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OFFICE VISITS FOR DISEASES
OF THE CIRCULATORY SYSTEM

Beulah K. Cypress, Ph.D., Division of Health Resources Utilization Statistics

INTRODUCTION

This report presents national estimates of
1975 and 1976 visits to office-based physicians
in the conterminous United States, in which
physicians rendered diagnoses in the category
“diseases of the circulatory system.”

HIGHLIGHTS

In 1975-76 patients made 110.6 million
visits to office-based physicians for treatment of
diseases of the circulatory system. A principal
diagnosis of essential benign hypertension was
assigned to 42 percent of such visits. Chronic
ischemic heart disease caused 24 percent; symp-
tomatic heart disease, 6 percent; cerebrovascular
disease, 4 percent; diseases of arteries, arterioles,
and capillaries, 4 percent; diseases of veins and
lymphatics, 8 percent.

Seven of eight visits for essential benign
hypertension were made by white persons. In
5 of 8 visits the problem was presented by a
female. The median visit age for females was
62.0 years; for males, 57.6 years. When chronic
ischemic heart disease was the diagnosis, the
median visit age for females was 70.5 years; that
of males was 64.1 years. Males aged 35 to 74
years visited physicians at a higher rate than
females did for care of ischemic heart disease.
However, visit rates of females exceeded those
of males for essential benign hypertension.

Seven in ten visits for cerebrovascular
disease were made by patients 65 years and over.
Patients 75 years and older represented the high-

est proportion (39 percent) of visits for that
condition, but visits by patients 45 years and
under were rare (3 percent). Arteriosclerosis was
also more common during visits by the elderly
with a median visit age of 75.1 years.

Essential benign hypertension was frequently
concomitant with diabetes mellitus and obesity.
When hypertension was the principal diagnosis,
diabetes mellitus was also listed in about 5 per-
cent of those visits. When diabetes mellitus was
the principal diagnosis, hypertension was the
second- or third-listed diagnosis during 14 per-
cent of such visits. Obesity was an additional
diagnosis in 10 percent of hypertension visits;
hypertension was second- or third-listed in 5
percent of all visits for a principal diagnosis of
obesity. Diabetes mellitus and obesity were also
commonly coincident with ischemic heart dis-
ease. However, ischemic heart disease and hy-
pertension were not frequently diagnosed during
the same visits.

Physicians used electrocardiograms (EKG’s),
X-rays, and laboratory tests more often during
initial patient visits than when the patient pre-
sented an “old” problem. Blood pressure was
measured about 80 percent of the time when
hypertension was present, but only about 30
percent of visits included blood pressure meas-
urement when hypertension was absent. Nonhy-
pertensive females were more likely to have
their blood pressure taken than were nonhyper-
tensive males. When hypertension was not
present, the rate of blood pressure measurement
increased with age.



BACKGROUND

The data were collected in the National
Ambulatory Medical Care Survey (NAMCS), a
continuous sample survey conducted by the
Division of Health Resources Utilization Statis-
tics of the National Center for Health Statistics.
Detailed information regarding the background
and methodology of the survey were published
in Vital and Health Statistics, Series 2, No. 61.1
Separate data for 1975 and 1976 were reported
in Series 13, No. 33 and in Advance Data Re-
port No. 30.2:3

This is the first series report based on
NAMCS data for combined calendar years 1975
and 1976, and the first series report from that
survey with a focus on diagnoses. Statistics
representing 1975-76 visits for essential benign
hypertension, a member of the diagnostic group
of circulatory system diseases, were summarized
in an advance report.# Other brief reports based
on data from 1975, 1976, or combined years
featured physician specialty profiles and visits
by persons aged 65 years and over.5-14

Information about a maximum of three
diagnoses for each sampled visit was collected
during the survey. Each participating physician
was requested to list on the data collection form
the principal diagnosis, the physician’s evalua-
tion of the patient’s condition related to the
chief complaint or other reason for visit. Up to
two additional significant diagnoses known to
exist for the patient at that time could also be
listed, but these were not necessarily related to
the current visit. Diagnoses were classified and
coded according to the Eighth Revision Interna-
tional Classification of Diseases, Adapted for
Use in the United States (ICDA).15 The princi-
pal or first-listed diagnosis is the primary empha-
sis of this report. However, patterns of coexist-
ing diagnoses are often revealing, and additional
data regarding second- and third-listed diagnoses
are given where they are relevant and meaningful.

The data used in this report encompass the
major ICDA category, diseases of the circulatory
system, code 390-458. In addition to a general
description of the utilization pattern of ambula-
tory care for the class of circulatory diseases,
this report provides detailed information about

patient, clinical, and practice characteristics of
visits for selected most frequent, well-defined
diseases within the class, for example, essential
benign hypertension, ICDA code 401.

For clarity, categories of diseases, such as
“diseases of the circulatory system” or “diseases
of the respiratory system,” are referred to in this
report as “major ICDA group.” Specific diseases
within the groups are identified by their three-
digit codes and designated as “principal,”
“second,” or “third” diagnosis depending on the
priority given by the physician.

Prior to data presentation, the scope of the
survey and limitations of the data are described
briefly to assist the reader in interpreting the
estimates. A detailed description of the 1975-76
survey, including technical details, definitions,
and survey instruments, appears in the appen-
dixes to this report. The 1975 and 1976 surveys
were conducted in identical fashion using the
same instruments, definitions, and procedures.
The 2 years of data were combined to provide
greater reliability of estimates. Therefore, the
reader should note that estimates of numbers of
visits contained in this report are for a 2-year
period, but ratios and rates represent average
annual estimates.

SCOPE OF THE SURVEY

The basic sampling unit for NAMCS is the
physician-patient encounter or visit. “Encoun-
ter” and “‘visit”’ are used interchangeably in this
report.? Only visits in the conterminous United
States in the offices of nonfederally employed
physicians classified by the American Medical
Association (AMA) or the American Osteopathic
Association as “‘office-based, patient care’ were
included in the 1975-76 NAMCS. In addition,
physicians in the specialties of anesthesiology,
pathology, and radiology were excluded from
the physician universe. Major types of ambula-
tory encounters not included in the 1975-76
NAMCS were those made by telephone, those

2The term “contact” is reserved to apply only to that
part of the visit or encounter that involved a face-to-face
interchange between physician and patient.



made outside of the physician’s office, and those
made in hospital or institutional settings. It is
planned to extend the survey to include these
encounters in the future as resources permit.

The definitions of ‘‘office,” “physician,”
“patient,” and ‘visit” as they determine eligi-
bility for NAMCS are presented in appendix II.

SOURCE AND LIMITATION
OF THE DATA

The data presented in this report were de-
rived from information provided by a national
probability sample of office-based physicians.
A sample of 6,529 physicians was contacted dur-
ing 1975-76. Of the 5,604 physicians who were
eligible for the study, 4,476 (79.9 percent)
participated in the study, providing data concern-
ing a random sample of some 114,000 patient
visits.

Specially trained interviewers visited the
physicians prior to a designated reporting week,
provided survey materials, and informed each
physician and staff member about the methods
and definitions to be used. During a randomly
assigned 7-day reporting period, the sample
physician maintained a listing of all office visits.
For a systematic random sample of those visits,
data were recorded on an encounter form pro-
vided for that purpose (see appendix III).

Readers are urged to review the three appen-
dixes to this report. These appendixes provide
information necessary for proper understanding
and interpretation of the statistics presented.
Appendix I contains a general description of the
survey methods, the sample design, and the data
collection and processing procedures. Imputa-
tion methods, estimation techniques, and esti-
mates of sampling variation are also presented.
Because the statistics in this report are based on
a sample of ambulatory visits rather than on all

visits, they are subject to sampling errors. There-
fore, particular attention should be paid to the
section in appendix I entitled “Reliability of
Estimates.” Examples of relative standard errors
and instructions for their use are given in appen-
dix I.

Definitions of the terms used in this report
and in the survey operations are presented in
appendix II. Facsimiles of survey materials,
including letters, Patient Record forms, and In-
duction Interview forms are reproduced in ap-
pendix III.

By means of another program of NCHS, the
Health Interview Survey (HIS), data are col-
lected on the utilization of physician services
but from a different universe. Estimates provided
by HIS may differ from those in NAMCS be-
cause of differences in collection procedures,
populations sampled, and definitions. Data from
HIS are published in Series 10 of Vital and
Health Statistics.

The distinction between prevalence of a
disease and physician visits for a disease should
be kept in mind when interpreting the data. For
obvious reasons, physician visits do not neces-
sarily reflect the degree to which a condition is
present in the population, even though visits to
the physician’s office may be motivated by a
pathological condition or the visit may result in
the detection of the condition. The NAMCS
was designed to provide information about the
provision and use of certain ambulatory medical
care services and is, therefore, a rich source of
data concerning utilization of physicians’ serv-
ices when visits are characterized by specific
diseases. Prevalence data may be obtained from
other surveys conducted by NCHS.b

bFor example, see publications of HIS (Series 10)
and the Health and Nutrition Examination Survey
(HANES) (Series 11).

MAJOR ICDA GROUP—DISEASES OF THE CIRCULATORY SYSTEM

Patients’ problems, complaints, or symptoms
were diagnosed as caused by diseases of the cir-
culatory system in an estimated 110.6 million

visits to office-based physicians in 1975-76.
These visits accounted for about 10 percent of
visits for all diagnoses, and comprised the second



leading morbidity-related diagnostic group (dis-
eases of the respiratory system was first with
14 percent).

PATIENT CHARACTERISTICS

Visits for diseases of the circulatory system
ranked first among major ICDA groups when
patients visiting were 45 years of age or older.
The number of office visits for all diagnoses
according to age groups and the proportions of
visits for each age group visiting for diseases of
the circulatory system are listed in table A. Pro-
portions of visits increased with advancing age.
For visits by patients under 45 years of age, only
2 percent included a circulatory problem; 16

Table A. Number and percent of office visits for all diagnostic
classes, and number and percent for diseases of the circula-
tory system, by sex, race, and age of patient: United States,

1975-76
All diagnostic Diseases of the
classes circulatory system
Sex, race, and age Number Per- Number Per-
of visits cent of visits cent
in thou- of in thou- of
sands visits sands visits
All visits.. | 1,155,800 | 100.0 | 110,617 9.6
Sex and race
Female ......... 697,727 | 100.0 62,656 2.0
White cocvvierieeeeaarins 625,201 100.0 55,789 8.2
Black and otherl..... 72,525 | 100.0 6,866 9.5

458,174 | 1000 47 961 105

WHITE v e 413,320 | 100.0 44 044 10.7
Black and other2..... 44,853 | 100.0 3,916 8.7
Age
Under 35 vears........ 555,806 | 100.0 7,499 1.3
3544 years ............. 122,805 | 100.0 7,796 6.3
45.54 years ........... 147,082 | 100.0 19,217 13.1
55-64 years ..... 143,060 | 100.0 27,605 19.3
65-74 years c..ccoevun. 120,317 | 100.0 29,674 247
75 years and over .... 66,831 100.0 18,824 28.2

labout 84 percent were visits by members of the black race.
About 72 percent were visits by members of the black race.

percent of visits by patients between 45 and 64
were similarly diagnosed; and 26 percent of all
office visits by patients 65 years or older were
for this major ICDA group. Additional distribu-
tions and rates of visits by sex and age are pro-
vided in table 1.

For those persons who visited physicians,
proportions of visits for diseases of the circula-
tory system did not significantly differ by race
(table A). Although the visit rate shown in table
1 was higher for white persons than for mem-
bers of black and other races, the same was
true of all NAMCS visits regardless of the
diagnosis. That white persons tended to visit
office-based physicians at a higher rate than did
members of all other races was shown in HIS .16

Although there were, on the average, more
visits per person in the population by females
than by males for circulatory problems, a higher
proportion of visits by males than visits by fe-
males included a circulatory problem. Of the
458.1 million visits by males estimated in
NAMCS, 11 percent were for circulatory system
diseases; of the 697.7 million visits by females,
9 percent included this disease group (table A).

PATIENT CONDITION AND
MANAGEMENT

Most visits for circulatory disorders were for
regular care of a preexisting condition or for a
sudden exacerbation of a preexisting chronic
condition (74 percent total). Acute conditions,
defined as those having a relatively sudden or re-
cent onset, initiated about 14 percent of these
visits, and an additional 12 percent represented
followup care of a previously treated acute con-
dition. (Here as elsewhere in this report data
are used which are taken from source data and
are not shown in tables or charts.)

The high degree of chronically ill patients
among those visiting for diseases of the circula-
tory system and the tendency of these patients
to seek continuous medical care were reflected
by the ratio of 5.4 visits by returning patients
with continuing problems to each new-problem
encounter. New-problem encounters included
new patients and patients the physician had seen



before but not for the current problem. Contin-
uous rather than episodic care was more likely
when visits were diagnosed as diseases of the cir-
culatory system than when other systems were
involved since there were proportionally fewer
new-problem encounters in this disease group
than in any other major ICDA group.

Ongoing patient management was demon-
strated by physicians’ instructions to return at a
specified time or to return if needed, given dur-
ing 98 percent of visits. In only 3 percent of
visits was no followup planned. When a disease
of the circulatory system was diagnosed, physi-
cians relied on telephone followup for only 2
percent of visits, less often than when other
morbidity-related major ICDA groups were in-
volved. About 3 percent of these visits resulted
in admittance to a hospital.

PRACTICE CHARACTERISTICS

Figure 1 illustrates the division of visits for
diseases of the circulatory system by physician
specialty. Most visits made were to offices of
general and family practitioners and internists,
specialists whose combined practices comprised
about 35 percent of office-based physicians in
the United States in 1975 according to the
AMA.17

General and famly
practice
51.3%

All other
specialties

General
surgery

Cardiovascular
disease

Figure 1. Percent distribution of office visits for diseases of the
circulatory system, by specialty visited: United States, 1975-76

Table 2 shows the minimum amount of vari-
ation in proportions of visits by geographic loca-
tion. Differences between proportions of visits
to physicians’ offices in metropolitan and non-
metropolitan areas, and between solo and other
practice arrangements tend to reflect the distri-
bution of physicians in the United States.

SELECTED DISEASES OF THE CIRCULATORY SYSTEM

In the ICDA, related diagnoses within the
category of diseases of the circulatory system
are grouped by sequences of three-digit rubrics
(e.g., ischemic heart disease includes codes 410
through 414). The number and percent of visits
for each sequence are listed in table B. Percents
of visits for the most frequent specific principal
diagnoses within each sequence are also shown.
Essential benign hypertension accounted for the
largest number of visits among the diseases of
the circulatory system (42 percent) followed by
chronic ischemic heart disease (24 percent).
Essential benign hypertension also ranked first
among all visits for morbidity-related principal
diagnoses (at the 3-digit ICDA level), compris-
ing 4 percent of the over 1.1 billion estimated

visits in 1975-76.° Chronic ischemic heart dis-
ease, the third leading morbidity-related condi-
tion, accounted for 2 percent of the total.

The balance of this report presents patterns
of office-based medical care for these and other
selected diseases of the circulatory system.

©The data classified as “morbidity related” apply to
visits where the principal diagnosis fell in any of the 17
major ICDA groups (codes 000-999). The two highest
proportions of NAMCS visits in 1975-76 were in the
ICDA supplementary classifications, “Medical or special
examinations” (code Y00), and “Medical and surgical
aftercare” (code Y10). “Prenatal care” (code Y06) was
the fourth leading diagnosis. See Advance Data Report
No. 30 for additional information on ranks of diagnoses.



Table B. Number and percent distribution of office visits for diseases of the circulatory system and for selected principal diagnoses:
United States, 1975-76

Number Pe'rce.nt

. fvisits | Oistri-

Diagnosis and ICDA codel ° bution

in thou- of
sands visits

AL VESITS.ciiiiiiiriereesieerseiereeaiieeratrteteseeaeeastaaaaeaesesaasissasasissnsasssnannsessesaeseneanesaranesssrsnrasssnsnsssnnnnensnenn 390-458 | 110,617 100.0
Active rheumatic fever and chronic rheumatiC Neart diSBASE ..........veceriivereeirsrmeiiricsrinsecessneneeesrssaserssesassens 390-398 1,867 1.7
Y DI TENSIVE (ISESE et itieiiirieciiiiieeeitetereee e eeree s sies et st et aravesebesesesaaaseesaaaasessrn sersbansessansasensennrsesssnnessesanassss 400-404 47,120 42.6
Essential benign hypertension 46,128 41.7
1SCHEMIC NBATT TISEASE. ......irieiieeciriieiiecietieieee st e eetree et e e s enneeeneese s aes st b ar e st esasaressamsssssnsaesssonsstssesnstsssnsenets 410-413 31,314 28.3
Acute myocardial infarction and other acute and subacute forms of ischemic heart disease. ....410-411 2,319 2.1
Chronic iSCREMIC NBArt AISBASE ...cvveiierieiiieeciiiieeeiieeeerecieeecteeeectrrestessssatesssstassnsasesbeseassssssnsessnnnesssmnsesssssssaed 412 26,020 235
ANGING PECTOIIS ..eeveeeeriverierererirarieiiiesrateeeesastessasessssrssessarssarsesossssnssssssnsnstssasssssnmsrssssnsssssssesssssonssessesessssnnaness 413 2,975 2.7
Other forms of Reart dISBASE ......ccuevveeeierieeiriirreeeieeeeeeeeer e s eesseneene 9,161 8.3
Symptomatic heart disease 7,052 6.4
CErEDrOVASCUIAT HISEASE. . eiiciiireieieiietceiteeeitie et e e reer e eeeaeteeeeearesearsessraesebaseessbnsesssssasssssrsstesssnssessmmnerressanes 430-438 4,505 4.1
Diseases of arteries, arterioles, and CAPIlIATies .........ccevrviveecriieritirieneeetrieerseresesesssesessenasssasonsessmses erreeseeneraens 440-448 4,441 4.0
AT BT IOSC BT OSTS e it it ieeeieiererciresicrserertrreret e e aeeeresaseeaieien s s tnnenstssasssetaranesesrasnsssonssansassastasnnnssennns rrarreereenereneronnes 440 2,019 1.8
Diseases of veins and lymphatics and other diseases of the CirCUlatory SYStemM. .ucccvreerreremrirrieereerireeseeseses 450-458 12,210 11.0
Phlebitis and thrombophIEDItiS.....c.c.iiieeeeiiiiecrinriire st eereeerrereessiseeevsmnaesnse 2,930 2.6
Varicose veins of lower extremities 2,428 2.2
[ [T 4T T2 Yo T Te RN errrernerenenrrenanans 455 3,686 3.3

1Diagnostic groupings and code inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use

in the United States, 1965.

PATIENT CHARACTERISTICS

Essential benign hypertension (401).—Visit
rates for essential benign hypertension, coronary
heart disease,9 and other selected diseases of the
circulatory system are plotted in figure 2 by sex
and in figure 3 by race. Demographic data are
also detailed in tables 3 and 4.

Seven of eight office visits for care of essen-
tial benign hypertension were made by white
persons. In 5 of 8 visits the problem was pre-
sented by a female. The highest proportion of
visits was in the age group 55-64 vyears. Visit

dThe term “coronary heart disease’” is used inter-
changeably with the ICDA terminology “ischemic heart
disease” in this report. Both terms refer to the group
of heart ailments, acute and subacute ischemic heart
disease (410-411), chronic ischemic heart disease (412),
and angina pectoris (413).

rates increased with advancing age up to age
group 65-74 years. Females visiting were, on the
average, older than males, since the median visit
age for females was 62.0 years and for males it
was 57.6 years.®

There was a marked difference in visit rates
by sex beginning at about age 44, with the fe-
male rate peaking at age group 65-74 years,
about 10 years later than the male rate peaked
(figure 4). The advanced female age at visits
for hypertension as opposed to the younger
male age at such visits may be related to greater
susceptibility of males to other cardiovascular
diseases that preempt essential benign hyperten-
sion as primary diagnosis. The Framingham

Median visi¢ age should not be confused with median
patient age. The median visit age is based on initial and
return visits some of which may be by the same patient.
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Study demonstrated that for persons with defin-
ite hypertension the incidence rates of diseases
such as coronary heart disease and congestive
heart failure were substantially higher for males
than for females of the same age.18 Therefore,
while the diagnosis may remain essential benign
hypertension as females age, a principal diagno-
sis of this disorder for visits made by males may
have been supplanted earlier by other diagnoses.

