,128 186
Centralcity ......oovvvnvnnnn 1,684 1,110 532 276 167 107 789 499 262 619 444 163
Outside centrai city. .. ........ 1,920 1,786 107 338 311 *24 872 791 60 711 684 *23
Outside SMSAS. . .............. 1,825 1,616 195 287 252 *33 745 652 86 793 712 77
Geographic region
Northeast..................... 1,205 1,068 135 181 161 *189 533 451 80 491 456 36
NorthCentral. ................. 1.415 1,228 170 253 222 *27 627 519 94 536 487 49
South. . vttt it i e 1,981 1.516 448 308 215 95 914 710 191 758 591 163
West ... .o, 827 700 81 158 133 *23 332 262 43 337 305 *15

Nncludes ail other races not shown as separate categonss.
2Includes unknown education of individual, marital status, and family income.
Only persons 17 years and over are included in the category “all ages™: the category “under 45 years” compnises persons 17-44 years of age.
“Data are for 1981 only because information on annual family income 1s available only for broad income categories and s technically difficuit to adjust for inflation
over the 3-year uime perod.
5SMSA = standard metropolitan statistical area,

SOURCE: National Center for Health Statistics: Computed by the Division of Epidemiology and Health Promotion from 1979-81 National Health Interview Survey data
provided by the Division of Health Interview Statistics.

relative likelihood of known diabetes. Once age is taken
into account, the difference between these two marital

tion) was three times higher than the rate among those
with 12 or more years of education (26.2 per 1,000 pop-

ulation). The higher rate of known diabetes among less
educated black Americans is partly explained by the older
age composition of this group.

Among black persons, the rate of known diabetes was 84.9
per 1,000 population for the formerly married but only
13.9 per 1,000 for the never married. However, this dif-
ference is largely attributable to the fact that the formerly
married are considerably older than the never married,
and increased age is strongly associated with a higher

status categories is substantially reduced (table 3), Differ-
ences between the married and the other marital status
categories are also substantially reduced by adjustment for
variations in the age composition of these groups.

The rate of known diabetes was about four times higher for
black persons living alone (73.2 per 1,000 population)
than for those living with their relatives (15.9 per 1,000).
Once again, the difference is largely explainable in terms
of age differences between these groups (table 3).
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Table 2. Average annual number of persons with known diabetes per 1,000 population, by age, race, and selected sociodemographic

characteristics: United States, 1979-81

[Data are based on annual one-third subsampies of National Health Interview Survey household interviews of the civilian noninstitutionahized population]

All ages Under 45 years 45~64 years 68 years and over
All All All All
Characteristic races’ White  Black  races' White  Black  races! White Black races’ White Black

Number of persons with known diabetes per 1,000 population

Total?.................... 24.7 23.8 32.3 5.9
Sex

Male..................... 222 21.9 25.5 4.9

Female................... 27.0 25.6 38.1 6.9

Education of individual3

Less than 12 years ......... 58.1 55.0 78.3 12.2
12 yearsormore........... 22.2 21.8 26.2 8.1

Marital status3

Married. . ... ....... ... ..., 34.0 324 52.8 10.3
Formerly married........... 61.6 57.3 84.9 14.3
Never married ............. 104 9.9 13.9 5.3

Living arrangement

With spouse .............. 33.9 32.3 52.4 10.3
With relatives ............. 10.3 9.4 16.9 3.1
With nonrelatives .......... 18.3 14.8 *54.3 *6.3
Livingalone............... 47.2 43.8 73.2 6.2

Family income?

Less than $7,000 .......... 445 45.5 42.8 8.1
$7.000-$9,999............ 33.7 35.0 30.4 6.2
$10,000-$14,999 ......... 24.6 241 29.1 4.7
$15,000-$24,999 ......... 17.2 16.6 225 5.8
$25,0000rmore. .......... 16.4 16.0 23.2 5.8

Location of residence

SMSAS . ... ... i 240 229 32.0 5.9
Centralcity. . ............ 27.9 25.1 37.0 6.7
Qutside central city....... 21.4 21.7 19.2 5.3

Outside SMSAS ... ......... 26.2 25.6 33.2 6.1

Geographic region

Northeast................. 25.0 248 28.3 5.6
North Central. ............. 24.4 235 32.7 6.3
South.................... 27.5 26.3 33.0 6.2
West..................... 20.0 19.2 355 5.4

5.7

4.7
6.6

10.7
7.9

9.8
10.9
5.1

7.8
5.5
4.8
5.5
5.8

5.5
5.8
5.4
5.9

5.7
6.2
5.5
5.2

8.3 55.0 49.8 100.8 88.3 84.4 131.7
6.9 55.0 51.1 89.7 856.1 84.5 93.8
9.4 55.1 48.7 109.9 90.6 84.3 168.0
211 78.9 72.1 116.9 104.8 98.0 148.6
1.3 42.6 394 83.3 67.6 67.4 *70.4

