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

September 28, 1984 e Number 101

1983 Summary: National Hospital Discharge Survey

by Edmund J. Graves, Division of Health Care Statistics

Introduction

During 1983 an estimated 38.8 million inpatients, exclud-
ing newborn infants, were discharged from short-stay non-
Federal hospitals in the United States. These patients were
hospitalized an average of 6.9 days and used 268.3 million
days of inpatient hospital care. Patients hospitalized during
1983 accounted for 167 discharges and 1,155 days of care per
1,000 civilian population.

These and other statistics presented in this report are based
on data collected by means of the National Hospital Discharge
Survey, a continuous survey that has been conducted by the
National Center for Health Statistics since 1965. In 1983, data
were abstracted from the face sheets of medical records of ap-
proximately 206,000 patients discharged from 418 short-stay
non-Federal hospitals. A brief description of the sample design,
data collection procedures, and estimation process, and defini-
tions of terms used in this report can be found in the section
entitled “Technical notes.” A detailed discussion of these items,
as well as the survey form used to collect the data, have been
published.!-2

Coding of medical data for patients hospitalized is done
according to the International Classification of Diseases, 9th
Revision, Clinical Modification3 (ICD-9-CM). Up to seven
diagnoses and four procedures are coded for each discharge.
Although diagnoses included in the ICD-9-CM section entitled
“Supplementary classification of external causes of injury and
poisoning” (codes E800-E999) are used by the National
Hospital Discharge Survey, these diagnoses are excluded from
this report. The conditions diagnosed and procedures performed
are presented here by chapter of ICD-9-CM. Within these
chapters, a few diagnoses and procedures or groups thereof
also are shown. These specific categories were selected primarily
because of large numbers of occurrences or because they are of
special interest. Residual categories of the diagnostic and pro-
cedure classes, however, are not included in the tables. More

detailed analyses of these data will be presented in later reports
in Series 13 of Vital and Health Statistics.

Data highlights

Utilization by patient and
hospital characteristics

The number, rate, and average length of stay of patients
discharged from short-stay non-Federal hospitals are shown by
selected patient and hospital characteristics in tables 1-3. The
38.8 million patients discharged from short-stay hospitals dur-
ing 1983 included an estimated 15.6 million males and 23.2
million females. The rates per 1,000 population were 139 for
males and 193 for females, making the rate for females about
39 percent higher than the rate for males. The number and rate
of discharges are always higher for females than for males be-
cause of the Jarge number of women in their childbearing years
(15-44 years of age) who are hospitalized for deliveries and
other obstetrical conditions. Excluding deliveries, the rate for
females discharged was 160, or only about 15 percent higher
than the rate for males.

The average length of stay was 7.4 days for males and 6.6
days for females during 1983. The length of stay for females
was shorter than that for males primarily because the average
length of stay of the 4.0 miilion women who were hospitalized
for deliveries was only 3.6 days. The average length of stay for
females who were not hospitalized for deliveries during 1983
was 7.2 days.

The number of discharges from short-stay hospitals by
geographic region during 1983 ranged from 13.9 million in the
South Region to 6.6 million in the West Region, and the rates
per 1,000 population ranged from 178 in the North Central
Region to 146 in the West Region. Regional differences in the
number of discharges are accounted for mainly by variations in
population sizes and to a lesser extent by variations in the dis-
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charge rates. This is apparent when number of discharges and
rate of discharges are compared among the regions. Although
the rate of discharges per 1,000 population was highest in the
North Central and South Regions with no significant difference
between them, the number of discharges and the civilian popu-
lation in the South Region was about 30 percent higher than in
the North Central Region.

Average lengths of stay by geographic region were 5.9 days
in the West, 6.6 days in the South, 7.2 days in the North Central,
and 8.1 days in the Northeast.

Discharges from short-stay hospitals were about 40 percent
male and 60 percent female in every hospital bed-size group;
females with deliveries accounted for about 10.3 percent of all
discharges regardless of hospital size. The average length of
stay increased steadily from 5.8 days in the smallest hospitals
(699 beds) to 7.8 days in the largest hospitals (500 beds or
more) for all patients.

During 1983, voluntary nonprofit hospitals provided med-
ical care to an estimated 26.7 million patients, or 69 percent of
all patients hospitalized. Hospitals operated by State and local
governments cared for 8.2 million patients, or 21 percent of all
discharges, and proprietary hospitals operated for profit cared
for 3.9 million patients or 10 percent of all discharges. Average
lengths of stay were 7.1 days in voluntary nonprofit hospitals,
6.3 days in State and local government hospitals, and 6.8 days
in proprietary hospitals.

Utilization by diagnosis

Diseases of the circulatory system ranked first in 1983
among the ICD-9-CM diagnostic chapters as a principal or
first-listed diagnosis among patients discharged from non-
Federal short-stay hospitals. These conditions accounted for
an estimated 5.7 million discharges. Other leading ICD-9-CM
diagnostic chapters were diseases of the digestive system (4.5
million discharges) and supplementary classifications (includ-
ing females with deliveries) (4.5 million discharges). Almost
40 percent of the patients discharged from non-Federal short-
stay hospitals were included in these three ICD~9-CM diag-
nostic chapters.

The diagnostic categories presented in this report were
selected either because they appear as principal or first-listed
diagnoses with great frequency or because the conditions are of
special interest. Although many of these categories (such as
malignant neoplasms; psychoses; and fractures, all sites) are
groupings of more detailed diagnoses, they are presented as
single categories without showing all of the specific diagnostic
inclusions.

The number and rate of discharges and average length of
stay for each ICD-9-CM diagnostic chapter and selected cate-
gories are shown by sex and age in tables 4—6. The most com-
mon diagnostic category for all patients was females with de-
liveries. This was followed by the diagnostic categories heart
disease and malignant neoplasms. Excluding females with de-
liveries, these last two non-sex-specific diagnostic categories
were also the most common first-listed diagnoses for each sex.

The most frequent first-listed diagnoses for 1983 varied for
the different age groups. For patients under 15 years of age, the
most frequent diagnoses were acute respiratory infections, ex-

cept influenza and chronic disease of tonsils and adencids. Ex-
cluding females with deliveries, the two most frequent diagnoses
for patients 15-44 years of age were abortions and ectopic and
molar pregnancies, and factures, all sites. Patients 45-64 years
of age were hospitalized most frequently for heart disease. The
most common diagnoses for patients 65 years of age and over
were heart disease and malignant neoplasms.

The average length of stay for all patients ranged from a
low of 1.8 days for the diagnostic category chronic disease of
tonsils and adenoids, 1.9 days for patients admitted for sterili-
zation, and 2.0 days for the diagnostic category abortions and
ectopic and molar pregnancies to a high of 18.0 days for the
diagnostic category fracture of neck of femur. Although the over-
all average length of stay for females was shorter than that for
males, females stayed in the hospital longer than males for
many of the specific diagnostic categories examined in this
report. Some categories for which women had substantially
longer stays included psychosis; arthropathies and related dis-
orders; intervertebral disc disorders; and fractures, all sites.

The average length of stay increased with increasing age
for most categories of diagnoses shown. Overall, the average
length of stay ranged from 4.6 days for patients under 15 years
of age to 9.7 days for patients 65 and over. By diagnosis, stays
were highest (when compared with the average length of stay)
for patients with fracture of neck of femur (18.0 days) and psy-
choses (15.4 days).

Utilization by procedures

One or more surgical or nonsurgical procedures were per-
formed for an estimated 21.2 million of the 38.8 million in-
patients discharged from short-stay hospitals during 1983. A
total of 35.9 million procedures, or an average of 1.8 per patient
who underwent at least one procedure, were recorded in 1983.

Procedures are grouped in the tables of this report by the
ICD-9-CM procedure chapters. Selected procedures within
these chapters also are presented by specific categories. Some
of these categories (such as extraction of lens, open heart sur-
gery, and hysterectomy) are presented as single categories al-
though they may be divided into more precise subgroups.

Operations on the digestive system ranked first among the
surgical and nonsurgical procedures (5.8 million) performed
during 1983. These were followed by miscellaneous diagnostic
and therapeutic procedures (6.3 million).

When grouped by chapters, miscellaneous diagnostic and
therapeutic procedures with 6.3 million procedures ranked first
among the surgical and nonsurgical procedures performed dur-
ing 1983. These were followed by operations on the digestive
system with 5.8 million procedures performed. Other leading
procedures were obstetrical procedures and operations on the
female genital organs each with 3.9 million procedures and
operations on the musculoskeletal system with 3.8 million pro-
cedures. Approximately two thirds of all procedures performed
in 1983 were included in these five ICD-9-CM procedure
chapters.

The number and rate of all-listed procedures in 1983 for
each ICD-9-CM procedure chapter and selected procedure
categories are shown by sex and age in tables 7 and 8. Of the
35.9 million procedures performed during 1983, 14.0 million
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were for males and 21.9 million were for females. The corre-
sponding rates per 1,000 population were 155 for both sexes,
125 for males, and 183 for females. Of the procedures shown in
table 7, the most common ones for males were endoscopies on
the urinary system (natural orifice) and repair of inguinal hernia;
the most frequently performed procedures for females were
episiotomy and cesarean section.

The rate of procedures per 1,000 population increased with
advancing age from 44 for patients under 15 years to 358 for
patients 65 years of age and over. The most frequently per-
formed procedures for patients under 15 years of age were ton-
sillectomy with or without adenoidectomy; for patients 15-44
years of age, episiotomy and cesarean section; for patients
45-64 years of age, arteriorgraphy and angiocardiography, and
cardiac catheterization; and for patients 65 years of age and
over, extraction of lens, insertion of prosthetic lens (pseudo-
phakos), and endoscopies of the urinary system (natural orifice).

TABLE 1. NUMBER OF INPATIENTS ODISCHARGED FROM SHORT-STAY
HOSPITALS BY SELECTED CHARACTERISTICS: UNITED STATES, 1983

{DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBORN
INFANTS )

SELECTEC CHARACTER ISTIC BOTH MALE FEMALE
SEXES

NUMBER OF PATIENTS
DISCHARGED IN THOUSANDS

TOTALeseseoscesucncncscsnsssvsasns 38,783 15,573 23,210

AGE
UNDER 15 YEARSuscccenscnccccccncss 35654 24084 1,570
15-44 YEARSeeccanoscssccconsacssne 15,269 41524 10+745
45~64 YEARS.casasesevonncsnsssssss B8+558 44159 49400
65 YEARS ANG OVEReesvevcocesesses 11,302 44806 69596
REGION
NORTHEASTeescascesvasensescnnccns Te 793 34202 44591

NORTH CENTRALevecosns . 10,492 4¢310 65,4183

SUTHevoeeao - 13,884 5 k22 8 4462
WESTaeesecan . - 6s614 2 4640 34,974
BED SIZE
6=99 BEDSescvecccsccncosssncscoca 64336 29523 3,812
100-199 BEDSee. Te48l 2,955 & 4525
200~299 BEDS.. 5,990 2 4454 3,536
300~499 BEDS ecesvs 10,041 4 4024 64017
500 BEDS DR MOREccescscocscescesns 8,934 34615 54319

OWNERSHIP

NONPROFITeocooovncanccesne - 260726 104665 16 4061
STATE AND LOCAL GOVERNMENT . 8,150 34336 44856
PROPRIETARYccnacecccnansecarcocse 3,867 1,572 24295

TABLE 2. RATE QF INPATIENTS DISCHARGED FROM SYORT-STAY
HOSPITALSs BY AGEs GEOGRAPHIC REGION, AND SEX: UNITED STATES,
1983

(DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBORN
INFANTS )

AGE ANC REGION 80TH MALE FEMALE
SEXES

RATE OF PATIENTS DISCHARGED
PER 1,000 POPULATICN

TOTALececononcrcccsccnccccocsosen 167.0 138.8 193.2
AGE

UNDER 15 YEARSececsscsecensascnnee 70.8 T9.0 62.3

15-44 YEARSveacsvsevcscscsvsveves 140.3 84.3 194.83

#5-64 YEARSceeecsaccscsccncscanesn 192.2 196.6 188.3

65 YEARS AND OVERececssscveccccse 412.7 437.2 396.3
REGION

NORTHEASTecescrcccssnncaccsscsaas 157.7 136.0 177.5

NORTH CENTRAL 178.4 151.1 204.1

176.5 143.4 207.3

145.6 118.5 171.7

TABLE 3. AVERAGE LENGTH OF STAY FOR INPATIENTS DISCHARGED FROM
SHORT-STAY HOSPITALS BY SELECTED CHARACTERISTICS: WUNITED
STATES, 1983

(DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBORN
INFANTS}

SELECTED CHARACTERISTIC 80 TH MALE FEMALE
SEXES

AVERAGE LENGTH OF STAY IN DAYS

TOTALcccessccesaccscsancacnsncans 6.9 Tet 6.6
AGE
UNDER 15 YEARSeewencecesscccssasns 4.6 45 4.6
15-44 YEARSesecocecseson 5.0 6.2 4.6
45~64 YEARSccoeaosocsvcoe Te6 7.6 T
65 YEARS AND OVERceesrascscsccacsce 97 9.6 9.8
REGION
NORTHEAST s scsesencsvconsacrssncen 8.1 8.5 7.8
NORTH CENTRAL. T.2 7.5 6.9
S0UTHeeoonae 6.6 7.1l 6.2
WEST.. - 5.9 Geé 5.5
BED SIZE
6-99 BEDSeeccscsvencacscsccoaceca 5.8 5.9 5.7
100~199 BELSececsececccascsssscoe be & 6.9 o1
200299 BEDSecesvesecnccsscnansoce 6.8 7.1 6.6
300-499 BELS.eeccssvcscscce e T.3 T.8 T.0
500 BEDS OR MOREsecceccocveacasces 7.8 8.6 7.3
OWNERSHIP
NONPROFITsvesoncecvescccncsnccans T.1 T.6 6.8
STATE AND LOCAL GOVERNMENT.. 6e3 6.7 6.9
PROPRIETARYcrceenncnacccscscacaas 6.8 7.1 6.5
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TABLE 4. NUMBER OF INPATIENTS DISCHARGED FROM SHORT-STAY HOSPITALS, BY CATEGORY OF FIRST-LISTED DIAGNOSIS, SEX, AND AGE:

STATES, 1983

(DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBCRN [NFANTS.

UNITED

DIAGNOSTIC GROUPINGS AND CODE NUMBER INCLUSIONS ARE BASED ON THE
INTERNATIONAL CLASSIFICATION OF DISEASES, 9TH REVISION, CLINICAL MODIFICATION)

SEX AGE
CATEGCRY OF FIRST-LISTED DIAGNOSIS AND 1CD-9-CM CODE
TOTAL MALE FEMALE UNDER 15 15-44 45~64 &5 YEARS
YEARS YEAR S YEARS AND OVER
NUMBER OF PATIENTS DISCHARGED IN THOUSANDS
ALL CONOITIONSescoevecancanavascerasscncncssvosscsassrancnease 38,783 15¢573 234210 3,654 15,269 8,558 11,302
INFECTIOUS AND PARASITIC DISEASESecvceccsencavacsonsesal0l-139 677 319 358 208 237 9l 142
NEOPLASMS cenvenvvvsscscvescannsssvenssensncnsnsassacssseld0-239 24642 1y 136 1, 506 70 469 918 1,185
MALIGNANT NEOPLASMSc.esvecsvencaanscacsconcas l40-208,230~234 24024 993 1,031 44 197 729 14953
MAL IGNANT NEOPLASM OF TRACHEA,
BRONCFUSy AND LUNGocssovesassscsvenanoanee l62,197.0,197.3 339 210 129 * 12 151 176
MAL IGNANT NEOPLASM OF BREASTeeeeveeevascsens 174-175,198.81 264 * 242 * 35 102 107
ENDOCRINE:s NUTRITIONAL AND METABOLIC DISEASES,
AND IMMUNITY DISORDERS. »e240-279 1,207 431 776 T4 295 365 474
DIABETES MELLITUS<onaee ........-.-............-........253 675 255 420 27 156 237 255
DISEASES OF THE BLOOD AND BLOOD~FORMING ORGANSe o seeeeee280-289 360 152 209 61 ar 63 149
MENTAL DISORDERScvecasccscsssssncesacscsacans .«290-313 1,701 874 827 49 950 424 217
PSYCHOSESesseronen «290-299 576 266 311 *5 254 182 125
NEURDTIC AND PERSUNALITY OISORDERS.....- ««300-301 264 88 176 *5 164 60 34
ALCOHOL OEPENDENCE SYNDROMEscseevecacsssscccsaansesasanaaldll 388 295 93 * 227 131 29
DISEASES OF THE NERVOUS SYSTEM AND SENSE ORGANSe eese »s+320-389 1,878 795 1,083 313 355 384 825
DISEASES OF THE CENTRAL NERVOUS SYSTEM.. «320-336 1340349 429 210 219 63 140 90 136
CATARACT aeccvececccancesseccrsonasnccnas esesnelbd 534 211 382 * 15 98 478
DISEASES OF THE EAR AND MASTOID PROCESSececesaesaseess3BO-389 360 167 193 186 &4 56 54
DISEASES OF THE CIRCULATORY SYSTEMaceescovecesnasoasess390-459 S5y654 24896 24 758 38 530 14842 3e244
ESSENTIAL HYPERTENSION<ceceasonccosaccasecsonrsossassssnasdll 330 129 201 * 57 138 135
HEART DISEASEeceeae391-392.0¢353-398,40240%¢4 10415 +420-429 3.597 1+911 1,686 25 256 12231 2,085
ACUTE MYOCARCIAL INFARCTION:vecsscocvssasascsscsacnassa’ll 676 424 253 * 43 251 382
ATHEROSCLERQTIC HEART DISEASE.. sevvecasscereacilill 466 261 205 * 12 151 303
OTHER ISCHEMIC HEART OISEASE ... e4ll-4134414.1-%14.9 938 544 394 * 68 437 430
CONGESTIVE HEART FAILURE.cceeesw sscsevecerescea428.0 464 208 255 * *8 89 363
CEREBROVASCULAR DISEASEeesso seeceose » »430-438 860 405 455 * 30 185 641
DISEASES OF THE RESPIRATORY SYSTEMucsesoscecasecccnscsed60-519 3,632 1,833 1, 799 1,076 753 680 123
ACUTE RESPIRATORY INFECTIONS, EXCEPT INFLUENZA. .o 460-465 564 287 277 294 90 &3 117
CHRONIC DISEASE OF TONSILS AND ADENOIDSesesosee cenesetTh 397 180 217 270 122 * *
PNEUMONIA, ALL FORMS.ssacacosevecccsaccccans 480-486 837 426 411 242 122 138 335
ASTHMAweaesevacsaceconcecs ase seccans cvaeh93 459 190 269 136 110 119 94
DISEASES OF THE CIGESTIVE SYSTEMuceseccccccnsvsonosesee520-579 44530 24110 29 420 460 1y429 14236 14405
ULCERS OF THE STOMACH AND SMALL INTESTINE.ccese «e531-534 352 176 177 * 84 120 147
GASTRITIS AND DUDDENITISceevecsvavsoesasccoancns eeseesa535 288 120 169 16 117 91 65
APPENDICITISecvcncveascse o 540~543 261 147 114 70 l48 26 1%
INGUINAL HERNIAcecnsovescosvossaanes . »ee550 477 429 48 T4 128 150 125
NONINFECTIOUS ENTERITIS AND COLIYIS. seasuseese555-556,558 584 236 348 186 18 87 122
CHOLELITHIASISesnveoaccconsvosnancccncssncouosoncanccsnnse5?h 482 142 340 * 154 160 167
DISEASES OF THE GENITOURINARY SYSTEMucevoeersveoasccsess580-629 34311 1,080 2, 231 136 1,647 760 768
CALCULUS OF KIDNEY AND LRETEReeevsess 330 232 98 * 165 107 55
DISORDERS OF MENSTRUATION AND OTHER
ABNORMAL VAGINAL BLEEDINGeeecccoveoncacscsvoocvcncsocnsab2b 321 - 321 * 252 66 *
COMPLICATIONS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPERIUMscecccsscasnsscosssnencsccs o1/ 630-675 1+348 e 1y 048 *5 1,041 * oo
ABORT IONS AND ECTOPIC AND MOLAR PREGNANCIES. «see630-639 492 eee 492 * 488 * esn
DISEASES OF THE SKIN AND SUBCUTANEOLS TISSUEeueaseaesas<b80-709 577 274 3023 62 216 145 153
DISEASES OF THE MUSCULOSKELETAL SYSTEM
AND CONNECTIVE TISSUE.eesevcsossvoscacven «e710~739 24432 1,025 Le 407 73 984 174 603
ARTHRCPATHIES AND RELATED DISORDERS.. . 710-719 576 229 347 19 195 165 196
INTERVERTEBRAL DISC DISORDERSeceoecacsassacsscosessosoaces 722 473 266 208 * 254 16l 57
CONGENITAL ANOMALIESececccscocacsosnsccnscasvscnsnsnnee 740-759 356 18S 171 192 92 47 25
CERTAIN CONCITIONS ORIGINATING IN THE
PERINATAL PERIOD.cccavescscesennsecosccossassescevaneeslB60-779 209 117 92 209 * * -
SYMPTOMS, SIGNSs AND ILL-DEFINED CONDITIONSesceccecensso780-799 585 279 306 104 251 140 90
INJURY AND POISONINGe«ae veee «800~-999 3,450 1,906 1le 544 451 14617 599 783
FRACTURESy ALL SITESceceass - 800-829 1.,090 543 547 147 380 167 396
FRACTURE DBF NECK OF FEMURceoceescessvsasscvasnaca veese820 230 59 171 - *9 22 196
SPRAINS AND STRAINS OF BACK { INCLUDING NECK)eeasonsesB26-84T 311 154 157 * 192 79 37
INTRACRANIAL INJURIES (EXCUDING THOSE WITH
SKULL FRACTURE)eccecevecscecceastscaosvaacaanacesces850~854 275 171 105 65 145 30 31
LACERATIONS AND OPEN WOUNDSeeseecvesocss esesveens «870-904 309 232 7 45 193 41 31
SUPPLEMENTARY CLASSIFICATIONSeeceacscccsccvacvcccsnssnsVOL-VYB2 49532 159 49373 73 4¢317 87 54
PERSONS ADMITTED FOR STERILIZATION. ceeV25.2 146 * 142 * 143 * *
FEMALES WITH DELIVERIESeeecaccencssccasccasscccosncnsanea V27 34976 e 3¢ 976 11 35962 * ese

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

SHOWN UNDER ®SUPPLEMENTARY CLASSIFICATIONS."



TABLE 5. RATE OF INPATIENTS DISCHARGED FROM SHORT~STAY HOSPITALS, BY CATEGORY OF FIRST-LISTED DIAGNDSIS, SEXe AND AGE: UNITED
STATES. 1483
(DISCHARGES FROM NONFEDERAL HOSP ITALS. EXCLUDES NEWBORN INFANTS. DIAGNOSTIC GROJPINGS AND CODE NUMBER INCLUSIDONS ARE BASED ON THE
INTERNATIONAL CLASSIFICATION OF DISEASESy 9TH REVISION, CLINICAL MCOIFICATION)
SEX
CATEGCRY OF FIRST-LISTED DIAGNOSIS AND 1CD-9-CM CODE
TATAL MALE FEMALE UNDER 15 15~ 44 45-64 65 YEARS
YEARS YEARS YEARS AND OVER
RATE OF INPATIENTS DISCHARGED PER 10+000 POPULATION
ALL CONDITIONSeeeevoaveeanscsnsevencccnansenssnsssnnnnssnsocvense 1966956 14388.3 1,932.3 708.3 1,403.5 1,922.3 44127.1
INFECTIOUS AND PARASITIC DISEASESeccvecvonssvssacsae=sa001=139 29.2 28.4 29.8 40.4 2l.8 20.4 51.7
NEQPLASMScacecavacesnsncearensnssancascscscantnsnsnsonsealed=239 113.7 101.3 125.4% 13.6 43.1 206.2 432.9
MALIGNANT NEOPLASMSeceesceccceccencssensoncnsesl40-208,230-234 a7.1 88.5 85.8 8.6 l1a.1 163.8 384.5
MAL IGNANT NEQPLASM OF TRACHEA,
BRONCFUSy AND LUNGaceccvsanasocesnnarocneal2¢197.04197.3 l4 6 18.7 10.8 * el 34.0 64.1
MAL IGNANT NEOPLASM DF BREASTeeseseesecsceceesl74~175,198,.81 10.5 > 20.1 * 3.2 22,9 39.1
ENDOCRINE, NUTRITIONAL AND METABOLIC DISEASES,
AND IMMUNITY DISORDERSeececsveccnavsonsascosncancsneses240-279 52.0 38.4 64e b 14.3 27.1 82.1 173.0
DIABETES MELLITUSueenceacacescoancvecccacsosansssscnseseesl50 29 .0 22.7 34.9 5.2 14.3 53.2 93.2
DISEASES OF THE BLOOD AND BLOOD-FORMING ORGANS:ceveesss280-289 15.5 13.5 17.4 11.9 8.0 14.2 54.5
MENTAL DISORDERS seseenccscsccacccacosencenancnnasasessees290-319 73.2 77.9 68.8 9.5 87.3 95.2 101.3
PSYCHOSESeseacvcscsnessonacavvene . 290-29% 24.8 23.7 25.9 *1,.0 27.1 34.1 4546
NEUROTIC AND PERSONALITY DISORDER +300-301 11.3 7.8 14.7 *l.1 15.1 13.5 12.3
ALCOHCL DEPENDENCE SYNDROME.esecrcecvsscccsscscncccaasesa303 16 .7 2603 7.7 * 20.9 29.4 10.5
DISEASES OF THE NERVOUS SYSTEM AND SENSE ORGANSe coasee«320-389 80.8 70.9 90.1 60.7 32.7 86.3 301.4
DISEASES OF THE CENTRAL NERVOUS SYSTEMeaaassa320-3364340-349 18.5 18.7 18.3 12.2 12.9 20.2 49.7
CATARACT tecesnscrccceascsaceansncsassenansscsoanssasnocne 386 25.6 18.8 31.8 * 1.4 21.9 174.6
DISEASES OF THE EAR AND MASTOID PROCESSecccesvesceece380-389 15.5 14.9 16.1 36.0 S5e9 12.5 19.9
DISEASES OF THE CIRCULATORY SYSTEM. *390-459 243 .4 258.2 2296 T4 487 413.7 14184.7
ESSENTIAL HYPERTENSIONcececcsocecsoccccccnsncnserscacaconeadll 14.2 11.5 16.7 * 5.3 30.9 49.3
HEART DISEASEseseee391-392,0s363-298,402+404¢410-416,420-429 154.9 170. 4 140 .4 4.9 23.5 27645 761.2
ACUTE MYOCARCIAL INFARCTIONseccsevssccevarsacscsanscssae’ll 29.1 37.8 21.1 * 3.9 56.4 139.6
ATHEROSCLEROTIC HEART DISEASEcee. eeesvesacevssensatlbed 20.1 23,3 17.1 * l.1 33.9 110.6
OTHER ISCHEMIC HEART DISEASE«e. eeehll=4134414,1-414.9 40 .4 48.5 32.8 * 6.3 98.2 156.8
CONGESTIVE HEART FAILWREceceacese sescessccscccsceet2B.0 .0 18.6 21.3 * *0.8 20.1 132.7
CEREBROVASCULAR DISEASEcenesnveerrcccsvssccccnnocecsess3N-438 37.0 36.1 37.9 * 2.8 4l.5 234.1
DISEASES OF THE RESPIRATORY SYSTEMucecsccsccveanasneceakb0-519 156.4 163.4 149.8 208.5 69.2 152.8 4#10.0
ACUTE RESPIRATORY INFECTIONSy EXCEPT INFLUENZAeceooeno460-466 24.3 25.6 23.1 57.0 8.2 l4al 42.9
CHRONIC DISEASE OF TONSILS AND ADENCIDSevcevcensccscsesceacsttTh 17.1 16.0 18.1 52.4 1l.2 * *
PNEUMONT Ay ALL FORMScsecsescsascercescnsesnvacnscaccso280-486 36.0 38.0 34.2 47 .0 11.2 30.9 122.2
ASTHMAccseeeconenncncerrancrssrsuccacsencnsccscsnvecaceeesas9l 19.8 17.0 22.4 264 10.1 26.7 34.2
DISEASES OF THE DIGESTIVE SYSTEMececsevascocssoncsneas520-579 195.0 188.1 201.5 89.2 131.3 277.6 513.1
ULCERS OF THE STOMACH AND SMALL INTESTINE 531-534 15.2 15.6 14.7 * 7.7 2649 53.5
GASTRITIS AND OUODENITISevsevvevescvsncans eeeee535 12.4 10.7 14.0 3.2 10.7 20.4 23.7
APPENCICITISuevesnvsoceccnscccasnscacconsasanconnosse540-543 11.2 13.1 9.5 13.7 13.6 5.8 6.3
INGUINAL HERNIAcceovoovscsvorencncannsncsccncencscccnssonad50 20.5 8.3 4.0 14.4 11.8 33.6 45.8
NONINFECTIQUS ENTERITIS AND COLITISeccesccecacssae555-556,558 25.1 21.1 29.0 36.1 17.4 19.6 45.5
CHOLELITHIASIScecocecsscssvcesnsanscavsevrvssncscesnrcncnnes5T 20.8 12.7 28.3 * l4e2 36.0 60.8
DISEASES OF THE CENITOURINARY SYSTEMeceeesoveoscsacsses580-627 142.5 96.3 185.7 2603 151.4 170.7 280.5
CALCULUS OF KIONEY AND URETERweeecscasvecsssccccsrascnees592 14.2 20.7 8.1 * 15.2 241 20.2
DISORDERS OF MENSTRUATION AND OTHER
ABNORMAL VAGINAL BLEEDINGeeeeccecasancesssasccscnnsssneaeb2b 13.8 - 26.7 * 23.2 14.9 *
COMPLICATIONS OF PREGNANCYy CHILDBIRTH,
AND THE PUERPER IUMeeanvsescnnccsssvsssvaccracsnnsansl/ 630-676 45.1 e 87.2 *0.9 95.7 * cen
ABORTIONS AND ECTDPIC AND MOLAR PREGNANCIESeeeccaceas«630-633 21.2 ease 40.9 * 44.9 * “os
DISEASES OF THE SKIN AND SUBCUTANEOLUS TISSUE.ceescecsss6580=-709 26 .9 24.5 25.2 12.1 19.9 32.7 5640
DISEASES OF THE MUSCULOSKELETAL SYSTEM
AND CONNECTIVE TISSUEeacecssecsaccscsvecvsvncsaacasansl0=T39 104.7 Fle4 117.1 l14.1 90.4 173.8 220.0
«eT10-719 24 .8 20.4 28.9 3.8 17.9 37.1 T1.7
INTERVERTEBRAL DISC DISORDERSescsscescccocansncsassannoesT2 20 .4 23.7 17.3 * 23.4 36.3 20.9
CONGENITAL ANOMALIES+cecccescecaevcscesecocscosscasenss 740-759 15.3 16.5 14.2 37.2 8.5 10.6 Gel
CERTAIN CONDITIONS ORIGINATING IN THE
PERINATAL PERIODecceccscsansescasenccoscscscansesseses?b0=T79 9.0 10.5 7.6 40.4 * * -
SYMPTOMSe SIGNSy AND ILL~DEFINED CONDITIONSeccaocecease780-799 25.2 2449 25.5 20.2 23.0 3le4 32.9
INJURY AND POISONINGeeecceectcccccnsasoncvensvaccssesasesB00-999 148 .5 169.9 128.6 aT% 148.7 134.5 2B6.0
FRACTURES,y ALL SITESeeevenseccasn 800-829 46 .9 48 .4 45.6 28.5 34.9 37.5 164.7
FRACTURE OF NECK OF FEMURceccncacanccccces esesaeeB20 9.9 5.2 14.3 * *0.9 4.9 TL.5
SPRAINS ANO STRAINS OF BACK {INCLUDING NECK)}sooseseeooB846-847 13 .4 13.8 13.1 * 17.6 17.8 13.4
INTRACRANTAL INJURIES (EXCUDING THQSE WITH
SKULL FRACTURE)socecocsesscsanscccccscncssanasasessees850-854 11.8 15.2 8.7 13.3 13.3 6.9 ll.4
LACERATIONS ANC OPEN WOLNDSeceocacsscvavscnccsoacansnss870-906 13.3 20.7 b4 8.7 17.7 9.3 11.2
SUPPLEMENTARY CLASSIFICATIONS.ccecvocanracncensce eeseeVOL-VE2 195.1 14.2 364.1 14.2 356.9 19.5 19.9
PERSONS AOMITTED FOR STERILIZATION «V25.2 6.3 * 11.8 * 13.2 * *
FEMALES WITF DELIVERIESceaucsacucscacccnsccncssassvanassaV2T 171.2 ese 331.0 2.1 364.2 * ece

1/ FIRST-LISTED DIAGNOSIS FOR FEMALES WITH DELIVERIES IS CODED V27, SHOWN UNDER "SUPPLEMENTARY CLASSIFICATIONS."”
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TABLE 6. AVERAGE LENGTH OF STAY FOR INPATIENTS DISCHARGED FROM SHORT-STAY HOSPITALS,

ANC AGE: UNITED STATES. 1983

BY CATEGORY OF FIRST-LISTED DIAGNOSIS. SEX,

(DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBORN INFANTS. DIAGNOSTIC GROUPINGS AND CODE NUMBER INCLUSIONS ARE BASED ON THE
INTERNAT ICNAL CLASSIFICATION OF DISEASES. 9TH REVISIONs CLINICAL MODIFICAT ION}

SEX AGE
CATEGCRY OF FIRST-LISTED DIAGNOSIS AND ICD-9-CM COOE
TOTAL MALE FEMALE  UNDER 15 15-44 45+64 65 YEARS
YEARS YEARS YEARS AND OVER
AVERAGE LENGTH OF STAY IN DAYS
ALL CONDITIONS cececconsoesocnconcscncnnnsnnanasavaccnssvescses 6.9 T4 6.6 406 5.0 7.6 9.7
INFECT IOUS AND PARASITIC DISEASESceesscecsvacncncsncsaes301-139 65 6.3 6.8 402 4.9 8.3 11.7
NEDPLASMSeeavcesncsasosanessssscnonsssssssnsansencsesseldD=239 9.6 10.2 9.2 5.0 6.6 9.1 1.4
MALIGNANT NEGPLASMS. ... «s140-208,230~236¢  13.7 10.7 10.6 5.7 8.1 9.9 11.9
MAL TGNANT NEOPLASM GF TRACHEA
BRONCHUSy AND LUNGooossssesceonsasconsnses162,197.0,197.3 10.5 10.3 10.7 . 7.9 10.0 11.1
MAL IGNANT NEOPLASM OF BREASTecccesssccceceesl74-175,198.81 9.4 * 9.4 * 7o 8.9 10.5
ENDOCRINE, NUTRITIONAL AND METABOLIC DI SEASES,
AND IMMUNITY DISORDERS.. +240-279 8.7 8.7 8.6 5.5 6.8 Be4 10.5
.5 9.3 9.6 6.6 7.3 9.3 il.3
6.7 5.9 7.2 4.2 6.3 6o 7 7.9
12.4 12.0 12.9 16.3 12.1 11.9 13.5
15.4 14.1 16.6 *15.4 15.5 14.9 16.0
10.1 10.3 10.0 *15.9 10.2 9.8 9.3
ALCOHOL DEPENDENCE SYNDROMEesecesneesossossvacssssannansea303 115 11.2 12.5 * 11.7 10.8 12.6
DISEASES OF THE NERVOUS SYSTEM AND SENSE ORGANSessee e .320-389 5.0 5.4 4.7 3.2 5.6 5.5 5.2
DISEASES OF THE CENTRAL NERVOUS SYSTEMacewnose320-336,340~-349 10.5 11.3 9.7 6.9 8.2 11.0 14.2
CATARACT sevrcanossacaassanscnsananansnns 2.5 2.6 2.5 * 2.4 2.4 2.6
DISEASES OF THE EAR AND MASTOID PROCESSeseveceeseeass380-389 3.0 2.7 3.3 2.3 2.5 3.5 5.1
DISEASES OF THE CIRCULATORY SYSTEMucecsmeceovacensonoes390~459 9.1 8.8 9.4 6.3 6.5 8.1 10.1
ESSENTIAL HYPERTENSIONessoevesasanseascsscacecsnsessoanssdlOl 6.3 5.8 6.7 * 5.2 5.8 7.4
MEART DISEASE......391-392,0,363-398y402s40%s410=416,420-429 s 8.2 8.9 €5 6e4 7.7 9.4
ACUTE MYOCARCIAL INFARCTION.eeevscsoscossseavsnconaansedl0 10.9 10.8 11l.1 * 9.4 10.7 11.2
ATHERDSCLEROTIC HEART DISEASE. cvesscecacensassaactltad 8.4 7.6 94 * 4.7 6ol 9.5
CTHER ISCHEMIC HEART DISEASE cacveceveesdllmbl3 pblbel~414,9 649 6.5 To6 * 5.7 P 7.6
CONGESTIVE HEART FAILUREceeccass 9.7 Dty 9.9 * 5.9 9.3 9.9
CEREBROVASCULAR DISEASEcensenccscncssns 11.7 11.3 12.2 * 12.0 10.7 12.1
DISEASES OF THE RESPIRATORY SYSTEMesesssocecoacsssceosabb0=519 6.2 6.1 6.2 3.4 4.2 7.2 9.7
ACUTE RESPIRATORY INFECTIONS, EXCEPT INFLUENZA. . e 460-466 4.9 4.5 5.3 3.4 4el 6.4 B.6
CHRONIC CISEASE OF TONSILS AND ADENOIDSeccoessee cocenhll 1.8 1.8 1.9 1.7 2.0 * *
PNEUMONIA, ALL FORMS.eececcosscscsasesacans - 480-486 8.0 7.8 8.3 4.8 6.3 8.6 10.8
ASTHMAseoaasoassassnns ceeesa493 5.5 449 5.8 3.7 4e5 6.4 7.9
DISEASES OF THE DIGESTIVE SYSTEMuccecasossscsnassnse ass520=579 6.6 6.0 7.0 2.6 5.2 6.7 8.8
ULCERS OF THE STOMACH AND SMALL INTESTINEseeosas .531-534 7.7 1.4 7.9 . 5.3 6.9 9.7
GASTRITIS AND CUDDENITIScessceerccencsossceces eerees535 5.3 4.4 6.0 3.7 409 5.0 6.9
APPENDICITISesereooas 5.4 4.9 5.9 4.8 4e6 7.1 1.4
INGUINAL HERNIAveeeossanecnaononaces 4.l 4.0 406 1.7 3.8 4.2 5.6
NONINFECTIOUS ENTERITIS AND COLITISsoeoevsssseos 555— 5.1 5.0 5.3 3.6 5.0 5.7 7.3
CHOLEL ITHIASISccecenoacsscovsasvennsssanrsonaencssscsconnedlh 8.7 9.h 8.3 * 6. 8 8.1 10.9
DISEASES OF THE GENITOURINARY SYSTEMueescascanncnsnces«580-629 5.6 6.3 5.2 2.¢ 4.5 5.7 8.2
CALCULUS OF KIDNEY AND URETER eeve.e seenes592 4.5 4,2 5.2 * 3.5 5.0 6.6
DISCRDERS OF MENSTRUATION AND OTHER
ABNORMAL VAGINAL BLEEDINGuveseossssvoasonsvencsancssanssbd26 3.6 - 3.6 * 3.6 3.9 *
COMPLICATICNS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPER IUMcecsecaccoscscssonsnsvcssnvecseasll/ 630-676 . cee . *1.9 2.5 *
ABORTIONS AND ECTOPIC AND MOLAR PREGNANCIESscossosess630=639 2.0 ces 2.0 * 2.0 *
DISEASES OF THE SKIN AND SUBCUTANEOUS TISSUE..ccewenses680-709 8.1 7.8 8.4 3.9 65 8+4 11.9
DISEASES OF THE MUSCULOSKELETAL SYSTEM
AND CONNECTIVE TISSUEcsscasonsccacoces cesT10-T739 7.3 6.8 7.7 5.8 5.8 7.5 9.8
ARTHROPATHIES AND RELATED DISORDERS. ees710-719 8.3 7.0 9.1 5.9 4.7 9.2 11.2
INTERVERTEBRAL DISC DISORDERSecccsacsscoassssnscsesessass?22 8.2 7.2 9.4 . 7.6 8.5 9.9
CONGENTTAL ANOMALIESeescecsanrsoseassvssnoorancnsesseces 40=759 5.9 5.8 6.0 5.6 4.9 1.7 Bud
CERTAIN CONDITIONS ORIGINATING IN THE
PERINATAL PERIOCsnsacescscvcsancncssasscasasassccscceelC0~TT9  12.8 12.7 12.9 12. * . -
SYMPTOMS, SIGNS, AND ILL=DEFINED CONDITIONScacssoewssso«780-799 4.2 4.1 4.3 3.2 3.6 4ot 6.5
INJURY AND POISONING.vscocccorcsonsen 7.2 6.4 8.2 4.3 5.7 7.4 11.7
FRACTURES, ALL SITESscesaus . 10.2 8.9 11.5 5.3 8.1 9.1 14.5
FRACTURE OF NECK OF FEMURessvosousnns o osossossnononessB20 1840 18.7 17.8 . 24,7 16.6 17.9
SPRAINS ANC STRAINS OF BACK ( INCLUDING NECK)usseoesssB46=B4T 6.6 5.9 7.3 * 6.3 7.0 7.6
INTRACRANIAL INJURIES (EXCUDING THOSE WITH
SKULL FRACTURE)secocosnssroncsancasrsovassennssonsseeB850-854 5.5 5.3 5.9 2.9 5.5 7.8 9.0
LACERATIONS AND OPEN WOUNDSu.c.e.s srssascecessassBTO-904 4.5 4.3 5.1 3.6 4.3 5.0 6eT
SUPPLEMENTARY CLASSIFICATIONSavavcssvercsssccaneannsoss VOL-VE2 3.5 4.3 3.5 43 3.5 4.7 5.3
PERSONS ADMITTED FOR STERILIZATIONeecscosscncoonasannesV25.2 1.9 * 1.9 * 1.9 * *
FEMAL ES WITH DELIVERIESeecacascssvcossoveoancenvasenenseasV2T 3.6 3.6 3.0 3.6 . .

1/ FIRST~LISTED DYAGNOSIS FOR FEMALES WITH DELIVERIES IS CODED V27, SHOWN UNDER "SUPPLEMENTARY CLASSIFICATIONS.™



TABLE 7. NUMBER OF ALL-LISTED PROCEDURES FOR INPATIENTS DISCHARGED FROM SHORT-STAY HOSPITALS, BY PROCEDURE CATEGORY, SEX, AND AGE:
UNITED STATES, 1983
{DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBORN INFANTS. PROCEDURE GROUP INGS AND CODE NUMBER INCLUSIONS ARE BASED ON THE
INTERNAT ICNAL CLASSIFICATION OF DISEASES, 9TH REVISION, CLINICAL MODIFICATION)
SEX AGE
PROCEDURE CATEGORY AND 1CD-9~CM CODE
TOTAL MALE FEMALE UNDERR 15 15-44 45— 64 65 YEARS
YEARS YEAR S YEARS AND OVER
NUMBER OF ALL-LISTED PROCEDURES IN THOUSANDS
ALL PROCEDURESccsssenencescncesnccacnesnncccccnsascsassansunse 353939 13,993 219946 29293 15,214 85615 94816
OPERATIGNS ON THE NERVOUS SYSTEMeceovsccosoccvcsscccssseaas01-05 923 453 470 143 332 257 192
UPERATIONS ON THE ENDOCRINE SYSTEMscececencscecovacsvessal6-07 105 28 76 *5 41 36 22
OPERATIONS ON THE EYEuwoesenccscsscscevsscnssvensasnascnsnaa0B=1b 1,558 602 956 67 119 295 1:077
EXTRACTION OF LENSecoovoes cnsse - «13.1+13.6 630 227 403 *5 18 106 501
INSERT IDN OF PROSTHETIC LENS (PSEUDOPHAKOS). cesvenelde? 516 184 333 * *7 82 427
OPERATIONS ON THE EARecevesvoscsccccenscsscesccncasonneaslB=-20 372 206 166 220 83 43 27
MYRINGOTOMYacoovuececncescscosssrecncncnscsananssssnsnseslleD 187 108 79 169 10 *5 *
OPERATICNS ON THE NOSEs MOUTHy AND PHARYNXueses eeae2l-29 1,503 729 174 451 651 223 138
RHINDPLASTY AND REPAIR OF NOSEsecsassessconce ssesses2leB 263 125 138 13 188 46 15
TONSILLECTOMY WITH OR WITHOUT ADENOIDEC TOMYaeeeewes2B.2-2843 424 187 237 279 140 *5 *
OPERATIONS ON THE RESPIRATORY SYSTEMecesvocsccccsevasnees30-34 970 585 385 74 182 335 378
BRONCHOSCOPY eoscaccescarsascacncnse «233.21-33.23 229 137 91 17 34 76 102
OPERATIONS ON THE CARDIOVASCULAR SYSTEMeccecoovoosssvense35-39 1,908 1y 147 761 117 232 784 775
OPEN HEART SURGERYeweoososcvcocossvnceccssaanseasa35.1-35.51,
35.53-36.2+36099137410-37.11,37.32-37.33,37.5 278 194 82 18 21 148 88
DIRECT HEART REVASCULARIZATION:.cescocevencsacresseaanealdbol 191 145 46 * 11 112 67
CARDIAC CATHETERIZATIONeescnases veenssevee37.21-37.23 508 326 182 32 61 277 138
PACEMAKER INSERTION, REPLACEMENT, REMOVAL, REPAIR..37.7-37.8 189 95 95 - g 31 150
GPERATIONS ON THE HEMIC AND LYMPHATIC SYSTEMesesesocecesecedhO—4] 365 is1 185 23 as 106 151
OPERATICONS ON THE DIGESTIVE SYSTEMeaecssacresssccncseacseh2=-54 55847 25 506 34341 281 2,003 13596 14966
ESOPHAGOSCOPY AND GASTROSCOPY (NATURAL ODRIFICE)e«42.235%44.13 246 107 139 *9 52 Si 95
PARTIAL CASTRECTOMY AND RESECTION
OF INTESTINEcaossnassecacvoscccncovsncneed3.5-43.8965.6-45.8 248 114 134 *5 28 68 148
APPENDECTOMYy EXCLUDING INCIDENTALcecvsensonsccvenvssnesd?e0 282 147 135 75 165 28 15
HEMORRHO IDECTOMY sevenveeansnscccsncees ee49.43-49.46 134 16 59 - 64 50 21
CHOLECYSTECTOMY ... . eessva5le2 487 147 340 * 167 162 156
REPAIR COF INGUINAL HERNIAcceocoeose 53.0-53.1 510 456 54 81 134 155 140
DIVISION OF PERITONEAL ADHESIONScseccccscrsnssccseneecce54.5 298 38 260 * 180 58 57
OPERATICNS ON THE URINARY SYSTEMecasceccsccncocscncrsanes55-59 1,872 1,098 174 95 422 521 834
ENDOSCOPIES {NATURAL ORIFICE}.a55.21-55.22456.31357.32+58.22 800 532 268 31 135 222 411
DILATION OF URETHRAvecsassensaaasccscssssnsesssrvsvsosss58eb 163 a0 83 13 a7 43 70
OPERATIONS ON THE MALE GENITAL DRGANSscecesascscsncsss ooeb0—64 845 845 sae 126 121 178 410
PROSTATECTOMY econcnvencccesvcancccnes +60.2-60.6 357 357 e ace * 81 274
CIRCUMCISIONeccacunnvsccasneaccsenssccnnnasanccncacascasbed 91 91 .ee 53 19 12 *8
OPERATIONS ON THE FEMALE GENITAL ORGANSeeecvceoveascsveneeb5-71 3872 .ne 34872 10 2+ 534 688 240
OOPHORECTOMY AND SALP INGO-DOPHORECTOMYevceconsvocesb65.3-65.6 512 eoe 512 * 314 153 44
BILATERAL DESTRUCTION DR CCCLUSION
OF FALLCPIAN TUBES.eesesscescceacccsescsscnncocssnceeb6.2=66.3 568 voe 568 * 564 * -
HYSTERECTOMY v cveeccnvessnssancenncanensenca ceob8.3-68.7 672 oo 672 - 440 180 53
CURETTAGE OF UTERUS TO TERMINATE PREGNANCY.. «e69.01+69.51 95 cee 95 * S3 * B
DILATION AND CURETTAGE OF UTERUS
AFTER DEL IVERY OR ABORTION.ceccesecsvosencecsonsnveseebdd.02 281 een 281 * 281 * cee
DIAGNOSYIC DILATION AND CURETTAGE DF UTERUS.ees «e69.09 632 ess 632 * 421 166 &4
REPAIR OF CYSTOCELE AND RECTOCELEcsevccssrccescscesvocesalle5 150 o 150 - 58 56 as
OBSTETRICAL PROCEDURESeseecccccesaccccvcvscenccsccccnssasel2~T5 35914 ace 3¢914 Lo 3,902 * one
EPISIOTOMY WITh OR WITHOUT FORCEPS
OR VACUUM EXTRACTIONcecaccecceee 72019726214 7231072.T71473.6 14943 ess 1,943 *6 19637 * eve
CESAREAN SECTION.ccceevecovovecnncnoscosTh4e O-T4he2:7he4474.99 808 esn 808 * 805 * oo
REPAIR OF CURRENT OBSTETR IC LACERATIONsesesceonosea?5.5~T5.6 479 s 419 - 418 - cws
OPERAT IONS ON THE MUSCULOSKELETAL SYSTEMeceasescsscoveses 76=84 3+762 1,826 1,936 249 1,719 964 830
OPEN REDUCTION OF FRACTURE T6.72
T6eT4rT6a 1T T T60799T79.2-7943 379.5-79.6 423 218 205 30 1sC 70 133
OTHER RECUCTION OF
FRACTURE  cevn o eTbeT0-764T 1976 T3,76.75:76.78979.0~79.1479.% 237 139 97 70 as 36 42
EXCISION OR DESTRUCTION OF INTERVERTEBRAL DISC
AND SPINAL FUSION.ecoescarvosecsnvcovecs «+80.5+81.0 258 142 116 *5 143 89 21
EXCISION OF SEMILUNAR CARTILAGE DF KNEE. esesveveeeBl.6 147 97 5C * Sl ar 15
ARTHROPLASTY AND REPLACEMENT OF KNEEeeoe eeBl.41-Bl.47 147 19 68 * T4 29 ‘41
ARTHROPLASTY AND REPLACEMENT OF HIPecescevansccoses8la5-81.6 159 51 108 - *7 34 118
OPERATIONS ON THE INTEGUMENTARY SYSTEM «85-86 1,830 709 1,122 121 140 559 4l0
MASTECTOMY eecvvocavesceorncsasnccncoe wseseaB5.l 116 *6 110 * 17 54 L)
SKIN GRAFT {EXCEPT LIP OR MOUTH)eeevecsaccecaneseceBba6-BbT 154 88 66 18 55 42 40
MISCELLANEQUS DIAGNOSTIC AND THERAPEUTIC PROCEDURES.<e<«esB7-9% 69292 3,077 3,215 202 1e5S7 24027 2 4366
COMPUTERTZED AXIAL TOMOGRAPHY..B87.03y87.41,87.71,88,01,88.38 871 431 440 46 212 240 3713
PYELOGRAMeassececcsssoscsccnoneccnenccscsssssnsseBie 73-87.75 453 251 202 18 145 137 153
ARTER IOGRAPHY AND ANGIOCARDIDGRAPHY
USING CONTRAST MATERIALucscceascccesnosnnveracnssenB8.4=88.5 825 508 317 16 104 389 316
DIAGNOST IC ULTRASOUND eees ceesencae8B.7 695 264 431 31 225 189 249
RADIOISOTOPE SCANuceesesccnccascsscccosvssoncenroncssd2 0~92.1 685 319 367 14 115 230 322
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TABLE 8. RATE OF ALL-LISTED PROCEDURES FOR INPATIENTS DISCHARGED FROM SHORT-STAY HOSPITALS, BY PROCEDURE CATEGORY, SEX, AND AGE:

UNITED STATES, 1983

(DISCHARGES FROM NONFEDERAL HOSPITALS. EXCLUDES NEWBORN INFANTS.