Coronary heart disease (410-413).—Visit
rates for patients with coronary heart disease
differed from those for patients with essential
benign hypertension. Beginning with age group
35-44 years and up to age 74 years, visit rates
for males who had coronary heart disease ex-
ceeded rates for females (figure 5). This is not
surprising in view of the foregoing discussion
suggesting that a diagnosis of essential benign
hypertension is often supplanted by its cardio-

vascular sequelae at an earlier age among males
than among females. Unlike essential benign
hypertension, there was no drop in visit rate for
the oldest age groups.

In figure 6, visit rates for essential benign
hypertension and coronary heart disease are con-
trasted for visits by females only. Figure 7 illus-
trates visit rates among males for the same two
diseases.

The changing relationship of visit rates for
these two diseases, depending on the sex of the
visiting patient, can be observed in figures 6
and 7. For office visits by females, rates were
higher for essential benign hypertension than for
coronary heart disease from age 35 years to age
group 65-74 years (figure 6). The hypertension
rate dropped at age 75 years and over and the
coronary heart disease rate continued to rise. Visit
rates for these two conditions were different
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Figure 3. Average annual rate of office visits for selected diseases of the circulatory system, by race of patient: United States, 1975-76

when male patients visited. For males, hyper-
tension rates exceeded those of coronary heart
disease up to age group 55-64 years, after which
the hypertension rate dropped and the other
rate continued to rise (figure 7). For males aged
65-74 years the coronary heart disease rate was
half again as large as the rate for essential benign
hypertension; for visits by males 75 years and
older the rate for the first disease more than
doubled that of the second.

Males visiting for chronic ischemic heart
disease were younger than females with the same
diagnosis. The median visit age for males was
64.1 years in contrast to a median visit age of
70.5 years for females (table 4). One explana-
tion for the older median visit age for females
may be found in the mortality statistics of the
United States.l9 In 1975, male deaths from
coronary heart disease exceeded female deaths
from the same cause in every age group up to 80
years.

Differences in median visit age between
the two sexes for acute ischemic heart disease

(which included acute myocardial infarction)
and angina pectoris were not statistically signifi-
cant.

Symptomatic heart disease (427).—Patients
presenting symptomatic heart disease were
younger than those presenting some other
forms of heart disease. About 16 percent of
these visits were made by patients under 45
years old, compared with about 5 percent in the
same age group for chronic ischemic heart
disease.

Cerebrovascular disease (430-438).—Cerebro-
vascular disease visits more often included elderly
patients than did hypertension or heart disease.
Seven in ten visits for this disease were made by
patients 65 years and over. Patients 75 years
and older contributed to the highest proportion
of visits made for cerebrovascular disorders
(89 percent); such visits by patients under 45
years were rare (3 percent). Of all circulatory
problem visits, cerebrovascular disease had the
lowest proportion of visits by patients under
45 years. As a result, the median visit age of
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Figure 4. Average annual rate of office visits for essential benign
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71.2 years for this disease was relatively high
compared to other circulatory diseases.

The relationship of hypertension to heart
disease and to cerebrovascular disease, particu-
larly as a precursor of stroke, has been estab-
lished. Research findings also suggest that
cerebrovascular disease resulting from hyperten-
sion progresses at a slower rate than does heart
disease resulting from hypertension.20 If this
is true, then the later age of the onset of cere-
brovascular disease may well be reflected in the
older median visit age estimated in NAMCS.

Visits for cerebrovascular disease were about
equally divided between men and women.

Arteriosclerosis (440).—The median visit
age for patients afflicted with arteriosclerosis

Figure 5. Average annual rate of office visits for coronary heart
disease, by sex and age of patient: United States, 1975-76

was the highest of all circulatory problems,
75.1 years. According to vital statistics reports,
death rates due to arteriosclerosis did not attain
any significant proportions until the age of at
least 65 years. For example, the 1975 death
rate due to arteriosclerosis for persons 65-74
years old was 26.6 per 100,000 population
compared with 303.1 for cerebrovascular dis-
ease and 132.37 for heart disease. At ages
75-84 years, the rate of death due to arterio-
sclerosis was 159.4.21 Thus, either arteriosclero-
sis was not diagnosed until later years or patients
with arteriosclerosis who had greater longevity
continued to visit physicians (thus raising the
median visit age).

There was no significant difference in’ visit
rate nor in median visit age between female and
male patients.
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Phlebitis and thrombophlebitis (451), vari-
cose veins of the lower extremities (454),
hemorrhoids (455).—In contrast to visits for
arterial disease, visits for diseases of veins were
made by younger patients. About half of the
visits for phlebitis and thrombophlebitis as well
as for varicose veins of the lower extremities
included patients under 55 years, as reflected
by the median visit ages of 53.9 years and 55.1
years, respectively. Of all circulatory diseases,
the lowest median visit age was reported for
hemorrhoids, 45.6 years. Visits for hemorrhoids
were rarer for persons 65 years and oldcr than
were any other visits made for diseases of the
circulatory system. Only 14 percent of the
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Figure 7. Average annual rate of office visits by males for essen-
tial benign hypertension and coronary heart disease, by age
of patient: United States, 1975-76

visits made because of hemorrhoids were made
by persons in that age group, and only 3 percent
were made by persons 75 years and older.

Visits for phlebitis and thrombophlebitis
as well as for varicose veins of the lower extremi-
ties were more likely to include a female than
were visits for heart disease or cerebrovascular
disease; the reverse was true for males. However,
proportions of visits made because of hemor-
rhoids did not differ significantly by patient sex.

PRACTICE CHARACTERISTICS

With minor exceptions, estimates of charac-
teristics of physicians’ practices related to visits
for most specific circulatory disease diagnoses
did not vary appreciably from the findings in the



Table C. Number, percent distribution, and average annual rate of office visits for essential benign hypertension (401), by most
frequently visited specialties and sex and age of patient: United States, 1975-76

Number Sex Age
. of visits
Specialty in thou- Total Femal Mal Under 65 years
sands emale ale | g5 years | and over
Percent distribution
General and family PractiCe.. e rremmeestemaricesaeemrenimecrmecrirnrrermmmmeriseeses 27,179 | 100.0 64.4 | 35.6 62.0 38.1
Internal MEICING cuciiriseeiriercrcrserirrrrceresntotesanneranressesssaeaorsssassssssorsnnsaasasses 12,779 | 100.0 605 | 39.5 68.8 31.2
GENEFAl SUMGETY aeceererritiieriececeraessassascssssosssenasssoneasssssnsensmantrsntssstacnmorsmmestes 2,190 | 100.0 63.1 36.9 63.4 36.6
Obstetrics and gyNecology ... cmeeerimsisissacnennssssssssenas 727 | 100.0 86.2 * 71.2 28.8
Cardiovascular diseases .....ccc.ersrass 1,461 | 100.0 54.1 | 459 64.2 35.8
Visit rate per 1,00b in population
General'and family practice 65.1 81.0 | 48.1 45.0 240.7
{nternal medicine 30.6 35.8 | 25.1 235 92.9
General surgery 5.2 6.4 4.0 3.7 18.7
Obstetrics and gynecology ........... eresereteteetstasneteeteesrttavesrasas et eattanaasserrnsnet 1.7 2.9 * *1.4 *4.9
CardiovasCUlar QISEASES ....viveeeeeereserrreaiessaaceoransaerrorsssvansasarmnnssranasesnasennnmeses 3.5 3.7 3.3 25 *12.2

Table D. Number, percent distribution, and average annual rate of office visits for coronary heart disease (410-413), by most frequently
visited specialties and sex and age of patient: United States, 1975-76

Number Sex Age
X of visits
Specialty in thou- Total Femnal Mal Under 65 years
sands ale ale | 65 years | and over
Percent distribution
General and family practice 14,920 | 100.0 50.7 | 49.3 429 57.1
INTErnal MEdICING viuviiiieecireitietsnntierasiesienitrarmsscssssaesnsensesssscorosuasssssassssrass 11,722 | 100.0 456 | 4.4 46.7 53.3
Cardiovascular diSEASES wiuicuaisirsnrcsessassesesisssaseassssssssessnessasnassarerssssanssessross 3,089 | 100.0 39.9 | 60.2 48.2 51.8
Visit rate per 1,000 in population
General and family PractiCe....ceiciirerersencarersrrasencacnssmeasesnuerermsseaearasosssseeses 35.8 35.0 | 365 17.1 198.4
Internal MediCiNe i.iceeeeecucreersnneerinnnrecsinsronmessssssasocrnenasssosessnes 28.1 247 | 31.7 14.6 145.4
Cardiovascular diseases . 74 5.7 9.2 4.0 37.2

major group (diseases of the circulatory system)
detailed in an earlier section. Distributions of
visits for the specific diseases according to geo-
graphic region, metropolitan and nonmetro-
politan areas, and type of practice are shown in
table 5. i
Table C shows the extent to which hyper-
tension visits varied by age and sex of patient
when the most frequently visited specialties
were considered. Similar details are given in
table D for visits made for coronary heart dis-

ease. Tables 6 and 7 relate type and area loca-
tion of practice to specialties visited because of
hypertension and coronary heart disease.

PATIENT CONDITION
AND MANAGEMENT

Most statistics presented in this report re-
late to principal or first-listed diagnoses. The
clinical picture of patients who utilize physician
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resources would be incomplete, however, with-
out information regarding the frequency of care
given patients troubled by circulatory problems
not necessarily related to the patient’s principal
complaint.f Visits in which circulatory system
diseases were second- or third-listed diagnoses
provide additional data about the number of
times a disease was a recognized and diagnosed
condition, although it may not have been the
primary diagnosis at the visit.

Furthermore, it was shown earlier that most
visits in which the principal diagnosis was listed
in the diseases of the circulatory system group
included visits by middle-aged and elderly
patients who are generally acknowledged to suf-
fer from multiple maladies, many of which are
classified in other major ICDA groups. These
ailments are also listed on the Patient Record
as “other significant diagnoses.” All conditions
the physician finds germane to the visiting
patient, therefore, reflect patterns of disease
concomitance.

Diseases of the Circulatory System
As Second- or Third-Listed Diagnoses

Table E shows the number of visits in which
diseases of the circulatory system were identi-
fied as additional diagnoses. The volume of
estimated visits which included each specific
disease increased considerably when a maximum
of three known patient conditions were con-
sidered. As an example of the use of this table,
there were 46.1 million visits with a principal
diagnosis of essential benign hypertension (table
B). Adding this number to the 28.6 million visits
shown in table E for essential benign hyperten-
sion yields a total of 74.7 million visits in which
essential benign hypertension was a condition
known to exist for the patient at that time.
Using the data in tables B and E similarly,

fAlthough most diseases are characterized by syn-
dromes or configurations of complaints, an attempt is
made in NAMCS to relate the principal diagnosis to the
most important complaint presented by the patient.
A discussion of patients’ principal complaints or symp-
toms follows in a later section of this report.
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Table E. Number and percent of office visits for selected
diseases of the circulatory system listed as second or third
diagnoses: United States, 1975-76

Number Per-
. . 1 of visits cent
Diagnosis and ICDA code in thou- of

sands visits
A VISITS.coiiirriiiveee e ieec s 1,155,900 100.0
Essential benign hypertension .......... 401 28,590 25
Coronary heart disease .............. 410-413 20,887 1.8
Symptomatic heart disease...............- 427 7,830 0.7
Cerebrovascular disease 2,771 0.2
Arteriosclerosis............... 4,119 0.4
Philebitis and thrombophlebitis 204 0.1
Varicose veins of lower extremities...454 1,659 0.1
Hemorrhoids ...eveverneereiriecniinnerenanns s 455 1,297 0.1

1Diagnostic groupings and code inclusions are based on the
Eighth Revision International Classification of Diseases, Adapied
for Use in the United States, 1965.

coronary heart disease was a listed diagnosis
during 52.2 million visits.®

Recent hypertension prevalence data are
available from HANES.22 These data in con-
junction with NAMCS visit data wherein essen-
tial benign hypertension was a principal, second-,
or third-listed diagnosis provide some insight
into the utilization of office-based ambulatory
medical care resources by those in need of treat-
ment. According to the findings of HANES,
an estimated 23.2 million adults aged 18-74
years had definite hypertension, 23.4 million
had borderline hypertension, and 81.4 million
were normotensive. However, HANES also
showed that of the borderline and normoten-
sive groups, 8.9 percent and 2.0 percent, respec-
tively, took regular medication for high blood
pressure, leading to an assumption in HANES
that an additional 3.7 million adults had con-
trolled hypertension, or a total essential benign
hypertension prevalence of 26.9 million. If 37.3
million, the average yearly visits (one-half of
the 74.7 million visits in which essential benign
hypertension was a listed diagnosis), is divided

8When first-, second-, and third-listed diagnoses are
considered, total visits for two or more diseases are not
additive since it is possible that the two or more diseases
were diagnosed during the same visit.



Table F. Number and percent of office visits for essential benign hypertension (401) listed as first, second, or third diagnosis, by other
most frequent diagnoses: United States, 1975-76

Diagnosis and ICDA code!

Hypertension
listed as first
diagnosis

Hypertension
listed as second
or third diagnosis

Number Per-

of visits cent of visits cent

in thou- of in thou- of
sands visits sands visits

Number Per-

Al VISITS 1o ctrececiereiie et reave s enrs s e s bae s sesataesmsnesenn

Diabetes MEHiTUS c.ocve e e ccreeecc e e eec st e s e e e rae s rese s emaeaes
OIDESIY i rereee et ieeeeerieeiereseessnareeretetemseeetrnetesreeneeres aasvareeeneasessensessreaen

Neuroses...........

Bronchitis, emphysema, 2sthMa .covveveeveeeieeeeeeeirieeees

Arthritis and rheumatism, except rheumatic feVEr.....ceevvrcvervrreesseccnens

46,128 | 100.0 28,580 100.0

................................. 250 2,054 45 4,038 14.1
.................... 277 4,674 10.1 1,425 5.0
. 300 1,380 3.0 1,125 3.9

.......... 440 649 14 *340 1.2

...490-493 *575 1.3 948 3.3
.......................... 710-718 2,038 4.4 2,957 10.3

lDiagnostic groupings and code inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use

in the United States, 1965.

by the HANES essential benign hypertension
prevalence of 26.9 million, there was an esti-
mated average minimum visit rate of 1.4 visits
to office-based physicians per year for each per-
son aged 18-74 years in the population who
had hypertension. This utilization rate provides
a benchmark for future estimation and evalua-
tion of the utilization of physician resources by
the segment of the population needing treat-
ment for essential benign hypertension. One
reason for the low rate of utilization may well
be due to the fact, shown in HANES, that 55
percent of the population estimated to have
definite hypertension were never diagnosed as
hypertensive.t As consumer education reduces
this number, the rate of utilization may increase.

Diagnostic Concomitance

The pattern of coexistence of hypertension
with other diagnoses not necessarily in the
group ‘‘diseases of the circulatory system” is
described in table F. The same type of analysis
for coronary heart disease is shown in table G.
The first item of note (which is evident by its

hData in HANES were collected from 1971 to 1974.
There is reason to believe that the percent of never-
diagnosed hypertensives was slightly less in 1975-76.

absence) is that hypertension and coronary heart
disease were not assigned to first, second, or
third diagnoses interchangeably, to any great
degree. That is, when hypertension was the prin-
cipal diagnosis, coronary heart disease rarely
was included as a second or third condition.
When essential benign hypertension was a
second- or third-listed diagnosis, coronary heart
disease was not the principal diagnosis. The same
situation prevailed for coronary heart disease
as shown in table G. These data lend support to
the idea offered earlier that its cardiovascular
consequences eventually supplanted essential
benign hypertension as a diagnosis during visits
to physicians.

The diagnoses listed in table F were most
frequently observed during visits when hyper-
tension was present. For example, when hyper-
tension was the principal diagnosis, diabetes
mellitus was the second or third diagnosis in
about 5 percent of the 46.1 million visits. When
essential benign hypertension was the second-
or third-listed diagnosis, a striking 14 percent of
those 28.6 million visits were diagnosed primar-
ily as diabetes mellitus. Similarly, obesity was
an additional diagnosis iz 10 percent of visits
made for essential benign hypertension, and was
principal diagnosis for 5 percent of visits when
essential benign hypertension was listed as
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Table G. Number and percent of office visits for coronary heart disease (410-413) listed as first, second, or third diagnosis, by other
most frequent diagnoses: United States, 1976-76

Diagnosis and ICDA codel

Coronary heart
disease listed as
first diagnosis

Coronary heart dis-
ease listed as second
or third diagnosis

Number Per- Number Per-
of visits cent of visits cent
in thou- of in thou- of

sands visits sands visits

All visits

Diabetis mellitus
ObESItY civeveeeerieeecreieeinees
Cerebrovascular disease
Bronchitis, emphysema, asthma
Arthritis and rheumatism, except rheumatic fever

31,314 | 100.0 20,887 100.0

................................. 250 2,029 6.5 1,574 7.5
* *

... 277 1,079 35
....430-438 623 2.0 618 3.0
...490-493 838 2.7 847 4.1
710-718 1,469 4.7 1,344 6.4

lDiagnostic groupings and code inclusions are based on the Fighth Revision International Classification of Diseases, Adapted for Use

in the United States, 1965.

second or third diagnosis. Neuroses; arterio-
sclerosis; bronchitis, emphysema, and asthma;
as well as arthritis and rheumatism (except
rheumatic fever) also appeared in conjunction
with essential benign hypertension in a substan-
tial number of visits.

Four types of diagnoses most commonly
coincident with hypertension also co-occurred
with coronary heart disease (although essential
benign hypertension itself did not, as pointed
out earlier). Diabetes mellitus; obesity; bronchi-
tis, emphysema, and asthma; and arthritis and
rheumatism (except rheumatic fever) together
accounted for about 17 percent of the visits in
which coronary heart disease was a principal
diagnosis. Excluding obesity, these diseases
were primarily responsible for 18 percent of
visits when coronary heart disease was listed
second or third by the physician. It may seem
unlikely for coronary heart disease to be
“second” to bronchitis or arthritis, but the
reader is reminded that the assignment prece-
dence of one diagnosis over another on the
NAMCS Patient Record was not dictated by its
severity but by its relationship to the most
important reason for that visit expressed by the
patient. Cerebrovascular disease, which did not
occur frequently in conjunction with hyperten-
sion, emerged as a concomitant diagnosis with
coronary heart disease during visits. Since cere-
brovascular disease is often a consequence of hy-
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pertension, it is not surprising that cerebrovascu-
lar disease and hypertension were not frequently

.concurrent much as coronary heart disease, which

is also a potential consequence of hypertension,
was not frequently concurrent with essential
benign hypertension.

The number of visits for diseases belonging
to other major ICDA groups that co-occurred
with arteriosclerosis, cerebrovascular disease,
and diseases of veins were insufficient to use as
a basis on which to determine two-way relation-
ships within the limits of good reliability. How-
ever, arteriosclerosis and cerebrovascular disease
were concurrent with other members of their
own ICDA group. Arteriosclerosis numbered
among diseases that were extant with essential
benign hypertension, while cerebrovascular dis-
ease figured among those associated with
coronary heart disease, as pointed out pre-
viously.

Patient’s Principal Problem,
Complaint, or Symptom

It is instructive to examine data on visits
that culminated in diseases of the circulatory
system diagnoses in terms of the problems
that motivated patients to visit physicians.
These problems help to explain why patients
seek ambulatory medical care and are there-
fore useful indicators of health resources utiliza-
tion.



The problem, complaint, symptom, or other
reason for visit expressed by the patiert, which
in the physician’s judgment was most respon-
sible for the patient making the visit, was entered
on the Patient Record. It was coded according
to a symptom classification developed especially
for NAMCS.23 (The principal diagnosis is the
physician’s evaluation of the patient’s condi-
tion associated with this chief complaint.) The
terms “problem,” “complaint,” and “symptom”’
are used interchangeably in this report.