17.4 50.5 47.1 86.3 89.6 85.2 149.3
28.2 77.3 66.5 124.4 91.0 87.4 120.9
*6.9 63.8 44.2 *106.5 57.1 55.8 *88.5

17.3 50.3 47.1 83.9 89.8 85.3 154.0
4.8 75.5 67.0 113.4 100.4 95.9 133.0
*16.8 *60.9 *49.6 *106.0 *111.3  *948 *201.7
*15.0 69.6 56.7 1416 78.5 76.7 97.0

9.5 97.3 85.0 135.7 100.8 96.9 126.9
*9.9 76.2 74.7 96.6 834 816 *1138
*5.1 67.3 62.0 110.5 84.7 79.2 174.2

8.9 45.8 42.3 *86.1 79.4 76.3 *155.4
*6.9 35.0 33.2 63.5 99.7 96.3 *234.6

8.5 55.4 49.0 105.2 85.5 81.2 128.2
9.8 656.3 §3.1 1124 86.4 75.4 142.0

*5.3 48.6 46.8 82.3 84.7 85.4 *75.5
*7.5 64.3 51.6 87.0 93.5 90.0 141.0

*5.2 52.1 48.0 103.6 85.6 83.6 131.4
*6.7 84.7 49.0 119.8 85.3 82.6 131.6
9.2 64.5 59.4 90.2 97.0 89.6 135.5
*13.0 42.3 37.3 114.86 80.6 79.2 *101.7

Tincludes all other races nat shown as separate categorias.
2inctudes unknown education of individual, mantal status, and family income.

30nly persons 17 years and over are included in the category “all ages”; the category “under 45 years” comprises parsons 17-44 ysars of age.
4Data are for 1981 only because information on annual family iIncome is availabie only for broad income categories and is technically difficuit to adjust for inflation

over the 3-year time penod.
5SMSA = standard metropolitan statistical area.

SOURCE: National Center for Health Statistics: Computed by the Division of Eprdemiology and Heaith Promotion fram 1979-81 National Health interview Survey data

provided by the Division of Health Interview Statistics.

e The prevalence of known diabetes per 1,000 black indi-
viduals was almost twice as high for persons in families
with annual incomes of less than $7,000 (42.8 per 1,000)
than for persons in families with annual incomes of $25,000
or more (23.2 per 1,000).

®  Known diabetes was relatively more prevalent among black
central city residents (37.0 per 1,000) than among black
metropolitan area residents living outside the central city
(19.2 per 1,000). This is particularly the case among black
persons 45 years of age and over (table 2).

Black-white differences in prevalence

During the period 1979-81, the rate of known diabetes
among black persons, 32.3 per 1,000 population, was 1.4 times
higher than the rate among white persons was, 23.8 per 1,000
(table 2). In each of the three age categories shown in table 2,
the ratio between the rates of diabetes for black and white
persons is at least 1.4, and it is about 2.0 among persons 45—
64 years of age. Indeed, were it not for the fact that the black
population is younger than the white population, the black-
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Table 3. Age-adjusted average annual number of persons with known diabetes per 1,000 population and associated standard errors, by race

and selected sociodemographic characteristics: United States, 197981

{Data are based on annual one-third subsamples of Nationail Health Interview Survey household interviews of the civilian noninstitutionalized population]