INTERNATIONAL CLASSIFICATION OF DISEASES, 9TH REVISION, CLINICAL MODIFICATION)

PROCEDURE GROUPINGS AND CODE NUMBER INCLUSIONS ARE BASED ON THE

SEX AGE
PROCEDURE CATEGORY AND 1CD~9-CM CODE
TOTAL MALE FEMALE UNDER 15 15-44 45-64 65 YEARS
YEARS YEARS YEARS AND OVER
RATE OF ALL-LISTED PROCEDURES PER 100,000 POPULATION
ALL PROCEDURES+scecsconscencccncscscrsscsconcrsscnasnscanascanse L5,471.8 12+474.5 184271.1 41445.7 13,5B4.4 194351.1 35,846.6
OPERATICNS ON THE NERVOUS SYSTEMeceescecscsacecsvencesnsesll—05 397.5 404.1 391.4 276.3 305.0 577.7 700.4
OPERATIONS ON THE ENLCOCRINE SYSTEMucecscvcccssscassceeass06-07 45.1 25.3 63.5 *10.1 37.9 80.9 81.3
OPERATIONS ON THE EYEwooewuosnasnnncsscesoascersasssosane08~16 670.9 537.1 795.8 129.5 109.4 663.7 3993344
EXTRACTION OF LENS.cscoccvevssncsassansoncesscnncaalldel-l3.6 271.1 202.2 335.5 *5,. 8 16.6 238.4 14B27.9
INSERTION OF PROSTHETIC LENS (PSEUDOPHAKOS}eeevewscvaneal3a? 222.3 163.7 277.1 * *6. 8 183.3 1+560.5
OPERATIONS ON THE EAR... cceese essvcsecrsernsccceal8=20 160.2 184.1 138.0 425.7 167 95.7 96.8
MYRINGOTOMY.veenocsnoracansenes cassccssssesccssceneslleD 80.6 96 .3 65.8 326.7 .5 *11.0 *
OPERATIONS ON THE NOSE, MOUTH, AND PHARYNXecencoonaseeese2l=29 646.9 649.9 b44a.1 874.9 634.7 500.4 504.0
RHINOPLASTY AND REPAIR OF NOSEeceoececonsen sssesessslla8 113.1 1114 114.8 25.2 173.1 104.3 55.0
TONSILLECTOMY WITH DR WITHOUT ADENOIDECTOMYeeoeseeo28.2-28.3 182.7 167.1 197.3 541.2 128.3 *10.9 *
OPERATIDONS ON THE RESPIRATORY SYSTEMescvvernceccnconsenss30-34 417 .5 521.5 320.4 142.7 167.6 753.5 1438L.7
BRONCHOSCOPYeesoncnsescassecacervcscccarossancsanseld3a21~33,23 98.5 122.5 76.0 33.6 31.5 169.7 370.8
OPERATIONS ON THE CARDIOVASCULAR SYSTEMavauescoacnecasess35-39 821.3 1,022.4 633.5 227.0 212.9 1,760.7 2+830.6
OPEN HEART SURGERYaeecvsosrcaccscccsnasne «35.1-35.51,
35.53-36.2¢36.5+437.10-37.11+37.32-37.33,37.5 11B.6 172.7 68.0 35.3 19. 4 332.2 322.1
DIRECT HEART REVASCULAR IZATIONssscccvesocescevenscaoncaldbal 82.4 129.3 38.5 * 9.7 252.3 246.3
CARDI AC CATHETERIZATION.ovceccerecsranccasecsnoea3d?.21-37.23 218.8 290.4 151.8 62.4 55.7 622.9 504.2
PACEMAKER INSERTION, REPLACEMENT, REMOVAL .+ REPAIR..37.7-37.8 8l.5 84.3 78.9 - *8.0 69.1 547.6
OPERATIONS ON THE HEMIC AND LYMPHATIC SYSTEMeeecavesossasd0-4l 157.3 1610 153.% 44.0 78.5 238.2 552.4
OPERATIONS ON THE DIGESTIVE SYSTEMuevecccacscssccssccoaeed2-54 245170 29233.9 297815 545.,0 1s841.2 34585.7 7+179.8
ESOPHAGOSCOPY AND GASTROSCOPY (NATURAL ORIFICE).e42.23,44.13 106 .0 95.2 116.1 *17.7 47.6 203.5 345.7
PARY IAL GASTRECTOMY AND RESECTION
OF INTESTINEs cesccanercencasscees ee%3.5-43,.8945.6-45.8 106.9 102.0 11l.4 *8.9 25,5 153.4 539.4
APPENDECTOMYy EXCLUDING INCIDENTA ceceresssnnsdTLd 121.4 131.5 112.0 l44. 151. 4 62.5 54.1
HEMORRHOIDECTOMY e secesccsccnsennss eneees9.43-49.46 57 .8 6745 48.8 - 58.8 111.5 75.6
CHOLECYSTECTOMYseeveanoese 209 .6 131.0 283.0 * 153.8 364.1 570.1
REPAIR OF INGUINAL HERNIA.ceceecos 219.5 406.7 4446 156 4 123.4 348.5 51045
DIVISION OF PERITONEAL ADHESIONS.evvccccvverrenscnasanee54.5 128.2 33.5 216.6 * 165.1 130.8 207.1
CPERATIONS ON THE URINARY SYSTEMeacecssocssccvescacnanssas’5-59 806.0 979.1 644 o4 182, 388.3 1+170C.7 3404640
ENDOS COPIES (NATURAL ORIFICE) «455.21-55.22+56431+57.32+58.22 344.2 47441 223.0 €0.2 123.9 499.7 1,501.9
DILATION DOF URETHRAcevsencoencrsesnsonsosnsasccersessvenedBad 70 .4 Tl.6 69.2 25.3 34.3 966 255.9
OPERATIONS ON THE MALE GENITAL ORGANSececacevcccsvsocseesab0-64 363.8 753 .4 con 244.7 120.2 400.6 14496.%4
«60.2-60.6 153.6 318.1 cen cae * 183.0 999.1
CIRCUMCISIDN . vcoevsenvsnracssasnccsononsncncsvrvesennsencbded 39.3 8l.5 cee 102.4 17.4 26.0 $29.2
OPERATIONS ON THE FEMALE GENITAL ORGANSceseucacosesssevesb5-Tl 1,666.9 aee 34223.6 19.8 2¢657.0 1+545.0 875.7
OOPHORECTOMY AND SALPINGO-00PHORECTOMY:eecenseosenseb65.3-6545 220 .5 cee 42604 * 288.7 343.4 16045
BILATERAL DESTRUCTION OR CCCLUSION
OF FALLCPIAN TUBES. eererbbe2-66.3 244 .4 “ee 472.7 * 518.6 * -
HYSTERECTOMY ceeennscasrnscncnnnccconnsoonsa seeseb8.3-68.7 289 .4 “ew 559.7 - 40441 404.0 192.7
CURETTAGE OF UTERUS TO TERMINATE PREGNANCY.aeeses69.0169.51 41 .0 o 79.3 * 85. 8 * “oe
DILATION ANC CURETTAGE OF UTERUS
AFTER CEL IVERY OR ABORTIONuesworacovenvessscrsvconnnseb9.02 121.0 ces 23440 * 257.9 * com
DIAGNOSTIC DILATION AND CURETTAGE OF UTERUS «:69.09 272.1 coe 526.3 * 387.2 372.7 l6l.l
REPAIR OF CYSTOCELE AND RECTOCELE aeucocwsscsns eeeT0.5 64.5 cae 124.8 - 53.5 126.5 129.5
OBSTETRICAL PROCEDURESceceasvscnsevcancncsscscscroncvensoesl2~75 1,y685.1 aee 3+258.7 19.6 31586, 5 * cee
EPISICTOMY WITH OR WITHOUT FORCEPS
OR VACUUM EXTRACTION.. enenees2s1972.21472431,72.71,73.6 836.5 cse 1:617.8 *11.6 1,780.1 * e
CESAREAN SECTION.voeccrnevvsnvacacsvennalde0-T4.20T40%974.99 347 .6 sae 672.3 * T40. 4 * oo
REPAIR OF CURRENT OBSTETRIC LACERATION.cevecreesses?5.5-75.6 206.3 cae 399.0 * 438.9 - cae
OPERAT JONS ON THE MUSCULOSKELETAL SYSTEMeacaessveoceasaeeal6-84 1,4619.5 1,628.3 1r61l1le4 483. 4% 14579.9 2+165.3 34029.7
OPEN REDUCTION OF FRACTURE T6.72y
T6.74+076.76-T€aT1y 764791 79.2-79.3979.5-79.6 182.1 194.1 170.8 58.4 174.6 157.7 48442
OTHER RECUCTION OF
FRACTURE e eeaeaeT6eT0-T60T1sT60T3976.T75,T76.78,79.0~79.1,79.4 101.9 124.3 80.9 135.2 8i.6 8l.0 153.7
EXCIS ION OR DESTRUCTION OF INTERVERTEBRAL DISC
ANO SPINAL FUSIONeeeesercncenscccasssacsscssccanesB0.5,81.0 111.1 126.7 9645 *10.1 131.5 199.3 T6.8
EXCISION OF SEMILUNAR CARTILAGE OF XNEE. ceseseaB0.b 63.4 86.5 4l.7 * 84.0 83.9 54.9
ARTHROPLASTY AND REPLACEMENT OF KNEE.. 81.41-81.47 63.2 70.0 5649 * 68. 4 65,2 149.0
ARTHROPL ASTY ANL REPLACEMENT OF HIPcceesecacensasece8le5-8leb 68 o4 45.8 89.6 - *6, 7 7645 429.3
OPERATIONS ON THE INTEGUMENTARY SYSTEMeecceancsvscecceses85-86 788.0 631.6 934.0 234.5 680.2 1+255.7 1+498.5
seeseal5el 50.0 *5 .4 91.7 * 15.6 120.5 162.5
SKIN GRAFT (EXCEPT LIP OR MOUTH)eoscocesnonransssessB6.6-8647 66.3 78.6 54.8 35.0 50.1 93.8 l44.7
MISCELLANECUS DIAGNOSTIC AND THERAPEUTIC PROCEDURESees+0«B87-99 2,708.7 2978280 2¢67649 585.3 1,468.3 4955243 89639.7
COMPUTERIZED AXIAL TOMOGRAPHY..87.03+87.41,87.71,88.01+88.38 374 .8 384.2 36641 88.4 195.3 538.1 1,362.2
PYELOGRAMucesososecasacscncssscvsancrascsnsccnaneBaT?3~87.75 195.0 223 .4 168.6 34.2 133.3 307.7 560.0
ART ER ICGRAPHY ANC ANCIOCARDIOGRAPHY
USING CONTRAST MATERIAL.... voes csveseBB.4~-BELS 355.2 453.0 263.9 3l.3 $5.8 B74.2 1el52.4
DIAGNOSTIC ULTRASOUND. . aeeseneBBeT 299 .0 235.0 358.8 60.9 206.9 424.8 909.0
RADIOISOTOPE SCAN.ccesceonorcrarsaceracssasassconasd2.0~92.1 295.0 284.0 305.2 28.0 109.2 516.1 1917645
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Technical notes

Source of data

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

The universe of the survey consisted of 6,965 short-stay
hospitals contained in the 1963 Master Facility Inventory of
Hospitals and Institutions. New hospitals were sampled for in-
clusion in the survey in 1972, 1975, 1977, 1979, 1981, and
1983. In all, 553 hospitals were sampled in 1983. Of these hos-
pitals, 78 refused to participate, and 57 were out of scope. The
418 participating hospitals provided approximately 206,000
abstracts of medical records.

Sample design

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

Sample discharges were selected within the hospitals using
the daily listing sheet of discharges as the sampling frame.
These discharges were selected by a random technique, usually
on the basis of the terminal digit or digits of the patient’s med-
ical record number, a number assigned when the patient was
admitted to the hospital. The within-hospital sampling ratio for
selecting sample discharges varied inversely with the probabil-
ity of selection of the hospital.

Data collection and estimation

The sample selection and the transcription of information
from the hospital records for abstract forms were performed by
the hospital staff or by representatives of the National Center
for Health Statistics or by both. The data were abstracted from
the face sheets of the medical records. All discharge diagnoses
and procedures were listed on the abstract in the order of the
principal one, or the first-listed one if the principal one was not
identified, followed by the order in which all other diagnoses or
procedures were entered on the face sheet of the medical record.

Statistics produced by the NHDS are derived by a complex
estimating procedure. The basic unit of estimation is the sample
inpatient discharge abstract. The estimating procedure used to
produce essentially unbiased national estimates in the NHDS
has three principal components: inflation by reciprocals of the
probabilities of sample selection, adjustment for nonresponse,

and ratio adjustment to fixed totals. These components of esti-
mation are described in appendix I of two earlier publications.*>

Sampling errors and rounding of numbers

The standard error is a measure of the sampling variability
that occurs by chance because only a sample, rather than an
entire universe, is surveyed. The relative standard error of the
estimate is obtained by dividing the standard error by the esti-
mate itself and is expressed as a percent of the estimate. Rela-
tive standard errors for discharges and first-listed diagnoses are
shown in table I, relative standard errors for days of care are
shown in table II, and relative standard errors for procedures
are shown in table III.

Table I. Approximate relative standard errors of astimated numbers
of discharges, first-listed diagnosis, and all-listed diagnoses, by
selected patient and hospital characteristics: United States, 1983

Ownership of hospital

Proprietary
or State
and local All other
Size of estimate government  Nonprofit  characteristics

Relative standard error

5000 .............. 29.6 15.7 156.1
10,000.............. 25.3 14.1 12.6
50000.............. 18.3 114 8.8
100,000............. 16.2 10.5 7.7
300000............. 13.7 9.4 6.4
500,000............. 12.7 8.9 5.9
1,000,000 ........... 11.6 84 5.3
3,000,000 ........... 11.2 78 4.6
5,000,000 ........... 9.7 7.5 4.3
10,000,000 .......... 9.1 7.2 4.0
20,000,000 .......... 8.6 6.9 3.8
30,000,000 .......... 8.3 6.8 3.6
40,000,000 .......... 8.1 6.7 3.5

Table Il. Approximate relative standard errors of estimated numbers
of days of care by selected patient and hospital characteristics:
United States, 1983

Proprietary All other
Size of estimate hospitals characteristics
10,000 . .....ciiniiiinenns 36.6 24.8
30000 ... enriiriinnnnn 29.1 18.8
50000 .. . cieeeriaans.n 26.2 16.6
100,000 .. ... ivnenarnunn 23.0 14.1
300000.......00evvnnennn. 18.8 10.9
§00,000.......cvvvuvnnns .. 17.2 9.8
1,000000 ......ccvvvnnvnnn 15.4 8.4
3000000 .......cccnvhunnn 13.0 6.8
5000000 .........c00eunn 12.1 6.1
10,000,000 ..........ccnnnn 11.0 5.4
50,000,000 ..........cunn 9.1 4.1
100,000,000.........00v.. 8.4 3.7
200,000,000 ........ 0.ttt 7.8 3.3

NOTE: A list of references follows the text.
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Table I{l. Approximate relative standard errors of estimated numbers
of all-listed procedures: United States, 1983

Relative

standard
Size of estimate arror
[0 o Lo R R R 15.9
10,000, ittt i ieineessasneranssonssaneonn 13.7
25,000 .. . ittt s st 11.5
[T X0 Lo Lo 1 R 10.2
0 0 Lo o N 9.2
BO0000. ..ttt ittt 7.4
1,000,000 ... .0 ieeeeeerincaninneneacsosasanssans 6.8
3,000,000 ... iiueeerecscanernnnansssssencsanns 6.1
5,000,000 ... 0 0eenerrincnnonnnaanassesaasannns 5.8
10,000,000 . ... 000 iieicaennnsernnnnsnascanssses 5.4
18,000,000, .. .0ttt iiannnssionnsrnnsanansoes 5.2
20,000,000 ... c0eiriieittresnnnncsasetcnnncnns 5.1
25,000,000 ... cieieiiiiiiinraraaar st 5.0

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

Tests of significance

In this report, the determination of statistical inference is
based on the two-tailed Bonferroni test for multiple comparisons.
Terms relating to differences such as “higher” and “less” indi-
cate that the differences are statistically significant. Terms such
as “similar” or “no difference” mean that no statistically sig-
nificant difference exists between the estimates being compared.
A lack of comment on the difference between any two estimates
does not mean that the difference was tested and found to be
not significant.

Definition of terms

Hospitals and hospital characteristics

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

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

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

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

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

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

Terms relating to hospitalization

Patient—A person who is formally admitted to the in-
patient service of a short-stay hospital for observation, care,
diagnosis, or treatment. In this report the number of patients
refers to the number of discharges during the year including
any multiple discharges of the same individual from one or
more short-stay hospitals. Infants admitted on the day of birth,
directly or by transfer from another medical facility, with or
without mention of disease, disorder, or immaturity, are in-
cluded. All newborn infants, defined as those admitted by birth
to the hospital, are excluded from this report. The terms “pa-
tient” and “‘inpatient” are used synonymously.

Discharge—The formal release of a patient by a hospital;
that is, the termination of a period of hospitalization by death
or by disposition to place of residence, nursing home, or another
hospital. The terms “discharges” and “patients discharged”
are used synonymously.

Discharge rate—The ratio of the number of hospital dis-
charges during a year to the number of persons in the civilian
population on July 1 of that year.

Days of care—The total number of patient days accumu-
lated at time of discharge by patients discharged from short-
stay hospitals during a year. A stay of less than 1 day (patient
admission and discharge on the same day) is counted as 1 day
in the summation of total days of care. For patients admitted
and discharged on different days, the number of days of care is
computed by counting all days from (and including) the date of
admission to (but not including) the date of discharge.

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

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

Terms relating to diagnoses

Discharge diagnoses—One or more diseases or injuries
(or some factor that influences health status and contact with
health services which is not itself a current illness or injury)
listed by the attending physician or the medical record of a
patient. In the NHDS all discharge (or final) diagnoses listed
on the face sheet (summary sheet) of the medical record for
patients discharged from the inpatient service of short-stay
hospitals are transcribed in the order listed. Each sample dis-
charge is assigned a maximum of seven five-digit codes accord-
ing to ICD-9-CM.3 The number of principal or first-listed
diagnoses is equivalent to the number of discharges.

Principal diagnosis—The condition established after study
to be chiefly responsible for occasioning the admission of the
patient to the hospital for care.

First-listed diagnosis—The coded diagnosis identified as
the principal diagnosis or listed first on the face sheet of the

NOTE: A list of references follows the text.
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medical record if the principal diagnosis cannot be identified.
The number of first-listed diagnoses is equivalent to the number
of discharges.

Procedure—One or more surgical or nonsurgical opera-
tions, procedures, or special treatments assigned by the phy-
sician to patients discharged from the inpatient service of short-
stay hospitals. In the NHDS all terms listed on the face sheet
(summary sheet) of the medical record under the captions
“operation,” *““operative procedures,” “operations and/or spe-
cial treatment,” and the like are transcribed in the order listed.
A maximum of four procedures are coded.

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

Demographic terms

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

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

Region States included
Northeast...... Maine, New Hampshire, Vermont, Massa-
chusetts, Rhode Isiand, Connecticut, New
York, New Jersey, and Pennsylvania
Michigan, Ohio, Hlinois, Indiana, Wis-
consin, Minnesota, lowa, Missouri, North
Dakota, South Dakota, Nebraska, and
Kansas
Delaware, Maryland, District of Columbia,
Virginia. West Virginia, North Carolina,
South Carotina, Georgia, Florida, Ken-
tucky, Tennessee, Alabama, Mississippi,
Arkansas, Louisiana, Oklahoma, and Texas
Montana, Idaho, Wyoming, Colorado, New
Mexico, Arizona, Utah, Nevada, Wash-
ington, Oregon, California, Hawaii, and
Alaska

North Central. ..
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Use of Contraception in the United States, 1982

by Christine A. Bachrach, Ph.D., and William D. Mosher, Ph.D., Division of Vital Statistics

During the period 1973-82, use of sterilization as a con-
traceptive method increased and use of the oral contraceptive
pill declined among wives in the childbearing ages (15-44
years). By 1982, sterilization had become the leading method
of contraception for ever married women. The method most
commonly used by never married women in 1982 was the pill.
These findings are based on preliminary data from the National
Survey of Family Growth, Cycle III.

The National Survey of Family Growth is conducted
periodically by the National Center for Health Statistics on
topics related to childbearing, family planning, and related
aspects of maternal and child health. Most of the statistics in
this report are based on Cycle III of this survey, which included
interviews with a sample of 7,969 women 15-44 years of age
in the noninstitutional population of the conterminous United
States in 1982. Survey design and sampling variability are dis-
cussed further in the Technical notes.

Data on the contraceptive status of all women of child-
bearing age, regardless of marital status, are presented for the
first time in this report. Statistics for married women update
those presented in reports based on previous cycles of the
National Survey of Family Growth.!-3

All women

In 1982, about 54 percent of American women 15-44
years of age were using some method of contraception: 18 per-
cent were using contraceptive sterilization and 37 percent, other
methods (table 1). Some women were not using contraception
because they were not exposed to the risk of unintended preg-
nancy: 9 percent were sterile for noncontraceptive reasons
(8 percent surgically sterile and 2 percent nonsurgically sterile),
5 percent were pregnant or had been pregnant within 2 months
of the interview (post partum), 4 percent were trying to become
pregnant, 14 percent had never had sexual intercourse, and
6 percent had not had intercourse in the 3 months before the

interview. Another 7 percent were exposed to the risk of unin-
tended pregnancy but were not using contraception for other
reasons, such as indifference to the possibility of pregnancy, or
health or religious concerns. This last group also included some
women who had had sexual intercourse within 3 months of the
interview but reported that they were not currently having in-
tercourse. Such women are considered exposed to the risk of
unintended pregnancy in order to include in the exposed popu-
lation women with intermittent patterns of sexual intercourse. Of
women who were at risk of an unintended pregnancy—those
who had had sexual intercourse during the 3 months prior to
interview and were not pregnant, post partum, seeking preg-
nancy, or nonsurgically or noncontraceptively sterile—88 per-
cent were using a method of contraception and 12 percent were
not (calculated from table 1).

The most widely used method of contraception in 1982
was sterilization (either male or female), used by 18 percent of
women, followed in order of popularity by the pill (16 percent),
condom (7 percent), diaphragm (5 percent), and IUD (4 per-
cent). About 2 percent of women used some form of periodic
abstinence: rhythm by calendar, temperature methods, or natural
family planning. Each of several other methods, such as with-
drawal, douche, foam, and suppositories were used by about
1 percent or less of women.

Black women were less likely than white women to be
using some method of contraception (51 percent compared
with 55 percent, including sterilization), and more likely to be
having intercourse in the 3 rmonths before the interview but not
using a method (13 percent compared with 6 percent). Female
contraceptive sterilization was more common among black
than white women (14 percent compared with 12 percent),
while male contraceptive sterilization was more commonly
relied upon by white women. Use of male or female steriliza-
tion as a contraceptive method was higher for white women
(18 percent) than for black women (15 percent). A higher pro-
portion of black women (20 percent) than white women
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Public Health Service
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Table 1.
United States, 1982

Number of women 15—44 years of age and percent distribution by current contraceptive status and method, according to age and race:

[Pretiminary data based on a sample of the household population of the conterminous United States. See Technical notes for estimates of sampling vanabiiity and

definitions of terms]

15-44 years 15-28 years 30-44 years
All Al Al
Contraceptive status and method races’ White Black races’ White Black races’ White Black
Number in thousands
AllWOmEN ... i e 54,099 45,367 6,985 30,413 25,239 4,223 23,686 20,128 2,762
Percent distribution
TOtal . ot e e 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
St . e e e 27.3 27.8 23.7 8.0 7.7 9.5 52.0 52.9 45.4
Surgically sterile ... ... ... o 25.7 26.2 22.3 7.1 6.8 8.8 49.7 50.58 42.9
Contraceptively sterile. . ......... ..., 17.8 18.4 15.0 5.6 5.4 7.0 33.6 34.6 27.1
Female ... i e 12.0 11.6 14.2 3.7 3.1 6.6 22.6 22.3 25.8
Male . ... e e 5.9 6.7 *0.7 2.0 2.3 *0.4 11.0 12.4 *1.3
Noncontraceptively sterile .. ................. 7.9 7.8 7.3 1.5 1.4 1.8 16.1 15.9 16.7
Female .. ... ... i e 7.4 7.3 7.3 1.4 1.3 1.8 15.0 14.8 15.7
Male . .. e e 0.5 *0.5 0.0 *0.1 *0.1 - 1.0 *1.1 0.0
Nonsurgicatly sterile .. .......cooveennvinann. 1.5 1.6 *1.4 0.9 *1.0 *0.7 2.3 2.4 *2.5
Pregnant, post Partum. . ... ..vr i e eneerinennans 5.0 4.9 5.6 6.9 6.6 8.3 2.4 2.6 *1.4
Seeking Pregnancy .. ..vv et e 4.2 4.0 5.4 4.6 4.6 4.6 3.7 3.3 6.5
Other nonUSErS ... ..uvit o nenanerneennenns 27.0 26.3 29.6 37.3 37.1 36.0 13.7 12.7 19.9
Never had intercourse . . ....ooouivvnneennnnnn. 13.7 13.9 10.3 22.7 234 16.6 2.0 2.0 *0.8
No intercourse inlast3months. .. .............. 6.0 6.0 5.9 6.2 6.3 5.6 5.7 5.6 6.4
Intercourse inlast 3months. . . ................. 7.3 6.4 13.4 8.4 7.4 13.9 6.0 5.0 12.6
Nonsurgical cCoONtraceptors . ... oo v e envaennnn. 36.6 37.1 35.7 43.2 43.9 415 28.1 28.5 26.7
g 1N 15.5 15.1 19.8 23.3 22.9 27.8 5.6 5.3 7.7
1 o 3.9 3.8 4.7 3.1 2.9 4.1 5.0 5.0 5.7
Diaphragm .. .....coii it ii it 4.5 5.0 1.8 5.2 5.9 *1.2 3.6 3.9 2.8
[0 ¥ T= To T 1 6.7 7.2 3.2 6.1 6.5 3.5 7.5 8.0 2.8
FOBM. o ittt et e e 1.3 1.4 1.4 1.0 1.1 *0.8 1.7 1.7 *2.2
Pertodic abstinence. . ..o ieenenenen s, 2.2 2.2 1.6 1.8 1.9 *1.5 2.6 2.7 *1.8
Natural family planning . . .......... ... ...... 0.3 ‘0.4 *0.1 *0.3 *0.3 *0.1 *0.4 *0.4 *0.3
Withdrawal. ... ... .. i it e e e 1.1 1.2 *0.7 1.4 1.6 *0.7 *0.6 *0.7 *0.7
Douche. ... . . i e e *0.1 0.0 *0.7 *0.1 - *0.6 *0.1 0.0 *0.9
[ 142 -7 1.3 1.2 1.7 1.2 1.3 *1.4 1.3 1.2 *2.2
SUPPOSITOIIES . o vt e iee et teeeeerenerunns 0.7 0.6 *1.0 *0.5 0.4 *1.0 *0.9 *0.9 *1.1

"Includes white, black, and other races.

(15 percent) used the oral contraceptive pill. By contrast, white
women were more likely than black women to rely on the dia-
phragm (5 percent compared with 2 percent) and condom
(7 percent compared with 3 percent). Differences by race in
use of the pill and diaphragm were significant among women
aged 15-29, but not among older women.

A smaller proportion of women 15-29 years of age com-
pared with women 30-44 years of age was using a method of
contraception (49 compared with 62 percent, including sterili-
zation). This difference occurs because of substantial differ-
ences in the proportions of younger and older women who had
never had sexual intercourse (23 and 2 percent, respectively),
or were pregnant, post partum, or seeking pregnancy (12 and
6 percent); and despite the fact that younger women are less
likely than older women to be nonusers because they are sterile
for noncontraceptive reasons (2 and 18 percent, respectively).
To some extent, the lower proportion of younger than older
women using a method also reflects the greater predominance
of unmarried women among younger women; as discussed in a
later section, unmarried women are more likely than currently
married women to be having intercourse but not using a method.

Use of contraceptive sterilization and oral contraceptives

differed markedly by age. About 23 percent of women 15-29
years of age were using the pill, compared with less than
6 percent of women aged 30-44. By contrast, less than 6 per-
cent of women aged 15-29, compared with about 34 percent of
women aged 3044, used sterilization as a method of contra-
ception. These differences in method choices probably reflect a
number of factors, including the greater probability that older
women had completed their families and were able to choose
permanent methods of contraception, and concerns about the
health effects of pill use among older women.*

Trends among currently married women

Table 2 presents data on the contraceptive status and
method choices of currently married women for the years 1973,
1976, and 1982. This table focuses on currently married women
because never married women were not fully represented in the
surveys conducted in 1973 and 1976 (see Technical notes).
“QOther nonusers”’—women who were not using contraception
for reasons other than pregnancy or noncontraceptive sterility—
are not differentiated in table 2 by whether they ever or recently
had sexual intercourse, because data are not available for the
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Table 2. Number of currently married women 15-44 years of age and percent distribution by current contraceptive status and method, according

to race: United States, 1973, 1976, and 1982

[Statistics are based on samples of the household population of the conterminous United States. See Technical notes for estimates of sampling varniability and definitions

of terms. Data for 1982 are preliminary]

All races’ White Black
Contraceptive status and method 7982 19762 19732 7982 19762 19732 1982 79762 19732
Number in thousands
All currently marriedwomen . ........... ... 28,231 27,488 26,646 25,195 24,795 24,248 2,130 2,169 2,081
Percent distribution
10 - 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Sterile . ... e s, 40.9 30.0 23.9 41.1 30.7 24.0 37.8 244 22.7
Surgically sterile. . ... ..o e 38.9 28.2 22.9 38.9 29.0 23.2 36.3 21.6 20.8
Contraceptively stenle..........ovvienan., 27.9 18.6 16.4 28.2 19.3 16.5 23.2 12.7 14.6
Female .....coirrir it 17.4 9.5 8.6 17.0 9.6 8.2 21.0 10.9 13.6
Male .ottt e et e 10.4 9.0 7.8 11.2 9.7 8.4 2.2 *1.7 1.0
Noncontraceptively sterile. .. .......cocvvinn, 11.1 9.7 6.5 10.7 9.7 6.6 13.2 9.0 6.2
Female ...ttt it 10.1 8.9 6.3 9.8 8.9 8.3 13.1 8.7 6.1
Male ... i it it it e *1.0 0.7 0.2 *1.0 0.8 0.3 *0.1 - *0.1
Nonsurgically sterile . ......... ... o, *2.0 1.7 0.9 *2.1 1.7 0.8 *1.4 2.7 1.9
Pregnant, post parntum . .. ..o iiininanenia e, 7.2 6.8 7.3 7.2 6.8 7.4 6.1 6.8 6.8
Seeking Pregnancy . ...ouver i et 6.7 6.5 7.0 6.6 5.9 6.8 8.5 9.6 7.1
Other NONUSEIS. « ot v it csnanannancnnsssvnns 5.0 7.6 8.7 4.5 7.1 7.8 9.8 13.3 17.9
Nonsurgical contraceptors. ... ovvveveenieennnnnn 40.1 49.2 53.2 40.6 49.5 54.0 37.8 45.9 454
1 13.5 225 25.1 13.4 22.6 25.1 15.6 22.2 26.3
18 o 4.8 6.3 6.7 4.8 6.3 6.6 5.9 6.2 7.6
Diaphragm ...ttt e it 4.5 2.9 2.4 4.7 3.0 2.5 3.3 1.8 1.2
{020 T 2T T T T 9.8 7.3 9.4 10.2 7.5 9.9 4.3 4.6 3.2
|20 1. TP 2.0 3.0 3.5 2.0 2.9 3.5 *2.41 3.8 3.0
Periodic abstinence . .....ocviiineannneaneaann. 3.2 3.4 2.8 3.3 3.5 29 *2.4 *1.4 *0.8
Withdrawal . .. ... cv et i *1.2 2.0 1.5 *1.2 21 1.6 *0.1 1.8 *0.4
DOUCHE . ot ittt ii et e *0.1 0.7 0.6 0.0 0.6 0.5 *1.0 2.7 1.8
[ < 1= *1.0 1.0 1.3 *0.9 1.0 1.4 *2.1 *1.4 1.0

lincludes white, black, and other races.
2includes unmarried women lwing with a partner.

previous cycles, and, in 1982, virtually all currently married
women had had intercourse within the last 3 months.

During the period 1973-82, the proportion of currently
married women who were other nonusers declined from about
9 percent in 1973 to 5 percent in 1982. The proportions preg-
nant or post partum, or seeking pregnancy did not change sig-
nificantly over the decade, while the proportion surgically sterile
for noncontraceptive reasons increased. The percent of all wives
using a method (including sterilization) remained about the
same. However, among wives at risk of an unintended preg-
nancy (excluding those who were pregnant or post partum,
seeking pregnancy, or nonsurgically or noncontraceptively
sterile), the proportion using contraception increased from
89 percent in 1973 to 93 percent in 1982 (calculated from
table 2).

As reported elsewhere,? the rather substantial increase in
noncontraceptive surgical sterility between 1973 and 1976
was largely or entirely due to a change in the wording of a
question concerning the contraceptive intent of sterilizing
operations (see Technical notes). If surgical sterilizations had
been classified in 1976 and 1982 by the same question as in
1973, we would expect the percents using contraceptive sterili-
zation and using any method of contraception in 1976 and 1982
to be somewhat higher.

During the period 1973-82, the proportion of currently
married women using the pill declined substantially, from 25 to

14 percent, while the proportion using contraceptive steriliza-
tion increased substantially, from 16 to 28 percent. These
changes occurred mainly between 1976 and 1982. The increase
in sterilization between 1976 and 1982 was limited mainly to
female operations (10 percent of wives in 1976 and 17 percent
in 1982). Use of the IUD declined slightly between 1973 and
1982, from 7 to 5 percent, while use of the diaphragm increased
slightly, from 2 to 5 percent. The proportion of wives using the
condom declined from 9 percent in 1973 to 7 percent in 1976,
and then increased again to 10 percent in 1982.

Never married women

As table 3 shows, one half of never married women either
had never had sexual intercourse (39 percent), or were not
having intercourse during the 3 months prior to the interview
{an additional 11 percent). Very few of the never married
women were pregnant, post partum, or seeking pregnancy
(4 percent), and even fewer were noncontraceptively sterile
(2 percent, data not shown). About 35 percent were using
some method of contraception, including sterilization, and
10 percent had had intercourse in the 3 months before the in-
terview but were not using a method.

The proportion of never married women using contracep-
tion is largely determined by the proportions who have ever
had sexual intercourse, and who have had intercourse recently
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Table 3.
to age and race: United States, 1982

Number of never married women 15-44 years of age and percent distribution by current contraceptive status and method, according

|Preliminary data based on a sample of the household population of the conterminous United States. See Technical notes for estimates of sampling variability and definitions

of terms]
15-18 years
15~44 years Total 15~17 years 20-44 years
Contraceptive status All Alf All All
and method races! White Black  races’ White Black  races! White Black races’ White Black
Number in thousands
All never married women. . .. 19,162 14,948 3,543 8.839 7.193 1,377 4,968 3,971 818 10,323 7,755 2,166
Percent distribution
Total ................ ..., 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Sterde .......... .. 3.3 2.0 8.6 *0.5 *0.6 *0.4 *0.5 *0.5 0.4 5.6 3.4 13.8
Contraceptively sterile . . . . 1.8 *1.0 5.3 *0.1 *0.1 - - - - 3.2 *1.9 8.6
Female .............. 1.1 *0.3 5.1 - - - - - - 2.1 *0.5 8.3
Male ................ *0.6 *0.8 *0.2 *0.1 *0.1 - - - - *1.1 *1.4 *0.3
Pregnant, post partum,
seeking pregnancy........ 3.7 2.3 10.3 4.0 3.0 9.2 *3.6 *2.5 9.1 3.5 *1.6 10.9
Other nonusers............ 59.9 63.5 43.1 73.6 75.5 61.7 82.9 84.8 72.3 48.2 52.2 31.3
Never had intercourse . ... 38.7 42.4 20.3 57.1 59.8 42.1 69.6 72.1 55.9 22.8 26.1 6.5
No intercourse in last
3months, ............. 11.3 12.5 7.2 6.5 6.9 *3.6 4.9 5.0 *3.8 15.4 17.7 9.4
intercourse in last
3months. ............. 10.0 8.6 15.5 10.0 8.8 15.8 8.3 7.7 12.6 10.0 8.4 15.4
Nonsurgical contraceptors. . . 33.1 32.2 38.0 21.9 21.0 28.7 131 12.2 18.2 42.7 42.7 44.0
Pill. .. 18.5 17.2 25.5 13.7 12.6 20.5 8.3 7.6 11.8 22.7 21.4 28.7
UD ..o 1.8 *1.2 3.5 *0.2 0.0 *1.2 *0.2 *0.0 *0.8 3.1 *2.4 4.9
Diaphragm ............. 4.8 5.7 *1.1 *1.4 *1.6 *0.6 *0.5 *0.5 *0.3 7.6 9.5 *1.5
Condom ............... 4.1 4.3 3.4 4.9 5.2 *3.7 *3.3 *3.5 *2.6 34 3.5 3.2
Foam.................. *0.4 , ‘0.3 *1.1 *0.1 - *0.6 *0.1 - *0.4 *0.7 *0.5 *1.4
Periodic abstinence .. .... *0.9 “0.8 *1.0 *0.5 *0.5 *0.7 *0.2 *0.1 *0.6 *1.2 *1.0 *1.2
Natural family
planning ............ *0.1 *0.1 - - - - - - - *0.1 *0.2 -
Withdrawal . ............ 1.2 1.4 *0.6 *0.7 *0.8 *0.5 *0.5 *0.4 *0.6 *1.6 *2.0 *0.7
Douche ................ *0.1 - *0.6 *0.1 - *0.4 *0.1 - *0.6 *0.1 - *0.7
Other.................. 1.3 1.4 *1.2 *0.3 *0.3 *0.5 *0.1 - *0.4 2.1 *2.4 *1.7
Suppositories .. ....... *0.4 *0.3 *0.8 *0.1 *0.1 *0.3 *0.0 - *0.1 *0.7 *0.6 *1.1

'Includes white, black, and other races.

(in the 3 months prior to interview). These proportions vary
sharply by the age and race of never married women. About
70 percent of women aged 15-17, 57 percent of women aged
15-19, and 23 percent of women aged 20-44 had never had
intercourse. An additional 5, 7, and 15 percent of these women,
respectively, had not had intercourse in the 3 months prior to
the interview. Black, never married women were more likely
than white women to have had intercourse, both ever and in the
3 months prior to interview.

Table 4 shows the percent of never married women using a
method of contraception among those who were exposed to the
risk of unintended pregnancy (that is, contraceptors and non-
contraceptors who had sexual intercourse in the 3 months
before the interview and were not noncontraceptively sterile,
pregnant, post partum, or seeking pregnancy). Among these
women, white and black women were about equally likely to be
using a method of contraception (77 and 73 percent, respec-
tively). Women 20-44 years of age were more likely to be
using a method than women 15-19 years of age (80 percent
compared with 68 percent).

Table 4 also shows that over half of never married women
who used some method of contraception used the oral contra-

ceptive pill (53 percent). The diaphragm and condom were
next in popularity, used by 14 and 12 percent of contraceptors,
respectively. About 5 percent of never married contraceptors
used sterilization, and 5 percent used the IUD. About 11 per-
cent used other methods, including withdrawal (3 percent),
periodic abstinence (3 percent), foam (1 percent), and suppos-
itories (1 percent, data not shown).

As in the case of all women, the method choices of never
married women differed appreciably by age and race. Younger
women (aged 15-19) were more likely than older women (aged
20-44) to use the pill or condom, while older women were
more likely to use a diaphragm, IUD, or sterilization. White
women were more likely than black women to use the diaphragm.
Race differences for other individual methods were not statis-
tically significant, but taken as a group, the more effective
methods (pill, IUD, or sterilization) were more commonly
used by black than white women.

Compared with currently married women, never married
women who were apparently at risk of an unintended pregnancy
were less likely to be using a method of contraception. Exclud-
ing noncontracepting women who had never had intercourse;
had not had intercourse during the 3 months prior to interview;
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Table 4. Number of never married women 15-44 years of age who were exposed to the risk of an unintended pregnancy, and percent using
a method of contraception, by race and age, and percent distribution of contraceptors by method of contraception, according to race and age:
United States, 1982
{Preliminary data based on a sample of the household population of the conterminous United States. See Technical notes for estimates of samphing variability and
definitions of terms]
Method of contraception
Using a All Other
Race and age Exposed’ method  methods  Sterilization Pifl IUD  Diaphragm Condom  methods?
Number in
All races? thousands  Percent Percent distribution
16=44. . i i i e 8,727 76.1 100.0 5.1 53.2 5.0 13.7 11.8 11.2
16=-19. .. 2,872 67.6 100.0 *0.4 62.2 *0.9 *6.4 223 *7.6
117 i i 1,081 60.0 100.0 - 63.7 *1.3 *3.6 25.0 *6.4
2044 . ... e 5,855 80.3 100.0 7.0 48.5 6.7 16.6 7.5 12.7
White
16=44. . ... e 6,372 77.4 100.0 *3.1 51.6 *3.7 171 13.0 11.4
15=18. i i i 2,188 69.0 100.0 *0.6 59.6 *0.1 *7.8 24.7 *7.3
=2 2O 803 60.2 100.0 - 624 *03 *4.4 *28.6 *4.2
2044 . .. e e 4,184 81.8 100.0 *4.2 48.1 *5.4 21.2 7.9 13.2
Black
16=44 . . i e 2,098 73.0 100.0 12.1 58.9 8.0 *2.6 7.9 10.4
L= T = 618 63.9 100.0 - 71.4  *4.2 *2.0 *13.0 *9.5
= I 253 58.7 100.0 - 65.1 *4.5 *1.5 *14.5 *14.3
2044, . e e 1,480 76.9 100.0 16.3 54.6 9.4 *2.9 6.1 10.7

Tincludes women using contraception and those not using contraception who had sexual intercourse In the last 3 months and were not pregnant, post partum, seeking

pregnancy, or noncontraceptively sterile.

2includes foam, perniodic abstinence, withdrawal, douche, suppositories, and other methods.

3includes white, black, and other races.

were noncontraceptively sterile; or were pregnant, post partum,
or seeking pregnancy, 93 percent of currently married women,
compared with 76 percent of never married women, were using
a method. Never married women who used a method were
about as likely as currently married contraceptors to use one of
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Technical notes

Survey design

The National Survey of Family Growth is conducted
periodically by the National Center for Health Statistics to
collect data on fertility, family planning, and related aspects of
maternal and child health. Field work for Cycle I was con-
ducted under contract in 1973 by the National Opinion Research
Center. Field work for Cycles II and III was conducted by
Westat. Inc.. in 1976 and 1982, respectively.

In all cycles, personal interviews were conducted with a
multistage area probability sample of women 15-44 years of
age in the noninstitutional population of the conterminous
United States. In Cycles I and II. ever married women and
never married women with offspring living in the household
were eligible for the survey. In Cycle III, all women 15~44
years were eligible regardless of marital status or the presence
of offspring. Women living in group quarters (such as college
dormitories) were excluded from the samples in Cycles I and
II, but included in Cycle III. Interviews were conducted with
9,797 women in Cycle I, 8.611 in Cycle I1, and 7,969 in Cycle
ITI. The sample designs of Cycles I and II are described in
more detail in other reports of the National Center for Health
Statistics.5"

Field work for Cycle III was conducted between August
1982 and February 1983. Black women and women aged
15-19 were oversampled. Interviews were conducted by trained
female interviewers and lasted an average of one hour. The
interview focused on a woman’s pregnancy history; use of con-
traceptives in each pregnancy interval: ability to bear children;
future childbearing expectations; use of family planning and
infertility services: marital history; labor force participation;
and a wide range of social, economic. and demographic char-
acteristics.

Reliability of estimates

Because the statistics presented in this report are based on
a sample, they may differ from the statistics that would result if
all 54 million women represented by the National Survey of
Family Growth had been interviewed. The standard error of an
estimate (SE) is a measure of such differences. The standard
error of an estimated number or percent presented in this report
may be calculated by using the appropriate values of 4 and B
from table I in the equations,

B \12
SE = (A + F) XN

and

100 — P'\1/2
SE(P) = (B X P X T)
where V' is the number of women, P’ is the percent, and X' is
the number of women in the denominator of the percent. Ap-
proximate standard errors for estimated percents of women of
all races in Cycle III are shown in table II.