Essential benign hypertension.—The prob-
lems presented most frequently when the visit-
ing patient was diagnosed as hypertensive are
listed in table 8. It is known that essential
benign hypertension is generally asymptomatic
for-a long period of time. However, the closely
related symptoms of headache, vertigo, fatigue,
and nervousness appeared in about 16 percent
of visits and represented the most frequent
patient symptoms (after deletion of nonsympto-
matic reasons of “high blood pressure” and
medical examinations).

Although abnormally high blood pressure
may be a sign of essential benign hypertension,
studies have shown that patients have little
sensory awareness of blood pressure. Usually
elevated blood pressure is determined objectively
through measurement by a medical provider.
.Therefore, it is probable that in the 27 percent
of visits in which “abnormally high blood pres-
sure” was coded, patients were visiting for a
checkup and were repeating a prior profes-
sional evaluation rather than articulating their
own physicial discomfort. In this sense, high
blood pressure would not necessarily be con-
sidered a symptom arising from internal stimulus
such as headache would be. Under this assump-
tion, high blood pressure (27 percent) together
with visits for which no patient symptom was
indicated by the physician (40 percent) and
general medical examination (2 percent)—a total
of 69 percent of visits with a diagnosis of essen-
tial benign hypertension—when compared to the
16 percent of visits made because of headache,
vertigo, fatigue, and nervousness, provides a
rough measure of asymptomatic versus sympto-
matic reasons for visit expressed by patients.

The most frequently reported symptoms
were not more likely to be presented by one sex

than by the other. Neither did the number of
visits for each symptom differ significantly when
presented by patients under 65 years of age or
by patients 65 years and older.

Coronary heart disease.—The most frequent
problems presented by patients during visits
for this disease are shown in table 9. Unlike
visits made for essential benign hypertension,
visits made because of coronary heart disease
were more often subjectively symptomatic than
they were asymptomatic. About one-third of all
such visits occurred because of chest pain,
shortness of breath, and other symptoms refer-
able to the cardiovascular system. Fatigue,
vertigo, and headache were general symptoms
which together accounted for another 10 per-
cent. Pain, swelling, and injury of the lower
extremities was given as a reason in about 2
percent of the visits made because of coronary
heart disease.

Patients visiting for checkups such as those
designated by “abnormally high blood pres-
sure” (4 percent) and “progress visit” (30 per-
cent) may have also experienced symptoms of
heart disease and general symptoms, but these
symptoms may not have been expressed by the
patient at that visit.

Coronary heart disease patients under 65
years of age were more likely to present the
problem of chest pain than were older patients,
but other symptoms were not significantly re-
lated to one age group or the other.

Differences by sex among patients present-
ing varous symptoms were also not statistically
significant.

Other diseases of the circulatory system.—
Patients visiting for treatment of symptomatic
heart disease were also likely to complain of
physicial difficulties. Predictably, the two most
common reasons were irregular pulsations and
palpitations (22 percent) and shortness of breath
(16 percent). An additional 10 percent involved
various other symptoms referable to the cardio-
vascular system. Pain, swelling, and injury of the
lower extremities was reported during 5 percent
of visits.

Patients complained mainly of vertigo (23
percent) during visits for cerebrovascular disease.
Vertigo and fatigue together motivated 28 per-
cent of arteriosclerosis visits.
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Complaints associated with diseases of the
veins were clearly physical manifestations of the
conditions. “Problems of the lower extremi-
ties” and ‘‘varicose veins” were mainly respon-
sible for visits diagnosed “varicose veins of the
lower extremities.”” Phlebitis patients also com-
plained mainly of lower extremity problems.
Equally obvious problems caused visits for
hemorrhoids.

Visit Status and Seriousness
of the Problem

Although complaints and diagnoses identify
the nature of patient visits, problem status and
the degree of seriousness of the problem de-
scribe the intensity of patients’ problems. Data
for these two variables are presented in table 10.

It was mentioned earlier that new-problem
encounters (those visits in which a problem is
presented for the first time, whether by a new

patient or by a patient the physician had seen
before) were not the rule for the major ICDA
group of circulatory diseases. There was some
variation on that score among specific principal
diagnoses, however, which was worthwhile
examining. It can be seen from table 10 that
visits for diseases of veins (phlebitis and throm-
bophlebitis, varicose veins of lower extremities,
and hemorrhoids) were proportionally more
frequently new-problem encounters than were
other circulatory diseases. Equally apparent is
the fact that visits for hypertension and chronic
ischemic heart disease were more likely to be
continuing problems than were visits for other
diagnoses shown in the table.

Visit status in terms of patient sex and age
is provided in table H for hypertension visits,
and in table J for coronary heart disease visits.

“Seriousness’ refers to the physician’s clini-
cal judgment as to the extent of the patient’s
impairment that might result if no care were

Table H. Number and percent distribution of office visits for essential benign hypertension (401} by visit status, seriousness of problem,
and disposition of visit, according to sex and age of patient: United States, 1975-76

Sex Age
Visit status, seriousness, and disposition . | Vi Under 85 years
emale ale 65 years | and over
Number of visits in thousands
AL VISITS wereveenesiesectsesaeetsrsaent et etessaesessessesesessssenssseesesnteasstesensnsesnseassssnsanebessorssanes 20,287 | 16840 | 20596 | 16,532
Percent distribution
TOMAl e veeeeeesereeeeeromeesesees e e rese e seesserese e e ree e se e smre s nnsnes 1000 | 100.0 100.0 100.0
Visit status
NEW PATIBOT .evveerririeviiireeeereeetmasuterecaeraearsrrsnasssaseseresnaresnessestsrereentassssssosssssssrassrrenseesessserennss 5.0 4.8 5.9 3.0
Returning patient, new problem 5.8 6.0 5.7 6.3
Returning patient, continuing problem 89.3 89.2 88.4 90.7
SEIiOUS OF VEIY SBIIOUS ovveeuiiierritreeerieeireeeareaeuarrataessessraeaniaesinssssesossisrssissttosesssmansssssraniesesn 208 247 22.7 21.3
Slightly serious 47.0 452 47.2 44.8
IOt SBIIOUS..iereriririesirrennirreinretrasesrsrrneeermaraasrasatetranesernonestssnsassranessrinsasine s reuns 32.2 30.1 30.1 33.9
Disposition!
RetUrN 8t SPECTTIBA TIMIB.eeeiiiieeeriiieeirereeee s ierererteeee e s ee e s eestrras e e sseesssssanansssroasensnenssrennssnson 86.8 84.9 87.2 84.1
Return if needed .....vivviiciiiiicirirec ettt 10.0 10.7 9.0 125
Referred to other physician or returned to referring physician . *2.0 *2.3 2.5 *15
OTREIZ (oot ettt e ket te s e e n e s S 42 5.8 5.1 4.3

lpercents will not add to 100.0 because some patient visits had more than 1 disposition.
Includes admit to hospital, no followup planned, telephone followup, or other disposition.
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Table J. Number and percent distribution of office visits for coronary heart disease (41 0-413) by visit status, seriousness of problem,
and disposition of visit, according to sex and age of patient: United States, 1975-76

Sex Age
Visit status, seriousness, and disposition c | M Under 65 years
emale ale 65 years | and over
Number of visits in thousands
AUl VISTES everevrenrereensessmererrssassesasasssssmnocrrosesssonsessonsssssastessansansantasnnasssoncas 14,828 | 16,485 | 14,003 | 17,221
Percent distribution
TOTAl cernrmeensessnaeeeseeerererereessateersassesrameesarasssessessermress sassssssanssessasssssnsssorannsssnsassrnas 100.0 100.0 100.0 100.0
New patient ........... 5.0 49 8.0 2.4
Returning patient, new problem .. 7.1 7.1 6.3 7.8
Returning patient, continuing problem 88.0 88.0 85.7 89.9
SErIOUS OF VEIY SEIIOUS weveeerrerereersrssseasesssssantisreasssssnttossesasssntasasassissmscessonssssnenessonsasannes 515 52.9 55.9 49.2
Slightly serious 334 323 295 35.6
INOT SETIOUS e irrruererrarasserenasersonnocrsctererssasssanssosmmmtorstsasernsmsssnmmsssranasssance 15.1 148 14.6 15.2
Disposition 1

Return at SPECITIEE tiMB..uuiirecriiecricrciesicteiitt i sresseassesante s sens e serenteassntessnares asasessaneesssnnsrase 86.6 86.1 85.7 86.9
Return if NeRdRd ..ueeeereesiiiieerieimccesirneritnmnieiienetrrneanesessenrananisasens 8.7 7.7 7.2 9.1
Referred to other physician or returned to referring physician .... *3.8 *3.1 *4.1 *2.9
OLNEIZ oot tersceasbes s tss s s seassese s sasane st setrease s saastssbemehnasassshsba s semnrea s saatsasbaressenessanes 5.4 8.1 8.0 5.9

lpercents will not add to 100.0 because some patient visits had more than 1 disposition.
Includes admit to hospital, no followup planned, telephone followup, or other disposition.

available. Using this criterion, physicians were
requested to rate the patient’s condition on a
4-point scale ranging from “not serious” to
“very serious.” Although the same definition of
“seriousness” was provided to all participants
in the survey, it is difficult to determine the
degree of adherence to it. Medical specialists
vary in training emphasis and degree of prog-
nostic latitude. The data should be viewed in
this context.

Degree of seriousness appeared to vary from
one type of diagnosis to another. Essential
benign hypertension was more often judged in
the two less serious categories, and coronary
heart disease was more frequently judged in the
more serious categories. Except for phlebitis
visits which were about equally divided on each
half of the seriousness range, diseases of the
veins were assigned to the less serious categories
more frequently than to the more serious cate-

gories. Arteriosclerosis visits were also among
the group evaluated as less serious.

The relationship of seriousness to patient or
problem status was examined and results are pre-
sented in table K for hypertension visits and
table L for coronary heart disease visits. For
both of these diagnoses, the judgment of sever-
ity was apparently not related to the status of
the visit (new or returning patient) or to the
status of the problem (new or recurring prob-
lem), because variations among estimates were
not statistically significant. That is, new patients
were not more often categorized as “serious”
or “very serious” than were returning patients,
nor were new-problem visits more often judged
“sertous” or ‘‘very serious” than were old-
problem visits.

Because the estimates yielded by the serious-
ness scale that was used to judge these chronic
problems were not conclusive, some comment
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Table K. Number and percent distribution of office visits for essential benign hypertension (401) by seriousness of problem, according
to visit status: United States, 1975-76

Nurmber Serious
L of visits Slightly Not
Visit status in thou- Total or \i/ery serious serious
sands serious
Percent distribution

INBUW PBLIENT oot tteeeeiiercereeseeeeeesreub b catereerteaeteaans s es ss smassas sasbrsenonerneeeaeraeseressesnerasne 2,254 | 100.0 325 . 393 28.2

Patient seen before, new problem ......... 2,709 | 100.0 16.8 42.2 41.1

Patient seen before, continuing ProblemM... ..o iiiiiiiienienerree st s 41,165 | 100.0 220 47.0 31.0

Table L. Number and percent distribution of office visits for coranary heart disease (410-413) by seriousness of problem, according to
visit status: United States, 1975-76

Number Seri
Visit stat of visits | L erious | gjightly | Not
ISIT STatus in thou- ota or Yery serious serious
sands serious
Percent distribution
INEWW PALIENT 1eertviiriinesieeeeererieeuiteaaserresesentanns s saseaeseesennransiesonsseetnonanssssstiesannnransanes 1,538 | 100.0 57.1 26.2 16.7
Patient seen before, new problem 2,220 | 100.0 52.1 23.8 241
Patient seen before, continuing Problem .. .....iiiieiir e e e e e 27,556 100.0 52.0 33.9 14.1

on the complexity of this scale is indicated. A
cursory examination seems to indicate that the
seriousness of patients’ problems may have been
judged on the basis of the patient’s ability to
function while receiving medical care. For
example, if left untreated, essential benign
hypertension has potentially very serious conse-
quences. But patients who visit physicians and
adhere to a treatment regimen ordinarily func-
tion very well (and it has been shown that most
visits were made by returning patients with con-
tinuing problems). The frequent assignment of
essential benign hypertension visits to a “not
serious” or “‘slightly serious” category suggests
that the basis for assignment might have been
ability to function rather than amount of im-
pairment that would result if the condition were
not treated, since it is acknowledged that a
great deal of impairment would result if essential
benign hypertension were not treated or no care
were available for it. A similar assumption could
be made about other life-threatening diseases
which were not frequently classified as “‘serious”
or ‘“very serious.” While the proportion of
coronary heart disease visits classified at the
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serious end of the scale was statistically greater
than its opposite category, the difference be-
tween proportions of not serious and very serious
visits was not as great as might be expected for a
disease that is so often fatal without proper
medical care. The slightly higher proportion
designated “‘serious’ or ‘‘very serious” could be
due to the fact that patients complaining of
shortness of breath and chest pain clearly do
not function very well, which also suggests
ability to function as a criterion for judging
seriousness.

However, ability to function may be only
one dimension of the multidimensional nature
of the seriousness attribute. If a factor analytic
approach to measurement of seriousness were
taken, the results could differ considerably.

Duration of Visit

Visit duration is the amount of time spent
by the physician in direct encounter with the
patient as estimated by the physician. The mean
contact duration is the average number of
minutes per visit when the visit included a con-



tact with the physician. Thus, contact duration
when only other staff was contacted is included
in the survey but excluded from the calculation
of the mean.

Time spent by the physician is an important
factor in patient management and is a useful
index of medical care utilization by the public.
Although some visits require and consume much
of the physician’s time, others do not. This is
not to imply that care is not rendered. In the
framework of the NAMCS definition, visits may
use none of the physician’s time, but treatment
may have been appropriately delegated to the
physician’s staff. Physicians also devote time to
patient care that is not necessarily performed in
the presence of the patient, such as evaluating
test results, reading X-rays, reviewing histories,
and consulting with other physicians. Duration
estimates for principal diagnoses are presented
for comparative purposes and not as the total
time spent in patient care.

Table 11 lists the mean contact durations
for selected circulatory problems. For proper
interpretation of these estimates, the standard
errors also shown in table 11 should be taken
into_consideration using appropriate methodol-
ogy.! For each disease, table 11 provides mean
contact duration separately for patient age, sex,
and visit status.

The mean contact duration of all NAMCS
visits was 15.3 minutes (£0.2 minutes). The aver-
age duration of visits for heart disease was sig-
nificantly longer than the overall average, but
visits for hypertension, cerebrovascular disease,
and other diseases of the circulatory system

took about the average time.

The average time spent in treating patients
for some disorders was affected by patient status
(new or returning) in some cases, and by prob-
lem status (new or recurring) in others. When
hypertension was presented as a new problem to
the physician, either during an initial encounter
or on a return visit, the visit lasted longer (24.0
minutes and 18.7 minutes, respectively) than
did visits involving returning patients with hy-
pertension as a continuing problem (13.5

iSee appendix I for “Estimates of differences be-
tween two statistics.”

minutes). The duration of the new-patient
encounter was significantly longer than that of
the returning patient with a new problem.
Initial visits for ischemic heart disease (acute or
chronic) and symptomatic heart disease were,
on the average, longer than visits in which the
patient had previously consulted the physician.
New patients seeking treatment for angina pec-
toris and cerebrovascular disease also required
more time than patients returning for continu-
ing care of these problems required. Differences
among types of visits for other diagnoses were
not statistically significant.

The longer duration of initial encounters
for some circulatory diseases may be due to the
need for more intensive workup in new-patient
visits. For example, 57 percent of all initial
visits for hypertension included a general exami-
nation as opposed to 23 percent of return visits
for a new problem and only 10 percent of visits
for an old problem.

Disposition of Visit

Continuity of care is an important aspect of
patient management especially for the aging and
chronically ill. The intent of physicians regard-
ing ongoing care is reflected by the disposition
of the visit. Office-based physicians treating
patients for the most frequently reported dis-
eases of the circulatory system concluded the
majority of visits with instructions to retum
at a specified time. Patient compliance with
these instructions was shown in the high pro-
portions of visits that included patients return-
ing for further treatment (table 10). For each
diagnosis listed, visits that culminated in instruc-
tions to return at a specified time were propor-
tionately comparable with return visits for treat-
ment of continuing problems.

Instructions were not disproportionately
given to males and females making visits for
hypertension and coronary heart disease. Neither
did age make a significant difference insofar as
the proportions of visits with these instructions
was concerned (tables H and J).

Attesting to the asymptomatic nature of
most visits made for essential benign hyperten-
sion, the disposition of very few visits was ad-
mittance to a hospital. As might be expected,
a higher proportion of acute ischemic heart
disease patients (14 percent) were recommended
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for hospitalization than were those with other
forms of heart disease.

The seriousness of the patient’s problems ap-
peared to be related to the physician’s followup
decision in hypertension and coronary heart
disease visits. Proportions of visits in which no
followup was planned became progressively
smaller as the problem became more serious
(table M). For example, no followup was plan-
ned in 4 percent of all visits for hypertension
judged not serious as opposed to 2 percent of
visits for hypertension judged serious or very
serious. For coronary heart disease, the contrast
was even broader. For those visits evaluated as
not serious no followup was scheduled in seven
of ten visits compared with less than one in ten
of those considered serious or very serious.
Conversely, proportions of hypertension visits
that included instructions to return at a speci-
fied time grew progressively larger as the prob-
lem increased in seriousness. For coronary heart
disease, any increase in seriousness also warranted
instructions to return at a specified time. The
more casual instruction, ‘“‘return if needed,”
was used more frequently following visits judged
not serious than after those of a more serious
nature.

Table M. Percent of office visits for essential benign hyperten-
sion (401} and coronary heart disease (410-413), by dispo-
sition of visit and seriousness of problem: United States,

1975-76
. . 1 Return
Diagnosis, ICDA code, No at Return
and seriousness followup specified if
of probiem planned time needed
Essential benign p
hypertension (401) ercent
Serious or very serious 1.7 90.0 6.8
Slightly serious............. 2.2 88.0 9.2
NOt SEriouUS ..uveveeirreeaacieenreenne 3.8 80.5 14.2
Coronary heart
disease (410-413)
Serious or very serious......... 0.6 87.2 6.8
Slightly serious 1.4 88.1 7.8
© NOt SBFIOUS oveveerireeeeer e 6.6 79.2 14.2

1Diagnostic groupings and code inclusions are based on the
Eighth Revision International Classification of Diseases, Adapted
for Use in the United States, 1965.
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Referral

About 3 percent of patient visits for diseases
of the circulatory system were referred to other
physicians; this was close to the average for all
ICDA groups. Only about 2 percent of all
essential benign hypertension visits and 3 per-
cent of all coronary heart disease visits were
referred. General and family practitioners re-
ferred 4 percent of their total visits for essential
benign hypertension and coronary heart disease
to other physicians or agencies. For intern-
ists, the referral rate for these two diagnoses
was 2 percent.

Diagnostic-Therapeutic Services

The NAMCS was designed to produce data
on the diagnostic and therapeutic services ordered
or provided by the physician during the current
visit. The Patient Record did not have the flexi-
bility to probe whether procedures were single
or multiple. Therefore, estimates provide infor-
mation about the general nature rather than the
extent of the physician’s workup. For example,
if “clinical lab test” was checked on the form it
was not known whether a blood test alone was
performed or whether blood, urine, and sputum
tests were ordered. Similarly, an indication of
“X-ray” provided no clue as to the number or
site(s) of X-rays taken during a single visit. As a
result, total estimates of clinical lab tests or X-
rays indicate the number of each type of service
rather than the total number of all such services.
Estimates of services that are usually rendered
once during a visit such as a history or examina-
tion, EKG, or blood pressure check, are closer
to the actual number of times each was done.
This caveat also applies to therapeutic services
such as drug prescription and injection which
could be single or multiple.