All All
Characteristic races’ White Black races’ White Black
Age-adjusted? number of
persons with known diabetes
per 1,000 population Standard error34 |
Totals L i e e e ie e 24.8 23.1 40.2 0.5 0.5 2.1
Sex
- - PP 23.7 22.7 33.0 0.6 0.7 3.0
L0131 - O P 25.7 23.6 45.8 0.6 0.7 2.7
Education of individual®
Less than 12 Years. ... .uu it iiiienn i tenarnrocnanencannnans 44.1 40.5 66.1 1.1 1.3 4.5
12yearsoOrmore . .v.oevnusivueneoenns ettt e, 26.4 25.3 39.6 0.7 0.7 4.0
Marital status®
LT - 1 - 33.0 31.2 565.7 0.8 0.8 4.0
Formerly married . . ....iitiint st ittt 42.8 374 68.1 1.7 1.8 5.6
Nevermarried. ..ottt ittt n e s 26.1 23.3 46.0 2.6 2.7 11.2
Living arrangement
With SPOUSE. ... it ittt it iie ettt eneeessrraansosnaannnsns 27.0 25.5 45.6 0.6 0.7 3.4
With relatives. .. oottt ittt iirerennneernreeeannseeananrsnns 28.2 25.8 40.5 1.4 1.4 4.6
With NONrelatives. . . ..o v vttt iit it i ii it isnitinssanrenennnoens 28.7 241 54.9 5.3 4.9 16.0
LivIng alone . ... i i e i n it 26.8 23.2 49.2 1.5 1.6 5.4
Family income?
Less than $7,000. . ...ttt it iiiiierieantetrennassancnaannnns 37.5 34.7 48.2 2.4 2.9 6.3
$7,000~89,999 ... ittt ittt ettt 29.6 29.5 34.7 3.4 3.7 9.5
$10,000-314,999............... e aae ettt a e 25.8 22.8 52.5 2.7 2.7 10.0
$15,000-824,809. . ...ttt ittt e e iaaeas 23.6 22.0 58.1 2.0 20 13.8
$25,000 OFMOre .« vaveernrinnecnanssoancassocaassnnns PP 20.7 20.0 40.4 2.0 2.1 18.8
Location of residence
SMSAS .. ... ieeeans r it hedreae e Ceeenae feeeeriraas 24.5 22,5 40.9 0.5 0.6 24
L0213 - T I 27.1 228 448 0.9 1.1 2.6
Qutsidecentral City . .. ..o iiviinenrrenararneanans [P 22.7 225 28.4 0.7 0.8 4.3
Outside SMSAB ... .. . i iii it teenaernaarareetaanann 25.3 24.3 38.0 0.9 0.9 4.4
Geographic region
Northeast . .. ....oiiiiii it ieenrssenacnostnsnssrecasacnanans 23.6 22.7 38.7 0.9 1.0 5.8
North Central . ... vvuenieeainneneeceraarosnneacnrocansnsosesns 24.6 23.1 42.9 0.7 0.8 3.1
1T 1T 27.8 25.5 39.2 1.0 1.0 3.1
West.......oovviinennnn e iettienecsaeier e an st anes 21.0 19.7 43.0 1.1 1.2 5.3

Yincludes all other races not shown as separate categories.

2Ago adjusted by the direct method to the 1979-81 civilian noninstitutionalized population using 3 age groups.
3Computed using the statistical software packags SESUDAAN. See B. V. Shah: Standard Errors Program for Computing Standardized Rates From Sample Survey Data.

Research Triangle Park, N.C. Research Triangle Institute, Apr. 1981.

495-percent confidence intervals for the rates shown can be obtained by multiplying the standard error by 1.96 and adding and subtracting the obtained value from

the observed rate.
Sincludes unknown sducation of individual, marital status, and family income.

80niy persons 17 years and over are inciuded in the category “all ages™; the category “under 45 years” compnses persons 17~44 years of ags.
7Data ars for 1981 only because information on annual family incorne is avsilable only for broad income categories and 1s tachnicaily difficuit to adjust for inflation over

the 3-year time period.
BSMSA = standard metropolitan statistical area.

SOURCE: National Center for Health Statistics: Computed by the Division of Epidemiology and Health Promotion from 1979-81 National Heaith interview Survey data

provided by the Division of Heaith Interview Statistics.

white differences would be even larger than observed. This is
easily seen by comparing the differences between the unadjusted
rates for black and white persons in table 2 with the differences
between the age-adjusted rates in table 3.

The black-white difference in the relative frequency of
known diabetes is not explained by variations in the social
composition of the black and white populations. The greater

relative likelihood of known diabetes among black individuals
is pervasive. With the exception of metropolitan area residents
outside the central city and persons in families with annual
incomes of less than $10,000, irrespective of the category
examined, black individuals have a higher rate of known dia-
betes than white persons have (table 2). This is true even when
black-white differences are viewed simultaneously by educa-
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tion and geographic characteristics (as in table 4) or by educa-
tion and income {as in the figure).

Also highlighted in the figure is the fact that family income
differences in the relative frequency of known diabetes among
black persons 17 years of age and over, but not among similarly
aged white individuals, are largely explained by differences in
educational attainment. When education is controlled (by com-
paring family income variations in the relative frequency of
known diabetes within educational categories), there is no re-
lationship between family income and the rate of known dia-
betes among black persons 17 years and over. Among white
individuals in this same age span, however, the relative fre-
quency of known diabetes varies inversely with family income
even when education is controlled.

Change in prevalence among black
Americans

Although there has been a general increase in the preva-
lence of known diabetes over the past 22 years, the percent
increase in both the number and the rate of known diabetes has
been greater for black persons than for white persons. From
1963 to 1985, the number of white persons with known dia-
betes increased by 2% times (table 5), and the rate increased
twofold (table 6). During this same 22-year period, there was a
fourfold increase in the number of black Americans with known
diabetes (table 5), and there was a threefold increase in the rate
(table 6).

