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

Firearm Mortality Among Children, Youth, and Young Adults
1-34 Years of Age, Trends and Current Status:

United States, 1985-90

by Lois A. Fingerhut, M.A., Division of Analysis

Introduction

A previous report released by the
National Center for Health Statistics
(NCHS) documented the level of
firearm mortality among children,
youth, and young adults 1-34 years of
age from 1979 through 1988 (1). The
purpose of this report is to revise the
1985-88 data using newly available
intercensal population estimates and
to update the report with data
through 1990. Emphases are on race
and sex differences in homicide and
suicide associated with firearms
among males 15-34 years of age.
This report will be limited to data
for the period 1985 through 1990
because it was during the second
half of the decade that firearm
mortality increased for the younger
population (1).

Methods

Firearm death rates for 1985-89
are based upon intercensal rather
than the postcensal population
estimates used in the previous report.
Both sets of estimates were provided
by the Bureau of the Census.
Intercensal population estimates are
preferred to postcensal estimates

because they are consistent with the
1980 and 1990 decennial Census
enumerations, and thus, form a
continuous series over the decade (2).
The relative difference between the
two estimates, the error of closure, is
equivalent to the relative difference in
death rates based on the two
estimates. The error of closure was
larger for persons 18-24 years of age
than for any other age group.
However, the error of closure was not
so large that death rates for either

the black or the white populations
ages 1-34 were significantly affected.
Death rates for 1990 are based on
postcensal estimates of the July 1,
1990, population.

In previous reports on firearm
mortality (1,3), the definitions of
firearm homicide excluded legal
intervention by firearm. In this report,
as in others (4,5), the definition has
been amended to include those
deaths. The inclusion of these deaths
results in an increase in the overall
firearm death rate and the firearm
homicide rate with a concomitant
decrease in the nonfirearm homicide
rate—all by relatively small amounts
(see appendix table I). For example,
adding in deaths coded to legal

intervention by a firearm to other
firearmn homicides among black and
white males 2024 years of age
increased their respective firearm
homicide rates by 1 percent and

3 percent.

Current status

In 1990, 19,722 persons 1-34
years of age died as a result of a
firearm injury. This represented 17.6
percent of all deaths at those ages.
Among young children 10-14 years of
age, 560 died from a firearm injury,
accounting for 1 out of every 8
deaths. Among teenagers 1519 years
and young adults 20-24 years, 1 of
every 4 deaths were by firearm, and
for adults 2534 years, 1 of 6 deaths
were by firearm (figure 1).

Within these age groups,
variation by race and sex in the
percentage of all deaths due to
firearms is large. For example,

60 percent of deaths among black
teenage males 15-19 years old
resulted from a firearm injury
compared with 23 percent of deaths
among white teenage males. Among
females 15-19 years old, 22 percent
of deaths among black females
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Figure 1. Percent of deaths due to firearms for persons 1-34 years of age, by age, race,

and sex: United States, 1990

resulted from firearms compared with
10 percent of deaths among white
females. By ages 25-34, the
proportion of deaths due to firearms
decreased for each race-sex group.
Firearms were the cause of death for
25 percent of deaths among black
males, 16 percent among white males,
and 9 percent among black and white
females in this age group (figure 1).

Another way to look at the
differential impact of firearm
mortality on the population is to
focus on violent deaths (homicides
and suicides) that result from
firearms. The majority of homicides
among teenagers and young adults
15-34 years of age resulted from the
use of firearms. In 1990, 82 percent of
homicides among teenagers 15-19
years of age were associated with
firearms (91 and 77 percent among
black and white males, respectively);
at 20-24 years of age, 76 percent of
homicides were from firearms (87 and
71 percent among black and white

males, respectively); and at 25-34
years of age, 69 percent of homicides
(75 and 72 percent among black and
white males, respectively) were
caused by firearms. Proportions of
homicides due to firearms among
females were lower than among males
for both races and in each age group
(table 1).

The age-specific proportions of
suicides resulting from firearms were
lower than the proportions of
homicides, averaging 58—67 percent of
suicides at 15-19 years of age through
25-34 years of age. Differences by
race were smaller than for homicide,
and proportions for females were also
lower than for males (table 1).

Analysis of firearm death rates by
age, race, and sex, as well as by
manner of death facilitates the
assessment of relative levels of risk
associated with firearm fatalities
across demographic categories as well
as over time. Firearm death rates rise
unti} the young adult years and then

decline. In 1990, the firearm death
rate per 100,000 increased from
0.6-0.7 per 100,000 population at ages
1-4 and 5-9 years, to 3.3 at ages
10-14, to 23.5 at ages 15-19, peaking
at 28.1 at 20~24 years and declining
to 21.8 at ages 25-34 years (figure 2).
Firearm death rates for 1990 are
shown in table 2 and numbers of
firearm deaths are shown in table 3.

Firearm death rates vary by race
and sex within age groups. For the
younger children, those 1-9 years of
age, rates for black children were
higher than for white children.
Because the firearm death rates at
those ages are based on small
numbers of deaths (fewer than 50 for
each race-sex group), relative
differences by sex are often not
significant. At ages 10-14 years,
firearm death rates are highest for
black males; 10.2 per 100,000, which
is more than twice the rates for white
males and black females and 10 times
the rate for white females. At ages
15-19 and 20-24 years, firearm death
rates were also highest for black
males, 119.9 and 157.6 per 100,000,
respectively. The age-specific rates for
these black males were 5 times the
respective rates by age for white
males and 10 to 11 times the age-
specific rates for black females. At
ages 25-34 years the firearm death
rate for black males, 108.5 per
100,000, was 4 times the rate for
white males and 7 times the rate for
black females. The firearm death
rates for white females 15-19 through
25-34 years were lower (about 5 per
100,000) than for any other race-sex
group.

Race and sex differences in
firearm mortality vary by manner of
death as well. For young children
ages 1-4 and 5-9 years firearm
homicide rates among black children
were higher than rates for white
children, while there were no
significant race differences in
unintentional firearm mortality. For
these young children, race and sex
specific death rates for both firearm
homicide and unintentional firearm
mortality were generally less than 1
per 100,000.
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Figure 2. Firearm death rates by manner of death and age, for persons aged 1-34 years:

United States, 1590

At ages 10-14 years, there were
significant differences in the firearm
homicide rates by race as well as by
sex. The firearm homicide rate for
black males 10-14 years of age was
more than 5 times the rate for white
males (6.9 compared with 1.3 deaths
per 100,000) and the rate for black
females was close to 8 times the rate
for white females (3.1 compared with
0.4 per 100,000). Differences in
firearm homicide by sex were smaller,
with rates for white and black males 2
to 3 times those for females. While
there were no differences by race in
firearm suicide or unintentional
firearm mortality at 10-14 vears,
those rates were higher for males
than for females (table 4).

Firearm homicide for black males
15-19 years of age was 11 times the
rate among white males, 105.3
compared with 9.7 per 100,000
population. The rate for black
females was five times the rate for
white females, 10.4 compared with 2.0
per 100,000. Thus, the firearm
homicide rate for white males was
about S times that for white females
and the rate for black males about 10

times that for black females. Firearm
homicide rates for both white and
black males and females ages 20-24
years were about 1.2 to 1.3 times the
respective rates at ages 15-19 years.
Mortality race and sex ratios at 20-24
years were generally similar to those
at ages 15-19 years (table 4).

Among males ages 25-34 years,
race differences in firearm homicide
rates were smaller than for persons
20-24 years of age. The rate for black
males was 9 times the rate for white
males (94.4 compared with 10.8 per
100,000). Firearm homicide rates for
males were 5 to 7 times those for
females (table 4).

Firearm suicide, unlike homicide,
was higher for white males than for
black males at ages 15-19 through
25-34 years, although race differences
were considerably smaller than for
firearm homicide. For example, the
firearm suicide rate for white males
15-19 years was 1.5 times the rate for
black males, 13.5 compared with 8.8
per 100,000 population. With
increasing age, the race ratio
decreased. Sex differences for both
white and black persons in firearm

suicide rates were much larger than
race differences, with rates for white
and black males 5 to 10 times the
rates for females at ages 15-19
through 25-34 years (table 4).

Trends (tables 2 and 3)

Consistent with earlier patterns
(1), there was virtually no change
from 1985 to 1990 in the overall
firearm death rate among young
children 14 or 5-9 years of age. For
children ages 10-14 years, however,
the firearm death rate increased 18
percent from 1985 to 1990, reaching a
rate of 3.3 deaths per 100,000.
Among black males 10-14 years, the
firearm death rate more than doubled
from 1985 to 1990. Increases were
largest for firearm homicide; the rate
rose from 3.0 to 6.9 per 100,000.
There was also an increase in the rate
for black females in this age group;
the firearm death rate in 1990 was
more than twice what it was in 1986
and 1987 (3.7 compared with 1.4 to
1.7 per 100,000). Again, increases
were largest for firearm homicide.

The total firearm death rate
among teenagers 15-19 years of age
increased 77 percent from 1985
through 1990, to 23.5 deaths per
100,000, its highest level to date.
Firearm death rates increased for all
four race-sex groups, with the largest
increases noted for black males. The
firearm death rate for black males
15-19 years of age more than
doubled, rising from 46.5 per 100,000
in 1985 to 119.9 per 100,000 in 1990
(figure 3). From 1985 through 1990,
the black teenage male firearm
homicide rate nearly tripled, rising to
105.3 per 100,000 (figure 4). At the
same time, the firearm homicide rate
for white males and black females
doubled, rising to 9.7 and 10.4 per
100,000, respectively. While the
firearm suicide rate among black
teenage males was less than a tenth
the magnitude of the firearm
homicide rate, it increased 63 percent
from 1985 to 1990 to 8.8 per 100,000.
A far smaller increase (25 percent)
was noted for the firearm suicide rate
for white teenage males (figure 4).
Among black females 15-19 years old,
the firearm homicide rate doubled
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Figure 3. Deaths rates for natural causes and firearm injuries, for males aged 15-19

years: United States, 1985-90

from 1985 to 1990, reaching 10.4 per
100,000.

Among males 15-19 years of age,
the nonfirearm homicide rate
averaged 9 to 11 per 100,000 for
black teenagers and 2 to 3 per
100,000 for white teenagers during
the period 1985-90. It is interesting
that although the nonfirearm
homicide rate increased from 1989 to
1990 for both white and black males,
the firearm homicide rates for white
and black males were still 3 and 10
times the respective nonfirearm
homicide rates. Nonfirearm suicide
rates likewise showed little change
during 1985-90 with rates averaging 6
per 100,000 for white male teenagers
and 3 per 100,000 for black male
teenagers (figure 4). Rates for
females were also unchanged.

It was previously reported (1)
that 1988 was the first year in which
the firearm death rate for teenagers
(15-19 years) exceeded the death rate
associated with natural causes of
death. That trend has continued; in
1990, among all teenagers 15-19
years, there were 39 percent more
deaths from firearms than from

natural causes of death. Driving that
trend has been the rising rate for
firearm mortality among white
teenage males 15-19 years. For white
teenage males 15-19 years, the
natural cause death rate remained
relatively unchanged at 18 to 19 per
100,000 and the firearm death rate
increased from 21.4 per 100,000 in
1988 to 26.5 per 100,000 in 1990
(figure 3). Thus, the ratio of firearm
to natural causes mortality among
white teenage males 15-19 years
increased from 1.1:1 in 1988 to 1.3:1
in 1989 to 1.4:1 in 1990. Among black
males, that trend has also continued.
From 1988 to 1990, the natural cause
death rate declined 12 percent while
the firearm death rate increased 48
percent. Whereas in 1988, the firearm
death rate among black teenage
males was 2.8 times the natural cause
death rate, by 1990 the firearm death
rate was 4.7 times the rate for natural
causes.

The firearm death rate among
persons 20-24 years of age was 36
percent higher in 1990 than in 1985;
virtually all of the increase was a
result of increases in firearm
homicide among black males (figure

5). The firearm homicide rate more
than doubled in this group reaching
140.7 per 100,000, its highest level
ever. (The previous high was in 1972.)
Among white males ages 20-24 years,
increases in firearm mortality were far
more modest, with the firearm
homicide rate in 1990 32 percent
higher than what it was in 1985.
Increases in firearm suicide were also
minimal (figure 5). Among white
females ages 20-24 years, the firearm
death rate hovered around S per
100,000 for 1985 through 1990. For
black females, the firecarm death rate
increased from 1985 to 1990
(although it was unchanged from
1989 to 1990) as a result of an
increase in the firearm homicide rate.

The firearm homicide rate for
white males 20-24 years remained
about twice the nonfirearm homicide
rate. Similar to the recent trend
among those 15-19 years, the
nonfirearm rate for those 20-24 years
increased from 1989 to 1990. The
nonfirearm homicide rate for black
males was unchanged from 1985 to
1990 at about 22-23 per 100,000. The
firearm suicide rate for white males
remained close to twice the
nonfirearm suicide rate (figure 5).

By ages 25-34 years, the upward
trend in age-specific firearm mortality
slowed considerably. The firearm
death rate in 1990 was only 13
percent higher than in 1985, with
the largest increase again noted in
firearm homicide among black males
(a 40 percent increase from 1985 to
1990). There was relatively little
change in the nonfirearm homicide
and nonfirearm suicide rates
(figure 6).

Discussion

Sixty percent of all deaths among
persons 1-34 years of age resulted
from unintentional and intentional
injuries in 1990, and about 30 percent
of those external deaths were from
firearms. To compile the standard
cause-of-death rankings for persons 1
year of age and older, NCHS uses the
“List of 72 Selected Causes of Death
and HIV Infection” (6). However,
this ranking system is not particularly
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Figure 6. Homicide and suicide rates by firearm status for white and black males, aged 25-34 years: United States, 1985-90

appropriate for persons 1-34 years of
age because it does not itemize
specific causes of unintentional
injuries, such as firearm injuries,
motor vehicle injuries, fires and
burns, and drowning. (They are
counted in the “List of 72...” within
the category “accidents and adverse
effects”.) Neither does the “List of
72” ranking specify intentional injury
firearm deaths (which are counted in
the categories homicide and suicide).
In order to put firearms as a cause of
death into perspective, causes of
death for children, teenagers, and
young adults have been reordered in
an alternative ranking scheme that
includes detailed causes of injury.
Based on this new ranking,
firearms are the second leading cause
of death (after motor vehicle injury
fatalities) for children 10-14 years of
age, teenagers 15-19 vears of age,
and young adults 20-24 years and
25-34 years of age. For persons 15-19
and 20-24 years of age, firearm
homicide as an individual category of
death was second only to motor
vehicle deaths. For persons 25-34

years of age, there were 11 percent
more deaths from firearms than from
HIV infection (table 5).

Among black males, firearm
injuries were the leading cause of
death among children 10-14 through
adults 25-34 years of age. For
children 10-14 years, firearms were
responsible for 30 percent more
deaths than motor vehicle injuries.
For black males 15-19 through 20-24
years, firearm homicide was the single
leading cause of death, with more
than 3 times the number of motor
vehicle deaths. Firearm homicide was
also the leading cause of death at
ages 25-34 years, with 12 percent

more deaths than from HIV infection.

(Data available upon request.)

The firearm homicide rates
among young persons 15-19 and
20-24 years continue to increase and
the rates of increase have recently
worsened for white males. For young
black males 15-19 and 20-24 years of
age, the average annual increases in
firearm homicide of 20 percent and
15 percent, respectively, observed
from 1985 to 1988 remained

unchanged through 1988 to 1990. For
white males 15~-19 years, the firearm
homicide rate increased an average of
4 percent per year from 1985 through
1988 and remained unchanged for
those 20-24 years, whereas the
firearm homicide rate increased at
average annual rates of 24 percent
and 12 percent for white males 15-19
and 20-24 years, respectively, from
1988 through 1990. Not only is
progress not being made in reducing
the rate of increase in firearm
homicide for these young black males,
but attention must also be paid to
increasing firearm homicide rates
among young white males.
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Table 2. Death rates due to firearms and nonfirearms by manner of death (homicide, suicide, and unintentional injury), by age, race, and
sex for persons 1-34 years of age: United States, 1985-90

Age, race, and sex 1985 1986 1987 1988 1989 1990
1-4 years of age Firearm deaths per 100,000 population
Total . .................. 0.7 0.6 0.5 0.6 0.7 0.6
Whitemale ............... 0.6 0.5 0.5 0.6 0.7 0.6
Whitefemale . . . ........... 0.5 0.4 0.3 0.4 0.4 0.3
Blackmale. . .............. 22 1.9 1.6 1.8 1.7 12
Blackfemale .............. 0.9 0.9 0.8 0.9 1.2 1.1
65-9 years of age
Total .......... .. ....... 0.7 0.6 0.7 0.7 0.8 Q.7
Whitemale . .............. 0.9 0.7 0.9 0.7 0.8 0.6
Whitefemale . . . ........... 04 0.3 0.4 0.4 0.4 0.4
Blackmale. . .. ............ 0.9 1.2 1.6 2.0 1.6 1.5
Blackfemale .............. 1.3 1.3 0.6 0.9 0.9 1.2
10-14 years of age
Total ........ ... ..., 28 2.7 3.0 3.2 3.3 33
Whitemale . .............. 4.5 4.4 4.3 4.2 4.6 4.2
Whitefemale . ............. 1.0 1.0 1.1 14 1.0 1.0
Blackmale. . .............. 4.8 4.9 7.1 8.1 9.4 10.2
Blackfemale .............. 0.7 1.7 1.4 3.7 24 3.7
15-19 years of age
Total . ....... ... .. ..., 13.3 144 14.5 17.5 19.8 23.5
Whitemale . .............. 18.4 20.1 18.7 21.4 23.1 26.5
Whitefemale . . . ........... 3.5 3.7 3.3 3.7 4.1 4.6
Blackmale. . .............. 46.5 49.7 59.8 80.9 98.2 119.9
Blackfemale .............. 6.1 7.9 9.1 85 9.7 122
20-24 years of age
Total . ........ ... 20.6 22.9 22.6 23.5 25.1 28.1
Whitemale . .............. 29.1 30.6 28.7 29.0 29.7 32.5
Whitefemale .............. 6.2 57 6.2 4.5 4.6 4.9
Blackmale. . .............. 76.1 94.7 103.4 117.8 133.2 157.6
Blackfemale ... ........... 10.2 12.0 13.9 13.8 154 14.4
25-34 years of age
Total . ..... ... ... ... 19.3 20.4 194 20.4 20.4 21.8
Whitemale . .............. 26.3 27.0 25.8 26.0 26.2 27.8
Whitefemale . ............. 5.7 5.5 5.6 5.5 5.2 5.5
Blackmale. . .. ............ 79.8 93.1 84.8 97.1 98.8 108.5
Blackfemale . ............. 12.8 13.8 14.0 14.7 13.2 14.6
1-4 years of age Firearm homicides per 100,000 population
Total . .................. 0.4 0.4 0.3 0.3 0.5 04
Whitemale . .............. 0.3 0.2 0.2 0.3 0.4 0.4
Whitefemale .............. 0.2 0.2 0.2 0.2 0.3 0.2
Blackmale. . .............. 1.1 1.4 0.8 1.1 1.0 0.8
Blackfemale .............. 0.7 0.6 0.7 0.6 0.8 09
5-9 years of age
Total . .................. 0.3 0.3 0.3 0.4 0.4 0.3
Whitemale ............... 0.4 0.3 0.4 0.3 03 0.2
Whitefemale .. ... ......... 0.2 01 0.2 0.3 04 0.3
Blackmale. . .............. 0.5 0.6 0.7 1.2 1.0 1.0

Blackfemale .............. 1.0 0.8 0.4 0.7 0.7 0.9
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Table 2. Death rates due to firearms and nonfirearms by manner of death (homicide, suicide, and unintentional injury), by age, race, and
sex for persons 1-34 years of age: United States, 1985-90—Con.

Ags, race, and sex 1985 1986 1987 1988 1969 1990
10-14 years of age Fiream homicides per 100,000 population
Total . ... ... 0.8 0.9 1.1 1.1 14 1.5
Whitemale ............... 0.9 1.0 0.8 0.9 1.2 1.3
Whitefemale .............. 04 04 0.4 04 04 0.4
Blackmale. . .............. 3.0 34 5.3 4.7 6.8 6.9
Blackfemale .............. 0.6 1.0 1.1 26 1.8 3.1
15-19 years of age
Total .......cvirnn.... 5.8 6.8 7.0 9.0 14 14.0
Whitemale . .............. 5.0 5.8 5.2 6.0 75 9.7
Whitefemale .. ............ 1.2 1.5 1.2 1.3 1.7 2.0
Blackmale. . .............. 374 422 50.1 €69.2 855 105.3
Blackfemale .............. 50 6.6 7.3 7.2 8.7 104
20-24 years of age
Total ........ ... 9.9 1241 12.4 13.2 14.5 174
Whitemale ............... 9.8 11.0 10.2 10.1 111 129
Whitefemale .............. 2.2 2.4 23 23 22 23
Blackmale................ 63.1 825 90.4 102.5 113.7 140.7
Blackfemale .............. 8.8 10.6 121 11.8 131 124
25-34 years of age
Total . ......ci0vvnennn. 9.8 10.8 10.0 11.0 1.2 12.2
Whitemale ............... 9.5 10.2 9.3 9.5 9.8 10.8
Whitefemale .............. 2.5 23 24 24 23 24
Blackmale. . . ............. 67.3 79.4 71.2 824 85.3 94.4
Blackfemale .............. 10.7 11.6 11.8 127 1.7 127
10~-14 years of age Firearm suicides per 100,000 population
Total ..........cvevnn, 0.8 0.9 0.9 0.8 08 0.8
Whitemale . .............. 15 1.5 1.7 1.2 1.4 1.2
Whitefemale . ............. 0.4 0.4 0.4 0.4 0.3 0.5
Blackmate. . .............. 0.5 08 0.5 0.7 0.8 11
Blackfemale .............. 0.0 0.2 0.1 0.4 0.2 04
15-19 years of age
Total . ... .. ... ... 6.0 6.1 6.0 6.8 6.8 7.5
Whitemale ............... 108 116 10.9 124 12.5 13.5
Whitefemale .............. 20 1.8 1.9 22 21 23
Blackmale. . .............. 54 4.7 6.4 6.8 7.3 8.8
Blackfemale .............. 0.7 1.0 1.3 0.9 0.7 13
20-24 yoars of age
Total . ... 9.2 94 89 8.9 9.2 9.6
Whitemale ............... 16.8 17.2 16.3 16.6 16.5 175
Whitefemale .............. 2.7 2.9 25 1.9 22 24
Blackmale. . .............. 10.5 9.9 10.0 12.0 14.6 13.2
Blackfemale .............. 1.4 1.0 1.1 1.5 1.8 1.3
25-34 years of age
Total . .........c.ua... 84 8.6 8.5 8.6 8.4 8.7
Whitemale ............... 15.0 15.2 15.0 15.2 15.0 156
Whitefemale .. ............ 29 29 28 28 27 29
Blackmale. . .............. 10.2 11.3 1.5 124 115 122

Blackfemale .............. 1.5 1.7 1.7 1.5 13 14
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Table 2. Death rates due to firearms and nonfirearms by manner of death (homicide, suicide, and unintentional injury), by age, race, and
sex for persons 1-34 years of age: United States, 1985-90—Con.

Age, race, and sex 1985 1986 1987 1988 1989 1990
1-4 years of age Unintentional firearm deaths per 100,000 population
Total . .................. 0.3 0.2 0.3 0.3 0.3 0.2
Whitemale ............... 0.3 0.2 0.3 0.3 0.2 0.3
Whitefemale ... ........... 0.2 0.1 0.1 0.1 0.2 0.1
Blackmale. . .............. 1.0 0.5 0.7 07 0.7 0.4
Blackfemale .............. 0.2 0.4 0.1 0.3 04 0.3
5-9 years of age
Total ................... 0.3 0.3 04 0.3 0.3 0.3
Whitemale ............... 0.5 04 0.5 0.4 0.5 0.5
Whitefemale .............. 0.2 0.1 0.2 0.1 0.1 0.1
Blackmale. . . ............. 0.3 0.6 0.8 0.8 0.5 0.5
Blackfemale .............. 0.3 0.5 0.2 0.1 0.2 0.3
1014 years of age
Total . .................. 1.0 0.9 0.9 14 1.0 0.8
Whitemale . .............. 2.0 1.7 1.6 1.8 1.8 15
Whitefemale .. ............ 0.2 0.2 0.2 0.3 0.2 0.1
Blackmale. . .............. 1.2 0.6 1.2 22 1.8 19
Blackfemale .............. 0.1 0.4 0.2 0.6 0.3 0.2
15-19 years of age
Total ........ ... ... ..., 1.3 13 1.2 1.4 1.6 1.7
Whitemale . .............. 24 2.2 21 25 26 29
Whitefemale . . ............ 0.2 0.3 0.1 0.2 0.3 0.2
Blackmale. . .............. 33 2.2 2.9 35 4.6 4.9
Blackfemale .............. 0.4 0.2 0.4 0.4 0.3 0.4
20-24 years of age
Total . ............ ... ... 1.1 1.0 1.1 1.0 1.2 1.0
Whitemale . .............. 1.9 1.7 1.7 1.8 1.7 1.6
Whitefemale . . ............ 0.2 0.2 0.2 0.1 0.2 0.2
Blackmale. . . ............. 1.9 2.0 2.7 2.4 4.2 2.7
Blackfemale .............. 0.1 0.3 0.3 04 0.2 0.6
25-34 years of age
Total . .................. 0.8 0.7 0.7 0.6 0.6 0.6
Whitemale . .............. 1.3 1.2 1.1 1.0 1.0 1.1
Whitefemale .. ............ 0.2 0.2 0.2 0.2 0.1 0.2
Blackmale. . .. ............ 1.8 1.7 15 1.6 1.7 14
Blackfemale . ............. 04 0.3 04 0.3 0.1 0.3
14 years of age Nonfirearm homicides per 100,000 population
Total . .................. 2.1 23 2.0 23 2.2 2.2
Whitemale ............... 1.6 1.7 1.6 1.9 1.5 14
Whitefemale . ............. 1.4 1.2 1.3 1.4 1.3 1.2
Blackmale. . .. ............ 54 8.1 4.1 6.5 7.0 6.7
Blackfemale .............. 5.6 6.3 6.6 5.7 6.5 6.3

Total ................... 0.7 0.5 0.5 0.6 0.6 0.5
Whitemale ............... 0.3 0.2 0.3 0.5 0.3 0.3
Whitefemale .............. 0.5 0.3 0.4 0.5 0.4 0.4
Blackmale. . . ... .......... 1.9 14 1.3 1.6 1.6 1.1

Blackfemale .............. 1.4 1.9 1.2 1.2 1.6 1.6
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Table 2. Death rates due to firearms and nonfirearms by manner of death (homicide, suicide, and unintentional injury), by age, race, and
sex for persons 1-34 years of age: United States, 1985-90—Con.