Table |. Estimates of A and B for calculating standard errors, by
cycle, marital status, and race: National Survey of Family Growth

Cycle, marntal status, and race A B
CYCLE |
Currently marned women
All races andwhite .. ........... 0.000017613 4493.7916
Black........... i i, 0.000040219 1600.4393
CYCLE If
Currently married women
Allraces .....oveunennnn, ~0.000185889 6751.0619
White andother. ............... ~0.000205624 7021.1665
Black......... ... .o il —0.000631040 2798.6440

CYCLE 1
Ever marned women
—0.001097329 .39809.1677

Black........ ... . i, -—0.000908632 6346.0484
Never married women

All races and white ............. -0.000935104 17608.8833

Black........c.ooivii . —0.000908632 6346.0484

Table [I. Approximate standard errors for estimated percents

(expressed in percent) for women of all races: Nationai Survey of
Family Growth, Cycle [l

Estimated percent

Base of 20r Sor 10o0r 200r 30o0or 4Qor

percent g8 95 90 80 70 60 50
100,000...... 6.5 10.1 13.8 18.5 21.2 22.6 231
500,000...... 2.9 4.5 6.2 8.3 9.5 10.1 10.3
1,000,000 .... 2.0 3.2 4.4 5.8 6.7 7.2 7.3
5,000,000 .... 0.9 1.4 2.0 2.6 3.0 3.2 3.3
10,000,000... 0.6 1.0 1.4 1.8 21 2.3 23
30,000,000... 04 0.6 0.8 1.1 1.2 1.3 1.3
50,000,000 ... - 0.3 0.4 0.6 0.8 0.9 1.0 1.0

The chances are about 68 in 100 that a sample estimate
would fall within one standard error, and about 95 in 100 that
it would fall within two standard errors of a statistic based on a
complete count of the population represented by the National
Survey of Family Growth. Differences between percents dis-
cussed in this report were found to be statistically significant at
the 95-percent confidence level using a two-tailed r-test with
39 degrees of freedom. This means that in repeated samples of
the same type and size, a difference as large as the one observed
would occur in only 5 percent of samples, if there were, in fact,
no difference between the percents in the population.

The relative standard error of a statistic is the ratio of the
standard error to the statistic and is usually expressed as a
percent of the estimate. In this report, statistics with relative
standard errors of 30 percent or larger are indicated with an
asterisk (*). These estimates are considered unreliable by them-
selves. but may be combined with other estimates to make
comparisons of greater precision.
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Statistics in this teport also may be subject to nonsampling
error, that is. errors or omissions in responding to the interview,
recording answers, and processing data. The data have been
adjusted for nonsampling error resulting from nonresponse by
means of adjustments to the sample. weights assigned to each
case. Other types of nonsampling error were minimized by a
series of stringent quality control measures similar to those
used in Cycles I and IL.67

Definitions of terms

Contraceptive status

Sterile—A currently married woman was classified as
sterile for the purposes of determining current contraceptive
status if she.reported that it was impossible for her and her
husband to have a baby. An unmarried woman was classified
as sterile if she reported that it was impossible for her to have a
baby, or if her current method of contraception was male ster-
ilization.

Nonsurgical—A woman (or couple) was classified as
nonsurgically sterile if she reported that it was impossible for
her to have a baby for any reason other than surgical steriliza-
tion. Reported nonsurgical reasons for sterility included meno-
pause and sterility resulting from accident, illness, or congenital
causes.

Surgical-—A woman (or couple) was classified as surgically
sterile if she or her husband were completely sterile due to an
operation.

Because surgical sterilizations are very frequently obtained
exclusively or partly as methods of contraception; that is, be-
cause of their complete effectiveness against conception rather
than for purely therapeutic reasons, they have been further
classified as contraceptive and noncontraceptive. In Cycle I, a
sterilizing operation was contraceptive if the respondent answered
“yes” to the question “Was the operation done at least partly
so that you would not have any more children?”” The question
was reworded in Cycles I and III to *“Was one reason for the
operation because you had all the children you wanted?”’

The percents of women contraceptively and noncontracep-
tively sterile are not fully comparable between Cycle I and
Cycles IT and III. The rewording of the question cited above
probably reduced the percent of sterilizing operations classified
as contraceptive, because an operation done to prevent a preg-
nancy that would be dangerous to the woman’s health usually
would have been reported as contraceptive in Cycle I, but as
noncontraceptive in Cycles II and III. Also, in Cycle I, if a
couple had had more than one sterilizing operation—for ex-
ample, a vasectomy followed a few years later by a hyster-
ectomy—the interviewer coded the earliest operation. In Cycles
II and III, however, the woman’s operation was given priority.
Both of these factors tended to increase the proportion of steril-
izing operations classified as noncontraceptive in 1976 and
1982 compared with 1973.

It should be noted that the estimates of male contraceptive
sterilization reflect the numbers of women relying on this
method, and not necessarily the numbers of men who have
been sterilized for contraceptive reasons.

Pregnant—A woman (or couple) was classified as preg-
nant if she replied affirmatively to the question ““Are vou preg-
nant now?” or, for those in doubt. Do you think you probably
are pregnant or not?”” However, a woman who reported that the
onset of her last menstrual period was within the 30 days prior
to the interview was automatically considered not pregnant.

Seeking pregnancy— A woman (or couple) was classified
as seeking pregnancy if she reported she was not using a method
at the time of interview because she wanted to become pregnant.

Post partum—A. woman (or couple) was classified as post
partum if she reported she was not currently using a method,
was not seeking a pregnancy, and her last pregnancy had ter-
minated within 2 months before the date she was interviewed.

Other nonusers—Women (or couples) who reported they
were currently using no contraceptive method and could not be
classified in any of the preceding categories of noncontraceptors
were classified here. Among these are women who had never
had intercourse, had not had intercourse in the last 3 months,
were indifferent to the chances of pregnancy, had a very low
risk of pregnancy due to some fecundity impairment, or objected
to contraceptive methods for personal or religious reasons.

Never had intercourse—A woman (or couple) was classi-
fied as never having had intercourse if she was not currently
using a method and she had never had sexual intercourse at
any time up to the time of interview, or if she had had sexual
intercourse but not since her menstrual periods began.

No intercourse in last 3 months—A woman (or couple)
was classified as not having had intercourse in the last 3 months
if she was not currently using a method and reported not having
sexual intercourse in any of the 3 months before the interview.

Intercourse in last 3 months—A woman (or couple) was
classified as having intercourse in the last 3 months if she was
not currently using a method and was having sexual intercourse
currently or in any of the 3 months preceding the interview.

Contraceptors—A woman (or couple) who reported use of
a contraceptive method other than a surgical sterilization at the
date of interview was classified according to the specific method
used. Methods used by extremely small proportions of the
population such as jelly, cream, suppositories, or abstinence,
not in combination with any other methods, were grouped in
the category “*Other.” Where more than one method was re-
ported in current use, the method generally considered the most
effective was used for classification purposes.

Demographic terms

Age—Age is classified by the age of the respondent at her
last birthday before the date of interview.

Race—Race refers to the race of the woman interviewed
and is reported as black, white, or other. In Cycle III, race was
classified according to the woman’s report of which race best
described her. In Cycles I and II, race was classified by the
observation of the interviewer. Comparisons of Cycle III data
indicate that results using either method of classification are
very similar.

Marital status—Persons were classified by marital status
as married. widowed, divorced, separated, or never married. In
Cycles I and II, informally married women—women who vol-
unteered that they were sharing living quarters with their sexual
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partner—were classified as currently married. These women
constituted about 2 percent of currently married respondents in
Cycle I and 3 percent in Cycle II. In Cycle III, such women
were classifled according to their legal marital status. Thus,
statistics on currently married women for 1982 shown in this
report are not strictly comparabie to those for 1973 and 1976.
However, reclassifying women in the 1973 and 1976 surveys

according to the 1982 definition of marital status makes little
difference in the distributions of currently married women by
contraceptive status for these years.

In all cycles, women who were married but separated from
their spouse were classified as separated if the reason for the
separation was marital discord, and as currently married other-
wise,
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In 1982, the annual rate of visits for family planning services
was 1,077 visits per 1,000 nonsterile women. Never married
women made greater use of family planning services in that
year than did women who had been married (1,227 visits com-
pared with 1,010 visits per 1,000 women, respectively). Many
providers of family planning services also offer services or make
referrals for infertile couples. Over 6 million ever married
women in 1982 had used infertility services at some time during
their reproductive years.

These and related statistics on the use of family planning
and infertility services presented in this report for 1982 are
preliminary results from Cycle III of the National Survey of
Family Growth (NSFG), conducted by the National Center
for Health Statistics. Comparative data for 1973 and 1976 are
from Cycles I and II, respectively, of the NSFG.!2 For Cycle
II1, data were collected through personal interviews with a mul-
tistage area probability sample of 7,969 women aged 15-44
years in the noninstitutional population of the conterminous
United States. Between August 1982 and February 1983, inter-
views were conducted with 3,201 black women and 4,768
women of other races. Because the estimates of statistics in this
report are based on a sample, they are subject to sampling
variability. Sampling variability, the design of the survey, and
definitions of terms used in this report are discussed in the
Technical notes.

Use of family planning services by
currently married women

In the 1982 survey, a detailed series of questions was asked
to obtain relatively complete estimates of the extent and type of
family planning services received. The specific services included
in these questions are listed in the Technical notes. Statistics
on family planning services are limited to women who were
able to conceive 3 years before the interview date. A woman

was classified as not able to conceive (sterile) if she reported
that it was impossible for her or her husband to conceive as a
result of (1) an operation that occurred more than 3 years before
the interview or (2) nonsurgical factors known to the respondent
3 years or more before the interview. All other women were
assumed to be able to conceive at the beginning of the period
for which use of family planning services was reported. These
women are referred to as “nonsterile,” although some will have
become sterile because of an operation or nonsurgical condi-
tions during the 3 years before the interview.

Table 1 shows the number of currently married, nonsterile
women 15-44 years of age by race, Hispanic origin, and pov-
erty level income, and the percent who used family planning
services in the 3 years before the survey. Overall, 79 percent of
currently married nonsterile women reported using some type
of family planning service during the previous 3 years. Although
white wives may have been more likely to have used family
planning services (79 percent) than black (75 percent) or His-
panic (77 percent) wives, neither of these differences was sta-
tistically significant. There were no significant differences be-
tween the two income groups.

In previous cycles of the survey, use of family planning
services was measured by the single question: “During the past
3 years, has a doctor or other trained person prescribed, or
talked with you about a method for delaying or preventing preg-
nancy?” This was found to be an inadequate question because
respondents apparently felt it excluded services other than for-
mal discussions about contraception. In 1982, many women
who answered “no” to the above question (the old question)
nonetheless reported in response to the new series of questions
using other family planning services, including pregnancy tests,
and getting or renewing a method of contraception.

As a result, the older measure seriously underestimated
use of family planning services, which is demonstrated by com-
paring the estimates based on the old and new questions, As
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Table 1.

Number of currently married women 15-44 years of age who were not sterile 3 years before the date of interview, percent who used

family planning services in the last 3 years, and percent who talked to a doctor or other trained person about contraception in the last 3 years,
by race, Hispanic origin, and poverty level income: United States, 1973, 1976, and 1982

[Staustics are based on a sample of the househoid population of the conterminous United States. See Technical notes for estimates of sampling variability and

definitions of terms. Data for 1982 are preliminary}

Currently married

Race, Hispanic origin, and

Tatked about
contraception
in last 3 years

Used family
planning services
n last 3 years

poverty level income 1882 1976 1873 1982 1982 1976 1973
Number in thousands Percent
Allwomen', . ... ...... .. ..o 220,813 222,923 23,863 278.8 249.5 258.6 §1.2
Race
White ... e e 18,489 20.553 21,711 79.2 50.0 59.9 51.9
Black. . ... ... 1.639 1,896 1.868 74.9 44 .4 46.9 441
Hispanic origin
Hispanic . ........ .o, 1,847 1,519 1,504 77.0 42.6 51.8 48.1
Non-Hispanic. .........ooiivnn. .. 18,386 21,357 22,359 78.7 50.3 59.0 51.3
Poverty level income
Less than 150 percent. ................ 3.0985 3.001 3,693 82.0 47.6 58.3 52.6
150 percentormore . .........couve... 15,029 17,513 20,170 78.7 50.7 60.4 50.9

Tincludes white, black, and other races.
2Includes Hispantc ongin and poverty level income not stated.

shown in table 1, in 1982, only about 50 percent of the women
had discussed contraception with a medical professional ac-
cording to the old question, compared with 79 percent of the
women who used family planning services according to the
new, more comprehensive questions.

Despite the inadequacies of the old question, it was retained
in Cycle III to permit examination of changes over time. Thus,
table 1 also shows the percents of women in 1973, 1976, and
1982 who reported a discussion about contraception in the 3
years before the surveys. In 1982, approximately 10 million
women reported a discussion about contraception, a decrease
of about 3 million women since 1976. One-third of this differ-
ence resulted from a reduction in the number of currently mar-
ried nonsterile women, and two-thirds from a decline in the
percent of women who had discussed contraception. (The de-
crease in the number of currently married, nonsterile women
results almost entirely from an increase in contraceptive sterility
Between the 1976 and 1982 surveys. Preliminary findings on
contraception and on reproductive impairments, which will in-
clude data on sterility, will be reported in other Advance Data
reports.)

The change between 1976 and 1982 in the percent of wives
reporting a family planning discussion appears to be due pri-
marily to changes among white wives, who reported a decline
of almost 10 percentage points. The percents of black and His-
panic wives reporting a discussion about contraception may have
declined as well, but the differences between 1976 and 1982
were not statistically significant. The decreases from 1976 to
1982 for white and non-Hispanic wives were about the same
size as the increases between 1973 and 1976. A similar pattern
was found for black and Hispanic women. As a result, there
were no significant changes between 1973 and 1982 in the
percent of white, black, Hispanic, or non-Hispanic women who

had a discussion about contraception. The same applies to in-
come groups: the percents increased from 1973 to 1976 and
decreased between 1976 and 1982.

Given the limitations of the older measure of family plan-
ning services, the changes over time are difficult to interpret.
They may represent real changes, or be artifacts of reporting
errors. Specifically, it cannot be assumed that a similar trend
over time characterized by a sharp peak in 1976 would have
been found with the new measure. However, the proportions
receiving family planning services were probably higher in 1973
and 1976 than is indicated by the old measure.

In all three survey years, white wives appeared more likely
than black or Hispanic wives to have talked with a medical
professional about contraception, as did wives with higher in-
comes compared with those with lower incomes. However, the
differences between white women (50 percent) and black
women (44 percent) were not statistically significant in 1982,
while those between white and Hispanic wives were significant
only in 1976. The percents in the income groups did not differ
significantly in any of the three surveys.

Annual family planning visit rates

In addition to information on use of family planning ser-
vices in the past 3 years, data were collected in Cycle III on
use of services in the 12 months before the survey, to produce
annual rates of family planning visits. Further, the inclusion of
never married childless women made it possible to compute
these rates for all women who had ever had intercourse.

Table 2 presents rates per 1,000 women for family planning
visits made during the 12 months before the interview by source
of service, race, age, and marital status. As in table 1, statistics
in table 2 also refer to women who were not sterile 3 years or
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Table 2. Number of women 15—44 years of age who aver had sexual intercourse and were not sterile 3 years before the date of interview and
number of family planning visits in the last 12 months, by race, age, and marital status, and number of family planning visits in the last 12
months per 1,000 women, by source of service, race, age, and marital status: United States, 1982

[Prehminary data based on a sample of the household population of the conterminous United States. See Technical notes for esumates of sampling variability and

definitions of termsj

Source of services

Private
All medical
Race, age. and marital status Women Visits sources  services  Clinics  Counselors
Number in
ALL WOMEN! thousands Visits per 1,000 women
BT T AR T T 37,488 40,369 1,077 656 385 36
LT AR - T 13,452 19,462 1,447 702 673 71
RN I IR T T P 4,465 7.059 1,581 609 867 105
B L - T T - 16,639 17,362 1,043 743 280 *21
35— YRAIS . . ittt ettt e ettt 7,397 3,645 479 377 a5 *7
White
LT T T V- 31,111 32,125 1,033 670 323 39
ST AT 1 - 10,912 15,192 1,392 738 573 81
B e - T T 3,512 5,352 1,624 661 736 127
2D 3 Y BAIS . ittt e et e m e e i, 14,009 14,024 1,001 748 232 *21
B5—44 YBAMS . vttt ittt e e et 6,190 2,909 470 375 88 *8
Black
15-44 years.......ccovvvnunnn. e e at e et a et e, 5,277 7,039 1,334 556 754 *24
Lo T T R 2,192 3,791 1,728 530 1,162 *37
LR I IR - T - 833 1,555 1,867 451 1.387 *29
2838 YBAIS oottt sttt et i i e s 2,128 2,671 1,255 632 604 *19
35-44vyears......c00n.. et eaae ettt 956 577 *603 *444 1583 *6
MARITAL STATUS
Never married........... e ettt e e e 11,529 14,143 1,227 534 636 *56
Currently marmied .. ... .uunerinn i ienieeinrcacsnnstonanannnensennns 20,806 21,212 1,020 741 251 27
Widowed, divorced, orseparated ... ...cvetti ittt 5,153 5,014 973 586 361 *26

Includes white, black, and other races.

more before interview; however, unlike table 1, which includes
only currently married wornen, table 2 refers to all women who
ever had intercourse regardless of marital status. A family plan-
ning visit means that a woman went to a clinic, private medical
source, or counselor to obtain one or more family planning
services. (Family planning services and sources are defined in
the Technical notes).

Differences in family planning visit rates by age, race, and
marital status reflect the different distributions of contraceptive
methods used in these groups, which are described in another
NSFG report.3 For example, the oral contraceptive pill is the
leading method among young and never married women, and it
requires repeated visits to a doctor or clinic to renew the pre-
scription and check for side effects. Sterilization, the leading
method among older married women, requires fewer visits. Con-
tracepting black women rely more on methods requiring medi-
cal services (except the diaphragm) than white women, and
this is reflected in the visit rates by race.

Nonsterile women aged 15-44 who had ever had sexual
intercourse used family planning services of all types at the rate
of 1,077 visits per 1,000 women per year. Teenagers had the
highest annual visit rate (1,581 per thousand) of any age group
for all sources of family planning services combined. Visit rates
declined sharply with age, from 1,447 at 15-24 years to 479 at

ages 35—44. Similar declines with age also were found in the visit
rates for white and black women separately. Nevertheless, the
annual visit rate for black women (1,334 per 1,000 women)
was significantly higher than the rate for white women (1,033).
Visit rates for black women also were higher than those for
white women within each age group (although for ages 35-44
the difference is not significant). The highest overall visit rate
in table 2 was for black women 15~19 years of age (1,867 per
1,000 women).

The visit rate of 1,227 per 1,000 never married women
was higher than that for either currently married or previously
married women (1,020 and 973, respectively). This suggests
that the observed differences in visit rates by age may reflect,
in part, the effects of marital status, because a large majority
of the youngest age group has never been married. It also may
be the case that visit rates are higher among never married
women because they are younger, as a group, than ever married
women.

Nearly two-thirds of all family planning visits were to private
medical sources. Teenagers of all races had higher family plan-
ning service visit rates to clinics than to private medical services,
as did black women aged 15-24 years. White teenagers also
may have been more likely to obtain services from clinics than
from private medical services (736 compared with 661 visits
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per 1,000), but the difference was not significant. White women
aged 20 years and older had higher visit rates to private medical
services than to clinics.

Visit rates to private medical services were higher among
women aged 25-34 than among women 15-19 years and
35-44 years old. Visit rates to clinics were highest among
15-19 year olds. A similar pattern was found when rates by
age were examined separately for white and black women, but
not every difference was statistically significant.

Never married women had higher visit rates to clinics than
currently or formerly married women. Currently married women
were more likely than either never or previously married women
to obtain family planning services from private medical sources.

In each age and race category, women were least likely to
obtain family planning services from counselors, who are not
able to offer as wide a range of services as doctors and clinics.
The highest visit rates to counselors were found for teenagers,
perhaps because teenage women may be more likely than other
women to turn to nonmedical counselors for information about
family planning methods.

Overall, white women had higher visit rates to private med-
ical services than black women (at the 0.10 level of significance),
while black women had higher visit rates to clinics. These dif-
ferences by race were statistically significant for teenagers sep-
arately and for women aged 15-24. In addition, clinic visit
rates for black women were higher than rates for white women
among women 25-34 years of age.

Infertility services

Family planning includes infertility services as well as serv-
ices for limiting the number and planning the spacing of births.
Data also were collected in 1982 on use of medical services for
infertility by women who had difficulty in conceiving or in car-
rying a pregnancy to term. About 1 million ever married women
had one or more infertility visits in the 12 months before the
interview; about 825,000 of these were to private medical serv-
ices. During the 3 years before interview, about 1.9 million
women had infertility visits, 1.5 million of which were to pri-
vate medical services. Table 3 shows the percent of ever mar-
ried women who had used services for infertility at any time,
according to the most recent source of those services, race,
Hispanic origin, and age. The statistics include infertility visits

.made at any time in the past because there were not enough

"cases to make statistically reliable estimates of infertility visits
in the last 12 months or 3 years for the subgroups of the popu-
lation shown in table 3.

About 6.3 million ever married women 15-44 years of age
had used infertility services at some time. The percents ever
using services were higher for women aged 25-34 years and
35-44 years compared with younger women. The same pattern
is reflected when white women are considered separately. A
higher proportion of white women (19 percent) than black women

Table 3. Number of ever married women 15-44 years of age,
percent who ever used services for infertility, and percent
distribution by most recent source of services, according to race,
Hispanic origin, and age: United States, 1982

{Preliminary data based on a sampie of the household population of the

conterminous United States. See Technical notes for estimates of sampling
varabihity and definitions of terms}

Most recent source of

services
Ever Private
Race, age, and married All medical
Hispanic origin women sources  services  Clinics
Number in
ALL WOMEN! thousands Percent
15-44 years ......... 34,937 18.1 14.9 3.2
15-24 years ......... 5,500 10.7 *7.0 *3.8
15-19 years ....... 682 *3.1 *1.4 *1.8
25-34 years ......... 15,998 18.9 15.4 3.5
35-44 years ......... 13,439 20.2 17.7 *2.5
White
15-44 years ......... 30,418 18.6 15.7 2.9
16-24 years ......... 4,975 10.5 *7.0 *3.6
15-19 vears ....... 621 *3.4 *1.5 *1.9
25-34 years ......... 13,819 19.2 16.3 *2.9
35-44 years ......... 11,626 21.3 18.8 *2.6
Black
15~44 years ......... 3.442 13.5 9.0 4.5
15—24 years ......... 427 *10.7 *3.8 *6.9
15—19 vyears....... 39 0.0 0.0 0.0
25-34 years ......... 1,630 14.8 8.7 6.1
35-44 years ......... 1,385 12.8 10.9 *1.8
HISPANIC ORIGIN
Hispanic
15—44 years ......... 2,790 *13.6 *9.7 *3.9
16~29 vyears ......... 1,240 *11.8 *7.0 *4.8
30-44years ......... 1,650 *15.0 *12.0 *3.1
Non-Hispanic
15-44 years ......... 31,191 18.5 15.4 3.1
15-29years ......... 11,625 14.9 11.6 *3.3
30-44 years ......... 19,666 20.7 17.7 2.9

includes white, black, and other races; also includes origin not stated.

(14 percent) had ever used infertility services. This difference
is due primarily to the high percent of white women aged 35-44
who had used infertility services; comparisons between other
age groups yield no significant differences. Although non-His-
panic women appeared more likely than Hispanic women to
have used infertility services, none of the comparisons yielded
significant differences. For all ever married women, as well as
for white and black women separately, infertility services were
much more likely to be secured from private medical sources
than from clinics.
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Survey design
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In all cycles, personal interviews were conducted with a
multistage area probability sample of women 15-44 years of
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United States. In Cycles I and II, ever married women and
never married women with offspring living in the household
were eligible for the survey. In Cycle III, all women aged 15-44
years were eligible regardless of marital status or the presence of
offspring. Women living in group quarters (such as college
dormitories) were excluded from the samples in Cycles I and
11, but included in Cycle III. Interviews were conducted with
9,797 women in Cycle I, 8,611 women in Cycle II, and 7,969
women in Cycle III. The sample designs of Cycles I and II are
described in more detail in other NCHS reports.45
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Field work for Cycle III was conducted between August
1982 and February 1983. Black women and women aged
15—19 years were oversampled. Interviews were conducted by
trained female interviewers and lasted an average of 1 hour.
The interview focused on a woman’s pregnancy history; use of
contraceptives in each pregnancy interval; ability to bear chil-
dren; future childbearing expectations; use of family planning
and infertility services; marital history; labor force participa-
tion; and a wide range of social, economic, and demographic
characteristics.

Reliability of estimates

Because the statistics presented in this report are based on
a sample, they may differ from the statistics that would result if
all 54 million women represented by the NSFG had been inter-
viewed. The standard error of an estimate is a measure of such
differences. The standard error of an estimated number or per-
cent presented in this report may be calculated by using the
appropriate values of 4 and B from table I in the equations

B\2
SE(N’)=(A+F> -N
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Table I. Parameters used to compute estimated standard errors
and relative standard errors of numbers and percents of women,
by marital status, age, and race: National Survey of Family Growth

Parameter
Year, race, marital status,
and age A B

1982

White; all races:

All marital statuses. .......... —0.0003935957 21306.4134
Evermarried ................ —0.0010973290 39809.1677
Never married. .............. -0.0009351043 17608.8833
15—-19years..........oovnnn —0.0014564930 13862.1044
Black:
All marital statuses; ever
married; never married. .. .... -0.0009086323 6346.0484
16-19vears................ —=0.0033223630 4727.0569
1976
Currently married:
Allraces .......cocvinininn. —0.0001858989 6751.0619
White ......covimiain. —0.0002056235 7021.1665
Black.....covvvivaneininen -0.0006310400 2798.6440
1973
Currently married:
All races; white.............. 0.0000176130 4493.7916
Black.....coiievniiiannnnnn 0.0000402190 1600.4393
and
100 — P’ )1/2
— . ’ U v ————
SE (B P

where N’ is the number of women, P’ is the percent, and X is
the number of women in the denominator of the percent. Ap-
proximate standard errors for estimated percents of women of
all races in Cycle III are shown in table II.

The chances are about 68 in 100 that a sample estimate
would fall within one standard error, and about 95 in 100 that
it would fall within two standard errors of a statistic based on a
complete count of the population represented by the NSFG.
Differences between percents discussed in this report were found
to be statistically significant at the 95-percent confidence level
using a two-tailed t-test with 39 degrees of freedom. This means
that in repeated samples of the same type and size, a difference
as large as the one observed would occur in only 5 percent of

Table Il. Approximate standard errors for estimated percents
expressad in parcentage points for women of all races: National
Survey of Family Growth, Cycle 111

Estimated percent

20r Sor 100r 200r 30o0r 40or
Base of percent 98 95 80 80 70 60 50

100,000...... 64 100 138 184 211 226 23.0
500,000...... 29 4.5 6.2 8.2 94 101 103
1,000,000 .... 2.0 3.2 4.4 5.8 6.7 7.1 7.3
5,000000 .... 0.8 1.4 2.0 2,6 3.0 3.2 3.3
10,000,000 ... 0.6 1.0 1.4 1.8 2.1 2.3 2.3
30,000,000... 04 0.6 0.8 1.1 1.2 1.3 1.3
50,000,000 ... 0.3 0.4 0.6 0.8 0.9 1.0 1.0

samples, if there were in fact no difference between the percents
in the population.

The relative standard error of a statistic is the ratio of the
standard error to the statistic and is usually expressed as a
percent of the estimate. In this report, statistics with relative
standard errors of 30 percent or larger are indicated with an
asterisk (*). These estimates are considered unreliable by them-
selves, but may be combined with other estimates to make com-
parisons of greater precision.

Statistics in this report also may be subject to nonsampling
error, that is, errors or omissions in responding to the inter-
view, recording answers, and processing data. The data have
been adjusted for nonsampling error due to nonresponse by
means of adjustments to the sample weights assigned to each
case. Other types of nonsampling error were minimized by a
series of stringent quality control measures similar to those
used in Cycles I and I1.45

Definitions of terms

Family planning services—In Cycle III, to obtain more
complete estimates of the extent and types of family planning
services, women were asked a series of questions about their
use of specific services. These included the following: (1) advice
or counseling about any problems or worries about sexual inter-
course, an unwanted pregnancy or one that occurred at a bad
time, having a sterilization operation, or birth control; (2) check-
up or medical test to check for correct use, fit, or position of a
birth control method; health problems from using a birth control
method; or pregnancy; and (3) visit to a doctor or clinic to
renew a method of birth control the woman was already using
or to obtain a new method of birth control. Women who reported
receiving one or more of these services were classified as having
used family planning services. This is the basis for the statistics
on use of family planning services reported in table 1 and for
the visit rates in table 2. The new family planning use measure
based on these services will be retained in future cycles.

Talked about contraception in the last 3 years—In Cycles
I and III, women were asked, “During the past 3 years, has a
doctor or other trained person prescribed, or talked with you
about a method for delaying or preventing a pregnancy?” In
Cycle I, women were asked the same question except that a
period of 5 years was specified rather than 3 years. Women
who answered that question affirmatively also were asked,
“When was the last time you talked about methods of family
planning with a doctor or trained person?” Women who an-
swered that question with a date less than 3 years before the
interview were considered to have made a family planning visit
in the last 3 years. This measure was retained in 1982 to pro-
duce time series data between 1973 and 1982. It will be re-
placed in future cycles by the measure based on the full range
of family planning services.

Source of family planning services—Women who had re-
ceived family planning services in the last 12 months were shown
a card containing the following list of types of places: “Clinics”
included hospital, family planning, community health center,
public health department, military health service, and student

NOTE: A list of references follows the text.
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health service clinics; *“private medical sources™ included visits
to private doctors, private group practices, co-ops, or privately
owned clinics; service providers classified as “counselors” in-
cluded minister, priest, religious counselor, school counselor,
family and social service agency, and youth center.

Age—Age is classified by the age of the respondent at her
last birthday before the date of interview.

Race—Race refers to the race of the woman interviewed
and is reported as black, white, or other. In Cycle III, race was
classified according to the woman’s report of the race that best
described her. In Cycles I and II, race was classified by the
observation of the interviewer. Cycle III data indicated that
results using either method of classification were found to be
very similar.

Hispanic origin—In Cycle III, a respondent was classified
as being of Hispanic origin if she reported that her only or
principal national origin was Puerto Rican, Cuban, Mexican
American, Central or South American, or other Spanish. In
Cycles I and I1, if a respondent reported her origin or descent
as Puerto Rican, Cuban, Mexican American, Central or South
Anmerican, or other Spanish, she was classified as being of His-
panic origin, whether or not it was her principal origin. In tables
where data are presented for women according to race and
Hispanic origin, women of Hispanic origin are included in the
statistics for white and black women if they were classified as
such by race.

For a small number of respondents (0.1 percent in Cycles
I and IT and 3 percent in Cycle III), origin was not ascertained.
In Cycle I, values were imputed where missing, using a known
value of another similar, randomly selected respondent; in Cycle
II and in this report for Cycle III, however, missing values of
Hispanic origin were not imputed, and only cases with known
values are included in statistics on Hispanic origin.

Marital status—Persons were classified by marital status
as married, widowed, divorced, separated, or never married. In
Cycles I and 11, informally married women—women who vol-
unteered that they were sharing living quarters with their sexual
partner—were classified as currently married. These women
constituted about 2 percent of currently married respondents in
Cycle I and 3 percent in Cycle IL In Cycle III, such women
were classified according to their legal marital status. Thus,
statistics on currently married women for 1982 shown in this
report are not strictly comparable to those for 1973 and 1976.
However, reclassifying women in the 1973 and 1976 surveys
according to the 1982 definition of marital status makes little
difference in the distributions of currently married women by
other characteristics for these years.

In all cycles, women who were married but separated from
their spouse were classified as separated if the reason for the
separation was marital discord, and as currently married other-
wise.

Sterility—For this report, use of family planning services
in the last 3 years was considered inapplicable if a woman was
sterile 3 years or more before the interview; that is, she
reported it was impossible for her and her husband to conceive
as a result of an operation, accident, or illness that occurred
more than 3 years before the interview—before January 1970
for Cycle I, before January 1973 for Cycle II, or before January

1979 for Cycle III. All other women were classified as able to
conceive at the beginning of the period for which their use of
family planning services was reported.

Poverty level income—The poverty level index was cal-
culated by dividing the total family income by the weighted
average threshold income of families with the head of the family
under 65 years of age based on the poverty levels published by
the U.S. Bureau of the Census.5-8 This definition takes into
account the sex of the family head and the number of persons in
the family. Total family income includes income from all sources
for all members of the respondent’s family. For substantial num-
bers of respondents (7 percent in Cycle I, 16 percent in Cycle
II, and 22 percent in Cycle III), total family income was not
ascertained. In Cycle I, values were imputed where missing,
using a known value of another similar, randomly selected re-
spondent; in Cycle I and in this report for Cycle III, however,
missing values of family income were not imputed, and only
cases with known values are included in statistics on poverty
income level. Because of these high levels of missing data, small
differences by poverty level income should be interpreted with
caution.

Infertility services—A woman was classified as having used
infertility services if she answered either of the following ques-
tions affirmatively: “Have you (or your husband) ever been to
a doctor or clinic to talk about ways to help you become preg-
nant?” or “(Not counting routine care or advice about a preg-
nancy), have you (or your husband) ever been to a doctor or
clinic to talk about ways to help you prevent a miscarriage?”’
Such women may not be currently infertile; for example, if the
advice or treatment was successful.

Related data

Data on family planning services also are available from
two other surveys conducted by NCHS. Data from the National
Reporting System for Family Planning Services were collected
annually from 1972 through 1980 from a sample of medical
organizations that provide family planning services. These data
excluded family planning visits to private physicians’ offices,
visits for pregnancy tests only, and visits the sole purpose of
which was to obtain contraceptive supplies or counseling.? The
National Ambulatory Medical Care Survey obtains data on
visits for family planning services from reports from a sample
of office-based physicians.1-!! Both data systems use informa-
tion from the providers of family planning services, in contrast
to the NSFG, which uses information from recipients of serv-
ices. Because of this difference and differences in collection
procedures and definitions of terms, data from these sources
may differ but they do provide complementary perspectives on
family planning visits. Recent estimates of annual numbers of
visits to private physician’s offices for infertility were published
in an article in the Journal of the American Medical Associa-
tion.!2 The data in the cited article may differ from the sta-
tistics in this report because they refer to a different period of
time; because they refer to visits, and women may have more
than one visit in a year; and because both estimates, being
based on samples, are subject to sampling variability.

NOTE: A list of references foilows the text.
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Fecundity and Infertility in the United States, 1965-82

by William D. Mosher, Ph.D., and William F. Pratt, Ph.D., Division of Vital Statistics

In 1982, about half of all American married couples with
wives in the childbearing ages were currently sterile or had

some childbearing impairment. Almost 8 million of these couples”

were voluntarily sterilized because they had had all the children
they wanted. However, another approximately 6 million couples
were unable or unlikely to have additional births, including
about 1.4 million couples who were childless. These and related
statistics on fecundity and infertility in the United States are
from the National Survey of Family Growth, most recently
conducted in 1982 by the National Center for Health Statistics.

This report presents, for the first time, preliminary nation-
wide statistics on the fecundity status of all women of repro-
ductive age in the United States, regardless of marital status,
and reports the latest data on trends in fecundity and infertility
among married couples. The data on currently married women
in this report update statistics published in a previous report.!
The data for 1976 and 1982 were ¢ollected in Cycles II and 111
of the National Surveys of Family Growth (NSFG's); the data
for 1965 are from the 1965 National Fertility Study conducted
by Princeton University.2

The 1982 NSFG was based on personal interviews with a
national sample of 7,969 women in the childbearing ages
(15-44 years of age) in the noninstitutionalized population of
the conterminous United States. Between August 1982 and
February 1983 interviews were conducted with 3,201 black
women and 4,768 women of races other than black. The inter-
view focused on the respondent’s fecundity (or physical ability
to have children); past and current use of contraception; marital
and pregnancy history; use of family planning and infertility
services; labor force participation; and a wide range of social,
economic, and demographic characteristics.

The Concept of Fecundity Status

The respondent’s physical ability to have children was
measured by her answers to a series of questions, not by a
medical examination. The purpose of this series of questions

was to classify couples into three major groups: surgically sterile
(impossible to have a baby); impaired fecundity (nonsurgically
sterile or difficult or dangerous to have a baby); and fecund (no
known physical problem). The questions included the following:

As far as you know, is it possible or impossible for you . . .
to get pregnant (again)?

As far as you know, is there any problem or difficulty for
you . .. to conceive or deliver a(nother) baby?

In these questions, the words “as far as you know™ are
important. Many women who have never tried to become preg-
nant do not know whether they have a fecundity impairment.
Some women who reported that they did not know of any
physical problems nonetheless have had long periods of time in
which they did not conceive although they used no contracep-
tion. A few women may be classified as having fecundity prob-
lems because of underreporting of either contraceptive use or
pregnancies, but there is no evidence that this underreporting
has a significant effect on the estimates presented here.? Finally,
while some women with fecundity problems subsequently may
have children, their reduced capacity for childbearing has an
impact on the nation’s birthrate and on the estimates of couples
needing medical services to improve their chances of childbearing.

The category “surgically sterile” is divided into two sub-
groups: contraceptively and noncontraceptively sterile. The
category “‘contraceptively sterile” consists of women or their
current husbands who have had a sterilizing operation (tubal
ligation, hysterectomy, or vasectomy) at least partly because
they had had all the children they wanted. Table 1 shows that
in 1982, 17 percent of all women 15-44 years of age were
contraceptively sterile, including 1 percent of never married
women, 28 percent of currently married women (or their hus-
bands), and 20 percent of formerly married women. Not sur-
prisingly, in each marital status category the percent contra-
ceptively sterile was much higher for women with children
{parity 1 or more) than for childless women (parity 0).

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
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Table 1.
United States, 1982

Number of women 15—44 years of age and percent distribution by fecundity status, according to marital status, parity, and age:

[Preliminary statistics based on a sample of the female popuiation of the conterminous United States. See Technical notes for estimates of sampling vanability and

definitions of terms]

Surgically sterile Impaired fecundity
Non-
Marital status, parity, All All surgically Long
and age women Total Contraceptive  Noncontraceptive  impaired sterile Subfecund  interval Fecund
MARITAL STATUS Number in
AND PARITY thousands Percent distribution
Allwomen............ 54,099 100.0 17.4 7.8 8.2 1.6 5.4 1.2 66.5
Parity O .............. 22,941 100.0 1.4 1.7 8.4 2.5 5.2 0.7 88.5
Panty 1 ormore ....... 31,158 100.0 29.2 12.4 8.1 1.0 5.6 1.5 50.2
Never married
All panities. ........... 19,162 100.0 1.3 *0.8 4.1 1.0 3.0 0.1 93.8
PamtyO .............. 16.683 100.0 *0.3 *0.4 3.7 1.0 2.6 0.1 95.6
Panty 1 ormore ....... 2,469 100.0 7.9 *3.8 *6.4 0.8 5.6 0.0 81.8
Currently married
All parities............ 28,231 100.0 27.8 11.0 10.5 20 6.3 2.1 50.7
Parity O .............. 5,098 100.0 *4.6 *5.3 21.7 7.2 11.8 2.6 68.4
Parity 1 or more ....... 23,134 100.0 33.0 12.3 8.0 0.9 5.1 20 46.7
Formerly married
All parities. .. ......... 6,706 100.0 19.9 14.4 10.7 1.9 8.7 0.0 54.9
Panty O .............. 1,150 100.0 *4.2 *4.1 *16.6 2.1 14.3 0.1 75.1
Parity 1 ormore ....... 5,556 100.0 23.2 16.6 *9.4 1.8 7.6 0.0 50.8
AGE
15—-19vyears .......... 9,621 100.0 - 0.0 *2.1 *0.5 *1.6 - 97.9
20~24 years . ....... .o 10,629 100.0 3.7 *0.6 6.0 *0.9 4.9 *0.2 89.7
25-29vyears .......... 10,263 100.0 12.1 3.7 10.3 *1.5 7.7 *1.0 73.9
30-34vyears........ ‘e 9,381 100.0 26.7 10.1 9.2 *1.7 6.5 *1.1 54.0
35-39vyears.......... 7.893 100.0 35.3 18.4 12.6 3.1 7.0 *25 33.7
40-44 years . ......... 6,412 100.0 39.4 21.8 10.8 *2.9 4.7 *3.2 28.0

Women classified as “surgically sterile for noncontracep-
tive reasons’ had sterilizing operations for reasons other than
limiting the size of their families. Table 1 shows that 8 percent
(about 4.2 million) had had such operations, including 1 per-
cent of never married women, 11 percent of currently married
women (or their current husbands), and 14 percent of formerly
married women. The percent sterilized for noncontraceptive
reasons also was higher for women with children than for child-
less women.

Women classified as “nonsurgically sterile” said that it
was impossible to have a baby for some reason other than a
sterilizing operation—such as accident, illness, or unexplained
inability to conceive. As of 1982, 0.9 million women (2 per-
cent) were classified as nonsurgically sterile. The percent
nonsurgically sterile was 1 to 2 percent in each marital status
category.

Women classified as “subfecund” said that it was physically
difficult for them to conceive or deliver a baby, or that a doctor
had told them never to become pregnant again, because of danger
to the woman, the baby, or both. In 1982, 5 percent, or about
2.9 million women, were classified as subfecund, including
3 percent of never married, 6 percent of currently married, and
9 percent of formerly married women (table 1).

Women or couples who were continuously married (either

formally or informally), did not use contraception, and did not
become pregnant for 36 months or more were classified as
having a “long interval.”” Although these women reported no
known physical problems, they were well beyond any normal
period for conception, indicating some impairment to child-
bearing and possibly sterility. As of 1982, 1 percent of all
women, or about 0.6 million women, had a long interval.

The category “impaired fecundity” includes women who
were classified as nonsurgically sterile, subfecund, or having a
“long interval” since their last pregnancy. About 4.4 million
women, or 8 percent, had impaired fecundity. Of these, about
1.9 million were childless and about 2.5 million had 1 or more
children (calculated from table 1).

“Fecund” is a residual category consisting of women who
were not surgically sterile (and whose husbands were not sur-
gically sterile) and did not have impaired fecundity. In table 1,
94 percent of never married women were classified as fecund,
compared with about 51 percent of currently married and
55 percent of formerly married women. There are two main
reasons for this large difference between never married and
ever married women: never married women are younger on
average than ever married women, and most never married
women have never been pregnant or tried to become pregnant.
As a result, never married women are much less likely to be
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surgically sterile than ever married women, and have had less
chance to develop or discover any fecundity problems.

Table 1 aiso contains data for all women by age. Differ-
ences between age groups also reflect differences in marital
status, parity, and other factors. The percent contraceptively
sterile increased with age, from 4 percent at ages 20-24 to
39 percent at ages 40-44. The percent noncontraceptively
sterile also increased with age, especially after age 30. The
percent with impaired fecundity ranged from 2 percent at ages
15-19 to 13 percent at ages 35-39. Because both surgical
sterility and impaired fecundity are more common at the older
ages, the percent fecund declined from 98 among teenagers to
28 among women 40-44 years of age.

Trends Among Married Couples:
1976 to 1982

In 1982, as in 1976, the proportions of couples in both
categories of surgical sterilization increased with age and both
were greater among couples with children than among childless
couples (table 2). However, the proportions contraceptively
sterile differ sharply by parity at each age while noncontracep-
tive sterilization is little affected by parity. In both years, im-
paired fecundity was notably more common among childless
women. It also increased with age, especially among childless
couples: about half the childless couples 35-44 years of age
had impaired fecundity. The increase in impaired fecundity
with age was not statistically significant among couples with
children in 1982.

The percent of married couples who were contraceptively
sterile increased by half—from 19 percent in 1976 to 28 per-

cent in 1982—as shown in table 2. The largest increase oc-
curred among couples with wives 35-44 years of age who had
1 or more children. Changes in the percents surgically sterile
for noncontraceptive reasons were not marked and generally
were not statistically significant. The proportion of currently
married couples who were surgically sterilized (all reasons)
rose at a faster rate from 1976 to 1982 than from 1965 to 1976
(table 3): an increase of 10.7 percentage points from 1976 to
1982 (1.8 percentage points per year) compared with an in-
crease of 12.4 percentage points from 1965 to 1976 (1.1 per-
centage points per year).

Overall and among those with children, between 1976 and
1982 the proportions of couples with impaired fecundity de-
creased, although at 15-24 years of age the decline was not
statistically significant. There was no significant change in any
of the three age groups in the proportion of childless couples
with impaired fecundity (table 2).

The proportion fecund decreased from 56 to 51 percent
overall, primarily because of the decline from 35 to 26 percent
among wives 35-44 years of age with children (table 2). The
overall decline in the proportion of childless couples who were
fecund (from 73 to 68 percent) was entirely due to the older
age composition of childless couples in 1982 compared with
1976; there were no significant declines in the percent fecund
in any age group of childless couples.

Infertility Among Married Couples

“Infertility” is a medical concept for identifying couples
potentially in need of medical services to improve their chances
of childbearing. When neither partner is surgically sterile, a

Table 2. Number of currently married women 15-44 years of age and percent distribution by fecundity status, according to parity and age:

United States, 1976 and 1982

[Statistics are based on samples of the female population of the conterminous United States. See Technical notes for estimates of sampling variability and definitions

of terms. Data for 1982 are preliminary}

Surgically sterile

Noncontra- Impaired
All women Total Contraceptive ceptive fecundity Fecund
Parity and age 7982 1976 1982 1976 1982 1976 1982 1976 1982 1976 71982 1976
Number in
All parities thousands Percent distribution
15=44 years................... 28,231 27,488 100.0 100.0 27.8 18.5 11.0 9.6 10.5 15.7 50.7 56.1
15-=24vyears ........ccouvvennn. 4,741 6,020 100.0 100.0 *6.6 3.5 *0.6 *0.4 *8.0 10.8 84.8 85.3
25-34vyears .........coiiiennn 12,8924 12,179 100.0 100.0 23.8 19.1 7.7 6.8 9.4 15.5 59.0 58.7
35-44 years........oentinannn 10,566 9,288 100.0 100.0 42.3 27.6 19.8 19.4 12.8 19.1 25.1 33.9
Parity O
16-44years........coovvenennn 5,098 5,235 100.0 100.0 ‘4.6 1.5 *5.3 4.1 21.7 21.4 68.4 73.0
16-24vyears .......cocvnvuvenn. 1,989 2,738 100.0 100.0 - *0.2 *0.1 - *11.1 10.6 88.8 89.3
25-34vyears.......cccuiiinnn. 2,256 1,931 100.0 100.0 *6.2 *1.8 *3.5 4.5 211 27.3 69.2 66.4
35-44 years.........cnunna. 853 565 100.0 100.0 *10.8 *6.5 *22.5 223 47.8 53.9 *18.9 17.2
Parity 1 or more
15—44 years .........coovvuunnn 23,133 22,253 100.0 100.0 33.0 22.6 12.3 1.0 8.0 14.3 46.7 52.2
16-24vyears . ........ccovvunn. 2,752 3,282 100.0 100.0 *11.3 6.2 *1.0 *0.8 *5.8 1.1 81.9 82.0
25-34vyears ... ......0iii. 10,668 10,248 100.0 100.0 276 223 8.6 7.2 7.0 13.2 56.8 57.3
35-44vyears............ ... 9,713 8.723 100.0 100.0 45.0 29.0 19.6 19.2 9.7 16.8 25.7 34.9
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Table 3. Number of currently married women 15-44 years of age and percent distribution by infertility status, according to age, parity, and

race: United States, 1965, 1976, and 1982

{Statistics are based on samples of the female population of the conterminous United States. See Technical notes for estimates of sampling vanability and definitions

of terms, Data for 1982 are preliminary]

Infertility status
All women Surgically sterile Infertile Fecund?
Age, parity, and race 1982 1976 719657 Total 7982 1976 1965 71982 1976 1965 1982 1976 1965

Number in thousands

Percent distribution

Total® .......ccovvounn. 28,231 27,488 26,454 100.0
AGE
1519 years. ....covveunn 612 1,043 1,032 100.0
20-24vyears............. 4,130 4,977 4,397 1000
25-29 years........n0un. 6,442 6,443 4,953 100.0
30~34vyears............. 6,482 5,736 5,074 100.0
35-39vears............. 5,783 4,814 } 10,998 100.0
40-44vyears.........c.... 4,783 4,474 ’ 100.0
PARITY
[ 5,098 5,235 3,492 100.0
- A 5,891 5,571 4,497 100.0
2 i 9,042 7.638 6,878 100.0
3O0rmore ....ouceunennnn 8,201 9,045 11,587 100.0

RACE AND AGE

White
16—44 vyears. ,........... 25,175 24,795 23,427 100.0
15-29vyears.......c..... 10,005 11,217 9,166 100.0
30-44 vears.........uunn 15,170 13,577 14,261 100.0
Black
16—44 years, ............ 2,125 2,169  *3,027 100.0
15-29 years............. 859 993 41,216 100.0
30-44vyears........00n.. 1,266 1,177 41,811 100.0

9.9 5.6 7.3 19.6 18.1 14.5
17.7 8.8 7.5 10.6 12.4 17.2 71.7 78.8 75.3
46.8 32.3 14.2 5.0 6.0 9.3 48.2 61.7 76.6
63.4 49.8 21.5 3.8 7.9 9.4 32.8 42.3 69.0

38.9 28.2 15.8 8.4 10.3 11.2 52.7 61.6 73.0

*0.3 “1.0 *0.6 *2.1 *2.1 *0.6 97.7 96.6 98.9

3.1 9.7 6.4 *3.5 82.1 89.2 93.4

19.6 16.6 9.5- 7.0 8.0 6.5 73.4 74.4 84.0
43.6 36.2 17.0 7.7 10.3 11.6 48.7 53.56 71.3
58.2 45.3 228 10.2 12,5 14.2 31.6 422 63.0
66.7 49.0 26.8 9.0 15.9 20.2 24.3 35.2 52.9

70.5 76.3 78.2

38.9 29.0 15.9 8.1 9.4 10.5 53.0 61.6 73.6

13.7 10.7 5.5 7.4 6.7 4.4 78.8 82.6 90.1
556.5 441 22.3 8.6 11.6 143 359 443 63.3

36.3 21.6 14.2 13.1 18.1 16.3 50.6 60.3 69.5

19.7 9.2 6.6 10.9 12.1 4.5 69.4 78.7 88.9
475 321 20.6 146 232 26. 379 447 53.3

TFor method of estimation, see Technical notes.