Among black Americans, the change in the prevalence of
known diabetes from 1963 to 1985 varied slightly by age
(table 6). Black individuals under age 45 had the smallest in-
crease; those 4564 years of age, a slightly greater increase;
and those 65 years and over, the greatest increase. The change

in prevalence among black persons differs from the change
among white persons, for whom less variation by age is seen.

Perhaps the most interesting finding that can be gleaned
from the data in table 6 is the fact that only in the past 15 years
has the overall ratio of the black and white rates of known
diabetes clearly exceeded 1.0. Moreover, during the 1963-68
time period, when the relative frequency of known diabetes for
black persons was similar to that for white persons, there were
offsetting trends among males and females. Throughout the 22-
year period for which data are shown in table 6, black females
had higher observed rates of known diabetes than white fe-
males had.

For males, however, the reverse was true. During the
period 1963-67, black males had lower rates of known dia-
betes than white males had. Not until 1975 is the observed rate
for all black males slightly higher than the observed rate for all
white males.

Age variations in this crossover pattern, as well as the
timing of the crossover, are difficult to assess, however, for two
reasons—the lack of precision in the estimates for black males
and the lack of individual-year data for the period 1969-72.
Nonetheless, it appears that the rates for black males in their
middle years converged with those for middle-aged white males
around 1964, and the rates for younger and oider black males
appear to have converged with those for similarly aged white
males in the late 1960’s.

Concluding remarks

In this brief report, black-white differentials in the preva-
lence of known diabetes in the United States are documented.
Information showing that the change in the relative frequency
of known diabetes in the United States over the past 22 years

Table 4. Age-adjusted average annual number of persons 17 years and over with known diabetes per 1,000 population, by education of
individual, race, and selected geographic characteristics: United States, 1979-81

[Data are based on annual one-third subsamples of National Health Interview Survey householid interviews of the civilian noninstitutionalized population]

Educstion of individual

All years of education

Less than 12 years 12 years or more

Al All All
Characteristic races’ White  Black races'’ White Black races’ White  Black
Age-adjusted? number of persons with known diabetes per 1,000 population
ot L e e e 333 31.0 55.3 44.1 40.5 66.1 26.4 25.3 39.6

Central City . ... it it ittt it iieeneans 36.5

Outsidecentral City ..........o0iieriiiieeriinnnnnnnn. 304
Region

Northeast . . ... ... ... i ittt iinenrnnanenannn 31.8

North Central . ... ... .. .ottt iainiinnananns 33.1

SoUth. . L e e e 374

R4 - 28.3

30.5 61.3 49.0 40.6 74.6 28.4 25.0 44.6
301 38.0 40.6 39.7 48.5 25.5 254 28.2

30.4 53.1 41.4 38.5 69.1 25.2 24.7 36.0
31.0 58.3 42.8 38.6 76.8 27.8 26.8 45.3
34.1 53.8 49.5 45.4 63.9 275 26.5 33.0
26.5 59.2 37.0 36.0 54.8 24.2 22.2 48.5

Yincludes all other races not shown tn separats catagories.

2age adjusted by the diract method to the 1979-81 civilian noninstitutionalized population of persons 17 years and over using 3 age groups.

3ncludes persons residing outside standard metropolitan statistical areas.
4SMSA = standard metropolitan statistical area.

SOURCE: National Center for Healith Statistics: Computed by the Division of Epidemiology and Health Promotion from 1979-81 National Heaith Interview Survey data

provided by the Division of Health Interview Statistics.
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1Age adjusted by the direct method to the 1979-81 civihian noninstitutionalized population 17 years and over using 3 age groups.

SOURCE: National Center for Health Staustics: Computed by the Division of Epidemiology and Heaith Promotion from 1979-81 National Heaith Interview
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Figure. Average age-adjusted! number of known diabetes per 1,000 persons 17 years and over, by race, family income, and education of

individual: United States, 1979--81

has been greater for black than for white Americans is also
presented. So far as we know, the crossover in black-white
rates of known diabetes among males, which took place during
the period 1968--75, is identified here for the first time. A
number of questions requiring further study are raised by these
findings.

Why are the rates of known diabetes higher for black
persons than for white persons? The differential does not appear
to be a result simply of age and other sociodemographic dif-
ferences between white and black individuals. The black sub-
population is actually younger than the white subpopulation.
Were it not for this fact, black-white differentials in rates of
known diabetes would be even larger than those currently ob-
served. Moreover, irrespective of which sociodemographic cat-
egory one examines, the rate of known diabetes for the group is
generally higher for black than for white individuals. If socio-
demographic factors do not account for the higher rate of known
diabetes among black individuals, what does?