Age, race, and sex 1985 1986 1987 1988 1989 1990
1014 years of age Nonfirearm homicides per 100,000 population
Total ....ccviiiein... 0.6 0.6 0.6 0.6 0.6 0.6
Whitemale . .............. 0.5 0.2 0.2 0.4 0.3 0.3
Whitefemale . ............. 0.6 0.6 0.5 0.4 0.6 0.5
Blackmale. . . ............. 1.1 1.3 1.7 1.3 0.8 1.2
Blackfemale .............. 1.1 141 14 1.9 20 1.6
15-19 years of age
Total . ..o viiei i 2.8 3.1 28 2.6 24 3.1
Whitemale ............... 22 27 21 1.9 1.9 29
Whitefemale . ............. 15 1.9 1.8 1.7 15 1.6
Blackmale. . .............. 9.3 9.7 10.6 9.1 8.4 105
Blackfemale .............. 5.3 5.6 4.8 45 3.1 5.1
20-24 years of age
Total ...... .. v 5.0 55 5.0 53 50 5.4
Whitemale ............... 4.4 4.6 4.2 4.2 4.0 5.3
Whitefemale . ............. 2.1 2.7 23 2.4 22 22
Blackmale................ 22.1 23.6 20.3 231 21.7 21.6
Blackfemale .............. 9.1 9.5 11.2 11.4 9.7 9.7
25-34 years of age
Total . ...t 5.1 55 5.2 53 5.3 55
Whitemale ............... 4.5 4.6 4.1 3.9 42 4.3
Whitefemale . ............. 1.9 2.1 22 241 20 2.0
Blackmale. .. ............. 28.3 30.2 29.4 28.5 29.5 30.8
Blackfemale .............. 9.3 10.5 10.8 13.1 119 12.6
10-14 years of age Nonfirearm suicides per 100,000 population
Tofal . ..., 08 0.7 0.6 0.7 0.6 0.7
Whitemale . .............. 1.1 0.9 0.9 0.9 0.8 1.1
Whitefemale . .......... PR 0.5 0.4 0.3 0.4 0.4 0.4
Blackmale. ... ............ 0.8 0.8 1.2 0.6 0.9 0.4
Blackfemale .............. 0.4 0.2 0.2 0.6 05 0.2
1519 years of age
Total . ... i 3.9 4.0 4.1 4.3 42 3.6
Whitemale ............... 6.2 6.4 6.4 6.8 6.4 5.9
Whitefemale . ............. 2.1 22 25 25 24 1.7
Blackmale. .. ............. 2.9 24 26 29 3.2 2.7
Blackfemale .............. 0.9 1.1 14 13 1.6 0.7
2024 years of age
Total .....c..iihiininnnn 6.2 6.2 6.1 5.7 56 55
Whitemale . .............. 10.1 10.5 104 9.4 9.2 9.3
Whitefemale .. ............ 25 24 22 24 2.0 20
Blackmale. . .............. 7.7 5.9 6.8 7.4 8.5 5.9
Blackfemale .............. 1.1 1.4 1.3 1.4 1.6 13
25-34 years of age
Total . ....iiiii il 6.9 73 7.1 7.0 6.8 6.4
Whitemale ............... 10.6 1.6 110 10.9 104 10.0
Whitefemale . ............. 35 34 3.6 34 33 341
Blackmale................ 9.6 10.3 10.0 10.2 11.0 9.6
Blackfemale .............. 1.5 22 2.3 23 25 23

Notes: Some of these death rates are based on small numbers of deaths (less than 20). This is especially true for rates among children 1-4 and 5-9 years. See table 3 for numbers of deaths on
which all rates are based. Total includes races not shown separately.
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Table 3. Deaths due to firearms and nonfirearms by manner of death (homicide, suicide, and unintentional injury), by age, race, and sex

for persons 1-34 years of age: United States, 1985-90

Age, race, and sex 1985 1986 1987 1988 1989 1990
1-4 years of age All firearm deaths
Total ... ........ ... ...... 96 82 77 91 105 87
Whitemale ............... 35 27 29 37 41 38
Whitefemale . ............. 26 21 19 20 25 19
Blackmale. . .............. 24 20 17 20 19 14
Blackfemale .............. 9 10 ;] 10 13 13
5-9 years of age
Total ................... 120 110 126 124 138 121
Whitemale ............... 61 52 64 53 62 48
Whitefemale .............. 28 20 28 25 30 28
Blackmale. . . ............. 11 16 22 27 22 21
Blackfemale .............. 16 17 8 12 12 16
10-14 years of age
Total . .......... ... ... 470 453 485 524 567 560
Whitemale ............... 319 297 290 287 321 298
Whitefemale . . .. .......... 70 64 72 72 66 69
Blackmale. . . ............. 63 63 90 104 123 136
Blackfemale .............. 9 21 18 46 30 48
15-19 years of age
Total . .................. 2,498 2,717 2,720 3,242 3,597 4,173
Whitemale ............... 1,445 1,681 1,458 1,642 1,732 1,936
Whitefemale . . ............ 263 279 243 273 292 319
Blackmale. . . . ............ 643 690 833 1,126 1,351 1,640
Blackfemale ... ........... 84 108 125 116 131 163
20-24 years of age
Total . .................. 4,380 4,748 4,561 4,616 4,838 5,369
Whitemale ............... 2,615 2,675 2,430 2,387 2,396 2,600
Whitefemale . ............. 458 479 426 353 352 377
Blackmale. ... ............ 1,055 1,307 1,404 1,569 1,746 2,045
Blackfemale .............. 151 175 199 194 212 195
25-34 years of age
Total . .................. 8,050 8,654 8,326 8,801 8,818 9,412
Whitemale ............... 4,654 4,851 4,665 4,728 4,752 5,026
Whitefemale .. ............ 1,002 971 989 980 925 976
Blackmale. . . ............. 1,909 2,284 2,126 2,476 2,548 2,815
Blackfemale .............. 347 382 395 420 381 423
1-4 years of age Firearm homicides
Total . ......... ... . ... 53 51 41 50 67 56
Whitemale ............... 19 13 12 17 27 22
Whitefemale .. ............ i3 14 12 12 15 13
Blackmale. . .. ............ 12 15 9 12 " 9
Blackfemale .............. 7 6 7 7 9 10
5-9 years of age
Total ............. ... ... 58 52 55 71 77 63
Whitemale . .............. 25 21 26 20 22 13
Whitefemale . ............. 15 10 12 20 25 20
Blackmale. . .............. 6 8 10 16 14 14
Blackfemale .............. 12 10 5 10 9 12
10-14 years of age
Total ...... ... .. ... ... 141 152 174 183 229 258
Whitemale . .............. 63 67 56 59 80 94
Whitefemale . ............. 26 29 28 25 27 28
Blackmale. . .. ............ 40 43 67 60 89 92
Blackfemale .............. 8 12 14 32 23 4
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Table 3. Deaths due to firearms and nonfirearms by manner of death (homicide, suicide, and unintentional injury), by age, race, and sex
for persons 1-34 years of age: United States, 1985-90—Con.

Age, race, and sex 1985 1986 1987 1988 1989 1990
16-19 years of age Firearm homicides
- | 1,087 1,274 1,312 1,657 2,011 2,484
Whitemale ............... 393 458 402 461 561 707
Whitefemale . ............. 88 109 87 97 123 136
Blackmale. . .............. 517 586 697 963 1,176 1,441
Blackfemale .............. 69 91 100 98 117 140
20-24 years of age
Total . ....... .. 2,107 2,510 2,497 2,595 2,786 3,274
Whitemale ............... 884 962 863 829 891 1,029
Whitefemale . ............. 189 207 189 182 166 173
Blackmale. . .............. 874 1,138 1,227 1,365 1,491 1,826
Blackfemale .............. 129 154 173 166 180 168
25-34 years of age
Total .........ccvvnnn 4,081 4,591 4,302 4,725 4,835 5,280
Whitemale ............... 1,689 1,829 1,685 1,733 1,782 1,956
Whitefemale . ............. 433 406 433 426 402 419
Blackmale. . .............. 1,608 1,948 1,786 2,101 2,201 2,450
Blackfemale .............. 291 321 332 365 337 368
10-14 years of age Firearm suicides
Total . ..vvihi i 139 141 151 125 138 142
Whitemale ............... 103 102 114 84 99 87
Whitefemale . ............. 28 23 27 23 22 32
Blackmale. . .. ............ 6 10 6 S 1 15
Blackfemale .............. 0 3 1 5 3 5
15-19 years of age
Total ......coviiinnan 1,117 1,151 1,129 1,261 1,241 1,332
Whitemale ............... 850 911 850 954 941 987
Whitefemale . ............. 150 138 141 163 147 160
Blackmale. . . ............. 74 65 89 95 100 120
Blackfemale .............. 9 14 18 13 10 17
20-24 years of age
Total . ... 1,964 1,946 1,793 1,754 1,775 1,833
Whitemale ............... 1,511 1,506 1,386 1,370 1,331 1,399
Whitefemale .............. 234 244 206 154 17 181
Blackmale. . .............. 146 136 138 160 192 171
Blackfemale .............. 20 14 16 21 25 18
25-34 years of age
Total . ....cvvviiiinnnnnn 3,509 3,627 3,629 3,706 3,632 3,773
Whitemale ............... 2,654 2,723 2,713 2,766 2,732 2,825
Whitefemale .. ............ 511 514 507 497 481 517
Blackmale. . .............. 245 276 288 315 296 317
Blackfemale .............. 40 46 49 44 38 41
1-4 years of age Unintentional firearm deaths
Total ........ivvvnnn 41 31 36 41 38 31
Whitemale ............... 15 14 17 20 14 16
Whitefemale . ............. 13 7 7 8 10 6
Blackmale. . .. ............ 11 5 8 8 8 5
Blackfemale .............. 2 4 1 3 4 3
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Table 3. Deaths due to firearms and nonfirearms by manner of death (homicide, suicide, and unintentional injury), by age, race, and sex
for persons 1-34 years of age: United States, 1985-90—Con.

Age, race, and sex 1985 1986 1987 1988 1989 1990
5-9 years of age Unintentional firearm deaths
Total ................... 58 57 66 51 59 56
Whitemale . .............. 33 30 35 32 38 34
Whitefemale .. ............ 13 10 16 5 7
Blackmale. . . ............. 4 8 11 1 7 7
Blackfemale .............. 4 7 2 3 4
10-14 years of age
Total . .......... ... ... ... 177 143 144 185 172 146
Whitemale ............... 145 115 111 123 127 108
Whitefemale ... ........... 12 12 12 22 14 7
Blackmale. . .. ............ 16 8 15 28 23 26
Blackfemale .............. 1 5 3 8 4 2
15-19 years of age
Total ..... ... ... ....... 241 238 220 266 294 305
Whitemale . .............. 166 176 160 194 195 212
Whitefemale . .. ........... 17 25 11 1 20 14
Blackmale. . . ............. 45 30 41 48 63 67
Blackfemale .............. 5 3 5 5 4 6
20-24 years of age
Total ................... 238 205 213 200 222 195
Whitemale . .............. 175 148 148 146 133 129
Whitefemale . ............. 21 17 16 8 14 15
Blackmale. . .............. 27 27 37 32 55 35
Blackfemale .............. 2 4 5 5 3 8
25-34 years of age
Total ................... 339 299 291 264 274 279
Whitemale . .............. 232 213 186 175 190 194
Whitefemale . ............. 39 28 36 29 26 27
Blackmale. . .............. 44 42 38 41 43 37
Blackfemale .............. 12 7 10 8 3 10
1-4 years of age Nonfirearm homicides
Total . .................. 295 331 293 331 326 322
Whitemale . .............. 92 102 95 114 88 87
Whitefemale . ............. 80 65 76 78 72 68
Blackmale. . .. ............ 58 87 44 72 80 79
Blackfemale .............. 59 66 70 61 72 72
5-9 years of age
Total . ............ ... ... 109 82 86 108 104 93
Whitemale . .............. 24 17 21 36 23 24
Whitefemale . .. ........... 31 20 27 32 27 31
Blackmale. . .............. 24 18 18 22 22 15
Blackfemale .............. 18 24 16 16 21 21

Total . .................. 109 a3 92 97 100 98
Whitemale . .............. 38 17 15 27 21 23
Whitefemale . . ............ 37 42 35 28 40 34
Blackmale. . . ............. 15 17 22 16 11 16
Blackfemale .............. 14 14 17 24 25 21
15-19 years of age
Total ................... 515 588 526 478 431 558
Whitemale ............... 174 212 161 145 143 215
Whitefemale . ............. 113 140 131 121 109 112
Blackmale. . .. ............ 128 135 147 126 116 144

Blackfemale .............. 73 77 66 61 42 69
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Table 3. Deaths due to firearms and nonfirearms by manner of death (homicide, suicide, and unintentional injury), by age, race, and sex
for persons 1-34 years of age: United States, 1985-90—Con.

Age, race, and sex 1985 1986 1987 1988 1989 1990
20-24 years of age Nonfirearm homicides
Total ...ooveviiii i 1,063 1,150 1,019 1,041 957 1,038
Whitemale ............... 399 402 360 349 326 424
Whitefemale .............. 187 226 191 189 170 169
Blackmale. ............... 306 325 275 308 285 281
Blackfemale .............. 134 138 160 160 134 132
25-34 years of age
Total ... 2,109 2,313 2,244 2,267 2,300 2,363
Whitemale ............... 789 835 744 713 761 768
Whitefemale .. ............ 334 374 398 377 355 350
Blackmale. . .............. 677 740 736 726 762 800
Blackfemale .............. 251 291 308 375 344 366
10-14 years of age Nonfirearm suicides
Total ..., 136 109 99 112 98 116
Whitemale ............... 77 64 59 62 52 75
Whitefemale .............. 35 23 18 26 23 25
Blackmale. . .. ............ 1 10 15 8 12 6
Blackfemale .............. 5 2 3 7 6 3
15-19 years of age
Total ................... 732 745 773 798 768 647
Whitemale ............... 489 503 502 519 483 435
Whitefemale . ............. 154 164 186 183 172 119
Blackmale. . .............. 40 34 36 41 44 37
Blackfemale .............. 12 15 19 18 21 9
20-24 years of age
Total ... .. ... i 1,308 1,278 1,229 1,116 1,086 1,057
Whitemale . .............. 903 921 879 775 743 748
Whitefemale .............. 218 204 178 190 154 183
Blackmale. . . ............. 107 81 93 98 111 76
Blackfemale .............. 16 21 18 19 22 17
25-34 years of age
Total . .......covvuunun.. 2,867 3,084 3,026 3,004 2,933 2,777
Whitemale ............... 1,881 2,084 1,997 1,980 1,890 1,800
Whitefemale . ............. 613 598 633 601 594 541
Blackmale. . .............. 230 253 251 259 283 250
Blackfemale .............. 41 60 64 67 72 67

NOTE: Total includes races not shown separately. All fkearm deaths include those for which the intent was unknown.
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Table 4. Firearm mortality race and sex ratios, by manner of death for persons 1-34 years of age: United States, 1990

Race ratio (black/white) Sex ratio (male/female)
Manner of death Male Female White Black
All firearm deaths:
14years................... *1.9 *3.4 *1.9 *1.1
5Q9years................... 2.4 *3.0 1.6 1.3
10-14years . ................ 24 3.6 4.1 28
15-19years . ................ 45 2.6 5.7 2.9
20-24years .. ... ...l 4.9 29 6.6 10.9
25-34years . ... ... ..., 39 2.6 5.1 7.5
Firearm homicide:
T=4years. .. ....... ... *2.1 *3.9 *1.6 *0.9
5-9years. . ................. *5.8 *3.2 *0.6 *1.1
10-14years . ................ 5.2 75 3.2 22
15-19years . ................ 10.9 53 4.9 10.1
20-24years . ........ ..., 10.9 5.5 5.7 1.3
25-34years . . ... 8.7 5.4 4.6 7.5
Firearm suicide:
10-14years ................. *0.9 *0.8 2.6 *2.98
15-19vyears . ................ 0.7 *0.5 5.8 *6.9
20-24years . ... ... 0.8 *0.6 7.4 *9.9
25-34vyears . ... 0.8 0.5 54 8.7
Unintentional firearm:
14dyears................... *1.6 *2.5 *2.5 *1.6
59vyears...... ... ... .., *1.1 *3.0 *4.6 *.7
10-t4years ................. 1.3 *1.5 *14.6 *12.7
15~19years . ... ............. 1.7 *2.2 *14.3 *10.9
20-24years . ..... ... 1.7 *3.0 *8.2 *4.6
25-34years . .... ..., 1.3 *2.3 74 *4.1

NOTE: Ratios are asterisked (*) if either the numerator or the denominator of the ratio is based on 20 or fewer deaths. See table 2 for rates and table 3 for numbers of deaths.

Table 5. Selected causes of death among persons 1-34 years of age, by age: United States, 1990

Age

Cause of death 1-4 years 5-9 years 10--14 years 15-19 years 20-24 years 25-94 years

Deaths per 100,000 population

Allexternalcauses. . . ............ 20.0 10.8 14.7 71.6 84.0 71.4
Motor vehicle injuries. . . . ........ 6.2 5.4 6.3 33.3 35.0 23.6
Drowning . .. ................ 3.8 1.4 1.5 2.7 2.2 2.0
Firesandbumns . . ............. 3.7 1.3 0.5 0.6 1.0 1.1
Firearms. . . ................. 0.6 0.7 3.3 235 28.1 21.8

Homicide. . .. .............. 0.4 0.3 1.5 14.0 17.1 12.2
Suicide . ........ ... ., - een 0.8 75 9.6 8.7
Unintentional ............... 0.2 0.3 0.8 1.7 1.0 0.6
Nonfirearm homicide . . . . ... ..... 2.2 0.5 0.6 3.1 5.4 5.5
Nonfirearm suicide . . .. ......... e . 0.7 3.6 5.5 6.4

Allnaturalcauses .. ............. 26.6 11.3 11.1 16.9 25.9 67.9
Congenital anomalies ........... 6.0 1.6 1.1 1.3 1.4 11
Malignant neoplasms. . . . ........ 35 3.1 3.1 4.3 55 i2.6
HiVinfection . ... ............. 0.8 0.4 0.1 0.3 26 19.7

Deaths

Allexternalcauses. . .. ........... 2,975 1,951 2,528 12,707 16,067 30,780
Motor vehicle injuries. . . .. ... .... 928 970 1,089 5,918 6,689 10,170
Drowning . .................. 564 248 260 478 430 867
Firesandburns . . .. ........... 554 226 91 114 183 470
Firearms. . ... ............... 87 121 560 4,173 5,369 9,412

Homicide. . .. .............. 56 63 258 2,484 3,274 5,280
Suicide . .................. . Cee 142 1,332 1,833 3,773
Unintentional . .............. 31 56 146 305 195 279
Nonfirearm homicide . . . .. ....... 322 a3 98 558 1,038 2,363
Nonfirearm suicide . . . ... ....... . e 116 647 1,057 2,777

All naturalcauses .. ............. 3,956 2,044 1,913 3,004 4,955 29,301
Congenital anomalies . .......... 896 286 182 224 267 473
Malignant neoplasms. . . .. ....... 513 569 525 759 1,060 5,427

HiVinfection . . ............... 123 64 20 48 493 8,483
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Technical notes

Nature and sources of data

Data shown in this report are based
on information from all death
certificates filed in the 50 States and the
District of Columbia.

Mortality statistics are based on
information coded by the National
Center for Health Statistics (NCHS)
from copies of the original death
certificates received from the State
registration offices and on State-coded
data provided to NCHS through the
Vital Statistics Cooperative Program.

Data for the United States refer to
events occurring within the United
States.

Cause-of-death classification

The mortality statistics presented in
this report were compiled in accordance
with the World Health Organization
regulations, which specify that member
nations classify causes of death by the
current Manual of the International
Statistical Classification of Diseases,
Injuries, and Causes of Death (7). In
this report, causes of death for 1985-90
were classified according to the Ninth
Revision of the ICD (ICD-9).

Homicides are classified according
to ICD-9 Nos. E960-E969 (Homicide
and injury purposely inflicted by other
persons) and Nos. E970-E978 (Legal
intervention). Homicides caused by
firearm are classified under ICD-9, Nos.
E965.0-E965.4 (Assault by firearms)
and E970 (Legal intervention by
firearm). Suicides are classified
according to ICD-9 Nos. E950-E959
(Suicide and self-inflicted injury).
Suicides caused by firearms are
classified under ICD-9 Nos. E955.0-
E955.4. Unintentional firearm deaths are
classified under ICD-9, No. E922
(Unintentional injury caused by firearm
missile). Injury deaths by firearms,
undetermined whether unintentionally or
purposely inflicted
are classified under ICD--9,

Nos. E985.0-E985.4.

Random variation

Although the mortality data in this
report are not subject to sampling error,

Table I. Deaths due to legal intervention by a firearm among persons 15-34 years of age,

by sex and race: United States, 1985 and 1990

Male Female

Age Total White Black White Black

1985 Deaths
15—19years. .. ............ 23 1 11 0 1
20-24years. . ......... ... 54 32 19 0 0
25-34years. . . ... il 87 52 32 0 0

1990
15-19years. . . .. .ccinn.. 22 12 10 0 0
20-24years. . . ... 57 28 22 1 0
25-834years. .. ... 114 68 39 2

Note: Total includes races not shown separately.

they may be affected by random
variation in the number of deaths
involved. When the number of events is
small (perhaps less than 100) and the
probability of such an event is small,
considerable caution must be observed
in interpreting the data. Such infrequent
events may be assumed to follow a
Poisson probability distribution. For this
distribution, a simple approximation
may be used to estimate the confidence
interval, as follows:

If N is the number of registered
deaths in the population and R is the
corresponding rate, the chances are 19
in 20 (approximate 95-percent
confidence interval) that

1. N—2VN and N+2VN

covers the “true” number of
events.

2.R-2_R_andri2 R
W vN

covers the “frue’ rate.

If the rate R, corresponding to N,
events is compared with the rate R,
corresponding to N, events, the
difference between the two rates may

be regarded as statistically significant if
it exceeds

Additional information on random
variation may be found in the Technical
Appendix of Viral Statistics of the
United States, 1987, Volume 11,
Mortality, Part A.

Rates of change

Annual rates of change are
represented by the slope of a least
squares regression line through the
logarithm of the annual rates.
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Symbols
- -- Data not available
. Category not applicable
- Quantity zero

0.0 Quantity more than zero but less
than 0.05

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

* Figure does not meet standard of
reliability or precision
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Drug Utilization in Office Practice

National Ambulatory Medical Care Survey, 1990
By Cheryl R. Nelson, M.S.P.H., Division of Health Care Statistics

In 1990 an estimated 704 million
office visits were made to office-based
physicians in the United States.
About 60 percent of the visits were
classified as a ‘“drug visit,”” a visit
during which one drug or more was
prescribed or provided to the patient.
This resulted in office-based
physicians prescribing or providing an
estimated 759 million medications to
their patients in 1990.

This report describes the drug
utilization for 1 year according to
data collected in the 1990 National
Ambulatory Medical Care Survey
(NAMCS). NAMCS, a year-long
sample survey of the nation’s
nonfederal, office-based physicians is
conducted by the Centers for Disease
Control and Prevention, National
Center for Health Statistics, Division
of Health Care Statistics. A summary
of general findings from the 1990
NAMCS (1) and reports on drug
utilization in office practice, 1985 (2)
and 1980 (3) have been published.

The term utilization is defined as
the prescribing or providing of a new
or continued drug by a doctor of
medicine or osteopathy in the course
of an office visit. It is not an
indication of the patient’s compliance
with the doctor’s instructions. Drug
utilization in this report will be

described in three ways: 1) by
frequency of drug use, namely, a drug
visit; the proportion of visits during
which medications were prescribed or
provided, 2) by the intensity of drug
use; the proportion of visits during
which one, two, and three or more
drugs were prescribed or provided,
and 3) by the drug utilization rate;
the average number of medications
per visit. The terms ‘‘drug’” and
‘‘medication’’ are used
interchangeably and are broadly
defined to include any pharmaceutical
agent the doctor prescribes or
provides to the patient during a visit.
Data presented in this report are
based on entries in item 15 on the
NAMCS Patient Record Form
(figure 1) that asks the responding
physician to report the names of up
to five specific drugs that were
prescribed or provided in the course
of the office visit (drugs prescribed
through telephone contact are
excluded). Physicians were asked to
report nonprescription and
prescription drugs, to distinguish
between new and continued
medications, and to indicate whether
the drug was intended for the
principal diagnosis associated with the
visit (item 10a).

Data highlights

Table 1 describes some key
dimensions of the drug data base.

New or continued status—About
half ( 51 percent) of the drugs
prescribed or provided were
described as continued medications.

Entry status—Seventy-one percent
of the drugs prescribed or provided
were specific brand or trade names.

Prescription status—A great
majority (84 percent) of office-based
drug therapy utilized prescription
drugs.

Composition status—Seventy-five
percent of the drugs were single
ingredient medications.

Control status—Uncontrolled
drugs represented 87 percent of the
medications used in office-based drug
therapy. Controlled drugs were
distributed among the schedules as
shown in table 1. Only 6 percent of
the medications prescribed or
provided by the office-based
practitioner were classified as
controlled substances.

The data in tables 2 and 3 show
rank listings of the 50 drugs most
frequently prescribed or provided by
the office-based practitioner. Table 2
uses the entry names, that is, the
trade or generic names entered on
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1  DATE OF visIT

Mo Dey Your

PATIENT RECORD
NATIONAL AMBULATORY MEDICAL CARE SURVEY

OMB No. 0920-0234
Expires 8-31-89
(PHS) 61058

2.ZIP CODE 4 SEX 5 COLOR OR 6 ETHNICITY
. “RACE *
D ! D WHITE D HISPANIC
1 FEMALE 1
ORIGIN
3.DATECF : g Bl:c‘m CIFIC
. 3 ASIAN/PA NOT
2 LE ISLANDER 2
WL « [] AvERcaNmoiAn: O WSanc
Mo Dey Yoar ESKIMO/ALEUT

7 .EXPECTED SOURCE(S} OF PAYMENT

® {Check all that apply] " REFERRED FOR
D D eLUE CROSS/ D THIS VISIT BY
1 SELF-PAY 4 7 NO CHASGE ANOTHER
BLUE SHiELD PHYSICIAN?
OTHER COMMERCIAL OTHER
2 {7 mebicane 5 [ Xoiem 2 e[ ISpecify) 1w 2w

PRE-PAID PLAN

3 7] mepican HMO/PA/PPO

8 WAS PATIENT

9 PATIENT'S COMPLAINT(S), SYMPTOM(S), OR OTHER
*REASONI(S) FOR THIS VISIT //n panent’s own words]

8 MOST IMPORTANT

1 0. PHYSICIAN’S DIAGNOSES

a PRINCIPAL DIAGNOSIS/PROBLEM ASSOCIATED WITH ITEM Sa.

HAVE YOU SEEN
* PATIENT BEFORE?