2The definition of “fecund” used in this table 1s different from the definition used in tables 1 and 2.

3inciudes white, black. and other races.
4Figures are for races other than white.

couple is classified as infertile if, during the preceding 12
months or longer, they were continuously married (presumed
to be sexually active), had not used contraception, and had not
conceived.*-6 The measure of infertility generally provides
lower estimates than impaired fecundity, as in tables 1 and 2,
because it includes only wives who have difficulty conceiving,
and excludes wives who are using contraception because a preg-
nancy would threaten their health. An important advantage of
this measure is that we can measure the trend in infertility since
1965,!3 as shown in tables 3 and 4. Not shown in the tables is
the duration of infertility, which averaged (median) 27 months
in 1982, with 47 percent of infertile couples having been in-
fertile for 30 months or more.

Changes in the percent infertile between 1976 and 1982
generally were not statistically significant, except for the decline
among women 40—44 years of age. However, during the longer
period between 1965 and 1982, the proportion infertile showed
a statistically significant decline, from 11 percent in 1965 to
8 percent in 1982. This overall decline occurred because the
increase in infertility among women under age 30 was more

than offset by the sharp decline in the percent infertile among
women 30—44 years of age.

The decline in infertility among older women and overall
is the result of the large increase in surgical sterilizations.
Although it is possible that more women who know they are
infertile may have surgical sterilizations, it seems more likely
that the increasing use of contraceptive sterilizations reduces
the proportions of women who otherwise would find themselves
infertile at age 30 and older.

When couples who were surgically sterile are excluded,
the percent infertile did not change significantly between 1965
(13 percent) and 1982 (14 percent) (table 4). Among couples
who were not surgically sterile, for those with wives aged
20-24 years, the percent infertile increased from 4 percent in
1965 to 11 percent in 1982. This was the only statistically
significant change in any age or parity group in table 4.

Table 3 also contains data by race. The percent classified
as infertile was higher among black than white couples in ail
three survey years; in 1982, 13 percent of black and 8 percent
of white couples were classified as infertile. The increase in the



advancedata 5

Table 4. Percent of currently marriad women 15—-44 years of age {excluding surgically sterile} who were infertile by age, parity, and race:

United States, 1965, 1976, and 1982

[Statistics are based on samples of the female population of the conterminous United States. See Technicai notes for estimates of sampling vanability and definitions

of terms. Data for 1982 are preliminary]

Age, parity, and race 1982 1976 1965
Percent

JLIC= T L A 13.8 14.3 13.3
Age

BT B - I *2.1 *2.1 *0.6

b0 T L R T VO 10.6 6.7 *3.6

P4 T T T O 8.7 10.8 7.2

O T T 13.6 16.1 14.0

BB =30 YBAIS . .ttt it e e e e e et e et e, 24.4 22.8 18.4

L T AT T R 27.2 31.1 27.7
Parity

[ AP e 21.8 19.2 15.6

LS PR 12.9 13.6 18.6

2 e e e e e e e e e e e e e, 9.3 8.9 10.8

e = T 1T .- N S *10.4 15.8 12.0
Race

R 27211 - T 13.3 13.3 12.5

=1 TP 20.6 23.1 19.0

Nincludes black, white, and other races.

percent infertile, from 4 to 7 percent among white couples with
wives 15-29 from 1965 to 1982, was not statistically signifi-
cant. There was a significant decrease, from 14 to 9 percent,
among white couples with wives 30-44. The percent infertile
among black couples 15-44 did not change significantly be-
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Technical notes

Survey design

The National Survey of Family Growth (NSFG) is a
periodic survey conducted by the National Center for Health
Statistics to collect data on fertility, family planning, and related
aspects of maternal and child health. Fieldwork for Cycles II
and III was conducted under contract by Westat, Inc., in 1976
and 1982, respectively.

Personal interviews were conducted with a multistage area
probability sample of women 15-44 years of age in the nonin-
stitutionalized population of the conterminous United States.
In Cycle I1, conducted in 1976, ever married women and never
married women with offspring living in the household were eli-
gible for the survey. In Cycle III, all women aged 15—44 were
eligible regardless of marital status or the presence of offspring.
Women living in group quarters were excluded from the sample
in Cycle II but included in Cycle III. Interviews were conducted
with 8,611 women in Cycle Il and 7,969 in Cycle III. Further
details of the sample design of Cycle II are given in the report
cited in reference 1.

Fieldwork for Cycle III was conducted between August
1982 and February 1983. Black women and women aged
15-19 were oversampled. Interviews were conducted by trained
female interviewers and lasted an average of 1 hour. The inter-
view focused on the woman’s pregnancy history; use of con-
traceptives in each pregnancy interval; ability to bear children
in the future; use of family planning and infertility services;
marital history; labor force participation; and a wide range of
social, economic, and demographic characteristics.

Reliability of estimates

Because the statistics presented in this report are based on
a sample, they may differ from the statistics that would result if
all 54 million women represented by the NSFG had been inter-
viewed. The standard error of an estimate is a measure of such
differences. The standard error of an estimated number or per-
cent is calculated by using the appropriate values of A and B
from table I in the equations,

B \12
SE(N.)=(A +ﬁ) .

and

_| B P -(100 — P) (112
SE(,)—-[ X J

where N’ = the number of women
P = the percent

X = the number of women in the denominator of the
percent

NOTE: A list of references follows the text.

Table |. Parameters used to compute estimated standard errors
and relative standard errors of numbers and percents of women,
by maritai status and race: National Survey of Family Growth

Parameter
Cycle, marital status, and race A B
CYCLE [l {1982)
Ever married women
All races and white .. .......... —0.001097323 39,809.1677
Black .. ..vvviiiiniiiinnaanan —0.000808632 6,346.0484
All marital statuses
All races and white . ........... —0.0003935857 21,306.4134
Black ...viriari it —0.000908632 6.346.0484

CYCLE Il (1976}

Currentiy married women

Allraces......ccvvvevereeennn. ~—0.000185839 6.751.0619
White and otherraces.......... —0.000205624 7.021.1665
Black ....oovverniiieininnn. —0.000631040 2,798.6440

The chances are about 68 out of 100 that a sample estimate
would fall within one standard error of a statistic based on a
complete count of the population represented by the NSFG.
The chances are about 95 in 100 that a sample estimate would
fall within two standard errors of the complete count estimated.
Differences between percents discussed in this report were
found to be statistically significant at the 95-percent confidence
level using a 2-tailed s-test with 39 degrees of freedom. This
means that in repeated samples of the same type and size, a
difference as large as the one observed would occur in only
S percent of samples, if there were, in fact, no difference be-
tween the percents in the population.

The relative standard error of a statistic is the ratio of the
standard error to the statistic and usually is expressed as a
percent of the estimate. In this report, statistics with relative
standard errors of 30 percent or larger are indicated with an
asterisk (*). These estimates may be viewed as unreliable by
themselves, but they may be combined with other estimates to
make comparisons of greater precision.

Statistics in this report also may be subject to nonsampling
error, that is, errors or omissions in responding to the inter-
view, recording answers, and processing data. The data have
been adjusted for nonresponse by means of adjustments to the
sample weights assigned to each case. Other types of non-
sampling error were minimized by a series of quality control
measures as described in reports on Cycle IL!

The 1965 National Fertility Study

The figures on infertility for 1965 in tables 3 and 4 were
computed from the 1965 National Fertility Study and were
published previously.!® The survey design and procedures are
described in references 1 and 2.

Unlike the NSFG, the 1965 National Fertility Study did
not include procedures to obtain weighted numbers; therefore,
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approximate numbers of currently married women for 1965
were obtained from population estimates made by the U.S.
Bureau of the Census. The weighted numbers shown for 1965
in table 3 differ from those shown for 1976 and 1982 in the
following ways: in the 19635 figures, Alaska and Hawaii are
included; ““black” includes women of all races other than white;
and the age range includes currently married women 14 years
of age. The population estimates for 1965 are obtained from
two reports published by the U.S. Bureau of the Census.”8

Definitions of terms

Fecundity status—Fecundity is the physical ability of a
woman or couple to have children at the time of interview, and
refers to women with any number of children, unless classified
by parity. It is determined by responses to questions asked in
the NSFG interview, not by a medical examination. Fecundity
status, as shown in tables 1 and 2, has three main categories:
surgically sterile, impaired fecundity, and fecund. Women
were classified as surgically sterile if they (or their current
husband) had had a sterilizing operation. Surgically sterile is
divided into two subcategories: contraceptive and noncontra-
ceptive. Impaired fecundity is divided into the subcategories
nonsurgically sterile, subfecund, and long interval. Women
were classified as nonsurgically sterile if they reported that it
was impossible for them to have a baby for any reason other
than a sterilizing operation; as subfecund if it was difficult or
dangerous to have a baby; and as “long interval” if they had
been continuously married (formally or informally), had not
used contraception, and had not become pregnant for 3 or more
years. In tables 1 and 2, fecund is a residual category and means
that the woman (or couple) is not surgically sterile and does not
have impaired fecundity. The percent of currently married
couples with impaired fecundity is higher than the percent in-

NOTE: A list of references follows the text.

fertile because impaired fecundity includes difficulty in con-
ceiving and difficulty or danger carrying to term, whereas in-
fertility includes only difficulty in conceiving. For more detailed
discussion of the concept of fecundity status, see the text of this
report, and the report cited in reference 1.

Infertility status—Infertility is a medical concept; it identi-
fies couples that may need medical services to improve their
chances of having children. When neither spouse is surgically
sterile, a couple is considered infertile if, during the previous
12 months or longer, they were continuously married, had not
used contraception, and had not conceived. Infertility status, as
shown in tables 3 and 4, refers to the categories surgically sterile,
infertile, and fecund, where fecund means neither surgically
sterile nor infertile.

Age—Age is classified by the age of the respondent at her
last birthday before the date of interview.

Race—Race refers to the race of the woman interviewed
and is reported as black, white, or other. In Cycle III, race was
classified according to the woman’s report of the race that best
described her. In Cycle II, race was classified by the observa-
tion of the interviewer. Cycle III data indicated that results
using either method of classification were very similar.

Marital status—Persons were classified by marital status
as married, widowed, divorced, separated, or never married. In
Cycle I1, informally married women-—women who volunteered
that they were sharing living quarters with their sexual partner—
were classified as currently married. These women constituted
about 3 percent of currently married women in Cycle II. To
improve the comparability of NSFG results over time and with
other sources of data, in Cycle III such women were classified
according to their legal marital status. In both cycles, women
who were married but separated from their spouse were classi-
fied as separated if the reason for the separation was marital
discord, and as currently married otherwise.

Parity—Parity refers to the number of live births the
woman has had.

Symbols

- - - Data not available

Category not applicable

- Quantity zero

0.0 Quantity more than zero but less than

0.05

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

thousands

Figure does not meet standard of

reliability or precision (30 percent or
more relative standard error)
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Diagnosis-Related Groups Using Data From the
National Hospital Discharge Survey: United States, 1982

by Robert Pokras and Kurt K. Kubishke, Division of Health Care Statistics

Introduction

This report presents selected estimates for 1982 of
diagnosis-related groups (DRG) based on data from the Na-
tional Hospital Discharge Survey (NHDS). A similar report
has been published for 1981.! The current plan is to publish
reports on DRG’s regularly because they determine the reim-
bursement rates of Medicare inpatients, about 30 percent of all
discharges from short-stay non-Federal hospitals.?

Developed at the Yale School of Organization and Man-
agement, DRG’s are being used by the Health Care Financing
Administration, some States, and some third party payers to
reimburse hospitals for inpatient care on a prospective basis.3
This approach to health care reimbursement operates on the
principle that patients with similar medical conditions should
receive similar care and use approximately the same amount of
resources; therefore, in general a hospital should be reimbursed
the same amount for each patient in a DRG. While there is
variation in resource consumption among individuals within a
DRG, these are expected to balance across all patients.

DRG’s were developed under the guiding principle that
“The primary objective in the construction of DRG’s was a
definition of case type, each of which could be expected to
receive similar outputs or services from a hospital.””* Their
formulation was accomplished using clinical judgment and
statistical procedures that classify patients by measuring re-
source utilization. The first step in this process was to cluster
the universe of medical diagnoses into broad, mutually exclu-
sive categories. These groups were formed to be consistent in
their anatomical or physiopathological classification, or in a
manner in which they are clinically managed. Once these
major diagnostic groups were formed, an interactive statistical
program (AUTOGROUP#) was used to further classify each
major group into discrete DRG’s. This process incorporated
patient information regarding diagnoses (primary and secondary),

procedures, sex, and age to explain maximally a patient’s length
of stay. In all, there currently are 470 DRG?s.

Prospective reimbursement was authorized under the Tax
Equity and Fiscal Responsibility Act of 1983. Under this act
hospitals participating in the Medicare program were brought
into this system beginning with their fiscal year as of October
1, 1983. The Health Care Financing Administration, which
operates the Medicare program, is allowing several years for
hospitals to make a transition to prospective reimbursement by
adjusting DRG payments based on certain hospital character-
istics and geographic location. At the end of this phase-in period,
care provided to a Medicare inpatient will translate into a pre-
established payment based solely on the patient’s DRG.

There is an important issue related to the NHDS and the
implementation of this prospective reimbursement system: how
this system may affect the selection of a patient’s principal di-
agnosis and/or comorbidities. Because the NHDS is designed to
collect data on the morbidity of the hospital inpatient popula-
tion, any external influence on diagnostic practices may affect
NHDS data. For example, two patients admitted to a hospital
for treatment of chest pain—one diagnosed as having chest
pain and the other diagnosed as having angina—will be placed
into different DRG’s and have different reimbursement rates.
There is speculation that in cases such as this prospective reim-
bursement may influence the selection of a diagnosis,? which in
turn may affect estimates produced from the NHDS. After
prospective payment has been in place for a few years, it may
be possible to examine trends in NHDS data and determine
the magnitude, if any, of this type of effect.

The statistics in this report are based on data collected by
means of the NHDS, a continuous survey conducted by the
National Center for Health Statistics since 1965. Data for this
survey are sampled from short-stay non-Federal general and
specialty hospitals in the 50 States and the District of Columbia.
The sample for 1982 contained approximately 214,000 medical
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records from 426 hospitals. The relevant variables required to
produce DRG’s (diagnoses, procedures, sex, age, and other
variables) were abstracted from the face sheet of each sampled
medical record, and NHDS data thereby could be used to pro-
duce national estimates of DRG’s. These estimates may be of
value for hospitals to compare their experience with that of
other hospitals. For this reason, statistics in this report are
frequency estimates and associated average length of stay for
DRG’s by hospital bed size and region of the country.

Highlights

The frequency and average length of stay for the most
common DRG’s are presented by age, region of the country,
and hospital bed size (tables 1-4). Age is dichotomized as
under 65 years of age and 65 years of age and older. This

Table 1.

diagnosis-related groups and geographic regions: United States, 1982

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

allows a comparison with the Medicare population because
Medicare covers most hospital costs for approximately 94 per-
cent of discharges 65 years of age and over. Tables 1 and 2
provide regional data, while tables 3 and 4 provide bed-size
data for these DRG’s. Within each of these sets of tables, the
first (tables 1 and 3) are for patients under 65 years of age, and
the second (tables 2 and 4) are for patients 65 years of age and
over.

By definition, some DRG’s are only for patients in a spe-
cific age range. In such a case the DRG title and the table title
(tables 1-4) together define the age group of the estimate. That
is, the most restrictive case of either the table or DRG title
determines the age group of the estimate. For example, “Dia-
betes, age greater than 35 years” in table 2 only refers to patients
65 years of age and over because of the table title; whereas,
“Simple pneumonia and pleurisy, age greater than 69 years

Number of discharges and average length of stay of patients under 65 years of age discharged from short-stay hospitals, by selected

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

Alldischarges .. .. ........ ... iiuienn. 27,896 5,564 7,929 9,804 4,598 5.9 6.5 6.3 5.6 5.0
Vaginal delivery without complicating

diagnoses . .........iiiiiiiiiiiaan 2,784 524 765 937 559 2.9 3.4 3.3 2.7 2.2
Medical back problems ............... *« 790 121 245 298 125 7.2 9.0 7.3 6.8 6.2
Esophagitis, gastroenteritis, and

miscellaneous digestive disorders,

age 18-69 years without substantial

comorbidity and/or complication. ... ... 673 97 178 320 78 4.1 4.5 4.2 4.2 3.3
Cesarean section without substantial

comorbidity and/or complication. ... ... 649 125 145 258 121 5.7 6.7 6.2 5.3 4.8
Nonradical hysterectomy, age less than

70 years without substantial comorbidity

and/or complication . ................ 495 70 128 212 85 7.2 7.9 7.6 7.1 6.2
Unrelated operating room procedures. . . . 401 75 116 145 65 11.2 13.8 12.0 9.7 10.1
Esophagitis, gastroenteritis, and

miscellaneous digestive disorders,

age O—17vyears..........cccmvvue.nn 392 69 i 173 39 3.8 3.9 38 3.8 3.3
Psychoses ......oviiiii i 388 95 118 108 68 16.5 19.1 19.7 13.8 11.6
Alcohol- and substance-induced organic

mental syndrome ..........c.0000..n 360 157 90 68 45 10.6 9.8 11.9 10.7 10.9
Dilation and curettage of uterus;

conization except for malignancy ...... 345 111 85 118 32 1.8 1.7 1.9 2.0 1.2
Abortion with dilation and curettage

ofuterus.......c.ovviinien., e 325 136 65 86 39 1.3 1.0 1.7 1.5 1.1
Bronchitis and asthma, age 0—17 years. . . 313 65 96 118 34 3.9 4.6 3.8 3.8 3.3
Simple pneumonia and pleurisy, age

O-17vyears ..........ovaenn. NP 279 36 86 131 28 4.7 5.3 5.0 4.6 4.1
Tonsiilectomy and/or adenoidectomy,

ageO=17vyears..........cveinnn. 279 43 106 83 48 1.8 1.7 1.9 21 1.2
Inguinal and femoral hernia procedures,

age 18—69 years without substantial

comorbidity and/or complication....... 271 76 74 80 42 4.2 4.0 4.4 4.7 3.0
Diabetes, age greater than 36 years ... .. 259 52 72 104 30 8.2 9.9 8.7 7.4 6.4
Vaginal delivery with sterilization

and/or dilation and curettage of

ULBIUS. . vt te e eeneeanrannaennn 247 44 57 110 37 3.6 4.2 4.1 3.3 2.8
Other factors influencing health status . . . 242 53 68 75 46 3.5 3.6 3.8 3.2 34
Total cholecystectomy with common

bile duct exploration, age less than

70 years without substantial comorbidity

and/or complication . . ............... 233 48 63 83 39 7.8 8.1 7.9 8.1 6.7
Bronchitis and asthma, age 18-69 years

without substantial comorbidity

and/or complication .. ............... 227 45 62 81 38 5.3 5.9 5.8 4.9 4.6
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Table 2. Number of discharges and average length of stay of patients 65 years of age and over discharged from short-stay hospitals, by
selected diagnosis-related groups and geographic regions: United States, 1982
[Discharges from non-Federal short-stay hospitals. Excludes newborn infants]
All North All North
Diagnosis-related group regions  Northeast Central  South West regions  Northeast Central South West
Numbers in thousands Average length of stay in days
All discharges .. .......ccovviiinn... 10,697 2,283 3,008 3.631 1.774 10.1 12.3 10.3 9.4 8.2
Lensprocedures .......covviiiannnan 429 81 127 119 102 2.9 3.0 3.3 3.0 2.4
Atherosclerosis, age greater than
69 years and/or substantial comorbidity
and complication ............ ..., 427 99 109 157 62 8.7 10.9 9.0 8.2 6.3
Heart failure and shock................ 387 88 108 132 59 9.7 11.8 10.3 8.8 7.7
Esophagitis, gastroenteritis, and
miscellaneous digestive disorders,
age greater than 69 years and/or
substantial comorbidity and
comphication .. .vveeniiiirinennuaens 376 63 102 169 42 6.7 8.3 6.9 6.3 5.8
Chronic obstructive pulmonary disease. . . 300 54 76 117 54 9.8 11.9 10.2 8.8 9.2
Specific cerebrovascular disorders
except transient ischemic attack....... 295 64 76 103 52 15.4 20.4 16.2 13.2 12.2
Simpie pneumonia and pleurisy, age
greater than 69 years and/or substantial
comorbidity and complication ......... 276 51 80 106 38 10.7 11.8 10.6 10.7 9.5
Unrelated operating room procedures. . .. 226 59 65 72 29 17.3 20.0 17.5 15.8 15.0
Diabetes, age greater than 35 years ..... 208 48 56 77 24 10.0 13.9 9.7 8.4 8.1
ANGINa PectoriS. ... vvcviinvacnnrsenenn 195 48 47 67 32 6.6 8.0 6.4 6.6 4.9
Medical back problems ............... 186 38 58 63 27 9.3 11.5 9.7 7.7 8.8
Cardiac arrhythmia and conduction
disorders, age greater than 69 years
and/or substantial comorbidity
and complication ............. 000 181 35 51 65 30 71 9.1 7.2 7.1 4.8
Circulatory disorders with acute
myocardial infarction without
cardiovascular complications,
discharged alive .................... 174 44 44 62 24 12.2 13.6 12.9 11.8 9.4
Hypertension..........ccoeviieienn, 158 28 43 70 17 7.9 8.8 7.7 7.6 8.4
Transient ischemic attacks............. 155 39 42 52 22 7.6 9.6 7.8 7.3 4.3
Bronchitis and asthma, age greater than
69 years and/or substantial comorbidity
and complication ..........ciiiiaaan 148 22 38 59 29 8.3 9.2 8.0 8.3 8.0
Transurethral prostatectomy, age greater
than 69 years and/or substantial
comorbidity and compilication . ........ 144 29 42 45 28 9.3 11.1 9.5 9.4 6.8
Kidney and urinary tract infections,
age greater than 69 years and/or
substantial comorbidity and
complication ... cvv vt i eereaaannnnn 142 23 34 67 17 8.5 9.9 8.8 8.1 7.1
Respiratory neoplasms .. .. ....c.cvvevnn. 137 36 34 43 24 10.9 11.0 11.9 11.2 9.0
Hip and femur procedures except
major joint, age greater than 69 years
and/or substantiali comorbidity and
complication ...........ccchiiuan.. 135 27 45 38 25 19.5 25.1 19.9 18.5 14.3

and/or substantial comorbidity and complication’ in table 2
would not include a patient under 70 years of age because of
the restriction in the DRG title.

The most common DRG for patients under 65 years of
age was “Vaginal delivery without complicating diagnoses”
(table 1), with an estimated 2.8 million discharges in 1982.
“Cesarean section without substantial comorbidity and/or
complication,” with 649,000 discharges, also was among the
most frequent DRG’s in this age group. For patients 65 years
of age and older (table 2), “Lens procedures” was the most
common DRG, 429,000, and “Atherosclerosis, age greater
than 69 years and/or substantial comorbidity and complication,”
427,000, was the second most common DRG for the elderly.

The average length of stay for specific DRG’s in the four

regions of the country generally reflects the pattern found for
all patients: the Northeast and North Central have the longest
average length of stay and the West has the shortest. Regional
length-of-stay differences were greater for patients 65 years of
age or more than for younger patients. The West had an average
length of stay of 5.0 days for patients under 65 years of age,
and the Northeast had an average length of stay of 6.5 days, a
difference of 1.5 days, or 30 percent greater. For older patients,
however, the Northeast had an average length of stay 4.1 days
greater than the elderly patients in the West (12.3 versus 8.2
days), a difference of 50 percent.

Overall there was a tendency for length of stay to increase
with hospital bed size (table 3 and 4) for patients under 65
years of age as well as for older patients, but this pattern is not
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Table 3. Number of discharges and average length of stay of patients under 65 years of age discharged from short-stay hospitals. by selected
diagnosis-related groups and hospitai bed size: United States, 1982

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

500 500
100~ 200- 300- or 100- 200- 300- or
All 6-99 799 299 399 more All 6-99 199 299 399 more
Diagnosis-related group hospitals beds beds beds beds beds hospitals  beds beds beds beds beds
Number in thousands Average length of stay in days
All discharges. .............. 27,896 4,664 4,906 4.453 6,808 6,958 5.9 4.5 5.3 5.7 6.2 6.8
Vaginal delivery without
complicating diagnoses. . .. .. 2,784 425 466 433 700 759 2.9 2.4 2.8 2.8 341 3.2
Medical back problems ....... 790 170 137 150 185 149 7.2 6.3 7.0 7.5 7.6 7.6
Esophagitis, gastroenteritis, and
miscellaneous digestive
disorders, age 18-69 years
without substantial comorbidity
and/or complication......... 673 191 116 115 143 108 4.1 3.3 4.3 4.6 4.2 4.8
Cesarean section without
substantial comorbidity and/or
complication............... 649 75 123 83 175 183 5.7 54 5.2 5.5 5.8 6.1
Nonradical hysterectomy, age
less than 70 years without
substantial comorbidity and/or
complication............... 495 51 111 80 126 125 7.2 7.1 6.5 7.4 7.3 7.5
Unrelated operating room
procedures ................ 401 50 65 65 98 123 11.2 6.9 7.7 12.8 13.0 12.5
Esophagitis, gastroenteritis, and
miscelianeous digestive
disorders, age 0-17......... 392 82 97 60 78 75 3.8 2.7 3.7 3.8 4.0 4.8
Psychoses.................. 388 34 74 40 137 103 16.5 12.0 14.5 15.1 15.8 20.9
Alcohol- and substance-induced
organic mental syndrome. . ... 360 105 59 38 97 60 10.6 9.6 13.5 129 9.9 9.4
Dilation and curettage of uterus;
conization except for
malignancy ................ 345 56 78 43 81 87 1.8 1.8 1.7 2.1 1.9 1.6
Abortion with dilation and
curettage of uterus . .......,. 325 36 68 41 78 102 1.3 1.6 1.4 1.5 1.2 1.1
Bronchitis and asthma, age
O-17vyears................ 313 59 79 50 70 56 3.9 3.4 3.8 4.5 4.1 3.8
Simple pneumonia and pieurisy,
ageO~17years............. 279 85 63 48 49 35 4.7 4.1 4.9 5.0 5.2 4.9
Tonsillectomy and/or
adenoidectomy, age 017
Years ...ttt 279 52 55 63 68 41 1.8 1.6 1.8 1.9 1.7 1.9
Inguinat and femoral hernia
procedures, age 18-69 years
without substantial comorbidity
and/or complication......... 27 40 50 45 72 64 4.2 4.2 3.9 4.4 4.2 4.2
Diabetes, age greater than
36years .................. 259 57 43 53 56 50 8.2 6.2 7.2 8.2 9.4 9.7
Vaginal delivery with
sterilization and/or dilation
and curettage of uterus ...... 247 47 47 41 47 65 3.6 34 3.3 3.5 3.7 3.8
Other factors influencing
healthstatus............... 242 35 38 39 58 73 3.5 3.1 4.0 3.5 3.6 3.4
Total cholecystectomy with
common bile duct exploration,
age less than 70 years without
substantial comorbidity and/or
complication. . ............. 233 44 41 34 65 48 7.8 7.2 7.5 8.4 8.4 7.4
Bronchitis and asthma, age
18-69 years without
substantial comorbidity and/or
complication............... 227 60 37 38 45 46 5.3 4.8 5.3 5.0 5.7 5.8

consistent for some of the individual DRG’s for which average
length of stay in small and medium-size hospitals is equal to or
greater than the average length of stay in large hospitals (500

or more beds).

The average length of stay associated with a DRG (tables

1-4) allows hospitals to compare their experience with that of
other hospitals. While comparison is tenuous on a case-by-
case basis, a hospital with an average length of stay 2, 3, or
more days longer than the national average for a specific DRG
may need to examine why it is so far from the norm. This kind
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Tabie 4. Number of discharges and average length of stay of patients 65 years of age or over discharged from short-stay hospitals, by selected
diagnosis-related groups and hospital bed size: United States, 1982

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

500 500
100- 200-  300- or 100- 200- 300- or
All 6-99 199 299 399 more All 6-99 199 299 399 more
Diagnosis-related group hospitals beds beds beds beds beds hospitals beds beds beds beds beds
Number in thousands Average length of stay in days
Alt discharges............... 10.697 2,172 1,832 1,907 2,638 2,148 10.1 8.1 9.6 10.2 10.8 11.5
Lens procedures............. 429 32 94 85 118 99 29 2.9 3.0 2.6 3.0 3.1
Atherosclerosis, age greater
than 69 years and/or
substantial comorbidity and
complication............... 427 90 87 80 107 63 8.7 7.3 8.1 8.8 9.6 10.2
Heart failure and shock ....... 387 113 70 68 82 54 9.7 8.1 9.3 10.5 10.8 11.0
Esophagitis, gastroenteritis, and
miscellaneous digestive
disorders, age greater than
69 years and/or substantiai
comorbidity and
complication............... 376 123 €60 64 78 51 6.7 5.6 7.2 6.9 8.3 6.5
Chronic obstructive pulmonary
diSease ...... . oivennnnans 300 76 48 58 71 48 9.8 8.1 9.5 10.7 10.6 10.5

Specific cerebrovascular

disorders except transient

ischemic attack............. 294 66 54 60 63 50 15.4 11.2 15.8 16.1 14.9 20.1
Simple pneumonia and pleurisy,

age greater than 69 years

and/or substantial comorbidity

and complication ........... 276 98 45 42 56 36 10.7 9.3 10.9 11.7 11.8 11.6
Unrelated operating room

procedures ................ 226 29 42 45 58 52 17.3 14.1 17.3 16.0 17.5 19.9
Diabetes, age greater than

35vyears ........ .0 208 50 37 44 44 33 10.0 8.2 9.2 10.3 10.9 121
Angina pectoris. . ............ 185 54 34 40 44 23 6.6 5.9 6.3 6.3 7.6 7.4
Medical back problems ....... 186 45 33 36 41 31 9.3 7.8 8.3 8.5 11.8 10.2

Cardiac arrhythmia and

conduction disorders, age

greater than 69 years and/or

substantial comorbidity and

complication............... 181 49 31 33 37 30 7.1 5.7 6.6 7.8 7.8 8.5
Circulatory disorders with acute

myocardial infarction without

cardiovascular complications,

discharged alive ............ 174 35 27 31 46 35 12.2 11.2 11.6 12.1 129 12.9
Hypertension................ 158 39 31 29 27 32 79 6.2 7.3 9.3 7.7 9.6
Transient ischemic attacks .... 155 36 34 30 32 24 7.6 5.5 7.5 7.6 9.7 8.2

Bronchitis and asthma, age

greater than 69 years and/or

substantial comorbidity and

complication. .............. 148 47 31 25 28 17 8.3 6.9 9.6 8.7 8.8 8.2
Transurethral prostatectomy,

age greater than 69 years

and/or substantial comorbidity

and complication ........... 144 14 31 27 38 33 9.3 9.2 8.3 10.2 9.2 9.5
Kidney and urinary tract

infections, age greater than

69 years and/or substantial

comorbidity and

complication............... 142 48 26 20 31 18 8.5 7.2 9.2 8.5 9.2 9.4
Respiratory neoplasms........ 137 22 19 19 40 37 10.9 7.7 10.8 10.0 11.8 12.4
Hip and femur procedures

except major joint, age greater

than 69 years and/or

substantial comorbidity and

complication............... 135 16 23 24 40 32 19.5 18.3 18.1 17.9 20.3 21.3
of comparison may be worthwhile as a starting point, but even reimbursement is likely to affect areas such as-cost savings,
within a DRG, average length of stay is not an exact measure quality of care, medical records keeping, and certain areas of
of resource consumption. medical practice. However, for at least two reasons data cur-

The change to prospective payment for Medicare inpatient rently available on DRG's from the NHDS (this report and a
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similar report using 1981 data!) should not be used to evaluate
the success of prospective payment. First, the prospective pay-
ment program was not implemented until October 1983, and,
second. historical trends must be studied to shed light on short-
term changes in hospital utilization.

For example, from 1981 to 1982 average length of stay
decreased 0.4 days for patients 65 years of age and over, and
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Technical notes
Survey methodology

Source of data

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

The universe of the survey consisted of 6,965 short-stay
hospitals contained in the 1963 Master Facility Inventory of
Hospitals and Institutions. New hospitals were sampled for
inclusion in the survey in 1972, 1975, 1977, and 1981. The
sample for 1982 consisted of 550 hospitals. Of these, 71 refused
to participate and 53 were out of scope either because the hos-
pital had gone out of business or because it failed to meet the
definition of a short-stay hospital. Thus 426 hospitals partici-

some specific DRG’s also showed a reduction in average length
of stay. However, length of stay in short-stay non-Federal hos-
pitals has been decreasing for over a decade (the average length
of stay for patients 65 years of age and over was 12.2 days in
19725 compared with 10.1 days in 1982), and it will take more
time to understand the effects prospective payment will have, if
any, on hospital utilization.
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No. 1000. Public Health Scrvice. Washington. U.S. Government
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Modification. DHHS Pub. No. (PHS) 80-1260. Public Health Serv-
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pated in the survey during 1982 and provided approximately
214,000 abstracts of medical records.

Sample design

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

Sample discharges were selected within the hospitals using
the daily listing sheet of discharges as the sampling frame.
These discharges were selected by a random technique, usually
on the basis of the terminal digit or digits of the patient’s medical
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record number, a number assigned when the patient was ad-
mitted to the hospital. The within-hospital sampling ratio for
selecting sample discharges varied inversely with the probability
of selection of the hospital.

Data collection and estimation

The sample selection and the transcription of information
from the hospital records for abstract forms were performed by
the hospital staff or by representatives of the National Center
for Health Statistics or by both. The data were abstracted from
the face sheets of the medical records. All discharge diagnoses
were listed on the abstract in the order of the principal one, or
the first-listed one if the principal one was not identified, fol-
lowed by the order in which all other diagnoses were entered
on the face sheet of the medical record.

Statistics produced by NHDS are derived by a complex
estimating procedure. The basic unit of estimation is the sample
inpatient discharge abstract. The estimating procedure used to
produce essentially unbiased national estimates in NHDS has
three principal components: inflation by reciprocals of the
probabilities of sample selection, adjustment for nonresponse,
and ratio adjustment to fixed totals. These components of esti-
mation are described in appendix I of two earlier publications.57

Diagnosis-related groups

The diagnosis-related groups (DRG’s) used in this report
were produced using the most current DRG program available
at the time (summer of 1983). This is a computer program that
groups patients into DRG’s based on diagnostic, surgical, and
patient information. The program is maintained and is com-
mercially available at Health Systems International (DRG
Support Group, 100 Broadway, New Haven, Conn. 06511).
However, the actual program used to produce estimates in this
report was obtained from the Health Care Financing Admin-
istration.

To help interpret the data in this report, two points are
worth mentioning. First, the entire NHDS file was used to
produce estimates, including outliers. None of the data was
excluded, or trimmed, because of an abnormally long length of
stay. Second, the NHDS only codes three ICD-9-CM
Class 4 procedures:®? circumcision, code 64.0; episiotomy,
code 73.6; and removal of intrauterine contraceptive device,
code 97.71. In certain instances Class 4 procedures can alter
the DRG designation for a patient. The effect of not coding
these procedures in the NHDS on determining DRG’s is un-
known, but probably quite small. In all other respects, the
DRG's presented in this report are consistent with those in the
Federal Register of Thursday, September 1, 1983.10

In publications from the National Center for Health Sta-
tistics using NHDS data, several schemes have been used to
group patients into categories based on either their diagnoses
or the procedures performed. These groups were developed to
report general purpose statistics to the many users of NHDS
data, and any similarity between the titles of those categories
and DRG titles is coincidental.

NOTE: A list of references follows the text.

Sampling errors and rounding of numbers

The standard error is a measure of the sampling variability
that occurs by chance because only a sample, rather than an
entire universe, is surveyed. The relative standard error of the
estimate is obtained by dividing the standard error by the esti-
mate itself and is expressed as a percent of the estimate.
Table I shows relative standard errors for discharges and first-
listed diagnoses for 1982. The standard errors for average lengths
of stay are shown in table II. Estimates have been rounded to
the nearest thousand. For this reason detailed figures within
tables do not always add to the totals.

Tests of significance

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

Definition of terms

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

Table i. Approximate relative standard arrors of estimated number
of discharges and first-listed diagnoses: United States, 1982

Relative

standard
Size of estimate error
10,000, ..ttt ittasannnenresaaaraannnanens 16.3
10 oo T o 2 10.2
0 0 oo T 8.5
b 00 2 e o /o T 6.6
L0 0 2 0o o 70 5.9
1,000,000 ... i iiiiiitiieteracanonsannans 5.1
4,000,000 .. .. ittt e ia s 4.0

Table II. Approximate standard errors of average lengths of stay
by number of discharges: United States, 1982

Average length of stay in days

Number of discharges 2 6 10 20

Standard error in days

10000. ..., 0.7 1.2 1.7 2.2
50000............c00000 0.3 0.7 1.0 1.4
100000..........0vienntn 0.3 0.6 0.9 1.2
800,000..........cviulnt. 0.2 0.5 0.8 0.9
1,000,000 ................ 0.2 0.5 0.8 0.7
5000000................ 0.2 0.5 0.8 ...
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Average length of stay—The total number of patient days
accumulated at time of discharge by patients discharged during
the year divided by the number of patients discharged.

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

Discharge—Discharge is the formal release of a patient by
a hospital; that is, the termination of a period of hospitalization
by death or by disposition to place of residence, nursing home,
or another hospital. The terms “discharges” and “patients dis-
charged” are used synonymously.”

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

Region States included

Maine. New Hampshire, Vermont, Massa-
chusetts, Rhode lIsland, Connecticut,
New York, New Jersey, and Pennsyivania

Michigan, Ohio, lllinais, Indiana, Wiscon-
sin, Minnesota, lowa, Missouri, North
Dakota, South Dakota, Nebraska, and
Kansas

Northeast. ... ..

North Central. . .

Regron—Con. States included—Con.

Delaware, Maryland, District of Columbia,
Virginia, West Virginia, North Carolina,
South Carolina, Geargia, Fiorida, Ken-
tucky, Tennessee, Alabama, Mississippi,
Arkansas, Louisiana, QOklahoma, and
Texas

Montana, Idaho, Wyoming, Colorado, New
Mexico, Arizona, Utah, Nevada, Wash-
ington, Oregon, California, Hawaii, and
Alaska

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

Bed size of hospital—Size is measured by the number of
beds, cribs, and pediatric bassinets regularly maintained (set
up and staffed for use) for patients; bassinets for newborn infants
are not included. In this report the classification of hospitals by
bed size is based on the number of beds at or near midyear
reported by the hospitals.
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Use of Topical Antimicrobial Drugs in Office-Based Practice:
United States, 1980-81

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

This report examines the use of topical antimicrobial
medications in the office-based patient care setting. The infor-
mation used was obtained by combining the 1980 and 1981
results of the National Ambulatory Medical Care Survey, a
sample survey of care provided by office-based physicians.
Conducted annually by the National Center for Health Sta-
tistics from 1973 through 1981, the survey is being carried out
again in 1985.

Because of the nature of the data collected by means of the
National Ambulatory Medical Care Survey (NAMCS), the
investigation of the use of antimicrobial medications is limited
to an inspection of the patterns in physicians’ ordering or pro-
viding them to patients. It is not possible to assess the extent to
which the patients actually filled their prescription orders and
used the medications according to instructions.

The estimates presented in this report are based on a sample
of office visits, and so are subject to sampling variability.
Comparisons among statistics were tested for statistical sig-
nificance using the Bonferroni test for multiple comparisons, a
modification of the t-test. Statements regarding differences
between or among statistics indicate that the test results showed
a difference significant at the p < .05 level. An explanation of
sampling errors and guidelines for judging the precision of
estimates, as well as a brief description of the survey design,
are presented in the technical notes appended to this report.

In selecting the drugs to be included in this analysis. 4MA
Drug Evaluations, Fifth Edition,! first was utilized to establish
a comprehensive list of drug ingredients (according to generic
or nonproprietary name) considered to have antimicrobial
activity. All drug mentions (that is, all drugs listed by physicians
as ordered or provided to patients) appearing in NAMCS in

LamA Drug Evaluations, Fifth Edition, Chs. 21, 24, 62, and 69~80. Chicago.
American Medical Association, 1983.

1980 and 1981 then were screened for these ingredients. The
resulting list of antimicrobial drugs was divided into two sets:
those known to be used only topically and all others. The topical
drugs, and the patient visits associated with them, are discussed
in this report; the other antimicrobial drugs will be presented in
an additional report scheduled for publication in 1985.

Thirty-six specific antimicrobial generic ingredients ap-
peared in the topical drug mentions recorded in the 1980 and
1981 surveys. For the purposes of this analysis, they can be
classified in the foliowing eight categories:

®  Amphenicols (chloramphenicol).
Macrolide antibiotics (erythromycin).

® Tetracyclines (chlortetracycline, meclocycline, oxytetra-
cycline, and tetracycline hydrochloride).

® Aminoglycosides (gentamicin and neomycin).
Polymyxins (polymyxin B).

¢ Sulfonamides (silver sulfadiazine, sulfabenzamide, sul-
facetamide, sulfanilamide, sulfathiazole, and sulfisoxazole).

® Antifungal or antjbacterial and antifungal agents (am-
photericin B, selenium sulfide, sodium thiosulfate, tolnaf-
tate, undecyclenic acid, and zinc pyrithione).

® Miscellaneous antimicrobial agents (acetic acid, bacitracin,
carboi-fuchsin, gramicidin, iodochlorhydroxyquin, iodo-
quinol, nitrofurazone, povidone-iodine, and silver nitrate).

Although gramicidin, neomycin, and polymyxin B also are
used systemically, such use is unusual, particularly in the office-
based ambulatory care setting examined here. Consequently,
these three generic ingredients are included only in this topical
antimicrobial report.

The specific topical antimicrobial drugs containing the
above generic ingredients and appearing in NAMCS in 1980
and 1981 were subdivided according to the body site of appli-
cation and the types of active ingredients included. This yielded

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Public Health Service
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seven topical antimicrobial groups with frequencies large .
enough for analysis:

Vaginal drugs: Drugs for vaginal use only, containing one

or more antibacterial and/or antifungal agents.

®  Other topical antifungal drugs: Drugs for use on skin
and/or mucous membranes, containing one or more anti-
fungal ingredients.

&  Other topical anti-infectives: Drugs for use on skin and/or
mucous membranes, containing one or more antibacterial
ingredients and/or antibacterial and antifungal agents.

®  Other topical anti-infective and corticosteroid mixtures:

Drugs for use on skin and/or mucous membranes, contain-

e Ophthalmic antibacterial drugs: Drugs for ophthalmic
use only, containing one or more antibacterial agents.

e  Ophthalmic antibacterial-corticosteroid mixtures: Drugs
for ophthalmic use only, containing one or more antibac-
terial agents and one or more corticosteroids. (These drugs
have anti-inflammatory as well as anti-infective properties.)

®  Qtic drugs: Drugs for otic use only, containing one or
more antibacterial and/or antifungal agents, with or without

a corticosteroid ingredient.

ing one or more antibacterial and/or antibacterial and

Ophthalmic antibactenal drugs gentian violet BPN
Bleph Gyne-Lotnmin carbol-fuchsin
Chloromyxin Koro-Sulf Castellani's pamnt
Chloroptic Monistat 7 Efodine
Econochlor Nyimerate Elase-Chloromycetin
Genaptic nystatin vaginal tablet EryDerm
Isopto Cetamide Sulfa Vaginal Furacin
Ophthochlor sulfanilamide lodochlor
Statrof Sultrin Meclan
Sulamyd Tncholan Mity-Mycin
Sulfacel-156 Triconol Mycitracin
Vasosulf Tripul Vaginal neomycin
Vagilia Neo-Polycin
Vagitrol Neosporin
Ophthalmic antibacterial-corticosterord Vanobid nitrofurazone
mixtures Polysporin
Blephamide Other topical antifungal drugs zgzg:z:-iodine
g:f:zfndc tin-Hyd rti amphotericin Sebizon Lotion
Chloropt?c-eP n-Hydrocortisone clotrimazole S.ilvade.ne
Isopto Cetapred Desenex . silver nftrate .
Maxitrol Exsel. Lotion sflver nitrate to.ughened sticks
Metimyd Fungizone ' silver sulfadiazine
Fungizone Lotion Spectro-Biotic
ge:~:ydeltrasol Halotex Staticin
Ogti:n\c/’;on Heafi and Shoulders sulfacetamide
Poly-Pred Lo'trlrn.m Sulface.t-R
Sulzlapred MicaTin su!fathlazole
Vasocidin Elco.n:ztole Ihlaphylll
onista opicycline
. Mycelex Triple Antibiotic
Otic drugs Nystaform Vioform
Chloromycetin QOtic selenium
Domeboro Ouc Selsun Other topical anti-infective and
Dureze Selsun Blue corticosteroid mixtures
Lidosporin Tinactin
Neo-Caort-Dome Otic Tinver Lotion Caquin
otic drops undecyclenic acid Cordran-N
Otobione Verdefam Cor-Tar-Quin
Otobiotic Zincon Cortisporin
Otocort F-g-p
Otoreid-HC Other topical anti-infectives hydrocortisone-neomycin
Pyocidin Mycolog
Vésol A/T/S Mytrex
Vésol-HC acetic acid Neo-Cortef
acetic acid glacial Neo-Decadraon
. Aureomycin Neo-Delta-Cortef
Vaginal drugs Bacimycin Neo-Medrol
AVC bacitracin Neo-Synalar
AVC/Dienestrol bacitracin-neomycin-polymyxin Racet
Betadine Vaginal Douche Betadine Terra-Cortril
Candeptin Biotres Vioform-Hydrocortisone
Femguard Biozyme Vytone
Figure 1. Topical antimicrobial drugs named by physician respondents: United States, 198081
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antifungal ingredients and one or more corticosteroid in-
gredients. (These drugs also have anti-inflammatory and
anti-infective properties.)

All analyses in this report are based on this categorization
of topical antimicrobials. The trade® and generic names used
by physicians in reporting the specific drugs that appeared in
NAMCS in 1980 and 1981 are displayed according to category
in figure 1.

General findings

The 1980 and 1981 total number of office visits to phy-
sicians principally engaged in office-based practice, estimated
by means of NAMCS, was 1.1 billion. Of these visits, 62 percent
(0.7 billion) were drug visits, that is, visits at which one or
more therapeutic medications were ordered or provided. The
drug visits involved a total of 1.3 billion drug mentions.

The drug mentions defined as topical antimicrobials num-
bered 48.4 million, or 3.6 percent of all drug mentions. This
reflected an average annual rate of 108.6 topical antimicrobial
drugs per 1,000 population. (See table 1.) The most frequently
mentioned groups were other topical anti-infectives, with 13.1
million mentions (27.0 percent of the total), other topical anti-
infective and corticosteroid mixtures, with 10.5 million men-
tions (21.6 percent), and vaginal drugs, with 8.1 million
mentions (16.8 percent). Although vaginal drugs had an annual
average rate of 35.2 per 1,000 female population, other topical
anti-infectives had a rate of 29.4 per 1,000 population, and
other topical anti-infective and corticosteroid mixtures had a
rate of 23.5 per 1,000 population, these differences are not
statistically significant.

The 15 specific topical antimicrobial drugs mentioned
most frequently are listed in table 2. Together they accounted
for almost two-thirds of all drug mentions of this type.

Of the drug mentions under consideration, combination
drugs (that is, those containing multiple active ingredients)
constituted the majority (27.3 million drug mentions, or 56.1

2The use of trade names is for identification only and does not imply endorse-
ment by the Public Health Service or the U.S. Department of Health and Human
Services.