A frequent answer is that black persons are more likely
than white persons to have non-insulin-dependent diabetes, for
which persistent obesity is a major risk factor.? Black persons,
particularly females, are more likely than white persons to be
obese and are therefore at greater risk of becoming diabetic.
Researchers who have examined this interpretation have gen-
erally found that obesity does indeed play a major role in the
etiology of non-insulin-dependent diabetes among black Amer-

icans.” However, because of limitations of past studies of obe-
sity as a risk factor for non-insulin-dependent diabetes, 4 better
studies of black Americans’ risks of becoming diabetic are
clearly needed.

‘What is the explanation for the change in the prevalence of
known diabetes among black Americans over the past 22 years?
This particular change is part of a long-term increase in the
prevalence of known diabetes in the general U.S. population
that has extended over the past 50 years. Although a definitive
study of the reasons for this secular trend has yet to be under-
taken, explorations of the reasons for the overall trend!5:16 shed
some light on the change in the prevalence among black Amer-
icans.

The prevalence of known diabetes at the end of a year
reflects both the number of new cases of diabetes identified
during the year and the number of previously diagnosed cases
that have survived to the end of the year. There are some data
to support the view that identification of new diabetes cases
was the major reason for the increase in the prevalence of
known diabetes during the 1960’s but that improvements in
survivorship have been the major factor for the increase during
the past 12 years. The confluence of aggressive screening,
greater medical care access, and better methods of detection
appears to be the major source of new cases of known diabetes
during the 1960’s. Because cardiovascular diseases are major
causes of death among diabetics, improvements in survivorship
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Table 5.

Number of persons with known diabetes, by sex, race, age, and selected time periods: United States, 1963—-85

[Data are based on household interviews of the civilian noninstitutionaihized popuiatton]

Both sexes Male Female
All All Al
Age and time period' races? White Black races? White Black  races? White  Black
All ages Number of persons with known diabetes in thousands
FY 19683 . . 2,101 1,856 228 930 853 70 1.171 1,003 158
FY 1964 . .. e e e, 2,313 2,030 256 964 885 69 1,349 1.144 187
FY 1965 . . o e e e 2,385 2,076 277 996 903 79 1,389 1.173 198
FY 1966, . . e e e 2,772 2,453 304 1,190 1.085 93 1,683 1.368 211
FY 1967 .. e 3.091 2,703 355 1,273 1,145 118 1,818 1.5658 240
CY 19683 . . i it e e e 3,175 2,781 372 1,343 1,202 133 1,832 1,579 239
[ > PN 4,191 3.570 585 1,620 1,446 166 2,571 2,124 420
CY 107G, L e e e 4,780 4,040 704 2,028 1,763 248 2,752 2,277 456
(00 g 1= I 1 - P 4,377 3,724 599 1,871 1.605 233 3,117 2,118 366
CY 197981 it e e e 5429 4,512 834 2,357 2,011 305 3,072 2,501 529
CY 188286 . ... i e e 5870 4,751 1.015 2,474 2,080 357 3,386 2,671 658
Under 45 years
FY 1083 . i ittt e e e e 356 312 41 181 167 *14 175 144 *28
FY 1064 . . i e e e e e 435 370 53 178 163 *12 256 206 41
FY 19685 . . . e e e e e 415 361 42 196 176 *13 219 186 *29
FY 1966 . ... i i i e 507 453 51 244 226 *16 263 228 36
BY 1087 . e 571 491 71 218 198 *19 352 291 52
CY 18683 . . i i e e 569 486 80 263 237 *26 306 249 54
CY 107 e e 789 650 133 295 254 39 494 395 94
[0 0 = 4 847 697 146 362 302 58 485 395 88
[0 = - P 780 662 115 318 275 39 472 386 76
CY 187881 .. e e 900 730 163 370 302 685 530 429 99
CY 198285 ... ittt i e e e 1,076 899 165 467 401 63 609 489 102
45-64 years
FY 1883 . . it ittt e e e 942 804 131 439 395 40 503 409 91
FY 1864 . .. i e e e e e 932 850 129 432 392 *34 560 457 94
FY 1965 . . .. e e e e 1,033 881 140 431 389 42 602 492 97
FY 1966, ...ttt it i i i e, 1.174 1,007 163 551 495 54 623 512 108
L2 11 1.339 1,134 181 628 553 63 710 582 118
CY 18883 . . e e 1,371 1,173 178 564 497 59 807 677 118
L0 = 1,813 1,518 282 819 731 86 993 787 196
(00 0 = T 2,166 1,801 349 983 859 114 1,183 942 236
CY 197, ittt i e i e 1,895 1,576 300 881 752 113 1.014 824 187
CY 187981 L i e 2,406 1,942 408 1,146 954 164 1,259 988 244
CY 198285 . ... ittt ittt e e, 2,439 1.887 492 1,107 886 198 1,332 1.001 293
65 years and over