11

1[Jves 2 Jwo
¥

b. OTHER

b OTHER SIGNIFICANT CURRENT DIAGNOSES

IF YES, FOR THE CONDITION
IN ITEM 1087

1[Jves 2[]wo

1 2 DIAGNOSTIC! SCREENING SERVICES
® [Check ail ordered or provided)

1 [ nowe
2 [] pap TesT

3 [ rvic exam

7 [} L000 pRESSURE CHECK 13 [ ] ORAL GLUCOSE TOL

8 [] uniavyss 1a [_] cHoLesTEROL MEASURE

9 ] cresT x-Ray 15 [] niv seroLoGy

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

3 [] nowe

2 E] WEIGHT REDUCTION

3 [7] cHotesteroL ReoucTION

4 D BREAST PALPATION

10 D DIGITAL BECTAL EXAM

16 D OTHER BLOOD TEST

N |:] SMOXING CESSATION

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

1 ] wone
2 [[] psveroTHERAPY
3 [[] corRecTIvE LensES

4 [] amsuLATORY SURGERY

s [ ] mammocRam

6 [_] visuac acurry 12 [_] sT00L BLOOD EXAM

1 D PROCT/SIGMOIDOSCOPY

17 D OTHER fSpectvt

»[] otwer

5 [] Hiv TRANSMISSION

6 [ ] erEAST SELF-ExamM

s [[] puvsioTHERAPY

6 [_] oTHER ispecifyy

IF NONE. CHECK HERE [_|

1 5 . MEDICATION THERAPY [Record all new or coniinued medications ordered or provided at this visit. Use the same
brand name or generic nare entered on any Rx or office medical record. Include immunizng and desensitizing agents.]

0 20 0 =0
0 20 0 =0
0 0 0 =0
g :0 0 =0
0 .0 0 =0

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

VISIT

+ [] no FoLLow.uP pLANNED [Time
aclually

2 [T] mETUAN AT sPECIFIED TiME spent with
physician]

3 [[] meTunn 1F nEeDED. P.A K.

TELEPHONE FOLLOW.UP

« [ 5ee

5 [] nrereraeD T OTHER PHYSICIAN

6 [] retunne 1o ReresmING

PHYSICIAN
7 [] aomiT 70 HosPiTaL e
8 D OTHER [Specify]

Figure 1. Patient Record Form

the patient’s prescription or medical
record. The top three entry names,
amoxicillin, amoxil, and ceclor, are
antibiotics. In table 3 the data are
presented by the generic ingredients
of the drugs and provide a more
complete perspective of drug
utilization in the doctor’s office. The
most frequently used generic
substance was amoxicillin (5 percent),
an antibiotic. Seven other antibiotics
are in the top 50 list including
erythromycin and cefaclor. Other

drugs frequently prescribed or
provided by office-based physicians
are the decongestants, phenylephrine,
pseudoephedrine, and
phenylpropanolamine, the
broncodilators, albuterol and
theophylline, and those drugs used in
treating diseases of the circulatory
system, hvdrochlorothiazide, digoxin,
furosemide, triamterene,
nitroglycerin, diltiazem, and aspirin.
In table 4 the estimated 759
million drug mentions are classified

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

by their chief therapeutic effect.
Antimicrobial agents, cardiovascular-
renal drugs, respiratory drugs, and
drugs used for relief of pain account
for 53 percent of all drug mentions.

The remaining tables describe the
relationship between drug utilization
and other key variables in office care:
the characteristics of the attending
physician (table 5), the patient’s age
and sex (table 6), race and ethnicity
(table 7), and the principal diagnoses
(table 8).
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Table 1. Number and percent distribution of drug mentions by selected dimensions:

obstetricians and gynecologists,
United States, 1990

general surgeons, and urological

Drug mentions Parcont  surgeons have drug utilization rates of
Drug dimension in thousands distribution about 0.5 medications per visit, lower
ATMENHONS. « « v ee e et eeieeeeae e 759,406 100.00  than the average rate for all
physicians.
New or continued status
Newmedication . ....................... 327,748 43.16
Continued medication. . . . . . ............... 384,009 sos7  Patient
Undetermined. . . . ... ................... 47,649 6.27
] Patients 65 years of age and over
] Entry status represented 22 percent of the office
GenercnName. « .« oo veeerrnnnnnnennnn.. 131,893 17.37 visits and accounted for 28 percent of
Tradename. .........coviiieeennnnnnnn 543,357 71.85 .
Undetermingd. . . . .. ovvenennnnnnsnn., 84,156 1108  the drug mentions. Table 6 shows that
o the percent of drug visits and the
Proscription status administering of multiple medications
Prescriptiondrug. . . ....... ... ... .. ... 637,300 83.92 : »
Nonprescriptiondrug . . .. ................. 68,452 9.01 when analyzed by p a,t lents” age are
UNetermingd. « . .« .vovvenerennnnn. .. 53,654 707  greatest for older patients. Older
o patients were most likely to receive
~ Composiiion status multiple drug therapy while younger
Slngle. |nqred|em L £« 573,498 75.52 patients were most likely to receive
Combinationdrug . . . .................... 134,907 17.76 .. .
UNdetermingd. . . . .. .. ovueeneennnnn .. 51,000 672  only one medication. A higher
. , percent of visits by patients 75 years
aderal conirol status of age and over (23 percent) were
Controlleddrug. . .. ..., 49,613 6.53 - .
Schedule fldrug. . .. .. oovvvennnrnnnn. .. 4,159 0.55 pres?nbfa d or provxde:d three or more
Schedule MG - . . ..o oo e, 13,153 173  medications than their younger
Schedule IVdrug . .. ... oo, 23,630 3.1 counterparts. By contrast, patients
N Schenc:ulﬁe\é grug ...................... 652,6;-3 8;.;4 under 15 years of agc were
loncontro L0 7. .74 s e .
Undetermingd. . . . .. ...oouuennnennnnn... 51,064 672  administered more single drug

therapies (41 percent) than their
older counterparts. The drug

1Theh'adeorgoneﬁcnameusedbyme,f, ici ion or other medical records.

Physician

Ninety-four percent of the patient
visits were to physicians who in the
1990 NAMCS sample identified
themselves as doctors of medicine
(table 5). However a slightly higher
percent of visits to doctors of
osteopathy (68 percent) were
classified as a drug visit than those
visits to doctors of medicine
(60 percent). Doctors of osteopathy
administered more single and
multiple medications to patients than
did doctors of medicine. The drug
utilization rate for doctors of
osteopathy was 1.3 medications per
visit and 1.1 for doctors of medicine.

The physicians most likely to
prescribe or provide medications were
those specializing in cardiovascular
disease, internal medicine, general
and family practice, pediatrics, and
neurology. Fifty-seven percent of the
patient visits were to these five
specialties and they accounted for
67 percent of all drug mentions.

The intensity in administering
medication was greatest for the
cardiovascular disease specialists.
Seventy-eight percent of the visits to
physicians specializing in
cardiovascular disease were drug
visits and 42 percent of the visits
resulted in three or more medications
prescribed or provided. Office-based
orthopedic surgeons and general
surgeons were the least likely to
provide medications to their patients
and about 18 percent of their visits
resulted in administering a single
medication.

The drug utilization rate ranged
from 2.2 medications per visit for the
cardiovascular disease specialists to
0.3 medications per visit for
orthopedic surgeons. The drug
utilization rate for the internal
medicine specialty and ‘‘all other
specialties’” was about 1.4 medications
per visit, followed by 1.2 medications
per visit for dermatologists,
neurologists, and general and family
practitioners. By contrast,

utilization rate for patients 65 years
of age and over, about 1.4
medications per visit, was significantly
higher than the drug utilization rate
for younger patients, 1.2 and 1.0
medications per visit.

Table 6 also shows that more
office visits were made by female
patients (61 percent) and more drug
mentions were prescribed or provided
to female patients (61 percent). There
was also a higher percent of drug
visits by females 65 years of age and
over (about 67 percent) than by males
of the same age (61 percent). The
drug utilization rate for female and
male patients was about 1.1
medications per visit.

When the data were analyzed by
the patient’s race (table 7), white
patients have a higher percent of
visits (85 percent) and drug mentions
(84 percent) than black and “‘other
race’’ patients. However, black
patients have a higher percent of
drug visits (68 percent) than did white
or “‘other race’” patients (60 percent).
Sixteen percent of the visits by black
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Table 2. The 50 drugs most frequently utilized in office practice by entry name, number and percent of mentions, rank, and therapeutic

use: United States, 1990

Number of
Entry name of drug and mentions
Rank principal generic substance’ in thousands Percent Therapettic use
Alldrugs. . . .. .o e e e e 769,406 100.00 All therapeutic uses
1 Amoxicillin. . . . ... L e 17,891 2.36 Antibiotic
2 Amoxil @moxicillin} . . . ... ... ... . 13,448 1.77 Antibiotic
3 Ceclor{cefaclor). .. ........ . i 8,910 1147 Antibiotic
4 Lasix(furosemide). . ... ... i 8,868 117 Diuretic, antihypertensive
5 Prednisone . . . . ... oot i it i e 7,830 1.03 Steroid replacement therapy, anti-inflammatary agent
6 Naprosyn (Naproxen). . . . . . . oo v v e vv e e n e 7,585 1.00 Nonsteroidal anti-inflammatory agent
7 Seldane {terfenadine). . .. ............ ... .. .. ... 7,251 0.95 Antihistaminic
8 Motrin (buprofen). . . ... ... .. .. L e 6,988 0.82 Nonsteroidal anti-inflammatory agent
9 Zantac (ranitidine). . . ... ..... ... ... oo oL 6,501 0.86 Duodenal or gastric ulcer
10 Premarin (estrogens) . . . . . ... ... . i il 6,327 0.83 Estrogen replacement therapy
11 Lanoxin (digoxin} . . .. ... ... i 6,275 0.83 Cardiotonic/digitalis
12 Vasotec{enalapril) . ............... ... ... ... ... 5,991 0.79 Antihypertensive
13 AspiiNOrASA.. ... .. i e e 5,896 0.78 Analgesic, anti-inflammatory, antipyretic
14 Proventil (albuterol) . . . .. ...... ... . i 5,614 0.74 Bronchodilator
15 Dyazide {triamterene, hydrochlorothiazide) ............. 5,584 0.74 Diuretic, antihypertensive
16 Diphtheria tetanus toxoids pertussis. . . . ... ........... 5,176 0.68 Immunization
17  Voltaren (diclofenac sodium) . . .. .................. 5,160 0.68 Nonsteroidal anti-inflammatory agent
18  Tylenol (acetaminophen). . . .. .............. ... ... 5,144 0.68 Analgesic
19 Synthroid (levothyroxine) . ... ................. ... 5,137 0.68 Thyroid hormone therapy
20 Xanax{alprazolam) . . . ... ... . ... oo 5,089 0.67 Anxiety disorders
21 Cardizem (ditiazem) . ... ........ ... . 4,979 0.66 Cardiotonic/calcium channel blocking agent
22 Capotenfcaptopril} . . . .. ... ... i 4,785 0.63 Antihypertensive
23 Prozacfluoxetine) ............... .. ... .. ... 4,785 0.63 Antidepressant
24 Calan(verapamif) . . . ... ... e 4,755 0.63 Cardiotonic/calcium channel blocking agent
25 Ventolin(albuterol) . ... ......... ... . . 4,666 0.61 Bronchodilator
26 Theo-dur {theophylline) . . .. ..................... 4,600 0.61 Bronchodilator
27 Polimoyelitisvaccine . . .. ................ ... ... 4,551 0.60 Immunization
28 Tavist(clemastine) .......... ... i, 4,405 0.58 Antihistaminic
29 Keflex (cephalexin) . . .. .......... o 4,265 0.56 Antibiotic
30 Tenormin(atenolol}................ .. ... . ..., 4,231 0.56 Antihypertensive, angina pectoris
31 Vancenase (beclomethasone dipropinate). . . . ... ....... 4,106 0.54 Intranasal steroid
32 Inderal (propranolof) . ... ........ . i 3,970 0.562 Hypertension, angina pectoris, arrhythmia, migraine
33 Timoptic timolol) . . ......... ... ... . 3,877 0.51 Glaucoma
34 Cipro (ciprofloxacin} . ................. ... ...... 3,823 0.50 Antibiotic
35  Augmentin (amoxicillin, potassium clavulanate). . . ... ..... 3,783 0.50 Antibiotic
36 Entex (phenylpropanolamine, phenylephrine, guaifenesin). . . . 3,757 0.49 Cough preparation
37  Tylenol No. 3 (acetaminophen, codeine}. . . . ........... 3,729 0.49 Analgesic
38  Procardia (nifediping). . . . ...... . ... L ool 3,698 0.49 Cardiotonic/calcium channel blocking agent
39 Darvocet-N (propoxyphene, acetaminophen) . . . ......... 3,653 0.48 Analgesic
40 Duricef (cefadroxil) . . .. ....... ... .. .. .......... 3,573 0.47 Antibiotic
41 Micronase (glyburide) . . ............ ... ... . ... 3,434 0.45 Hypoglycemic
42 Tetracycline. . . . ... ... e 3,383 0.45 Antibiotic
43 Ampicillin . . ... ... 3,310 0.44 Antibiotic
44 Ergthromycin. . ... ..ottt it e i e s 3,260 0.43 Antibiotic
45 Coumadin{warfarin) . ................... .. ..... 3,183 0.42 Anticoagulant
46 EES. (erythromycin}. . . . ... ... ... i e 3,172 0.42 Antibiotic
47 Valium{diazepam) . ... ... ... .t 3,168 0.42 Anxiety disorders
48 Benadryl (diphenhydramine) . . . . .................. 3,150 0.41 Antihistaminic
49  Ortho-novum (norethindrone, estradiol or mestranol) . . . . . .. 3,041 0.40 Oral contraceptive
50 Tagamet (cimetidine). .................. . .. ..... 3,014 0.40 Duodenal or gastric ulcer

“The trade or generic name used by the physician on the prescription or other medical records. The use of trade names is for identification anly and does not imply endorsement by the Public
Health Service or the U.S. Department of Health and Human Services. Because of its nonspecific nature, the entry “Allergy relief or shots,” with 4,184,000 mentions, is omitted.

patients compared with 11 percent of patients. Three percent of the visits
white and ‘‘other race’” patients were and 2 percent of the drugs mentioned
prescribed or provided three or more were by patients whose race was
medications during a visit. The drug “‘unspecified.”” Under the assumption
utilization rate was higher for black that these ‘‘unspecified’’ race visits
patients, 1.3 medications per visit, and drug mentions are distributed
compared with 1.1 medications per proportionately among white, black,

visit for white and ““other race”’ and “‘other race”’ patients, the

previously mentioned differences in
visits, drug visits , drug mentions, and
drug utilization rates do not change.
However if this assumption is
incorrect, and these ‘‘unspecified”’
race visits and drug mentions were all
from black patients there is no
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Table 3. The 50 most frequently utilized generic substances In office practice by number and percent of mentions, rank, and therapeutic

use: United States, 1990

Number of
mentions
Rank Generic substance in thousands! Percent Therapeutic use
Alldrugs. . ..o v vt ittt i e 759,406 100.0 All therapeutic uses

1 Amoxieillin. . . ........ e e 37,011 4.87 Antibiotic

2  Acetaminophen ...... e 23,416 3.08 Analgesic, antipyretic

3  Ewnvthromycin..................... 19,474 2.56 Antibiotic

4  Hydrochlorothiazide. . . ........ N 15,011 1.98 Diuretic, antihypertensive

5 Codelne.........cvveviiinnnnnn 14,435 1.90 Analgesic, antitussive

6 Phenylephrine............ ... 12,297 1.62 Decongestant, vasoconstrictor

7 lbuprofen.........c. i 11,964 1.58 Nonsteroidal anti-inflammatory agent

8  Phenylpropanolamine ............... 11,489 1.51 Decongestant, anorexiant

9 Aspiin............ et 10,823 1.43 Analgesic, antipyretic, anti-inflammatory
10 Abuterol. .......... e 10,505 1.38 Bronchodilator
1" Pseudoephedrine. .. ............... 10,474 1.38 Decongestant
12 Naproxen...........ciiiiinanann 10,354 1.36 Nonsteroidal anti-inflammatory agent
13 Furosemide. .. ................... 9,670 1.26 Diuretic, antihypertensive
14 Chlorpheniramine.. . . . .............. 9,197 1.21 Antihistaminic
15 Digoxin . ....... ... i 8,924 1.18 Cardiotonic/calcium channel biocking agent
16 Cefaclor. ..........ciiiiiiannnann 8,910 1.17 Antibiotic
17 Guaifenesin. . ..............0etn. 8,890 1.17 Expectorant
18 Trimethorpim..................... 8,649 1.14 Antibiotic
19  Suffamethoxazole . ................. 8,282 1.09 Antibiotic
20 Prednisone. ...........ceiciiaean. 8,035 1.06 Steroid replacement therapy, anti-inflammatory agent
21 Tramterene. . .. .. .c..ovviv e, 7,974 1.05 Diuretic, antihypertensive
22 Estradiol. ... .......... . it 7,965 1.05 Estrogen replacement therapy, oral contraceptive
23 Theophyline .. ...........c.vcu... 7,634 1.01 Bronchodilator
24 Hydrocortisone. . . ................. 7.405 0.98 Steroidal anti-inflammatory agent
25 Terfenadine. . . ...........covno.. 7,251 0.95 Antihistaminic
26 Beclomethasone. .................. 7,092 0.93 Steroidal anti-inflammatory agent
27 Neomycin. ........oovevuieeunnn. 6,915 0.91 Antibiotic
28 Imsulin . . ... ...l i 6,913 0.91 Hypoglycemic
29 Cephalexin...................... 6,737 0.89 Antibiotic
30 Estrogens. .............civanuen 6,645 0.88 Estrogen replacement therapy, oral contraceptive
31 Verapamil . . . ... .o vttt i i 6,616 0.87 Cardiotonic/calcium channel blocking agent
32 Rantdine............0 e, 6,501 0.86 Duodenal or gastric ulcer
833  Penicillin. .......... il 6,406 0.84 Antibiotic
3¢ Enalaprl.............. ... . ..., 6,386 0.84 Antihypertensive
35 Dextromethorphan ................. 6,106 0.80 Antitussive
36 PolymixinB. . ....... .o 5,966 0.79 Antibiotic
37 Glyburide . . ... ..o i 5,687 0.75 Hypoglycemic
38 Captopril .......... oo, 5,665 0.75 Antihypertensive
39 Dexamethasone................... 5,655 0.74 Steroidal anti-inflammatory agent
40 Nitroglycerin . . ..........coion... 5642 0.74 Vasodilator
41 Nifedipine. . ......... ..., 5,544 0.73 Cardiotonic/calcium channel blocking agent
42 Tramcinolone ............co0nvenn 5,518 0.73 Steroidal anti-inflammatory agent
43 Levothyroxine .............. e 5,510 0.73 Thyroid hormone therapy
44 Diclofenacsodium ................. 5,160 0.68 Nonsteroidal anti-inflammatory agent
45 Prednisolone............... .. ... 5,130 0.68 Steroidal anti-inflammatory agent
46  Aprazolam ............. ... 0. 5,089 0.67 Antianxiety agent
47 Promethazine. . .. .....oivivinnnn. 5,060 0.67 Antihistaminic
48 Dilazem ........ ... it 4,979 0.66 Cardiotonic/calcium channel blocking agent
49  Fluoxetine Hydrochloride . .. .......... 4,785 0.63 Antidepressant
50 Atenolol . ........... ... ... ..., 4,780 0.63 Cardiotonic/Beta-adrenergic blocking agent, antihypertensive

1Fre,quency of mentions combines single-ingradient agents with mentions of agents in a combination-ingredient drug.

difference between the drug
utilization rates by race.
Non-Hispanic patients accounted
for about 88 percent of the visits to
office-based physicians and 89 percent
of the drug mentions. There was a
slight difference in the intensity in
administering medications by the

patients’ ethnicity. Office visits by
Hispanic patients were more often

““unspecified’’ ethnicity. Again the
assumption is that these

administered a single medication and “‘unspecified’’ ethnicity visits and drug

visits by non-Hispanic patients were
more often administered three or
more medications. Seven percent of
the visits and 6 percent of the drug
mentions were by patients of

mentions are distributed
proportionately among Hispanic and
non-Hispanic patients. Under this
assumption the drug utilization rate
for Hispanics would not significantly
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differ from the drug utilization rate

for non-Hispanic patients. However if
this assumption is incorrect and these
‘‘unspecified’’ ethnicity visits and drug
mentions are all from Hispanic
patients, the drug utilization rate for
Hispanic patients becomes

significantly lower than the drug
utilization rate for non-Hispanic
patients.

Diagnoses

In table 8 patient visits and drug
mentions are displayed according to
the International Classification of
Diseases (ICD) and with selected
related principal diagnoses.
Medications were most likely
administered during visits in which
the patient’s diagnosis was from the
major ICD categories of diseases of
the respiratory system, diseases of the
circulatory system, or diseases of the
nervous system and sense organs. In
33 percent of the visits, the patient’s
diagnosis was from one of these three
major ICD categories and these visits
accounted for almost half of the
drugs mentioned. An estimated 100
million visits to doctors’ offices were
those in which the patient’s diagnosis
was categorized under diseases of the
respiratory system and 86 percent of
these visits were classified as a drug

visit. Drugs were administered during
79 percent of the visits in which the
patient’s diagnosis was categorized
under diseases of the circulatory
system.

The intensity in administering
medication was high during those
visits in which patients were
specifically diagnosed with asthma.
Ninety-one percent of these visits
were drug visits and in almost half
(48 percent) of these visits, three or
more medications were prescribed or
provided. Three or more drugs were
also administered during those visits
where patients were diagnosed with
ischemic heart disease (45 percent).
The drug utilization rate for visits in
which patients were diagnosed with
asthma or ischemic heart disease
were 2.5 and 2.3 medications per
visit. A high percent of drug visits was
also noted when patients were
diagnosed with otitis media or acute
upper respiratory infection
(86 percent). For those visits, in
which patients were diagnosed with
otitis media, 60 percent were
administered a single medication.
Single medications were also
administered in 52 percent of the
visits in which patients were
diagnosed as obese.

Medications were least likely
administered during visits where the

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

patient’s diagnosis was normal
pregnancy. Only a third of these visits
were drug visits and most

(25 percent) were administered a
single medication.
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Table 4. Number and percent distribution of drug mentions by therapeutic catagories: United States, 1990
Number of Number of
mentions Parcent mentions Percent
Therapeutic classifications in thousands distribution Therapeutic classifications ' in thousands distribution
Alldrugs. . . .. oot iiiie i i e 769,406 100.00
Anestheticdrugs. . ................. 3,636 0.48 Hormones and agents affecting hormonal
Localanesthetics. . . . . .............. 2,434 0.32 mechanisms. .............. ..ot 67,549 8.89
Adrenal corticosteroids. . . .. ......... 19,703 2.59
Antidotes. . . . ... ... ... ... ..., 209 0.03 Estrogenand progestins . ........... 12,341 1.63
Blood giucose regulators . .. ......... 16,322 215
Antimicrobialagents. . . .. ............ 125,594 16.54 Agents used to treat thyroid disease . . . . . 7,308 0.96
Penicilling. . . .. ..o v vi i 43,699 5.75 Contraceptiveagents. . .. ........... 9,619 1.27
Cephalosporins .. ................ 23,821 3.14
Erythromycins and lincosamides. . . .. ... 22,357 2.94 Immunologicagents. . . .............. 19,337 255
Tetracyclines. .. ............uo. .. 10,311 1.36 Vaccines and antiserums . ... ........ 19,268 2.54
Aminoglycosides . ................ 1,412 0.19
Sulfonamides and trimethoprim . ... .... 9,395 1.24 Skin/mucous membrane . . ... ......... 43,777 5.76
Urinary tract antiseptics .. ........... 6,485 0.85 Dematologics . . .. .. .oi i 41,188 542
Antifungal agents for systemic mycoses . . . 2,239 0.29 3
Antiviral 8geNtS . . .. o oeri e 2,311 0.30 Neurologic drugs. . . . ... ............ 14,140 1.86
Drugs used in extrapyramidal
Hematologicagents. . . . . ............ 9,914 1.31 Dmovemzr:’t :ils:;:rsk ol uscl """" 1,630 0.1
Agents used to treat deficiency rugs used o Skeletal muscie
ANBMIES « - <« v v vvvemevnaeennnns 6,465 0.85 hyperactivity .. ........o0elln 7,905 1.04
Anﬁcoagulants or ﬂ'lrombolytics _______ 3,356 0.44 Anticonvulsants . ........cccceuun.n 4,474 0.59
Cardiovascular-renal drugs . ... ........ 111,125 14.63 Oncolytics . - .. ..vv e 5,776 0.76
Cardiac gleOSidBS ................ 1,514 0.20 Anhneoplasﬁcs ................... 4,832 0.64
x?arrh.ythmlc agents . ... .eeenen s 8,998 1.18 OphthalmicDrugs . . ... ............. 30,704 4.04
ianginalagents ................ 9,063 1.19
T . Agents used to treat glaucoma. . . ... ... 10,267 1.35
Agents used in peripheral or cerebral Ocul infective and anti
vascular disorders. . - ... ... een.. .. 18,921 2.49 °"= ar an;; °a°'“"°ts anti- 14,962 157
Agents used to treat shock . . .. .. .. ... 4,784 0.63 (Mammaiory ageniS. - « « « « e xveaer - 4 )
Diuretics. . . . . SRR 39,383 5.19 OtologGIc AMIGS - - - - e e ee e e e e e 4,734 0.62
Coronary vasodilators .. ............ 27,829 3.66 Topical ofic preparations. - . . . . <« ... .. 1,640 0.22
" Drugs used in vertigo, motion
Psychopharmacologicdrugs ........... 46,402 6.11 sr;.(':gkness, and vonr.ng'rting _____________ 3,095 0.41
Antianxietyagents. .. .............. 5,465 0.72
Antipsychotic drugs. . ... ....... ... 14,826 1.95 Drugs used for relief of pain. . . .. ....... 77,444 10.20
Antl&pl’ﬂssants .................. 5,620 0.74 Drugs used to treat migraine and other
CNS stimulants, anorexiants . ......... 17,364 229 headaches .................... 36,693 4,83
Drugsused ingQott. « « oo oveuuen. .. 37,560 495
Radiopharmaceuticals/contrast media. . . . . . 5,922 0.78 Drugs used in central pain syndromes. . . . 2,521 0.33
Diag_nostics, nonradioactive, and
radiopaque. . . ....... ... P 5,922 0.78 Antiparasitic agens . .. ... ....oee.n.. 1,842 0.24
Gastrointestinalagents . . . . ........... 31,272 412 Respiratory tractdrugs . . .. ........... 87,491 11.52
Agents used in disorders of upper Bronchodilators, antiasthmatics . .. ... .. 24,587 3.24
Gltract. . . . ... i ittt i i i 16,220 2.14 Nasal decongestants.. - . ... ......... 20 423 295
Antidiarrheal agents. . ... ... ... . .. 2,919 0.38 Antitussive, expectorants, mucolytics . . . . - 18750 247
Laxatives . .......cciiviiiniann 3,378 0.44 ANBhiStamines - « -« v o v oeem e e 21,627 2.85
Metabolic and nutrientagents. . . ... ..... 29,448 3.88 Unclassified/miscellaneous 43,089 5.67
Agents used to treat hyperlipidemia. . . . . . 5,286 0.70 pd/miscellaneous. . . . . - .. . - ! )
Vitamins, minerals. . . ... ........... 14,935 1.97
Replenishers and regulators of water
andelectrolytes . .. .............. 8,601 1.13

1Thera.peutic: classifications are based on the standard drug classifications used in the National Drug Code Directory, 1985 Edition (4).
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Table 5. Number and percent of office visits and drug mentions, percent of office visits during which one or multiple drugs were used by
physician Identity and speclalty: United States, 1990

Office visits Drug visits ! Drug mentions
Drug
o . Number in Percent qu Onedrug Twodrugs  Three drugs Number in Percent utilization
Physician identity and specialty thousands  distribution visits used used or more used thousands  distribution rate
All physicians . . .. ......... 704,604 100.00 60.26 32,74 15.73 11.78 759,406 100.00 1.08
Physician identity
Doctor of medicine. . . .. ..... 665,317 94.42 59.78 32.60 15.56 11.61 710,092 93.51 1.07
Doctor of osteopathy . . . ... .. 39,287 5.58 68.45 35.11 18.71 14.63 49,314 6.49 1.26
Specialty

General and family practice . . . . 209,788 29.77 68.67 36.42 20.16 12.08 251,960 33.18 1.20
Internal medicine. . . ........ 96,622 13.71 74.48 33.70 19.82 20.97 148,370 19.67 1.55
Pediatrics . .............. 81,148 11.52 66.85 45.90 15.82 513 76,370 10.06 0.84
Obstetrics and gynecology. . . . . 61,243 8.69 43.78 32.30 8.89 2.59 35,687 4.70 0.58
Ophthalmology . . ... ....... 43,842 6.22 43.78 26.56 10.83 6.40 30,808 4.06 0.70
Orthopedic surgery . .. ... ... 32,917 4.67 26.08 20.37 4.19 1.52 11,035 1.45 0.34
Generalsurgery . .......... 22,402 3.18 31.07 18.38 5.40 7.30 12,597 1.66 0.56
Dermatology . ............ 24,009 M 63.99 29.48 17.96 16.55 29,572 3.89 1.23
Psychiatry . . .. ........... 20,963 2.98 51.31 26.88 16.22 8.21 18,516 244 0.88
Otolaryngology . . . . .. ...... 17,959 2.55 44.64 27.95 11.23 5.46 12,341 1.63 0.69
Urological surgery . . . ... .... 9,546 1.35 40.37 30.23 7.70 244 5,145 0.68 0.54
Cardiovascular disease. . . . . .. 11,240 1.60 78.53 19.47 17.45 41.60 25,153 3.31 2.24
Neurology . . . . ... 6,228 0.88 66.27 33.16 18.49 14.62 7,586 1.00 1.22
All other specialties . . . ...... 66,696 9.47 62.70 26.05 15.33 21.33 93,265 12.28 1.40

1Drug visits are percent distributions of all visits.