Number of services.—The number of differ-
ent types of services is a useful indicator of am-
bulatory medical care utilization by patients
presenting different conditions. In general,
physicians tended to order or provide a higher
than average number of types of services during
most visits made for diseases of the circulatory
system, while such visits in which no services
were provided were less than the average number
for all NAMCS visits. Except for diagnoses of



Table N. Percent distribution of office visits for diseases of the circulatory system by number of types of diagnostic and therapeutic
services ordered or provided, according to selected principal diagnoses: United States, 1875-76

One Two Three
. R . No type types types of
1
Principal diagnosis and ICDA code Total services of of services or
service | services more
Percent distribution

All Principal diagnoses .cucveeeirieereireerceiaraiisiscssisiissiassassesassiossasinenssernasnes 100.0 25 26.0 30.6 40.9
Essential benign Ny pPertension. o ittt seesscnenre e s ennsaes 100.0 0.8 16.1 28.3 54.8
Acute ischemic heart disease.... 100.0 0.3 9.7 17.9 721
Chronic ischemic heart disease. 100.0 0.7 10.8 23.6 64.9
ANgina PeCtOriS...cccriiererrivanninn 100.0 0.3 9.6 16.5 73.7
Symptomatic heart diSBase .....ccccereecreiricssiiisicissssssssneennesneasines 100.0 0.9 12.3 241 62.8
CerebrovasCular diSBESe....umiiireeiiireererereceisincriisrsssesssssssssanasssanans 100.0 0.9 14.2 26.7 58.3
Arteriosclerosis ..o vveciiiincniiinen 100.0 1.0 179 24.2 57.0
Phlebitis and thrombophlebitis...... 100.0 0.8 14.6 324 52.2
Varicose veins of lower extremities 100.0 1.3 38.8 26.5 334
HEMOITROIAS . ceevvteeeecinrerirecaararrecesssssanessesasassnsissasssssnssnsssvesssmsnssossonssnssssassrnnd 100.0 2.6 31.9 338 31.7

1Diagnostic groupings and code inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use

in the United States, 1965.

varicose veins of lower extremities and hemor-
rhoids, visits for the diagnoses listed in table N
included higher than average proportions of
visits characterized by three types of services
or more. These proportions clearly exceeded
those of the same diseases in which two services
or less were included.

Selected diagnostic services.—Tables O and P
relate specific diagnostic and therapeutic services
to visits for the most frequently diagnosed cir-
culatory diseases. For visits diagnosed ‘“hyper-
tension’ and “coronary heart disease,” tables
Q and R link patient management, exemplified
by diagnostic and therapeutic services, to patient
condition, as evidenced by visit status and prob-
lem seriousness. Provision of services according
to sex and age of patients visiting for essential
benign hypertension and coronary heart disease
is described in tables S and T.

The limited history and examination was
clearly the preferred method of gathering basic
data by physicians since about half or more
visits for the various circulatory disorders in-
cluded this type of procedure. The comprehen-
sive general history and examination was used
more often when the diagnosis was heart disease
or cerebrovascular discase than when other
circulatory disorders were diagnosed. The less

liberal use of the general history and examina-
tion than the limited type during all visits for
diseases of the circulatory system is reasonable
in view of the high rate of return visits. The
more comprehensive examination was used in
57 percent of visits when new patients were
diagnosed as having essential benign hyperten-
sion in contrast to only 10 percent when such
hypertension was a recurring problem. It was
also more frequently chosen for initial visits due
to coronary heart disease (68 percent) than for
such “old”-problem visits (13 percent). On the
other hand, the limited history and examination
was more often selected as the appropriate type
when the physician had seen essential benign
hypertension and coronary heart disease patients
before, whether for new or recurring problems.
It appears that less exhaustive examinations
were necessary when physicians had prior knowl-
edge of or medical records for returning patients.

Predictably, EKG’s were used more often
during heart disease visits than when other
circulatory diseases were principal diagnoses.
Heart activity was tested more often during
coronary heart disease new-problem visits than
during visits in which that disorder was a recur-
ring problem. However, EKG’s were used spar-
ingly in the absence of hypertension, coronary

21



Table O. Number and percent of office visits for selected diseases of the circulatory system, by diagnostic and therapeutic services

ordered or provided: United States, 1975-76

Diagnostic or therapeutic service

Essential
benign
hyper-

tension

(401)

Coronary
heart
disease
{410-
413)

Sympto-
matic
heart

disease
(427)

Cerebro-
vascular
disease
{430-
438)

AU VISTES 1 uuurue e eierreretrrreesiesereeermesanienettsenesrtstnssasiosesssrnnnnsssnssssssssnnsssnnsansosonnaes

Diagnostic services:
Limited history and examination .......ccceeeeiiiniiinimeriieeniiriesirerrsecesnescsssnnsesssnaeseinse
General history and examination.... .
Laboratory proCeaure OF tEST ....uuiiicceriiincreisiirsnririrtiiersseriressreessscssssssssrersacntesnesaenssns
KaTAY ceevurrneresassarensteennntbsunnesssaaneeersensaitssasestsesassnsusnssassessrsnnsssaieitentttresnannrrasessstasncesrone
Blood pressure check.
Electrocardiogram .....cooveeeeeeeinnnans .

Therapeutic services:
Drug administered or prescribed?
INfection Or IMMUNIZATION ....cccciiutiiimicirir et o sr et s e res s ae s e
Medical counseling and psychotherapy or therapeutic listening......cccceenvecenninces

OLNET SEIVICESS cevevveeeeeeeieeeeeesieeetasseatssssestesesssatessessessnsensssrasentssessentsasasessensaseseesestessasessnse

Number of visits in thousands

46,128 |

31,314 | 7,052 |
Percentl
62.9 61.6
16.2 20.8
25.4 23.9
7.0 10.4
76.6 67.2
25.8 32.7
55.6 55.9
12.1 13.2
21.2 16.4
5.9 7.3

4,505

62.2
18.4
25.2
*6.9
71.7
*6.7

52.1
12.8
21.0

7.7

Ipercents will not add to 100.0 because most patient visits required the provision of more than 1 treatment or service.

Includes prescription and nonprescription drugs.

Includes no services rendered, hearing test, vision test, endoscopy, office surgery, physiotherapy, and other services.

Table P. Number and percent of office visits for selected diseases of the circulatory system, by most frequent diagnostic and thera-
peutic services ordered or provided: United States, 1975-76

Diagnostic or therapeutic service

Arterio-
sclerosis
(440)

Phiebitis
and
throm-
bophle-
bitis
(451)

Varicose
veins of
lower
extremi-
ties
(454}

Hemor-
rhoids
(455)

A VISIES . eirieieiiiereesireereasimancrrnuerereeeeeearaeerecssssosssosassssnssstssnsstentnenansesarassanssssansasnss
Limited history and examination...cc...ecvievvreeiiiieiiiineneiniesninen Fertrnnenrestosnsacrasnreniine
Blood Pressure ChECK ......cciciceeiiiiiecriree ettt ee e vna s e nt e e s e e e assean s s e e s sanarenne
Laboratory procedure or test.
R aYe [T o« 1 O PO PP PP PP
Drug administered or PIESCIIDEAZ .. eiieieeerisiete st e een et eaeebsasase st e eeesee e ses e e e oe st e beannss sanees
Medical counseling and psychotherapy or therapeutic Ilstenlng .........................................

Number of visits in thousands

2,019 |

62.3
58.6
*16.9
615
2755

2,930 | 2428 |
Percentl
68.3 53.8
50.3 27.1
28.3 *8.6
56.6 36.9
20.6 23.6

3,686

48.6
28.5
*8.1
223
42.8
*11.2

lpercents will not add to 100.0 because most patient visits required the provision of more than 1 treatment or service.

Includes prescription and nonprescription drugs.
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Table Q. Number and percent of office visits for essential benign hypertension (401}, by visit status, seriousness of problem, and
diagnostic and therapeutic services ordered or provided: United States, 1975-76

Visit status Seriousness of problem
Patient seen before Serious
Diagnostic or therapeutic service New comtin or Slightly Not
i patient New uing very serious serious
problem problem serious
Number of visits in thousands
Al VISIES . eerieieerieerieerrareereesesarsresssnsnansnenmsasmamsesnnmersnenseanensaseens 2,254 | 2,709 | 41,1651 10,244 | 21,373 | 14,810
Percent?!

Limited history and examination.... 28.3 56.9 56.2 55.0 56.4 52.5
General history and examination.... 56.7 228 9.8 16.5 111 12.8
Laboratory procedure or test....... 43.1 346 18.4 234 19.8 19.6
XAQY irireersnciariecsentnmrasssonansessans 21.7 *8.0 3.6 6.3 3.7 5.1
Blood pressure check. 78.6 73.3 80.4 79.2 82.2 771
Electrocardiogram ...ccccceereeeeeereereenns 22.7 *19.8 6.1 10.5 7.0 6.7
Drug administered or prescribed?........eeecervmreesmseessescersesessssssesenes 57.0 62.5 61.1 63.3 63.8 55.3
Injection or immunization..... *3.1 *5.0 105 11.2 9.4 9.5
Medical counseling......cccceveee. *11.6 *15.3 14.8 17.4 15.3 11.7
OINEIZ ..ottt est s sesbs s s st s st saseassase e s seseesees *16.6 *7.7 5.0 7.1 5.4 6.7

Ipercents will not add to 100.0 because most patient visits required the provision of more than 1 treatment or service.

Includes prescription and nonprescription drugs.

31ncludes hearing test, vision test, endoscopy, office surgery, physiotherapy, psychotherapy or therapeutic listening, and other

services.

heart disease, and symptomatic heart disease
(table U).

Electrocardiograms were also more likely to
be used during coronary heart disease visits
evaluated as ‘‘serious” or ‘“very serious” than
.when the problem was less serious.

X-rays appear to have been used with re-
straint during visits for circulatory diseases,
occurring more frequently during hypertension
and coronary heart disease new-problem visits
than in visits for recurring problems.

Clinical laboratory tests were ordered in
about 1 in 4 visits for coronary heart disease,
symptomatic heart disease, cerebrovascular dis-
ease, and phlebitis and thrombophlebitis;
and about 1 in 5 hypertension visits. Use of
laboratory tests did not differ significantly
among types of visits when coronary heart
disease was the diagnosis. However, laboratory
tests were less likely to be ordered for patients
presenting hypertension as a recurring problem.

In general, the data pointed to a tendency
of physicians to use EKG’s, X-rays, and labora-

tory tests conservatively. For the two leading
diagnoses (essential benign hypertension and
coronary heart disease), emphasis was placed on
providing most services during first visits.

Patient sex and age were not deciding factors
in the use of examinations, X-rays, or lab tests.
Patients under 65 years of age were more likely
than older patients were to have heart activity
measured by EKG during visits made for coro-
nary heart disease, but differences by sex were
not statistically significant.

Blood pressure measurement.—Blood pres-
sure measurement is an efficient and economical
diagnostic tool. It was used more often during
visits made for diseases of the circulatory sys-
tem than for any other ICDA group. About 8
of 10 visits for essential benign hypertension and
coronary heart disease included blood pressure
checks, and about 7 of 10 for cerebrovascular
disease (table O). Blood pressure was measured
less often for diseases of the arteries and veins
than for other types of circulatory system dis-
eases.
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Table R. Number and percent of office visits for coronary heart disease (410-413}, by visit status, seriousness of problem, and
diagnostic and therapeutic services ordered or provided: United States, 1975-76

Visit status Seriousness of problem
Patient seen before Serious
Di . .
iagnostic or therapeutic service New p— or Slightly Not
patient New uing very serious serious
problem problem serious
Number of visits in thousands
AL VISIES covvvrererteveresersiesesstesssetesesesssesessassasesesenssnnssenesscsmcnss 1538 | 2220 27556 | 16,357 | 10,284 | 4,673
Percentl

Limited history and eXamination......cccicveeereeireererimsenssseereresreamaeninnssses 229 58.9 65.4 65.5 61.3 57.2
General history and examination .....cccccovveenirvicvcereecannss 67.5 25.1 12.6 16.8 15.0 16.6
Laboratory procedure or teSt....ccccecvveeuireernnerreeacanreecaanss 414 26.8 24.4 26.2 25.8 22.0
XoAAY ceeeieiiieeeercrcecrneneneneees 31.6 14.8 5.0 7.3 7.3 5.1
Blood pressure Check ......oceviiiieeriirenenrennas 79.1 704 76.9 75.9 77.3 77.1
Electrocardiogram ......cccouvecciimmeeiirioccennnnns 56.7 42.4 22.7 31.3 21.0 17.0
Drug administered or prescribed? . 40.6 52.8 56.7 58.1 53.8 50.7
Injection or immunization ...... 2.0 11.0 12.7 11.6 135 10.4
Medical counseling... 215 15.6 18.2 21.5 16.4 10.4
OLREED oottt rbrsss s ese s ca et reb et st betacn e ne b st 13.3 46 8.3 7.9 8.6 9.0

lpercents will not add to 100.0 because most patient visits required the provision of more than 1 treatment or service.
Includes prescription and nonprescription drugs.
Includes hearing test, vision test, endoscopy, office surgery, physiotherapy, psychotherapy or therapeutic listening, and other
services.

Table S. Number and percent of office visits for essential benign hypertension (401), by sex and age of patient and diagnostic and
therapeutic services ordered or provided: United States, 1975-76

Sex Age

Diagnostic or therapeutic service Under 65 years

Female Male 65 years | and over

Number of visits in thousands

AL VISITS 1oeveriivieseeeisieeeereireecvenerererrereeesaeasassarnsessrsanareemonmessanetesssesstsssonssansnsnnsonsnnnin 29,287 | 16,840 | 29,596 | 16,532

Percentl
Limited history and exXamlination ..o reeaiaer et s ertis e sssss e sanse s seesasasessssesnnssins 55.1 545 53.7 57.0
General hIStory and eXamMINATION ...e..iiieeiiiieereeeriemeineereesreeersisasssisssessrmesnsrsnesersarsmessissssins 12.6 13.4 14.4 10.1

Laboratory ProCERAUIE OF T85T .u.uiiiieeeeirireairrernirererteraesaeessenesssrsensenmmemsinsesssesssesassssmssssosssnases 209 19.9 20.3 21.0
K aPBY weeeiivrunneerrrnnestennneesesesnseserastesennasstrrasassensastersmsstermantrermmasstssannesstnrassssinnissennnsssrsnsnstrsnssarnns 4.2 5.5 5.2 3.8
Blood pressure check . . 79.7 80.2 79.4 80.8
Ot OCArTI DG BM . ceeicieceeirieeencreeenreeeeesesisseceeeanasasnsrronaeremecarasssasasssorsssssrresnssnnnnssssnnsessnrasasaes 6.7 9.4 8.9 5.5
Drug administered or PrescribEOZ .......ceciiuieereeueererieeereessesseseseaesnesatasteassessaeessesesnssacesecss 63.1 57.4 60.7 61.5
INJECTION OF IMMUNIZATION 11viveiiiieeeeiiiiceeeerriceririeeaererrecsaeesrenessssesessarsosastsnrsernreensmsmrenssesssasssnes 11.6 6.7 9.4 10.6
MEAICAl COUNSEIING wvuetiieeeeiirieieiiiceeeeesrer it s tisresesesssrertasasis s esareesbsbnattsbesesesrnanssnsansssraanrasssee 145 14.9 16.4 11.4
Psychotherapy or therapeutic liStening .. ....cveciiveirierrcciar oo cvrisiseais i e renssrrssissssensrens 2.2 *1.6 2.1 *1.7
OTREIS oottt ee st e s s bt sa e ee e ene s a s e sae et ba et e et ne e bt et ara s 3.7 5.0 4.2 4.2

lpercents will not add to 100.0 because most patient visits required the provision of more than 1 treatment or service.
Includes prescription and nonprescription drugs.
Includes hearing test, vision test, endoscopy, office surgery, physiotherapy, and other services.
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Table T. Number and percent of office visits for coronary heart disease {410-413), by sex and age of patient and diagnostic and
therapeutic services ordered or provided: United States, 1975-76

Sex Age
Diagnostic or therapeutic service . : Ml Under 65 years
emaie ale 65 years | and over
Number of visits in thousands
ATl VISITS virreeirerarrecessenrtermrssssnsssessesssaraorassosannessessasssnssesersasssntetssssnssnnnsesssssassrasssarsans 14,828 | 16,485 | 14,093 | 17,221
Percent?!

Limited history and exXamination .....eeeeeerrererrercceiireneinie et e ssesssssssesessssessnasssrassesssessnasese 64.1 61.8 60.8 64.6
General history and examination ... e 15.6 16.7 185 14.3
Laboratory procedure OF 1851 ...viccieiiiciiieniiisimeciireeiiieneuiorerasnreanns 24.2 265 25.1 25.7
KTAY eeerrerccareersoneearnennenosss 6.9 7.0 8.2 5.9
Blood pressure Check ....iciiccrccrieenminnnerenierssiiene. 76.6 76.6 78.4 75.1
Electrocardiogram.. . e esecmeermemeresicesesnseteemmenesnmsensennes 225 28.8 30.9 21.6
Drug administered or prescribed? 58.4 53.1 52.1 58.5
Injection or immunization ........ 154 9.0 8.5 15.0
MEAICAl COUNSBIING ceeeiiiirererrnereiiraeiniseeeessonreermanmessiessimtosississsterrenssssssssssaastrsamenssneresmunasssosases 16.8 19.4 195 17.1
Psychotherapy or therapeutic [iSTeNING c.....c.ccvvvicereruimimmmriimeeiiereneere e rae e eresse e sasaraseseneeens *3.1 *3.0 *3.7 *2.5
DENED eeeeeeeeeeeseseeseseesetseesesstssbostsssssastsbmssAabessesbar st sana s ssassssae s shshoresconeas s ebmnessesensssenscsrmssts 4.7 5.7 5.4 5.1

Ipercents will not add to 100.0 because most patient visits required the provision of more than 1 treatment or service.
Includes prescription and nonprescription drugs.
Includes hearing test, vision test, endoscopy, office surgery, physiotherapy, and other services.

Table U. Percent of office visits by selected diagnostic and therapeutic services ordered or provided in the presence and absence of
selected principal diagnoses: United States, 1975-76

Drugs,
Blood Labora- pre-
pres- Electro- tory scription
Principal diagnosis and ICDA code? sure cardio- X-ray pro- and
check gram cedture nonpre-
or test scription
Percent
Essential benign hypertension (401):
Present 79.9 7.7 4.7 20.6 61.0
Absent 31.2 3.2 7.7 22.9 42.8
Coronary heart disease (410-413):
PrESENT cereeeeiereeerararnearssnsnreennnnsasassscmmassesssetessssasasessossanssssssrtesassbssnssrsosssennsssnnnansennn 76.6 25.8 7.0 25.4 55.6
ADSBNT v1reaeeeeiieniiereesiereaseessseneesssessnnmnsss sesseesmeeiesomostessassisrentssassessenseraessaressrassenss 320 2.7 7.6 22.7 43.2
Symptomatic heart disease (427):
PIBEENT vuceererssrerueermenrirnmseeesrerreeeremessmemeessaesssssonsssensssssssasssstesesssossasssosssssesssernnsennsn 67.2 32.7 10.4 23.9 55.9
33.0 3.2 75 228 43.5
71.7 6.7 5.8 25.2 52.1
33.0 3.3 7.6 22.8 43.5

IDiagnostic groupings and code inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use
in the United States, 1965.
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The recognition of the importance of con-
tinuous blood pressure monitoring for patients
suffering essential benign hypertension and coro-
nary heart disease is evident in the almost equal
proportions of blood pressure measurements
included in new- and return-patient visits (tables
Q and R).

It was observed that only about one-third
of the visits for diagnoses other than diseases of
the circulatory system included blood pressure
measurement. The data also showed that although
such measurement was included very frequently
in the presence of hypertension, it was not as
often included in its absence. Figure 8 illustrates
the dramatic differences in blood pressure meas-
urement between visits in which essential benign

hypertension was present (as principal, second,
or third diagnosis) and those in which it was not
listed as a diagnosis. The procedure was included
in visits from males and females alike when
essential benign hypertension was present, but
without such diagnosis, the blood pressure of
females was more often measured than was the
blood pressure of males. This was probably due
to more frequent measurement of blood pres-
sure for female patients during the childbearing
years. Blood pressure measurement during non-
hypertension visits increased with age, but
was not dependent on age if essential benign
hypertension was present.

Although essential benign hypertension visits
were the prime targets for blood pressure meas-

100 r—

80 p—

60 p—

PERCENT OF VISITS

40 p—

20

. | | !