Table 2. Number and percent distribution of the 15 topical
antimicrobial drugs most frequently mentioned in office-based
practice: United States, 198081

Number of
Name of drug and mentions in Percent
Rank antimicrobial ingredients thousands distribution
All topical antimicrobial drugs. . . 48,354 100.0
1 Cortisporin (polymyxin B,
bacitracin, and neomycin) . ... 4,988 10.3
2 Neosporin (polymyxin B,
bacitracin, and neomycin) .. .. 4,664 9.6
3 Mycolag (nystatin, neomycin,
and gramicidin). . ........... 2,883 6.0
4 Maxitrol (neomycin and
polymyxin B} ...... ... ... 2,057 4.3
5 Monistat 7 (miconazole) ...... 1,906 3.8
6 AVC (sulfanilamide) .......... 1.828 3.8
7 Monistat (miconazole) ........ 1,813 3.7
8 Lotrimin (clotrimazole)........ 1,755 3.6
9 Chioroptic (chioramphenicol). . . 1,507 3.1
10 Sultrin (sulfathiazole,
sulfacetamide, and
sulfabenzamide) . ........... 1,271 2.6
11 Betadine {povidone-iodine} . ... 1,214 2.5
12 Gyne-Lotrimun (clotrimazole) . . . 1.189 2.5
13 Neo-Decadron (neomycin}, . . .. 1,184 2.4
14 Bacitracin .. ...... .. ol 1,016 2.1
15 Silvernitrate .. .............. 959 2.0
Al] other topical and
antimicrobial drugs.......... 18,119 375

percent). The remainder (21.1 million, or 43.9 percent) were
single ingredient drugs. Table 3 lists the 15 generic ingredients
most frequently included in all topical antimicrobial drug men-
tions. Together these substances account for more than three-
fourths (78.0 percent) of the 109.8 million ingredient mentions
listed for these drugs. Although 9 of the 15 most common in-
gredients were antibacterial or antifungal in nature, 6 were not.
These latter ingredients were principally anti-inflammatory in
their effects.

NAMCS data files also contain American Hospital
Formulary Service information? as to the expected therapeutic

3American Hospital Formulary Service Classification System and Therapeutic
Category Codes. Washington. American Society of Hospital Pharmacists. Inc..
1980.

Table 1. Number, percent distribution, and average annual rate of topical antimicrobial drug mentions in office-based practice by drug group:

United States, 1980-81

Average annual
rate per 1,000

Number of civifian non-
mentions in Percent institutionalized
Drug group thousands distribution papulation

All topical antimicrobial drugs .. .. ovvi i ittt e i ittt . i 48,354 100.0 108.6
Ophthalmic antibacterial Qrugs . .. oot v ie et ier e ettt aeertireeneeeraracaanneones 3,471 7.2 7.8
Ophthalmic antibacterial-corticosteroid MiXIUFES ... ... ov vt irnnerreennnenroneneeenneneennss 4,558 9.4 10.2
(0813 VT T 1,487 3.1 3.3
R 1o LT L 7T TN 8,106 16.8 135.2
Other topical antifuNgal QrUgS. . . v vttt e ettt et e ittt s erense s eeeeeeeeeonnnsanesseseennnnns 7.198 149 16.2
Other tOPICAl aNti-INFECLIVES & vt v vttt e neas et e e e et sttt e e e e a et et eennnns 13.074 27.0 29.4
Other topical anti-infective and COMtiCOStEroid MIXIUMBS . . .. oo uvvene et e errrnneeeseeeeeonnnnns 10,460 21.6 23.5

'Rate 15 based on the female population only.
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Table 3.
principal therapeutic action: United States, 1980 and 1981

Number and percent distribution of the 15 generic ingredients most frequently appearing in topical antimicrobial drug mentions, with

Number of
generic ingredient

Principal therapeutic mentions in Percent
Rank Generic ingredient action thousands distribution
All generic ingredients .. ........... ..o . 108,809 100.0
1 Neomycin ... ... ... L L e Antibactenal 17,585 16.0
2 Polymyxin B ... Antibactenal 13,966 12.7
3 Bacitracin ... ... . e Antibacteral 12,128 11.0
4 Hydrocortisone. ... ... .. e Ant-inflammatory 6,564 6.0
5 Sulfacetamide. . ... ... .. . Antibacterial 5,836 5.3
6 Miconazole.. ...... ... . ... Anufungal 4,447 4.0
7 Clotimazole . ... .. .. .. . . Antifungal 3.727 3.4
87 Dexamethasone ................ ., Anti-inflammatory 3.241 3.0
9 Nystatin. . o Anufungal 2,948 2.7
10 TrameINoloNe. .. ..o Anti-inflammatory 2,916 2.7
11 Gramicidin ... Antibacteriat 2,883 2.6
12 Prednisolone . ... ... ... ... . . ..., Anti-inflammatory 2,442 2.2
13 Sulfaniamide .. ... ... L Antibacterial 2,435 2.2
14 Allantotn . ... e Stimulation of healthy tissue growth 2,255 2.1
15 AMINACTING . ... e e e e Bacteriostatic 2,255 2.1
Allothers ... .. 24,181 22.0

Anti-infective 10 7%) Skin and

agents mucous
{12.9%) / membrane
) preparations

(51.6%)

Eye, ear, nose,
and throat
preparations
(34.9%)

NOTE: American Hospital Formulary Service categories are given in
American Hospital Formulary Service Classification System and
Therapeutic Category Codes. Washington, Amernican Society of Hospttal
Pharmacists, Inc., 1980.

Figure 2. Distribution of topical antimicrobial drugs among
American Hospital Formulary Service therapeutic categories:
United States, 1980-81

effects of drugs mentioned. The therapeutic categories associated
with the topical antimicrobial drugs selected for examination in
this report are illustrated in figure 2. A slight majority (51.6
percent) of the drugs were classified as skin and mucous mem-
brane preparations, and another large segment (34.9 percent)
was classified as eye. ear, nose, and throat preparations.
Overall, most of the topical antimicrobial medications
(90.6 percent) were available to patients only as prescription
drugs. Of the ones available without prescription, two-thirds
(67.2 percent) were classified for this report as other topical
anti-infectives. Three of the drug groups—ophthalmic anti-

bacterial drugs, ophthalmic antibacterial-corticosteroid mix-
tures, and other topical anti-infective and corticosteroid mix-
tures—were composed of prescription drugs only. Prescription
drugs dominated the remaining drug groups also, but in varying
proportions, ranging from 76.6 percent of other topical anti-
infectives to 97.1 percent of otic drugs.

Visits involving topical antimicrobial drugs

During 1980 and 1981 there were 46.0 million patient visits
in which at least one topical antimicrobial drug was ordered or
provided. This represented one out of every 25 (4.0 percent)
office visits that occurred during that period.

For these visits there was an average of 1.05 topical anti-
microbial drug mentions per visit, an intensity rate indicating
that the simultaneous order or provision of multiple drugs of
this type was an exceptional event. In fact, two or more of
these drugs were ordered or provided in only 2.2 million visits,
or 4.9 percent of all topical antimicrobial drug visits.

Patient demographics

As shown in table 4, the overall average annual rate of
visits was 103.4 per 1,000 civilian noninstitutionalized popu-
lation. The greatest number of visits (13.6 million, or 29.6 per-
cent of all these visits) was made by persons 25-44 years of
age. Females made a substantial majority (62.3 percent) of the
visits involving topical antimicrobials, which did not differ
noticeably from the proportion of all other office visits made by
females (60.3 percent). Controlling for the relative sizes of the
male and female populations, the female rate of 124.4 visits
per 1,000 population per year was 54 percent higher than the
male rate of 80.6.

The racial distribution of visits shows that white persons
made 88.3 percent of the visits involving topical antimicrobial
drugs and persons of all other races made 11.7 percent, pro-
portions that did not differ significantly from those observed for
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Table 4. Number, percent distribution, and average annual rate of
visits involving topical antimicrobial drugs by age, sex, and race:
United States, 1980-81

Rate per 1,000

Number of civilian non-
visits in Percent institutionalized
Age, sex, and race thousands distribution population
All topical
antimicrobtal drug
visits ... ..., 46,034 100.0 103.4
Age
14 years and under. . . 9,509 20.7 93.5
15~24 years........ 7.953 17.3 97.7
25-44 years........ 13.625 29.6 108.7
45—-64 years........ 8,173 17.8 93.0
65 years and over ... 6,773 14.7 138.2
Sex
Male .............. 17,361 37.7 80.8
Female ............ 28,673 62.3 1244
Race
White ............. 40,662 88.3 106.4
Allother ........... 5,372 11.7 84.9

all other visits. The visit rate for white persons (106.4 per 1,000
population per year) was 25 percent higher than that for all
others (84.9).

Age, sex, and race distributions varied somewhat among
visits involving different types of topical antimicrobial drugs.
Excluding vaginal drugs, the largest sex differences appeared
in the visits involving other antifungal drugs (36.4 percent of
which were made by males) and ophthalmic antibacterial-
corticosteroid mixtures (41.9 percent of which were made by
males). One factor influencing these sex differences is that
some of the other antifungal drugs may be used vaginally.

The age distribution of patients who received ophthalmic
antibacterial-corticosteroid mixtures reflects the significant
number of cataract patients. Fully one-third of the patients re-
ceiving these drugs (34.7 percent) were at least 65 years old,
and an additional 25.1 percent were 45-64 years of age. In
fact, the median age for all patients receiving this type of drug
was 56.9, which was strikingly higher than the median age of
31.0 for all patients who received topical antimicrobial drugs.

Similarly, the use of vaginal drugs was heavily concen-
trated in the middle age range. The median age of 29.6 years
for the patients receiving these drugs reflects the 77.1 percent
of these patients who were 15-44 years of age, and is influenced
by the relatively high susceptibility of women in the child-bearing
years to vaginal infections and inflammation.

The final major age difference in the use of the specific
types of topical antimicrobial drug was that children accounted
for disproportionate numbers of visits involving otic drugs
(36.9 percent), other topical anti-infectives (27.0 percent),
and other topical anti-infective and corticosteroid mixtures
(30.9 percent). The median patient ages of 24.4, 29.7, and
27.2, respectively, for these groups thus may be indicative of
the relative susceptibility of youth to otic infections and super-
ficial injuries.

Significant race differences in utilization of the different
types of topical antimicrobials were observed, but possible
explanations for these differences are unclear. Of the patients
who were ordered or provided with topical antimicrobial drugs,
persons of minority races were more likely than white persons
to be users of vaginal drugs (28.3 percent compared with 15.7
percent) and other topical antifungal drugs (23.8 percent com-
pared with 14.0 percent). The reverse was true for other topical
anti-infective drugs—29.1 percent of the white patients receiving
topical antimicrobials were ordered or provided with this type
of drug, compared with 18.9 percent of minority race patients.
Utilization of other topical anti-infective and corticosteroid
mixtures, however, showed no difference between these two
racial groupings. Because the frequencies of use of ophthalmic
antibacterial drugs, ophthalmic antibacterial-corticosteroid
mixtures, and otic drugs by minority race persons were too
small to be statistically reliable, race differences in utilization
of these drugs could not be tested.

Physician specialty and patients’ reasons
for visit

The distribution of visits involving topical antimicrobial
drugs according to physician specialty is presented in table 5.
Although general and family practitioners were the most fre-
quently involved physicians (13.2 million visits, or 28.6 percent
of the total), they handled a somewhat smaller proportion of
these visits than of all other visits (33.1 percent). Also, the
physicians who utilized topical antimicrobial drugs were more
concentrated than other physicians in the specific few specialties
most concerned with the types of illness and injury associated
with the use of these medications—dermatology (11.2 percent
of the visits involving topical antimicrobial drugs, compared
with 4.1 percent of all other visits), obstetrics and gynecology
(14.3 percent compared with 9.2 percent), ophthalmology
(17.9 percent compared with 4.9 percent), and otolaryngology
(4.4 percent compared with 2.2 percent). In fact, these four
specialty groups alone accounted for almost half (47.8 percent)
of all topical antimicrobial drug visits, but only one-fifth (20.4
percent) of all other visits.

Because so many infective processes are acute problems
rather than chronic ones, it was expected that visits involving
topical antimicrobial drugs would reflect more patients presenting
for acute care and with new problems. The data presented in

Table 5. Number and percent distribution of visits involving topical
antimicrobial drugs by physician specialty: United States, 1980-81

Number of
visits in Percent
Physician specialty thousands  distribution
All specialties . . ..................... 46,034 100.0
General and famuly practice............ 13,170 28.6
Internal medicine ... ................. 2,298 5.0
Pediatrics . .............coiuvinnnn.. 4,872 10.8
Dermatology ...........oovvinnninn.. 5,170 11.2
Generalsurgery. ..................... 1,589 3.5
Obstetrics and gynecology ............ 6,575 14.3
Ophthalmology .. .........oivinuo... 8,222 17.9
Otolaryngology .. .......c.ooevio.. .. 2,044 4.4
All other specialties . ................. 2,094 4.5
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table 6 demonstrate that this was indeed the case. A majority
of the patients receiving topical antimicrobial drugs (58.4 per-
cent) presented with an acute problem, compared with only
one-third (35.5 percent) of all other patients. However, the
proportion who presented for postsurgery or injury care was
the same, 8.8 percent, for both types of visit. More than half
(55.7 percent) of all visits involving topical antimicrobial drugs
were prompted by new problems. In contrast, only one-third
(35.9 percent) of all other visits involved a new problem.

The principal reasons cited by patients for making office
visits are summarized in tables 7 and 8. A full two-thirds (68.8
percent) of all patients receiving topical antimicrobial drugs
gave a symptom as their principal reason for visit. In contrast,
only half (53.5 percent) of all other patients said they visited a
physician primarily because of a symptom. Patients receiving
topical antimicrobial drugs also cited injuries and adverse effects
more frequently than other patients did (7.8 percent compared
with 3.9 percent) and cited diagnostic, screening, and preventive
reasons and treatment-oriented reasons less frequently (8.3
percent compared with 19.9 percent, and 6.9 percent compared
with 10.6 percent, respectively).

Of the 15 most commonly cited specific reasons for visit, 5
were related to eye problems, 4 to skin problems, 2 to vaginal

Table 6. Number and percent distribution of visits involving topical
antimicrobial drugs by major reason for visit and patient status:
United States, 1980-81

Number of
Major reason for visit and visits in Percent
patient status thousands distribution
All topical antimicrobial drug visits. ... .. 46,034 100.0
Major reason for visit
Acuteproblem ...................... 26,876 58.4
Chronic problem..................... 11,774 25.6
Postsurgery orinjury. .. ....... .. o 4,065 8.8
Nonillnesscare...................... 3.319 7.2

Patient status

Newpatient ........................ 8,887 19.3
Returning patient, new problem ... ..... 16,754 36.4
Returning patient, old problem ......... 20,392 44.3

Table 7. Number and percent distribution of visits involving topical
antimicrobial drugs by principal reason for visit module:
United States, 1980-81

Number of
vISILS in Percent
Principal reason for visit module’ thousands distribution

All topical antimicrobral drug visits, ... .. 46,034 100.0
SYmptom. .. ... . e e 31,666 68.8
Disease ........... coiiiiiinnninann 3.005 6.5
Diagnostic, screening, and preventive . .. 3.815 8.3
Treatment .. ... ..o ii e, 3,157 6.9
Injuries and adverse effects............ 3.611 7.8
Other. ... i i i i 711 1.5

'Based on National Center for Health Statistics, D. Schneider, L. Appleton,

and T. McLemore: A reason for visit classification for ambulatory care [RVC]).
Vital and Health Statistics, Sertes 2, No. 78. DHEW Pub. No. {PHS} 79-1352.
Public Heaith Service. Washington. U.S. Government Printing Office, Feb. 1973.

Table 8. Number and percent distribution of the 15 specific
principal reasons for visit most commonly given during visits
involving topical antimicrobial drugs: United States, 1980-81

Number of
Most common reason for visit visits in Percent
Rank and RVC code' thousands distribution
All toptecal antimicrobial drug
VISItS ... 46,034 100.0
1 Skinrash . ............. (S860) 3,384 7.4
2 Earache or ear infection. . . (S355) 2,936 6.4
3 Vaginal discharge . ...... (S760) 2,331 5.1
4 Other vaginal symptoms. . . (S765} 2,160 4.7
5 Abnormal sensations of the
BY@ .. e {S320} 1,941 4.2
6 Skinlesion............. (S865) 1,622 3.5
7 Postoperattve visit. ... ... {T205) 1,573 3.4
8 Abnormal appearance of
BYES . . e (S330) 1,195 2.6
9 Foretgn body in eve. ..... (J600) 1,035 2.2
10 Progress visit, NOS...... {T8OO) 1,008 2.2
11 General medical
examination........... (X100) 962 21
12 Discharge fromeye...... (§310) 951 2.1
13 Skin irritations, NEC . .. .. (S870) 775 1.7
14 Acne or pimples ........ (S830) 750 1.6
15 Symptoms of eyelids. . ... (S340) 680 1.5
. All other reasons for visit. ...... 22,729 49.4

'National Center for Health Statistics, D. Schneider, L. Agpieton, and

T. McLemore® A reason for visit classification for ambulatory care [RVC|.

Vital and Health Statistics. Senes 2, No. 78. DHEW Pub, No. (PHS) 79-1352,
Public Heaith Service. Washington. U.S. Government Printing Office, Feb. 1979.

symptoms, and 1 to ear symptoms. Twelve of these 15 reasons
explicitly mention specific body areas with which topical anti-
microbial drugs are concerned. The relatively large proportions
of visits precipitated by problems labeled as acute and/or new,
the dominance of symptoms as the principal reasons for visit,
and the contents of the most common patient complaints together
reflect the often acute nature of the problems underlying the
visits of interest.

Diagnostic services and diagnoses

Patients receiving topical antimicrobial drugs were ordered
or provided with an average of 1.6 diagnostic services per visit,
the same as all other patients. The types of services differed,
however. The topical antimicrobial drug patients more fre-
quently were ordered or provided with limited histories and/or
exams (78.0 percent compared with 63.8 percent), Pap tests
(8.0 percent compared with 4.2 percent), and vision tests (13.1
percent compared with 5.4 percent). Fewer of them received
no diagnostic services (3.5 percent compared with 8.3 percent),
general histories and/or exams (11.7 percent compared with
15.6 percent), X-rays (1.6 percent compared with 7.7 percent),
and blood pressure checks (23.0 percent compared with 34.7
percent). (See table 9.)

By far the most common class of principal diagnosis as-
signed to patients receiving topical antimicrobial drugs was
diseases of the nervous system and sense organs.* (See

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



advancedata 7

Table 9. Number and percent of office visits involving a topical
antimicrobial drug by diagnostic service ordered or provided:
United States, 198081

Table 11. Number and percent distribution of the 15 specific
principal diagnoses most commonly recorded during visits involving
topical antimicrobial drugs: United States, 1980-81

Number of Number of
visits in Most common principal visits in Percent
Diagnostic service thousands  Percent’ Rank  diagnosis and ICD—9~CM code! thousands  distribution
All topical antimicrobial drug visits . ....... 46,034 100.0 All topical antuimicrobial drug
i ) ) VISITS oo vtiiii e 46,034 100.0
No diagnostic services . ................. 1,597 3.5
Limited history/examination. ............. 35,914 78.0 1 Inflammatory disease of cervix,
General history/examination ............. 5,368 11.7 vagina, and vulva........ (618) 3,570 7.8
Yo 30 711 3,658 8.0 2 Disorders of conjunctiva... (372) 3.394 7.4
Clinical l[ab test . .....vviennneenennnn.. 9,079 19.7 3 Candidiasis.............. (112) 2,561 5.6
Blood pressure check . .. ooovverunene.., 10,601 23.0 4 Disorders of external ear. . . (380) 2,367 5.1
VISION t8St . .\ ee et iieeeeae e, 6,008 13.1 5 Suppurative and unspecified
DG 1 744 1.6 otitismedia ............ (382) 2,215 4.8
Lo 11T 3,432 7.5 6  Dermatophytosis......... (110} 1,775 3.9
7 Inflammation of eyelids. ... (373) 1.544 3.4
Coiumn does not add to 100.0 percent because multiple diagnostic services 8 Contact dermatitis and other
were ordered or provided during some visits. €CZEMA. . ... .ivurvunnn (692) 1,274 2.8
9 Diseases of sebaceous
glands................. (7086) 1,125 2.4
table 10.) The 13.3 million patients who were so diagnosed 10 Superficial injury of eye and
. . - adnexa ................ (218) 1.011 2.2
constituted 28.8 percent of the entire group; in contrast, only 1 Cataract .o (368) 729 16
8.6 percent of all other patients had this type of principal 12 Foreign body on external
diagnosis. Three other major categories of principal diagnosis '3 oeze e (230) gg-; :g
also were much more common among patients receiving topical 11 D;r:at;f:;cf;s‘? N (379) :
antimicrobial drugs than among other patients: infectious and unspecified. . ........... (111j 595 1.3
parasitic diseases (15.2 percent compared with 2.8 percent), 15 Kerautis ................ {370) 578 1.3
.. All other diagnoses ........... 22,056 47.9

diseases of the genitourinary system (12.5 percent compared
with 5.6 percent), and diseases of the skin and subcutaneous
tissue (14.5 percent compared with 5.6 percent). These groups
of diagnoses clearly are related to the type of drug under con-
sideration. This relationship between diagnosis and therapeutic
medication can be seen in more detail in table 11, which presents
the 15 most common specific diagnoses. All of them are con-
cerned with the body sites to which topical antimicrobial drugs
are applied, and together they account for more than half (52.1
percent) of all visits involving these drugs.

As was expected, the most common diagnoses varied
among the groups of patients receiving the different types of

Table 10. Number and percent distribution of office visits involving
topical antimicrobial drugs by class of principal diagnosis:
United States, 1980-81

Number of
visits in Percent
Diagnostic class thousands  distribution

All topical antimicrobial drug wisits. .., .. 46,034 100.0
Infectious and parasitic diseases. ....... 6,985 15.2
Diseases of the nervous system and

SENSE OrQaNS. . .. .vvenrinrenanennen- 13,254 28.8
Diseases of the respiratory system ... ... 1,666 3.6
Diseases of the genitourinary system . . .. 5,793 12.6
Diseases of the skin and subcutaneous

HSSUB. ..ottt iiiiieneeeennnnn., 6,679 145
Injury and poisoning. . . ............... 4,423 9.6
Factors influencing health status and

contact with health service .. ......... 3.068 6.7
All other diagnoses'.................. 4,167 9.1

Includes neoplasms; endocrine, nutntional, and metabolic diseases

and immunity disorders; mental disorders; diseases of the circulatory system;
diseases of the digestive system; diseases of the musculoskeletal system;
symptoms, signs, and Hl-defined conditions; and other, missing, and unknown
diagnoses.

Based on Public Health Servicg and Heaith Care Financing Aaministration:
International Classification of Diseases, 9th Revision, Clinical Modification
{ICD~9~CM]. DHHS Pub. No. {PHS) 80—1260. Public Health Service.
Washington. U.S. Government Printing Office, Sept. 1980.

topical antimicrobial drug. For several of these drug groups,
particular diagnoses accounted for a relatively large proportion
of visits. Among patients receiving ophthalmic antibacterial
drugs, disorders of conjunctiva was the principal diagnosis for
28.2 percent (944,000 visits) of all patients receiving this type
of drug. Among patients receiving the related ophthalmic anti-
bacterial-corticosteroid mixtures, the most common principal
diagnoses were disorders of conjunctiva (866,000 visits, or
19.4 percent), inflammation of eyelids (590,000 visits, or 13.2
percent), and cataract (584,000 visits, or 13.1 percent). Two
diagnoses accounted for almost three-fourths of all patients
receiving otic drugs: disorders of external ear (603,000 visits,
or 40.5 percent) and suppurative and unspecified otitis media
(486,000 visits, or 32.7 percent). Similarly, among patients
receiving vaginal drugs, two diagnoses accounted for haif of all
visits: inflammatory disease of cervix, vagina, and vulva
(2,693,000 visits, or 34.0 percent); and candidiasis (1,409,000
visits, or 17.8 percent). Among patients receiving other topical
antifungal drugs, five diagnoses reached reliable levels: der-
matophytosis (1,528,000 visits, or 21.9 percent); candidiasis
{903,000 visits, or 12.9 percent); diseases of sebaceous glands
(856,000 visits, or 12.3 percent); other and unspecified der-
matomycosis (561,000 visits, or 8.0 percent); and inflammatory
disease of cervix, vagina, and vulva (473,000 visits, or 6.8
percent). Two principal diagnoses attained reliable levels
among patients receiving other topical anti-infectives: disorders
of conjunctiva (1,210,000 visits, or 9.4 percent) and impetigo
(529,000 visits, or 5.1 percent). Finally, of the patients receiv-
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ing other topical anti-infective and corticostefoid mixtures,
four principal diagnoses appeared in reliable numbers: disorders
of external ear (1,673,000 visits, or 16.1 percent), suppurative
and unspecified otitis media (1,473,000 visits, or 14.2 percent),
contact dermatitis and other eczema (751,000 visits, or 7.2
percent), and disorders of conjunctiva (478,000 visits, or 4.6
percent).

Therapeutic services, patient
disposition, and visit duration

An average of 0.5 nonmedication therapeutic services
were ordered or provided during each visit made by patients
receiving topical antimicrobial drugs. This was not significantly
different from the average for all other patients (0.6). Statistics
on specific types of therapeutic services are displayed in
table 12. Slightly more than half the patients receiving topical
antimicrobial drugs (26.0 million, or 56.4 percent) obtained no
nonmedication therapeutic services, a proportion that did not
differ from that for all other patients. The topical antimicrobial
drug patients, however, did receive office surgery at a higher
rate (12.4 percent compared with 7.2 percent) and psychotherapy
or therapeutic listening, diet counseling, and family or social
counseling at lower rates (0.9 percent compared with 5.1 per-
cent, 3.2 percent compared with 8.3 percent, and 0.9 percent
compared with 2.1 percent, respectively). Thus patients receiv-
ing topical antimicrobial drugs did not differ from other patients
with respect to nonmedication therapeutic services rendered as
much as they did with respect to diagnostic services performed.

The disposition of patients receiving topical antimicrobial
drugs differed somewhat from that of other patients, but these
differences also were not large ones. No followup was ordered
for virtually identical proportions of each type of patient (11.4
percent of patients receiving topical antimicrobial drugs and
11.5 percent of all others). Patients who received topical anti-
microbial drugs were instructed to return at a specified time
somewhat less frequently than others (56.5 percent compared
with 60.8 percent), but were requested to return if needed
somewhat more frequently (29.6 percent compared with 22.4
percent). (See table 13.)

Table 12. Number and percent of office visits involving topical
antimicrobial drugs with nonmedication therapeutic services
ordered or provided, by type of service: United States, 1980-81

Number of
visits in
Nonmedication therapeutic service thousands Percent!
All topical antimicrobial drug visits . ... . ... 46,034 100.0
No nonmedication therapeutic services . ... 25,860 56.4
Physiotherapy .................ccvvu... 1.691 3.7
Officesurgery .............. ... ... 5,690 12.4
Family planning. ....................... 1,193 2.6
Psychotherapy or therapeutic listening . .... *420 *0.9
Dietcounseling........................ 1,478 3.2
Family or social counseling . ............. *417 *0.9
Medical counseling. . ................... 11,181 24.3
Other nonmedication therapy............. 986 2.1

1
Column does not add to 100.0 percent because multiple nonmedication
therapy services were ordered or provided during some visits.

Table 13. Number and percent distribution of office visits involving
topical antimicrobial drugs by patient disposition: United States,
1980-81

Number of
visits in Percent
' Patient disposition thousands distribution
All topical antimicrobial drug visits. ..... 46,034 100.0

Nofollowup .........cciviianvnnnns 5,228 11.4

Return at specifiedtime. . ............. 25,998 56.5
Return if needed..............ovuvn 13.640 29.6
Other. . ..c.veii it 2,826 6.1

NOTE: Categories do not add to totals because more than one disposition
was recorded for some patients.

Tabie 14. Average duration of office visits involving topical
antimicrobial drugs by type of drug: United Statas, 1980-81

Type of topical antimicrobial drug Average duration

invoived in visit of visit

Minutes
All topical antimicrobial drugs. . ............... 13.9
Ophthalmic antibactenal drugs . ... ............ 15.7
Ophthalmic antibacterial-corticosteroid mixtures. . . 12.7
Oticdrugs ..o v i it e iner e et 11.7
Vagmal drugs . ... ..o iiei it e 15.8
Other topical antifungai drugs................. 13.3
Other topical anti-infectives. ... ........c.. 00t 14.2

Other topical anti-infective and corticosteroid

MIXTUMBS. ..ot ot iee o it varsamnrrnnsaraannss 13.0

Table 15. Number and percent distribution of co-occurring
medications during office visits involving topical antimicrobial
drugs by therapeutic category: United Statss._ 1980-81

Number of
drug mentions Percent
Therapeutic category’ in thousands distribution

All co-occurring drug mentions . .... 37,480 100.0
Anti-infective agents .............. 12,045 32.1
Skin and mucous membrane

preparations . ... ... iiaaeraann 6,109 16.3
Central nervous system drugs....... 3,052 8.1
Eye, ear, nose, and throat

preparations . .......ceuiiienaa e 2,944 7.9
Hormones and synthetic substitutes. . . 2,837 7.6
Antthistamines .. ................. 2,431 6.5
Cardiovasculardrugs .............. 1,376 3.7
VItamins ... ..ovvieninneeanns 1,042 2.8
Electrolytic, caloric, and water

balance agents . ................. 985 2.6
Serums, toxolds, and vaccines ... ... 966 2.6
Autonomic drugs .. ...... ........ 933 2.5
Expectorants and cough

preparations ............oeeniunn 674 1.8
Allother?, ... ... .t 2,095 5.6

VAmerican Hospital Formulary Service Classification System and Therapeutic
Category Codes. American Society of Hospitat Pharmacists, Inc,

2|ncludes antineopiastic agents; blood denvatves; blood formation and
coagulation agents; diagnostic agents; enzymes: gastrointestinal drugs: gold
compounds; heavy metal antagonists; local anesthetics; oxytocics; radioactive
agents; spasmolytic agents; unclassified therapeutic agents; devices;
pharmaceutic aids; and undetermined agents.



advancedata 9

The average duration of visits involving topical antimicro-
bial drugs (shown in table 14) was 13.9 minutes, compared
with 15.5 minutes for all other visits. The shortest visits were
those involving otic drugs (11.7 minutes), and the longest were
those involving vaginal drugs (15.8 minutes) and ophthalmic
antibacterial drugs (15.7 minutes).

Co-occurring drugs

As table 15 shows, there were 37.5 million other drugs
ordered or provided during visits involving topical antimicrobial
drugs. This was an average of 0.82 other drugs per visit. Of
these drug mentions, almost one-third (32.1 percent) were
classified in the therapeutic category of anti-infective agents.
Skin and mucous membrane preparations also accounted for a
notable proportion (16.3 percent).

Only seven specific other drugs reached reliable frequen-
cies. (See table 16.) These accounted for only 13.8 percent of
all co-occurring drug mentions, reflecting the fact that a wide
variety of other drugs, rather than a specific few, were utilized
during topical antimicrobial drug visits. It is noteworthy, how-
ever, that all of the leading other drugs are classified as anti-

Table 16. Number and percent distribution of the 7 co-occurring
drugs most frequently mentioned during office visits involving
topical antimicrobial drugs: United States, 1980-81

Number of
drug mentions Percent
Rank Name of drug in thousands distribution

All co-occurring

medications ............. 37,490 100.0

1 Ampicillin .. .............. 1,168 3.1

2 Tetracycline .............. 862 23

3 Flagyl (metronidazole) . ... .. 798 2.1

4 Erythromycin. ............. 781 2.1

5 Amoxicillin ............... 624 1.7

6 Amoxil {amoxicillin) ........ 475 1.3

7 E.E.S. (erythromycin) ....... 461 1.2

Allother . ................ 32,320 86.2

infective agents that may be administered systemically. This
suggests that a high priority in the drug treatment of the cases
inspected here is a multipronged attack on the infective diseases
precipitating the visits.
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Technical notes

Source of data and sample design

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

NAMCS uses a multistage probability sample design that
involves a step sampling of primary sampling units, physicians’
practices within primary sampling units, and patient visits within
physicians’ practices. The physician sample (5,803 physicians
for 1980 and 1981) was selected from master files maintained
by the American Medical Association and the American
Osteopathic Association. Those members of the sample who
proved to be in scope and eligible participated at a rate of 77.3
percent. Responding physicians completed visit records for a
systematic random sample of office visits made during a ran-
domly assigned weekly reporting period. Telephone contacts
were excluded. During 1980 and 1981 responding physicians
completed 89,447 visit records on which they recorded 97,796
drug mentions. Characteristics of the physician’s practice, such
as primary specialty and type of practice, were obtained during
an induction interview. The National Opinion Research Center,
under contract to the National Center for Health Statistics,
was responsible for the field operations of the survey.

Sampling errors and rounding

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

In this report, the determination of statistical significance
is based on the Bonferroni modification of the f-test with a
critical value of 1.96 (0.05 level of significance). Terms relat-
ing to differences, such as “higher” or “less.” indicate that the
differences are statistically significant. Terms such as “similar”
or “no difference’ mean that no statistical significance exists
between the estimates being compared. A lack of comment in a
comparison between any two estimates does not mean that the
difference was tested and was not significant.

In the tables of this report estimates have been rounded to

Table i. Approximate relative standard errors of estimated numbers
of office visits and of drug mentions when drug is listed by product
name (for example, Darvon), based on all physician speciaities:
National Ambulatory Medical Care Survey, 1980-81

Relative

Estimated number of office visits standard
or specific drug mentions error

Number in thousands Percent
M200. e *44.8
FA00. . e *31.7
B =10 N *30.0
BO0. . e 26.0
BO0. . . e e 22.6
1000 . e e e 20.2
2,000 . e e e e e 14.5
5000 . . e e e 9.5
10000, . e 7.1
20,000, . .. e e e 5.6
50,000 . . e e e 4.4
100,000, ... e 3.9
200,000, ... e e e 3.6
500,000, .. e e e 3.5
1,000,000 . ..ot e 3.4

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

Table 1l. Approximate relative standard errors of estimated numbers
of drug mentions when drugs appear in groups (for example, the
analgesic drug family), based on all physician specialties: National
Ambuiatory Medical Care Survey, 1980-81

Relative

Estimated number of standard
grouped drug mentions error

Number in thousands Percent
F200. e e e *54.2
P00, e *38.5
P800, ¢ et 31.5
850, - e e *30.0
BO0. e e e 27.3
1000 . . e e 24.5
2,000 . .. e e e 17.6
B,000 . .. e e 11.6
10,000, . . e e 3.7
20,000. ... e 5.8
50,000, .. .. 5.3
100000, ... e 4.7
200,000, ... e 4.4
800.000. ... . e 4.2
1,000,000 .. ... . e 4.1

EXAMPLE OF USE OF TABLE: An aggregate estmate of 30,000,000 drug
mentions has a relative standard error of 7.0 percent or a standard error of
2,100.000 mentions (7.0 percent of 30,000,000 mentions).

the nearest thousand. For this reason, detailed estimates do not
always add to totals.

Definitions

An office is a place that physicians identify as a location
for their ambulatory practice. Responsibility for patient care



advancedata 11

and professional services rendered in an office resides with the
individual physician rather than an institution.

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

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

An acute problem is a morbid condition with a relatively
sudden or recent onset (within 3 months of the visit).

A chronic problem is a morbid condition that existed for 3
months or longer before the visit. The care indicated is of a
regular, maintenance nature.

A chronic problem flareup is a sudden exacerbation of a
preexisting chronic condition.

Nonillness care denotes health examinations and care
provided for presumably healthy persons, Examples of nonill-
ness care include prenatal and postnatal care, annual physicals,
well-child examinations, and insurance examinations.

Symbols

- - - Data not available

Category not applicable

- Quantity zero

0.0 Quantity more than zero but less than

0.05

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

thousands

Figure does not meet standard of

reliability or precision

# Figure suppressed to comply with
confidentiality requirements
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Changing patterns of marriage, divorce, and premarital
sexual behavior are reflected in recent trends in marital and
premarital births. Over the past two decades, the proportion
of births occurring to unmarried women has risen dramatically,
from S percent in 1960 to 19 percent in 1982."% Slightly
more than half of this change is due to a rise in births
to unmarried women, resulting from an increase in both
their fertility rate and their number in the population. The
increased fertility rate for unmarried women is associated
with a substantial shift in the timing of first sexual intercourse
in relation to marriage. Nearly half of women marrying in
the years 196064 delayed their first sexual intercourse until
marriage, compared with only one-fifth of women Wwho first
married between 1975 and 1979. Declines in marital fertility
rates account for the other half of the rise in the proportion
of births to unmarried women. Those declines may reflect,
in part, another fundamental change in the institution of
marriage—declining marital stability. The likelihood of di-
vorce, separation, or widowhood within 5 years of marriage
was half as high among women first married during the
years 1960-64 as among those first married in the years
1975-79. These findings on timing of first sexual intercourse
and marital dissolution are based on preliminary data from
the National Survey of Family Growth (NSFG), Cycle IIL

The National Survey of Family Growth is conducted
periodically by the National Center for Health Statistics
(NCHS) on topics related to childbearing, contraceptive prac-
tice, and related aspects of maternal and child health. In
Cycle III, conducted in 1982, interviews were completed
with a probability sample of 7,969 women 15-44 years of
age in the noninstitutional population of the conterminous
United States. The sample included 4,651 ever married and
3,318 never married women. Previous cycles of the survey
were conducted in 1976 and 1973. Further details about

the sample design and reliability of the data presented in
this report are given in the Technical notes.

A primary purpose of the National Survey of Family
Growth is to provide national estimates of factors that influence
childbearing. The most basic of these factors is, of course,
exposure to sexual intercourse. Marital status is an important
determinant of exposure to sexual intercourse. Women marry-
ing during the 1960’s and 1970’s increasingly began their
sexual experience before marriage, as this report shows, but
exposure to intercourse is still substantially higher among
ever married than never married women. This is true whether
exposure is measured as ever having had intercourse or as
having had intercourse in the 3 months before the interview.>
Similarly, despite the increase in the proportion of births
occurring to unmarried women since the early 1960’s, the
great majority of ail births, and even of first births, still
occur within marriage.!'? Thus, marriage and marital dissolu-
tion continue to be important factors in explaining
childbearing.

This report presents data on the timing of first sexual
intercourse in relation to first marriage, and the timing of
marital dissolution and remarriage among ever married women
in the United States. Data on age at first sexual intercourse
among all women, including never married women, will
be presented in a subsequent report.

Timing of first sexual intercourse
in relation to marriage

About two-thirds of ever married women 15-44 years
of age had had sexual intercourse before marriage
(table 1). About 20 percent of all ever married women married
within 1 year of initiating sexual activity, 23 percent married
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within 1-3 years, and about 25 percent married 3 or more
years after their first intercourse.

The proportion of women who delayed sexual intercourse
until marriage declined from 48 percent among women marry-
ing during the period 1960—64, to 21 percent among women
marrying in the years 1975-79. The largest decline appears
to have occurred between 1965-69, when 42 percent of
women marrying for the first time had not previously had
intercourse, and 1970-74, when only 28 percent had delayed
intercourse. This increase in the prevalence of premarital
intercourse has also been reported in studies of both ever
married and never married teenagers.*

Women who married in the late 1970s experienced longer
periods of premarital sexual exposure than women who mar-
ried in the early 1960’s. Among women rriarrying in the
years 197579, 23 percent had initiated their sexual experience
5 or more years before marriage, compared with only
2 percent of women marrying during the years 1960-64.
About 17 percent of women marrying in the years 196064
married within 6 months of their first intercourse, compared
with only 7 percent of women marrying in the years 1975-79.
These changes reflect a probable decline in the average age
of first sexual intercourse as well as an increase in the
median age of women at their first marriage.*’

Data for women who married before 1960 are not shown
separately in table 1. Because the NSFG was restricted to
women aged 15-44 in 1982, women marrying before 1960
who were 44 years of age at the time of the survey would
have to have married before age 23; women under 44 years
of age when the survey was conducted would have to have
married at progressively younger ages. These women would
have had fewer years to experience premarital intercourse
than women marrying during the same years but at older
ages. This bias may also have some effect on the comparison
between the 1960-64 and later groups shown in table 1.

Table 1 shows that white ever married women were
much more likely than black ever married women to delay
first sexual intercourse until marriage (35 percent compared
with 9 percent, respectively), and were less likely to have
delayed marriage 5 years or mroe after their first sexual
experience (11 compared with 26 percent). Among both
black and white women, those married in the years 1975-79
were less than half as likely as those married in the years
196064 to have delayed their first sexual intercourse until
marriage. The difference among white women (22 compared
with 53 percent) was statistically significant, while the differ-
ence among black women (5 compared with 12 percent)
was not.

Tabie 1. Number of ever married women 15-44 years of age and percent distribution by timing of marriage relative to first sexual intercourss, according to

race, Hispanic origin, and year of first marriage: United States, 1982

[Preiiminary data based on a sample of the noninstitutional pop of the cor United States. See Techmcal notes for disc ion of the ple design, of pling variability,
and definttions of terms]
Months between first intercourse and mariage
Race, Hispanic Ever Marriage before
origin, and year of married or same month as 5 months &11 12-35 36-59 60 months
first marriage women Total first intercourse or less months months months or more
Number in

Total’ thousands Percent distribution
Allyears® ................ 34,937 100.0 32.6 122 73 234 123 12.2
197579 ..., 7,338 100.0 21.4 70 6.7 248 16.9 23.2
1970-74 ... 8,266 100.0 28.1 135 8.6 29.0 12.2 88
196569 ...............s 7,326 100.0 422 14.3 6.7 19.1 10.7 6.9
196064 ................ 5,505 100.0 48.3 17.3 *6.7 20.2 *5.4 ‘2.1

White
Allyears® ................ 30,419 100.0 34.6 125 71 23.4 1.3 110
197579 ..., 6,477 100.0 22.4 7.2 72 25.1 16.2 219
1970-74 . .......iiein.. 7,176 100.0 29.5 13.7 8.8 29.8 10.8 7.4
196569 ................ 6,400 100.0 45.1 145 6.4 17.8 10.0 6.2
196064 ................ 4,804 100.0 52.6 17.6 *5.6 19.2 *3.4 1.6

Black
Allyears® _............... 3,442 100.0 8.8 9.0 8.4 25.2 229 25.7
1975-79 ..., 687 100.0 ‘5.4 4.7 2.8 18.0 274 40.7
197074 ... i, 785 100.0 *7.7 8.6 10.2 25.2 27.0 213
1965-69 ................ 709 100.0 122 122 7.7 35.6 174 14.9
196064 ................ 533 100.0 12.0 *10.9 16.4 30.8 22.1 ‘7.8

Hispanic origin

Hispanic ................. 2,790 100.0 447 *12.8 *5.7 18.3 9.5 9.0
Non-Hispanic ............. 31,191 100.0 31.6 11.9 75 23.7 127 127

! Includes white, black and other races, and women of unknown arigin,
ZIncludes all first marriages before 1960 and batween 1980 and intarview.
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Women of Hispanic origin were more likely than other
women to delay their first sexual intercourse until marriage,
as shown in the bottom rows of table 1. About 45 percent
of Hispanic women, compared with 32 percent of non-
Hispanic women, first had intercourse after marriage.

Dissolution of first marriage

In 1982, approximately 30 percent of first marriages
to women aged 15—44 had been dissolved by divorce, separa-
tion, or death (table 2). Nearly 4 percent of all first marriages
were dissolved within 1 year of the date of the first marriage,
11 percent within 3 years, 15 percent within 5 years, and
24 percent within 10 years.

The proportion of first marriages dissolved within 5
years was approximately twice as high for women married
in the years 1975-79 (20 percent) as for women married
in the years 1960-64 (10 percent). Similarly, at each duration
greater than 1 year for which the experience of a marriage
cohort (a group of women marrying during the same time
period) had been completed, the more recent marriage cohorts
experienced a higher rate of marital dissolution than the
earlier ones, although in most cases the differences were
too small to be statistically significant. Note that the propor-

tions of marriages disrupted within 3 to 10 years for the
1975-79 cohort, within 10 or 15 years for the 1970-74
cohorts, and within 15 years for the 1965—69 cohorts are
biased downward, because not all women in these cohorts
had completed the indicated number of years of marriage
by the time of the survey. This truncation bias has been
indicated in table 2 by italicizing the affected percents.

Marriages of black women were dissolved at a higher
rate than marriages of white women at each duration of
marriage. By the time of the interview, about 29 percent
of white ever married women, compared with about
46 percent of black ever married women, had experienced
the dissolution of their first marriage. These differences appear
to have narrowed over time. Among women married during
the years 1960-64, 23 percent of black women, compared
with 9 percent of white women, had experienced a marital
dissolution within 5 years; among women married in the
years 1975-79, the comparable proportions were 24 and
20 percent, respectively. Thus, the increase in marital disrup-
tion appears to have been confined to marriages involving
white women. There were no significant differences in
cumulative rates of marital disruption between Hispanic and
non-Hispanic women, as shown in the bottom rows of
table 2.

Table 2. Number of ever married women 15-44 years of age and cumulative percent whose first marriage was dissolved by separation, divorce, or death, by
years since first marriage, according to race, Hispanic origin, and year of first marriage: United States, 1982

[Prefiminary data based on a sample of the noninstitutional population of the conterminous United States, See Technical notes for discussion of the sample design, estimates of sampling variabiity,

and definitions of terms]

Years since first marriage

Race, Hispanic Ever
origin, and year of marned 1 2 3 4 5 10 15 All
first marriage women year years years years years years years years
Number in
Total’ thousands Cumulative percent dissolved at time of interview
Allyears? .. .............co... 34,937 3.8 7.4 11.2 134 15.5 244 28.4 30.4
1975-79 ... 7,338 4.1 9.8 15.0 18.9 20.4 221 ... 221
1970-74 . .. 8,266 *3.8 7.8 12.8 15.8 18.7 32.6 33.1 33.1
1965-69 ............eiii.. 7,326 ‘3.7 7.0 10.6 12.4 15.2 289 38.8 39.7
1860-64 ............eiiinn 5,505 ‘3.4 5.6 ‘7.3 8.8 10.3 22.0 28.7 35.8
White
Allyears® ... ............cuun.. 30,419 35 7.1 10.9 13.0 147 23.2 27.0 28.9
197579 ...l 6,477 4.1 10.0 15.0 18.8 20.2 21.5 e 215
1970-74 ... ... 7,176 ‘3.2 7.3 12.5 18.3 18.0 31.5 31.8 31.8
196569 ... ...... ... ... 6,400 ‘3.6 6.8 10.3 119 13.9 277 37.5 38.5
1960-64 ...t 4,804 ‘2.6 ‘4.8 ‘6.4 7.9 8.6 19.3 26.4 32.7
Black
Allyears® .................... 3,442 6.4 11.4 15.2 18.6 23.9 36.9 43.0 45.6
197579 .o 687 ‘5.4 10.4 16.4 22.0 24.3 27.6 . 27.6
1970-74 ..., 785 *5.3 1.8 17.0 221 26.6 45.0 47.0 47.0
1965-69 ........ceiiinnnan.. 709 *6.5 1.7 15.6 17.6 28.1 4.1 55.6 55.9
1960-64 ............c.niaen 533 *9.1 12.8 15.4 17.7 22.7 44.5 57.6 62.8
Hispanic origin
Hispanic ..................... 2,790 ‘3.9 ‘8.6 *13.1 15.2 17.3 243 27.2 29.0
Non-Hispanic ................. 31,191 3.7 7.3 109 13.2 15.2 243 28.4 30.4

! Includes white, black and other races, and women of unknown ongin.
ZIncludes first marnages beginning before 1960 and between 1980 and interview.

NOTE: Figures in rtalics reflect incomplste expenenca of all or some women in a given marnage cohort (see taxt).
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Remarriage

Nearly 60 percent of the women whose first marriages
were dissolved by divorce or death of the spouse had remarried
by the time of the survey (table 3). Women whose first
marriages ended in separation only are not included in this
table because they are not legally permitted to remarry. About
7 percent of women whose first marriages were dis-
solved by divorce or death had remarried within 1 year,
about 35 percent within 3 years, and about 48 percent within
5 years. Over half of the women who had remarried by
the time of the survey had done so within 3 years.

Table 3 shows proportions of women who remarried
according to the years in which their first marriages ended.
Over four-fifths of women who were divorced or widowed
in the 1960’s had remarried by the time of the survey,
compared with only about half of women divorced or widowed
during the period 1975-79. This reflects not only the longer
period to time in which the former group of women could
have remarried, but also a probable decline in the likelihood
of remarriage between the 1960’s and late 1970’s. Women
whose first marriages ended in the 1970’s tended to remarry
within 2 to 5 years less often than women whose first marriages
ended in the 1960’s. Although none of these differences

is statistically significant, they consistently suggest a lower
rate of remarriage in the 1970's than in the 1960’s. As
in table 2, some of the percents in table 3 are biased downward,
in this case because not all women whose marriages ended
during a given period of time had completed the indicated
number of years between dissolution and interview. These
percents appear in italics.