Table 6. Number and percent of office visits and drug mentions, percent of office visits during which one or multiple drugs were used by
age and sex of patient: United States, 1990

Office visits Drug visits’ Drug mentions
Drug
Number in Percent Dru, One drug  Two drugs Three drugs Number in Percent utilization
Age and sex thousands  distribution  visits used used or more used thousands  distribution rate
Allpatients. . . .. .......... 704,604 100.00 60.26 32.74 15.73 11.78 759,406 100.00 1.08
Age
Under1Syears. ... ........ 138,427 19.65 61.95 40.56 16.05 5.35 124,995 16.46 0.90
15-24years. ............. 68,918 9.78 57.46 35.45 14.59 7.42 61,974 8.16 0.90
25-44years. .. ... 194,195 27.56 54.72 31.99 14.44 8.29 174,964 23.04 0.90
45-64years. . .. ... .. 149,786 21.26 62.08 30.31 16.75 15.01 180,623 23.78 1.21
65-74years. .. ... 86,422 12.27 64.71 28.56 16.66 19.49 118,867 15.65 1.38
75yearsandover.. . ... ... .. 66,856 9.49 65.88 26.82 16.54 22,51 97,982 12.90 1.47
Sex
Female................. 427,151 60.62 60.78 32.93 15.87 11.97 465,574 61.31 1.09
Male .................. 277,452 39.38 59.46 32.46 15562 11.48 293,831 38.69 1.06
Sex and age

Female:
UnderiSyears . . ........ 65,229 9.26 62.86 41.76 16.04 5.05 59,165 7.79 0.91
i15-24years . ........... 45,165 6.41 57.09 36.01 14.45 6.64 39,248 517 0.87
2544vyears .. ... 132,183 18.76 54.47 32.53 13.69 8.25 117,749 15.51 0.89
4564years .. .......... 89,697 12.73 63.24 30.79 17.37 15.08 109,908 14.47 1.23
65-74years . ... ... 51,529 7.31 66.79 28.76 18.17 19.87 73,075 9.62 142
7Syearsandover ........ 43,349 6.15 68.45 27.05 17.91 23.48 66,429 8.75 1.53

Male:

UnderiSyears . ......... 73,198 10.39 61.16 39.48 16.07 5.62 65,830 8.67 0.90
15-24years . .. ......... 23,753 3.37 58.15 34.38 14.86 8.91 22,726 2.99 0.96
2544years . . ... 62,012 8.80 55.25 30.85 16.02 8.38 57,215 7.53 0.92
45-B4vyears . . ... ... 60,089 8.53 60.34 29.59 15.84 14.91 70,715 9.31 1.18
65-74years . ........... 34,893 4.95 61.63 28.28 14.43 18.93 45,792 6.03 1.31
75 yearsandover . ....... 23,507 3.34 61.14 26.40 14.02 20.73 31,553 4.15 1.34

prug visits are percent distributions of all visits.
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Table 7. Number and percent of office visits and drug mentions, percent of office visits during which one or multiple drugs were used by
race and ethnicity of patient: United States, 1990

Office visits Drug visits Drug mentions
Drug
Number in Percent Druq Onedrug Twodrugs  Three drugs Number in Percent utilization
Race and ethnicity thousands  distribution visits used used or more used thousands  distribution rale
Allpatients. . . ............... 704,604 100.00 60.26 32.74 16.73 11.78 759,406 100.00 1.08
Race
White. . ............ e 597,306 84.77 59.88 32.86 15.47 11.56 637,424 83.94 1.07
Black.........cooun. 62,317 8.84 67.91 33.18 18.83 15.90 80,536 10.61 1.29
Other. .. ... 23,694 3.36 60.46 32.89 16.55 11.03 24,715 3.25 1.04
Unspeciﬁed1 ................. 21,287 3.02 48.21 28.04 13.33 6.84 16,731 2.20 0.79
Ethnicity

Hispanic . « v v . vvviieeaceeens 35,456 5.03 62.31 36.21 16.13 9.97 37,042 4.88 1.04
Non-Hispanic. . .............. 619,747 87.96 60.71 32.69 15.79 12.23 679,551 89.48 1.10
Unspeciﬁedz ................. 49,401 7.01 §3.07 30.91 14.75 7.41 42,813 5.64 0.87

1Drug visits are percent distributions of all visits.
2Asian or Pacific Islander, and American Indian or Alaskan Native.

Table 8. Number and percent of office visits and drug mentions, percent of office visits during which one or multiple drugs were used by

physician diagnoses and ICD-9-CM codes: United States, 1990

Office visits Drug visits 2 Drug mentions®
Drug
Physician diagnoses and Numberin Percent Drug One drug Two drugs Three drugs Number in  Percent utilization
ICD-8-CM code’ thousands distribution visits® used used ormoreused  thousands distribution rate
Alldiagnoses . . . . . ..... it 704,604 100.00 60.26 32.74 15.73 11.78 759,406 100.00 1.08
Infectious and parasitic diseases. . ...... 001139 27,075 3.84 66.83 46.32 14.32 6.19 26,208 3.45 0.97
Neoplasms . ....coovevevnennnnns 140-239 21,941 3.1 37.72 17.13 9.25 11.35 17,350 2.28 0.79
Endocrine, nutritional and metabolic diseases,
and immunity disorders .. .......... 240-289 29,456 418 70.28 32.92 17.61 19.74 43,509 5.73 1.48
Diseases of the endocrine glands. . . . . . 240-259 19,289 2.74 74.22 30.89 18.33 25.00 32,520 4.28 1.69
Obesity . . .o oo vt i i i 278 3,840 0.55 60.87 51.98 5.77 3.13 2,926 0.38 0.76
Diseases of blood and blood-forming
Ofgans . .. v v v v ivencanansnnoos 280-289 3,552 0.50 73.96 40.87 20.56 12.52 4,501 0.60 1.29
Mentaldisorders . . .. .....ovuian 290-318 29,929 425 5879 33.12 16.02 9.65 30,276 3.99 1.01
Nonpsychotic disorders . . .......... 300-316 22,612 3.21 51.31 30.48 12.98 7.85 19,566 2.58 0.87
Diseases of nervous system and sense
OFJANS . . o oot v v v v v v eenonnnnes 320-383 80,128 11.37 61.68 38.03 15.84 7.81 77,481 10.20 0.97
Diseases of the central nervous system . . 320-349 4,799 0.68 77.43 35.18 23.68 18.56 7,292 0.96 1.52
Eyedisorders ...........c00uan 360-379 38,603 5.48 48.28 29.04 11.77 7.47 30,388 4.00 0.79
Oftismedia. . .. .......coiiiiiuaas 382 21,043 299 8648 59.92 20.82 5.74 25,185 3.32 1.20
Diseases of circulatory system . ........ 390-459 55,989 795 79.21 28.96 19.71 29.54 103,561 13.64 1.85
Essential hypertension. . . . ............ 401 27,310 3.88 83.96 36.46 23.36 24.14 47,309 6.23 1.73
Ischemic heart disease. . . .......... 410414 8,210 1.31 80.11 16.94 18.17 45.00 21,525 2.83 2.34
Diseases of raspiratory system . ... ..... 460-519 100,294 1423 86.35 40.01 26.58 19.77 165,963 21.85 1.65
Acute upper respiratory infection . ........ 465 18,676 265 85.80 43.45 31.31 11.04 27,143 3.57 1.45
Asthma . ... vt ittt it inacaeanans 493 7,137 1.01 9141 20.42 2220 48.79 18,077 2.38 2.53
Diseases of digestive system . . ... ..... 520-579 26,154 3.71 61.49 33.40 17.14 10.95 28,576 3.76 1.09
Diseases of genitourinary system. . . .. ... 580-629 41,067 583 56.34 37.39 13.05 5.90 34,490 4.54 0.84
Male genitourinary system . ......... 600-608 4,479 0.64 50.38 33.68 11.06 5.64 3,370 0.44 0.75
Female genitourinary system. . .. ... .. 614-629 20,377 2.89 57.48 37.66 14.87 4.94 16,992 2.24 0.83
Diseases of skin and subcutaneous
fSSUB . . vt i i e 680-709 36,836 523 69.73 35.90 20.32 13.56 45,596 6.00 1.24
Disease of musculoskeletal system . ..... 710-739 47,101 6.68 64.68 36.53 15.48 12.68 53,395 7.03 1.13
Arthopathies . . .............. ... 710-716 12,784 1.81 78.53 37.87 18.49 2217 19,883 2.62 1.56
Symptoms, signs, and ill-defined
conditions .. ......... et 780-798 27,221 3.86 52.86 29.59 13.54 9.74 25,469 3.35 0.94
Injury and poisoning. . . ............. 800-999 51,134 7.26 43.38 28.65 9.54 5.20 33,656 4.43 0.66
Normalpregnancy. .. ... ....c.covuvua. V022 23,561 334 3286 24.73 6.87 1.26 9,973 1.31 0.42
Health supervision of infantorchild . . .. .... V020 15,676 222 4822 25.04 16.95 6.22 12,382 1.63 0.79
Other or undetermined® . ................. 87,454 12.41 33.91 21.72 7.33 4.84 46,928 6.18 0.54

Based on the Intemational Classification of Diseasas, 9th Revision, Clinical Modification (ICD-9-CM) (5).

2Dmg visits are percent distributions of all visits.

Zincludes all drug mentions whether or not associated with a principal diagnosis.
“Includes complications of pregnancy, childbirth and the puerperium (830-678); congenital anomalies (740~758); certain conditions originating in the perinatal period (760-767); supplementary

classifications (V001-V082, excluding V020 and V022); and blanks, noncodable, and illegible diagnoses.
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Technical notes

Source of data and sample
design

The information presented in this
report is based on data collected by
means of the National Ambulatory
Medical Care Survey (NAMCS) from
January 1990-December 1990. The
target universe of NAMCS includes
office visits made in the United States
by ambulatory patients to
nonfederally employed physicians who
are principally engaged in office
practice, but not in the specialties of
anesthesiology, pathology, or
radiology, or physicians who are
principally engaged in teaching,
research, or administration.
Telephone contacts, nonoffice visits,
and visits made to hospital emergency
or outpatient departments are also
excluded.

A multistage probability sample
design is used in NAMCS, involving
primary sampling units (PSU’s),
physician practices within PSU’s, and
patient visits within physician
practices. The PSU’s are counties,
groups of counties, county equivalents
(such as parishes or independent
cities), or towns and townships (for
some PSU’s in New England). For
1990 a sample of 3,063 non-Federal,
office-based physicians were selected
from master files maintained by the
American Medical Association and
the American Osteopathic
Association. The physician response
rate for the 1990 NAMCS was
74 percent. Sample physicians were
asked to complete Patient Records
(figure 1) for a systematic random
sample of office visits occurring
during a randomly assigned 1-week
reporting period. Responding
physicians completed 43,469 patient
records and were asked to report up
to 5 drugs utilized.

Characteristics of the physician’s
practice, such as primary specialty
and type of practice, were obtained
from the physicians during an
induction interview. The U.S. Bureau
of the Census, Housing Surveys
Branch, was responsible for the
survey’s data collection. Processing

Table I. Relative standard errors for estimated number of drug mentions: National

Ambulatory Medical Care Survey, 1990

Specialty group
Estimated number of drug mentions
in thousands All A B c D
Relative standard error in percent
100 .. ... i 82.6 728 35.5 79.2 37.1
171 . 63.2 56.0 32.4 61.9 30.0
200 . . . e 58.5 51.9 31.7 57.7 28.4
300 .. ... 47.9 427 304 48.5 248
338 ... e 45.1 40.3 30.0 46.1 23.9
400 . . . .. 415 37.3 29.7 43.1 22.7
500 . ... it i e 37.2 33.6 29.2 39.6 21.4
B00 . .. it e 34.0 30.9 28.9 37.0 205
638 ... . 33.0 30.0 28.8 36.2 20.3
700 . ... i 31.6 28.8 28.7 35.1 19.9
775 e e 30.0 27.5 28.6 339 19.5
800 ....... ... i i, 29.6 27.2 28.6 33.5 19.3
800 ......... .. 27.9 25.8 28.4 323 18.9
1,000, ... e 26.6 24.6 28.3 31.3 18.6
1,144 . ..o e 24.9 23.3 28.2 30.0 18.2
2000. .. ... e 19.1 18.6 279 26.1 17.0
5000. ... i 12.7 13.8 276 225 15.9
10,000 . ...... ... o ., 9.7 11.7 275 21.2 16.6

A. General and family practice, intemal medicine,
B. General surgery, neurology.
C. “All other” specialties.

D. Pediatrics, abstetrics and gynecology, orthopedic surgery, cardiovascular disease, dermatology, urology, psychiatry,

ophthaimology, otorhinolaryngology, and doctors of osteopathy.

Example of use of table: An aggrogate estimate of 2 million drug mentions by a cardiovascular disease specialist has a relative
standard estimate of 17.0 percent or a standard emor of 340,000 drug mentions {17.0 percent of 2 million).

operations and medical coding were
performed by the National Center for
Health Statistics, Hospital Discharge
and Ambulatory Care Survey Section,
Research Triangle Park, North
Carolina.

Sampling errors

The standard error is primarily a
measure of the sampling variability
that occurs by chance when only a
sample, rather than an entire
universe, is surveyed. The relative
standard error of an estimate is
obtained by dividing the standard
error by the estimate itself; the result
is then expressed as a percent of the
estimate. Relative standard errors of
the estimated number of drug
mentions are shown in table I and
relative standard errors of the
estimated numbers of office visits are
shown in table II.

Alternatively, relative standard
errors for aggregate drug mentions
and visits may be calculated using the
following general formula, where x is
the aggregate of interest in

thousands, and A and B are the
appropriate coefficient from table V.

B
RSE(x) = \At‘—, 100.0

Standard errors for estimated percent
of drug mentions are shown in
table IIT and for estimates of the
percent of visits in table IV.
Similarly, relative standard errors
for percent may be calculated using
the following general formula, where
p is the percent of inferest and x is
the denominator of the percent in
thousands, using the appropriate
coefficient from table V.

RSE (p) = v ﬁ';(—.l—;l)- 100.0

Adjustments for nonresponse

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

Test of significance and
rounding

In this report the determination
of statistical significance is based on a
two-sided t-test with a critical value
of 1.96 (0.05 level of confidence).
Terms relating to differences such as
““greater than’’ or ‘“less than,”
indicate that the difference is
statistically significant. In the tables
estimates of office visits and drug
mentions have been rounded to the
nearest thousand. Consequently,
estimates will not always add to
totals. Rates and percents were
calculated from original unrounded
figures and do not necessarily agree
with percents calculated from
rounded data.

Definition of terms

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

Physician—A. physician is a duly
licensed doctor of medicine (M.D.) or
doctor of osteopathy (D.0O.) who is
currently in office-based practice and
who spends some time caring for
ambulatory patients. Excluded from the
NAMCS are physicians who are
hospital-based; who specialize in
anesthesiology, pathology, or radiology;
who are federally employed; who treat
only institutionalized patients; or who
are employed full time by an institution
and spend no time secing ambulatory
patients.

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

Visit—A visit is a direct personal
exchange between an ambulatory

Table Il. Relative standard errors for estimated number of office visits: National
Ambulatory Medical Care Survey, 1990

Specialty group
Estimated number of office visits

in thousands All A B C D

Relative standard error in percent

100 .. ... e 68.1 56.2 41.9 59.6 31.2
L 64.9 53.6 40.2 57.0 30.0
200 ... .. e 48.2 40.1 31.7 43.2 23.9
< 44.9 375 30.0 40.5 22.7
300......... . e, 39.4 33.1 274 36.1 20.9
70 .. .. e e 35.5 30.0 25.6 33.1 19.6
400 ... ... i e e 34.2 29.0 25.0 320 18.2
468 . . ... e e 31.6 27.0 23.9 30.0 184
500 .. ... i 30.6 26.2 235 29.3 18.1
820 .. i e e 30.0 25.7 23.2 28.8 18.0
700 .. . e 26.0 225 21.6 25.8 16.8
1,000, .. .o 21.8 19.4 20.0 228 15.8
2000......... . e 15.6 14.9 18.0 18.7 14.4
§000........c0 i 10.3 1.3 16.7 15.8 13.6
100000 . ... ... v 4.3 8.4 15.9 136 13.0

A. General and family practice and internal medicine.

B. Orthopedic surgery.

C. “All other” spedcialties.

D. Pediatrics, general surgery, obstetrics and gynecology, cardiovascular disease, dermatology, urology, psychiatry, neuralogy,
ophthalmology, otorhinolaryngology, and doctors of osteopathy.

Example of use of table: An aggregate estimate of 2 million visits to a cardiovascular disease specialist has a relative standard
estimate of 14.4 percent or a standard error of 288,000 visits (14.4 percent of 2 million).

Table IlIl. Standard errors for percents of estimated numbers of drug mentions: National
Ambulatory Medical Care Survey, 1990

Estimated percent
Base of percent drug mentions
in thousands Tor99 S5o0r895 10o0r90 200r80 300r70 50
Standard errors in percentage points
200 ... . e e 5.8 12.7 17.5 233 26.7 29.1
800 ...t e 3.7 8.0 111 14.7 16.9 18.4
1,000 .. .0 it i i 26 57 78 10.4 11.9 13.0
2000 . ... i e 1.8 4.0 55 74 8.4 9.2
5000. . ... 12 25 3.5 4.7 5.3 5.8
10000 .. .o h i e 0.8 1.8 25 33 38 4.1
18000 ... ..ottt i e 0.7 1.6 22 29 3.3 3.6
20,000 . ... it i 0.6 1.3 1.7 23 27 29
80,000 . ... vttt i e 0.4 0.8 1.1 1.5 1.7 1.8
100000 .......cnievinnnnnn 0.3 0.6 0.8 1.0 1.2 1.8
600,000 .....conhinrirnenns 0.1 0.2 0.3 0.4 0.5 0.5

Example of use of table: An estimate of 30 percent based on an aggregate of 13 million drug mentions has a standard exror of
3.3 pecent or a relative standard efror of 11.0 percent (3.3 percent divided by 30 percent).

patient and a physician (or a staff
member working under the
physician’s supervision), for the
purpose of seeking care and
rendering personal health services.

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

Drug mention—A drug mention is
the physician’s entry of a
pharmaceutical agent—by any route
of administration—for prevention,
diagnosis, or treatment. Generic as

well as brand-name drugs are
included, as are nonprescription and
prescription drugs. Along with all new
drugs, the physician also records
continued medications if the patient
was specifically instructed during the
visit to continue the medication.

Drug utilization rate—The average
number of medications per visit.

Control status—Controlled
medications, because of their
significant potential for dependence
or abuse and their possible diversion
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Table 1V. Standard errors for percents of estimated numbers of office visits: National

Ambulatory Medical Care Survey, 1990

Estimated percent
Base of percent visits
in thousands lor99 So0r95 100r90 200r80 30o0r70 50
Standard errors in percentage points
¢ 4.8 105 14.4 18.2 22.0 240
800 ... ... 3.0 6.6 9.1 12.2 13.9 15.2
1,000, ... .. e 21 4.7 6.4 8.6 9.8 10.7
2000. ... .. 1.5 3.3 4.6 6.1 7.0 7.8
5000....... ... ... .. .. 1.0 2.1 2.9 3.8 4.4 4.8
10,000 .. ... ... 0.7 1.5 2.0 2.7 3.1 3.4
13,000 .. .. ... . ... 0.6 1.3 1.8 2.4 27 3.0
20000 .. ... .. e 0.5 1.0 14 19 22 24
50000 .......... ... 0.3 0.7 0.9 1.2 1.4 1.5
100,000 . ......... ... .. ... 0.2 0.5 0.6 0.9 1.0 1.1
600,000 ................... 0.1 0.2 0.3 0.4 0.4 0.4
Example of use of table: An estimate of 30 pecent based on an aggregate of 13 million visits has a standard error of 2.7
percent or a relative standard error or 9.0 percent (2.7 percent divided by 30 percent).
Table V. Coefficients appropriate for determining relative standard errors by type of
estimate and physician groups: National Ambulatory Medical Care Survey, 1990
Coesfficient
Type of estimate and physician group A B
Drug mentions

Overallfotals .. ...... ... ... ... ... ... .... 0.00259409 67.9417652
General and family practice, internal medicine. . . . ... .. 0.00856244 52.1278030
General surgery, neurology . . ... .... ... ... 0.07521297 5.08446943
“All other” specialtiesgroup. . . .. . .............. 0.03885901 58.8324479
Doctors of osteopathy, pediatrics, obstetrics and

gynecology, orthopedic surgery, cardiovascular

disease, psychiatry, ophthalmology, and

otorhinolaryngology . . . . ............. .. ..... 0.02306475 11.4657235

Visits

Overalltotals . .......... ... .. ... .. .. 0.00138387 46.1954141
General and family practice and internal medicine . . . . . . 0.00669347 30.8610803
Orthopedicsurgery . . . ........... .. v, 0.02504087 15.0649723
“All other” specialtiesgroup. . . .. ............... 0.01820068 33.7058023
Doctors of osteopathy, pediatrics, general surgery,

obstetrics and gynecology, cardiovascular disease,

dermatology, urology, psychiatry, neurology,

ophthaimology, and otorhinolaryngology . .. ........ 0.01684812 8.03232318

into illicit channels, are regulated
under Federal law by the Department
of Justice, Drug Enforcement Agency
(DEA). The Controlled Substance
Act of 1970 characterizes each
controlled drug into one of five
schedules. Schedule 1 drugs, like
heroin and LSD, have a higher
potential for abuse and no current
accepted medical usefulness for
treatment in the United States.
Schedule I drugs are outside the
scope of this report. Each successive
schedule, II-V, reflects a decreasing
degree of dependence and potential
for abuse.

Trade name disclaimer

The use of trace names is for identification
only and does not imply endorsement by the
Public Health Service, U.S. Department of
Health and Human Services.
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Office Visits to Urologists: United States, 1989-90

by David A. Woodwell, Division of Health Care Statistics

During 1989 and 1990 an average
of 9,852,000 office visits were made
annually to urologists in the United
States. The information was collected
by means of the National Ambulatory
Medical Care Survey (NAMCS), an
ongoing probability sample survey of
the private office-based, non-Federal
physicians practicing in the United
States. The NAMCS excludes visits
made to hospital emergency or
outpatient departments. The survey
also excludes physicians who
specialize in anesthesiology,
pathology, or radiology and those
physicians principally engaged in
teaching, research, or administration.
The survey was conducted annually
from 1973 through 1981, again in
1985, and resumed as an annual
survey in 1989 by the Division of
Health Care Statistics, National
Center for Health Statistics, Centers
for Disease Control and Prevention,
Participation in the survey is
voluntary.

The results published in this
report are from the 1989 and 1990
NAMCS, which were conducted in
identical fashion using the same
survey instrument, definitions, and
procedures. The two data sets were
combined to obtain more reliable
estimates. The estimates, including

the number of visits, drug mentions,
and visit rates, are annual averages,
not two-year totals. The national
estimates are calculated from a
sample, not the entire universe of
visits to urologists, and are therefore
subject to sampling variability. The
technical notes at the end of the
report provide guidelines for judging
the precision of the estimates.
Definitions of key terms used in the
survey are also provided. The Patient
Record form used in data collection
is shown in figure 1 and will be useful
when reading the survey results.

Of the visits made to urologists,
about 87 percent were to physicians
who reported they were board
certified in urology, almost 11 percent
were to physicians who reported no
board certification, and approximately
1 percent were to physicians who
reported they were board certified in

surgery.

Data highlights

The average annual 9.9 million
visits to urologists represented
1.4 percent of all visits to office-based
ambulatory care physicians in the
United States during 1989-90, which
is 4 visits per 100 persons and places
urology as the 12th specialty of the 13

most frequently visited (table 1). In
the 1975 and 1976 NAMCS,
urologists had an annual average of
10,364,000 visits or 1.8 percent of all
visits to effice-based ambulatory care
physicians and a visit rate of 5 visits
per 100 persons (1). These numbers
are not statistically significantly
different from the current data.