HYPERTENSION DIAGNOSIS LISTED

Female = 79%
Male = 78%

HYPERTENSION DIAGNOSIS NOT LISTED

Female = 34%
Male = 24%

] 1. | J

Under 15-24 25-34 35-44
16

VISIT AGE IN YEARS

45-54 55-64 65-74 75 and
over

Figure 8. Percent of office visits that included blood pressure measurement in the presence and absence of hypertension, by visit age:
United States, 1975-76
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urement, such monitoring was also done with
great frequency for heart disease and cerebro-
vascular disease visits as shown in table U.
However, the significantly decreased use of such
measurement in the absence of these diseases
deserves comment.

Periodic blood pressure measurement is
important both in treating essential benign
hypertension and as a screening device to detect
the disease. The Joint National Committee on
Detection, Evaluation, and Treatment of High
Blood Pressure has recommended that all health
care professionals routinely take a patient’s
blood pressure regardless of the patient’s reason
for visit.24 Physician visits would appear to be
the logical environment for implementation of
this recommendation, but according to NAMCS
data the suggestion has not yet been widely
adopted.25

It should be noted that some underreporting
of blood pressure measurement in NAMCS
may have produced estimates somewhat lower
than the actual number of measurements made.
Visits often include a general examination in
which blood pressure is routinely checked. A
review of data for essential benign hypertension
visits which included general examinations re-
vealed that blood pressure was separately re-

corded (as it was supposed to be) in 85 percent
of such visits. This may be an indication of
underreporting, or such measurement may have
really been omitted in some examinations (al-
though it is not likely). In any case, underreport-
ing probably accounted for only a small part of
the fewer number of blood pressure checks dur-
ing some visits than in others. Furthermore,
there does not appear to be any systematic
bias connected with such underreporting.

Selected therapeutic services.—Drugs were a
highly frequent form of therapy during most
visits made for diseases of the circulatory sys-
tem. Except for varicose veins of the lower ex-
tremities and hemorrhoids, drugs were prescribed
or administered in over half of visits for the
most frequently diagnosed circulatory diseases.

Drugs were prescribed more often when
hypertension, coronary heart disease, and symp-
tomatic heart disease were present than when
they were absent, but seriousness of the problem,
or patient sex or age did not affect the decision.

Medical counseling frequency did not differ
significantly by sex for the disease groups
essential benign hypertension and coronary
heart disease. Hypertensive patients less than 65
years of age were counseled more often than
were older patients with that disorder.

000
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Table 1. Number, percent distribution, and average annual rate of office visits for diseases of the circulatory system, by age, sex, and
race of patient: United States, 1975-76

Number
s d of visits All Under 35-44 45-54 | 55-64 65-74 75 years
ex and race in thou- ages 35 years years years years years and over
sands
Percent distribution
Al VISIHES . ceeeeiiirereeirecr e cree e e e aaanes 110,617 | 100.0 6.8 7.0 17.4 25.0 26.8 17.0
|10 T 1T DU PO ORPRTUPROPPN 62,656 | 100.0 6.3 6.5 15.8 23.3 28.2 20.0
MALE e eeiiereeecrenreenrrnenrerrereeersaeessesesacesesassonnennssnmanncen 47,961 100.0 7.4 7.8 19.4 271 25.0 13.2
99,834 | 100.0 6.3 6.7 16.9 249 27.4 17.8
55,789 | 100.0 5.7 6.0 14.8 23.6 28.8 211
44,044 | 100.0 7.1 7.6 19.5 26.6 25.5 13.7
10,783 | 100.0 11.2 10.4 21.8 25.2 22.0 9.4
6,866 | 100.0 11.4 10.6 234 20.7 23.3 10.5
3,916 | 100.0 *10.8 *10.1 19.1 33.0 19.7 *7.4
Visit rate per 1,000 in population
265.1 30.8 1744 | 4115 703.9] 1,088.2 1,199.9
290.2 32.2 174.7 | 408.6 | 703.8| 1,143.8 1,272.4
238.3 29.4 174.0 | 414.7 | 704.1 1,015.5 1,078.3
Wit i siiiiiirmsiiniiecceiisairenseesssssesasaaacesssssnnes 275.4
FEMALE ceanrcnerereeereerreererrierieesrescessassaessassenrossseannsnees 298.5 30.5 165.5 | 386.1 | 704.2| 1,147.9 1,307.0
MaIB ceriieriiiieieiieraraeersesscsssasarsonsansermeeresnaneeroracaersreenes 250.8 30.2 175.7 | 426.1 | 6992.7 | 1,052.6 1,137.3
Black and Other.....cccccvercermrecscncneersecsrenennes 197.3

FeMAIR cceuerieiieinrerreciriecerricscssssssssssosesnsessoensensrnasnees 236.6 41.6 2341 | 5834 | 7004 | 1,044 888.2
MEIE ceiiriiiiiirsncerneanrneacermranreerareceereeeernreneensanasssasans 152.8 *24.3 | *161.1 | 316.8 | 746.7 671.2 *517.9

1about 87 percent were visits by members of the black race.
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Table 2. Number and percent distribution of office visits for diseases of the circulatory system by type of practice, according to
geographic region and metropolitan and nonmetropolitan areas, with average annual visit rates: United States, 1975-76

Average
Number All a:::;:l
Geographic region and area Pf visits types Solo | Otherl | rate per
in thou- of !
sands racti 1,000 in
practice popula-
tion
Percent distribution
A VISTES ceiiiiieiiiecoicreeeeeirinetecesesrtereesesstaeraassbaenaeesrassneessasssenanesssrsnsssesssnas 110,617 100.0 |} 65.2 34.8 265.1
Northeast .... 29,594 100.0 || 75.5 245 302.9
North Central 30,334 100.0 || 68.6 314 270.5
South .. 31,627 100.0 []59.7 40.3 235.3
19,061 100.0 || 52.9 47.1 261.2
Metropolitan 80,632 100.0 || 62.7 37.3 281.8
Nonmetropolitan 29,984 100.0 || 71.@ 28.1 228.8

Includes group and partnership arrangements.

Table 3. Number and percent distribution of office wisits for diseases of the circulatory system by age, sex, and race of patient, according to selected principal

diagnoses: United States, 1975-76

Age Sex Race
Number
Principal diagnosis and ICDA codel Ionft\ﬁz:s_ Total {] Under 35.44 | 45.54 | 55.64 | 65.74 vZ:rs ) Black
sands 35 years years years years and Female | Male | White and
years over other
Percent distribution

Essential benign hypertension .. 46,128 | 100.0 5.9 8.2 19.9 30.2 25.2 10.6 63.5 | 365 87.6 12.4
Acute ischemic heart disease.... 2,319 | 100.0 *2.1 *8.9 21.2 26.4 289 | "135 429 | 57.1 94.0 6.0
Chronic 1schemic heart disease. 26,020 | 100.0 *1.2 3.6 14.3 23.2 31.3 26.4 478 | 52.2 92.2 7.8
Angina pectoris......c..couueeu. 2,975 | 1000 *2.1 *3.2 28.9 250 28.2 | %126 47.0 | 53.0 925 7.5
Symptomatic heart disease. 7,052 | 1000 9.0 *6.7 1.0 18.6 31.2 236 51.1 | 489 215 8.5
Cerebrovascular disease .. 4505 | 100.0 *2.0 *1.0 | *10.6 18.1 28.3 38.9 49.6 | 50.4 94.0 6.0
Arteriosclerosis 2,019 | 100.0 *0.5 *45 *25 | *121 29.8 50.6 634 36.6 94.7 5.3
Phlebitis and thrombophlebitis ....... 2,930 | 100.0 *148 | *12.2 233 20.1 21.6 *8.0 68.7 | 31.3 93.5 6.5
Varicose veins of lower extremities 2,428 | 100.0 *142 | *13.6 21.9 25,7 | *15.2 *9.3 815 185 93.2 6.8
Hemorrhoids 3,686 | 1000 29.5 191 235 14.2 | *10.6 *31 44.4 | 55.6 91.2 8.8

lDiagnostic groupings and code inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the United States, 1965.
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Table 4. Median visit age and standard error of the median for diseases of the circulatory system, by sex and race of patient and selected principal diagnoses:
United States, 1975-76

Both sexes Sex Race
Female Male White Black and other
S:_Zd Stand- Stand- Stand- Stand-
Principal diagnosis and ICDA codel Medsan error ard ard ard ard
it of the Median error Median error Median error Median error
visi median visit of the visit of the visit of the visit of the
age n age median age median age median age median
years in in n in
years years years years
Essential benign hypertension .ueeerceermscniesnsens 401 63.6 0.7 62.0 08 57.6 0.9 60.8 0.7 56.8 1.9
Acute ischemic heart disease.... .410-411 62.5 34 64.9 4.7 60.1 4.7 63.2 35 *51.3 5.3
Chronic ischemic heart disease ........uuiiuerisnnrcrisreennsd 412 67.5 0.8 70.5 1.0 64.1 1.4 67.8 0.8 62.3 1.5
Angina pectoris 413 61.3 3.0 63.6 5.1 59.6 3.9 619 33 *56.5 7.9
Symptomatic heart disease 427 66.5 1.4 66.7 3.0 66.5 1.9 67.1 1.6 60.5 7.8
Cerebrovascular disease 430438 71.2 2.0 75.0 34 68.7 22 715 22 *67.8 6.2
Arteriosclerosis 440 751 1.8 75.1 3.4 75.1 4.6 75.1 29 *75.1 7.0
Phlebitis and thromboph!ebitis .....cc.ccerererceccricrennens 451 53.9 2.7 53.4 3.9 57.8 5.4 55.7 3.3 *48.0 16.4
Varicose veins of lower extremities .. e 454 55.1 35 54.0 43 *58.6 7.9 55.0 05 *58.4 19.6
Hemorrhoids 455 45.6 3.1 45.9 4.5 45.4 44 45.9 3.3 *41,7 9.9

IDiagnostic groupings and code inclusions are based on the Eighth Rcvision International Classification of Diseases, Adapted for Use in the United States, 1965.

Table 5. Number, percent distribution, and average annual rate of office visits for diseases of the circulatory system by geographic region, metropolitan

and nonmetropolitan areas, and type of practice, according to selected principal diagnoses: United States, 1975-76

Type of
Number Region Area practice
— . . of visits
Principal diagnosis and ICDA code? in thou- | Tota! Non-
sands$ North- | North | gy | west | Metror | oo, | solo | Other?
east Central politan politan
Percent distribution
Essential benign hypertension......eeeemeeereeeceannead 401 46,128 | 100.0 27.0 29.0 28.0 16.1 71.7 28.3 | 69.7 30.3
Acute ischemic heart disease 410411 2,319 | 100.0 || *24.7 30.7 28.1 { *16.5 70.2 29.8 | 64.9 35.2
Chronic ischemic heart di 412 26,020 | 100.0 27.6 26.0 28.2 18.2 73.6 264 | 649 35.1
Angina pectori 413 2,975 | 100.0 23.0 23.6 31.8 215 75.4 24.6 | 55.2 44.9
Symptomatic heart di 427 7,052 | 100.0 24.9 241 33.2 17.9 73.5 26.6 | 53.9 46.1
Cerebrovascular di 430-438 4,505 | 100.0 269 29.3 30.1 13.8 735 265 | 66.6 33.4
Arteriosclerosis 440 2,019 1 100.0 26.0 42,7 | *19.3 | *12.0 68.8 31.2 | 74.0 26.0
Phlebitis and thrombophlebitis 2,930 { 100.0 27.0 24.0 29.3 | *19.6 74.6 25.4 | 63.6 36.4
Varicose veins of lower extremities.... 2,428 | 100.0 || *23.4 *18.8 434 | *143 734 26.6 | 52.3 47.7
Hemorrhoids 455 3,686 { 100.0 23.0 22.4 35.5 19.2 77.0 23.0 } 58.0 42.0
Visit rate per 1,000 in population

Essential benign hypertension..........cuerrereessenenses 401 110.5 1275 119.3 95.9 | 1014 115.5 99.6
Acute ischemic heart di 410-411 5.6 *5.9 6.4 4.8 *5.2 5.7 53
Chronic ischemic heart di 412 62.3 73.6 60.2 54.6 64.9 66.9 524
Angina pectori 413 71 7.0 6.3 7.0 8.8 7.8 5.6
Symptomatic heart di 427 16.9 17.9 15.1 174 17.3 18.1 14.3
Cerebrovascular disease.......ccveevcericssrransioanans 430-438 10.8 124 11.8 10.1 8.5 11.6 9.1
Arteriosclerosis 4.8 *5.4 7.7 *29 *3.3 4.9 4.8
Phlebitis and thrombophlebitis.... 7.0 8.1 6.3 6.4 *7.9 7.6 5.7
Varicose veins of lower extremities 5.8 *5.8 *4.1 78 *4.8 6.2 4.9
Hemorrhoids 8.8 8.7 7.4 9.7 9.7 9.9 6.5

1Diagnostic groupings and code inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the United

States, 1965.
Includes group and partnership arrangements.

33



Table 6. Number, percent distribution, and average annual rate of office visits for essential benign hypertension {401), by most frequently visited

specialty, geographic region, metropolitan and nonmetropolitan areas, and type of practice: United States, 1975-76

Number Gecgraphic region Area ::;S:iz:
Most frequently visited specialty ;ft‘::::s_ Total Non-
sands North- é\lorthl South | West MEIFFO' metro- | Solo | Otherl
east entra politan politan
Percent distribution
General and family practice........coovevereevecreeeeivieneree e 27,179 | 100.0 229 32.8 29.9 14.4 62.9 3711 75.8 24.1
Internal Medicing.......cccoivcvrirericmniieen et eerrceee s 12,779 | 100.0 35.2 235 21.3 20.1 87.6 12.4 | 559 441
General surgery . 2,190 | 100.0 | *18.8 36.8 293 | *15.0 66.8 33.2 | 764 23.6
Cardiovascular diSeases ........ccevcveeereiivnerierneresnaiienianas 1,461 100.0 45.2 *8.2 *27.3 | *19.3 98.5 *¥*1.6 | 65.7 34.3
Visit rate per 1,000 in population
General and family practice......ccccccoevvieeerieiriiennnes . 65.1 63.6 79.5 60.5 53.7 59.7 77.0
Internal medicine. 30.6 46.0 26.8 20.2 35.1 39.1 12.1
General surgery.... . 5.2 *4.2 7.2 4.8 *45 5.1 5.5
Cardiovascular disBases ........ccevvvveccererrereicereseersreeessns 3.5 6.8 *1.1 *3.0 *3.9 5.0 *0.2

ncludes group and partnership arrangements.

Table 7. Number, percent distribution, and average annual rate of office visits for coronary heart disease (410-413)}, by most frequently visited specialty,
geographic region, metropolitan and nonmetropolitan areas, and type of practice: United States, 1975-76

Number Geographic region Area ::;Zii::
Most frequently visited specialty of wisits Total
in thou- North North Met Non-
sands or + ) o 0'; | | South | West Pi.:o' metro- | Solo | Otherl
eas entra politan politan
Percent distribution
General and family practice .......c.ccceviveerivenreneerirernennans 14,920 | 100.0 213 27.8 31.9 19.0 61.3 38.7 1 72.1 27.9
Internal medicine... . 11,722 | 100.0 32.0 26.3 24.7 17.1 83.6 16.4 | 58.5 41.6
Cardiovascular diseases .......... st e 3,089 | 100.0 36.1 *09 30.8 23.3 97.2 *29 | 385 61.5
Visit rate per 1,000 in population
General and family practice....cccovvccveeeriienrieenerreersennnn 35.7 32.5 37.0 354 38.9 31.9 441
Internal medicine.......c.cccciccericeriicericeriinnenvveccvneenennens 28.1 384 27.4 21.5 275 34.2 14.6
Cardiovascular diSBases .......oeecerermereerererenrieacrsaeasseronns 7.4 1.4 *2.7 7.1 9.8 10.5 *0.7

lnctudes group and partnership arrangements.
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Table 8. Number and percent of office visits for essential benign hypertension (401}, by sex, age, and most frequent principal problem
of patient: United States, 1975-76

Number Per- Sex Age
L 1 of visits cent
Principal problem and NAMCS code in thou- of - | v Under 65 years
sands visits emale ale 65 years | and over
Number in thousands
All principal problems .....ccccueeee. 46,128 | 1000 § 29,287 | 16,840 | 29,596 | 16,5632
Percent

PrOGYESS VISIE ceeiererecrermmcsnressammeemearnermmmssesmrisssansnessanssonsessssnessnnse 980, 985 18,336 39.8 37.2 442 40.8 37.9
Abnormally high blood Pressure ......coveeccceeeecerevccsessasernenes 205 12,582 27.3 27.0 27.7 275 26.9
Headache .....ccuimeirsnmeeeeinnnnieessismencennenen. 2,759 6.0 6.6 4.9 6.4 5.1
Vertigo 2,471 54 5.6 4.9 4.6 6.7
Fatigue . 1,216 26 3.2 *1.7 2.3 *3.2
General medical eXxamination......ceceesrsececeronnnnnniens . 973 2.1 *2.0 *2.2 2.2 *2.0
INEIVOUSIIESS 1eeerreeceerrensneencsmenmonmeeonmarmessmeettimeneeraesesssesstrnmesssranessnsnens 696 16 *1.7 *1.2 *1.6 *1.3

1Symptomatic groupings and code number inclusions are based on a symptom classification developed for use in NAMCS.

Table 9. Number and percent of office visits for coronary heart disease (410-413), by sex, age, and maost frequent principal problem of

patient: United States, 1975-76

Number Per- Sex Age
. 1 of visits | cent
Principal problem and NAMCS code in thou- of ol Val Under 65 years
sands visits emale ale 65 years | and over
Number in thousands
All principal Problems ......w.emseresssusssessnsssesns ressronassaraans 31,314 | 1000 | 14,828 | 16485 | 14,093 | 17,221
Percent

Progress ViSit..eeecerecsseerracsonnnsessosassoressscsonanes 980, 985 9,527 304 26.4 34.0 31.4 29.6
Chest pain 6,429 205 19.4 215 26.5 15.6
Other symptoms referable to cardiovascular system 2,073 6.6 74 5.9 5.8 7.3
Shortness of breath............ Lreeeeresttenbnteteitensranreasrrerasssasensrtaaseasnasen 1,978 6.3 74 54 4.0 8.2
Fatigue .cveeceerriceccvonsacsimnnnresnnncnns 1,632 5.2 6.7 38 *3.8 6.3
Abnormaliy high blood pressurg........ece.. 1,218 3.9 4.8 3.0 *3.2 4,5
VErtigo eerrecerinsnivesmsessorasscsssonenensenss 830 2.7 3.0 23 *1.5 3.6
Pain, swelling, injury of lower exXtremities .....cccccccceesrsssersanerrenaens 678 2.2 *2.8 *1.6 *1.1 *3.1
Headache .....c.civccimieciinnseninnnnccnnnces 608 1.9 *2.8 *1.1 *2.1 *1.9

1Symptc»matic groupings and code number inclusions are based on a symptom classification developed for use in NAMCS.
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Table 10. Number and percent distribution of office wisits for diseases of the circulatory system by problem status, seriousness of problem, and disposition of visit,
according to selected principal diagnoses: United States, 1975-76

Problem status Ser;?g;?:rs: of Dlspositlon2
P | di d ICDA code! N umber Return
rincipal diagnosis an code £
Ol o | Total Con- | serious | _Not | Return if Admit
n thou- serious at
New tnu- or . needed to 3
sands or speci- .| Other
problem tng very light! fied or tele- hospi-
problem | serious | 5'9 tly e phone @l
serious time followup
Percent distribution
Essential benign hypertension ........ccvuevreeens wnes 401 46,128 | 100.0 108 89.2 22.2 77.8 86.1 11.3 0.6 8.3
Acute 1schemic heart disease... ... 2,319 { 100.0 18.1 81.9 66.5 33.5 76.3 11.7 13.9 4.4
Chronic 1schemic heart disease . 412 26,020 | 100.0 10.3 89.7 50.8 48.5 87.8 8.7 21 6.3
Angina PectoriS ...ccurmruruerennes 2,975 | 100.0 224 776 56.3 43.7 81.1 13.8 26 133
Symptomatic heart disease 7,052 | 100.0 18.3 81.7 48.1 51.9 78.6 12.7 5.3 9.2
Cerebrovascular disease..... 4,505 | 100.0 15.2 843 49.3 50.8 78.7 14.4 5.4 7.7
Arteriosclerosis ....uinenne 2,019 1000 19.2 80.8 38.9 61.1 70.0 22.7 2.0 135
Phlebitis and thrombophlebitis 2,930 | 100.0 29.0 71.0 53.3 486.7 72.9 16.0 8.7 8.3
Varicose veins of fower extremities 2,428 | 100.0 31.8 68.2 19.3 80.7 68.6 16.5 88 9.6
Hemorrhotds ... coveeerenciinniccscnecninens . 3,686 | 100.0 52.8 47.2 13.7 86.3 51.1 30.0 6.1 18.8

1Diagnostic groupings and code inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the United States, 1965,
Percents will not add to 100.0 because some patient visits had more than 1 disposition.
3ncludes no foltowup pianned, referred to other physician, returned to referring physician, and other disposition.