Data from the marriage-registration area indicate a similar
trend in remarriage (see Technical notes). These data show
that the yearly remarriage rate per 1,000 widowed or divorced
women aged 25-44 varied between 140 and 157 during the
years 1963-72 and then fell from 155 to 128 during the
period 1972-79.8

Rates of remarriage among divorced or widowed women
were significantly lower for black women compared with
white women. Considering all marriage cohorts together,
61 percent of white women and 46 percent of black women
had remarried by the time of the survey. Similar differences
appear in the cumulative proportions remarrying by 2 to
5 years after divorce or death, and for 2 of the 4 marriage
cohorts.

When all women whose first marriages d ssolved are
considered, including women whose first marriages ended
in separation only, the differences by race in the percen:

Table 3. Number of women 15-44 years of age whose first marriage was dissolved by divorce or death of spouse, and cumulstive percent who remarried by
years since dissolution, according to race, Hispanic origin, and year of dissolution: United States, 1982

[Prefiminary data baged on a sampis of the noninsttutional population of the
and definitions of terms]

United States. See Technical notes for discussion of the pie design, est| of pling vanabiity,

Years since dissolution of first marriage

Race, Hispanic First
origin, and year marmage 1 2 3 4 ) AN
of dissolution dissolved year years years years years years
Number in
Total' thousands Cumulative percent remarried at time of interview
Allyears? ... .ottt 9,459 6.9 23.6 34.7 421 48.2 59.1
197579 ittt 3,185 *6.4 23.2 34.8 43.8 48.1 53.6
197074 ... i iiiiiee i 2,543 ‘9.0 22.1 35.1 422 52.2 68.8
196569 ... ... ittt 1,212 *6.5 32.5 45.5 544 59.6 82.7
196064 ... ...t 526 *3.7 *31.3 *43.6 56.6 69.1 89.1
White
Allyears? .. ... ... 8,145 73 25.2 36.5 443 50.5 60.6
1975~79 .. 2,831 6.6 247 36.0 45.9 50.1 55.4
1970-74 .. it 2,183 *10.5 240 38.0 445 54.8 70.9
196569 .........iiiiiiiiiiiiann, 1,027 *5.4 34.1 48.1 58.9 63.6 85.3
196064 .........c.iiiiiiinnnnnn 384 *3.0 37.4 48.8 63.5 80.0 94.6
Black
Allyears? ...........vciiiiiniiann. 1,066 ‘4.3 10.5 i8.2 233 28.2 457
197679 et 277 5.8 *9.2 *17.4 *19.4 24.9 30.2
197074 . ... 303 ‘04 7.0 *15.6 23.8 29.8 51.0
196569 ... ...iiiiiiiiciiiiiaaa. 164 7.7 *20.3 *21.7 *26.0 34.5 70.7
196064 .. ... . ittt 118 ‘6.8 ‘9.3 274 *37.0 39.1 69.1
Hispanic origin
Hispanic ...........cc.ociiianna... 641 *4.0 *17.5 7.7 *34.3 *36.7 576
Non-Hispanic ................c....., 8,484 7.2 24.2 35.5 43.0 49.2 59.7

! Includes white, black and other races, and women of unknown origm.
?Includes first marriages dissolved before 1960 and batween 1960 and interview.

NOTE: Figures in talics reflect incomplete experience of all or some women in a given marriage cohort (see text).
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remarrying are even larger (31 percent of black women com-
pared with 55 percent of white women). This is because
the first mardages of black women are more likely than
those of white women to end in separation only. As the
figure shows, 36 percent of dissolved first marriages of black
women ended in separation only, compared with 11 percent

Figure. Percent distribution of dissolved first marriages of women 15-44
years of age by type of dissolution, according to race: United States,
1982
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dures, and variance estimation. Vital and Health Statistics. Series 2,
No. 87. DHEW Pub. No. (PHS) 81-1361. Public Health Service.
Washington. U.S. Government Printing Office, Feb. 1981.
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Technical notes

Survey design

The National Survey of Family Growth (NSFG) is con-
ducted periodically by the National Center for Health Statistics
to collect data on fertility, family pldanning, and related aspects
of maternal and child healith. Field work for the first cycle
was conducted under contract in 1973 by the National Opinion
Research Center. Field work for the second and third cycles
was conducted by Westat, Inc., in 1976 and 1982,
respectively.

In all cycles, personal interviews were conducted with
a multistage area probability sample of women 1544 years
of age in the noninstitutional population of the conterminous
United States. In Cycles I and II, ever married women and
never married women with offspring living in the same house-
hold were eligible for the survey. In Cycle III, all women
aged 15-44 were eligible, regardless of marital status or
the presence of offspring. Women living in group quarters
(such as college dormitories) were excluded from the samples
in Cycles 1 and II, but included in Cycle III. Interviews
were conducted with 7,969 women in Cycle III.

Fieldwork for Cycle III was conducted between August
1982 and February 1983. Black women and women aged
15-19 were oversampled. Interviews were conducted by
trained female interviewers and lasted an average of 1 hour.
The interview focused on a woman’s pregnancy history, use
of contraceptives in each pregnancy interval, ability to bear
children, future childbearing expectations, use of family plan-
ning and infertility services, marital history, and labor force
participation; and incorporated a wide range of social,
economic, and demographic characteristics.

Reliability of estimates

Because the statistics presented in this report are based
on a sample, they may differ from the statistics that would
result if all 54 million women represented by the NSFG
had been interviewed. The standard error (SE) of an estimate
is a measure of such differences. The standard error of an
estimated number or percent presented in this report may
be calculated by using the appropriate values of A and B
from table I in the equations,

B\
SE(N’)=(A+F) -N
and
, 100 —Pr\i12
SE(P.)=(B-P-——7{,—)

where N’ is the number of women, P’ is the percent, and
X’ is the number of women in the denominator of the percent.
Approximate standard errors for estimated percents of ever
married women of all races in Cycle IIf are shown in
table II.

Table |. Parameters used to compute estimated standard errors and relative
standard errors of numbers and percents of ever married women, by
race: National Survey of Family Growth, Cycle il

Race A B
Allraces and white ......... -0.001097329 39809.1677
Black ....covvvininenann. -0.000908632 6346.0484

Tabie ll. Approximate standard errors for estimated percents (expressed
in percentage points) for ever married women of all races: National Survey
of Family Growth, Cycle lil

Estimated percent

Base of 20r Sor 10or 200r 30o0r 40o0r

percent 98 95 S0 80 70 60 50
100,000 ....... 8.8 13.8 18.9 25.2 28.9 309 315
500,000 ....... 4.0 6.1 8.5 113 12.8 13.8 14.1
1,000,000 ...... 2.8 4.3 6.0 8.0 9.1 9.8 10.0
5,000,000 ...... 1.2 1.9 2.7 3.6 4.1 4.4 4.5
10,000,000 ..... 0.9 1.4 1.9 25 28 3.1 3.2
30,000,000 ..... 0.5 0.8 1.1 1.5 1.7 1.8 1.8

The chances are about 68 in 100 that a sample estimate
would fall within one standard error, and about 95 in 100
that it would fall within two standard errors of a statistic
based on a complete count of the population represented
by the NSFG. Differences between percents discussed in
this report were found to be statistically significant at the
95-percent confidence level using a two-tailed r-test with
39 degrees of freedom. This means that in repeated samples
of the same type and size, a difference as large as the
one observed would occur in only 5 percent of samples,
if there were in fact no difference between the percents
in the population.

The relative standard error of a statistic is the ratio
of the standard error to the statistic and is usually expressed
as a percent of the estimate. In this report, statistics with
relative standard errors of 30 percent or larger are indicated
with an asterisk (*). These estimates are considered unreliable
by themselves but may be combined with other estimates
to make comparisons of greater precision.

Statistics in this report may also be subject to nonsampling
error, that is, errors or omissions in responding to the inter-
view, recording answers, and processing data. The data have
been adjusted for nonsampling error resulting from nonre-
sponse by means of adjustments to the sample weights assigned
to each case. Other types of nonsampling error were minimized
by a series of stringent quality control measures similar to
those used in Cycles I and I1.'%-!!

Definitions of terms

Race—Race refers to the race of the woman interviewed
and is reported as black, white, or other. In Cycle III,
race was classified according to the woman’s report of the
race that best described her.

Hispanic origin—1In Cycle II1, a respondent was classified
as being of Hispanic origin if she reported that her only
or principal national origin was Puerto Rican, Cuban, Mexican

NOTE: A list of references follows the text.
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American, Central or South American, or other Spanish.
For 3 percent of respondents, origin was not ascertained.
In this report, values have not been imputed, and only cases
with known values are included in the statistics on Hispanic
origin. In tables where data are presented for women according
to race and Hispanic origin, women of Hispanic origin are
included in the statistics for white and black women if they
were classified as such by race.

Marital status-—Persons were classified by marital status
as married, widowed, divorced, separated, or never married.
In Cycles I and II, informally married women—women who
volunteered that they were sharing living quarters with their
sexual partner—were classified as currently married. These
women constituted about 2 percent of currently married re-
spondents in Cycle I and 3 percent in Cycle I. In
Cycle III, such women were classified according to their
legal marital status. In all cycles, women who were married
but separated from their spouses were classified as separated
if the reason for the separation was marital discord; otherwise,
they were classified as currently married. Formal marital
status is used throughout this report. Thus, for example,
the number of years between first marriage and dissolution
refers to the time elapsed between the date of the first
formal marriage and the date of dissolution; remarriage is
entry into a second formal union.

Marital dissolution—Dissolution of formal marriage in-
cludes death of the spouse, separation due to marital discord,
and divorce. In the case of divorce, the date that a woman
and her husband separated is used to compute the number
of years between first marriage and dissolution.

Timing of first sexual intercourse—Persons were classi-
fied according to whether their first sexual intercourse oc-
curred after their first marriage, or, if not, how long before
marriage it occurred. The date of first sexual intercourse
was ascertained by the question: “Thinking back, after your
first menstrual period, when did you have sexual intercourse
for the first time—what month and year was that?” Women
who were unable to recall the exact month and year were
probed for a season and year, their age at first intercourse,
and whether or not it occurred before or after the birthday
for the given age. For women who gave ages or seasons
rather than exact dates of first intercourse, dates were esti-
mated for purposes of classifying timing in relation to mar-
riage. Dates of first intercourse were then compared with
the date of first formal marriage. Thus, women whose first
intercourse occurred after initiating an informal marriage
were classified as having premarital intercourse.

Marriage-registration area (MRA)—In 1963, the mar-
riage-registration area consisted of 35 States and the District
of Columbia. It did not include Arizona, Arkansas, Colorado,
Illinois, Minnesota, Missouri, Nevada, New Mexico, North
Carolina, North Dakota, Oklahoma, South Carolina, Texas,
Washington, and West Virginia. The 1971 MRA consisted
of 41 States and the District of Columbia. Arizona, Arkansas,
Colorado, Nevada, New Mexico, North Dakota, Oklahoma,
Texas, and Washington were not included. Colorado was
added to the MRA in 1979. Marriages performed in the
MRA included 63 percent of the marriages registered in
the United States in 1963, 81 percent in 1971, and
79 percent in 1979.

Symbols

- - - Data not available

Category not applicable

- Quantity zero

0.0 Quantity more than zero but less than

0.05

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

thousands

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

# Figure suppressed to comply with
confidentiality requirements
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Wanted and Unwanted Childbearing:
United States, 1973-82

by William F. Pratt, Ph.D. and Marjorie C. Horn, M.A., Division of Vital Statistics

A substantial decline in births that were unwanted at con-
ception occurred between 1973 and 1982, according to results
from the National Survey of Family Growth, conducted in both
years by the National Center for Health Statistics. In 1982,
fewer than 10 percent of all births to ever married women in
the childbearing years had been unwanted at conception com-
pared with 14 percent in 1973. Although black women in 1982
continued to report larger proportions of unwanted births (22
percent) than white women (8 percent), they experienced a
greater percentage-point decline in unwanted births over the
decade. Of the 4.3 million children in 1982 who had been born
to never married women, 25 percent had been unwanted at
conception; among the 75 percent that had been wanted, more
than half had been wanted at a later time. Only 21 percent had
been deliberately conceived by stopping, or not using, contra-
ception for that purpose.

The statistics on wantedness and the timing status of births
presented in this report for 1982 are preliminary results from
Cycle III of the National Survey of Family Growth (NSFG).
Data were collected from a multistage area probability sample
of 7,969 women aged 15-44 years, regardless of marital status,
in the noninstitutionalized population of the conterminous United
States. Between August 1982 and February 1983, interviews
were conducted with 3,201 black women and 4,768 women of
other races. Comparative data for 1973 are from Cycle I of the
NSFG which also was based on a multistage area probability
sample of women 15-44 years of age, but which excluded most
never married women.! Because the estimates of statistics in
this report are based on samples, they are subject to sampling
variability. Sampling variability, the design of the survey, and
definitions of terms used in this report are discussed in the
Technical notes.

The Concept of “Wantedness”

The terms “wanted” and “unwanted births’” as used in this
report are abbreviations for “wanted and unwanted pregnancies
ending in live births”; whether a birth was wanted or unwanted
refers to the mother’s attitude at the time of conception. It is
important to emphasize that an “unwanted birth” is not nec-
essarily an “unwanted child”; many children whose concep-
tions were not wanted nonetheless become cherished members
of their families.

The wantedness of each birth was determined from a series
of questions that asked whether the woman had wanted the
pregnancy at the time conception occurred. If contraception
had not been used or had been stopped prior to the pregnancy,
the woman was asked: “Was the reason you (had stopped/
were not) using any method because you yourself wanted to
become pregnant?” Women who had avoided or discontinued
use of contraception for some other reason or had become
pregnant while using contraception were asked: ““At the time
you became pregnant . . ., did you, yourself, actually want to
have a(nother) baby at some time?” Women who answered
neither “yes” nor “no” also were asked: “. . ., as you look back
to just before that pregnancy began, would you say you probably
wanted a(nother) baby at some time or probably not?”’

The pregnancy was classified as wanted at conception if the
woman had stopped or was not using contraception because
she wanted to become pregnant, or if she had wanted or prob-
ably had wanted a(nother) child at some time. The pregnancy
was classified as unwanted if she had not wanted, or probably
had not wanted a(nother) child. If the respondent did not know
whether she had wanted a(nother) baby, or did not care, the
wantedness of the pregnancy was classified as undetermined.
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However, the percents of pregnancies ending in live births ctas«
sified as “undetermined” were very small (0.3 and 0.2 percent
in 1982 and 1973, respectively); percents of births that were
wanted and unwanted at conception, therefore, are virtually
complementary, increasing and decreasing by the same mag-
nitude.

Statistics on the proportions of births that were mistimed
also are presented in this report. Women whose pregnancies
were classified as wanted were asked, “Did you become preg-
nant sooner than you wanted, later than you wanted, or at about
the right time?”’ Births resulting from pregnancies that occurred
sooner than wanted by the mother were classified as mistimed.
Births that occurred later than wanted are not included with
the mistimed births here because their delay was not subject to
choice or planning control.

Trend in the “Wantedness’ of Births:
Ever Married Women

As shown in table 1, between 1973 and 1982 the propor-
tion of all births to ever married women that resulted from
unwanted pregnancies declined significantly (from 14 to 10
percent) and. of course, the proportion of births that were
wanted rose correspondingly (from 86 to 90 percent). Over this
period the data suggest that the proportion of births that oc-
curred sooner than they were wanted (that is, mistimed births)
increased slightly.

In 1982, the proportion of all births that were unwanted at
conception increased steadily with age among ever married
women from 5 percent for 1519 year olds to 13 percent for
women aged 40-44. A similar increase in unwanted births with
increasing age was found in 1973. Not all of the increases be-
tween adjacent age groups were statistically significant, but the
general pattern seems clear.

The changes observed among all ever married women, be-
tween 1973 and 1982, largely were due to significant increases
in the proportions of wanted births and declines in unwanted
births among women in the ages 25 to 39 years. Among women

20-24 and 40-44 years of age, similar but not statistically
significant increases were observed in the proportions of wanted
births. Minor changes observed over this period in the propor-
tion of births that were wanted but mistimed were not statis-
tically significant for any of the age groups between 20 and 44
years. However, in both years, mistimed births accounted for
about two in every five births to women 20-24 years of age.

Ever married teenage women in 1982 had the highest pro-
portion of wanted births (95 percent) and the lowest proportion
of unwanted births (5 percent) of any age group shown in table
1; these proportions had not changed since 1973. However, the
proportion of mistimed births to these teenaged women rose
sharply from an already high 55 percent in 1973 to 75 percent
in 1982. It is quite likely that this high and rising prevalence of
mistimed births among ever married teenagers reflects the
greater exposure to premarital intercourse at these ages and the
large number of pregnancies precipitating an early marriage.?

Couples continue to have far less success with contracep-
tion in planning when their children will be born than in planning
how many they will have. In 1982, mistimed births (28 percent)
were almost three times more frequent than unwanted births
(10 percent) but only two times more frequent in 1973, The
apparent small rise in mistimed births for all ever married
women and their more significant increase among younger
women may be due in large measure to the trend toward greater
use of barrier methods of contraception, which are generally
less effective than the pill or IUD.34

The proportion of unwanted births was twice as high among
formerly married women compared with currently married
women in both 1973 and 1982, but declined significantly in
both groups over the decade (table 2). The proportion of births
that were mistimed was practically unchanged among currently
married women between 1973 and 1982, but it increased sharply
among formerly married women. Among formerly married
women in 1982, at least one-third of their births had been
wanted but mistimed.

The notably higher proportions of unwanted and mistimed
births to formerly married women suggest the possibility that

Table 1. Number of children ever born to ever married women 15—44 years of age and pearcent distribution by whether the birth was wanted.
wanted but mistimed, or unwanted at conception, according to age of the mother: United States, 1973 and 1982

[Statistics are based on samples of the female population of the contermimous Untted States; see Technical notes for estimates of sampiing variability and definitions

of terms; data for 1982 are preliminary]

Wanted at conception

Children Unwanted at
ever born Jotal Mistimed conception
Age 1982 1973 1982 1973 1982 1973 1982 1973
Number in thousands Percent distribution’
Allages. ... ... 65.878 66,239 90.1 85.8 28.2 25.7 9.6 14.0
15=10 ¥ arS . . ..ttt e it et s 445 548 95.3 94.9 74.8 54.7 *4.7 *5.1
20~24 YRarS . ...t 4,398 5,215 93.5 91.5 44.0 40.3 *6.5 8.4
25=20 YBAIS . ..\t s 11,304 11,102 93.1 89.5 28.0 28.3 6.3 10.4
B0=-34years . ..o 15,346 15,160 91.7 86.6 26.8 27.3 8.2 13.2
3539 YearS . o .ot e 16,983 16,307 89.3 83.0 26.4 23.7 10.4 16.8
B0—84 yeAIS . . .. ittt e e 17,401 17,907 86.7 83.4 26.0 19.4 13.0 16.4

1percents of live births wanted and unwanted at conception may not add to 100 due to the exclusion of births for which the wantedness of the pregnancy was
classified as “undetermined.”
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Table 2. Number of childrer ever born to ever married women 15-~44 years of age and percent distribution by whether the birth was wanted,
wanted but mistimed, or unwanted at conception, according to race and marital status of the mother: United States, 1973 and 1982

[Statistics are based on samples of the female population of the conterminous United States; see Technical notes for estimates of sampling vanabihity and definitions of
terms; data for 1982 are preliminary}

Wanted at conception

Children Unwanted at
ever barn Total Mistimed conception
Race and marital status 1982 1973 1982 71973 7982 18973 1982 1973
Number in thousands Percent distribution
Allraces). ... ...ttt 65,878 66,239 90.1 85.8 28.2 25.7 9.6 14.0
Currently married ................cou.... 52,873 57.158 92.0 87.6 26.6 25.6 7.8 12.3
Formerly married. . ............... e 13,005 9,081 82.6 745 34.7 26.5 16.8 25.2
White. ... it e i e 55,497 57,012 92.1 88.4 27.7 25.5 7.7 11.4
Currently marned ................. PR 46,546 51,179 93.0 89.2 26.0 254 6.8 10.6
Formerly married. .. ........c.c0iininnn. 8,952 5,834 87.4 81.3 36.7 26.3 12.2 18.5
Black ... ..ot i e 8,467 8,634 77.5 68.0 32.2 27.4 21.8 31.5
Currently married . ..........oiveiuennnn 4,769 5,448 82.6 71.3 33.1 27.6 17.2 28.3
Formerly married. .. .................... 3,698 3,186 70.9 62.3 31.1 27.2 27.8 37.1

includes white, black, and other races.

unplanned childbearing is a factor in the instability of some
marriages. Formerly married women as a group appear to be
slightly older and to have borne more children on average than
currently married women, and both age and parity are associ-
ated with increases in unwanted births. Nevertheless, at each
parity shown in table 3, the data suggest that the proportion of
births classified as unwanted by formerly married women was
greater compared with currently married women.

The differences observed in the proportions of wanted and
unwanted births between white and black women are even
greater than the differences by marital status (table 2). In 1973,
ever married black women reported 32 percent of births had

been unwanted at conception compared with 11 percent re-
ported by white women. By 1982, the proportions of unwanted
births had declined 10 percentage points among black women
and 3 percentage points among white women, to 22 percent
and 8 percent, respectively. In both race groups, formerly mar-
ried women had notably higher proportions of unwanted births
than currently married women in 1973 and 1982, despite the
substantial reductions in unwanted births across the board.
The proportions of mistimed births increased for both black
and white women between 1973 and 1982; in both years black
women experienced a higher proportion mistimed compared
with white women, although the difference was significant only

Tabie 3. Number of children aver born to ever married women 15-44 years of age and percent distribution by whether the birth was wanted,
wanted but mistimed, or unwanted at conception, according to race and parity of the mother: United States, 1973 and 1982

[Statistics are based on samples of the female population of the conterminous United Statss; see Technical notes for estimates of sampling varrability and defimitions

of terms; data for 1982 are preiiminary]

Wanted at conception

Children Unwanted at
ever born Jotal Mistimed conception
Race and parity 71982 1873 1982 1873 1882 1973 1982 1973
All races! Number in thousands Percent distribution
All parities. ... viiieiennnnennrinneennnn 65,878 66,239 30.1 85.8 28.2 25.7 9.6 14.0
T2 it ittt et e e 29,549 21,571 96.3 95.3 27.9 27.7 3.6 4.6
b L 27.734 26,924 88.1 85.7 28.5 25.0 11.7 141
B OrmMOre ..ottt e 8,594 17,744 75.6 74.2 28.2 24.4 23.3 25.5
White
Allparities. . .......cooiiiiniinininnennnns 55,497 57,012 92.1 88.4 27.7 25.5 7.7 1.4
T e it e e et e e 26,031 19,379 97.2 96.5 27.6 26.7 2.7 3.4
< 23,486 24,094 89.6 87.2 28.0 24.7 10.3 12.6
B OFrmMOTe ... iiiiiiiiiii i ieainreaas 5,980 13.539 79.6 79.0 273 24.9 19.5 20.8
Black
All parities. . .....ooiiiiiiiiiin .. 8,467 8,634 77.5 68.0 32.2 27.4 21.8 315
1= e e 2,655 1,955 87.4 83.0 32.1 374 12.4 16.2
P 3.290 2,596 78.7 72.2 335 27.8 20.9 27.4
Sormore ......... ... L i, 2,522 4,083 65.6 58.0 30.6 224 33.0 415

Tincludes white, black, and other races.
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at the .10 level in 1982. However, among black women, the
increases in the proportion of mistimed births for currently mar-
ried and formerly married women were not significant, while
formerly married white women experienced a steep increase
(10 percentage points) in mistimed births over the decade.

The proportion of unwanted births increased with the
number of births a woman had had (that is, with her parity), as
may be seen in table 3. For instance, in 1982, among ever
married white women with only 1-2 births, less than 1 in 30
births had been unwanted at conception, while those with 5 or
more births reported 1 in 5 had been unwanted. Similarly,
among black women at parity 5 or more, 1 in 3 births had been
unwanted at conception.

Although there appeared to be a reduction in the proportion
of unwanted births in each parity category for both white and
black women between 1973 and 1982, few of these declines
were statistically significant; there is, however, some evidence
of a reduction among black women with 3 or more births.
None of these declines within the parity groups was as great as
the overall decline for the respective race groups. For instance,
between 1973 and 1982, the overall proportion of unwanted
births to white women declined by nearly 4 percentage points,
but the largest decline among the parity groups was about 2
percentage points among those with 3—-4 births; similarly for
black women, an overall decline of close to 10 percentage points
exceeded the largest parity group decline of nearly 9 percentage
points among those with 5 or more births.

The overall decline in the proportion of unwanted births
between 1973 and 1982 was greater than the declines in the
separate parity groups because, not only were women inter-
viewed in 1982 more successful in avoiding unwanted births,
but the number of births they wanted also was smaller. Over
this decade, women were postponing marriage for longer pe-
riods of time, and delaying childbearing within marriage.>-7 As
a result, we observe that in 1982 a larger proportion of births
occurred to women who were parity 1-2 (45 percent) and a
smaller proportion to women who were parity 5 or more (13
percent), compared with 33 and 27 percent, respectively, in
1973. Another way to see the effect of the declining number of
wanted births is to note that if the declining proportions of un-
wanted births within the parity groups were the only change,
then the overall proportion of unwanted births in 1982 would
have been 12 rather than 10 percent. It is important not to
confuse the increase in the proportion of births that were wanted
at conception with wanting a larger number of children.

“Wantedness” of Births:
Never Married Women

Never married women were interviewed in the NSFG for
the first time in 1982 (table 4). Although it is no surprise that
births to never married women were wanted at conception (75
percent) less frequently than those bomn to ever married women
(90 percent), the proportion of wanted births to never married
women nonetheless was high. It is important to recall that a
wanted birth is one that, at the time of conception, was wanted
by the mother ‘“‘at some time” but not necessarily at that par-
ticular time. In fact, more than half the wanted births to never
married women (42 percent of the total births) were mistimed,

Table 4. Number of children ever born to never married woman
15-44 years of age and percent distribution by whether the birth
was wanted, wanted but mistimed, or unwanted at conception,
according to age and race of the mother: United States, 1982

[Prehminary statustics based on samples of the female population of the

conterminous United States; see Technical notes for estimates of sampling
vanability and defimtions of terms]

Wanted
Children at conception Unwanted
ever R at
Age and race born Total  Mistimed  conception
Number in
Ali races’ thousands Percent distribution
15-44 years....... 4,341 75.1 42.3 24.8
15~19 vyears....... 474 75.6 54.9 24.4
20-24 years....... 1.273 80.5 48.1 19.5
25-44 years....... 2,593 72.3 371 27.6
White
15—-44 years....... 1,670 81.6 42.4 18.4
15-19 years....... 220 85.2 61.6 *14.8
20-24 years....... 473 89.9 53.5 *10.1
25-44 years....... 977 76.7 32.7 23.3
Black
15-44 years....... 2,569 70.1 41.4 29.8
15—-19 vyears....... 245 68.2 49.2 31.8
20-24 years....... 727 72.5 42.9 275
25-44 years....... 1,597 69.3 39.4 30.5

Tincludes white, black, and other races.

contrasted with less than one-third (28 percent of the total births)
among ever married women. Moreover, data not shown in table
4 reveal that, among the group of wanted births that were not
mistimed, only about two-thirds of mothers had not used, or
had stopped using, contraception because they wanted to be-
come pregnant then. In sum, although 75 percent of births to
never married women were wanted “at some time,” the pro-
portion that had been deliberately conceived or planned was on
the order of 21 percent.

Differences in wantedness status by race and age found
among ever married women are similar to those for never mar-
ried women. In 1982, the proportion of births classified as un-
wanted to all never married black women was higher than that
of never married white women aged 15-44 (30 compared with
18 percent). Within each age group, the proportions unwanted
also tended to be higher for black women than white women,
although the differences at age(s) 25—-44 were not statistically
significant.

The proportions of births that were wanted but mistimed
are nearly the same for black never married women (41 percent)
as for white never married women (42 percent). At ages
15-24, it appears that white women classified a larger percent
of all births as mistimed compared with black women, but the
difference is not statistically significant. For black women, the
proportions of mistimed births among the never married were
substantially higher than among either their currently or for-
merly married counterparts (table 2). For white women a similar
pattern was found, but the difference in the proportions mis-
timed between never and formerly married women was not
significant.
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confidentiality requirements
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Technical Notes

Survey design

The National Survey of Family Growth (NSFG) is con-
ducted periodically by the National Center for Health Statistics
to collect data on fertility, family planning, and related aspects
of maternal and child health. Field work for Cycle I was con-
ducted under contract in 1973 by the National Opinion Re-
search Center. Field work for Cycle III was conducted by
Westat, Inc., in 1982.

In all cycles, personal interviews were conducted with a
multistage area probability sample of women 15-44 years of
age in the noninstitutionalized population of the conterminous
United States. In Cycle I, ever married women and never mar-
ried women with offspring living in the household were eligible
for the survey. In Cycle I11, all women aged 15-44 were eligible
regardless of marital status or the presence of offspring. Women
living in group quarters (such as college dormitories) were ex-
cluded from the samples in Cycle I, but included in Cycle III.
Interviews were conducted with 9,797 women in Cycle I and
7,969 in Cycle III. The sample design of Cycle I is described
in more detail in another report of the National Center for
Health Statistics.!

Field work for Cycle III was conducted between August
1982 and February 1983. Black women and women aged
15-19 were oversampled. Interviews were conducted by trained
female interviewers and lasted an average of 1 hour. The in-
terview focused on a woman’s pregnancy history; use of con-
traceptives in each pregnancy interval; ability to bear children;
future childbearing expectations; use of family planning and
infertility services; marital history; labor force participation;
and a wide range of social, economic, and demographic
characteristics.

Reliability of estimates

Because the statistics presented in this report are based on
a sample, they may differ from the statistics that would result if
all 54 million women represented by the NSFG had been in-
terviewed. The standard error of an estimate (SE) is a measure
of such differences. The standard error of an estimated number
or percent presented in this report may be calculated by using
the appropriate values of 4 and B from table I in the equations

B \!12
SE(N.)=(A+-N.-) N

100 — P'\12
SE(P)= (B-P"——TY,—')

where NV is the number of pregnancies, P is the percent, and X’
is the number of pregnancies in the denominator of the percent.
Approximate standard errors for estimated percents of preg-
nancies to ever married women of all races in Cycle III are
shown in table II.

NOTE: A list of references follows the text.

Table |. Parameters used to compute estimated standard errors
and relative standard errors of numbers and percents of
pregnancies by race, marital status, and age of women: National
Survey of Family Growth

Parameter

Race, marital status, and age A B

1982

All pregnancies:

All races and white .. ........ —0.0000013533 25,567.4424
Black ........ ... .. ... ..., 0.0001091980 7.143.2252
Pregnancies to ever married
women:
All races and white.......... 0.0031203910 43,592.7254
Black ...... ... ... .. ..., -0.0001123101 15,678.7103
Pregnancies to never married
women and to teenagers aged
15~19 years:
All races:
Never married ............ 0.0138872800 8,660.9620
Teenagers ............... 0.0059512240 7,802.2084
White:
Nevermarnted ............ 0.0709659500 13,265.3231
Teenagers ............... 0.0102484400 9,664.9170
Black:
Never married; teenagers. . ... 0.0045465070 3,430.7602
1973
All races and white ... ......... 0.0000176130 4,493.7916
Black ........ e, 0.0000402190 1,600.4393

The chances are about 68 in 100 that a sample estimate
will differ by no more than one standard error, and about 95 in
100 that it will differ by no more than two standard errors, from
a corresponding statistic based on a complete count of the pop-
ulation represented by the NSFG. Differences among percents
discussed in this report were tested for statistical significance
at the 95-percent confidence level, using a two-tailed f-test with
39 degrees of freedom. This means that if there were no dif-
ference among the corresponding percents in the population as
a whole, then a difference as large as the one observed in the
sample would occur in fewer than 5 percent of repeated samples
of the same size and design as the NSFG. When the observed
difference between two statistics being compared is not statis-
tically significant, the statistics are described as “similar,” but
terms such as “greater,” “less,” “larger,” and “smaller” in-
dicate statistically significant differences. Marked differences
that would be expected in fewer than 10 percent of repeated
samples (that is, significant at the 90-percent confidence level)
are noted in a qualified manner (for example, by such phrases
as “the data suggest™ or “some evidence for”).

The relative standard error of a statistic is the ratio of the
standard error to the statistic and usually is expressed as a
percent of the estimate. In this report, statistics with relative
standard errors of 30 percent or greater are indicated with an
asterisk (*). These estimates are considered unreliable by them-
selves, but may be combined with other estimates to make
comparisons of greater precision.
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Tabie Il. Approximate standard errors for estimated percents {expressed in percentage points) of pregnancies to women of all races:
National Survey of Family Growth, Cycle Ili
Estimated percent
2o0r Sor 10 or 20 or 30 or 40 or
Base of percent 98 95 80 80 70 60 50

100,000, . ottt i i it et s i e 7.1 11.0 15.2 20.2 23.2 24.8 25.3
BO0,000. . oo i i i e s 3.2 4.9 6.8 9.0 10.4 11.1 11.3
1,000,000 ..ottt i it e e 2.2 3.5 4.8 6.4 7.3 7.8 8.0
5,000,000 . ... ittt it e e 1.0 1.6 2.1 2.9 3.3 3.5 3.6
TO000.000 ...ttt i ittt atae e csti et 0.7 1.1 1.5 2.0 2.3 2.5 2.5
30,000,000 .. ittt ittt e e i e 0.4 0.6 0.9 1.2 1.3 1.4 1.5
50,000,000 ... 0cvninininenranarernsnsesetaiatonencancans 0.3 0.5 0.7 0.9 1.0 1.1 1.1

Statistics in this report also may be subject to nonsampling
error, that is, errors or omissions in responding to the inter-
view, recording answers, and processing data. The data have
been adjusted for nonsampling error due to nonresponse by
means of adjustments to the sample weights assigned to each
case. Other types of nonsampling error were minimized by a
series of stringent quality control measures similar to those
used in Cycle I.!

Definitions of terms

Wantedness—Pregnancies were classified as “wanted” or
“unwanted,” and wanted pregnancies that occurred earlier than
they were desired were subclassified as “mistimed.” A preg-
nancy was classified as wanted at conception if the woman had
stopped, or had not used, contraception because she wanted a
pregnancy, or if she had become pregnant while using contra-
ception but nonetheless had wanted, or probably wanted,
a(nother) baby at some time. Similarly, a pregnancy was clas-
sified as unwanted at conception if the woman had stopped, or
had not used, contraception for reasons other than seeking preg-
nancy or had become pregnant while using contraception and
had not wanted, or probably had not wanted, a(nother) baby at
some time. In this report, a wanted pregnancy was considered
mistimed if the woman had wanted the pregnancy to occur at a
later date. Pregnancies that occurred sometime later than had
been desired, also might be considered mistimed for some pur-
poses, but these did not represent failures in family plan-
ning that is subject to contraceptive control, and therefore
are classified with other births that were wanted at conception.

NOTE: A list of references follows the text.

Pregnancies that ended in live births, on which this report is
focused, were classified as wanted or unwanted births. However,
pregnancies that ended in multiple births are counted only once
because only the pregnancy is subject to contraceptive control.

Parity—Parity refers to the number of live births the re-
spondent had had.

Age—Age is classified by the age of the respondent at her
last birthday before the date of interview.

Race—Race refers to the race of the woman interviewed
and is reported as black, white, or other. In Cycle III, race was
classified according to the woman’s report of the race that best
described her. In Cycle I, race was classified by the observa-
tion of the interviewer. Cycle III data indicated that results
using either method of classification were found to be very
similar.

Marital status—Persons were classified by marital status
as married, widowed, divorced, separated, or never married. In
Cycle I, informally married women—women who volunteered
that they were sharing living quarters with their sexual partner—
were classified as currently married. These women constituted
about 2 percent of currently married respondents in Cycle L. In
Cycle III, such women were classified according to their legal
marital status. Thus, statistics on currently married women for
1982 shown in this report are not strictly comparable to those
for 1973. Reclassifying women in the 1973 survey according
to the 1982 definition of marital status, however, makes little
difference in the distributions of currently married women by
other characteristics for that year.

In all cycles, women who were married but separated from
their spouse were classified as separated if the reason for the
separation was marital discord, otherwise they were classified
as currently married.
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Hospital Use by Children:
United States, 1983

by Eileen McCarthy and Lola Jean Kozak, Division of Health Care Siatistics

Introduction

During 1983 an estimated 3.7 million children under
15 years of age were discharged from short-stay non-Federal
hospitals in the United States. They spent an average of
4.6 days in the hospital. These and other statistics presented
in this report are based on data collected by the National
Center for Health Statistics, by means of the National Hospital
Discharge Survey, a continuous voluntary survey. In 1983
data for the survey were abstracted from the medical records
of approximately 206,000 patients discharged form 418 par-
ticipating hospitals. A brief description of the sample design,
source of data, and definition of terms used can be found
in the Technical notes. The design of the survey has been
described in a published report. !

Although other reports®™ based on the 1983 survey
include data on children under 15 years of age, this report
contains data on the four age groups within the under 15
years group: under 1 year, 1-4 years, 5-9 years, and 10-14
years. Data for the age groups are presented by selected
characteristics of discharges, diagnoses, and procedures. Esti-
mates of the number of discharges, rates per 1,000 population,
and average lengths of stay are shown for children. Summary
statistics for 1973 and 1978 are also presented. This is
the first detailed presentation of data from the survey on
the four specific age groups of children. The report is also
intended to update the U.S data from an earlier comparative
study, “Hospital Use by Children in the United States and
Canada,” which was based on 1978 data.

Data for newborn infants are excluded from this report.
The diagnostic and procedural data are coded according to
the International Classification of Diseases, 9th Revision,
Clinical Modification (ICD-9-CM).%

Highlights

® The discharges of children under | year of age increased
from 15 percent of all children’s discharges in 1973 to
26 percent in 1983.

® In 1983 males had a higher rate of discharges than females
for the age groups under 1 year, 1-4 years, and 5-9
years.

® The average length of stay for children did not differ
significantly by sex or geographic region.

® By region, the South had the largest number of children’s
discharges, an estimated 41 percent of the total.

® Private insurance was the leading principal expected source
of payment of hospital costs for children.

® Medicaid and the self-pay category were more likely to
be the expected source of payment for children under
1 year of age and 1-4 years than for older children.

® Diseases of the respiratory system accounted for a fourth
of the discharges for children under 1 year of age, more
than a third of the hospitalizations for children 1—4 and
5-9 years, and 20 percent of the discharges for the 10-14
years age group.

® Disorders relating to short gestation and unspecified low
birth weight was a major diagnosis for children under
1 year of age.

® Pneumonia was an important diagnosis for children 1—4
years; and chronic disease of tonsils and adenoids was
important for children 5-9 years and 10-14 years of age.

® For children under 15 years of age, tonsillectomies with
or without adenoidectomies were the most frequently per-
formed procedures, followed by myringotomies.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Public Health Service




2 advancedata
Tabie 1. Numbers, rates, and average lengths of stay for patients under 15 years of age (exciuding newbom infants) discharged from short-stay
non-Federal hospitals, by age groups and sex: United States, 1973, 1978, and 1983
1973 1978 1983
Age group Both sexes Male Female  Both sexes Male Female  Both sexes Male Female
Number of discharges

Under1Syears . . ... ...t 3,933 2,231 1,700 3,488 1,946 1,542 3,654 2,084 1,570
Undertyear ..........oc0o... 580 337 243 691 394 297 936 542 394
14years . ........ .00 1,214 703 510 1,044 601 443 1,146 664 482
SByears . ... ... e 1,138 639 499 910 506 404 769 451 319
10-14years . . . . v oot v v v e et o e 1,001 552 448 843 445 398 803 427 375

Rate per 1,000 population

UnderiSyears . . .. ............. 70.0 77.9 61.8 67.1 73.3 60.7 70.8 79.0 62.3
Underiyear ................. 185.6 211.0 158.5 207.7 231.6 182.6 255.8 289.2 220.7
14 YearS . . i i et 88.4 100.3 75.9 84.2 94.7 73.1 80.9 91.7 69.6
E~Ovyears ... ... 62.2 68.5 55.7 52.6 573 47.7 48.1 55.1 40.8
10-14years . . . ... ot h it e 47.6 51.5 43.5 44.5 46.0 43.0 45.1 47.0 43.2

Average length of stay in days

Underi1Syears . ... ............. 4.5 45 4.6 4.4 4.5 4.4 4.6 4.5 4.6
Undert1year ................. 6.4 6.2 6.7 5.9 5.7 8.2 6.6 6.5 6.7
1-4years . ................. 4.3 41 4.6 4.0 4.0 4.0 3.7 3.6 3.7
5-9years . ... .. 3.8 3.8 3.7 3.6 37 3.4 34 34 3.3
10-t4years . . .. ....c0vv v v 4.6 4.6 4.6 4.7 4.9 4.5 4.6 4.6 4.7

Children’s discharges

Trends by age and sex

The 3.8 million discharges for children under 15 years
of age in 1983 translated to a rate of 70.8 per 1,000 children
in the population (table 1). Neither the total number nor
the rate changed significantly from 1973 through 1983, but
there were changes during this period for specific age groups.

Children under 1 year of age, who had the highest
discharge rates of the four children’s age groups, were the
only age group for which the numbers and rates of discharges
increased. They accounted for 15 percent of children’s dis-
charges in 1973, expanded to 20 percent in 1978, and to
26 percent in 1983. The discharge rate for children in this
age group grew 38 percent from 1973 through 1983. The
1—4 years age group made up virtually the same proportion
of the discharges, approximately 30 percent, in each of
the 3 years.

The hospitalizations of children 5-9 years of age de-
creased during the period 1973-83. This group made up
29 percent of children’s discharges in 1973, but fell to 26
percent in 1978, and to 21 percent in 1983. The discharge
rate of the 5~9 years age group decreased 23 percent during
the period, with the rate for males declining 20 percent
and the rate for females falling 27 percent. The number
of discharges for children 10-14 years of age also decreased.
Children in this group accounted for 25 percent of all children’s
discharges in 1973, 22 percent in 1983.

Neither the total average length of stay for all children
under 15 years nor the lengths of stay for the four specific
age groups changed significantly from 1973 through 1983.
The longest lengths of stay were for children under 1 year
of age. The 5-9 years age group had lengths of stay below
the average for all children in 1973, 1978, and 1983.

Average lengths of stay were approximately the same
for both males and females in all the age groups in the
period 1973-83. However, discharge rates were higher for
males than for females under 15 years throughout the period.
Not all the sex differences in discharge rates for the specific
age groups were significant, but males had consistently higher
discharge rates than females in the 1-4 years age group.
In 1983 males also had higher discharge rates than females
inthe under 1 year and 5-9 years age groups.

Geographic distribution

The South Region of the country had the largest number
of children’s discharges in 1983 (table 2). Although the
South had the largest population of children of any region,
this high number of discharges also reflects a children’s
discharge rate that was higher than the average for all the
regions. In two of the three geographic divisions that make
up the region, East South Central and West South Central,
the discharge rates were higher than the average.

The North Central Region had the second highest popula-
tion of children and the second highest number of children’s
discharges. Within the region, the West North Central Division
had a discharge rate that was higher than the average.

The third-ranking region in number of discharges was
the Northeast, even though it had the smallest regional popula-
tion of children. The New England Division of this region
had the smallest number of children’s discharges of any
division because of its small population of children and a
discharge rate for children that was well below the average
for the country. Among the regions, the West had the smallest
number and rate of children’s discharges. This is primarily
attributable to the very low discharge rate for the Pacific
Division of the region. Lengths of stay for children by region
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Table 2. Numbers,' rates, and average lengths of stay for patients under 15 years of age (excluding newbom infants) discharged from short-stay
non-Federal hospitals, by geographic regions and divisions: United States, 1983

Rate per 1,000  Average length

Region and division Number in thousands population of stay in days
= 1T 3,654 70.8 4.6
NOrtheast . . . . . . . .o i i e e e e e e e e e e e e e e 682 68.8 4.5
New England . . . . . . . .. i e e e e e e e e 125 50.9 4.5
Middie Atlantic . . . . . . . . . .. e e e e e e e 557 747 4.5
North Central . . . . . . . . . . e e e e e e e e o87 74.5 4.8
East NorthCentral . . . . . . . . . . . i i e e e e e e e 622 66.6 4.9
WestNorthCentral . . . . . . . . . . . e e e e e e e 365 93.2 4.5
SOUth . L L e e e e e e e e e e 1,507 83.9 46
South Atlantic . . . . . . . . L L e e e e e e e e e e 511 62.7 4.3
EastSouthCentral . . . . . . . . . . . e e e e e e 384 110.8 4.3
WestSouthCentral . . . . . . . . . . . . e e e e e e e 612 96.5 5.1
WS . . L e e e e e e e e e e e e e e 478 45.7 4.0
Mountain . . . . . . e e e e e e 194 62.8 4.0
PatHiC . . . . e e e e e e e e e e e e e e e 284 38.5 4.1

Table 3. Numbers, percent distributions, and average lengths of stay for patients under 15 years of age (excluding newborn infants) discharged from
short-stay non-Federal hospitals, by expected principal sources of payment and age groups: United States, 1983

Source of payment Under 15 years  Under 1 year 1~4 years 5-9 years 10-14 years
Number of discharges
Total. . . e e e 3,654 936 1,146 769 803
Medicaid . ... ... ... .. @ . e e e 801 248 288 139 126
Privale msurance . . . . . . . . o Lo L e e e e e e e 2,295 485 692 542 575
Selfpay . . . . . e e e e e 325 129 98 47 51
Other . . e e e e e 233 74 68 41 51
Percent distribution
Total. . . e e e e e e e e e e e e 100.0 100.0 100.0 100.0 100.0
Medicaid . . . . . . . .. e e e 219 26.5 251 18.1 15.7
Private InSUrance . . . . . . . . . v i e e e e e e e e e e 62.8 51.8 60.4 70.5 71.7
Selfpay . . . .. .. e e 8.9 13.8 8.5 6.2 8.3
Other . . e e e e e e e e e 6.4 8.0 5.9 5.2 6.3
Average iength of stay in days
1 4.6 6.6 3.7 34 4.6
Medicaid . . . .. . e e e e 5.0 6.8 4.2 3.6 5.0
Privateinsurance . . . . . . ... .. L e 4.2 5.9 3.4 3.3 4.6
Selfpay . . . . . e 5.2 7.4 3.7 3.3 4.4
Other . . . . . . e e e e e e 5.7 8.5 4.4 4.5 4.3

were not significantly different from the average for the
country as a whole.

Source of payment

The expected principal sources of payment for children’s
hospitalizations are shown in table 3. Private insurance was
the leading expected source for children in each of the four
age groups. It was the expected source of payment for more
than" 70 percent of the hospitalizations of children 5-9 and
10-14 years of age and a smaller proportion of the hospitaliza-
tions of children 1-4 years and under 1 year, 60 percent
and 52 percent respectively.

Medicaid, a government health program that provides
benefits to low-income persons. was the second most common
expected source of payment for children. It was more likely
to be the expected principal source of payment for children
under 1 year and 1-4 years of age than for children in
the two older age groups.

The self-pay category is one ifif which the costs of hos-
pitalization are expected to be paid by the family rather
than any insurance or other program. More of the hospitaliza-
tions of children under 1 year, 14 percent, fell into this
category than did hospitalizations of other age groups, though
children 1-4 years of age were more likely to have hospital
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stays in the self-pay category than were older children.

The average length of stay varied somewhat for hospitali-
zations with different expected principal sources of payment.
For children under 15 years of age as a group, average
stays were shorter when private insurance was the payment
source than when Medicaid or self pay were. Children undér
1 year in the self-pay category had significantly longer average
stays than those covered by private insurance. The 1—} years
age group had significantly longer stays when covered by
Medicaid than when covered by private insurance. However,
for children 5-9 and 10-14 years of age, average stays
were not significantly different for these three payment
sources.

Diagnoses

Under 1 year of age

Estimates of numbers and rates of discharges and of
the average lengths of stay for children under 1 year of
age are shown in table 4 by selected diagnoses and sex.
Three diagnostic categories accounted for 61 percent of the
discharges of children in this age group: diseases of the
respiratory system, certain conditions originating in the
perinatal period, and diseases of the digestive system.

Diseases of the respiratory system were responsible for
one-fourth of the discharges of the under 1 year age group.
Acute bronchitis and bronchiolitis, other acute respiratory
infections, and pneumcnia accounted for more than three-
fourths of the respiratory disease discharges.

Certain conditions originating in the perinatal period made
up 22 percent of the total discharges. Disorders relating
to short gestation and unspecified low birth weight accounted
for 42 percent of the discharges in the category. It should
be pointed out that babies who remain in the hospital where
they are born are categorized as newborn infants and are
not included in this report. However, infants admitted or
transferred to another hospital at any time after birth are
considered patients under 1 year of age in the hospital to
which they are admitted or transferred. This latter group,
made up mainly of very young babies, accounts for a large
proportion of discharges in the perinatal conditions category.