Patient characteristics

As shown in table 2 most visits to
the urologist are made by patients 25
years of age and over (about
91 percent). The percent of visits
increases significantly by age, from
nearly 4 percent for patients 15-24
years of age, to around 22 percent for
patients 2544 years of age. Since
1975-76, the percent distribution of
visits by age group has remained
statistically unchanged for all except
patients 65 years of age and over.
This age group accounted for about
28 percent of the visits to urologists in
1975-76 and about 44 percent in
1989-90. The visit rate increased from
1 visit per 100 persons for patients
under 15 years of age to 17 visits per
100 persons for patients 75 years of
age and over. Specifically, the visit
rate more than doubled for patients
65—74 years old compared with
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A

"] .DATE OF VisSIT

PATIENT RECORD

OMSB No. 03200234

v NATIONAL AMBULATORY MEDICAL CARE SURVEY o erosa
2.7 COobE 4 Sex 5. SOLOR OR 6 ETHNCITY | 7 [eghpicrsmehi?g;%(& OF PAYMENT 8.;%% :‘n%g"?gn
1 WHITE 1 pay 4 [ DUE CROSS/ c
e I Bt i B e
) 2Dwu GDIASf:N"g;Im 2 NOT ZDM EDWCE 'DW’I 1DVES z[]no
S < CJamengay | | [ weoow s [ TR

a. MOST IMPORTANT

g.PATlENT‘S COMPLAINT(S), SYMPTOMIS}), OR OTHER
REASON(S] FOR THIS VISIT /in patient’s own words]

1 0_ PHYSICIAN'S DIAGNOSES

8. PRINCIPAL DIAGNOSIS/PROBLEM ASSOCIATED WITH ITEM Se.

HAVE YOU SEEN
® PATIENT BEFORE?

11

1Oves 2w
y

b. OTHER

b. OTHER SIGNIFICANT CURRENT DIAGNOSES

IF YES, FOR THE CONDITION

N (TEM 1087
2o

1] ves

1 [] wone

2 ] arTeST

3 [ revicexam

4 7] ereasT patraTiON
s ] mammoGram

6 [] visuaL acurty

1 Z.MGNOSTICISCREENNG SERVICES THIS VISIT
[Check all ordered or provided]

7 [[] mo0D ressune cHeck
8 [ urinarvsis

9 [7] cresT xnav
10 [] DIGITAL RECTAL EXAM
11 [T] rrocTrsiGMomoscorY

12 [[] sToOL 8LOOD ExAM

13 [] ORAL GLUCOSE TOL.

14 [[] cHoLesTEROL MEASURE
15 [_] uiv semoLogyY

16 ] ovwen BLOOD TEST

17 [] oTHeR fspeciy

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

1 [] nowe

2 [[] WEIGHT REDUCTION

3 [[] cHoLesTEROL REDUCTION
4 [T smoxing cessaion

& [_] HIv TRANSMISSION

6 [ emeasT sELF-Exam

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

1 [] nome

2 [] psvcHoTHERAPY

3 [[] commecTive Lenses

4 [] ameuLatoRY surcery
s [ pHYsioTHERAPY

o [] omeR mspecif

7] onien

o wowe, creck were [

1 5 . MEDICATION THERAPY /Record all new or continued medications ordered or provided at this visit. Use the sume
brand name or generic name entered on any Rx or office medical record. Inchude imrmunizing and desensitizing agents.]

5.

0 0 0 =0
0 0 0O =0
0 20 0O =0
0 00 0 =0
0 0 0 =0

1 6 DISPOSITION THIS VISIT 1 7 DURATION
* [Check ail that apply] ® OF THIS
viSIT
1 {T] no FoLLow-uP PLANNED [Time
acrually
2 [T] weTunn AT SPECIFIED TIME spent with
Pphysician]
3 [T revun 1f negoeD, PRN.
« [} TELEPHONE FOLLOW-UP
PLANNED
5 [] merERRED TO OTHER PHYSICIAN
s [ acTuRneD 7o ReFERRING
PHYSICIAN
7 [[] Aom 7o noseiraL ——a—
8 [ omeR fspecity

Figure 1. Patient Record form

patients 45-64 years old, from 6 to 13
visits per 100 persons.

Males made the majority of visits
to urologists (72 percent) while
females made the majority of visits to
all physicians (about 60 percent).
Males 25 years of age and over made
almost 66 percent of the visits to
urologists, and those 2544 years of
age accounted for 5 times more visits
than the 15-24 year olds. The visit
rate for males rose from 1 visit per
100 persons for patients under 15

years of age to 33 visits per 100
persons for patients 75 years of age
and over. The most significant
increase in the visit rate was for male
patients 65-74 years of age with 23
visits per 100 persons compared with
8 visits per 100 persons for patients
45-64 years old. Males also showed a
significant increase in the visit rate
between the 65-74 and 75 years and
over age groups, from 23 to 33 visits
per 100 persons (table 2).

* U.S. GOVERNMENT PRINTING OFFICE:1980-220-197

The percent distribution of visits
for females was similar in that a
significant increase occurred for
female patients 25-44 years old. As
compared with 1975-76, the percent
of visits by males to urologists has
increased by about 21 percent while
the percent of visits by females has
decreased by about 30 percent. The
visit rate for males was 3 times the
rate for females, 6 and 2 visits per
100 persons, respectively. Visit rates
for males were significantly higher
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Table 1. Average annual number, percent distribution, and rate of office visits, by

physician specialty: United States, 1989-30

Average annual Average annual

number of visits Percent number of visits

Physician specialty in thousands distribution  per 100 persons
Alvisits . ... .. .. . i e 698,653 100.0 285
General and family practice . .. .. ........... 208,045 29.8 85
Internalmedicine. . . .. .................. 87,719 12.6 36
Pediatrics .. ............ ... .. 84,280 121 34
Obstetrics and gynecology. . .. . .. ........... 59,812 8.6 24
Opthalmology. . . ................... ... 41,302 5.9 17
Orthopedicsurgery . ... ..., 34,033 4.9 14
Dematology . .......viuiieennnnnnnnnn 25,164 3.6 10
General SUPgery . .. .....ovieeeennnnennn 23,891 3.4 10
Psychiatry . . .. ......... ... ... 18,790 2.7 8
Otolaryngology . . « -+ oottt i e i 16,957 24 7
Cardiovasculardisease. . .. ............... 11,040 1.6 5
Urological surgery . . . .. . v oo i ieieneann., 9,852 1.4 4
Neurology . .. ........ ... it 6,167 0.9 3
All other specialties . . ................... 71,603 10.2 29

Table 2. Average annual number and percent distribution and average annual rate of office

visits to urologists, by sex and age: United States, 1989-90

Average annual Average annual

number of visits Percent number of visits
Sex and age in thousands distribution  per 100 persons
Totalvisits . . . ...t i 9,852 100.0 4
UnderiSyears .. ..........covvennn 492 5.0 1
15-24years . . .. .coiei it iie e 370 3.8 1
25-44years . . ...t e e, 2,120 21.5 3
45-64Y0arS . . .. .ttt i i 2,575 26.1 6
B5-74ylarsS . . ...t e, 2,377 24.1 13
75years and Over .. ... i eeieaananan 1,917 19.5 17
- 7,098 72.0 6
UnderiSyears ... ................... 369 3.7 1
16-24y8ars . . ... i e e 268 27 2
254 Years . ...t e e 1,446 14.7 4
45-64y0ars . . ... i e 1,818 18.5 8
B5-74Y0arS . . ...ttt i e 1,805 18.3 23
75yearsandover . ... ... i e 1,392 14.1 33
Female. . ........cciititiinnnennnn 2,754 28.0 2
Under1Byears . ....ccvvvvvvvinnnn.. 123 1.3 0
15-24years . . .. ... it 102 1.0 1
25-44Y0arS . . .. i it e 674 6.8 2
45-64Y0ars . . .. it i e e 757 7.7 3
B5-74YBarS . . . ... it i 573 5.8 6
75yearsand over .. ... ..ot veinananann 526 53 7

than visit rates for females for the
three oldest age groups (table 2).
Visits to urologists by the
patient’s race are shown in table 3.
About 9 of every 10 patients were
white persons, which is similar to that
for all physicians. When visit rates are
compared, there are no statistical
differences between the visit rates for
white, black, or ‘‘other’’ race groups.

Males accounted for more visits to
urologists than females did for all
race groups.

The expected sources of payment
for visits to the urologist are shown in
figure 2. Blue Cross/Blue Shield or
another commercial insurance was an
expected source of payment in about
49 percent of the visits, which is
about 40 percent higher than for all

physicians. In about 46 percent of the
visits to urologists, government
insurance (Medicare and Medicaid)
was the expected source of payment
for all or part of the visit, which is
almost 70 percent higher than for all
physicians. Self payment was an
expected source of payment in
approximately 16 percent of the visits
or about half as many compared with
all physicians. HMO’s (health
maintenance organizations), IPA’s
(individual practice associations), and
other prepaid plans were the
expected source of payment in about
7.2 percent of the visits to urologists
as compared with 14.8 percent for all
physicians.

As shown in table 4, about
14 percent of visits made to the
urologist were referred by another
physician, which is considerably
higher than 5.5 percent for all
physicians. Most visits to the urologist
were ‘‘old patients’ (patients who
had previously visited the physician)
with an ‘“old problem’” (a condition
previously treated by the physician),
which represented almost three-
quarters of the visits. Old patients
with new problems represented about
5 percent of the visits and new
patients to the urologists represented
about one-fifth of the visits.
Compared with all physicians,
urologists saw a higher percent of old
patients with old problems and a
smaller percent of new patients. No
statistical difference was found in
comparison with data from the
1975-76 NAMCS.

Patient’s reason for visit

The principal reasons for visit are
presented in tables 5 and 6. The
principal reason for visit is the
patient’s problem, complaint, or
symptom listed first on item 9 of the
Patient Record that necessitated the
office visit. These data have been
classified and coded according to the
Reason for Visit Classification for
Ambulatory Care (RVC) (2).

The RVC is classified into eight
modules as shown in table 5. Almost
60 percent of the principal reasons
for visit to the urologist were for
symptoms, with over half of these
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Table 3. Average annual number, percent distribution, and rate of visits to urologists, by
race and sex: United States, 1989-80

Average annual Average annual
number of visits Percent number of visits
Race and sex in thousands distribution per 100 persons
Totalvisits . . . . ..o ittt e, 9,852 100.0 4
Black . .. ... .. i 747 7.6 2
Male . ....... ... i i, 574 58 4
Female . ........... ... 0iiuennon. 173 18 1
White . . ....... .. i i 8,785 89.2 4
Male............. .0 i, 6,281 63.8 6
Female ........... ..t iienen... 2,503 254 3
Other' . ... . . . 134 1.4 2
Male....... ... ... ... i, - 102 1.0 2
Female .............. .. ... 32 0.3 .1
Unspecified . .. ....................... 186 1.9
Tinciudes Asian and Pacific Isk and A Indian, E: and Aleut.
Urologists &4 All physicians
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Figure 2. Expected source of payment to urologist: United States, 1989-90

visits being symptoms referable to the mostly into the symptom module

genitourinary system. Other principal
reasons for visit were for treatments
(about 17 percent) and for diseases
(almost 14 percent). The principal
reasons for visit to all physicians fell

(approximately 57 percent); the
diagnostic, screening, and
preventive module (about

16 percent); and the treatment
module {(about 10 percent).

Differences between urologists and all
physicians in these modules were
statistically significant.

The top 20 principal reasons for
visit to the urologist, which accounted
for about three-fifths of all visits, are
listed in table 6. Other urinary
dysfunctions (7.8 percent) is the first
listed principal reason for visit and
includes problems of retention,
hesitancy, or volume of urine, This
reason for visit has increased
significantly since 1975-76 when it
represented 3.4 percent of the visits
to urologists and was the 8th listed
reason for visit (1). This change may
be associated with the significant
increase in the percent of visits for
the principal diagnosis, hyperplasia of
prostate (ICD-9-CM code 600),
discussed later in this report, and the
increase in the percent of visits made
by patients 65 years of age and over.
Frequency and urgency of urination,
abnormalities of urine, painful
urination, and incontinence account
for five of the first ten reasons for
visit. Painful urination decreased
significantly from 10.7 percent in
1975-76 to 4.5 percent in 1985-90, a
decrease of 58 percent (1) and may
be associated with the significant
decrease in the percent of visits for
the principal diagnosis, inflammatory
diseases of the prostate (ICD-9-CM
code 601). Most of the other principal
reasons for visit have remained
statistically similar since 1975-76.

Physician’s diagnosis

Data on the principal diagnosis
rendered by the urologist are shown
in tables 7 and 8. The principal
diagnosis is recorded on item 10a of
the Patient Record and corresponds
to the principal reason for visit (item
9a). The diagnoses are coded and
classified according to the
International Classification of Diseases,
9th Revision, Clinical Modification
(ICD-9-CM) (3).

As shown in table 7, the
ICD-9-CM is organized into broad
categories relating to the major
systems of the body. As expected,
diseases of the genitourinary system
represented over half of the
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Table 4. Average annual number and percent distribution of office visits to urologists, by diagnoses. Neoplasms, the second
patients’ referral status and visit status: United States, 1989-90 most frequent diagnosis category
?

Avergge a;nnual represented about 12 percent of the
number of visits Percent o) .
Referral and visit status in thousands distribution Visits. TOgether’ these two categories
accounted for approximately
AllViSS . ..o e e 9,852 100.0 71 percent of all the visits to
Patient referred urologists. The percent of visits to
YOS & it e e 1,412 14.3 urologists that included diagnoses of
N i e e e e 8,440 85.7 neoplasms haVe Sigﬂiﬁcaﬂtly iﬂCI'CaSCd
Visit status from 1975-76 to 1989-90 (from about
Newpatient. . .. .ooineie it iieieee e, 2,027 206 6 percent to almo.st 12 percent).
Old patient, newproblem ... ............ ... iiui.... 476 4.8 The top 20 diagnoses made by
Oldpatient,oldproblem . .. .. ....... ... ... ... ... 7,349 746 urologists in 1989-90, which represent

almost 78 percent of all visits, are

listed in table 8. Hyperplasia of
Table 5. Average annual number and percent distribution of office visits to urologists, by _1; thed
principal reason for visit module: United States, 1989-90 prostate, the first-listed principal

diagnosis, accounted for about

Average annual iQite 1
Principal reason for number of visits Percent 1_3 p-ercent ?f the visits in 1989-90, a
visit module and RVC code’ inthousands  distribution ~ significant increase from 1975-76

when it represented almost 6 percent

All principal reasonsforvisit . . . . .. .. .. ... ... i i 9,852 100.0 of the visits and was the fifth-listed
Symptommodule .. ... .. . e S100-S999 5,903 59.9 . x . .

Symptoms referable to the genitourinary system. . . . ... .. S640-S829 4,560 46.3 meClp al dlagn osis. Infl ator.y
DiSEaSe MOGUIB « « . v v v v eeeeeeeeeneeeeannen D001-D999 1,360 138  diseases of prostate, the fourth-listed
Diagnostic, screening, and preventive module. . . ... ...... X100-X599 528 54 principal diagnosis, decreased
Treatmentmodule . . . . . ..ottt e e e T100-T899 1,704 17.3 Signi.ﬁ Canﬂy from 9 3 percent Of the

R .

2 L) - .
Allothermodules® . . . ... . ittt it e et e 357 3.6 visits in 197576 to 5.4 percent in
'Based on A Reason for Visit Classification for Ambulatory Care (RVC) (2). 1989-90. Cystitis, which accounted for
ZIncludes Injury and adverse effects module; test results module; administrative module; uncodable and blank entries. about 4 percent of the visits in

1989-90, decreased by approximately
Table 6. Average annual number, percent distribution, and cumulative percent of office 60 percent since 1975-76. In the
visits to urologists, by the 20 most common principal reasons for visit: United States, 1975-76 survey, cystitis was the most
1989-90 common diagnosis, with almost
o Averggre a;nnual n Cumula- 11 percent of the visits (1). The other
Principal reason for number of visits 'orcent tive . .
Rank visit and RVC code’ inthousands  distibution percent  tOP 20 diagnoses in 1989-90 have
remained similar since 1975-76.
Allreasonsforvisit. . .. ......... ... .. ... ... ... 9,852 100.0 -
1 Otherurinary dysfunctions. . . . ................. S660 77 7.8 7.8
2 Frequency and urgency of urination. . . .. .......... S645 656 6.7 145 Diagnostic and screening
3 Abnormalitiesofurine. . ... ..... ... ... ... ..... S640 485 4.9 19.4 services
4 Psychosexualdisorders. . ... .................. S160 444 4.5 239
5 Painfulurination . ........ ... .. ... ... ... S650 441 45 284
6 Incontinence of urine (enuresis) . ................ S655 395 4.0 324 Urologists ordered or provided a
7 Symptomsofprostate. . ............ ... ... .... S710 386 39 36.3 ur T
8  Cancer, urinary and male genitaltract. . . ........... D125 383 3.9 40.2 . aly SIS 10 abOElt 72 percent of all
9  Urinary tract disease (except cystitis) . . ... ......... D705 348 3.5 437 visits, almost 6 times more than all
10 Symptoms of scrotum andtestes. . . . . ... v. ... ... S715 348 35 47.2 physicians. In addition, a digital rectal
11 Diseases of the male genitalorgans. ... ........... D710 334 3.4 50.6 e was al dered vided
12 Symptomsofthebladder ..................... 5665 271 28 63.4 .xam as S; Orb c;r p.ro b 6
18 UAinary tract infection « . « . v veveeees s ssnnnnn.. S675 268 27 56.1 times more often by urologists (about
14 PaiN. .o e $055 208 2.1 582 20 percent) than all other physicians
15 Generialmedicalexam .. .................... X100 182 1.9 60.1 ( H :
€ approximately 4 percent). Urologists
16 Symptomsofpenis . ....... ... ..., . ... S700 154 1.6 61.7 N
17 Family panning. .« .« o v v eenr e e, X500 124 13  eao  performed or ordered fewer pelvic
18 Sterilization to be performed exams, blood pressure tests, and
i B(atkthls v;n) ............................ X525 Hg :: ggi other blood tests than all other
aCK SYMPIOMS .+« v i vttt s et e S905 . . .. . .
20 Other symptoms referable to urinarytract . . ......... S680 114 1.2 66.6 physmlans. Approx1mately one-third

of the visits included a diagnostic test
that was not specified on the Patient
Record (table 9).

'Based on A Reason for Visit Classification for Ambulatory Care (RVC) (2).
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Table 7. Average annual number and percent distribution of office visits to urologists, by
principal diagnoses rendered by the physician: United States, 1989-90

Average annual

Principal diagnoses and number of visits Percent
ICD-9-CM codes ' in thousands distribution

All principal diagnoses . . . .. ............ ... ...... 9,852 100.0
Infectious and parasitic diseases. . . . ........... 001-139 213 2.2
Neoplasms . ... ........0 0, 140239 1,169 11.9
Endocrine, nutritional, and metabolic

diseases and immunity disorders. . . . ... ....... 240-279 92 0.9
Mentaldisorders. . . . ..................... 290-319 330 3.4
Diseases of the nervous system and sense

OFQaNS .« v v vt ettt ittt e e e 320-389 158 1.6
Diseases of the genitourinary system. . .. ... .. ... 580-629 5,797 58.8
Symptoms, signs and ill-defined conditions . . . ... .. 780-799 593 6.0
Supplementary classifications. . .. ........... V001-vV082 850 8.6
Allother diagnoses?. . . . ..ot et 508 5.2
Unknowndiagnoses® . .. ............ ... 141 1.4

Based on Intemnational Classification of Diseases, 8th Revision, Clinical Modification ({CD-9—CM) (3).
Zincludes: diseases of the blood forming organs (280-288); diseases of the circulatory system (390—459); diseases of the
respiratory system (460-519); diseases of the digestive system (520-579); complications of pregnancy, childbirth, and the

puerperium (630-676); diseases of the skin and subcutaneous tissue (680-709); di

of the musculoskeletal and

connective tissue (710-739); congenital anomalies (740-759); certain conditions originating in the perinatal period (760-779);

and injury and poisoning (800~998).

Zincludes btank diagnoses, uncodable diagnoses, and illegible diagnoses.

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

United States, 1989-90

Average
annual
number of
Most common principal diagnoses visits Percent Cumulative
Rank and ICD-8-CM code! in thousands  distribution precent
All principal diagnoses . . ... ............ . ... ..., 9,852 100.0 L
1 Hyperplasiaofprostate. . . . ................... 600 1,257 12.8 12.8
2  Other disorders of urethra and urinary tract . . . .. ... .. 5§99 994 10.1 229
3 Malignant neoplasmof prostate . . . .. ............ 185 695 741 30.0
4 Inflammatory diseases of prostate . . . .. ........... 601 536 5.4 35.4
5  Urethralstricture. . . .................. .. ... 598 535 5.4 40.8
6 Calculus of kidney andureter . ... .............. 592 497 5.0 45.8
7  Symptoms involving urinary system. . . . ... ........ 788 469 4.8 50.6
8 Cystitis. . ..... .o i e e e e 595 423 4.3 54.9
9 Sexual Deviations and disorders. . . . . ... ......... 302 325 3.3 5§8.2
10 Malignant neoplasmof bladder. . . .. ... .. ........ 188 233 2.4 60.6
11 Other postsurgical states. . . .. ................ V045 217 22 62.8
12 Contraceptive management. . . .. .............. V025 212 22 65.0
13 Urethritis, not sexually transmitted, and
urethralsyndrome . . . .. ... ... . .. 597 198 2.0 67.0
14 Orchitis and epididymitis. . . . ... ............... 604 195 2.0 69.0
16 Disordersofpenis. . ......... ... .. ... . .. 607 187 1.9 70.9
16 Other disordersofbladder .. ... ............... 596 166 1.7 72.6
17 Other disorders of male genitalorgans. . . .. ... ... .. 608 148 1.5 74.1
18 Other paralytic syndromes . .. .. ............... 344 148 15 75.6
19 Neoplasms of unspecifiednature . .. ... .......... 239 120 1.2 76.8
20 Redundant prepuce and phimosis. . . .. ... ........ 605 103 1.0 77.8

"Based on International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM) (3).

Medication therapy

As shown in table 10, only about
40 percent of the visits made to
urologists in 1989-90 were drug visits.
A drug visit is one in which one or
more medication(s) were prescribed

or administered by the physician. In
contrast, the majority of visits made
to all physicians were drug visits
(60 percent). Of the drug visits to
urologists, about three-quarters were
visits in which one drug was

prescribed or administered. Of all the
drugs prescribed or administered by
ambulatory care physicians, the drugs
prescribed or administered by
urologists accounted for roughly

1 percent.

As shown in table 11, the
estimated 5.5 million drug mentions
by urologists are classified into
therapeutic categories as defined by
the National Drug Code Directory (4).
The majority of drug mentions were
antimicrobial agents (almost
52 percent), specifically sulfonamides
and trimethoprim (about 13 percent),
and urinary tract antiseptics (about
24 percent). No comparison is
possible with the 1975-76 data
because these data were not collected
until 1980. The top 20 generic
ingredients in order of frequency are
listed in table 12. Trimethoprim, the
first-listed generic ingredient,
represented nearly 14 percent of the
estimated 5.5 million drug mentions
in 1989-90. Sulfamethoxazole and
Ciprofloxacin HCL, the second- and
third-listed generic ingredients,
follow with approximately 12 percent
and 8 percent, respectively. The 20
most frequent medication entries
made by the physician on the Patient
Record are listed in table 13. The
physician is instructed to enter either
the brand or generic name of the
medication and to include both
over-the-counter and prescription
drugs that may be either prescribed
or administered. Cipro and
Macrodantin, two antibacterial
medications, top the list with about
8 percent and 7 percent, respectively.

Duration and disposition

Of the visits made to urologists,
approximately 60 percent lasted 15
minutes or less and approximately
35 percent lasted 16-30 minutes
(table 14). The mean duration of a
visit in 1989-90 was approximately 17
minutes, compared with
approximately 16 minutes in
1975-76. Both means exclude visits of
zero minutes. A visit of zero minutes
is one in which the patient had no
face-to-face contact with the
physician but received care from a
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Table 9. Average annual number and percent distribution of office visits to urologists and
percent distribution for all phyiscians, by diagnostic service ordered or provided:
United States, 198990

member of the physician’s staff. Visits
of zero minutes accounted for
approximately 1 percent of the visits,

Visis o Lrologists ‘;;fy"‘ssic‘i‘;g’ which was similar to that for all
physicians (1.7 percent). The duration
Average annual . . . .
Diagnostic service number of of visit does not include time spent
ordered or visits in Percent Percent  yaiting for the physician, waiting for
provided thousands distribution distribution test results. or time with someone
td
Total VISHS . « o oo v ee 9,852 100.0 100.0 else on the physician’s staff.
Pelvicexam. ..........ccouu... 353 3.6 7.4 As shown in table 14, most visits
BloOd PreSSUre. « v v oo v v ev et 1,105 11.2 367 to the urologist had a disposition for
gru;taallyms .I ................... :,; 151 1752 1:; the patient to return at a speciﬁc time
igital rectalexam . . .. ........... K . X . .
Other blood fest . . . . ... ......... 605 6.1 13.0 (around 75 percent), which is
Other listed services . . . . ......... 108 1.4 28.3 statistically higher than for all
Other diagnostic services . ......... 3,280 333 25.2 physicians (about 62 percent). This
NOM® . . o e evieeeiiaaeannn 1,446 147 ar.2 was followed by instructions for the

patient to return if needed (about

13 percent), which is approximately
42 percent less often than for all
physicians. The 1989-90 disposition
data are not statistically different
than the 1975-76 disposition data.

Nncludes pap test; breast palpation; mammogram; visual acuity; chest x ray; proctoscopy/sigmoidoscopy; stool blood exam;
oral glucose tolerance test; cholesterol measure; HIV serology.

NOTE: Numbers may not add to totals because more than one diagnostic service was possible during the patient visit.

Table 10. Average annual number and
percent distribution of office visits to
urologists, by type of visit and number of
medications ordered or prescribed:
United States, 1989-90

Table 11. Average annual number and
percent distribution of drug mentions to
urologists by therapeutic category:
United States, 1989-90
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Table 12. Average annual number and Table 14. Average annual number and
percent distribution of the top 20 generic percent distribution of office visits to
ingredients most often utilized by urologists, by duration and disposition:
urologists: United States, 1989-90 United States, 1989-90
Average Average annual
annual Dwuration and number of visits  Percent
number of disposition in thousands  distribution
Generic mentions in  Percent
Rank ingredient thousands®  distribution Total ............ 9,852 100.0
All drugs mentions. . 5,475 100.0 Duration of visit
1 Trimethoprim . .. .. 740 13.5 Zero minutes . . . . ... o2 09
2 Sfjlfametho'xazole. .. 663 121 1-5 minutes. . . . . ... 981 10.0
3 Ciprofioxacin HCL .. 454 8.3 6-10 minutes . . . . . . . 2,218 225
4 Nltrofuran.tom ..... 386 7.1 11=15 minutes . . . . . . 2,575 26.1
S Norfloxacin. . . .. ... 346 6.3 16-30 minutes . . . . . . 3,441 349
6  Oxybutynin. .. .... 251 46 31 minutes or more . . . 546 55
7 Hyoscyamine . . ... 174 3.2
8 Doxycycline . .. ... 169 3.1 Disposition of visit
9  Phenazopyridine . . . 155 2.8
10 Testosterone. . . . . . 146 2.7 No followup planned . . 3,326 34
11 Acetaminophen. ... 127 2.3 Retum at specific
12 Ibuprofen. ... .. .. 119 2.2 tme............ 7,406 75.2
13 Atropine . ....... 108 2.0 Return if needed . . . . . 1,307 13.3
14 Tetracycline . . . . .. 102 1.9 Telephone followup
15 Oxycodone. . . . . . . 90 1.6 planned. . .. ... ... 238 2.4
16 Methyleneblue . ... 90 1.6 Referred to other
17 Methenamine . . ... 89 1.6 physician.. . . . s 144 1.5
18 Phenyl salicylate . .. 86 1.6 Referred to referring
19 Yohimbene. . . .. .. *71 13 physician. . . ...... 134 1.4
20 Cephalexin _______ *59 *1.1 Admit to hospital ..... 292 3.0

Other. ........... 438 4.4

1Frequency of mention combines single-ingredients agents
with mentions of the agents as an ingredient in a
combination drug.