Table 11.

patient, visit status, and selected principal diagnoses: United States, 1975-76

Mean contact duration and standard error of mean contact duration of office visits for diseases of the circulatory system, by age and sex of

Patient age Patient sex Visit status
Patient seen before
Principal diagnosis and ICDA codel aAgLIs Under | 65 years New Con-
65 years | and over Female | Male patient New tinu-
problem ing
probiem
Mean contact duration in minutes
Essential benign hypertension 14.3 14.7 13.6 14.1 14.7 24.0 18.7 13.5
Acute 1schemic heart disease ... 17.7 17.2 18.3 186 | 17.0 36.6 16.2 16.2
Chronic ischemic heart disease 16.9 17.3 16.6 16.9 | 16.9 298 20.2 16.0
Angina pectoris 18.7 18.3 19.3 18.8 | 18.6 295 23.4 16.5
Symptomatic heart disease 18.2 17.8 185 18.0 | 18.3 30.0 20.0 171
Cerebrovascular disease 15.8 16.6 15.5 15.4 | 16.3 28.4 20.4 14.7
Arteriosclerosis . 16.1 20.7 15.0 17.0 | 14.6 26.1 185 14.5
Phlebitis and thrombophlebitis .. 451 14.6 14.9 14.0 14.5 14.8 225 15.9 13.3
Varicose veins of lower extremities.. .454 | 13.7 12.9 16.2 135 | 144 16.3 15.7 12.6
Hemorrhotds .o .455 | 161 15.6 19.1 165 1 15.7 19.0 15.1 15.3
Standard error of mean contact duration in minutes
Essential benign hypertension ...+ cee ceer veen cee - 028 0.35 0.33 032} 040 1.62 1.12 0.29
Acute ischemic heart disease... 0.91 1.18 1.30 1.64 1 093 7.26 2.67 0.88
Chronic ischemic heart disease 0.42 0.61 0.48 0.587 | 0.49 2.02 1.72 0.44
ANgINa PECTOriS. covuees vee ceen on 0.72 0.86 1.28 1.33 | 0.95 3.64 3.1 0.82
Symptomatic heart disease 0.63 0.82 0.77 0.66 | 0.89 3.57 1.65 0.61
Cerebrovascular disease 0.87 0.85 1.24 1.48 | 0.69 3.96 2.28 0.84
Arteriosclerosts ... coovvee v v veee e 0.88 2.67 0.85 147 | 1.20 6.95 4,02 0.67
Phlebitis and thrombophlebitis ..... 0.65 0.78 1.05 0.81 | 0.74 3.77 1.43 0.57
Varicose veins of lower extremities. .. . . 1.27 1.43 1.39 157 | 0.74 3.49 2.20 1.16
HEMOITNOIAS .ooveeiieis it veieiiie e e ee e eerierees eeaerereenaas 455 | 0.67 0.7 1.26 0.82 | 080 1.77 1.31 0.79

Ipjagnostic groupings and code inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the United

States, 1965.
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Table 12. Mean contact duration and standard error of mean contact duration of office visits for diseases of the circulatory system, by
age of patient, visit status, and selected principal diagnoses: United States, 1975-76

Under 65 years 65 years and over

Patient seen before Patient seen before
Principal diagnosis and ICDA codel New Con- New Con-
patient New tinu- patient New tinu-
problem ing problem ing
problem problem
Mean contact duration in minutes
Essential benign RYPertension ... e cecuireerirsrcriancaseesieessenmenssnees 401 23.6 20.7 13.7 25.1 15.5 13.1
Acute ischemic heart disease 349 18.2 16.1 39.0 14.1 18.1
Chronic ischemic heart diSease ..civirrreeerereiireeriesneersiireessresesnss 412 29.6 22.0 16.0 30.4 19.1 16.1
ANGING PECTOITS ceviiereenneereeeiurrsuiennaneessssarasmasssosssstnsenssssonsessacsnens 413 28.3 18.6 16.4 33.5 26.9 16.5
Symptomatic heart disease. ...427 27.1 18.0 16.5 39.7 234 17.5
Cerebrovascular disease... 24.8 22.2 15.0 32.7 19.3 14.5
Arteriosclerosis ......... 30.7 13.6 17.7 221 20.0 13.9
Phlebitis and thrombophlebitis .... 22.7 15.6 13.4 20.9 16.5 13.0
Varicose veins of lower extremities. 15.6 16.2 11.0 224 11.0 16.0
HEMOITNGIAS «eeaeereeenieirreerinreersersreesenscneesesnaessssecnenmnsssssnasonamaeassens 19.0 14.5 14.6 18.6 19.8 19.0

Essential benign hypertension . ereesieeenreercsmiinenennsees 401
Acute ischemic heart diSEase .iuuiimmririreeisinmaniessserssammmiensonsens 410-411
Chronic ischemic heart disease.. 412
ANGING PECLONIS civverersrercrrieereetseaniasonerssssasessenion 413
Symptomatic heart disease....cccciimreerminiierceruereiioeiomernnsesaarnnnns 427
Cerebrovascular disease... 430-438
Arteriosclerosis ...cccvcreranns ...440
Phiebitis and thrombophlebitis ...cieerrivreririecirerierrnicerenrerenenenss 451
Varicose veins of 1ower eXtremities . ...ccvcereerreceriinieenierieninccrened 454
HemMOIThOIdS .. eeeiiivereieireeccrcnenesneenntrsasesssmnasmsrasmoermmsesssmstsumnmanrens 455

Standard error of mean contact duration in minutes

1.72 1.61 0.34 3.39 0.96
12.34 4.10 0.97 5.56 541
253 3.94 0.60 2.56 1.58
4.20 2.82 1.13 7.15, 5.65
3.61 1.91 0.98 7.24 2.15
4.56 3.48 0.58 6.68 3.19
5.27 563 1.63 9.59 4.98
4.06 1.77 0.68 8.54 2.61
3.79 246 1.09 10.29 4.49
1.91 1.47 0.85 3.25 2.14

0.32
1.17
0.48
0.98
0.75
1.16
0.69
1.08
1.42
1.86

1Diagnostic groupings and code inclusions are based on the Eighth Revision International Classification of Diseases; Adaptéd for Use

in the United States, 1965.
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APPENDIX 1 ]
TECHNICAL NOTES'

This report is based on data collected in the
National Ambulatory Medical Care Survey
(NAMCS). The NAMCS is an annual sample
survey of office-based physicians conducted by
the Division of Health Resources Utilization
Statistics of the National Center for Health
Statistics. The present report is based on infor-
mation collected during 1975 and 1976.

Statistical Design

Scope of the survey.—The target population
of NAMCS encompasses office visits within the
conterminous United States made by ambula-
tory patients to nonfederally employed physi-
cians who are principally engaged in office prac-
tice, but not in the specialties of anesthesiology,
pathology, or radiology. Telephone contacts
and nonoffice visits are excluded.

Sample design.—The NAMCS utilizes a mul-
tistage probability design that involves probabil-
ity samples of primary sampling units (PSU’),
physician practices within PSU’, and patient
visits within practices. The first-stage sample of
87 PSU’s was selected by the National Opinion
Research Center (NORC), the organization re-
sponsible for NAMCS field and data processing
operations and under contract to the National
Center for Health Statistics (NCHS). A PSU is
a county, a group of adjacent counties, or a
standard metropolitan statistical area (SMSA).
A modified probability-proportional-to-size pro-
cedure using separate sampling frames for
SMSA’s and for nonmetropolitan counties was
employed. After sorting and stratifying by size,
region, and demographic characteristics, each

jPrepared by Thomas McLemore, M.S.P.H., Divi-
sion of Health Resources Utilization Statistics.

frame was divided into sequential zones of 1
million residents, and a random number was
drawn to determine which PSU came into the
sample from each zone.

The second stage consisted of a probability
sample of practicing physicians selected from
the master files maintained by the American
Medical Association (AMA) and American Osteo-
pathic Association (AOA) who met the follow-
ing criteria:

Office-based, as defined by AMA and AOA.
Principally engaged in patient care activities.
Nonfederally employed.

Not in the specialties of anesthesiology,
pathology, clinical pathology, forensic pa-
thology, radiology, diagnostic radiology,
pediatric radiology, or therapeutic radiol-

ogy.

Within each PSU, all eligible physicians were
arranged by nine specialty groups; general and
family medicine, internal medicine, pediatrics,
other medical specialties, general surgery, ob-
stetrics and gynecology, other surgical special-
ties, psychiatry, and all other specialties. Then,
within each PSU, a systematic random sample of
physicians was selected in such a way that the
overall probability of selecting any physician
in the United States was approximately con-
stant.

During 1975-76 the total NAMCS sample
included 6,529 physicians. Sample physicians
were screened at the time of the survey to assure

+ that they met the aforementioned criteria; 925

physicians did not meet all of the criteria and
were, therefore, ruled out of scope (ineligible)
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for the study. The most frequent reasons for
being out of scope were that the physician was
retired, deceased, or employed in teaching,
research, or administration. Of the 5,604 in-
scope (eligible) physicians, 4,476 (79.9 percent)
participated in the study. Of the participating
physicians, 679 physicians saw no patients dur-
ing their assigned reporting period because of
vacations, illness, or other reasons for being
temporarily not in practice. The physician sam-
ple size and response rates by physician specialty
are shown in table I.

The final stage was the selection of pa-
tient visits within the annual practices of the
sample physicians. This involved two steps.
First, the total physician sample was divided
into 52 random subsamples of approximately
equal size, and each subsample was randomly
assigned to 1 of the 52 weeks in the survey year.
Second, a systematic random sample of visits
was selected by the physician during the as-
signed week. The sampling rate varied for this
final step from a 100-percent sample for very
small practices to a 20-percent sample for very
large practices, as determined in a presurvey

interview. The method by which the sampling
rate was determined is described later in the
Technical Notes and in the Induction Interview
form displayed in appendix III. During 1975-76
information was collected on 113,921 patient
visits by means of NAMCGCS.

Data Collection and Processing

Field procedures.—Both mail and telephone
contacts were used to enlist sample physicians
into NAMCS. Physicians received introductory
letters from NCHS (see appendix III) and AMA
or AOA. When appropriate, a letter from the
physician’s specialty organization, endorsing the
survey and urging his participation, was enclosed
with the NCHS letter. A few days later, a field
representative from NORC telephoned the sam-
ple physician to explain the study briefly and
to arrange an appointment for a personal inter-
view. An initially nonresponding physician was
generally recontacted via a telephone call or
special explanatory letter and requested to re-
consider participation in the study.

During the personal interview, the field

Table 1. Distribution of physicians in the 1975-76 National Ambulatory Medical Care Survey sample and response rates, by physician
specialty
Out Non-
Physictan's specialty ?rf[)sls of tNte;l respond- He:g:snd- Resp;nse
ota scope o ents ra
Number of physicians
Al SPECIBITIES ..uvviiiiieiiriiiees e v ee e reae e reeae e s e 6,529 925 | 5,604 1,128 4,476 79.9
GENETal PraCliCe .vveeriiiiereereiie i eeerieecerer e eaeteeseseseeseese st mensnevransnaseaens 1,687 260 | 1,427 333 1,094 76.7
MeEdiCal SPECTATTIES .. ciiieerees ceeriiiiieeereeeeerreeneeteeeeeeseerererananeneraneeeensmnss 1,765 245 | 1,520 337 1,183 77.8
INternal MEdiCINe w.uuee e eee i eeeitree e s aee et ervee e e e e e aeseersrnen e seen 938 124 814 202 612 75.2
Pediatrics 435 74 361 53 308 85.3
(82437 PPN 392 47 345 82 263 76.2
SUrgICal SPECIAITIES...ciiiernuiiticieeerieeeiireeasirrreeseeeevantraneessseeesaeseenannnnnnsnons 2,316 189 | 2,127 381 1,746 82.1
GENEIEl SUFBIY ciiiiiiiiriceereiieee e e e eteeeeeimeeeeieeeeseeaaseeerusaseerenseesnnnnere 679 54 625 113 512 81.9
Obstetrics and gynecology ... 558 48 510 94 416 81.6
(871311 SO SURN 1,079 87 292 174 818 82.5
Other SPeCIAITIES oo it erir e eevee e er e r e ree e s e ramn s e eecaa s sana s e 761 231 530 77 453 85.5
Psychiatry 468 79 389 45 344 88.4
R0 1 3T U U ON 293 152 141 32 109 77.3

40



representative determined the sample physician’s
eligibility. ascertained his cooperation, delivered
survey materials with verbal and printed instruc-
tions, and assigned a predetermined Monday-
through-Sunday reporting period. A short inter-
view concerning basic practice characteristics,
such as type of practice and expected number of
office visits, was administered. Office staff who
were to assist with data collection were invited
to attend the instruction session or were offered
separate instruction sessions.

Before the beginning of and again during the
week assigned for data collection, the NORC
interviewer telephoned the sample physician to
answer possible questions and to insure that
procedures were going smoothly. At the end of
the survey week, the participating physician
mailed finished survey materials to the inter-
viewer who edited the forms for completeness
before transmitting them for central data proc-
essing. Problems or missing data at this stage
were resolved by interviewer telephone followup
to the sample physician; if there were no prob-
lems, field procedures were complete with re-
spect to the sample physician’s participation in
NAMCS. After the end of the survey year each
sample physician was sent a thank-you letter
from NCHS along with one of the survey’s
statistical reports.

Data collection.—The actual data collection
for the NAMCS was carried out by the physician
aided by his office staff when possible. Two data
collection forms were employed by the physi-
cian: the Patient Log and the Patient Record
(appendix III). The Patient Log is a sequential
listing of patients seen in the physician’s office
during his assigned reporting week. This list
served as the sampling frame to indicate the
visits for which data were to be recorded. A
perforation between the patient names and
patient visit characteristics permitted the physi-
cian to remove patient names thus protecting
the confidentiality of the patient.

Based on the physician’s estimate of the ex-
pected number of office visits and expected
number of days in practice, each physician was
assigned a patient sampling ratio. These ratios
were designed so that about 30 Patient Records
were completed during the assigned reporting
week. Physicians expecting 10 or fewer visits

each day recorded data for all of them; those
expecting more than 10 visits per day recorded
data for every second, third, or fifth visit, based
on the predetermined sampling interval. These
procedures minimized the data collection work-
load and maintained approximate equal report-
ing levels among sample physicians regardless of
practice size. For physicians assigned a patient
sampling ratio, a random start was provided on
the first page of the log, so that predesignated
sample visits on each succeeding page of the
log provided a systematic random sample of pa-
tient visits during the reporting period.

Data processing.—In addition to complete-
ness checks made by the NORC field staff, cleri-
cal edits were performed upon receipt of the
data for central processing. These procedures
proved quite efficient, reducing item nonre-
sponse rates to a negligible amount—2 percent
or less for each data item.

Information contained in items 5 and 9 of
the Patient Record were coded in a separate
medical coding operation. This coding was per-
formed by the American Medical Records As-
sociation, under subcontract to NORC. The data
in item 5, the patient’s reason for visit, were
coded according to a special classification sys-
tem developed for that purpose.2? The diag-
nostic information, item 9 of the Patient Record,
was coded according to the Eighth Revision In-
ternational Classification of Diseases, Adapted
for Use in the United States (ICDA).15 A maxi-
mum of three entries was coded from each of
these items. A two-way independent verification
procedure with 100-percent verification was
used to control the medical coding operation.
Differences between coders were adjudicated at
NCHS.

Information from the Induction Interview
and Patient Record was keypunched, with 100-
percent verification, and converted to computer
tape. At this time, extensive computer consist-
ency and edit checks were performed. Data
items still unanswered at this point were imputed
by assigning a value from a Patient Record with
similar characteristics; imputations were based
on physician specialty, major reason for visit,
and broad diagnostic categories.

NOTE: A list of references follows the text.
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Estimation Procedures

Statistics produced from NAMCS were de-
rived by a multistage estimating procedure.
The procedure produces essentially unbiased
national estimates and has basically three com-
ponents: (1) inflation by reciprocals of the prob-
abilities of selection, (2) adjustment for nonre-
sponse, and (3) a ratio adjustment to fixed
totals. Each of these components is described
briefly in the material that follows.

Inflation by reciprocals of sampling proba-
bilities.—Because the survey utilized a three-
stage sample design, there were three probabili-
ties: (1) the probability of selecting the PSU,
(2) the probability of selecting a physician
within the PSU, and (3) the probability of select-
ing a patient visit within the physician’s practice.
The last probability was defined to be the exact
number of office visits during the physician’s
specified reporting week divided by the number
of Patient Records completed. All weekly esti-
mates were inflated by a factor of 52 to derive
annual estimates.

Adjustment  for nonresponse.—Estimates
from NAMCS data were adjusted to account for
sample physicians who refused to participate in
the study. This was done in such a manner as to
minimize the impact of nonresponse on final
estimates by imputing to nonresponding physi-
cians the practice characteristics of similar re-
sponding physicians. For this purpose, similar
physicians were judged to be physicians having
the same specialty designation and practicing in
the same PSU.

Ratio adjustment.—A poststratification ad-
justment was made within each of nine physi-
cian specialty groups. The ratio adjustment was
a multiplication factor that had as its numerator
the number of physicians in the universe in each
physician specialty group, and as its denomina-
tor, the estimated number of physicians in that
particular specialty group. The numerator was
based on figures obtained from the AMA-AOA
master files, and the denominator was based on
data from the NAMCS sample.

Reliability of Estimates

Since the statistics presented in this report
are based on a sample, they will differ somewhat
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from the figures that would be obtained if a
complete census had been taken using the same
forms, instructions, and procedures. However,
the probability design of NAMCS permits the
calculation of sampling errors. The standard
error is primarily a measure of sampling variabil-
ity that occurs by chance because only a sample
rather than the entire population is surveyed. As
calculated in this report, the standard error also
reflects part of the variation which arises in the
measurement process. It does not include esti-
mates of any systematic biases that may be in
the data. The chances are about 68 out of 100
that an estimate from the sample would differ
from a complete census by less than the stand-
ard error. The chances are about 95 out of 100
that the difference would be less than twice the
standard error and about 99 out of 100 that it
would be less than 2% times as large.

The relative standard error of an estimate
is obtained by dividing the standard error by the
estimate itself and is expressed as a percentage of
the estimate. For this report, asterisks (*) are
presented along with the estimate for any esti-
mate with more than a 30-percent relative stand-
ard error.

Estimates of sampling variability were cal-
culated using the method of half-sample replica-
tion. This method vyields overall variability
through observation of variability among ran-
dom subsamples of the total sample. A descrip-
tion of the development and evaluation of the
replication technique for error estimation has
been previously published.26,27

Approximate relative standard errors for
aggregates and percentages are presented in fig-
ures I and IL. In order to derive error estimates
that would be applicable to a wide variety of
statistics and could be prepared at moderate
cost, several approximations were required. As a
result, the relative standard errors shown in fig-
ures I and II should be interpreted as approxi-
mate rather than exact for any specific estimate.
Directions for determining approximate relative
standard errors from the figures follow.

1. Estimates of aggregates: Approximate
relative standard errors (in percent) for
aggregate statistics, such as the number
of office visits with a given characteristic,



RSE (x) = \]0.0009113499 +

are obtained from the curve in figure I,
or calculated by the following formula:

5414806

where x is the aggregate of interest in
thousands.