Diseases of the digestive system made up 14 percent
of the total discharges of children under | year of age.
Two diagnoses accounted for three-fourths of the digestive
disease discharges: noninfectious enteritis and colitis (54 per-
cent) and inguinal hernia (22 percent).

The discharge rate for males under 1 year was almost
a third larger than the rate for females, and the differences
in rates by sex were even larger for some of the diagnostic
categories. For example, the discharge rate for diseases of
the respiratory system was 49 percent higher for males, and
within the category, males had a 73-percent higher rate for
other acute respiratory infections. Males also had a 47-percent
higher discharge rate for diseases of the digestive system
and made up 89 percent of the discharges for inguinal hernia.

The average length of stay for the under-l-year age
group was 6.6 days, ranging from 1.7 days for inguinal
hemia to 19.5 days for disorders relating to short gestation

Table 4. Numbers, rates, and average lengths of stay for patients under 1 year of age (exciuding newborn infants) discharged from short-stay
non-Federal hospitals, by selected first-isted diagnoses and sex: United States, 1983

Diagnostic category and Both Both Both
1CD-9-CM code’ sexes Male Female sexes Male Female sexes Male Female
Rate per 1,000 Average length of stay
Number in thousands population in days
1T 936 542 394 2558 289.2 2207 6.6 6.5 6.7
Infectious and parasiticdiseases . . . . ... .............. 001~-139 75 41 34 20.4 21.8 19.0 4.9 4.5 54
Diseases of the nervous system and senseorgans . . . ... ..... 320-389 61 32 29 16.7 17.1 16.4 5.2 6.1 4.1
Otitis media and eustachiantube disorders . . . . .. .. ....... 381,382 33 17 16 8.9 9.0 8.9 3.3 3.2 3.3
Diseases of the respiratory system. . . . . . . . . oo v v v v v e v a 460-519 237 144 92 64.6 77.0 51.6 45 4.6 4.4
Acute bronchitis and bronchiolitis . . . . ... ... ... .. . ... 466 62 37 24 16.8 20.0 13.5 46 4.5 4.8
Other acute respiratory infections . . . ... ............. 460-465 48 31 17 13.2 16.6 9.6 3.3 3.5 29
Preumonia . . . . .. ... ... ...ttt 480-486 76 44 32 20.7 23.2 18.1 52 53 49
Diseases of the digestivesystem . . ... ............... 520-579 127 77 50 34.6 41.0 27.9 3.9 3.8 4.1
Inguinalhernia . . . . . ... .. ...ttt it men e 850 27 24 o 7.5 126 * 1.7 1.8 *
Noninfectious enteritis and colitis . . . . ............... 555-558 69 35 33 18.7 18.7 18.8 4.3 4.5 4.0
Congenital anomalies . . . . . . . ... it it ettt 740-759 75 45 30 204 23.9 16.7 6.3 6.0 6.7
Certain conditions originating in the perinatal period . ......... 760-779 206 115 90 56.2 61.6 50.5 12.8 12.7 13.0
Disorders relating to short gestation and unspecified low birth weight . . . 765 86 49 38 236 26.0 21.1 19.5 19.9 19.0
Intrauterine hypoxia, birth asphyxia, and other respiratory conditions
ofnewborn . .. .. ... e 768-770 35 21 14 9.5 11.2 76 12.1 95 16.2
Hemolytic disease of fetus or newborn due to isoimmunization and
other perinataljaundice . . . . .. .. ..........0..... 773-774 33 20 14 9.1 10.6 7.6 3.0 3.0 3.0
Symptoms, signs, and ill-defined conditions . . . ............ 780-799 32 19 13 8.8 10.4 7.2 4.1 42 3.9
Injuryand poisoning . .. . ... .. e . 800-999 29 17 12 7.9 91 6.7 43 35 5.4
Injuries (including fractures) . . . ... ................ 800-959 20 12 ‘9 5.5 6.2 ‘4.8 45 4.0 *5.1
'Based on the International Classitication of Di: Sth R Clinical Modifx ? (ICD-S—CM).

Zinciudes diagnostic conditions not shown in table.
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and unspecified low birth weight. A much longer than average
stay, 12.8 days, was recorded for “certain conditions originat-
ing in the perinatal period.” This category contained not
only the disorders relating to short gestation and unspecified
low birth weight but intrauterine hypoxia and other respiratory
conditions of the newborn, for which the average length
of stay was 12.1 days. On the other hand, the length of
stay for hemolytic disease of newborn due to isoimmunization
and other perinatal jaundice was only 3.0 days., well below
the average for all conditions.

In most diagnostic categories the average lengths of stay
for males and females under 1 year varied by less than
1 day. There were some exceptions, though. The stays of
males were 2 days longer than stays of females for diseases
of the nervous system and sense organs. Females had stays
1.9 days longer for injury and poisoning and 6.7 days longer
for intrauterine hypoxia and other respiratory conditions of
the newborn.

14 years of age

Children 1-4 years of age had a total of 1.1 million
discharges in 1983 (table 5). A greater number of these
discharges were for diseases of the respiratory system,
420,000 (37 percent), than for any other diagnostic category.
Every fourth diagnosis in the respiratory disease category
for this age group was pneumonia. Other acute respira-
tory infections contributed an additional 21 percent of the
respiratory disease diagnoses. Chronic disease of tonsils and

adenoids and asthma were also important diagnoses for this
age group, accounting for 18 and 15 percent, respectively,
of the discharges for respiratory diseases.

Three categories were very similar in importance as
discharge diagnoses for the 1-4 years age group. each making
up 12 percent of total discharges. One category was “diseases
of the nervous system and sense organs.” The major diagnosis
within this category was otitis media and eustachian tube
disorders, which was responsible for 63 percent of the dis-
charges in the category. The second category, diseases of
the digestive system, also had one main diagnosis, noninfec-
tious enteritis and colitis, which accounted for 53 percent
of the discharges in the category. Almost haif of the third
category, injury and poisoning, was made up of discharges
for a variety of injuries (other than fractures), such as concus-
sions, sprains, lacerations, and burns.

The discharge rate for males 1-4 years of age was
almost one-third larger than the rate for females. In the
largest diagnostic category, diseases of the respiratory system,
the male discharge rate was 50 percent higher than the
female rate. Within the category, the sex difference was
particularly marked for chronic disease of tonsils and
adenoids, for which the male discharge rate was 65 percent
higher. Males also made up 71 percent of the discharges
for chronic and unspecified branchitis.

In addition, a greater than average sex difference in
discharge rates was found for the “diseases of the digestive
system.” The male rate was 44 percent higher for the category

Table 5. Numbers, rates, and average Iengthsgf stay for patients under 1—4 years of age discharged from short-stay non-Federal hospitals, by selected
1983

first-listed diagnoses and sex: United States,

Diagnostic category and
ICD~9-CM code'

Both
sexes

Both
Female sexes

Both

Male Male Female sexes Male Female

Total® . . e e e
Infectious and parasiticdiseases . . . . . ... ... ... ... .... 001-139
Diseases of the nervous system and senseorgans . . . . . ... ... 320--389
Disorders of the central nervous system . . . . . ... ... 320--336,340-349
Otitis media and eustachiantube disorders . . . . . . ... ... ... 381,382
Diseases of the respiratory system . . . . . . . .. . ... ....... 460-519
Acute bronchitis and bronchiolitis . . . . . .. .. ... ... . ..., 466
Other acute respiratory infections . . . . . . . ... ... ...... 460465
Chronic disease of tonsils and adenoids . . . .. ............. 474
Pneumoma . . .. .. .. .. e e e 480486
Bronchitis, chronic and unspecified . . . . . . ... ... .. ... 490491
Asthma . . . . .. e e 493
Diseases of the digestive system . . . . . ... ... ... ..... 520-579
Inguimathermia . . . . . . ... 550
Nominfectious enteritis and colitis . . . . . .. . ... ........ £55-558
Diseases of the genitourinary system . . . . . .. ... .. ...... 580629
Congenitatanomalies . . . . ... .. ..., .......... .. .. 740-759
Symptoms, signs, and lll-defined conditions . . . . .. .. ....... 780-799
Injuryandpoisoning . . . ... ... ... 800-999
Fractures, alfsites . . . . . . . . . . ... .. ... ... 800829
Injuries otherthan fractures . . . . .. . ... ... ......... 850959

Rate per 1,000 Average length of stay

Number in thousands population in days
1,146 664 482 80.9 91.7 69.6 3.7 3.6 3.7
68 37 31 4.8 5.1 4.5 4.0 4.0 3.9
137 76 61 9.7 10.4 8.9 3.0 2.9 3.1
22 12 11 1.6 1.6 1.5 7.0 7.0 71
86 49 37 6.1 6.8 5.4 22 22 23
420 257 164 29.7 35.4 23.6 3.3 3.3 3.3
38 24 14 2.7 3.3 21 3.3 3.2 3.5
90 56 34 6.3 7.7 49 2.9 2.8 2.9
75 48 27 5.3 6.6 40 1.7 1.7 1.6
105 61 a5 7.4 8.4 6.5 4.4 4.6 4.3
24 17 7 1.7 24 *0.9 3.4 3.3 *3.8
62 34 27 4.4 4.7 4.0 3.5 3.5 35
135 81 54 9.5 11.2 7.8 2.9 2.7 3.2
26 21 ‘5 1.8 29 *0.7 1.6 1.6 ‘1.4
7 39 32 5.0 5.4 4.6 3.3 3.4 33
44 21 23 3.1 29 3.3 3.6 3.8 34
64 41 24 4.5 5.6 3.4 5.7 53 6.5
24 14 10 17 2.0 1.4 3.1 29 3.4
133 77 56 9.4 10:6 8.1 4.4 45 44
26 15 11 1.8 2.1 1.6 7.0 7.5 6.3
64 37 27 4.5 5.0 4.0 3.8 43 3.2

'Based on the jonal Classifi 1 of D)
Ancludes diagnostic conditions not shown in table.

9th Rewvisron, Clinical Modification (ICD-3-CM)
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as a whole. Within the category, males accounted for 81
percent of the discharges for inguinal hernia. The male dis-
charge rate was also 65 percent higher than the female
rate for the congenital anomalies category.

The average lengths of stay by diagnosis ranged from
1.6 days to 7 days for children 1-4 years of age. Stavs
of less than 2 days were the average for both inguinal
hernia and chronic disease of tonsils and adenoids. The
average stays of 7 days were recorded for disorders of the
central nervous system and fractures. Both the total average
lengths of stay and the average stays for specific diagnoses
were similar for males and females.

5-9 years of age

Table 6 shows hospital use by diagnostic categories for
children 5-9 years of age. The respiratory disease category
accounted for the largest number of discharges, 260,000,
which was one-third of the total number of discharges for
the children 5-9 years of age. Chronic disease of tonsils
and adenoids was the most important diagnosis within the
respiratory disease category. It made up almost half of
respiratory disease diagnoses, and by itself was responsible
for significantly more discharges than any of the other diagnos-
tic categories except injury and poisoning.

Injury and poisoning ranked second in importance among
the diagnostic categories with 125,000 discharges, 16 percent
of total discharges. Fractures accounted for 40 percent of
the discharges in the category, and intracranial injuries, exclu-
ding those with skull fractures, made up an additional 18
percent of the category.

Other important diagnostic categories for the 5-9 years

age group were diseases of the nervous system and sense
organs with 10 percent of total discharges, and diseases
of the digestive system with 11 percent. Otitis media and
eustachian tube disorders made up more than half of the
discharges for diseases of the nervous system and sense
organs. Noninfectious enteritis and colitis accounted for al-
most a fourth of the discharges for diseases of the digestive
system.

The discharge rate was 35 percent higher for males
than for females 5-9 years of age. The sex difference was
especially pronounced for the injury and poisoning category,
in which the male discharge rate was 82 percent higher
than the female rate. Within the category males had a 70
percent higher discharge rate for fractures, and they accounted
for more than three-fourths of the discharges for intracranial
injury.

The sex difference in discharge rates was also large
for the congenital anomalies category, in which the male
rate was 85 percent higher than the female rate. In addition,
the male discharge rate was 57 percent higher for otitis
media and eustachian tube disorders and 94 percent higher
for asthma.

The range in average lengths of stay for diagnostic
categories was not wide, from 1.6 to 4.8 days. Stays of
less than 2 days were the average for otitis media and eusta-
chian tube disorders and for chronic disease of tonsils and
adenoids. Average stays of more than 4.5 days were found
for pneumonia and fractures. The average lengths of stay
of males and females were different by less than a day
for all the diagnoses and diagnostic categories.

Table 6. Numbers, rates, and average lengths of stay for patients 5-9 years of age discharged from short-stay non-Federal hospitals, by selected

first-isted diagnoses and sex: United States, 1983

Diagnostic category and Both Both Both
ICD-9-CM code’ sexes Male Female sexes Male Female sexes Male Female
Rate per 1,000 Average length of stay
Number in thousands population in days
Total L e e e e e e 769 451 319 48.1 55.1 40.8 34 3.4 33
Infectious and parasiticdiseases . . . . ... .............. 001-139 38 19 19 24 23 2.4 3.6 3.4 3.9
Diseases of the nervous system and senseorgans . . . ... ..... 320-389 77 45 32 48 5.5 4.0 2.0 2.0 2.0
Ctitis media and eustachian tube disorders . . . . ... ....... 381382 43 27 16 27 33 21 1.6 1.5 1.8
Diseases of therespiratory system . . . . . .. . ... ......... 460-519 260 148 113 16.3 18.1 144 2.8 2.9 28
Acute respiratory infections . . ... ... ... L. ... 460466 34 18 16 2.1 22 2.1 28 29 28
Chronic diseases of tonsilsandadenaoids . . . . .. ............ 474 127 67 60 7.9 8.2 7.7 1.8 1.9 1.7
Proumonia . . . . .. vttt e e e e e e e e e 480486 40 23 17 2.5 29 2.2 4.8 4.8 438
Asthma . . . . . e e e e e e 493 37 25 12 23 3.1 1.6 3.5 35 3.7
Diseases of the digestivesystem . . . . ... ............. 520-579 88 49 39 &85 6.0 4.9 3.5 3.6 35
Noninfectious enteritis and colitis . . . ... ............. 555-558 21 11 10 1.3 13 13 3.1 3.2 3.0
Diseases of the genitourinary system . . . . .. ............ 580629 32 14 17 20 1.8 22 35 3.8 33
Congenitalanomalies. . . . . . ... ... ............... 740-759 30 19 10 1.9 24 13 3.5 3.2 4.0
Symptoms, signs, and ill-defined conditions . . . . ... ........ 780~799 18 10 9 12 1.2 *1.1 23 2.6 2.1
Injuryandpoisoning . . . . . ... ... e e, 800-999 125 82 43 78 100 55 4.1 4.0 4.2
Fractures, allsites . ... ....................... 800-829 50 32 18 341 39 23 4.7 5.0 4.2
Intracranial injury, excluding those with skull fracture . . . . ... .. 850854 22 17 ‘S 1.4 21 0.7 27 29 2.2
Otherinjuries . . . . . ... .. ............... 830-848,860-959 39 24 15 24 29 1.9 4.2 3.9 47
Based on the Interr | Classifi on of D Sth Rewision, Clinical Modification (ICD-9-CM).

?Inciudes diagnostic conditions not shown in table.
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10-14 years of age

Children 10-14 years of age had 803,000 hospital dis-
charges in 1983 (table 7). There were more diagnostic
categories with sizable numbers of discharges for this age
group than for the younger age groups. The following
categories each accounted for more than 20,000 discharges
for children 10-14 years but for less than 20,000 discharges
for children in each of the other three age groups: neoplasms;
endocrine, nutritional and metabolic diseases, and immuniry
disorders; diseases of the blood and blood- forming organs;
mental disorders; and diseases of the musculoskeletal system
and connective tissue.

The leading diagnostic categories for the 10-14 years
age group were diseases of the respiratory system and injury
and poisoning, which were each responsible for 20 percent
of all discharges. Chronic disease of tonsils and adenoids
was again the most important respiratory disease diagnosis,
making up 42 percent of all discharges in the category.
Fractures accounted for 39 percent of the discharges in the
injury and poisoning category.

Diseases of the digestive system was the third-ranking
diagnostic category in number of discharges. Fourteen percent
of all discharges for children 10-14 years were in this category.
Noninfectious enteritis and colitis was the most frequent diag-
nosis, making up 23 percent of the digestive disease category.

The total discharge rates for males and females 10-14
years of age were not significantly different, but sex

differences were found in the rates for specific diagnoses
and diagnostic categories. The discharge rate for chronic
disease of tonsils and adenoids was 78 percent higher for
females than for males. This difference is especially notewor-
thy because the rates for the diagnosis were higher for males
1-4 years of age and were not significantly different by
sex for children 5-9 years of age. However, for the injury
and poisoning category the discharge rate of males 10-14
years of age was almost twice the female rate. Within the
category males had rates more than 1.5 times higher than
females for fractures. They accounted for 69 percent of the
discharges for intracranial injury, and had more than double
the female rate for other injuries.

The longest average length of stay for children 10-14
years of age was 19.4 days for mental disorders. Lengths
of stay for other diagnostic categories ranged between 6.3
days for “endocrine, nutritional, and metabolic diseases and
immunity disorders” and 2.9 days for “symptoms, signs,
and ill-defined conditions” and “diseases of the respiratory
system.” The shortest stay, 1.7 days, for chronic disease
of tonsils and adenoids was within the respiratory disease
category.

The total average lengths of stay for males and females
were not significantly different, but there were sex differences
in the lengths of stay for specific conditions. The length
of stay of females was twice that of males for diseases
of the blood and blood-forming organs, and females had

Table 7. Numbers, rates, and average lengths of stay for patients 10—-14 years of age discharged from short-stay non-Federal hospitals, by selected

first-isted diagnoses and sex: United States, 1983

Diagnostic category and
ICD~9~CM code’

Both
sexes

Both
Female sexes

Both

Male Male Female sexes Male Female

. = N
Infectious and parasitic diseases . . . . .. ... ............ 001-139
Neoplasms . . . . ... .. ... i i 140239
Endacrine, nutritional and metabolic diseases, and
immunity disorders . . . ... L Lo e e e 240-279
Diseases of the blood and biood-formingorgans . . . . . . ... ... 280-289
Mentaldisorders . .. . . ... . ... it it 290-319
Diseases of the nervous system and senseorgans . . . . .. ..... 320-389
Diseases of the respiratory system . . . . . . ... ... ... .. ... 460-519
Acute respiratory infections . . . . .. ... oo L 460-466
Chromic diseases of tonsilsand adenoids . . . .. .. ... ........ 474
Preumonia . . . . . . . . . .. e e e e e e 480486
ASthmMa . . . . . . o e e e e e e e e e e e e e e e e e 493
Di of the dig system ... ............. . 520-579
Noninfectious enteritisand colitis . . . . ... ... .......... 555-558
Diseases of the genitourinary system . . . . .. ... ......... 580-629
Diseases of the musculoskeletal system and connective tissue . . . . . 710-739
Congenital anomalies . . . . . . . ... ... ..o 740-759
Symptoms, signs, and ill-defined conditions . . . . ... .. .... .. 780~799
Injury and poiSONING . . . . . . . et e e o 800-999
Fractures, allsites . . . . . . . . ..« .t 800-829
Intracranial injury, excluding those with skull fracture . . . . . . . .. 850-854
Otherinfuries . . . . . . v v vt i vt e 830-848,860—-959

Number in thousands

Rate per 1,000 Average length of stay

population in days
803 427 375 45.1 47.0 43.2 4.6 46 4.7
28 14 14 1.6 1.5 1.6 3.6 3.8 3.4
27 17 10 1.5 1.8 12 3.6 2.7 5.1
26 12 14 15 1.3 1.6 6.3 5.1 7.3
24 12 12 1.3 1.3 1.4 4.2 2.8 5.6
36 17 19 2.0 1.9 22 19.4 17.7 21.0
38 21 17 2.1 23 2.0 3.6 35 37
159 78 81 8.9 8.6 9.3 29 3.0 2.7
22 1 kR 1.2 1.2 1.3 3.1 3.2 29
66 24 42 3.7 2.7 48 1.7 1.6 1.8
21 13 ‘8 1.2 1.4 ‘0.9 5.0 438 5.3
24 15 9 1.3 1.6 1.1 3.6 3.7 3.5
111 62 49 6.2 6.8 5.6 4.1 39 4.3
26 15 11 1.5 1.6 1.3 3.2 3.0 34
47 23 23 26 26 27 3.7 33 42
39 16 23 22 1.8 2.6 5.9 74 5.0
23 13 11 1.3 1.4 1.2 5.8 6.9 46
29 13 16 1.7 1.5 1.9 29 28 3.0
164 110 54 9.2 121 6.2 4.2 438 3.1
64 47 17 36 5.2 20 5.0 5.7 2.9
26 18 ‘8 1.5 2.0 ‘0.9 36 4.0 2.8
54 38 17 3.1 4.2 1.9 3.7 3.9 3.3

'Based on the international Classification of Diseases. Sth Rewvision, Clirucal Modification (ICD~9-CM).

2Includes diagnostic conditions not shown in table
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89 percent longer stays for neoplasms. Males had 50 percent
longer stays for congenital anomalies and S5 percent longer
stays for injury and poisoning. Within the injury and poisoning
category, the average stays of males were almost twice those
of females for fractures.

Procedures

In 1983, 2.3 million operations and other procedures
were performed in hospitals on children under 15 years of
age. Both the numbers and the rates of procedures were
higher for males under 15 years than for females (tables
8 and 9). Children under 1 year of age had the lowest
number of procedures but the highest rate among the four
age groups. The other age groups each accounted for about
the same number of procedures, but the rate of procedures
for children 10~14 years of age was significantly below
the average for all children under 15 years.

The largest number of procedures for children under
15 years was in the category “operations on the nose, mouth,
and pharynx,” which contained almost 20 percent of all
procedures. Tonsillectomies itk and without adenoidectomies
were responsible for more than 60 percent of the procedures
in this category. The other major procedure categories for
children under 15 years were operations on the ear, more
than three-fourths of which were myringotomies; operations
on the digestive system, more than half of which were

Table 8.

by selected procedure categories, sex, and age groups: United States, 1983

appendectomies and inguinal hernia repairs; operations on
the musculoskeletal system, 40 percent of which were reduc-
tions of fracture; and miscellaneous diagnostic and therapeutic
procedures, one-fourth of which were computerized axial
tomographies and diagnostic ultrasounds.

The leading procedure categories for children under 1
year of age were somewhat different than for the other three
age groups. In addition to operations on the digestive system
and miscellaneous diagnostic and therapeutic procedures, lead-
ing categories for these children were operations on the
nervous system and operations on the cardiovascular system.
The under-1-year age group had higher rates than the other
three age groups for all these procedure categories. They
also had higher rates for cardiac catheterizations, repair of
inguinal hernia, computerized axial tomography, and for spinal
taps and biopsies of the nervous system, which accounted
for 81 percent of the operations on the nervous system.

The largest procedure category both for children 14
and 5-9 years of age was operations on the nose, mouth,
and pharynx. Tonsillectomies with and without adenoidec-
tomies made up more than half of the procedures in the
category for children 1-4 years of age, and almost three-
fourths for children 5-9 years, who had the highest rate
for the procedure among the four age groups. Children 1—4
and 5-9 years were the only age groups for which operations
on the ear was a leading category. Myringotomies accounted
for more than 90 percent of the ear operations on children

Number of all-isted procedures for patients under 15 years of age (excluding newbom infants) discharged from short-stay non-Federal hospitals,

Under 15 years

Procedure category and Both Under 14 5-9 10-14
ICD-9—CM code’ sexes Male Female 1 year years years years
Number in thousands
Total® . ... e e e e 2,293 1,346 947 423 643 609 619
Operations on the nervous system . . . . . ... 01-05 143 76 66 80 32 17 14
Spinal tap and biopsies on the
nervous system . . . . .. ... 01.1,03.3,04.1,05.1 101 55 46 65 22 ‘8 ‘8
Operationsontheear . ............. 18-20 220 132 88 ‘9 95 91 25
Myringotomy . . .. ............... 20.0 169 101 68 7 86 66 10
Operations on the nose, mouth, and pharynx . . 21-29 451 239 213 12 139 178 122
Tonsillectomy with or
without adenoidectomy . . . . ... ... 28.2-28.3 279 143 136 * 78 130 71
Adenoidectomy without tonsillectomy . . . . .. 286 50 32 18 . 24 20 *
Operations on the cardiovascular system . ... 35-39 117 61 56 58 36 12 11
Cardiac cathetenzation . . . . ... ... 37.21-87.23 32 16 16 AR 12 6 *
Operations on the digestive system . . . . ... 42-54 281 183 98 65 65 64 87
Appendectomy, excluding incidental . . . . . . . 47.0 75 38 36 - - 25 47
Reparr of inguinatherma . . . . . ... .. 53.0-53.1 81 67 13 28 28 17 ‘8
Operations on the musculoskeletal system . .. 76-84 249 142 107 13 42 68 127
Reduction of fracture . . . . . ... .. 76.7,79.0~79.6 100 €6 34 . 12 38 48
Operations on the integumentary system . 85-86 121 69 52 6 37 32 45
Excision or destruction ot lesion or tissue
of skin and subcutaneous tissue . . . ... .. 86.2 30 16 14 * '8 *7 13
Miscellaneous diagnostic and
therapeutic procedures . . . . ... ... ... 87-99 302 172 130 91 71 55 85
Computerized axial
tomography . . . .. 87.03,87.41,87.71,88.01,88.38 46 28 17 13 10 10 13
Diagnostic ultrasound . . . . ... ... .... 88.7 31 16 15 16 . - '8

'Based on the Intamational Classification of Diseases, Sth Revision, Climcal Modification (iCD-9-CM)

Zincludes procedures not shown In table.
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Table 9. Rates for alisted procedures for patients under 15 years of age (excluding newborn infants) discharged from short-stay non-Federal hospitals,
by selected procedure categories, sex, and age groups: United States, 1983

Under 15 years

Procedure category and Both. Under 1-4 59 10-14
ICD~9-CM code’ saxes Male Female 1 year years years years

Rate per 10,000 population

Total® . ... 4446 510.2 375.8 1,155.8 453.6 381.3 347.9
Operations on the nervous system . . . . . . .. 0105 27.6 28.9 26.3 219.0 22.4 10.3 7.9
Spinal tap and biopsies on the
nervous system . . . . .. ... 01.1,03.3,04.1,05.1 19.5 20.7 18.3 178.1 15.8 *4.9 *341
Operationsontheear . ............. 1820 42.6 50.0 34.8 *25.0 66.8 56.9 14.0
Myringotomy . . . . ... ... ... ... ... 20.0 327 38.1 26.9 *20.5 60.5 41.2 5.4
Operations on the nose, mouth, and pharynx . . 21-29 87.5 90.5 84.3 33.2 88.0 111.5 68.7
Tonsiliectomy with or
without adenoidectomy . . .. ... ... 28.2-28.3 54.1 54.3 53.9 . 54.8 81.5 39.7
Adenoidectomy without tonsillectomy . . . . . . 28.6 9.7 12.0 7.3 - 17.1 12.8 h
Operations on the cardiovascular system . . .. 35-39 22.7 23.2 22.1 158.7 25.7 7.3 6.2
Cardiac catheterization . . . . ... ... 37.21-37.23 6.2 6.0 6.5 30.3 8.5 ‘3.6 *
Operations on the digestive system . . . . ... 42-54 54.5 69.4 38.9 176.7 46.2 39.9 49.1
Appendectomy, excluding incidental . . . . . . . 47.0 14.5 14.6 14.4 - . 15.6 26.7
Repair of inguinal hernia . . . . . ... .. 563.0-53.1 15.6 25.5 5.3 75.4 19.6 10.5 *4.7
Operations on the musculoskeletal system . .. 76-84 48.3 63.9 42,5 35.2 29.3 42.8 71.2
Reduction of fracture . . . . ... ... 76.7,79.0-79.6 19.4 24.9 13.6 . 8.7 23.8 26.8
Operations on the integumentary system . ... 85-86 235 26.0 20.8 *"17.7 26.2 20.2 25.3
Excision or destruction of lesion or tissue
of skin and subcutaneous tissue . . ... ... 86.2 5.8 6.0 5.7 " *5.8 ‘4.1 7.2
Miscellaneous diagnostic and
therapeutic procedures . . . . . ... ..... 87--99 58.5 65.3 51.5 248.2 50.0 34.6 47.8
Computerized axial
tomegraphy . . . . . 87.03,87.41,87.71,88.01,88.38 8.8 10.7 6.9 36.0 7.1 6.1 7.1
Diagnostic uitrasound . . . . . ... ... ... 88.7 6.1 6.2 6.0 43.5 * * *4.7
'Based on the inter ! Classif; an of Di Sth Rewision, Clinical Modification (ICD-9-CM).

2nciudes procedures not shown in table.

1-4 years and almost three-fourths on children 5-9 years. for more than half of the category for the 5-9 years age

The other leading procedure categories both for children 14
and 5-9 years of age were operations on the digestive system
and miscellaneous diagnostic and therapeutic procedures.
Children 5-9 years of age also shared with children
10-14 years the leading procedure category “operations on
the musculoskeletal system.” Reduction of fractures accounted

group, 38 percent for children 10-14 years of age. The
other leading procedure categories for the 10-14 years age
group were operations on the nose, mouth, and pharynx;
operations on the digestive system; and the miscellaneous
category. This age group had a higher rate than the other
three for one procedure, appendectomy.
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Symbols

- - - Data not available

Category not applicable

- Quantity zero

0.0 Quantity more than zero but less than

0.05

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

thousands

* Figure does not meet standard of

reliability or precision

# Figure suppressed to comply with
confidentiality requirements
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Technical notes

Survey Methodology

Source of data

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

The original universe for the survey consisted of 6,965
hospitals contained in the 1963 National Master Facility Inven-
tory. New hospitals were sampled for inclusion in the survey
in 1972, 1975, 1977, 1979, 1981, and 1983. In all, 553
hospitals were sampled in 1983. Of these hospitals, 78 refused
to participate, and 57 were out of scope. The 418 participating
hospitals provided approximately 206,000 abstracts of medical
records.

Sample design and data collection

All hospitals with 1,000 or more beds in the universe
of short-stay hospitals were selected with certainty in the
sample. All hospitals with fewer than 1,000 beds were
stratified, the primary strata being 24 size-by-region classes.
Within each of these 24 primary strata, the allocation of
the hospitals was made through a controlled selection tech-
nique so that hospitals in the sample would be properly
distributed with regard to type of ownership and geographic
division. Sample hospitals were drawn with probabilities rang-
ing from certainty for the largest hospitals to 1 in 40 for
the smallest hospitals.

Sample discharges were selected within the hospitals
using the daily listing sheet of discharges as the sampling
frame. These discharges were selected by a random technique,
usually on the basis of the terminal digit or digits of the
patient’s medical record number, a number assigned when
the patient was admitted to the hospital. The within-hospital
sampling ratio for selecting sample discharges varied inversely
with the probability of selection of the hospital.

The sample selection and the transcription of information
from the hospital records to abstract forms were performed
by the hospital staff or by representatives of the National
Center for Health Statistics or by both. The data were
abstracted from the face sheets of the medical records. All
discharge diagnoses and procedures were listed on the abstract
in the order of the principal one, or the first-listed one
if the principal one was not identified, followed by the order
in which all other diagnoses or procedures were entered
on the face sheet of the medical record.

Presentation of estimates

Statistics produced by NHDS are derived by a complex
estimating procedure. The basic unit of estimation is the

sample inpatient discharge abstract. The estimating procedure
used to produce essentially unbiased national estimates in
NHDS has three principal components: inflation by reciprocals
of the probabilities of sample selection, adjustment for nonre-
sponse, and ratio adjustment to fixed totals. These components
of estimation are described in appendix I of two earlier
publications.”*®

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

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

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

Sampling errors and rounding of numbers

The standard error is 2 measure of the sampling variability
that occurs by chance because only a sample, rather than
an entire universe, is surveyed. The relative standard error
of the estimate is obtained by dividing the standard error
by the estimate itself and is expressed as a percent of the
estimate. Relative standard errors for discharges and first-
listed diagnoses are shown in table I, relative standard errors
for days of care are shown in table II, and relative standard
errors for all-listed procedures are shown in table III.

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

Table I: Approximate relative standard errors for estimated numbers of
discharges and first-listed diagnoses: United States, 1983

Relative

standard
Size of estimate error
5,000 . . ... e e e e e e e e e e e 16.0
10,000 . ... e e e e e e e e 12.8
50,000 . . ... e e e e e e e e e 8.1
100,000 . . . . . .. e e e e e e e e 6.8
300,000 . . . . .t e e e e e e e e e 53
500,000 . . . ... e e e e e e e 48
7,000,000 . . . . ... e e e e e e 4.2
3,000,000 . . .. .. e e e e e e e 3.5
5,000,000 . . . . ... e e e e e e e e e e 3.2
10,000,000 . . . . . .. e e e e e e e e 2.9
20,000,000 . . . . L L e e e e e e e e e e e e e 2.7
30,000,000 . . . . ... e e e e e e e 2.5
40,000,000 . . . . ... e e e e e e e e e 2.5
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Table Il Approximate relative standard errors for estimated numbers of
days of care, by region and all other characteristics:
United States, 1983

All other

Size of estimate Region characteristics

10,000 . . . o e e e e e e 38.4 20.3
30,000 . ...t e e e e 28.9 15.7
80000 . ... e e e 254 14.0
100,000 . . . . . s e e e e e e 21.4 12.0
800,000 . . .« o vttt e e e e 16.5 9.5
500,000 . . . . v st e e e e e 14.7 8.6
1,000,000 . . . . .. e e e e 12.6 7.5
3000000 . ..... .. 10.0 6.2
5000000 . ... ...t ittt 9.0 5.7
10,000,000 . . .. .t i it e 7.9 5.1
50,000,000 . . ... v it vttt 5.9 4.0
100,000,000 ... . ... ... e 5.2 3.6
200,000,000 ... .. e e e e e e e 4.7 3.3
Table ll: Approximate relative standard errors for estimated numbers of

al-listed procedures: United States, 1983

Relative

standard
Size of estimate error
5,000 . . i i e e e e e e e e e e e e 171
10,000 . .. e e e e e e e e e 14.0
25,000 . .. e e e e e e e e e e et e e e 10.9
50,000 . .. .. e e e e e e e e e e e e e e e e e e 9.2
100,000 & . o v i i e e e e e e e e e e e e e e e e e e 7.8
BO0000 . . . . e e e e e e e e e e e e e e e e 57
1,000,000 . . .. . o L e e e e e e e e e e e e e e 5.1
3,000,000 . . . . . .ttt e et e e e e e e e e 4.3
6,000,000 . . . . i i e e e e e e e e e e e e 4.0
10,000,000 . . . . . . i i e e e s e e e e e e e e 3.6
15,000,000 . . . . o it e e e e e e e e e e e e e e e 3.5
20,000,000 . . . . it e e e e e e e e e e e e e e e 3.3
25,000,000 . . . . i it e e e e e e e e e e e e e 3.3

Tests of significance

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

Definition of terms

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

Patient—A patient is a person who is formally admitted
to the inpatient service of a short-stay hospital for observation,
care, diagnosis, or treatment. In this report the number of
patients refers to the number of discharges during the year,
including any multiple discharges of the same individual

from one or more short-stay hospitals. Infants admitted on
the day of birth directly or by transfer from another medical
facility, with or without mention of disease, disorder, or
immaturity, are included. All newborn infants, defined as
those admitted by birth to the hospital, are excluded from
this report. The terms “patient” and “inpatient” are used
synonymously.

Discharge—A discharge is the formal release of a patient
by a hospital, that is, the termination of a period of hospitaliza-
tion by death or by disposition to place of residence, nursing
home, or other hospital. The terms “discharges” and “patients
discharged” are used synonymously.

Discharge rate—The ratio of the number of hospital
discharges during a year to the number of persons in the
civilian population on July 1 of that year makes up the
discharge rate.

Average length of stay—The total number of days of
care accumulated at the time of discharge by patients dis-
charged during the year divided by the number of patients
discharged forms the average length of stay. A stay of less
than 1 day (patient admission and discharge on the same
day) is counted as 1 day in the summation of total days
of care. For patients admitted and discharged on different
days, the number of days of care is computed by counting
all days from (and including) the date of admission to (but
not including) the date of discharge.

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

Principal diagnosis—The condition established after study
to be chiefly responsible for occasioning the admission of
the patient to the hospital for care is the principal diagnosis.

First-listed diagnosis—The coded diagnosis identified as
the principal diagnosis or listed first on the face sheet of
the medical record if the principal diagnosis cannot be iden-
tified is the first-listed diagnosis. The number of first-listed
diagnoses is equivalent to the number of discharges.

Procedure—A procedure is one or more surgical or non-
surgical operations, procedures, or special treatments assigned
by the physician to patients discharged from the inpatient
service of short-stay hospitals. In NHDS all terms listed
on the face sheet (summary sheet) of the medical record
under the captions “operation,” “operative procedures,” “oper-
ations and/or special treatment,” and the like are transcribed
in the order listed. A maximum of four procedures are coded.

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

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

Private insurance—Health insurance provided by nongov-
ernment sources including consumers, insurance companies,
private industry, and philanthropic organizations is private
insurance.

Medicaid—Medicaid is a joint Federal-State welfare pro-
gram available in virtually all States that provides medical
benefits for low income persons, including the aged. In order
to qualify for this program, a person must meet each State’s
definition of “low income.”

Self pay—The major share of the total costs for a self-pay
hospitalization is expected to be paid by the patient, spouse,
parents, or next of kin.

Other payments—This includes all other sources of pay-
ment such as workmen’s compensation, Medicare, no charge,
and other government programs.

Geographic regions and divisions—The 50 States and
the District of Columbia are grouped by the Bureau of the
Census into 4 regions and 9 divisions as follows:

Region and division
Northeast
New England
Middle Atlantic

North Central

East North Central . .
West North Central . .

South

South Atlanuc . . . .

East South Central . .
West South Central . .

Mountain

Pacific . . ... ...

States

Maine, New Hampshtre, Vermont,
Massachusetts, Rhode Island, Connecticut
New York, New Jersey, Pennsylvania

Michigan, Ohio, lllinois, Indiana, Wisconsin
Minnesota. lowa, Missouri. North Dakota,
South Dakota, Nebraska, Kansas

Delaware, Maryland, District of Columbia,
Virginia, West Virginia, North Carolina,
South Carolina, Georgia, Flonda

Kentucky, Tennessee, Alabama, Mississippi

Arkansas, Louisiana, Oklahoma, Texas

Montana, Idaho, Wyoming, Colorado,
New Mexico, Arizona, Utah, Nevada
Washington, Oregon, Califomnia, Hawaii, Alaska
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Office-Based Ambulatory Care for Patients 75 Years Old
and Over: National Ambulatory Medical Care Survey,
1980 and 1981

by Hugo Koch, Division of Health Care Statistics, and Mickey C. Smith, University of Mississippi

Introduction Table 1. Number and percent distribution of office visits by age
. . .. and sex of patient: United States, 1980 and 1981
This report offers a statistical description of the care pro-

vided in the physician’s office to patients 75 years old and

Office visits

over. Th1.s seg{nent of t-he population, c.:omparatlvely small in Number in Percent
the past, is projected to increase dramatically over the next few Patient age and sex thousands  distribution
decades. For the health community this increase means the

emergence of problems not encountered before. To anticipate All office patients..........oveenenn.. 1,160,922 100.0

these problems and to furnish the resources necessary to solve

. . . All patients
them, the Nation’s health planners need information about the Under 75 |dp 1.078.468 92.9
. . naer YearS Ola. .o v vt v vvaanscctans 4 B .
health needs of the advanced aging and the treatment settings 75 years old and over. ................ 82.454 71
where these needs are met. 75-79vearsold.......couuninnnn, 43,309 3.7
Although it is important to examine the care provided to the 80-84 yearsold.............ulens 24,713 21
.. ., . . . 85 yearsoldandover......... ... 14,431 1.3
advanced aging in the Nation’s hospitals and nursing homes, it
is shortsighted to accept inpatient care as the model by which Female
the health problems and treatment of all aging patients are Under75 years old. ... ..c.ovuvvnennn. 646,220 55.7
judged. It is also necessary to examine outpatient settings, es- 75 years old and over. ................ 53,498 4.6
pecially the doctor’s office, where most of the advanced agin 75-79 yearsold. .. ....ioininenn 27,497 24
- ‘ ’ gng 80-84 years old. ... .......oeennnn. 16,430 1.4
still seek their health care. 85 years old and over............... 9,571 0.8
To establish normative patterns for the office-based care
of the advanced aging, the authors combined the 1980 and Male
1981 ﬁndings of the National Ambulatory Medical Care Survey, Under75vyearsold. .. ................ 432,248 37.2
. . 7S vyearsoldandover. .........00nu.n 28,956 2.5
an annual sample survey of office-based physicians conducted 75-79 years old. . ..noerrreennnnn. 15.813 1.4
from 1973 through 1981 by the National Center for Health 80-84 yearsold................... 8,284 0.7
Statistics. The patient universe examined was the age group 75 85yearsoldand over............... 4.860 04
years old and over, which was divided, where detailed analysis NOTE: Figures may not add to totals due to rounding.

was indicated and possible, into 5-year subgroups. The statis-
tical bases for the report are shown in table 1.
The following aspects of the office visit will be successively

examined: Medications ordered or provided.

Nonmedication therapy.
Former visit status and referrals.
Disposition and duration.
Physician’s specialty.

e Sex of patient.
e Physician’s diagnoses.
e  Patient’s symptoms.
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The data presented are estimates, based on a sample of
office visits rather than on the actual number, and, thus, are
subject to sampling variability. The smaller an estimate, or any
percent or ratio based on that estimate, the more imprecise it is
likely to be; this applies particularly to the 5-year, sex-age sub-
groups. An asterisk preceding any estimate indicates that it
exceeds 30 percent relative standard error. Guidelines for judg-
ing the precision of estimates are provided in the Technical
notes at the end of this report, along with a brief description of
the survey design.

For greater ease of reference, the textual discussion will
sometimes use the following designators:

AG group: patients 75 years old or over.
®  Younger group: patients under 75 years of age.

Data Highlights

General

Over the 2-year period from January 1980 through De-
cember 1981, patients in the AG group made an estimated
82,454,000 visits to the offices of non-Federal physicians prac-
ticing in the coterminous United States. This amounted to an
average of five visits per year for each person in the subpopu-
lation over 74 years of age. (For the younger subpopulation,
the average was about three visits per year.) Slightly over one-
half (53 percent) of these 82,454,000 visits were made by
patients 75-79 years old, another 30 percent by patients 80—
84 years old, and the remaining 17 percent by patients in the
open-ended subgroup over 84 years of age (table 1). Similar to
the pattern found for most age subgroups, visits by AG females
substantially outnumbered visits by AG males, by a margin
that increased to almost two to one in the older two subgroups.
In large part, this gender difference among the very old is a
function of relative longevity, reflecting an average life expec-
tancy that in 1981 was 77.9 years for women versus 70.4 years
for men.

Diagnoses

For the majority of AG visits (52 percent), multiple diag-
noses were the rule (table 2). The National Ambulatory Med-
ical Care Survey (NAMCS) allows for the processing of up to
three of these diagnoses per visit. Of these, the first-listed is
designated as the principal diagnosis, for the reason that it is
the one most closely associated with the patient’s chief pre-
senting symptom and thus usually commands the physician’s
immediate attention. For patient groups among which a single
diagnosis is the rule, an analysis by principal problem is prob-
ably adequate to describe the diagnostic mix typical of the group.
At the AG visit, however, where coexisting problems are the
rule, a broader perspective seems indicated, one that accounts
for the overall impact of a disease entity, whether first listed or
coexistent.

Thus the approach used in tables 3-5 is to cumulate men-
tions of a diagnosis as a first-, second-, or third-listed problem
to produce an all-listed diagnosis. For example, essential hyper-
tension was a first-listed diagnosis at 10 percent of AG visits
but an all-listed problem at 17 percent; the circulatory diseases

Table 2. Percent of office visits with multiple diagnoses by age
and sex of patient: United States, 1980 and 1981

Percent of
visits with

multiple
Patient age and sex diagnoses
All patients

Under75vyearsold. . ...... ... .. i, 31.1

75vyearsoldandover .......... ... ... ... 52.4
75~79vyearsold. ... ... ... e 50.0
80-84vyearsold.........ociiiiiii i 54.5
85yearsoldandover .........cccvvenniennnn 56.5

Female

Under75vyearsold. ...........coiviinin.., 30.6

75 yearsoldandover ...........coiieiiiinenn, 52.1
75-=T79vyears old, . ....c.vtt i 48.3
80-84yearsold. . _......... .. i 541
85yearsoldandover .........cciiieiriieenns 58.4

Male

Under75vyearsold. ........coviveiniinninnnnes 31.7

75 yearsoldandover ........ccoiiiiiniineneaan 53.2
7579 vyearsold. ... .ottt e 53.0
80-84yearsold..........ooiiiiniiiiiianaann 54.2
B5yearsoldandover .........oviiunnnnerennn 52.8

as a group accounted for 28 percent of all principal diagnoses
but appeared as coexisting problems at yet another 27 percent,
producing an all-listed proportion of 55 percent.

Table 3 ranks the 25 diagnoses most frequently present at
AG visits. Clearly apparent is the dominant presence of certain
chronic diseases and their sequellae, The major afflictions of
the ambulatory aging (essential hypertension, ischemic heart
disease, diabetes, osteoarthrosis, and cataract) are ranked high
on the list for both AG males and females. One notable dif-
ference between the sexes is the presence of two male-specific
conditions, hyperplasia and malignant neoplasm of the pros-
tate. Ranked among the 10 problems most frequently en-
countered among AG males, these diseases are especially evi-
dent among male patients in the subgroup 75-79 years. Among
the other problems listed in table 3, the most substantial dif-
ferences between male and female rankings were apparent for
the following:

e Hypertensive heart disease (ranked 8th among AG fe-
males, 26th among males).

e Neurotic disorders (ranked 15th among females, 42d
among males).

e Chronic airway obstruction (ranked 8th among AG males,
52d among females).

It is interesting to observe that among these most frequent prob-
lems, there was no mention of a “senile” mental condition. In
tables 4 and 5, the specific diagnoses are gathered into diag-
nostic groups.

At AG visits, the following diagnostic groups exceeded in
rate of mention the level found for the younger group:

e Diseases of the circulatory system—Present at a startling
55 percent of AG visits, these conditions dramatically
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Table 3. Number of mentions per 1,000 office visits of patients 75 years old and over by the 25 all-listed diagnoses most frequently mentioned
and ranks of diagnosas by sex: United States, 1980 and 1981
R Rank order by
a Number of sex of patient
n mentions per
k Most frequent all-listed* diagnoses and ICD—-9—CM code? 1.000 visits Females Males
1 Essential hypertension ... ... ittt ittt ieneaneraernaneaneaaaanaannns 401 174 1 1
2 Chronic 1schemic heart disease . ....... .ottt iiiiieieeneeneeanrenneeeanannas 414 95 2 2
3 Diabetes mellitus. ... .. ittt ittt st ittt na it tcaanaaaanttacaaaanss 250 67 4 3
4 Osteoarthrosis and allied disorders ............ccciitiriineenoeecenceneaanoanas 715 60 3 7
5 {92 < - 13 G 366 51 5 5
6 Heartfailure . ..ot i it i it et iee et s raacaeea e e 428 44 7 4
7 Cardiac dysrhythmIas. ..o i ittt ittt ittt itanrononanaresnnasosanassnanen 427 36 9 6
8 Arthropathies, other and unspecified. .......... .0 ittt errnnrrneinennnnnns 716 36 6 14
9 GlaUCOMA . Lttt ittt it iee s e et st taeaaaansoansanasatnrstnteaenntanan 365 28 10 13
10 Hypertensive heart disSease. ... .vvut ittt eieii et eneeensseneaanenaeeens 402 26 8 *26
1 ANGING PECTOIIS o o4t vttt et nnensvennsesenateoneenaesesosneenennsnsnnsessensas 413 23 12 11
12 Other disorders of @ye. . . ..o ii ittt iie ittt ieetnernnseseacaasasoanaea 379 23 11 15
13 Heart disease; ill-defined descriptions and complications. ... ......c.ocuerrenenenas 429 20 14 17
14 ALRErOSC BIOSIS . .ttt ittt it e e e 440 20 13 19
15 Chronic airway obstruction NEC3 .. ... . . ittt it ie i eteeraernnernann 496 17 *52 8
16 Other disorders of urethra and urinary tract. . .. ... it iiiii it ieenrnnnnanan 599 17 16 16
17 Cerebrovascular disease, otherandill-defined .........ccoviiiiiiiiieenroninnnn, 437 16 26 12
18 Other and unspecified aNemMias ... .. ittt iireernireientrenernsensoeanrorneenas 285 15 17 21
19 NeUrotic diSOrders . «.vvui it iertereeneanasnreerestoeessesaanasarsstananns 300 15 15 *42
20 Other malignant neoplasm of skin ... ... . .. . i i iirieinranaaaanns 173 14 27 18
21 Acute upper respiratory infections .. ...ttt e aaa 465 14 18 *29
22 Malignant neoplasm of prostate. ... ...cuiuiitriiitnnneineeneennaneoronaaaanns 185 13 ves 9
23 GENeral SYMDIOMIS. o ittt ittt teeeneennnenssoneoeanessoseeatacansaranaanns 780 13 23 *22
24 Hyperplasia of prostate . ... .oiin it neeeeein et iiteneanceseraanacaranaaaanans 600 12 A 10
25 Other retinal disorders. . ... ..iiiniiiittinieetninsssnenoresscasssssansacnnsa 362 12 19 *38

1All-listed diagnosis: Cumulates mentions as 1st-, 2d-, or 3d-listed diagnosis.
2Based on the /nternational Classification of Diseases, 9th Revision, Clinical Modification (ICD-9—CM).
3Not eisewhsre classified.

dominated the arena of office-based AG care. In relative
proportions, they were about equally evident among AG
females and males. Their rate of mention, largely due to
the growing presence of heart failure, hypertensive heart
disease, and cardiac dysrhythmias, continued to increase
for both sexes beyond the 84th year.