Table 13. Average annual number and
percent distribution of the top 20
medication entries made by urologists:
United States, 198990

Average
annual
number of
mentions in Percent
Rank Entry name thousands  distribution
All drug mentions . . . 5,475 100.0
1 GCipro........... 454 8.3
2 Macrodantin . .. ... 381 7.0
3 Noroxin ......... 346 6.3
4 BactrimDS ....... 305 5.6
5 Ditropan......... 242 4.4
6 SeptraDS........ 145 2.7
7  Pyridium......... 139 2.5
8 Bactrim.......... 113 2.1
9 Motrin .......... 99 1.8
10 Tetracycline. . ... .. 94 1.7
11 Ursed .......... 86 1.6
12 Septra.......... 80 15
13 Depo-Testosterone . . 77 1.4
14 Yohimbene .. ... .. 71 1.3
15 Doxycycline. . .. ... *64 1.2
16 Ampicillin . .. ... .. *59 *1.1
17 Testosterone . . . . .. *56 *1.0
18 Percocet-5 ....... *44 *0.8
19 DoryX........... *44 *0.8
20 Cystospaz........ *41 *0.8

The entry name recorded on the Patient Record form could
be either the trade or generic name of the medication.
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Symbols
--- Data not available

. Category not applicable
- Quantity zero

0.0 Quantity more than zero but less
than 0.05

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

* Figure does not meet standard of
reliability or precision (estimate is
based on fewer than 20 births in
numerator or denominator)
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Technical notes

Sources of data and
sample design

The information presented in this
report is based on data collected by
means of the National Ambulatory
Medical Care Survey (NAMCS) from
March 20, 1989, through December
30, 1990. The target universe of
NAMCS includes office visits made in
the United States by ambulatory
patients to nonfederally employed
physicians who are principally
engaged in office practice but not in
the specialties of anesthesiology,
pathology, or radiology. Telephone
contacts and nonoffice visits are
excluded.

A multistage probability sample
design is used in NAMCS, involving
samples of primary sampling units
(PSU’s), physician practices within
PSU’s, and patient visits within
physician practices. The PSU’s are
counties, groups of counties, county
equivalents (such as parishes or
independent cities), or towns and
townships (for some PSU’s in New
England). A sample of 2,535 non-
Federal, office-based physicians was
selected in 1989 and 2,528 non-
Federal, office-based physicians were
selected in 1990 from master files
maintained by the American Medical
Association and American
Osteopathic Association. The sample
included 118 urologists in both 1989
and 1990, of which 94 were eligible in
1989 and 96 were eligible in 1990.
The physician response rate for the
1989 NAMCS was 74 percent; in
1990, it was 75 percent. Urologists
had a response rate of 76 percent in
1989 and 72 percent in 1990. Sample
physicians were asked to complete
patient records (figure 1) for a
systematic random sample of office
visits occurring during a randomly
assigned 1-week reporting period.
Responding physicians completed
38,384 patient records in 1989 and
43,469 in 1990. Urologists completed
1,569 Patient Record forms in 1989
and 1,584 in 1990. Characteristics of
the physician’s practice, such as
primary specialty and type of practice,
were obtained from the physicians
during an induction interview. The
U.S. Bureau of the Census, Housing

Surveys Branch, was responsible for the
survey’s data collection. Processing
operations and medical coding were
performed by the National Center for
Health Statistics, Hospital Discharge and
Ambulatory Care Survey Section,
Research Triangle Park, North Carolina.

Sampling errors

The standard error is primarily a
measure of the sampling variability that
occurs by chance when only a sample,
rather than an entire universe, is
surveyed. The relative standard error of
an estimate is obtained by dividing the
standard error by the estimate itself; the
result is then expressed as a percent of
the estimate. Approximate relative
standard errors (RSE’s) of selected
aggregate statistics are shown in table I,
and the relative standard errors of the
estimated number of drug mentions are
shown in table II. All frequencies in this
report are average annual figures and
must be doubled before a significance
test can be performed. Relative standard
errors for aggregate visits and drug
estimates may be calculated using the
following general formula, where x is
the aggregate of interest in thousands,
and A and B are the appropriate
coefficient from table IV.

B
RSE (x)= /A +—x100.0
x

Approximate relative standard errors for
estimates of the percent of visits are
shown in table ITI. The RSE’s for
percent may be calculated using the
following general formula, where p is
the percent of interest and x is the
denominator of the percent in thousands,
using the appropriate coefficient from
table IV.

RSE (p) = /%x(p) x 100.0

Adjustments for nonresponse

Estimates from NAMCS data were
adjusted to account for sample
physicians who were in scope but did
not participate in the study. This
adjustment was calculated to mini-
mize the impact of response on final

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

Estimated number
of office visits All
in thousands specialties  Urologists

Relative standard error
(RSE) in percent

100 ... 72.7 31.1
200 ... ... 51.5 234
300 ..., 42.1 20.1
400 .. ............ 36.5 18.3
500 . ... ... 32.6 1741
700 .. ... 27.6 15.6
1,000............. 23.2 14.4
2000............. 16.5 12.9
5000............. 10.7 11.8
7000............. 9.2 11.7
10,000 ............ 7.9 11.5
30,000 ............ 5.2 11.2
50,000 ............ 45 11.2
100000 ........... 3.9 11.2
500000 ........... 33 111
700000 ........... 3.2 11.1
1,400,000 .......... 3.2

NOTE: Urologist 30 percent RSE = 110,000; all spacialties
30 percent RSE = 593,000.

Example of use of table: An aggregate estimate of 5 million
visits to a urologist has a relative standard estimate of 1.9
percent or a standard error of 595 thousand visits

(11.9 percent of 5 million).

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

Estimated number
of drug mentions All
in thousands specialties  Urologists

Relative standard error
(RSE) in percent

160 .. ............ 0.3 36.1
200..... .. L 63.9 27.0
300.............. 52.3 23.3
400 .............. 45.3 21.1
500 .............. 40.6 19.7
700 .. ... .. 34.3 18.0
1000............. 28.8 16.6
2000............. 20.6 14.7
5000............. 13.4 13.5
7000............. 1.5 13.3
10000 ............ 9.9 13.1
30,000 ............ 6.5 12.8
50000 ............ 5.7 12.8
100,000 ........... 4.9 12.7
500,000 ........... 4.2 12.7
700,000 ........... 4.1 12.7
1,400,000 .......... 4.0

NOTE: Urolagist 30 percent RSE = 155,000; all specialties
30 percent RSE = 922,000.

Example of use of table: An aggregate estimate of 2 million
drug mentions by a uralogist has a relative standard estimate
of 14.7 percent or a standard error of 294 thousand drug
mentions (14.7 percent of 2 million).
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Table [il. Standard errors for percents of estimated numbers of office visits for the National Ambulatory Medical Care Survey:
United States, 198990

Estimated percent
Base of percent
(visits in thousands) Torg9 Sor95 10 or 90 20 or 80 300r70 50
Standard error in percentage points
100 ... it 29 6.3 8.7 11.6 13.3 14.6
200 ... e e 241 4.5 6.2 8.2 9.4 10.3
500 .ottt i e 1.3 2.8 3.9 5.2 6.0 6.5
£ 1.1 24 3.3 4.4 5.0 55
1000 .. .0ttt i e i 0.9 2.0 28 3.7 4.2 4.6
2000 ... 0ttt e 0.6 1.4 20 2.6 3.0 3.3
5,000 .. it ittt 0.4 0.9 1.2 1.7 1.9 241
7,000 .. i e, 0.4 0.8 1.0 1.4 1.6 1.7
10,000 . ...t 0.3 0.6 0.9 1.2 1.3 1.5
20000 .... i 0.2 0.5 0.6 0.8 1.0 1.0
80,000 ....hi it e 0.2 0.4 05 0.7 0.8 0.8
50,000 . ....i ittt 0.1 0.3 0.4 0.5 0.6 0.7
80,000 ....hi it i e 0.1 0.2 0.3 0.4 0.5 0.6
100,000, » . oo v vttt 0.1 0.2 0.3 0.4 0.4 0.5
500,000, . .. ..ttt 0.0 0.1 0.1 0.2 0.2 0.2
1,400000 .................... 0.0 0.1 0.1 0.1 0.1 0.1

Example of use of table: An estimate of 30 percent based on an aggregate estimate of 10 million visits in 1989-80 has a standard error of 4.2 percent or a relative standard error of 14.0 percent

(4.2 percent divided by 30 percent).

estimates by imputing to nonrespon-
ding physicians data from visits to
similar physicians. For this purpose,
physicians were judged similar if they
had the same specialty designation
and practiced in the same PSU.

Test of significance and
rounding

In this report, the determination
of statistical inference is based on a
two-sided #-test. The Bonferroni
inequality was used to estimate the
critical value for statistically
significant differences (0.05 level of
significance). Terms relating to
differences such as ‘“higher,”” “‘less,”
and so forth indicate that the
differences are statistically significant.
Terms such as ‘“‘similar”’ or ‘‘no

Table IV. Coefficlents appropriate for
determining relative standard errors, by
type of estimate and physician speclalty:

National Ambulatory Medical Care Survey,

1989-90
Type of estimate Coofficient
and
physician specialty A B

Visits

Overalltotals . ..... 0.00097549 52.77952184

Urologist. . . .. .... 0.01236777  8.46452955

Drug mentions
Overalltotals .. .... 0.00157151 81.47054833
Urologist. . ....... 0.01603845 11.42009284

difference’’ mean that no statistical
significance exists between the
estimates being compared. In the
tables, estimates of office visits have
been rounded to the nearest
thousand. Consequently, estimates
will not always add to totals. Rates
and percents were calculated from
original unrounded figures and do not
necessarily agree with percents
calculated from rounded data.

Definition of terms

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

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

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

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

Physician—A physician is a duly
licensed doctor of medicine (M.D.) or
doctor of osteopathy (D.0.) who is
currently in office-based practice and
who spends some time caring for
ambulatory patients. Excluded from
NAMCS are physicians who are
hospital-based; who specialize in
anesthesiology, pathology, or
radiology; who are federally
employed; who treat only
institutionalized patients; or who are
employed full time by an institution
and spend no time seeing ambulatory
patients.

Urologist—A urologist is a
physician self-classified as a urological
surgeon on the American Medical
Association (AMA) or American
Osteopathic Association (AOA)
master files.

Visit—A visit is a direct personal
exchange between an ambulatory
patient and a physician (or a staff
member working under the
physician’s supervision), for the
purpose of seeking care and
rendering personal health services.
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Overview of Home Health and Hospice Care Patients
Preliminary Data From the 1992 National Home and

Hospice Care Survey

by Genevieve W. Strahan, Division of Health Care Statistics

Introduction

Based on the 1992 National
Home and Hospice Care Survey
(NHHCS), this report presents
preliminary statistics on an estimated
1.3 million current patients and 3.4
million discharges from about 8,000
home and hospice care agencies in
the United States. The 1992 NHHCS,
a segment of the Long-Term Care
Component of the National Health
Care Survey (1), is the first annual
survey of home health agencies and
hospices and their current patients
and discharges. The National Center
for Health Statistics instituted this
nationwide sample survey in response
to the rapid growth in the number of
these agencies throughout the United
States (2).

Estimates for this report are
preliminary. Further editing of the
data may produce estimates slightly
different from the ones shown here. .
The 1,500 agencies included in the
survey were selected from a universe
of 8,036 agencies classified by the
1991 National Health Provider
Inventory (NHPI) (3) as agencies
providing home health and hospice
care. Also included in the universe
was a sample of potentially new

agencies identified between the time
the 1991 NHPI was conducted and
June 1992. Data collection for the
1992 NHHCS was conducted between
September and December 1992.
Detailed information on sample
design, selection methods, data
collection procedures, and sampling
errors is included in the Technical
Notes.

Home health care agencies and
hospices are usually defined in terms
of the type of care that they provide.
Home health care is provided to
individuals and families in their
places of residence for the purpose of
promoting, maintaining, or restoring
health or for maximizing the level of
independence while minimizing the
effects of disability and illness,
including terminal illness. These
agencies are often referred to today
as ‘‘hospitals without walls’’ because
advances in technology allow dozens
of complex illnesses once treated
almost exclusively in the hospital to
be treated at home.

Hospice care is defined as a
program of palliative and supportive
care services providing physical,
psychological, social, and spiritual
care for dying persons, their

families, and other loved ones.
Hospice services are available
in both the home and inpatient
settings.

The focus of this report is on
characteristics of patients receiving
care from agencies that provide home
health and hospice services. For the
two types of agencies, estimates are
presented for

* current patients—patients who
were on the rolls of the agency as
of midnight on the day
immediately prior to the date of
the survey.

» discharges—patients who had been
removed from the rolls of the
agency during a 12-month period
ending on the last day of the
month prior to the month of the
survey, including patients whose
episode of care ended because of
death.

Estimates for current patients
and discharges are presented by
agency and demographic and
diagnostic characteristics.

Future reports will present
additional data on topics such as
functional status, living arrangements,
and primary caregivers of patients
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receiving home health or hospice
care.

Agency characteristics

According to the National
Association for Home Care, the
number of Medicare-certified home
health agencies grew by 250 percent
over a 15-year period, from 1967 to
1992 (2). This growth was sparked by
enactment in 1965 of the Medicare
law, which paid for certain home
health services thereby making them
more available to the elderly. The
growth was further enhanced in 1973
when certain disabled younger
Americans also qualified as Medicaid
recipients of care from this industry.
According to the 1992 survey, about
85 percent of the estimated 7,000
agencies were Medicare and
86 percent were Medicaid certified.

Medicare added hospice benefits
in 1983, and in 10 years the number
of hospices increased by several
hundred percent (2). About
65 percent of the estimated 1,000
hospices were Medicare certified, and
57 percent were Medicaid certified in
1992.

About the same percent of home
health agencies were privately owned
as were owned by nonprofit
organizations (38 and 42 percent,
respectively). Estimates from the
survey show that almost all
(94 percent) of the hospices were
owned by voluntary nonprofit
organizations. About 3 percent of the
hospices were privately owned. The
remaining 20 percent of the home
health agencies and 3 percent of the
hospices were owned by government
agencies.

Almost two-thirds of all hospices
and home health agencies are located
in the South and in the Midwest. The
southern states had 34 percent of the
home health agencies and 33 percent
of hospices. Fewer home health
agencies were located in the West
than in the other three regions and
fewer hospices were in the Northeast
than the Midwest or the South
(table 1).

Table 1. Number and percent distribution of home health agencies and hospices by
ownership, certification, and geographic region: United States, 1992

Type of agency
Agency Home health
characteristic Total agency Hospice
Alagencies. . . ................... 8,000 7,000 1,000
Ownership Percent distribution
Proprietary. . . ........ ... ... 34.0 38.2 34
Voluntary nonprofit. . . .. ............. 48.0 1.7 93.5
Governmentandother . . . ............ 18.0 20.1 3.1
Certification
Certified by Medicare . . . .. ........... 82.2 84.7 64.5
Certified by Medicaid . .. ............. 82.4 86.0 56.8
Region
Northeast . . ..................... 22.1 23.0 16.0
Midwest . . ............. .. 29.8 29.5 31.7
South. . . ... v e 33.9 34.1 325
West . ...t e 14.2 13.5 19.8

NOTE: Figures may not add to totals because of rounding.

Patients by agency
characteristics

Table 2 shows that the number of
current patients receiving home care
is also greater in the South and the
Northeast. According to the 1992
survey, 67 percent of the 1.3 million
current home health and hospice
patients were located in the southern
and northeastern States.

Most current patients and
discharges received home and hospice
care from voluntary nonprofit
agencies. In 1992, about 60 percent of
all home health and 86 percent of all
hospice patients were being cared for
by nonprofit agencies. Patients who
were discharged were included in the
survey if that discharge occurred
during the 12-month period prior to
the month of the survey. Home
health agencies that were nonprofit
delivered care to 67 percent of all
home health patients who had been
discharged while 91 percent of all
discharged hospice patients received
care from nonprofit agencies (tables 2
and 3). More than 90 percent of all
current and discharged patients
receiving home health care received
that care from home health agencies
certified by Medicare and/or
Medicaid. Over 85 percent of the
hospice current patients and
discharges received their care from

hospices certified by Medicare and/or
Medicaid.

Patients by demographic
characteristics

At the time of the 1992 survey,
almost 1.3 million persons were on
the rolls the night before the agency
was surveyed as current patients
receiving home health or hospice
care. Almost 3.3 million persons had
completed episodes of care in the
12-month period prior to the month
of the survey (discharged patients).

The 1.2 million current patients
receiving home health care were most
likely to be elderly, female, white,
and married or widowed. The
likelihood of using home health
services increased with age because
usually functional status declines with
age (4). In 1992, more than
75 percent of all current home health
patients were 65 years or older. More
women (67 percent) were receiving
home health services than were their
male (33 percent) counterparts partly
because women outlive mepn. Only
about 17 percent of current patients
receiving home health care were
divorced, separated, or never married,
and 69 percent were married or
widowed (table 4). The distribution of
3.1 million discharges by age, sex,
race, and marital status was similar to
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Table 2. Number and percent distribution of current patients receiving home health care and hospice care by type of agency ownership,
certification, and geographic region: United States, 1992

Home health care Hospice care
Percent Parcent Percent
Agency characteristic Total distribution Total distribution Total distribution
Allagencies. . ............ 1,284,200 100.0 1,237,100 100.0 47,200 100.0
Ownership
Proprietary. . . .. .......... 348,400 271 343,400 27.8 4,900 105
Voluntary nonprofit. . . . ...... 785,100 611 744,500 60.2 40,600 86.2
Government and others . ... .. 150,700 1.7 149,200 12.1 1,600 33
Certification
Certified by Medicare . . .. .. .. 1,173,800 914 1,130,300 91.4 43,500 92.3
Certified by Medicaid . . . ... .. 1,178,300 91.8 1,137,700 92.0 40,600 86.1
Region
Northeast ............... 415,300 32.3 399,200 323 16,100 34.1
Midwest . ............... 269,800 21.0 260,500 211 9,300 19.7
Somth. . ......cvn... 438,900 34.2 423,300 34.2 15,500 33.0
West .................. 160,200 125 154,000 124 6,200 13.2

NOTE: Figures may not add to totals because of rounding.

Table 3. Number and percent distribution of discharges who received home health care and hospice care by type of agency ownership,
certification, and geographic region: United States, 1992

Home health care Hospice care
Percent Parcent Percent
Agency characteristic Total distribution Total distribution Total distribution
Allagencies. . ............ 3,273,300 100.0 3,066,300 100.0 207,000 100.0
Ownership
Proprietary. . . . ........... 798,700 24.4 785,700 25.6 13,000 6.3
Voluntary nonprofit. . . ....... 2,234,900 68.3 2,045,800 66.7 189,100 914
Government and others . ..... 239,700 73 234,800 7.7 4,900 2.4
Certification
Certified by Medicare . . . ... .. 3,155,400 96.4 2,961,900 96.6 193,500 93.5
Certified by Medicaid . .. ..... 3,060,100 93.5 2,880,000 93.9 180,000 87.0
Region
Northeast . .............. 1,037,700 31.7 977,700 319 60,000 29.0
Midwest . ............... 637,700 19.5 593,200 19.3 44,400 215
South......ovivvenevn.. 956,900 29.2 894,000 29.2 62,900 304
West ...........ccc.... 641,000 19.6 601,400 19.6 39,600 19.1

NOTE: Figures may not add to totals because of rounding.

the distribution of current patients as
shown in table 5.

The 1,000 hospices were serving
47,200 patients at the time of the
1992 survey. Hospice patients
currently receiving care, like home
health patients, were elderly. More
than 76 percent of them were 65
years or older. Unlike home health
patients, however, hospice patients
were nearly as likely to be male as
female. Most current hospice patients
were white and married. Hospice
patients who had been discharged

from care (usually because they died)
had demographic characteristics
similar to current patients (table 5).

Patients by diagnoses

Information on the primary and
other diagnoses at the time of
admission was collected from the
medical records for each home health
and hospice patient in the 1992
Survey. Diagnoses were coded
according to the International
Classification of Diseases, Clinical

Modification, Ninth Revision (ICD—
9-CM) (5). The first-listed diagnosis
at admission for home health and
hospice patients who are currently
receiving care is shown in table 6
grouped by ICD-9-CM chapter.

More than 25 percent of the 1.2
million home health patients had
conditions that are in the ICD-9-CM
chapter, ‘‘Diseases of the Circulatory
System Group”” (390-459). Persons with
heart disease, including congestive heart
failure, made up 49 percent of all
conditions in this group. Stroke,
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Table 4. Number and percent distribution of current patients receiving home health and hospice care by age, sex, race, and marital
status: United States, 1992

Home health care Hospice care
Percent Percent Percent
Patient characteristic Total distribution Total distribution Total distribution
Allpatients. . .. ........... 1,284,200 100.0 1,237,100 100.0 47,200 100.0
Age
Under45vyears. .. ......... 140,700 11.0 137,800 114 3,000 6.3
4554years. . ... ... 49,900 3.9 47,800 39 2,100 4.5
S55-64years. .. ... ... 115,900 9.0 111,100 2.0 4,900 10.3
65yearsandover. . ........ 965,700 75.2 929,500 75.1 36,200 76.7
65-69years ............ 136,100 10.6 129,400 105 6,700 14.3
70-74years . ........... 176,900 13.8 170,600 13.8 6,200 13.2
75-79years . ........... 212,100 165 203,700 16.5 8,300 17.7
80-84years ............ 220,800 17.2 211,700 1741 9,100 19.3
85yearsandover. ........ 219,900 171 214,100 17.3 5,800 12.3
Unknown. . . . ............ 12,000 0.9 10,900 0.9 * *
Sex
Male ..............cu. 432,600 33.7 411,300 33.2 21,300 45.1
Female................. 851,600 66.3 825,800 66.8 25,900 54.9
Race
White . . . .. ... v 879,700 68.5 840,500 67.9 39,200 83.2
Black . . .o oo it 169,200 13.2 165,600 13.4 3,600 7.6
Otherorunknown . ......... 235,300 183 231,000 18.7 4,300 9.2
Marital status at admission
Married. . . . ............. 437,000 34.0 413,700 334 23,300 49.4
Widowed. . . ............. 455,000 35.4 438,800 355 16,200 34.3
Divorced or separated . . ... .. 60,200 4.7 57,900 4.7 2,400 5.0
Nevermarried. . . .......... 153,300 11.9 150,300 121 3,100 6.5
Unknown. . ... .. ..covuenn 178,700 139 176,500 14.3 2,200 4.7
NOTE: Figures may not add to totals because of rounding.
diabetes, and hypertension were also References 6. National Center for Health Statistics.
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Table 5. Number and percent distribution of discharges by related patient characteristics, according to type of care received:
United States, 1992
Home health care Hospice care
Percent Percent Parcent
Patient characteristic Total distribution Total distribution Total distribution
All discharges. . ... ........ 3,273,300 100.0 3,066,300 100.0 207,000 100.0
Age
Under45years. .. ......... 400,200 12.2 386,700 12.6 13,500 6.5
A5-B4years. ... ... h i 162,600 5.0 143,800 4.7 18,800 9.1
b5-64years. .. ........ . 263,300 8.0 237,400 7.7 25,900 125
65yearsandover.......... 2,421,500 74.0 2,274,500 74.2 147,000 71.0
65-69years ............ 373,400 114 344,500 11.2 28,900 14.0
70-74years ............ 453,800 13.9 418,200 13.6 35,600 17.2
75-79y0ars . ..o ivv e 574,900 17.6 542,800 17.7 32,100 15.5
80-84years ............ 521,700 159 498,600 16.3 23,200 11.2
85yearsandover. ........ 497,600 15.2 470,400 15.3 27,200 13.2
Unknown. . ............-. 25,800 0.8 23,900 0.8 * *
Sex
Male .................. 1,231,900 37.6 1,128,900 36.8 103,000 49.7
Female................. 2,041,500 62.4 1,937,400 63.2 104,000 50.3
Race
White.................. 2,245,200 68.6 2,067,600 67.4 177,600 85.8
Black.................. 313,000 9.6 300,200 9.8 12,700 6.1
Otherorunknown.......... 715,200 21.8 698,400 22.8 16,800 8.1
Marital status at admission
Maried. . ............... 1,239,400 37.9 1,145,900 374 93,500 45.1
Widowed. . . ............. 1,036,500 31.7 966,300 315 70,200 339
Divorced or separated . ...... 164,400 5.0 141,300 4.6 23,200 11.2
Nevermarried. . .. ......... 387,900 1.9 376,100 123 11,800 57
Unknown. ............... 445,100 136 436,700 14.2 8,400 4.1
NOTE: Figures may not add to totals because of rounding.
Table 6. Number of current home health and hospice patients by first-listed diagnoses at admission: United States, 1992
Home health Hospice
1CD-8-CM procedure category and code patients patients
Total .t e e e e ettt e 1,237,100 47,200
Infectious and parasiticdiseases . . . . . . ..o v it 001139 21,000 2,000
NeoPIaSMIS « ¢t vttt ettt ittt it e et e 140-239 78,600 31,100
Endocrine, nutritional and metabolic diseases, and
immunity disorders . . . ... ... L e 240-279 121,000 *
Diseases of the blood and blood-formingorgans. . . ........... 280-289 35,400 *
Mentaldisorders. . . ..« o vin et en i ineetnennennans 290-319 38,500 *
Diseases of the nervous system and sense
OFaANS. o ot e ntenansesenanosnnnssoeneeenanns 320-389 76,900 1,300
Diseases of the circulatory system . . . . . .................. 390-459 316,500 5,900
Diseases of the respiratory system. . . . .. ................. 460-519 80,000 *
Diseases of the digestivesystem. . . . ... ................. 520-579 43,000 *
Diseases of the genitourinarysystem . . .. ................. 580-629 27,700 *
Complications of pregnancy, childbirth, and the
PUBIPEIUM . & v vttt e v et e bt oo s ot eesnneenneeaas 630-676 1,900 -
Diseases of the skin and subcutaneoustissue . .............. 680709 57,100 -
Diseases of the musculoskeletal system and
connectivetissue . . ... .. ... i i e e 710-739 115,200 *
Congenital anomalies. - . . ... it it i e r e 740-759 9,200 *
Certain conditions originating in the perinatal
period . o . i e e i e e 760-779 9,600 *
Symptoms, signs, and ill-defined conditions. . . .. ............ 780-799 62,300 *
Injuryand poisoning. . . . - oot ittt i e e, 800-999 90,600 *
Allotherorunknown . . ... oo it ittt iien et eananaann 52,500 *

NOTE: Figures may not add to totals bacause of rounding.
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Technical notes

Source of data

The sampling frame consisted of
all home health agencies and hospices
identified in the 1991 National Health
Provider Inventory (NHPI) and aill
agencies opened for business between
1991 and June 30, 1992, as identified
through the Agency Reporting System
(6). The NHPI is a comprehensive
census of nursing and related care
homes, residential care homes,
home health agencies, and hospices
conducted periodically by the
National Center for Health
Statistics (7).