FY 19683 . . it i e e e e 803 740 56 310 291 *16 493 449 39
L 0 = T P 887 811 75 354 330 *23 533 481 52
FY 1885 . . ..t i e e i et 938 834 1 368 339 *23 568 495 72
FY 1966, ...ttt ittt e e e 1,091 993 90 394 365 *24 696 628 66
FY 1967 . . o it i e e e 1,181 1.078 103 426 393 *33 755 684 70
[on 2 T 1 - S 1,236 1,122 114 516 468 48 725 653 67
[0 1 P 1.589 1.402 171 506 461 40 1,083 941 130
CY 187 . i e e 1,767 1,542 209 684 602 76 1,083 940 133
[0 I X - 3P 1,692 1.486 184 673 578 81 1.019 908 104
CY 197981 L i i e e e 2,123 1,839 262 840 755 76 1.283 1.084 186
CY 198285 ... it e s 2,445 2,037 376 939 819 109 1,505 1,218 267

1CY = calendar year. FY = fiscal year.
2nciudes all othar races not shown as separate categories.
3CY 1968 data are for July=December oniy.

SOURCE: National Center for Health Statistics: Computed by the Division of Epidemiology and Health Promotion from 1963--85 National Health Interview Survey data

provided by the Division of Health Interview Statistics.

among diabetics during the past 15 years are clearly linked to
the general decline in coronary heart disease and stroke mor-
tality since 1970. Evaluation of how adequately this interpre-
tation of the general increase in the prevalence of known dia-
betes accounts for the change in the prevalence among black
Americans has yet to be conducted. Also in need of study is the

extent to which the crossover in black and white rates of known
diabetes (which appears to have taken place among males
during the period 1968-73) is explainable within this same
framework.

To what extent does the change in the prevalence of known
diabetes among black Americans mean that a reservoir of un-
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Table 6. Number of persons with known diabetes per 1,000 population, by sex, race, age, and selected time periods: United States, 1963-85

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

Both sexes Male Female
Alf All All
Age and time period’ races?  White  Black races? White Black races® White Black
All ages Number of persons with known diabetes per 1,000 population
e I < .. 115 11.5 1.7 10.5 10.9 7.6 12.4 12.6 15.5
= = 125 12.4 12.7 10.7 11.1 7.2 14.1 13.6 17.6
FY 1965 . . . i i i i it s 12.7 12.5 13.8 10.8 11.2 8.3 14.3 13.7 18.8
L G < 14.5 14.6 14.6 12.8 13.3 9.4 16.1 15.8 19.2
FY 1987 . i e s 16.1 16.0 16.9 13.7 14.0 11.6 18.3 17.8 216
CY 10683, . i e 12.6 12.6 13.1 11.0 11.2 9.8 14.0 13.8 16.0
(03 S 2 20.4 19.9 24.7 16.3 16.6 15.0 241 229 33.2
L - - T 22.9 22.2 28.9 20.1 20.0 21.8 25.4 24.3 35.0
L0 G I 7 - 20.8 204 24.1 18.4 18.1 20.1 23.0 225 27.6
CY 1979-81 ...\ it iirineennnnnnnnn. PN 24.7 23.8 32.3 22.2 21.9 25.5 27.0 25.6 38.1
(08 g B e 25.5 24.1 36.9 22.2 21.8 28.0 28.5 26.4 44.6
Under 45 years
FY 1863 .. i e e e 2.8 2.8 2.8 2.9 3.0 *1.9 2.7 25 *3.5
FY 1964 . . e e e e 3.3 3.2 3.4 2.8 2.9 *1.6 3.8 3.6 5.0
- - 1 S 3.1 3.1 2.7 3.0 3.1 *1.8 3.2 3.2 *3.6
FY 1866, .. it i e 3.8 3.9 3.2 3.7 3.9 *2.0 3.8 3.8 4.2
L I 1 7 4.2 4.2 4.4 3.3 3.5 *2.5 5.1 4.9 6.1
(o =T 3.1 3.1 3.5 2.9 3.0 *2.4 3.3 3.1 4.6
(08 B 5.5 8.3 7.3 4.2 4.2 4.5 6.8 6.4 9.8
Lo = 5.9 5.6 7.8 5.1 4.9 6.6 6.6 6.4 9.0
L0 0 = - 5.4 5.3 6.1 4.4 4.4 4.3 6.4 6.2 7.7
(08 B B = Tt 59 5.7 8.3 4.9 4.7 6.9 6.9 6.6 9.4
CY 198285 ...ttt ittt ittt e 6.6 6.6 7.7 5.8 5.9 6.2 7.5 7.3 9.1
45-64 years
L G 1< 255 240 40.6 24.6 24.4 26.2 26.3 23.7 53.4
L = < 264 24.9 38.8 23.8 23.8 *22.0 28.8 26.0 53.7
L L= U 27.0 25.5 42.2 23.4 23.3 275 30.4 2785 54.9
FY 1866 . . ittt ittt e ittt et i 30.3 28.7 47.7 29.7 29.3 34.0 31.0 28.2 59.7
L I 7 34.1 31.9 53.7 334 324 40.6 34.7 315 64.9
(0 g = T 28.5 26.9 42.9 24.4 23.7 31.0 32.3 30.0 53.2
L8 B - 2 425 39.6 72.5 40.6 40.1 48.8 44.4 39.2 92.2
108 A = 4 50.3 46.6 87.3 47.8 46.4 62.6 52.5 46.7 107.9
(98 0 = I 43.8 40.7 73.0 42.7 405 60.3 44.8 40.8 83.7
108 A - = T 55.0 49.8 100.8 §5.0 51.1 89.7 55.1 48.7 109.9
CY 108288 .. ittt iiriit et irarennnnereeas 55.1 48.3 114.9 52.6 47.3 104.9 57.3 49.2 122.8
65 years and over