Estimates of percentages: Approximate
relative standard errors (in percent) for
estimates of this type can be calculated
from the curve in figure I as follows. Ob-
tain the relative standard error of the
numerator and denominator. Square
each of the relative standard errors, sub-
tract the resulting value for the denomi-
nator from the resulting value for the
numerator, and extract the square root.

This calculation has been made for sev-
eral percentages and bases and is pre-
sented in figure II. Alternatively, the
formula

RSE (p) = \j 54.1430.6?6(1 ~2) . 100

p

can be used to calculate RSE for any
percentage (p) and base (x, in thousands).

Estimates of rates where the numerator
is not a subclass of the denominator: Ap-
proximate relative standard errors for
rates where the denominator is the total
U.S. population or one or more of the
age-sex-race groups of the total popula-
tion are equivalent to the relative stand-
ard error of the numerator that can be
obtained from figure I.

Figure |. Approximate relative standard errors for estimated numbers of office visits, 1975-76 National Ambulatory Medical Survey
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of 800,000 office visits (8.0 percent of 10 million visits).
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Figure 1l. Approximate relative standard errors for percentages of estimated numbers of o{fice visits, 1975-76 National Ambulatory
Medical Care Survey
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based on an estimate of 10 million visits has a relative standard error of 14.7 percent (read from scale

at left of graph) or a standard exrror of 2.9 percentage points (14.7 percent of 20 percent).

4. Estimates of differences between two
statistics: The relative standard errors
shown in this appendix are not directly
applicable to differences between two
sample estimates. The standard error of a
difference is approximately the square
root of the sum of the squares of each
standard error considered separately.
This formula will represent the standard
error quite accurately for the difference
between separate and uncorrelated char-
acteristics, although it is only a rough
approximation in most other cases.

The half-sample replication procedure was
also used to calculate standard errors for the
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specific estimates of mean contact duration of
visit presented in this report; these standard
errors are presented in tables 11 and 12 along
with the estimates.

In addition to sampling error, survey results
are subject to reporting and processing errors
and biases due to nonresponse or incomplete
response. There is no way to compute the mag-
nitude of these errors. However, these types of
errors were kept to a minimum by methods
built into the survey procedures. Extensive
pretesting and careful attention was given to
phasing of the questions and the terms em-
ployed and their definitions in order to eliminate
ambiguities and encourage uniformity. Steps
taken to reduce nonresponse bias were discussed



in the sections on field procedures and data
collection. Errors in coding and processing were
reduced by verification and consistency checks.

Tests of Significance

In this report, the determination of statisti-
cal inference for single comparisons is based on
the ¢-test with a critical value of 1.96 (0.05
level of significance). The Bonferroni technique
is used for simultaneous testing of multiple
comparisons. Terms relating to differences, such
as “higher,” “less,” and so forth, indicate that
the differences are statistically significant.
Terms such as “similar,” “no difference,” and
so forth, mean that the difference between the
statistics being compared is not statistically
significant. Lack of comment regarding the
difference between any two statistics does not

mean the difference was tested and found to be
not significant.

Population Figures and
Rate Computation

The population figures used in computing
average annual visit rates are presented in table
II. These figures are based on an average of the
July 1, 1975 and July 1, 1976, provisional esti-
mates of the civilian noninstitutionalized popu-
lation of the United States obtained from the
U.S. Bureau of the Census. Because NAMCS
includes data for only the conterminous United
States, the original Census estimates were modi-
fied to account for the exclusion of Alaska and
Hawaii from the study. For this reason the pop-
ulation estimates should not be considered as
official population estimates and are presented

Table Il. Estimates of the civilian noninstitutionalized population of the United States® used in computing average annual rates in this
publication, by age, race, sex, geographic region, and metropolitan and nonmetropolitan areas: United States, 1975-76

75
Race, sex, geographic region, and area All Ugger 35-44 45-54 55-64 65-74 | years
» S€X, geog gion, ages years years years years and
years
over
Race and sex Number in thousands
Al FACES . eieiierrcneerrescssreteassenssareeeseesosrarnasssossnasesanes 208,610 || 121,822 | 22,353 | 23,349 | 19,608 | 13,634 7,844
100,639 60,575 | 10,737 | 11,242 9,240 5,914 2,931
107,971 61,247 | 11,616 | 12,107 | 10,368 7,721 4,913
181,285 {} 103,702 | 19,571 | 20,790 | 17,727 | 12,337 7,159
87,823 51,881 9,513 | 10,063 8,376 5,339 2,652
93,462 51,821 | 10,088 | 10,727 9,352 6,998 4,507
27,324 18,120 2,782 2,558 1,881 1,298 685
12,816 8,694 1,224 1,179 864 575 279
14,509 9,426 1,558 1,379 1,016 723 406
48,849 --- .- .- ---
56,063 .- --- --- .- ---
67,212 ... --- --- --- --- .-
36,486 --- --- --- --- -- .-
Area
MELrOPO AN cvrueeereeeerreerarireescarantnannrsesrrantesnnnsessesrrernnsaressress 143,086 --- - -- --- --- --

NONMELIOPOIITAN cc.ceeccereesisrecerereccerrsneeesesssanaasssreeessesnassossones 65,524 .- --- .- --- --- ---

1Excludes Alaska and Hawaii.
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here solely for the purpose of providing de-
nominators for rate computations.

Average annual visit rates in this report were
calculated as follows. The numerator was ob-
tained by dividing the estimated number of of-
fice visits for 1975-76 by 2, to obtain an average
annual number of office visits. This number was
then divided by the appropriate population
figure to obtain an average annual visit rate.
As previously discussed, reliability estimates for
average annual visit rates can be calculated from
figure L.

Systematic Bias

There have been no attempts to determine
systematic bias in the data reported here or to
measure the impact of any biases. There are sev-
eral factors, however, that the user of these
data should understand, all of which indicate
that these data underrepresent the total number

of office visits to office-based physicians. Some
of those factors are:

1. The sampling frame for the 1975 and
1976 NAMCS included all nonfederally
employed, “office-based, patient care”
physicians on the AMA-AOA master
files. There are certainly physicians not
so classified who, at the time of the sur-
vey, would have met the criteria for that
classification. Visits to these physicians
are not represented in these data.

2. Physicians who participated in NAMCS
did a thorough and conscientious job in
keeping the Patient Log; however, the
probability that a patient was accident-
ally omitted from the survey is much
greater than the probability that a
patient was included who did not make
a visit. This factor could also introduce
a bias into the data.

000
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APPENDIX II
DEFINITIONS OF CERTAIN TERMS USED IN THIS REPORT

Terms Relating to the Survey

Office(s).—Premises that the physician iden-
tifies as locations for his ambulatory practice.
Responsibility over time for patient care and
professional services rendered there generally
resides with the individual physician rather than
with any institution.

Ambulatory patient.—An individual present-
ing for personal health services, neither bedrid-
den nor currently admitted to any health care
institution on the premises.

Physician.—Can be classified as either:

In-scope: All duly licensed doctors of medi-
cine and doctors of osteopathy currently in
practice who spend some time in caring for
ambulatory patients at an office location.

Out-of-scope: Those physicians who treat
patients only indirectly, including specialists
in anesthesiology, pathology, forensic pa-
thology, radiology, therapeutic radiology,
and diagnostic radiology, and the following
physicians:

® physicians in military service

® physicians who treat patients only in an
institutional setting (e.g., patients in
nursing homes and hospitals)

® physicians employed full time by an
industry or institution and having no
private practice (e.g., physiciaus who
work for the Veterans Administration,
the Ford Motor Company, etc.)

® physicians who spend no time seeing am-
bulatory patients (e.g., physicians who
only teach, are engaged in research, or
are retired).

Patients.—Can be classified as either:

In-scope: All patients seen by the physician
or member of his staff in his office(s).

Out-of-scope: Patients seen by the physician
in a hospital, nursing home, or other ex-
tended care institution, or the patient’s
home. [Note: If the doctor has a private
office (which fits definition of “office™)
located in a hospital, the ambulatory pa-
tients seen there would be considered “in-
scope.”’] The following types of patients are
also considered out of scope:

® patients seen by the physician in any
institution (including outpatient clinics
of hospitals) for which the institution
has the primary responsibility for the

care of the patient over time

® patients who telephone and receive ad-
vice from the physician

® patients who come to the office only to
leave a specimen, pick up insurance
forms, or pay their bills

® patients who come to the office only to
pick up medications previously pre-
scribed by the physician.

Visit.—A direct, personal exchange between
ambulatory patient and the physician (or mem-
bers of his staff) for the purpose of seeking care
and rendering health services.

Physician specialty.—Principal specialty (in-
cluding general practice) as designated by the
physician at the time of the survey. Those
physicians for whom a specialty was not ob-
tained were assigned the principal specialty
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recorded in the Master Physician files main-
tained by AMA or AOA.

Region of practice location.—The four geo-
graphic regions, excluding Alaska and Hawaii,

which correspond to those used by the U.S.-

Bureau of the Census, are as follows:

Region States included

Northeast ...... Connecticut, Maine, Massa-
chusetts, New Hampshire,
New Jersey, New York,
Pennsylvania, Rhode Island,

Vermont

North Central ... Ilinois, Indiana, lowa, Kan-
sas, Michigan, Minnesota,
Missouri, Nebraska, North
Dakota, Ohio, South Da-

kota, Wisconsin

Alabama, Arkansas, Dela-
ware, District of Columbia,
Florida, Georgia, Kentucky,
Louisiana, Maryland, Missis-
sippi, North Carolina, Okla-
homa, South Carolina, Ten-
nessee, Texas, Virginia, West
Virginia

Arizona, California, Colo-
rado, Idaho, Montana, Ne-
vada, New Mexico, Oregon,
Utah, Washington, Wyo-

ming

Metropolitan status of practice location.—
Physician’s practice is classified by its location in
metropolitan or nonmetropolitan areas. Metro-
politan areas are standard metropolitan statis-
tical areas (SMSA’s) as defined by the U.S.
Office of Management and Budget.

The definition of an individual SMSA in-
volves two considerations: first, a city or cities
of specified population that constitute the
central city and identify the county in which it
is located as the central county; second, eco-
nomic and social relationships with “con-
tiguous” counties that are metropolitan in
character, so that the periphery of the specific
metropolitan area may be determined. SMSA’s
may cross State lines. In New England, SMSA’s
consist of cities and towns, rather than counties.
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Terms Relating to the
Patient Record Form

Age.—The age calculated from date of birth
was the age at last birthday on the date of visit.

Color or race.—On the Patient Record, color
or race includes four categories: white, Negro/
black, other, and unknown. The physician was
instructed to mark the category which in the
physician’s judgment was most appropriate for
the patient based upon observation and/or prior
knowledge of the patient. ‘““Other” was restricted
to Orientals, American Indians, and other races
neither Negro nor white.

Patient’s principal problem(s), complaint(s),
or symptom(s) (in patient’s own words).—The
patient’s principal problem, complaint, symp-
tom, or reason for the visit as expressed by the
patient. Physicians were instructed to record key
words or phrases verbatim to the extent pos-
sible, listing that problem first which in the
physician’s judgment was most responsible for
the patient’s visit.

Seriousness of problem in item 5a.—This
item includes four categories: very serious,
serious, slightly serious, and not serious. The
physician was instructed to check one of the
four categories according to his or her own eval-
uation of the seriousness of the patient’s prob-
lem causing this visit. Seriousness refers to physi-
cian’s clinical judgment as to the extent of
the patient’s impairment that might result if no
care were given.

Major reason(s) for this visit.—The patient’s
major reason(s) for the visit were classified by
the physician into one or more of the following
categories:

Acute problem: A condition or illness having
a relatively sudden or recent onset (i.e.,
within 3 months of the visit).

Acute problem, followup: A return visit
primarily for continued medical care of a
previously treated acute problem.

Chronic problem, routine: A visit primarily
to receive regular care or examination for a
preexisting chronic condition or illness (on-
set of condition was 3 months or more
before this visit).



Chronic problem, flareup: A visit primarily
due to a sudden exacerbation of a preexist-
ing chronic condition.

Prenatal care: Routine obstetrical care pro-
vided prior to delivery.

Postnatal care: Routine obstetrical care or
examination provided following delivery or
termination of pregnancy.

Postoperative care: A visit primarily for care
required following surgical treatment. In-
cludes changing dressing, removing sutures
or cast, advising on restriction of activities or
routine aftersurgery checkup.

Well adult/child exam: General health main-
tenance examinations and routine main-
tenance examinations and routine periodic
examinations of presumably healthy per-
sons, both children and adults. Includes
annual physical examinations, well-child
checkups, school, camp, and insurance ex-
aminations.

Family planning: Services or advice that
enable patients to determine the number and
spacing of their children. Includes both
contraception and infertility services.

Counseling/advice: Information of a health
nature that would enable the patient to
maintain or improve his physical or mental
well-being. Included would be advice regard-
ing diet, changing habits or behavior, and
general information regarding a specific
problem.

Immunization: Administration of any inocu-
lation of specific substances to produce a
desired immunity; this includes oral vac-
cines. (Allergy shots are not included in this
category, but are entered under “other.”)

Referred by another physician/agency: Medi-
cal attention prompted by advice or referral
for consultation or treatment from another
physician, hospital, clinic, health center,
school nurse, minister, pharmacist, and so
forth. Does not include self-referral or re-
ferral by family or friends.

Administrative purpose: Reasons such as
completing insurance forms, school forms,
work permits, or discussion of patient’s bill.

Other: The reason for this visit is not covered
in the preceding list.

Principal diagnosis.—The physician’s diagno-
sis of the patient’s principal problem or com-
plaint. In the event of multiple diagnoses, the
physician was instructed to list them in order of
decreasing importance; “principal” refers to the
first-listed diagnosis. The diagnosis represents
the physician’s best judgment at the time of the
visit and may be tentative, provisional, or
definitive.

Other significant current diagnosis.—The di-
agnosis of any other condition known to exist
for the patient at the time of the visit. Other
diagnoses may or may not be related to the
reason for that visit.

Treatments and services ordered or pro-
vided.—These include the following:

Limited history/exam: History and/or physi-
cal examination that is limited to a specific
body site or system, or that is concerned
primarily with the patient’s chief complaint,
for example, pelvic exam or eye exam.

General history/exam: History and/or physi-
cal examination of a comprehensive nature,
including all or most body systems.

Clinical lab test: One or more laboratory
procedures or tests including examination of
blood, wurine, sputum, smears, exudates,
transudates, feces, and gastric content, and
including chemistry, serology, bacteriology,
and pregnancy test.

Blood pressure check: Self-explanatory.
EKG: Electrocardiogram.

Hearing test: Auditory acuity test.
Vision test: Visual acuity test.

Endoscopy: Examination of the interior of
any body cavity, except ear, nose, and
throat, by means of an endoscope.

Office surgery: Any surgical procedure per-
formed in the office this visit, including
suture of wounds, reduction of fractures,
application/removal of casts, incision and
draining of abscesses, application of support-
ive materials for fractures and sprains, and
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all irrigations, aspirations, dilatations, and
excisions.

Drug prescribed: Drugs, vitamins, hormones,
ointments, suppositories, or other medica-
tions ordered or provided, except injections
and immunizations.

X-ray: Any single or multiple X-ray examina-
tion for diagnostic or screening purposes.
Radiation therapy is nof included in this
category.

Injection: Administration of any substance
by syringe and needle subcutaneously, intra-
venously, or intramuscularly. This category
does not include immunizations, enemas, or
douches.

Immunization/desensitization: Administra-
tion of any immunizing, vaccinating, or de-
sensitizing agent or substance by any route,
for example, syringe, needle, orally, gun, or
scarification.

Physiotherapy: Any form of physical ther-
apy ordered or provided, including any
treatment using heat, light, sound, or physi-
cal pressure or movement, for example,
ultrasonic, ultraviolet, infrared, whirlpool,
diathermy, cold therapy, and manipulative
therapy.

Medical counseling: Instructions and recom-
mendations regarding any health problem,
including advice or counsel about diet,
change of habit, or behavior. Physicians are
instructed to check this category only if the
medical counseling is a significant part of the
treatment.

Psychotherapy/therapeutic  listening:  All
treatments designed to produce a mental or
emotional response through suggestion, per-
suasion, reeducation, reassurance, or support,
including psychological counseling, hypnosis,
psychoanalysis, and transactional therapy.

Other: Treatments or services rendered
which are not listed in the preceding cate-
gories.

Disposition.—Eight categories to describe the
physician’s disposition of the case are pro-

- vided as follows:

No followup planned: No return visit or
telephone contact was scheduled for the
patient’s problem on this visit.

Return at specified time: The patient was
told to schedule an appointment or was
instructed to return at a particular time.

Return if needed, P.R.N.: No future ap-
pointment was made, but the patient was
instructed to make an appointment with the
physician if the patient considers it neces-
sary.

Telephone followup planned: The patient
was instructed to telephone the physician on
a particular day to report on his progress, or
if the need arises.

Referred to other physician/agency: The pa-
tient was instructed to consult or seek care
from another physician or agency. The pa-
tient may or may not return to this physi-
cian at a later date.

Returned to referring physician: Patient was
referred to this physician and was now in-
structed to consult again with the physician
or agency which referred him.

Admit to hospital: Patient was instructed
that further care or treatment will be pro-
vided in a hospital. No further office visits
were expected prior to that admission.

Other: Any other disposition of the case not
included in the above categories.

Duration of visit.—Time the physician spent
with the patient, but does not include the time
patient spent waiting to see the physician, time
patient spent receiving care from someone other
than the doctor without the presence of the
physician, and time spent reviewing records,
tests results, and so forth. In the event a patient
was provided care by a member of physician’s
staff but did not see the physician during the
visit, ““duration of visit”” was recorded as zero
minutes.
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President

DEPARTMENT OF HEALTH. EDUCATION, AND WELFARE

PUBLIC HEALTH SERVICE
HEALTH RESOURCES ADMINISTRATION
ROCKVILLE, MARYLAND 20852

NATIONAL CENTER FOR
HEALTH STATISTICS

Dear Dr.

The National Center for Health Statistics, as part of its
continuing program to provide information on the health
status of the American people, is conducting a National
Ambulatory Medical Care Survey (NAMCS).

The purpose of this survey is to collect information
about ambulatory patients, their problems, and the
resources used for their care. The resulting published
statistics will help your profession plan for more
effective health services, determine health manpower
requirements, and improve medical education.

Since practicing physicians are the only reliable source
of this information, we need your assistance in the NAMCS.
As one of the physicians selected in our national sample,
your participation is essential to the success of the
survey. Of course, all information that you provide is
held in strict confidence.

Many organizations and leaders in the medical profession
have expressed their support for this survey, including
those shown to the left. They join me in urging your
cooperation in this important research.

Within a few days, a survey representative will telephone
you for an appointment to discuss the details of your
participation. We greatly appreciate your cooperation.

Sincerely yours,

Dorothy P. Rice
Director
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PATIENT RECORD AND PATIENT LOG

ASSURANCE OF CONFIDENTIALITY—~ All ~farmation wmhich woutd perma «dentification of an individual
will be used orh b. persons engaged in and fer

a practice, of an wll

be huld

the purposes of the survey and wil not be disclceed or released o ~thur rereons or used for any other purpose

532204

Record items 1-12 for this patient

{Operstive procedure)

PATIENT LOG 1. DATE OF VISIT PATIENT RECORD
NATIONAL AMBULATORY MEDICAL CARE SURVEY
Mo Day Yr
T
As each pavrent anves, record name and tme . N
e ot et o 2. DATE OF BIRTH 4. cgkcé}; OR 5. 5‘37\:?&3\.51'"%'ﬁ@%ﬂ??ghf%‘sr’ms visiT 6. g;mousmsss OF i 7. HAYE YOU EVER SEEN ,
tered on hne #3, also complete the pauent (S). ( )—— OBLEM IN ITEM 5a THIS PATIENT BEFORE
record to the nght / / tIn patient’s own words) (Check orel
! WHITE — -
Mo [ Day [ ¥r 0 ~ VERY SERICUS e - Ne
3 2 [J NEGRO/ a MOST z
PATIENT'S NAME TIME OF - SEX BLACK | IMPORTANT ~ SERIOUS It YES, lor the problem
VISIT . — indicated in ITEM 5a°
s [ FEMALE 3 {7 OTHER « T SLIGHTLY SERIOUS I
2 [J MALE s [ UNKNOWN | b OTHER . ___ = 7 NOT SERIOUS R 43 - NO
i
am,
1 8. MAJOR REASON(S) FOR THIS VISIT (Check alf major reasons) 9. PHYSICIAN'S PRINCIPAL DIAGNOSIS THIS VISIT
pm 3 DIAGNOSIS ASSOCIATED WITH ITEM 5a ENTRY
vv [J ACUTE PROBLEM + [ WELL ADULT/CHILD EXAM
smd 0 ACUTE PROBLEM, FOLLOW-UP « T FAMILY PLANNING
2 st ] CHRONIC PROBLEM, ROUTINE =3 COUNSELING/ADVICE
s, s {0 CHRONIC PROBLEM, FLARE-UP 1 IMMUNIZATION
.5 ] PRENATAL CARE =, REFERRED BY OTHER PHYS, AGENCY b OTHER SIGNIFICANT CURRENT DIAGNOSES
am| °c OO POSTNATAL CARE + [ ADMINISTRATIVE PURPOSE (In order of importance)
3 o [} POSTOPERATIVE CARE -3 « [T OTHER (Specdy)
pm.