Sample design

The sample design for the 1992
NHHCS is a stratified three-stage
probability design. Primary sampling
units (PSU’s) are selected at the first
stage, agencies are selected at the
second stage, and current residents
and discharges are selected at the
third stage.

The first stage utilized the
selection procedures that obtained
the 198 PSU’s used for the National
Health Interview Survey (NHIS), a
survey of the civilian
noninstitutionalized population of the
United States (8). The PSU’s are
counties, groups of counties, county
equivalents (such as parishes or
independent cities), or towns and
townships (for some PSU’s in New
England). Home health agencies and
hospices were selected within the
same PSU’s included in the NHIS to
minimize data collection costs and to
establish linkage between the two
surveys, allowing future research on
availability and use of services (7).

The second stage involved the
selection of agencies within six
primary strata of agencies. These
strata were formed in the 1992
sampling frame on the basis of type
of agency [hospices versus home
health agencies and mixed agencies
(providing both types of care or
unknown)], and type of PSU [self-
representing (SR) versus non-self-
representing (NSR), and within NSR
PSU’s: Metropolitan Statistical Area

(MSA) versus non-MSA]. (MSA is a
metropolitan statistical area defined
by the U.S. Office of Management
and Budget on the basis of the 1990
Census.) Within these sampling
strata, agencies were arrayed by four
regions, five types of ownership, two
types of certification status, and
finally by the number of patients
currently being served by the agency.
The number of agencies selected
from each sampling stratum was
based primarily on results of research
into the optimum sample design for
the 1992 NHHCS. Hospices in the
NSR PSU’s and home health agencies
and mixed agencies in the non-MSA—
NSR PSU'’s were selected with
certainty. Hospices in the SR PSU’s
and home health agencies and mixed
agencies in the MSA-NSR PSU’s and
the SR PSU’s were selected with
probability proportional to the

current patient size (as reported in
the NHPI sampling frame). A total
sample of 1,500 agencies was
selected; 384 were hospices, and the
balance was home health agencies or
mixed agencies (9).

The final stage is a systematic
random selection of six patients
currently served by the agency and six
patients discharged from care during
the last complete 12-month period.

Data collection procedures

The data collection for the
NHHCS began with a letter sent to
all 1,500 sampled agencies informing
the administrator of the authorizing
legislation, purpose, and content of
the survey. Within a week to 10 days
after the letter was mailed, the
interviewer assigned to conduct the
survey for a particular agency made
telephone contact to discuss the
survey and to arrange an appointment
with the administrator or person
designated by the administrator.

Three questionnaires and two
sampling lists were used to collect the
data. The Agency Questionnaire was
completed with the administrator or
designee. The interviewer would next
complete the Current Patient
Sampling List (CPSL) and
Discharged Patient Sampling List

(DPSL). With the CPSL, the
interviewer listed all patients on the
register of the agency on the evening
prior to the day of the survey. The
DPSL was used to list all discharges
from the agency during the 12 fuil
months prior to the month of the
survey. Sampling of current patients
and discharged patients within
agencies was done by using tables
showing sets of sample line numbers
for each possible count of current
patients and discharged patients in
the agency. The interviewer drew a
sample of up to six current patients
and up to six discharges.

After the samples had been
selected, the Current Patient
Questionnaire and Discharged
Patient Questionnaire were
completed for each sampled person
by interviewing the staff member most
familiar with the care provided to the
patient. The respondent was
requested to refer to the medical or
other records whenever necessary.

Sampling errors

Because the statistics presented
in this report are based on a sample,
they will differ somewhat from figures
that would have been obtained if a
complete census had been taken
using the same schedules,
instructions, and procedure. The
standard error is primarily a measure
of the variability that occurs by
chance because only a sample, rather
than the entire universe, is surveyed.
The standard error also reflects part
of the measurement error, but it does
not measure any systematic biases in
the data. The chances are 95 out of
100 that an estimate from the sample
differs from the value that would be
obtained from a complete census by
less than twice the standard error.

The standard errors used in this
report were approximated using
SUDAAN software. SUDAAN
computes standard errors by using a
first-order Taylor approximation of
the deviation of estimates from their
expected values. A description of the
software and the approach it uses has
been published (10). Exact standard
error estimates were used in tests of
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significance in this report. Standard
errors for all estimates presented in
this report are presented in tables
I-VIL

The Z-test with a 0.05 level of
significance was used to test all
comparisons mentioned in this report.
Not all observed differences were
tested, so lack of comment in the text
does not mean that the difference was
not statistically significant.

Table 1. Standard errors for number and percent distribution of home health agencies and
hospices by ownership, certification, and geographic region: United States, 1992

Type of agency
Home health
Agency characteristic Total agency Hospice
Number
Allagencies ................. 247 225 103
Percent distribution’
Ownership
Proprietary. .. ................ 1.9 2.1 0.6
Voluntary nonprofit. . . ........... 2.2 2.3 1.1
Governmentandother . . . ........ 2.0 2.3 0.8
Certification
Certified by Medicare . . ... ....... 1.7 1.6 6.1
Certified by Medicaid . . . ......... 1.7 1.6 5.6
Region
Northeast . ........cuuucunnnn 1.0 1.1 23
Midwest . .. ................. 14 15 4.1
South...................... 1.6 1.7 4.2
West ......cociiiiiiieie 1.3 1.1 6.2

1standard esrors for percents are based on an approximation by a muftinominal distribution.

Table Il. Standard errors for number and percent distribution of current patients receiving home health care and hospice care by type of

agency ownership, certification, and geographic region: United States, 1992

Home health care Hospice care
Percent Percont Percent
Agency characteristic Total distribution’ Total distribution’ Total distribution’

Alfagencies .................. 35,049 34,014 4,795

Ownership
Proprietary. . o . oo v it it 23,355 1.8 23,147 18 1,270 2.6
Voluntary nonprofit. . .. ........... 32,035 20 30,996 21 4,548 29
Govemmentandothers ........... 20,692 1.6 20,645 1.6 709 1.5

Certification
Certified by Medicare . . .. ......... 35,744 14 34,711 1.1 4,750 22
Certified by Medicaid . . .. ......... 36,646 1.1 35,518 1.1 4,676 3.0

Region

Northeast ...............0.... 20,054 1.3 18,339 1.3 3,877 5.8
Midwest .. ................... 16,307 1.2 16,571 1.2 1,259 27
South. . .....coiiiiiiiia. 21,993 1.4 21,745 1.4 2,302 45
West ........iiiiiiiiin.. 8,758 0.7 8,554 0.7 1,036 23

TStandard exrors for percents are based on an approximation by a multinomial distribution.
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Table lll. Standard errors for number and percent distribution of discharges who received home health care and hospice care by type of
agency ownership, certification, and geographic region: United States, 1992

Home health care Hospice care
Percent Percent Percent
Agency characteristic Total distribution’ Total distribution’ Total distribution’

Allagencies. . ................. 104,993 cee 102,156 e 14,677

Ownership
Proprietary. . .. ................ 57,406 1.7 57,241 1.8 3,239 1.5
Voluntary nonprofit. . . ............ 97,072 1.9 93,615 2.0 14,311 1.7
Governmentandothers . .......... 33,644 1.1 33,276 1.1 1,737 0.8

Certification
Certified by Medicare . . . ... ....... 106,554 0.5 103,644 0.5 14,770 14
Certified by Medicaid . . . .......... 105,909 1.0 102,898 1.0 14,766 2.1

Region

Northeast . ................... 62,272 1.6 59,248 1.7 8,393 3.3
Midwest . . . .................. 36,874 1.1 36,872 1.2 4,040 20
South. . .. ... i i 65,655 1.6 64,207 1.7 8,920 3.4
West .........coiiiiiin. 38,414 1.2 37,992 1.2 7,006 3.0

Standard errors for percents are based on an approximation by a muttinomial distribution.

Table IV. Standard errors for number and percent distribution of current patients receiving home health and hospice care by age, sex,
race, and marital status: United States, 1992

Home health care Hospice care
Percent Percent Percenmt ]
Patient characteristic Total distribution’ Total distribution’ Total distribution
Allpatients. . . .. ............... 35,049 ves 34,014 e 4,795
Age
Underd4Syears. .. ... ........... 12,911 1.0 12,892 1.0 624 13
45-54years. .. ........ .. ... 4,252 0.3 4,246 0.4 298 0.7
55-64years. . . ... 7,733 0.6 7.712 0.6 697 1.6
65yearsandover. . ............. 28,664 1.0 27,690 1.1 4,442 3.0
65-69years . ... ... 8,388 0.6 8,226 0.6 1,507 29
70-74Y€ars ... ... ... 7,952 0.6 7,892 0.6 1,270 26
75-79years . . ... 11,263 0.8 10,635 0.8 2,015 3.2
80-84Years ...........00.... 12,424 0.8 12,043 0.8 2,164 3.4
85yearsandover. .. ........... 10,754 0.8 10,691 0.8 913 2.0
Unknown. . ................... 2,499 0.2 2,334 0.2 893 1.8
Sex
Male ......... ..., 17,107 0.9 16,887 1.0 2,518 33
Female...................... 25,351 0.9 24,668 1.0 3,208 33
Race
White. . ........ ... ... 30,878 1.6 29,778 1.6 4,507 3.1
Black . . . ... it 15,372 1.2 15,348 1.2 981 2.0
Otherorunknown . . . . ........... 20,382 1.6 20,166 1.6 1,193 24
Marital status at admission
Married. . . . ........ ... ... 17,362 1.1 16,974 1.1 2,715 3.1
Widowed. . . .................. 19,014 1.2 18,479 1.2 2,546 33
Divorced or separated . .. ......... 4,738 0.4 4,693 0.4 667 1.3
Nevermarried. . . .. ............. 11,078 0.8 11,065 0.9 516 11
Unknown. . .. ................. 13,494 1.0 13,381 1.0 839 1.7

TStandard errors for percents are based on an approximation by a multinominal distribution.
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Table V. Standard errors for number and percent distribution of discharges by selected patient characteristics, according to type of care
received: United States, 1992

Home health care Hospice care
Parcont Percent Percent
Patient characteristic Total distribution’ Total distribution’ Total distribution’
Alldischarges. . .. .............. 104,993 A 102,156 . 14,677
Age
Under45years. .. .............. 31,174 0.9 31,129 1.0 2,037 1.0
45-54years. . . ..ot i 15,552 0.5 14,793 0.5 4,934 2.1
S5-64years. . ... . i 16,910 0.5 16,628 0.6 2914 1.4
B5yearsandover............... 87,026 11 84,855 1.1 12,119 24
65-69years .........c 0000 27,564 0.7 26,908 0.8 4,888 1.9
70-74years . ........00iuunan 26,139 0.7 25,143 0.7 5,421 22
75-79Y0arS . . vt i ottt 31,612 0.8 30,923 0.8 4,905 20
BO-B4years ........cc00u00..- 30,802 0.8 30,606 0.8 2,931 1.4
85yearsandover. .. ........... 26,215 0.8 25,778 0.8 4,186 1.8
Unknown. . ................... 5,183 0.2 5,145 0.2 623 0.3
Sex
Male ........... ... ... 49,228 1.0 47,500 1.0 9,322 27
Female.............co0cuu... 73,672 1.0 72,273 1.0 9,294 2.7
Race
White. .. ....ciiiiiiiiinnn.. 81,410 1.7 77,730 1.8 13,998 1.8
Black . . . ..o it i 30,858 0.9 30,790 1.0 2,168 1.0
Otherorunknown . . . ............ 60,282 1.7 60,189 1.8 2,936 1.4
Marital status at admission
Married. .. .. .. vt e i e 51,862 1.1 51,015 1.2 7,235 26
Widowed. . . .................. 41,471 1.0 39,231 1.1 8,045 28
Divorced orseparated . ........... 14,212 0.4 13,121 04 5,466 22
Nevermamied. . .. .............. 27,067 0.8 26,953 0.8 2,169 1.0
Unknown. . ............c0cuun. 39,597 1.1 39,472 11 2,343 1.1

’Standmdenomhrp«oemmebasedmmapproﬂmaﬁmbyamuﬁnmnialdis&buﬁon.

Table V1. Standard errors of number of current home health and hospice patients by first-listed diagnosis at admission:
United States, 1992

Home health Hospice
ICD-8-CM procedurs category and code pationts patients

L L 34,014 4,795
Infectious and parasiticdiseases. . . . . ............... 001-139 3,792 564
NeOoPIasSMS . . oottt ittt it it in e 140239 7,076 3,069
Endocrine, nutritional and metabolic diseases, and

immunity disorders . . .. ... . it i e e 240-279 8,420 *
Diseases of the blood and blood-forming organs. . . .. ... .. 280-289 3,792
Mentaldisorders . . .. ..o ittt ii it i cieamennn 290-319 4179
Diseases of the nervous system and sense

L = Y 320-389 6,402 249
Diseases of the circulatory system. . . . .. ............. 390459 13,959 1,402
Diseases of the respiratory system. . . . ............... 460-519 5,983 *
Diseases of the digestivesystem. . . ... .............. 520-579 3,820 *
Diseases of the genitourinarysystem . . .. ............. 580629 3,470 *
Complications of pregnancy, childbirth, and the

PUBIPERUM . . . v ettt ittt et n et 630-676 908 -
Diseases of the skin and subcutaneoustissue . .......... 680-709 5,820 -
Diseases of the musculoskeletal system and

connactivetissue . . . .. .. ... ... . 710-739 9,031 *
Congenitalanomalies. . .. .. ... .....ciivnnnnnn. 740-759 1,911 *
Certain conditions originating in the perinatal

parod . . v i i ettt 760-779 3,031 *
Symptoms, signs, and ill-defined conditions . . . . ......... 780-799 5,102 *
Injury and poisoning. « . .« v v vt in it e i 800-999 6,252 *
Allotherorunknown . ... ... ... ... ... i tiiiieennnnn. 7,422 *
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Symbols
--- Data not available
. Category not applicable
- Quantity zero

0.0 Quantity more than zero but less
than 0.05

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

* Figure does not meet standard of
reliability or precision
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Negative Moods as Correlates of Smoking and Heavier

Drinking: Implications for Health Promotion
by Charlotte A. Schoenborn, M.P.H., and John Horm, M.Sc.

Highlights

* Of the five negative moods
reported (depression, loneliness,
restlessness, boredom, and upset),
the most prevalent among women
was depression (11.4 percent) and
among men restlessness

(10.9 percent).

About 40 million adults were often

depressed, lonely, restless, bored,

and/or upset in the past 2 weeks.

Over 8 million adults—3 million

men and 5 million women—

experienced three or more of these

negative moods in the past 2

weeks,

* Adults who were often depressed
were about 40-50 percent more
likely to smoke than adults who
were never depressed.

* Men and women who were often
lonely were about 6070 percent
more likely to smoke than persons
who were never lonely.

* On a negative mood scale ranging
from 0 to 20, women with the
highest negative mood score were
almost three times as likely to
smoke as women who had a score
of zero.

* Men with the highest negative
mood score were almost twice as

likely to smoke as men with no
negative moods.

* Men who were often lonely or
bored were almost twice as likely
to drink heavily as men who never
felt this way.

* Odds of being a heavier drinker
more than tripled between men
who had no negative moods and
those with the highest levels of
negative moods; no relationship
was found between negative moods
and heavier drinking for women.

¢ Men with the highest levels of
negative moods were four times as
likely to combine smoking with
heavier drinking (three or more
drinks daily) than were men
reporting no negative moods.

Introduction

History of health promotion

Since 1912, the United States
Public Health Service has taken the
lead protecting and promoting the
health of the American people (1). In
the early part of the 20th century,
prevention of acute, infectious
diseases such as tuberculosis,
diphtheria, and typhoid fever, were at
the forefront of public health
concerns. The techniques for bringing

about change largely involved
quarantine, improved sanitation, and
later, immunization programs (2).

In the past several decades, with
management of most infectious
diseases (with the notable exception
of AIDS) largely under control,
public health officials have
increasingly turned attention to
prevention of chronic diseases such as
heart disease and cancer—which
often result in years of disability,
reduced productivity, and premature
death. Multiple causal agents and a
long lag time between exposure and
first manifestations of disease make
identification of the etiology of many
chronic diseases very complex.
Numerous epidemiological
investigations have been devoted to
identifying causal relationships
between environmental factors and
morbidity or mortality outcomes (3).
Studies have also examined the role
that personal health behaviors have in
increasing risks for disease, disability,
and death (4-11). Public health
efforts today are becoming
increasingly broader based,
encompassing environmental
regulation, health education, and
behavior change programs in order to
reduce risks of adverse health
outcomes (2).
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In 1978, the World Health
Organization hosted an International
Conference on Primary Health Care
at Alma-Ata, U.S.S.R. (12). An
outgrowth of this conference was the
establishment of a worldwide goal of
achieving ‘‘health for all by the year
2000’ (13). This declaration was the
start of a formalized goal-setting
strategy for health promotion by
numerous governments and
international organizations (14). In
accordance with this new strategy, the
U.S. Department of Health and
Human Services began a process of
establishing national health
promotion objectives for the United
States, setting specific target dates for
their accomplishment. The first U.S.
health promotion objectives,
commonly referred to as the 1990
Health Objectives for the Nation,
were established in 1980, with a
target date of 1990 (15). In 1990, the
status of progress in these objectives
was evaluated (16). Simultaneously,
drawing on lessons of the 1980’s, a
new set of objectives were established
for the next decade. These are the
National Health Promotion
Objectives for the Year 2000, also
referred to as Healthy People 2000
(17). Although the objectives were
developed under the sponsorship of
the Public Health Service, the project
was a national, not a Federal, effort.
Both the process of setting health
promotion goals and working toward
achieving them involves
representatives from Federal, State,
and local governments, nonprofit and
for-profit organizations, as well as
consumers of health services.

Significance of smoking, alcohol,
and mental health issues

Tobacco and alcohol use were
prominent in both the 1990 and year
2000 health promotion objectives.
Cigarette smoking and alcohol
consumption have been the subject of
extensive scientific investigation for
many years. Since 1964, with the
establishment of a National
Clearinghouse on Smoking (18)
(which later became the Office on
Smoking and Health) and the first

Surgeon General’s Report on
Smoking and Health (19), more than
20 reports to Congress have been
prepared on the health consequences
of smoking and other tobacco use.
Similarly, since 1971, seven major
reports to Congress have been
prepared by the National Institute on
Alcoholism and Alcohol Abuse
(NIAAA) outlining the current state
of knowledge of the causes and
consequences of alcohol abuse and
dependence (20).

Attention to mental health as a
national health priority came
somewhat later. Mental health was
first included as a priority area for
health objectives for the year 2000.
Since 1983, the National Institute of
Mental Health (NIMH) has published
five reports to Congress, entitled
Mental Health, United States,
summarizing the most current
information available on the Nation’s
mental health care delivery system
(21,22). In 1989, the National Health
Interview Survey (NHIS) included, for
the first time, a special section on
prevalence of chronic mental illness
in the U.S. adult, noninstitutionalized
population (22,23).

Interrelationships: smoking,
drinking, and mental health

In the national health promotion
objectives for the year 2000, tobacco
use, alcohol use, and mental health
are treated as discrete entities; their
interrelationships are not addressed.
However, this is not to say that these
have been ignored by the scientific
community. Heavy alcohol
consumption and cigarette smoking
have repeatedly been shown to be
associated: Smokers are more likely to
be heavy drinkers and heavy drinkers
are more likely to smoke (24-27).
The relationships between mental
health and these behaviors have also
been studied (28-32). Greater
knowledge of these interrelationships
provides a foundation for developing
more effective public health
education campaigns and advancing
progress toward meeting the health
objectives for the year 2000.

Rationale

In a climate of increased
knowledge of the adverse health
consequences of smoking and heavy
drinking, a decrease has been
observed in the prevalence of these
behaviors in the adult population.
Some of this reduction may be due to
people quitting smoking and drinking
because of health problems known to
be associated with these behaviors.
Some people have quit as a result of
their knowledge of the risks they
pose, while others who otherwise
might have taken them up, resisted
doing so. Thus, those individuals who
still smoke and drink heavily, in
today’s environment of widespread
knowledge of the associated health
risks, may be people who find it more
difficult than others to avoid these
harmful behaviors. Assessment of the
relationships between harmful health
practices and selected negative moods
may provide important clues for
reaching these individuals. It is
hypothesized that emotional health
status may play an important role in
people’s decisions to engage in
behaviors that they know pose certain
health risks. Unfortunately, with
cross-sectional data (33) such as the
1991 National Health Interview
Survey of Health Promotion and
Disease Prevention (1991 NHIS-
HPDP), the direction of causality
cannot be determined. However,
whether it is the negative mood that
is causing the behavior, the behavior
that is causing the negative mood, or
both being triggered by a common
third factor, evidence of their
co-occurrence would suggest that
mental health issues should be
addressed in tandem with more
traditional health education and
behavior modification approaches.

Contents of this report

This report presents prevalence
estimates for the adult U.S.
population for five negative mood
states (frequency of being depressed,
Ionely, restless, bored, and upset)
drawn from the classic Bradburn
Affect Balance Scale (34) and used in
earlier population-based studies of
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mental health (35). The report then
describes the relationship between
each of these moods and cigarette
smoking and heavy drinking. It goes
on to examine the relationship
between a total negative mood score
(an additive score composed of
responses fo all five items), and
smoking and drinking, individually
and combined. The term ‘‘negative
mood”’ is used throughout this report
to describe these five measures of
negative affect, also termed ‘negative
feelings®® by Bradburn.

Methods

The 1991 NHIS-HPDP was
developed to gather baseline data for
tracking the year 2000 national health
promotion objectives, in order to
assess success or progress in achieving
the objectives by the turn of the
century. The 1991 NHIS-HPDP was
a component of the ongoing NHIS,
which has gathered information on
the health of the U.S. resident
household population each year since
1956 (36). In 1990, the National
Health Interview Survey of Heaith
Promotion and Disease Prevention
(1990 NHIS-HPDP) was fielded to
measure achievement of the 1990
Health Promotion Objectives for the
Nation (37). Although similarly titled
and both devoted to health promotion
issues, these two surveys contained
many different questions because
their purposes were to measure
progress toward different sets of
objectives.

The 1991 NHIS-HPDP contained
a wide range of questions on personal
health behaviors, including tobacco
and alcohol use. The survey also
included a short section on mental
health, composed of the negative
affect items of the Bradburn Affect
Balance Scale (34).

The questions related to negative
moods in the 1991 NHIS-HPDP were
prefaced by telling respondents that
they were going to be asked questions
about how they had been feeling
emotionally. Respondents were then
asked how often in the past 2 weeks
they had felt depressed, lonely,
restless, bored, or upset. These

emotions have been shown to be
associated with other indicators of
mental health status such as anxiety,
marital tension, and job
dissatisfaction (34-35,38), but are not
the same as psychiatric diagnoses. For
example, a person who reported
being often depressed in the 1991
NHIS-HPDP may or may not be
clinically depressed according to
psychiatric diagnostic criteria (39—41).
Instruments exist to assess clinical
depression in population-based
surveys—most notably the Diagnostic
Interview Schedule, which has been
used in the National Health and
Nutrition Examination Survey (42).
The items included in the 1991
NHIS-HPDP are simply respondent
reports of the experience of negative
emotions or moods.

Like the questions related to
negative moods, the reference period
for the questions on alcohol
consumption was also the past 2
weeks; smoking status was based on
smoking practices at the time of
interview (see technical notes for
description of these variables).

One adult per family was
randomly selected from the full NHIS
sample for personal interview with
the health promotion questionnaire.
A total of 43,732 adults aged 18 years
and older responded to the 1991
NHIS-HPDP. The overall response
rate was 87.8 percent, which is the
product of the response rate for the
basic NHIS housechold survey
(95.7 percent) and the response rate
for those persons identified in the
household as being eligible for the
HPDP component (91.7 percent).
Self-response was required for all
questions in the HPDP.

Statistics shown and discussed in
this report were generated using
Software for Survey Data Analysis
(SUDAAN) (43). SUDAAN is a
software package, designed
specifically for analysis of complex
survey data, that takes into account
the effects of the complex sample
design in the calculation of standard
errors. The SUDAAN Proc Descript
procedure was used to generate
prevalence estimates and their
associated standard errors for each of

the five negative moods for men and
women. Logistic regression, using
SUDAAN Proc Logistic with unequal
probabilities of selection, was then
run in order fo test the hypothesis
that cigarette smoking and heavy
alcohol consumption were related to
severity of negative mood.
Sociodemographic and health
characteristics known to be associated
with these behaviors (age, education,
income, race, marital status, and
physical health status) were
controlled in order to assess the net
effect of negative moods. Response
categories for the negative moods
consisted of five levels ranging from
““pever’ to ‘“very often.”” The two
highest and two lowest categories
were combined in each case for
clearer presentation and because the
differences between ‘‘very often’’ and
“‘often’’ as well as between “‘rarely’’
and “‘pnever”’ are analytically relatively
unimportant. For clarity in the
discussion, the term ‘‘often’’ is used
for the category ““often or very often’’
and the term ‘‘never’’ is used for the
category ‘‘rarely or never.”’

Beta coefficients and their
associated standard errors were then
transformed into the odds ratios
(OR =eP ) and their associated
95 percent confidence limits (95%

CI =eP41%E0)) (44) and are shown
in tables 1 and 2. The frequencies
shown in these tables represent the
weighted population estimates for
each of the negative moods, excluding
any cases for whom data for the
particular health behavior were
missing. This presentation allows the
reader to estimate at a glance, not
only the prevalence of each negative
mood, but also, with a simple
calculation (that is, prevalence of the
behavior multiplied by the population
estimate for a given mood), derive
the number of people in the adult
U.S. population with combined risks.
For example, 6,006,000 men were
often depressed, and 41.5 percent of
these men were current smokers.
Thus, 2,493,000 men (6,006,000 -
41.5 percent) were both often
depressed and current cigarette
smokers. Similarly, 10,639,000 women
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were often depressed, and

33.3 percent of these women were
current smokers. Thus, 3,543,000
women (10,639,000 ¢ 33.3 percent)
had both of these characteristics.

Findings

Prevalence of negative moods

Negative moods were experienced
by a substantial proportion of U.S.
men and women in 1991 (figure 1).
Depression was the most prevalent
negative mood among women and
rates of depression were higher for
women (11.4 percent) than for men
(7.1 percent). Restlessness was the
most prevalent negative mood among
men (10.9 percent); and rates of
restlessness were about the same for
women (10.3 percent). Boredom
ranked second for both women
(11.2 percent) and men (9.4 percent).

Feelings of loneliness and
frequent upset were less common
than the other moods studied. Like
depression and boredom, prevalence
estimates for loneliness and upset
were higher for women than for men:
5.8 percent of women often felt lonely
compared with 3.4 percent of men,
and 4.5 percent of women reported
often feeling upset compared with
2.7 percent of men. These estimates
are unadjusted for any other
characteristics.