L I 1 2 47.6 47.6 46.2 41.3 42.1 *29.8 52.7 51.9 59.6
0 - 1 L 52.1 51.6 61.5 46.9 47.6 *41.8 56.2 54.8 77.7
A - 1 TR 54.2 52.3 77.2 48.6 48.4 *42.5 58.7 55.3 104.4
I 1T 62.1 61.3 69.6 51.3 51.6 *42.0 70.4 68.7 91.7
FY 1967 . o e e, 66.1 65.5 77.4 54.9 55.2 *55.0 74.8 73.4 95.6
L0 A = N 60.2 59.3 74.6 58.3 57.8 68.6 61.6 60.5 79.5
L8 A - < 78.5 75.9 101.8 60.3 60.5 56.6 91.3 86.7 135.1
108 - - 83.0 79.7 114.3 77.8 75.9 96.6 86.6 82.4 127.7
L - 7 77.6 75.2 97.9 75.1 71.4 100.9 79.4 77.8 95.7
(08 g = 4T - 88.3 84.4 131.7 85.1 84.5 93.8 90.6 84.3 158.0
CY 188285 ... i i i et e 93.3 86.0 1729 87.7 84.5 125.6 97.2 87.0 204.1

1CY = calendar year. FY = fiscai year.
2|ncludes all other races not shown as separate categories.
3CY 1968 data are for July—December only.

SOURCE: National Center for Health Statistics: Computed by the Division of Eprdemiology and Health Promotion from 1963—85 National Health Interview Survey data
provided by the Division of Health Interview Staustics.

diagnosed diabetes is slowly being exhausted by improved change in the “true” prevalence. From this perspective, a
methods of detection? If one views the “true” prevalence of change in the prevalence of known diabetes means simply that
diabetes in the population at any point in time as the sum of a change has occurred in the ratio of diagnosed to undiagnosed
persons with diagnosed diabetes and persons with undiagnosed diabetes. Has something akin to this happened historically
diabetes, it is conceivable that a change in the prevalence of among black Americans?

diagnosed diabetes could take place even though there was no A definitive answer to this question would require histor-
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ically comparable, replicated measurements of the prevalence
of diagnosed and undiagnosed diabetes among black Ameri-
cans for the past 22 years. Unfortunately, the estimates of
diagnosed and undiagnosed diabetes from the second National
Heailth and Nutrition Examination Survey (NHANES II) are
the first estimates available for a national probability sample of
U.S. adults. Moreover, earlier estimates!” are not comparable
with the NHANES II assessments in at least three respects:
(1) Earlier estimates of the total prevalence of diabetes were
based on selected community samples, (2) the methods of
ascertainment used were less sensitive than the 2-hour 75-gram
oral glucose tolerance test used in the NHANES II survey,
and (3) estimates were never published for different racial cate-
gories of the population.