10,

DIAGNOSTIC/THERAPEUTIC SERVICES ORDERE

D/PROVIDED THIS VISIT (Check all that apply)

11. DISPOSITION THIS VISIT

12. DURATION OF
THIS VISIT (Time

Check all that appl; —_ -
o1 [ NONE 11 O DRUG PRESCRIBED { pply) actually spent with
o2 O LIMITED HISTORY/EXAM 12 3 X-RAY physicizn}
03 [0 GENERAL HISTORY/EXAM 13 O3 INJECTION * 0 NO FOLLOW-UP PLANNED
04 O CLINICAL LAB. TEST 14 0 IMMUNIZATION/DESENSITIZATION 2 [ RETURN AT SPECIFIED TIME
65 3 BLOOD PRESSURE CHECK 15 O PHYSIOTHERAPY 3 [J RETURN IF NEEDED, PR N
os [ EKG 16 [0 MEDICAL COUNSELING « [ TELEPHONE FOLLOW-UP PLANNED
07 O HEARING TEST 17 00 PSYCHOTHERAPY/THERAPEUTIC s [J REFERRED TO OTHER _ MINUTES
o8 1 VISION TEST LISTENING RE:':;SICIAN/AGENCY
.
os O ENDOSCOPY 18 O OTHER (Seecify) [m] NED TO REFERRING
Y o PHYSICIAN
10 OFFICE SURGERY » [] ADMIT TQ HOSPITAL
CONTINUE LISTING PATIENTS « O OTHER (Specify)
ON NEXT PAGE
HRA-34-4 DEPARTMENT OF HEALTH, EDUCATION AND WELFARE O.M.B. #68-572106
REV. 875 PUBLIC HEALTH SERVICE

HEALTH RESOURCES ADMINISTRATION
NATIONAL CENTER FOR HEALTH STATISTICS



INDUCTION INTERVIEW FORM

%
CONFIDENTIAL
NORC-4233 Form Approved,
OMB No. 68R1498
NATIONAL AMBULATORY MEDICAL CARE SURVEY
TIME AM INDUCTION INTERVIEW
BEGAN: P (Phys. ID Number)

BEFORE STARTING INTERVIEW

1. ENTER PHYSICIAN I.D. NUMBER IN BOX TO RIGHT, ABOVE

2. ENTER DATES OF ASSIGNED REPORTING WEEK IN Q. 2, P.2

Doctor, before I begin, let me take a minute to glve you a little background about
this survey.

Although ambulatory medical care accounts for nearly 90 per cent: of all medical care
received in the United States, there is no systematic information about the charac-

teristics and problems of people who consult physicians in their offices. This kind
of information has been badly needed by medical educators and others concerned with

the medical manpower situation.

In response to increasing demands for this kind of information, the National Center
for Health Statistics, in close consultation with representatives of the medical
profession, has developed the National Ambulatory Medical Care Survey.

Your own task in the survey is simple, carefully designed, and should not take much
of your time. Essentially, it consists of your participation during a specified
7-day period. During this period, you simply check off a minimal amount of informa-
tion conceruing some of the patients you see,

Now, before we get into the actual procedures, I have a few questions to ask about
your practice. The answers you give me will be used only for classification and
analysis, and of course all information you provide is held in strict confidence.

1. First, you are a ., Is that right?

(ENTER SPECIALTY FROM CODE ON FACE SHEET LABEL,)

Yes ., . . 4 ¢ 4 400 . 1
No. ... (ASKAY ..., .2

A, IF NO: What is your specialty (including general practice)?

(Name of Specialty)

*
All information which would permit identification of an individual, a
practice, or an establishment will be held confidential, will be used only by persons

engaged in and for the purpose of the survey, and will not be disclosed or released
to other persons or used for any other purpose.

1
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(3]

Now, doctor, this study will be concerned with the ambulatory patients you will
gee in your office during the week of (READ REPORTING DATES ENTERED BELOW).

(that's a (that's a
/ Monday) through / Sunday)
month date month date

Are you likely to see any ambulatory patients in your office during that week?

Yes . . . .. .(GOTOQ., 3). .1
No . ... .. (ASKA)....2

A. IF NO: Why is that? RECORD VERBATIM, THEN READ PARAGRAPH BELOW

Since it's very important, doctor, that we include any ambulatory patients
that you do happen to see in your office during that week, I'd like to
leave these forms with you anyway--just in case your plans change. 1I'll
plan to check back with your office just before (STARTING DATE) to make
sure, and I can explain them in detail them, if necessary.

GIVE DOCTOR THE A PATIENT RECORD FORMS AND GO TO Q. 9, P. 6.



A, At what office location will you be seeing ambulatory patients during that
7-day period? RECORD UNDER A BELOW AND ASK B WHEN INDICATED.

B. IF HOSPITAL EMERGENCY ROOM OR HOSPITAL OUTPATIENT DEPARTMENT, OR OTHER
INSTITUTIONAL LOCATION IN A: Thinking about the ambulatory patients you see
in (PLACE IN A), do you, yourself, have principal respomnsibility for their
care over time, or does (INSTITUTION IN A) have primary responsibility for
their care over time? CODE UNDER B BELOW.

C. 1Is that all of the office locations at which you expect to see ambulatory
patients during that week?

Yes . . . . . . ... .1
No . ... ... .2
IF NO: OBTAIN ADDITIONAL OFFICE LOCATION(S), ENTER IN "A" BELOW, AND REPEAT.
A, B. D.
Principal
PO In Scope?
Office Location Responsibility? P
.. Insti-
Physician tution Yes | No

(1) 1 2 1 2

(2) 1 2 1 2

(3) 1 2 1 2

(4) 1 2 1 2

D. FOR EACH OFFICE LOCATION ENTERED IN A, CODE YES OR NO TO "IN SCOPE" ABOVE.

| IN SCOPE (Yes) ] } OUT OF SCOPE (No) |
Private offices Hospital emergency rooms
Free-standing clinics Hospital outpatient departments
(non-hospital based) College or university infirmaries
Groups, partnerships Industrial outpatient facilities
Kaiser, HIP, Mayo Clinic Family planning clinics
Neighborhood Health Centers Government-operated clinics

Privately operated clinics
(except family planning)

IN CASE OF DOUBT, ASK: Is that (clinic/facility/institution) hospital based?

(VD, maternal & child health, ete.)

Is that (clinic/facility/institution) government
operated?

IF ALL LOCATIONS ARE OUT OF SCOPE, THANK THE DOCTOR AND LEAVE.

PATIENT RECORDS MUST BE COLLECTED FROM ALL IN-SCOPE LOCATIONS
REGARDLESS OF ANSWER TO B -- PRINCIPAL RESPONSIBILITY.
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4, A, During that week (REPEAT DATES), how many ambulatory patients do you expect
to see in your office practice? (DO NOT COUNT PATIENTS SEEN AT [OUT-OF-SCOPE
LOCATIONS] CODED IN 3-B,)

ENTER TOTAL UNDER "A'" BELOW AND CIRCLE ON APPROPRIATE LINE.

B. And during those seven days (REPEAT DATES IF NECESSARY), on how many days do
you expect to see any ambulatory patients? COUNT EACH DAY IN WHICH DOCTOR
EXPECTS TO SEE ANY PATIENTS AT AN IN-SCOPE OFFICE LOCATION.

ENTER TOTAL UNDER "'B' BELOW AND CIRCLE NUMBER IN APPROPRIATE COLUMN,

DETERMINE PROPER PATIENT LOG FORM FROM CHART BELOW. READ ACROSS
ON "TOTAL PATIENTS" LINE UNDER "A' AND CIRCLE LETTER IN APPROPRIATE
"DAYS" COLUMN UNDER "B."

THIS LETTER TELLS YOU WHICH OF THE FOUR PATIENT 1LOG FORMS (4, B, C, D)
SHOULD BE USED BY THIS DOCTOR.

A, B.
LOG FORM DESCRIPTION Expected total Total days im practice
patients during during week,
survey week, ENTER TOTAL
ENTER TOTAL FROM FROM Q. 4-B, DAYS
A--Patient Record is to be Q. 4-A.
completed for ALL
patients listed on Log. 1 2 3 4 5 6 7
1- 12 PATIENTS A A A A A A A
13- 25 " B A A A A A A
B-=-Patient Record is to be 26- 39 1" c B A A A A A
completed for every -
SECOND patient listed 40- 52 C B B A A A A
on Log. 53- 65 " D C B B A A A
66~ 79 " D C B B B A A
C--Patient Record is to be 80- 92 . b D C B B B B
completed for every 93-105 " D D C B B B B
THIRD patient listed 106-118 1 D D C C B B B
on Log. 119-131 " D D C C B B B
132-145 " D D D C [ B B
*D--Patient Record is to be 146-158 ! b D D c C B B
completed for every 159171 " D D D € C C C
FIFTH patient listed
EE_EEQ. 172-184 " D D D C C [ C
185-197 " D D D D D D D
198-210 " D D D D D D D
211+ " D D D D D D D

*In the rare instance the physician will see more than 500 patients during his
assigned reporting week, give him two D Patient Log Folios and instruct him to com-
plete a patlent record form for only every tenth patient, Then you are to draw an X
or line on linme 5 on every other page of the two follo pads, starting with page 1 of
the pad.




5. FIND PATIENT LOG FOLIO WITH APPROPRIATE LETTER AND ENTER LETTER AND NUMBER
OF THIS FORM HERE,

(Folio Number)

6. HAND DOCTOR HIS FOLIO AND EXPLAIN HOW FORMS ARE TO BE FILLED OUT. SHOW DOCTOR
THE INSTRUCTIONS ON POCKET OF FOLIO AND ITEM 10 DEFINITIONS ON CARD IN FOLIO,
TO WHICH HE CAN REFER AFTER YOU LEAVE,

RECORD VERBATIM BELOW ANY CONCERN, PROBLEMS OR QUESTIONS THE DOCTOR RAISES,

7. IF DOCTOR EXPECTS TO SEE AMBULATORY PATIENTS AT MORE THAN ONE IN-SCOPE LOCATION
DURING ASSIGNED WEEK, TELL HIM YOU WILL DELIVER THE FORMS TQ THE OTHER LOCATION(S).
ENTER THE FORM LETTER AND NUMBER(S) FOR THOSE LOCATIONS BELOW, BEFORE DELIVERING
FORM(S).

Location Patient Record Form letter & Number

8. During the survey week (REPEAT EXACT DATES), will anyone be available to help
you in filling out these records (at each IN-SCOPE location)?

Yes ., . . ., (ASKA) ., .1

NO & v o ¢ o ¢ o o s o o2

B.
*
INTERVIEWER:

RECORD NAME, POSITION AND LOCATION, ‘;‘;iEﬁERSON
BY YOU?
NAME ] POSITION ! LOCATION Yes | No

1 2

A, IF YES: Who would that be?

1 2

RINTERVIEWER SHOULD BRIEF SUCH PERSON IF POSSIBLE,
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9. Do you have a solo practice, or are you associated with other physicians in a
partnership, in a group practice, or in some other way?

S010. + v 4 o & e o s oo o o . o1
Partnership . . (ASK A-C) . . . 2
Group . . . . . (ASK A-C) . . . 3
<--- Other (SPCIFY AND ASK A-C). . . &

1F PARTNERSHIP, GROUP, OR OTHER:
A, 1Is this a prepaid group practice? Yes . . (ask [11) . . . 1
No e e e e e e e e e 2

[1] IF YES TO A: What per cent
of patients are

prepaid? per cent

B. How many other physicians are
associated with you? NUMBER OF PHYSICIANS:

C. What are the specialties of the other physicians associated with you?

Specialty Number of Physicians
(1
(2)
(3)
(4)
(5

10. Now I have just one more question about your practice. (NOTE: IF DOCTOR PRACTICES
IN LARGE GROUP, THE FOLLOWING INFORMATION CAN BE OBTAINED FROM SOMEONE ELSE.)

A. What is the total number of full-time (35 hours or more per week) employees of your (paxtnexrship/
group) practice? Include persons regularly employed who are now on vacation, temporarily ill,
etc, Do not include other physicians. RECORD ON TOP LINE OF COLUMN A BELOW,

(1) How many of these full-time employees are a . . . (READ CATEGORIES BELOW AS NECESSARY AND
RECORD NIRIELR OF EACH 1IN COLUMN A.)

B. 4&nd what is the total number of part-time (less than 35 hours per week) employees of your
(partnership/group) practice? Again, include persons regularly employed who are now on vacationm,
ill, etc, Do not include other physicians. RECORD ON TOP LINE OF COLUMN B BELOW.

(1) How many of these part-time employees are a . . . (READ CATEGORIES BELOW AS NECESSARY
AND RECORD NUMBER OF LEACH IN COLUMN B.)

_ A, B.
Employees Full-time Part-time
{35 or more hours/week) (Less than 35 hours/week)

TOTAL: TOTAL:
(1) Registered Nurse . . . . . . . . . . . « . .
(2) Licensed Practical Nurse , ., ., . . . . ., . .
(3) Nursing Aide . . , . . . . . . . o . . .4

*

(4) Physician Assistant . . . . . . . . . . . .
(5) Techmician . . . . . . . . v o 0w e e e
(6) Secretary or Receptionist . . . , . . . ..

(7) Other (SPECIFY)

kS
Physician Assistant must he a graduate of an accredited training program for Physician Assistants
(Physiciar Ixtenders, Mode ', ete.) or certified by the National Board of Medical Lxaminers through the
tertitication txam for Assistant to the Primary Care Physician,
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11. During the past seven (7) days, ahout how many house calls did you make?

NUMBER OF HOUSE CALLS:

12. During the past seven (7) days, how many times did you provide to patients
advice or consultation by telephone?

Nome « + « & & & o &«

L

10-246 . . .« . . .

25-49 . . . . . ..

vi M~ W N

50 or more . . . o .

BEFORE YOU LEAVE, STRESS THAT EACH AMBULATORY PATIENT SEEN BY THE DOCTOR DURING
THE 7-DAY PERIOD AT ALL IN-SCOPE OFFICE LOCATIONS (REPEAT THEM) IS TO BE IN-
CLUDED IN THE SURVEY, THAT EACH PATIENT IS TO BE RECORDED ON THE LOG, AND ONLY
THE APPROPRIATE NUMBER OF PATIENT RECORDS COMPLETED.

Thank you for your time, Dr. . If you have any (more) questions,
please feel free to call me. My phone number is written in the folio. 1I'll
call you on Monday morning of your survey week just to remind you.

13. TIME INTERVIEW ENDED . . . . . . . . AM

14. DATE OF INTERVIEW . . . ¢ « ¢ ¢ ¢ ¢ o o ¢ o « & 4]

(Month) (Day) ﬁ(Year)

COMPLETE ITEMS I AND II ON THE LAST PAGE
IMMEDIATELY AFTER THE INTERVIEW.
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L.

How much interest do you think the

doctor has in the survey?

Great Interest .
Some interest . .
Little interest .
No interest . . .

Can't tell . .

.

W N

8-

II. How confident are you that the
doctor will complete the forms?

Definitely will . . 1
Probably will . ., . 2
Doubtful . . . . . 3

INTERVIEWER NUMBER

INTERVIEWER'S SIGNATURE

*U.S. GOVERNMENT PRINTING OFFICE

: 1979 0~2B1-259/5



Series 1.

Series 2.

Series 3.

Series 4,

Series 10,

Series 11.

Serfes 12,

Series 13,

Sertes 14,

Series 20.

Series 21.

(=]
[

Series

Series 23.

VITAL AND HEALTH STATISTICS Series

Programs and Collection Procedures.—Reports which describe the general programs of the Nutional
Center for Health Statistics and its offices and divisions and data collection methods used and include
definitions and other material necessary for understanding the data.

Data Evaluation and Methods Research.—Studies of new statistical methodolory including experi-
mental tests of new survey methods, studies of vital statistics collection methods, new analytical
techniques, objective evaluations of reliability of collected data, and contributions to statistical theory.

Analytical Studies.—Reports presenting analytical or interpretive studies based on vital and health
statistics, carrying the analysis further than the expositorv types of reports in the other series.

Documents and Committee Reports.—Final reports of major committees concerned with vital and
health statistics and documents such as recommended model vital registration laws and revised birth
and death certificates.

Data From the Health Interview Survey.—Statistics on illness, accidental injuries, disability, use of
hospital, medical, dental, and other services, and other health-related topics, all based on data collected
in a continuing national household interview survey.

Data From the Health Examination Survey and the Health and Nutrition Examination Survey.—Data
from direct examination, testing, and measurement of national samples of the civilian noninstitu-
tionalized population provide the basis for two types of reports: {l) estimates of the medically defined
prevalence of specific diseases in the United States and the distributions of the population with respect
to physical, physiological, and psychological characteristics and (2) analysis of relationships among the
various measurements without reference to an explicit finite universe of persons.

Data From the Institutionalized Population Surveys. —Discontinued effective 1975, Future reports from
these surveys will be in Series 13.

Data on Health Resources Utilization. —Statistics on the utilization of health manpower and facilities
providing long-term care, ambulatory care, hospital care, and family planning services.

Data on Health Resources: Manpower and Facilities. —Statistics on the numbers, geographic distri-
bution, and characteristics of health resources including physicians, dentists, nurses, other health
occupations, hospitals, nursing homes, and outpatient facilities.

Data on Mortality. —Various statistics on mortality other than as included in regular annual or monthly
reports, Special analyses by cause of death, age, and other demographic variables; geographic and time
series analyses; and statistics on characteristics of deaths not available from the vital records based on
sample surveys of those records.

Data on Natality, Marriage, and Divorce.—Various statistics on natality, marriage, and divorce other
than as included in regular annual or monthly reports. Special analyses by demographic variables;
geographic and time series analyses; studies of fertility; and statistics on characteristics of births not
available from the vital records based on sample surveys of those records.

Data From the National Mortality and Natality Surveys. —Discontinued effective 1975, Future reports
from these sample surveys based on vital records will be included in Series 20 and 21, respectively.

Data From the National Survey of Family Growth. —Statistics on fertility, family formation and dis-
solution} family planning, and related maternal and infant health topics derived [rom a biennial survey
of a nationwide probability sample of ever-married women 15-44 vears of age.

For a list of titles of reports published in these series, write to: Scientific and Technical Information Branch

National Center for Health Statistics
Public Health Service
Hvattsville, Md. 20782



DHEW Publication No. (PHS) 79- 1791
Series 13-No. 40

POSTAGE AND FEES PALL
LS DEPARIMENT OF HEW
L w396

THIRD CLASS
BLK. RATE




	CONTENTS
	INTRODUCTION
	MAJOR ICDA GROUP– DISEASES OF THE CIRCULATORY SYSTEM
	SELECTED DISEASES OF THE CIRCULATORY SYSTEM
	REFERENCES
	LIST OF DETAILED TABLES
	APPENDIX I. TECHNICAL NOTES
	 APPENDIX II. DEFINITIONS OF CERTAIN TERMS USED IN THIS REPORT
	APPENDIX III. SURVEY INSTRUMENTS