Diseases of the musculoskeletal system— Although both
sexes showed a marked increase, it was among the AG
females that these conditions were more frequently en-
countered, underscoring a need for early use of post-
menopausal treatment with hormones and calcium replace-
ment. Mention rate did not increase for either sex beyond
the 84th year.

Eye disorders—Three times as frequent at AG visits, both
AG males and females were affected, and the mention rate
continued to increase beyond the 84th year.

Diseases of the endocrine glands (chiefly diabetes)—
Nearly twice as frequent at AG visits, both AG males and
females were affected about equally. For neither sex was
there an increase in mention rate beyond the 84th year.
Neoplasms—Increased rates of mention, though evident
for both sexes, were more substantial among AG males,
chiefly owing to an estimated 1,000,000 mentions of malig-
nant neoplasm of the prostate. For neither sex was there
an increasing rate of mention beyond the 84th year.
Diseases of the blood and blood-forming organs (chiefly
unspecified anemias)—One of the less frequently men-
tioned diagnostic groups, these conditions increased in

mention rate for both AG females and AG males. The
relatively small number of mentions precluded further anal-
ysis among the AG subgroups.

Digestive disorders—Mention rate increased for AG fe-
males while remaining about the same for AG males.
Diseases of the genitourinary system—Mention rate more
than doubled for AG males while decreasing by one-half
among AG females. Chiefly responsible was the substan-
tial presence among male patients of prostatic hyperplasia.
For neither sex was there evidence of increasing rate of
mention beyond the 84th year.

For the following diagnostic groups, the AG mention rate

either fell below or roughly equaled the rate found among
younger office patients:

Infectious and parasitic diseases—Mention rate was about
one-third the rate observed among younger patients.
Mental disorders (dominantly nonpsychotic)—With this
group, though minor in rate of mention, the rate among
AG females was almost double that found among AG
males.

Diseases of the respiratory system— Rather than the acute,
self-limiting problems typical of younger patient groups,
among AG patients it is the presence of the chronic respi-
ratory problems, for example, chronic airway obstruction,
that chiefly accounted for the relatively large rates of men-
tion of this diagnostic category. This presence was most
evident among AG males in the subgroup 80-84 years.
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Table 4. Number of mentions per 1,000 office visits of patients.by age, sex, and selected diagnostic groups composed of all-listed diagnoses:

United States, 1980 and 1981

All patients Females Males
All-listed diagnoses’ (in selected diagnostic groups) Under 75 75 years Under 75 75 years Under 75 75 years
and ICD-9-CM code? years and over years and over years and over
Number of mentions per 1,000 visits
Infectious and parasiticdiseases . ................... N 001-139 44 15 43 15 45 16
Neoplasms . ... ..v et e 140-239 33 76 34 54 31 116
Endocrine, nutritional, and metabolic diseases and imrunity
AiSOMderS ...t e e 240-279 70 104 80 103 56 106
Diseases of endocrineglands. . ........... ..ot ivenann 240-259 39 81 43 80 32 82
Diseases of blood and blood-formingorgans . . .............. 280-289 9 26 1" 27 7 24
Mental disorders . . ... ..ottt 290-318 66 38 67 46 63 24
Nonpsychotic disorders . ............iotiiinineninnnnn 300-316 57 33 59 40 55 20
Diseases of nervous system and senseorgans .. ............. 320-389 123 206 112 217 140 187
Diseases of central nervous system. . .................... 320-349 10 16 10 17 10 *14
Eyedisorders. ... ..covuiiiiiirirenen i ennicnanns 360-379 57 155 54 164 60 139
Diseases of circulatory system . . ... . ... .. i e 390-459 143 540 128 540 166 641
Essential hypertension. ....... ... it iiaann, 401 69 174 69 201 69 124
Ischemic heartdisease ............ ..coiiiiinenunnan. 410-414 26 131 17 120 40 183
Other selected circulatory diseases..........coviiiieuerinonernnes 27 186 24 181 34 195
Heartfailure .. ... .. ittt it iiieeennnannnsn 428 5 44 4 41 6 48
Cardiac dysrhythmias . . . ... ...ttt ina et e ennanenn 427 6 36 6 33 8 43
Hypertensive heart disease . ........covvevevnivennannerenns 402 6 26 6 33 6 *13
Heart disease; ill-defined descriptions and complications ...... 429 3 20 2 21 4 20
Cerebrovascular disease; other and ill-defined. . .............. 437 1 17 1 11 1 26
Atherosclerosis. ... ..ottt it it et 440 1 20 1 21 2 18
ANGING PECTOLIS. . oot vttt i i iteen ittt s 413 5 23 4 21 7 27
Diseases of respiratory system. . ........coieeerennenernonn 460-519 175 110 154 g4 206 138
Diseases of digestive system .. ... oiivinrnninnnnnnennn 520-579 60 81 55 89 69 65
Diseases of genitourinary system. ... ... covvvevniivanninnn 580-629 82 70 109 52 41 102
Diseases of skin and subcutaneous tissue .................. 680~-708 75 57 71 56 81 60
Diseases of musculoskeletal system . ............... ... ... 710-738 97 167 94 192 100 i1
AR RrOPathiesS. . .o i e et e 711-716 29 103 33 121 23 69
Symptoms, signs, and ill-defined conditions ................ 780-799 54 60 4 58 54 63
Injury and PoiSONING . . ... vt eenrn i emceen e 800-998 107 62 81 68 146 51

1 All-listed diagnosis: Cumulates mentions as 1st-, 2d-, or 3d-listed diagnosis.

28ased on the /nternational Classification of Diseases, 9th Revision, Clinical Modification (ICD=9-~CM).

®  Diseases of the skin and subcutaneous tissue— Although
skin diseases were generally more of a problem in the
younger patient group than they were at AG visits, they
showed their highest single rate of mention among AG
females over 84 years old.

e Symptoms, signs, and ill-defined conditions—Recourse
by physicians to this vaguest of diagnostic categories was
no more common among AG office patients than it was
among their younger counterparts.

e [njury and poisoning (chiefly accidents)—Though rela-
tively less frequent among the less active AG group, for
example, the rate for AG males decreased by two-thirds,
the consequences of injury were much more serious for the
advanced aging.

Symptoms

Formal diagnoses represent the objective bases on which
the successful management of AG care principally depends.
But also clinically relevant are the more subjective aspects of
AG care, as represented by the complaints and symptoms that
AG patients present. Indeed, a significant part of AG treat-
ment may be almost wholly symptomatic; for example, the
treatment of degenerative joint disease. As with the diagnoses,

the National Ambulatory Medical Care Survey processes up
to three of the patient’s self-expressed symptoms per visit, the
first-listed entry being the most important from the patient’s
point of view. Continuing the approach applied in forming the
all-listed diagnoses, the findings in tables 6 and 7 cumulate
mention as a first-, second-, or third-listed symptom to produce
an all-listed symptom.

Listed in table 6 are the 25 symptoms most frequently
presented at AG visits. At about one-half of all AG visits, one
or more of these symptoms appeared. For most of them there is
a ready linkage to the 25 diagnoses in table 3.

Gender differences in the ranking of these symptoms were
uncommon. When they did occur, they generally showed a
close parallel to the male-female differences found among the
provenant diagnoses. For example, anxiety and nervousness,
symptoms three times as frequent among AG females, are chiefly
associated with a diagnosis of neurotic disorder, which is also
found in a three to one ratio favoring AG females. (It deserves
comment, however, that the overall findings testify to the rela-
tively high degree of emotional health enjoyed by AG patients,
whether male or female. This is further attested to by the finding
that a symptom of depression was presented at fewer than 1
percent of AG visits.)
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Table 5. Number of mentions per 1,000 office visits of patients by age and selected diagnostic groups composed of ail-listed diagnoses:
United States, 1980 and 1981

All patients Females Males
All-listed diagnoses' (in selected 75-78 80-84 85 years 75-79 80-84 85 years 76~79 80-84 85 years
diagnostic groups) and ICD-9—~CM code? years years and over years years and over years years and over
Number of mentions per 1,000 visits
Neoplasms . ......ccovveineenrinrnnn 140-239 87 62 65 62 42 50 130 102 95
Endocrine, nutritional, and metabolic diseases
and immunity disorders............. 240-279 110 103 89 117 93 81 a8 123 105
Diseases of endocrine glands. ...... 240-259 86 84 59 93 74 55 74 104 *69
Mental disorders ................... 290-319 42 33 34 49 44 *38 31 *11 *24
Nonpsychotic disorders. ........... 300-316 37 27 *30 44 37 *34 *25 *8 *21
Diseases of nervous system and sense
LT T T - 320-389 199 203 235 218 205 234 166 198 237
Eyedisorders ..............cc0uun 360-379 151 149 177 170 146 176 118 1583 181
Diseases of circulatory system ........ 390-459 498 567 623 480 581 641 522 539 586
Essential hypertension ........o0vveeees 40 172 178 171 192 202 219 137 125 *76
Ischemic heart disease ............ 410-414 122 141 142 109 134 127 146 155 172
Other selected circulatory diseases3 ......... 161 199 242 158 189 240 164 221 247
Diseases of respiratory system........ 460-519 110 122 86 97 101 74 134 164 110
Diseases of digestive system ......... 520-579 81 83 75 88 as 75 63 *51 *75
Diseases of genitourinary system...... 580-629 69 71 71 45 60 61 111 83 *89
Diseases of skin and subcutaneous
LS 7T 1 - A 680-709 55 53 69 51 46 86 63 68 *36
Diseases of musculoskeletal system ... 710-739 171 162 164 195 185 195 130 115 102
Arthropathies . . .......... .. ..., 711-716 100 100 117 118 116 140 69 66 *73
Symptoms, signs, and ill-defined
conditions. .. ....iiiii it iianann 780~-799 53 70 64 51 66 66 56 78 *59
Injury and poisoning ...........c0.0. 800999 67 59 50 73 66 54 58 *44 *41

1All-listed diagnosis: Cumulates mentions as 1st-, 2d-, or 3d-listed diagnosis.

2Based on the /nternational Classification of Diseases, 9th Revision, Clinical Modification (ICD=8~-CM).
Jnciudes heart fallure (ICD 428); cardiac dysrhythmias (ICD 427); hypertensive heart disease (ICD 402); heart disease, ill-defined descriptions and complications
{ICD 429); cerebrovascular disease, other and ill-defined {ICD 437); atherosclerosis {ICD 440); and angina pectons {ICD 413).

It is noteworthy that the top-ranked symptom, dizziness,
does not permit as easy a linkage to diagnosis as the linkage
evident for most of the other symptoms on the list. Transient
cerebral ischemias, for example, were associated with fewer
than 5 percent of the dizziness visits. Worthy of exploration
are the possible effects of the more intensive use of drugs in
AG treatment.

A complaint of pain was presented at roughly 21 percent
of the 82,454,000 AG visits, a proportion only slightly greater
than the comparable proportion (20 percent) found among pa-
tients under 75 years old. Of these 17,123,000 pain-associated
AG visits, five diagnostic categories accounted for a clearly
dominant proportion (76 percent).

Percent of all
pain-associated
Category visits

Diseases of the musculoskeletal

subgroup 80—84 years. Beyond the 84th year, the proportion
of pain-associated visits declined among female patients while
remaining roughly the same among the male subgroup.

Medication Therapy

Figure 1 illustrates the prominent role played by drugs in
the office-based care of the advanced aging. Seven of every ten
AG visits were drug visits; that is, they involved the utilization
of one or more medications. For four of these seven drug visits,
drug therapy was the only form of treatment applied.

To assess the volume and nature of the drug therapy ap-
plied by office-based practitioners, survey procedure required
that the physician respondents list up to eight of the medications
that they ordered or provided in the course of the visit. Non-
prescription as well as prescription drugs were recorded and,
along with any new drugs, continuing drugs were listed, if the
patient was specifically instructed during the visit to continue

- o 34.0 icati i i istri
Diseases of the cireulatory system. .. 185 the mefilcauOn. The resulting drug mermons. were distributed
Diseases of the digestive system. . . . .. 9.2 according to the age and sex patterns shown in table 8.

Injuries . . PO IS 8.1 It is clearly evident that the average rate of drug mentions
Diseases of the nervous system and
sense organe o e and 6.2 for the AG group well exceeded the rate of use found for the

The findings in table 7 express the sex-age dispersions of
the pain-associated AG visits, They reveal that pain was more
apparent among the AG females than among the males, reach-
ing its highest proportion (23.4 percent) among females in the

younger group. Two major indicators support this more inten-
sive use of drug therapy:

®  An estimated 70 percent of AG visits were drug visits, an
increase of 9-10 percent over the proportion found for
drug visits by the younger group.
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Table 6. Number of mentions per 1,000 office visits of patients
75 years old and over by the 25 all-listed symptoms most fraquentty
presented and rank of symptoms by sex: United Statas, 1980

Table 7. Percent of office visits with symptomatic pain by sex
and age of patient: United States, 1980 and 1981

and 1981 Percent of
visits with
R Rank order by Symptomatic
a Number of sex of patrent Patient sex and age pamn’
n Most frequent all-listed’ mentions per
k symptoms 7,000 visits Females  Males Female
L Under7Bvearsoid .............ccivinninn.. 19.3
! Dllz'zmess """"""" 38 ! 3 75 vyearsoldandover ..................... ... 22.4
2 Vision dysfunctions. ... .. 34 2 7 75-79 vears oid 225
3 Back pain.............. 32 " 2 yearsold. ....... ... i, 2.
: B80-84yearsold. ...... ...t 23.4
4 legpain............... 31 3 6 85 years old and over 20.2
5 Cough................. 28 6 4 0 U IEEE AR IR s :
6 Chestpain............. 27 5 8 Male
7  Shortness of breath...... 26 9 1
8 General weakness,...... 26 8 5 Under75vyearsold ......coiiiiiiinnnnnnenn, 20.0
8 Kneepain ............. 20 7 *25 75vyearsoldandover .......... ... . ... ... 17.8
10 Skinlesion............. 20 11 9 75-79vyearsold. . ..... ... 19.3
11 Abdominal pain......... 19 13 10 B80-84vyearsold........c. v 16.4
12 Headache.............. 18 10 *18 85yearsoldandover .............co0unnn. 15.6
13 Footandtoepain....... 17 14 11
14  Tiredness and TCumulates visits where symptomatic pain was a 1st-, 2d-, or 3d-listed reason
exhaustion............ 15 16 *13 for visiting the doctor.
15 Hippain............... 15 15 *16
16 Abnormal sensations
oftheeye............. 14 12 *40
17 Headcold ............. 12 20 *14 Because the more frequent use of multiple medications at
:g ih°}"de' PRI e 12 18 "22 the AG visits may increase the threat of adverse interactions,
:::;‘L:: oss. . 12 17 51 the concomitant use of drugs needs detailed exploration not
20  Abnormal pulsations and possible in this brief report. It may be instructive, however, to
palpitations ............ 1" 19 w23 cite the 10 agents that most commonly appeared in conjunction
21 Nausea................ 10 27 *19
22 Frequency and urgencgy
of urination . .......... 10 32 *15
23  Generalized pain, site
unspecified ........... 10 22 *30
24  Symptoms of fluid
abnormalities. . ........ 10 21 *34
25  Skin irritations. . ........ 9 24 *32

TAN-listed symptom: Cumulates mentions as 1st-, 2d-, or 3d-listed symptom.

®  Roughly 44 percent of AG visits involved the provision of
multiple drugs, an increase of about one-third over the
multiple-use proportion found at visits by younger patients.

Within the AG group, there were significant gender differences
in these two measures of drug intensity:

e The proportion of drug visits was higher among the AG
females than among the males. (For both sexes, however,
the proportion did not show an increase beyond the 84th
year.)

e The relative exposure to multiple drugs was substantially
greater among AG females, especially in the older two
subgroups but, again, for both sexes it did not appear to
increase beyond the 84th year.

Table 9 offers a ranked listing of the 25 drugs most fre-
quently ordered or provided at AG visits. Two agents, hydro-
chlorothiazide (a diuretic) and digoxin (a cardiac drug) head
the list by a considerable margin. Most of the other listed agents
also link rather closely to the most frequent diagnoses listed in
table 3 and the most frequent symptoms listed in table 6.

Nao drug
or nondrug
treatment
(17 percent)

therapy as the
only form of
treatment

(13 percent)

treatment
(40 percent)

in conjunction !
with nondrug °
treatment ;
(30 percent)

Drug therapy

\\\‘ Alternatives to drug therapy

Figure 1. Percent distribution of office visits of persons 75 years
and over by treatment modality: United States, 1980 and 1981
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Table 8. Number and percent distribution of drug mentions, percent of office visits with at least 1 drug mention, and percent of office visits
with multiple drug mentions, by age and sex of patient: United States. 1980 and 1981

At least Multiple
1 drug drug
Patient age and sex Drug mentions mention mentions
Number in Percent
thousands distribution Percent of visits
All office pPatients ... ... it i i e e e e e e 1,330,746 100.0 61.8 30.9
All patients
Under75 years old. ... oot i i i i i i e e, 1,195,419 89.8 61.2 29.9
75 years old @nd OVEr. .. .ot it e e e e e e e e 135,327 10.2 69.5 44.0
7579 years Old . . ... i e e et et 68,652 5.2 68.8 425
BO-84 years old . .. ... ittt i i i e e it e 41,914 3.1 70.4 45.8
BE years old and OVer. . ..ot e e 24,761 1.9 70.1 45.1
Female
Under75 yearsold. .. ..o i i i i e i, 712,725 63.6 60.9 29.6
75 years old and OVer. .. ..ottt i e e 91,301 6.8 70.8 45.4
7579 years Old . ..o e et 44,783 3.4 69.5 43.4
BO=84 years 0ld . ... ittt i e i e i e e 29,402 2.2 721 47.4
BE yearsold and over. . ... ... i i i e et er eeeaeaaa, 17.117 1.3 72.2 47.6
Male

UNdEr 75 YBAIS w10 & iivitennenne et ietnneseneneneneenenennoennsaennens 482,695 37.2 61.7 30.3
75 yearsold and OVer. . ..ottt e e e e e 44,026 3.3 67.2 41.3
75-79ysars Old . ...t e e e et e 23,868 1.8 67.6 40.9
BO—Ba years old . . ..ottt i it e i e e e e 12,512 0.9 67.1 42.5
BS years old and OVer. . ... ot i i e e e e aa e 7.644 0.6 66.0 40.4

Table 9. Number of mentions per 1,000 office visits of the 25 drugs most frequently ordered or provided for patients 75 years old and over and
rank by sex: United States, 1980 and 1981

R
2 Number of Comparable rank
n mentions per - ——————
k Name of drug (generic) Therapeutic effect 1,000 visits’ Females  Males
1 Hydrochlorothiazide ....... .. oo ittt it enraannns Diuretic 126 1 2
2 DigoXif......vtiiiiiernanniaanirieans i eeeeeei e Cardiac drug 109 2 1
3 FUrOSEMIAE ...ttt ettt enrinrenerenneassoneeneannenens . Diuretic 69 3 3
L I B T T 11 - Diuretic 46 4 4
L - o Analgesic, and so forth 43 5 6
[ I o << o -1 T« - Cardiac drug 42 6 5
A T 47 T e T P Antihypertensive agent 36 7 13
8  Potassium replacement solutions .......... ... iiiiiiiaiiiiianann, Replacement solution 35 <) 9
9 Vitamin B-12 ... i it i i i it i Vitamin 32 10 12
1O NItroglycerin ... v ittt ittt s i ittt iaenraensnnnnnnns Vasodilating agent 32 11 10
1M I80S0rbIde . ..o i e i i i e et Vasodilating agent 28 14 8
B 171 o T - Antihypertensive agent 27 12 17
13  Multivitamins, general. . ... ..ottt teii it i iaraaenernenn Vitamin 25 13 21
T4  Acetaminophen..........iiitiiiiiienrnenrnrnenencnnonenoennans Analgesic and antipyretic 23 16 14
16  Chlorthalidone. ..co.iiiie it it i it ee e Diuretic 23 15 16
16 Dihydroergotamine .. ... coit it inte ittt i et e eeanreoeneonaans Treatment of migraine 20 19 15
F R - 1¥T o e - AR Analgesic, anti-inflammatory 20 17 *31
18 Meclizing. ... . i i ittt i i ittt «.... Antinauseant 19 18 28
19 Theophylline ... .. ittt it it it iiie e iiaaenns Spasmolytic agent 18 38 11
20 1rOn PrEDarAtIONS . o . ittt i e i e Anti-anemia agent 17 20 27
21 Phenobarbital ....... ... . e e e Sedative 17 23 22
22 Chlorpropamide. . ... it ettt ittt ettt et e e Antidiabetic agent 17 25 23
23 PADAVEIINE . .. it Spasmolytic agent 16 21 *37
24 SpIrONOIACIONG ...\ttt e et Diuretic 15 28 *38
25  Tetracycline. ... ... .. e, Antibiotic 15 32 24

VInciudes mentions of an agent as a single-ingredient drug and its mentions as an ingredient of a combination drug.
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with the ranking drug, hydrochlorothiazide. In rank order of
frequency of co-occurrence these were as follows:

Rank Drug
T Triamterene
2. Digoxin
K ST Methyldopa
L Spironolactone
B e Reserpine
B Propanolol
2 Hydralazine
- 2N Potassium replacement solutions
2 2 Aspirin
10, .. Furosemide

In tables 10 and 11 the individual agents are grouped into
therapeutic classes. Generally, there was a predictable relation-
ship between the mention rate of a given drug class and that of
its associated diagnosis or symptom.

For the following drug classes the AG mention rate showed
an increase over the average level found for younger office
patients:

e  Analgesics.

e Antineoplastic agents and estrogens. (When the estrogens
used in the treatment of prostatic carcinomas are added to
the formal class of antineoplastic agents, there is a predict-
able increase for AG males in the overall rate of antineo-
plastic mentions.)

e Cardiovascular-renal agents (including the spasmolytic
agents used to relieve symptoms of the urinary tract).

¢  Gastrointestinal drugs (including the spasmolytic agents

used in the symptomatic treatment of gastrointestinal hyper-
motility).

¢  Hematologics.

Insulins and antidiabetic agents.

Table 10. Number of mentions per 1,000 office visits of drugs ordered or provided for patients under 75 years old and over 74 years old by

salected drug categories: United States, 1980 and 1981

All patients Females Males
Under75 75 years Under78 75years Under75 75 years
Selected drug categories’ years and over years and over years and over
Number of mentions per 1,000 visits
Al drug MentionS . .. ...ttt ittt ittt 1,108 1.641 1,103 1,707 1,117 1,520
Antihistamine drugs ... .ot it i i e e i 79 28 73 34 88 18
Anti-infective agents (SYSTEMIC). . .. .ottt ii ettt 187 94 176 85 204 109
ANtiNEOPIaSTIC QBNTS . . o ittt tiee ittt i e 8 9 10 9 5 ]
AULONOMIC AIUGS. . o v vt e ettt ittt e ittt anns 42 48 41 52 43 40
Blood formation and coagulation. ... ... .. ... . i e e 13 31 15 29 9 36
Cardiovascular drugs. .. ..o ittt i e e e e 96 367 81 385 117 333
Cardiac Qrugs. . . oottt it i it e 39 175 31 177 51 172
ANtihypertensive agents. . ... e tinie it riietairiones 36 97 35 115 37 65
Vasodilating agents. ... ...ttt it i i e 19 92 15 89 27 96
Central Nervous SYStEM drugs ... v v ininineeennennnrseneeansenens 179 261 187 290 168 208
Analgesics and antipyretiCs .. .. ..ottt it i 96 169 94 173 99 132
ANTIdEPIESSANTS, . o v vt te ettt e 17 20 20 24 13 *13
Major tranquilizers (for example: thorazine) ............. . ccvevnn., 8 10 8 12 8 *7
Minor tranquilizers (for example: diazepam), sedatives, and
L1077 12 e €T3 O 40 57 a4 66 35 38
Respiratory and cerebral stimulants. .. ........ ... ittt 12 10 15 12 6 *6
Replacement SOIUtIONS . . .. v vttt ittt i it ieaaearnasronennnoaas 12 36 12 39 11 31
[ 1T T -] 4T3 65 215 68 226 61 194
Expectorants and cough preparations . . ...... ... it inennns 33 16 30 13 37 21
Ophthalmic drugs . .o v et ct it i i et i st 30 74 28 72 34 76
Agents used to treat GlauComMa .. .. uveiit i inn e ernnnnnruneernns 4 28 4 29 6 26
Mydriatics and CycloplegICS . ..ottt iee i e e 3 10 3 *7 3 *14
Anti-infective and anti-inflammatory agents . . .. .. ... .ot 19 26 17 24 21 30
Gastrointestinal drugs. . . ... viiiii i, Mo vt e e 39 76 38 85 40 59
ANTACIAS . o .ottt sttt e e i 6 11 <] 11 6 *11
[T 7 - S G 6 18 6 20 5 *13
Emetics and anti-emetiCs . . .. ..ottt iii it i e 6 19 7 22 5 *15
Miscellaneous (chiefly agents used to treat duodenal ulcer).......... 9 12 8 14 11 *9
Hormones and synthetic subsStances. ...........ovvtiiierensroaeren 93 1285 112 127 64 121
Adrenals (SYStemMiIC). . .ot ut vt e e in e et iaarner e 33 38 33 40 34 34
|23 = = 4 -3 OGP 11 16 17 13 *1 21
Insulins and antidiabetic agents ............. ..o vttiiieriiaenn 17 46 16 43 18 51
Thyroid and antithyroid. . ... .. ottt i it e i ca e 9 15 13 18 3 *9
Serums, toxoids, aNd VACCINES. . . . .. .vie ettt 41 18 34 22 51 *12
SKiN Preparations . ... ...ttt i i et 91 70 90 66 a3 77
SPaSMOIYLIC BQEMES. o ottt ettt e e s 17 46 13 40 23 56
R € 1o 1 7= 36 68 49 75 18 56
ViItamin B COmMPIeX ..ottt i it ittt ettt e s e 10 38 12 41 7 33

1Drug categones are adapted from 2 sources: The therapeutc categories of the Amernican Hospital Formulary Service, reproduced with permission of the American
Society of Hospital Pharmacists, and the drug classes used in the Natronal Drug Code Directory, 1982 edition.
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Table 11. Number of mentions per 1,000 office visits of drugs ordered or provided for patients 75 years old and over by age, sex, and selected
drug categories: United States, 1980 and 1881
All patients Females Males
75-79 80<84 85years 75-79 80-84 85years 75-79 80-84 85 years
Selected drug categories’? years years and over years years and over years years and over
Number of mentions per 1,000 visits
Alldrug mentions . ........cvvenivnneennnns. 1,585 1,696 1,716 1,629 1,790 1,788 1,509 1.510 1,673
Antu-infective agents (systemic)..... P 92 103 83 82 99 70 108 112 107
AutonomIC drugs . .. oot iieii i e 47 47 52 54 50 53 36 *42 *439
Blood formation and coagulation.............. 26 34 43 *22 *28 51 34 *44 *27
Cardiovasculardrugs . . . ... cvvvee e inennn 353 379 389 370 406 392 323 324 381
Cardiac drugs. .. ..ovvvn e iiiinnoanns 162 187 195 166 185 195 155 190 195
Antihypertensive agents . . .........cvunnn. ~ 94 101 101 109 126 116 69 *51 *72
Vasodilatingagents.............ccocvent, 93 91 92 89 94 82 97 83 113
Central nervous systemdrugs. .. ........o.uun 267 277 217 292 318 234 224 195 183
Analgesics and antipyretics ................ 160 166 141 172 189 146 139 121 131
Major tranquilizers {for example: thorazine)
and antidepressants ................u0een 34 239 20 41 35 *22 *23 *18 13
Minor tranquilizers (for example: diazepam),
sedatives, and hypnotics. .. ............... 57 66 40 65 81 *45 42 *36 *31
Replacement solutions . ..........ccvvnnnn., 29 40 54 28 44 64 29 *32 *34
Diuretics. .o vii et i i 195 227 254 200 241 276 187 197 210
Ophthalmic drugs .......coviiviiunennnnnnn. 73 70 87 70 74 83 79 63 95
Gastrointestinal drugs . . ... .covh i ien .. 69 73 99 72 94 106 65 *32 *86
Hormones and synthetic substitutes . .......... 132 127 100 142 117 101 115 147 g9
Adrenals (Systemic) .. .....oiviin i iiineann 38 41 35 40 a4 *37 35 *33 *32
Insulins and antidiabetic agents............. 48 48 38 51 35 *32 41 73 *48
Skin preparations. . ... i i i 65 69 88 56 66 97 80 74 *69
Spasmolyticagents..........coiiiiiniann.n, 44 46 52 40 37 47 51 65 *61
VitaminS . ..ot i ittt it iieeee e 59 71 91 70 74 N 40 67 *30

YDrug categories are adapted from 2 sources: The therapeutic categories of the American Hospital Formulary Service, reproduced with permission of the American
Society of Hospital Pharmacists, and the drug classes used in the National Drug Code Diractory, 1982 edition.

Ophthaimic drugs.

e Sedatives, hypnotics, and minor tranquilizers. (The in-
crease is apparent only for AG females; it seems at least
partly linked to the increased presence of symptomatic
pain.)

e  Vitamins.

For the remaining drug classes, the AG mention rate either
fell below or roughly equaled the rate for younger office patients.

e In spite of the increased presence of inflammatory disorders
among AG patients, it is noteworthy that the mention rate
for the systemic, anti-inflammatory agents differed little
between AG sufferers and the younger patients. In con-
trast, the use of the nonsteroidal anti-inflammatory agents
(not treated as a separate class in tables 10 and 11) nearly
doubled for AG patients, increasing from 69 mentions per
1,000 visits for the younger group to a rate of 124 mentions
per 1,000 visits for the AG group. It is evident that the
nonsteroidals were preferred for the routine maintenance
therapy that is so much a part of AG care.

e  Parallel with the diagnostic findings in table 5, skin prepa-
rations, although their average use is more intensive among
the younger patients, showed their highest single rate of
mention among AG females over 84 years of age.

®  Finally, there was a noteworthy decrease between younger
and older patients in the mention intensity of two sensitive
drug categories, controlled drugs and combination drugs.
For controlled drugs the mention proportion declined from

8-9 percent for the younger group to about 6 percent for
the AG patients. The controlled drugs most frequently
mentioned in AG care were the minor tranquilizers or
sedatives. For combination drugs the mention proportion
decreased from 25 percent for the younger group to about
20 percent among the AG patients, the decline being most
apparent among the opioid-nonopioid combinations.

Nonmedication therapy

In sheer volume, the role of nonmedication therapy in AG
care is by no means as imposing as that played by drug therapy.
This is apparent from figure 1, which shows that nonmedication
therapy was ordered or provided at fewer than one-half (43
percent) of AG visits, at about two-thirds of which it occurred
concomitantly with the use of one or more drugs.

Of six nonmedication procedures ordered or provided in
AG care (table 12), five either fell below or roughly equaled
their proportionate use among patients under 75 years of age.
These were physiotherapy, office surgery, psychotherapy, diet
counseling, and family or social counseling. Three of these pro-
cedures warrant comment.

e  Office surgerv— Although relatively less frequent among
the AG group as a whole, surgical procedures showed their
highest single intensity of use among AG females in the
subgroup over 84 years of age. (This was chiefly due to
surgical intervention in the treatment of the senile kera-
toses.)
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Table 12. Number and percent of office visits of patients, by age and nonmedication therapy ordered or provided: United States, 1980 and 1981
All patients
Under 75 75 years 75-79 80-84 85 years
Nonmedication therapy! years and over years years and over
Number of visits in thousands
Al office ViSitS, .. ov .t e 1,078,468 82,454 43,309 24,713 14,431
Percent of visits
No nonmedication therapy. ... ..co vttt it i 53.6 56.6 57.0 66.7 55.5
PhYSIOtherapy . . .ottt i e e 4.9 4.1 4.2 4.1 3.8
OFfiCe SUIGEEY . . it e e e e e 7.5 5.9 5.7 5.1 7.9
Psychotherapy or therapeutic fistening. . . ........ ... ... o nnt 5.1 3.0 3.1 2.9 *2.7
Diet counseling. . ... ouit it e e 8.1 8.1 8.1 8.3 7.6
Family and social counseling. . .......... ..o i 2.1 1.4 1.2 *1.6 *1.3
Medical counseling?. . ... ittt e 22.8 26.4 26.1 26.3 27.5

1Selected procedures.
2probably also includes instruction on drugs provided.

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

Table 13.

Psychotherapy or therapeutic listening— Along with the
diagnostic and symptomatic evidence examined earlier,
the infrequent resort to these procedures among AG pa-
tients offers further testimony to a relatively high degree of
emotional health.

Family and social counseling—One reason for the mini-
mal use of these procedures may derive from the fact that
they were marginal to treating the kind of specific, physio-
logically rooted morbidity that dominates AG visits. (It is
estimated that 94 percent of all AG visits were strongly
illness oriented.) But the main reason is probably that AG
patients simply did not need this kind of counseling to the
extent required by aging patients in other treatment en-
vironments. The same survivor toughness that produced
fewer emotional problems among the ambulatory aging

1980 and 1981

may have enabled them to cope independently with family
and social problems.

As the form of counseling most directly applicable to the
practical, on-going management of chronic illness, it was pre-
dictable that medical counseling—to include instruction in the
use of drugs—would be relatively more common among AG
patients than among younger counterparts.

Other visit characteristics

As a group, AG patients seldom changed doctors; about
92 percent of their visits were made to the physician with whom
they had an established relationship (table 13). Thus continuity
of care is seen to be a hallmark in the management of the aging,
ambulatory patient. Of their visits to other physicians (8 per-
cent), about one-half were referred by the parent physician.

Percent distribution of office visits of patients by referral status and patient-problem status, according to age: United States,

All patients
Under 75 75 years 75-79 80-84 85 years
Referral status and patient-problem status years and over years years and over
Number of visits in thousands
All OffiCe ViSItS, . . v it e et ettt e i i e e 1,078,468 82,454 43,309 24,713 14,431
Percent distribution
Al OffICE VISITS. .. . it i e e i e e e 100.0 100.0 100.0 100.0 100.0
Referral status
Referred by another physician........... ..o i, 4.5 3.9 3.8 3.0 5.3
Ot FBTRITRA . . o v v vttt ieeeenns ine st e onnene s 95.5 96.1 96.1 97.0 94.6
Patient-problem status
NEW PAUIENTL. . oottt et it et at e e e e 14.8 8.3 8.4 7.2 9.7
Established patient. . ... ..ot e 85.1 91.8 91.7 92.8 90.4
New problem. . ..ot e e 229 13.9 14,5 13.5 12.7
Continuing problem . ......... .. . e 62.2 77.9 77.2 79.3 77.7

NOTE: Figures may not add to totals due to rounding.
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Voluntary doctor selection probably occurred at fewer than 4
percent of AG visits.

About 8 of every 10 AG visits was a return (progress)
visit, usually for one or more of the chronic problems discussed
earlier. The presentation of new problems by AG patients gen-
erally signaled the onset of one of the sequellae of the long-
standing, chronic diseases, for example, diabetic retinopathy
aggravated by hypertension.

Although the average proportion of referrals did not differ
significantly between the AG and the younger group, there was
a noteworthy increase in referred visits among AG patients in
the subgroup over 84 years of age (table 13). Earlier diagnostic
evidence suggests that this increased need for specialized atten-
tion was chiefly the result of three intensifying conditions:
circulatory problems, eye disorders, and skin diseases.

In their followup instructions to AG patients, physicians
were substantially more specific than they were with the younger
group (table 14), because the conditions monitored were, in
large part, intensifying problems that offered little or no hope
for complete remission. Thus the disposition instruction “return
at specified time” was markedly more frequent at AG visits.
“Telephone followup,” a monitoring procedure certainly less
taxing to the aging, was, on the average, no more frequent
among AG patients than among younger patients.

Findings suggest that physicians spend more time in face-
to-face contact with AG patients than they do with younger
patients, but, on the average, this increased encounter time
only amounted to an additional 1 or 2 minutes (table 14). The
longest average duration of contact, between 17 and 18 minutes,
occurred with AG patients 80 years old and over. Probably

much of this increased contact time was due to the need for
relatively more medical counseling and instruction in the use of
medications.

Providers

The final aspect of AG care to be explored is that of the
doctors of medicine and osteopathy providing the care (table
15). Four providers, general physicians, family physicians.
internists, and ophthalmologists, accounted for three-fourths of
the AG visits. It is noteworthy that two of these providers—the
general physician and the family physician—are generalists, in
the breadth of their clinical scope and in the demographic fact
that their patients range from one end of the age continuum to
the other. Their combined visit proportion (36 percent) consti-
tutes the largest single share of the 82,454,000 AG visits, ex-
ceeding the comparable proportion (33 percent) found for the
group under 75 years old.

Next in relative frequency are the visits to internists, Their
proportion of AG visits (23 percent) was double the comparable
proportion found for the younger group. Although internists
qualify as generalists in many of their practice chracteristics, it
is probably their specialist skills in managing the circulatory
diseases that account chiefly for their prominent position in
AG care.

The increased presence of eye disorders among AG pa-
tients (tables 4 and 5) is predictably paralleled by the increased
frequency of their visits to the ophthalmologist.

With diagnostic correlates that are obvious, it was ex-
pected that nearly two-thirds of the 3,197,000 referred visits

Table 14. Percent distribution of office visits of patients by visit disposition and duration, according to age: United States, 1980 and 1981

All patients
Under 75 75 years 75-79 80-84 85 years
Disposition and duration years and over years years and over
Number of visits in thousands
Al office ViSItS. . .ottt it i i it ettt e e 1,078,468 82,454 43,308 24,713 14,431
Percent of visits
All office Visits. .. ..ottt it it et it et e e 100.0 100.0 100.0 100.0 100.0
Disposition'
L TR £ oL« J 11.9 5.7 6.2 5.6 4.4
Return at specified time. . ........ciiiiinin e iiinnrorneeannnns 59.7 72.8 72.3 72.8 74.2
Returnifneeded. ... .....oiiinriiiunennieeensnroronrnanansanens 23.2 16.6 16.0 17.0 16.0
Telephone followup ... ...ttt iiieiiersecenssasancananas 3.4 3.5 33 3.2 4.4
Admitto hospital ........ctiiiiii et ineeensaaasaaanssannaa 2.2 3.3 3.2 2.9 4.2
Duration?
O MINULEd. L e i 2.6 1.8 1.8 2.0 *1.7
L 0T 12 1T TV - PN 43.4 34.1 35.9 32.0 32.3
110 MINULES . oot vttt ie ettt a i s ieenneennnnes 479 58.5 57.1 60.8 59.4
31 MiNULES OF MOTE . . . .. ittt e reeanaaanaansacnanannnans 6.1 55 5.3 5.2 6.7
Mean visit duration* in minutes. .. .........couiiiininenrninnnnnns 15.8 16.7 16.4 171 17.4

'Selected alternatives. Therefore, figures will not add to totals.
2Figures may not add to totals due to rounding.

INo face-to-face encounter batween phystcian and patient.

4|ncludes only face-to-face encounters between physician and patient.
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Table 15. Percent distribution of office visits of patients by specialty of the attending physician according to sex and age of patient:
United States, 1980 and 1981
All patients Females Males
Under 75 75 years Under 75 75 years Under 75 75 years
Physician specialty years and over years and over years and over
Number of office visits in thousands
Al OffiCE VISITS . . o ittt ettt e e e 1,078,468 82,454 646,220 53,498 432,248 28,956
Percent distribution

Al OFfiCE VISITS . . oottt it ittt er i e s 100.0 100.0 100.0 100.0 100.0 100.0
Generai and family practice ... it i 32.6 36.4 324 37.8 33.0 33.8
Internal medicine .. ... ... i e e 11.8 23.1 11.2 23.1 12.2 23.0
General SUMGEIY .. ..\t ittt i it ey 5.2 5.5 4.8 5.5 5.8 5.3
Obstetrics and gynecology . .« ot vveu ettt eir e e 10.0 1.0 16.6 1.5 - -
OrthopediC SUPGEIY .o vttt e i iistne it an e 4.9 3.2 3.7 3.8 6.7 1.9
Cardiovaseular diSease ... ...t v ittt ittt e 1.2 2.9 0.9 2.4 1.6 3.9
DermMatolOgY v v vt e e et e e e 4.5 3.4 4.5 3.7 4.4 3.0
[ 7o 1= Yo 1.6 3.3 0.9 1.2 2.5 7.2
PSYCRIAEIY. © vttt et et e e e e 2.9 *0.4 2.8 *0.4 31 *0.4
NEUFDIOGY + v v vt v enteeee e ettt aeeaa et e iaae e 0.6 *0.4 0.5 *0.4 0.6 *0.6
Ophthalmology . .o iei it i i s e e e e 4.8 12.6 4.6 13.2 5.2 11.6
OtolaryNgoIOgY ..t v et e te et i e e e 2.3 1.6 2.0 1.5 2.7 1.8
All other specialties .. .....c.o ittt e e nennsa, 17.7 6.2 15.0 5.5 22.2 7.5

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

made by AG patients would be to five specialists:

Percent of
Specialists referred visits
Internist . ... ... i i e 16.3
Generalsurgeon .......... .. ... 0nnnn 155
Ophthalmologist ...................... 14.6
Orthopedic surgeon. . ..........c...u... *10.9
Dermatologist .. ovveeevrrnrrranannn... *7.9

Summary

Office-based ambulatory care of the advanced aging may

be generally characterized by the following features:

Female patients accounted for two-thirds of the care.

At most of the visits the physician had to cope with multiple
diagnoses.

Most of the morbidity encountered took the form of long-
term, physiologically rooted, chronic diseases or their se-
quellae.

The sharply reduced prospect for complete cure led to an
emphasis on routine maintenance care carefully monitored
by the physician.

The strong, illness-based focus led to a reduced use of
nonillness care, including measures that were considered
marginal to the direct management of the illness (for ex-
ample, family and social counseling).

Drug therapy was markedly more frequent than other treat-
ment mechanisms. It was relatively more intense with fe-
males than with males.

The increased use of multiple drugs created more potential
for adverse interactions.

Physicians gave evidence of an increased conservatism in
the use of controlled and combination drugs.

There is a need for further study of the possible linkage
between the increased intensity of drug use and such fre-
quently occurring symptoms as dizziness and blurred vision.
Mental and emotional illness, including what is loosely
referred to as “senility,” was a relatively minor problem
for both sexes.

An increase in the female use of sedatives, hypnotics, and
minor tranquilizers may be due less to the existence of
emotional illness than to the increasing presence of symp-
tomatic pain.

A long-standing relationship between physician and patient
is the rule. Referrals are relatively infrequent, as is volun-
tary doctor shopping.

Most of the care, general or specialized, occurred in the
offices of three primary care physicians: the general phy-
sician, the family physician, and the internist.

The average contact between physician and patient lasted
about 17 minutes, only about 1 minute longer than the
average contact with younger patients.

These oldest of office patients display a certain survivor
toughness of mind and body that needs further exploration—
especially among patients in the oldest, open-ended sub-

group.
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Technical notes

Source of data and sample design

The estimates presented in this report are based on the
findings of the National Ambulatory Medical Care Survey
(NAMCS), a yearlong sample survey of office-based care con-
ducted by the National Center for Health Statistics. Findings
for two survey years, 1980 and 1981, were combined to pro-
duce the estimates. The target universe of NAMCS is com-
posed of office visits made by ambulatory patients to non-
Federal and noninstitutional physicians who are principally
engaged in office-based patient care practice. Visits to phy-
sicians practicing in Alaska and Hawaii are excluded from the
range of the survey, as are visits to anesthesiologists, patholo-
gists, and radiologists.

Table I. Approximate relative standard errors of estimated numbers
of office visits and of drug mentions when the drug is listed by
product name (for example, Valium), based on all physician
specialties: National Ambulatory Medical Care Survey, 1980
and 1981

Relative
standard
Estimated number of office visits error in
or specific drug mentions in thousands percent
F200, i e e e *44.8
P00, e e *31.7
T80, L i e e *30.0
1210 26.0
B00. ittt i et et 22.6
1000 . L e e 20.2
2000 . . i e e it e 14.5
G000 . . e e e e e 9.5
10,000, e i i e e 7.1
20,000, ... e e e e, 5.6
BO000. .. i et e e 4.4
100,000, ...ttt i i e it e e, 3.9
200,000, .1ttt e e e 3.6
BO0,000. ..ot i e e e 3.5
1000000 . ... i i i e et 3.4

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

NAMCS uses a multistage probability sample design that
involves a step-wise sampling of primary sampling units, phy-
sicians’ practices within primary sampling units, and patient
visits within physicians’ practices. The physician sample (5.805
for the 2-year period) was selected from master files maintained
by the American Medical Association and the American Osteo-
pathic Association. Those members of the sample who were
in scope and available participated at a rate of 77.3 percent.
Responding physicians completed visit records for a systematic
random sample of their office visits during a randomly assigned
7-day reporting period. During the combined years 1980 and
1981, responding physicians completed 89,447 visit records,
of which 6,384 were records of visits by patients 75 years old
or over. Characteristics of the physician’s practice, such as
primary specialty, were obtained or confirmed during an in-
duction interview. The National Opinion Research Center,
under contract to the National Center for Health Statistics,
was responsible for the field operations of the survey.

Sampling errors and rounding

The sampling error is a measure of the sampling variability
that occurs by chance because only a sample, rather than the
entire universe, is surveyed. The relative standard error of an
estimate is obtained by dividing the standard error by the esti-
mate itself and is expressed as a percent of the estimate. In this
report, any estimate that exceeds a relative standard error of
30 percent is marked with an asterisk. Table I should be used to
obtain the relative standard error for aggregates of office visits.
Standard errors for estimated percents of visits (or for rates per
1,000 visits reduced to percents) are shown in table II.

The determination of statistical inference is based on a
one-sided s-test with a critical value of 1.645 (0.05 level of
confidence). Terms relating to differences, such as “exceeded”
or “fell below” indicate that the differences are statistically
significant. Terms such as “similar” or “roughly equal” mean
that no statistical significance exists between the estimates be-

Table [1. Approximate standard errors of percents of estimated numbers of office visits based on ail physician speciaities: National Ambulatory

Medical Care Survey, 1980

Estimated percent
Base of percent
{number of office visits in thousands) 1or39 50r95 10 or 90 20 or 80 30 or 70 80
Standard error in percent
500 . e e 2.7 5.9 8.1 10.8 12.4 13.5
1000 . o e 1.9 4.2 5.7 7.6 8.7 9.5
2,000, . e e 1.3 2.9 4.0 5.4 6.2 6.7
8,000, . 0.8 1.9 2.6 3.4 3.9 4.3
10,000, .. e e, 0.6 1.3 1.8 2.4 2.8 3.0
20,000, .. e e e 0.4 0.9 1.3 1.7 2.0 2.1
50000, .. e 0.3 0.6 0.8 1.1 1.2 1.3
T00,000. .. ..o i i e 0.2 0.4 0.6 0.8 0.9 1.0
B00.000. .. e 0.1 0.2 0.3 0.3 0.4 0.4

EXAMPLE OF USE OF TABLE: An estimate of 30 percent based on an aggregate of 15,000,000 wisits has a standard error of 2.4 percent, or a relative standard error

of 8 percent (2.4 percent divided by 30 percent).
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ing compared. Estimates have been rounded to the nearest
thousand.

Any questions regarding these findings or the survey pro-
cedures that produced them may be addressed to—

Hugo Koch
Ambulatory Care Statistics Branch

National Center for Health Statistics
3700 East West Highway
Hyattsville, Md. 20782

Phone: 301-436-7132

*U.S. Government Printing Office: 1933 — 301-019/80021
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