From earlier estimates of the total prevalence of diabetes
in selected communities, it appears that the ratio of diagnosed
to undiagnosed diabetes was about 1 to 1.!7 The NHANES II
estimates for 197680 indicate that, among black Americans,
there was about one undiagnosed diabetic for every diagnosed

one.!® Therefore, it would appear that the change in the prev-
alence of known diabetes among black Americans over the
past 22 years is not simply the result of a change in the ratio of
diagnosed to undiagnosed diabetes. It is conceivable, of course,
that the less sensitive methods of case ascertainment used in
the earlier surveys produced underestimates of the ratio of
diagnosed to undiagnosed diabetes. If the ratio of diagnosed to
undiagnosed diabetes among black people was historically
much higher than the ratio found in NHANES 11, then observed
trends in known diabetes among black Americans might reflect,
to some extent, a change in the ratio. Further study of this issue
is clearly needed. It is hoped that data that shed some light on
stability or change in this ratio during the period 1976-93 can
be collected in the 1988-93 National Health and Nutrition
Examination Survey, which is currently being planned.
Readers interested in pursuing these and related questions
about diabetes among black Americans might well begin by
consulting summaries of extant information that have recently
appeared in government and other publications,8-10.19-21
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Technical notes

The data presented in all tables in this report were derived
from household interviews of the National Health Interview
Survey. These interviews were conducted in a probability
sample of the civilian noninstitutionalized population of the
United States. From July 1963 through June 1968, informa-
tion on the prevalence of known diabetes was collected each
year from the full NHIS sample. After 1968, however, similar
information was collected from the full NHIS sample only in
1973, 1975, and 1976. During the period 1978-81, informa-
tion on the prevalence of known diabetes was collected in
NHIS from a one-third subsample of respondents. Since 1982,
however, this information has been obtained from only a one-
sixth subsampie of respondents.

Because the estimates shown in this report are based on a
sample of the population, they are subject to sampling error. In
table I, standard errors for 1979-81 estimates of the number of
persons with known diabetes (shown in tables 1 and 2 of this
report) are given. Standard errors appropriate for percents,
including the percent of persons with known diabetes during
1979-81 (which can be derived from the data shown in
table 2) are given in table II. Standard errors for data prior to
1979, as well as standard errors for 1982 and later data, are
available in published sources.!-3-22 The standard errors for the
age-adjusted rates shown in table 3 of this report are not avail-
able elsewhere and have therefore been shown in that table.

Estimates of diabetes based on household reports are lim-
ited to conditions individuals know about and are willing to
report. Moreover, although it is widely recognized that the
term “diabetes mellitus’ refers to a heterogeneous group of
disorders characterized by glucose intolerance, it is not pos-
sible to routinely tabulate National Health Interview Survey
diabetes data to identify different types of diabetics. Because it

NOTE: A list of references foilows the text

Tabie |I. Standard errors of estimates of aggregates based on
one-third subsampie of National Health Interview Survey, 1979~81

Standard error

Size of estimates in thousands in thousands

e 11
100, o i e it s 13
300. . i e e 31
BO0 . . e e s 40
1000 . e e s 57
B.O00 ... e e 125
10000 . . ittt ittt 174
20,000 . ..ttt 237
30,000 . . i i i i 278
150000 . .ottt e e, 393
Table il. Standard errors, axpressed in percentage points, of

estimated percents basad on one-third subsample of National Heaith
Intervisw Survey, 1979-81

Estimated percents
Base of percents 20r Sor 100r 30o0r

in thousands 98 85 g0 70 50
200. ... e 1.8 28 3.8 5.9 6.4
300.... e 1.4 2.0 3.1 4.8 5.2
A00. ... ciiiiiiiaiaaan 1.2 1.9 2.7 4.1 4.5
500 ... i 1.1 1.8 2.4 3.7 4.0
1000 ... .ottt 0.8 1.2 1.7 2.6 28
2000 ... .o i 0.6 0.9 1.2 1.8 2.0
5000 ... . i 0.4 0.6 0.8 1.1 1.3
10000 ... ieiiiieianen 0.3 0.4 0.5 0.8 0.8
20000 ... ittt 0.2 0.3 0.4 0.6 0.6
30,000 ....ciiivniinienens 0.1 0.2 0.3 0.5 0.5
50000 ...coiiiiiiniienn 0.1 0.2 0.2 0.4 0.4

is estimated that general population samples contain mainly
non-insulin-dependent diabetics, one should be cautious in
generalizing the descriptions in this report to insulin-dependent
diabetics.

Symbols

--- Data not available

Category not applicable

- Quantity zero

0.0 Quantity more than zero but less

than 0.05

Z Quantity more than zero but less
than 500 where numbers are

rounded to thousands

* Figure does not meet standard of

reliability or precision

#* Figure suppressed to comply with
confidentiality requirements

*U.S. Government Printing Office: 1993 — 301-019/80023
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published in Vital Statistics of the United States. Other
supplements to the MVSR published here provide selected
findings based on final data from the National Vital Statistics
System and may be followed by detailed reports in Series 20
or 21.

For answers to questions about this report or for a list of reports published
in these series, contact:

Data Disseminaticn Branch

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

6525 Belcrest Road, Room 1064
Hyattsville, MD 20782

(301) 436-8500
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