Rates shown in figure 1 were
transformed into population estimates
in figure 2. The estimates represent
the numbers of persons often
experiencing specific negative moods
in the past 2 weeks; a person may
have had more than one of these
moods. The percent and number of
men and women by total number of
negative moods experienced often or
very often in the past 2 weeks are
shown in figure 3.

Overall, almost 17 million adults
said they often felt depressed in the
past 2 weeks: 10.7 million women and
6.1 million men (figure 2). At out 19
million men and women often felt
bored or restless. Loneliness was
experienced by about 3 million men
and almost 5.5 million women.

15
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Figure 1. Percent of men and women who often or very often felt depressed, lonely,
restless, bored, or upset in the past 2 weeks: United States, 1991
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Figure 2. Number of men and women who often or very often felt depressed, lonely,

restless, bored, or upset in the past 2 week

Frequent feelings of upset affected
fewer adults than any of the other
negative moods; almost twice as many
women (4.3 million) as men (2.3
million) said they were often upset.
Figure 3 indicates that almost 40
million adults—17 million men and

s: United States, 1991

22.5 million women —often
experienced at least one of these
negative moods during the 2 weeks
preceding the NHIS interview, and
over 8 million adults experienced
three or more negative moods often
during this period.
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70.2 million
(80.6%)

often, Or very often for each mood.

Number of negative moods

O e 1+ B2 [ o-s

73.6 million
(76.6%)

NOTE: Negative moods were: depressed, lonely, restiees, borsd, and upset; feSponse CateQories wers: Never, rarsly, sometimes,

Figure 3. Number and percent of men and women by total number of negative moods
experienced often or very often in the past 2 weeks: United States, 1991

Negative moods and smoking

Table 1 shows the percent of U.S.
men and women who smoked
cigarettes according to level of
depression, loneliness, restlessness,
boredom, and feeling upset. Smoking
prevalence was markedly higher
among persons who often experienced
these negative moods than among
persons who never experienced them.
Smoking rates for persons who
sometimes had these feelings were
also higher than for those who never
had them. Of the negative moods
studied, loneliness was the strongest
predictor of smoking for men and
boredom was the strongest predictor
for women. The prevalence estimates
shown in table 1 are unadjusted for
other characteristics that might
influence smoking behavior.

Many studies have shown that
smoking varies by sex, age, race,
income, education, and marital status
(37,45-46). Smoking also affects and
is affected by physical health status
(4748). To better assess the
relationship between negative moods
and smoking, the influence of these
other factors must be neutralized.
This was accomplished by calculating

odds ratios, controlling for these
other characteristics (44). The odds
ratio is used as an approximation of
relative risk. Relative risk is defined
as the incidence rate among exposed
individuals divided by the incidence
rate among nonexposed individuals
(49). In this analysis, the exposed
groups are those with the negative
moods and the nonexposed are those
without the negative moods.

The odds ratios presented in
table 1 show the probability that
persons who have recently
experienced particular negative
moods will be smokers compared with
persons who have not had these
moods, after controlling for the
effects of sex, age, race, education,
income, marital status, and health
status. Confidence limits, shown next
to each odds ratio, indicate whether
or not the increased probability is
sufficiently large that it is not likely to
occur by chance. When the lower
confidence limit is greater than one,
the odds ratio is statistically
significant.

Men and women who often felt
depressed had an odds ratio of 1.4
and 1.5, respectively, for smoking

compared with men and women who
never felt depressed. In other words,
frequently depressed adults were
about 40-50 percent more likely to
smoke than those who were never
depressed. Women who sometimes
felt depressed also had a higher risk
of smoking than nondepressed women
(OR =1.3); the odds ratio for men
with this level of depression

(OR =1.1) was not statistically

significant at the p < .05 level.
Frequent loneliness was a strong

predictor of smoking for both men
(OR =1.7) and women (OR =1.6);
occasional loneliness also predicted
smoking for women (OR =1.2).
Although the odds ratio for men who
were sometimes lonely was also 1.2,
this was not statistically significant.

Women who were often restless
or bored had the highest odds ratio
for smoking (OR =1.7). Frequent
boredom was similarly predictive of
smoking for men (OR =1.6);
frequent restlessness was less so
(OR =1.3).

Figure 4 shows the odds ratios for
smoking by men and women,
according to level of negative mood,
after adjusting for the effects of age,
race, education, income, marital
status, and health status. For women,
the odds of smoking cigarettes almost
tripled between those with the lowest
and those with the highest negative
mood scores (OR =2.7 for women
with a score of 20). The odds of
smoking also went up for men as
negative mood scores increased,
although the relationship was not as
dramatic as for women: men with a
maximum score of 20 on the negative
mood index had an odds ratio of 1.8,
indicating that men with a lot of
negative moods were about
80 percent more likely to smoke than
men who had no such moods.

Negative moods and drinking

Table 2 shows prevalence rates of
heavier drinking for men and women
according to levels of depression,
loneliness, restlessness, boredom, and
feeling upset. Odds ratios, described
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Table 1. Prevalence (unadjusted) of cigarette smoking for men and women, by selected negative moods and odds ratios adjusted for
age, race, education, income, marital status, and health status: United States, 1991

Men Women
95-percent 9&-percent
. Population Odds confidence Population Odds cenfidence
Negative moods {in thousands) Prevalence ratio limits (in thousands) Prevalence ratio limits
Depressed
Very often oroften, . . ... .. 6,006 415 1.4 1.2,1.7 10,639 33.3 1.5 1.41.7
Sometmes ............ 12,824 31.8 1.1 1.0,1.2 20,423 27.2 1.3 1.2,1.4
Rarelyornever. . . ....... 65,514 26.9 1.0 he 62,379 214 1.0 vee
Lonely
Very oftenoroften, . . ... .. 2,842 44.9 1.7 1.4,2.1 5,405 35.7 1.6 1419
Sometimes . . .......... 5,479 36.2 1.2 1.0,1.4 9,868 28.0 1.2 1113
Rarelyornever. . . ....... 76,090 27.5 1.0 78,182 227 1.0
Restless
Very oftenoroften. . ... ... 9,220 39.2 1.3 1115 9,637 35.8 17 1.5,1.9
Sometimes ... ......... 13,040 29.9 1.0 0.9,1.2 13,977 28.1 1.3 1114
Rarely ornever. . . ....... 61,956 26.8 1.0 69,708 21.6 1.0
Bored
Very oftenoroften, . . ..... 7.886 428 1.6 1.4,1.9 10,455 36.4 1.7 1.51.9
Sometmes . ........... 16,810 32.3 1.2 11,14 19,169 266 1.2 1.1,1.3
Rarelyornever. . . ....... 69,479 258 1.0 - 63,660 213 1.0 v
Upset
Very oftenoroften. . ...... 2,271 38.0 1.2 0.8,1.6 4,215 34,2 1.3 11,15
Sometimes . ........... 7,506 31.8 1.0 0.9,1.2 10,840 240 0.9 0.8,1.0
Rarelyornever. .. ....... 74,504 28.1 1.0 Ve 78,225 235 1.0 “en

NOTES: The population columns represent the number of men or women with specified levels of selected negative moods. Population estimates for smoking among these individuals can be
derwed by multiplying the population estimate for a particular negative mood category by the prevalence estimates.

above, are also shown. Heavier

drinking was defined as an average of
three or more drinks per day for men
and an average of two or more drinks

per day for women. Because alcohol
affects women’s bodies more quickly
(thus taking less alcohol to make a

woman drunk) (50-53) and because

30 -
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25 |-
o
e}
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© Men
% .«es
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v u?®
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. e ae
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1] 2 4 ) 8 10 12 14 16 18 20
Negative mood score
NOTE: Negatve mood score is the sum of an indivxiual's score for sach of the five neg mMoods: dep! , lonely, resth
bored, and upset. Score for each negatve mood ranged from O (never) 10 4 (very often).

Figure 4. Odds ratios for smoking according to negative mood score, by sex, adjusted for
age, race, education. income, marital status, and health status: United States, 1991

consumption of large amounts of
alcohol is considerably less common
among women than among men
(20,37,54-55), the number of drinks
defined as “heavier drinking” was set
lower for women. Even with this
lower cutoff, prevalence of heavier
drinking remained consistently lower
for women (less than 3 percent) than
for men across all.categories and
levels of negative moods. The highest
odds ratios, 1.4 for women who were
often bored or restless, failed to
reach statistical signficance at

p = .05

Findings for men and alcohol use
present quite a different picture.
Nearly 5 percent of men who did not
experience these negative moods
consumed an average of three drinks
or more daily. Among men who often
felt depressed, lonely, restless, bored,
or upset, rates of heavier drinking
were considerably higher. Among
men who were often lonely, over
9 percent drank heavily; among those
who were often restless or bored,
about 8 percent could be classified as
heavier drinkers. Prevalence of
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Table 2. Prevalence (unadjusted) of heavier drinking for men and women by selected negative moods and odds ratios adjusted for age,
race, education, income, marital status, and health status: United States, 1991

Men Women
95-percent 85-percent
Odds confidence Odds confidence
Negative moods Population Prevalence ratio limits Population Prevalence ratio fimits
Depressed

Veryoftenoroften. . . ..... 5,960 7.1 1.6 1.2,2.1 10,618 25 1.1 0.8,1.5

Sometimes . ........... 12,788 5.4 1.2 09,15 20,456 23 1.1 0.8,1.4

Rarelyornever. . ........ 65,584 4.7 1.0 ves 62,570 23 1.0 .
Lonely

Very oftenoroften. , . ..... 2,819 9.4 1.9 13,27 5,408 2.8 1.3 0.8,2.1

Sometimes . ........... 5,499 6.0 1.2 0.9,1.6 9,870 1.9 1.0 0.7,1.4

Rarelyornever. . .. ...... 76,092 4.8 1.0 . 78,383 2.3 1.0 ees

Restless

Veryoftenoroften, . ...... 9,186 7.7 1.7 1.3,2.1 9,625 29 14 1.0,1.8

Sometimes . ........... 13,004 4.8 1.1 0.9,1.4 14,074 1.9 0.8 0.7,1.2

Rarelyornever. ......... 62,029 4.6 1.0 eee £9,824 23 1.0 vee
Bored

Very oftenoroften. . ...... 7,840 8.2 1.9 1524 10,452 29 1.4 1.0,1.8

Sometimes . ........... 16,742 5.3 1.2 1.0,1.5 19,227 1.9 0.8 0.6,1.1

Rarelyornever. ......... 59,600 4.5 1.0 . 63,804 23 1.0 .
Upset

Veryoftenoroften. . ...... 2,256 6.8 1.4 09,22 4,223 26 13 0.8,2.0

Sometimes ............ 7,487 6.4 1.3 1.0,1.7 10,891 22 1.1 0.8,1.5

Rarelyornever. ......... 74,543 4.8 1.0 e 78,379 2.3 1.0 Ve

NOTES: The population columns represent the number of persons with specified levels of negative moods. Population estimates for heavier drinking (men: thres or more drinks per day; women:
2 or more drinks per day) among these indmduals can be denved by multiplying the population in a particular negative mood category by the prevalence estimates.

heavier drinking among men who 35 —
were often depressed or upset was ’ Men
about 7 percent, .
Qdds ratios shown in table 2 .
confirm that men who often 30 - .
experienced selected negative moods .
were considerably more likely to be R
heavier drinkers than men who had
not had these moods, even after
adjusting for the effects of age, race,
education, income, marital status, and
health status. After controlling for
these other factors, men who were .
often lonely or often bored were .* Women
almost twice as likely to drink heavily 15 |-
as men who had not felt these
negative emotions in the past 2 weeks
(OR =1.9). PP A el e o s T T SN T NN T T JOE TN TN T TN N NN N
Figure 5 graphs the relationship 0 2 4 & 8 10 12 14 16 18 20
between total negative mood score Negative mood score

and heavier d_rmkmg_m _In_en and NOTE: Negative mood score i the sum of an individusl's score 10r each of the five neg dis: dep d, lonety, resth
women. As with the individual bored, and upset. Score for each negatve mood ranged from 0 (neves) 1 4 (very often).

problems, heavier drinking was
related to total score for men but not  Figure 5. Odds ratios for heavier drinking among men (3 or more drinks daily) and women
for women. After adjusting for {2 or more drinks daily), by negative mood score, adjusted for age, race, education,
possible confounding characteristics, income, marital status, and health status: United States, 1991

the odds of being a heavier drinker
more than tripled between men with
no negative moods and those with a

P

(4,
1
L]

Odds ratio (adjusted)
N
[=]
1
L ]
.
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maximum score of 20 (OR =3.3).
Among women, the odds ratio did not
rise significantly between those with
the lowest and highest negative mood
scores (OR =1.5).

Negative moods and combined
smoking and drinking—men

A combination of smoking and
alcohol consumption has been
identified as significantly increasing
risks of life-threatening illnesses,
primarily cancers at various sites
(56-57). The association between
negative mood score and the co-
occurrence of these behaviors is
shown for men in figure 6 for two
levels of alcohol consumption: three
or more drinks defined as heavier
drinking earlier in this report and a
somewhat more moderate level of two
or more drinks per day. Results are
consistent with other findings
presented: men with high negative
mood scores were at increased risk of
engaging in both of these behaviors
simultaneously. Men with the
maximum negative mood score of 20
were four times more likely to
combine smoking with drinking an
average of three or more drinks per
day (OR =4.1) than men with no

negative moods. Odds ratios for
combining smoking with drinking an
average of two or more drinks daily,
also were substantially higher for men
with the highest negative mood scores
(OR =3.3).

Discussion

These findings suggest that
emotional well-being may play a role
in cigarette smoking and heavy
drinking. If this is the case, it is likely
that programs designed to promote
behavior change could be made more
successful by addressing issues related
to emotional well-being. The link
found between negative moods and
these behaviors also lends support to
the suggestion by other researchers
that physicians could use information
on smoking and drinking practices,
routinely gathered in clinical practice,
as clues to probe for underlying
emotional or mental conditions that
may deserve attention in their own
right as well as a means of improving
the prognosis for improvements in
physical health (58).

The issue of the direction of
causality in this analysis is
problematic. Certainly, engaging in
personal behaviors detrimental to

— mae wma 3 OF MoOTe drinks 2 or more drinks
45 and smoking and smoking
40 |- ’
/
/
35 f- 7/
= 7
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£ 30 7
X2 7
2 //
©
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7
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1.0 L.t 1 1. 1r 3 i1 1 &£ 3 ¢ 01 3 1 1 1. 1.
0 2 4 [} 8 12 14 16 18 20
Negative mood score
NOTE: Negatve mood score is the sum of an individuarls score for each of the five neg ds: dep onely, restk

bored, and upset. Score for sach negative mood ranged from 0 {(never) 1 4 (very often).

Figure 6. Odds ratios for combined smoking and heavy drinking among men, by negative
mood score adjusted for age, race, education, income, marital status, and health status:

United States, 1991

health can be seen as a sign of less
than optimal mental health. Indeed,
both nicotine dependence and alcohol
abuse and dependence are classified
as psychiatric diagnoses in the
Diagnostic and Statistical Manual,
Third Edition, Revised (DSM-III-R),
published by the American
Psychiatric Association. On the other
hand, it is entirely logical that
emotional status can be influenced by
these health behaviors as well. The
neurological effects of alcohol abuse
have been well documented (20).
Further, in today’s antismoking
climate, stress associated with the
smoking habit may be sufficient to
have consequences for emotional
well-being of smokers.

The NHIS-HPDP, being a
cross-sectional survey, cannot address
the issue of causality. While the
Survey design would aliow
longitudinal followup, there are no
current plans to conduct such an
investigation. Thus, the question
posed can only be addressed in its
most basic form: Are emotional
health status and addictive personal
health behaviors sufficiently related to
warrant increased public health
initiatives that attempt to address
both issues together rather than one
at a time. Evidence suggests that they
are.

Conclusions

These findings have important
implications for current health
promotion activities and for setting
and attaining future health promotion
goals. Since the early days of public
sanitation and quarantine, activities
surrounding promotion of the public’s
health have continued to evolve.
Initial efforts to establish national
(1990) health promotion objectives
resulted in a set of 15 broad groups
of objectives, only some of which
were readily quantifiable. In the next
generation of health promotion
objectives (year 2000), very specific,
quantifiable goals were set that
encompassed not only a wider range
of health problems, but also dealt



Advance Data No. 236 - November 4, 1993

with objectives related to special
populations, such as children, the

aged, racial-ethnic minorities, and the

disabled. Findings such as those
presented here suggest that current
health promotion activities designed
to reduce prevalence of harmful
health behaviors—such as smoking
and heavy drinking—might have
increased success if they could
address emotional (and by extension,
mental) health issues at the same
time. Such a step could help
accelerate progress toward attaining
current objectives to reduce
prevalence of harmful behaviors and
increase the health of the Nation’s
population. Beyond this, in
developing the next generation of
health objectives for the Nation,
establishment of cross-cutiing
objectives that address harmful
personal health behaviors in the
context of emotional and mental
well-being should be seriously
considered.
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Technical notes

Target population

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

Description of the survey

The NHIS consists of two parts: a
basic health and demographic
questionnaire that remains almost the
same from year to year and is
completed for each household
member, and special topic
questionnaires that vary from year to
year and usually are asked of just one
person in each family. In 1991, the
special topics included health
promotion and disease prevention,
encompassing environmental health;
tobacco; nutrition; immunization and
infectious disease; occupational safety
and health; heart disease and stroke;
other chronic and disabling
conditions; clinical and preventive
services; physical activity and fitness;
alcohol; mental health; and oral
health, Other special topics in 1991
were pregnancy and smoking; child
health; Acquired Immunodeficiency
Syndrome (AIDS) knowledge and
attitudes; and drug and alcohol use.
With the exception of the questions
on drug use, all 1991 special topic
questionnaires were administered in a
face-to-face interview, with telephone
followup as needed. Self-response was
required for all items. The drug
questionnaire was self-administered
with no telephone followup
permitted. Data tapes for these
surveys are available from the
Division of Health Interview Statistics

and can be linked for investigation of
cross-cutting research issues.

Response rates

The total sample interviewed for
1991 for the basic health
questionnaire consisted of 46,761
households containing 120,032
individuals. The response rate for the
basic health and demographic
questionnaire was about 95.7 percent,
with proxy responses accepted for
household members not home at the
time of interview. For the NHIS—
HPDP, one adult per family aged 18
years or over was selected for
interview and self-response was
required. A total of 43,732 HPDP
questionnaires were completed,
representing 91.7 percent of
respondents identified as eligible at
the time of the household interview
and an overall response rate of
87.8 percent (the product of the
response rate for the basic
questionnaire and the response rate
for the special topic questionnaire).
Item nonresponse ranged from 1.3 to
2.1 percent for the questions
discussed in this report.

Sample designh and statistical
testing

Because the estimates shown in
this report are based on a sample,
they are subject to sampling error.
The standard errors for the statistics
shown in this report were calculated
using Software for Survey Data
Analysis (SUDAAN), developed by
the Research Triangle Institute (43).
SUDAAN is a software package,
designed specifically for analysis of
complex survey data, which takes into
account the effects of the complex
sample design in the calculation of
standard errors (59). The sampling
design of the NHIS has been fully
described elsewhere (60). Briefly, the
NHIS has a multistage sampling
design with stratification and
clustering. The first stage of the
NHIS sample selection is the
selection of 198 primary sampling
units (PSU’s) from approximately
1,900 geographically defined PSU’s.
Within the sample PSU area,

segments are systematically selected,
and then clusters of housing units are
selected within the sample segments.
Finally, a sample person within each
household is selected for the HPDP
survey. Generally, variances and
standard errors are larger for such
designs than for simple random
samples of the same size. The
SUDAAN procedures used were
Proc Descript and Proc Logistic and
the design was Uneqwor (without
replacement sampling with unequal
probabilities of selection at the first
stage).

All differences cited in this report
are statistically significant at the 0.05
level. A t-test, with a critical value of
1.96 was used to test all comparisons
that are discussed. Lack of comment
regarding the difference between any
two estimates does not mean that the
difference was tested and found not
to be statistically significant.

Definition of terms

Negative mood score—Additive
score of five negative moods
experienced in the 2 weeks preceding
the interview: depressed, lonely,
restless, bored, and upset. Response
options for each were: 0 = never;

1 = rarely; 2 = sometimes; 3 =
often; 4 = very often.

Smokers—Persons who had
smoked at least 100 cigarettes in their
lifetime and currently smoked any
amount.

Heavier drinkers—Average daily
consumption of alcohol was
determined by multiplying the
number of days drank any alcoholic
beverages in the 2 weeks preceding
the interview by the number of drinks
consumed on the days drank divided
by 14 days. Although the total
amount of alcohol consumed in a
2-week period was averaged over 14
days, consumption was not necessarily
spread out evenly over this period.
Heavier drinking was defined as an
average of three or more drinks per
day for men and an average of two or
more drinks per day for women.

Odds ratio—The odds ratio is an
approximation of relative risk.
Relative risk is defined as the
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probability of a particular outcome
(smoking or heavier drinking) among
exposed individuals (persons
experiencing negative moods), divided
by the probability of this outcome
among unexposed individuals
(persons experiencing no or lower
levels of negative moods). In
mathematical terms, it is the
exponential of the beta coefficient
generated by SUDAAN’s logistic
regression procedure (Proc Logist).
That is, OR =€

95-percent confidence limits of the
odds ratio—In 95 percent of the cases,
the true odds ratio will fall within
these limits. When the lower limit
exceeds 1.0, the odds ratio is
statistically significant. In other
words, those in the exposed group
(with negative moods) are more likely
to smoke and/or drink than those in
the unexposed group (without
negative moods). In mathematical
terms, these limits were calculated as
the exponential of [the beta
coefficient (generated by Proc
Logist)+1.96 - the standard error of

the beta coefficient], or
CI =e(ﬂ_+1.96 -spﬁ).
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Introduction

During the 2-year period 1989—
90, an estimated 37.6 million visits
were made to nonfederally employed,
office-based physicians in the United
States who specialized in
psychiatry—an average of 18.8 million
visits per year. This report
summarizes data pertaining to these
visits in terms of patient
characteristics, physician practice
characteristics, and visit
characteristics. Two earlier reports
provide data on office visits to
psychiatrists for the years 1975-76
and 1985 (1,2).

The information presented in this
report is based on data collected by
means of the National Ambulatory
Medical Care Survey (NAMCS), a
national probability sample survey
conducted by the Division of Health
Care Statistics of the Natjonal Center
for Health Statistics, Centers for
Disease Control and Prevention. This
survey was conducted yearly from
1973 through 1981, and again in 198S5.
It resumed an annual schedule with
the 1989 survey.

The 1989 and 1990 National
Ambulatory Medical Care Surveys
shared identical survey instruments,
definitions, and procedures. The
resulting 2 years of data have been
combined to provide more reliable
estimates, and the reader should note

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

The estimates presented in this
report are based on a sample, rather
than on the entire universe, of office
visits and, as such, are subject to
sampling variability. The Technical
notes found at the back of this report
include a brief discussion of the
sample design, sampling errors, and
guidelines for judging the precision of
NAMCS estimates. Also located in
the Technical notes are definitions of
terms used in this report, including
the definition of a psychiatrist for
NAMCS purposes.

Several limitations of the data
should be emphasized. These include
the small number of psychiatrists who
participated in the 1989 and 1990
surveys (see the Technical notes for
additional discussion of sample size),
and the exclusion from participation
in the survey of all physicians who
were not primarily engaged in
office-based patient care as defined by
the American Medical Association.
Psychiatrists who are not classified by

the American Medical Association as
spending the majority of their
professional time in office-based
patient care may nevertheless spend a
significant proportion of their time
engaged in this type of activity in
addition to their ““principal’” activity.
Also excluded by the survey design
are psychiatrists who see patients at
community mental health centers and
other government-operated facilities.

It has been estimated that the
current NAMCS survey design
captures about 84 percent of all
ambulatory medical visits to
psychiatrists (3). Continuing
evaluation of the survey design may
result in a broader definition of
eligibility for participation in the
survey to better reflect the spectrum
of ambulatory medical care visits.

Several other publications
summarize overall findings from the
1989 and 1990 National Ambulatory
Medical Care Surveys (4-6), and
reports on visits to other physician
specialties and related topics are also
available.

To obtain a list of NAMCS
publications, readers may contact the
Ambulatory Care Statistics Branch at
(301) 436-7132.

Patient characteristics

Visits to psychiatrists by patient’s
age, sex, and race are displayed in
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Figure 1. Patient Record form

table 1. Overall, this specialty
received an average of 7.7 office visits
per 100 persons per year for 1989 and
1990, not significantly different from
visit rates noted in 1975-76 and 1985
(2). Visit rates were highest among
persons 2544 years of age and 45-64
years of age. These age groups
together accounted for more than
three-quarters (79.9 percent) of all
psychiatrists’ visits, with persons in
the age group 25-44 years accounting
for nearly half of all visits

(48.2 percent). Visit rates for these

two groups did not differ significantly
from each other, at 11.4 visits and
12.8 visits per 100 persons,
respectively.

Persons 15-24 years of age and
65 years and over visited psychiatrists
significantly less frequently than did
persons 25-44 and 45-64 years of age,
with 4.2 and 4.6 visits per 100
persons, respectively. Persons under
15 years had the lowest visit rate of
the five age groups, with only 1.7
visits per 100 persons. These three
age groups (under 15 years, 15-24

years, and 65 years and over)
together accounted for only

20.1 percent of visits to this specialty.
The age distribution of visits to
psychiatrists is contrasted with that of
visits to all other physicians in

figure 2.

Females accounted for more than
half of the visits (59.1 percent) to
office-based psychiatrists in 1989-90,
significantly higher than the
40.9 percent of visits made by males.
However, there was no significant
difference found in the rate of visits
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Table 1. Annual number, percent distribution, and rate of office visits to psychiatrists by

selected patient characteristics and geographic region, averaged over a 2-year period:

United States, 1989-90

Number of Visit rate

visits in Percent per 100

Patient characteristic thousands distribution persons!

Age
Allages. . .....c.oiiiiniennnnnn. 18,790 100.0 7.7
Under1Syears . . ..........cov..n. 940 5.0 1.7
16-24years . .. .o v ittt 1,484 7.9 4.2
25-44YRarS . . .t it i c e 9,065 48.2 11.4
45-64years . . ..t i e 5,950 31.7 12.8
65yearsandover ................. 1,351 7.2 4.6
Sex and age
Female,allages. . ... .............. 11,100 59.1 8.8
UnderiSyears. ................. 229 1.2 0.9
15-24years. . .. ... iii i 918 49 5.2
25-44years. . ... hh it 5,497 293 13.6
45-64years. . ... it i e 3,466 184 14.4
6S5yearsandover................ 990 5.3 57
Male,allages . ................... 7,690 40.9 6.5
UnderiSyears.................. 712 38 26
15-24years. .. ......ciciinnnn.. 565 3.0 3.2
2544 YRArS. . v ittt 3,568 19.0 9.2
45-64years. . . ... it it 2,484 13.2 11.2
65yearsandover................ 361 1.9 29
Race
White . ...t ittt 17,355 92.4 84
Black ..... ..o it i 1,050 5.6 35
Asian and Pacificlslander. . .. ......... 201 1.1 ---
American Indian, Eskimo, and Aleut . . . ... 58 0.3 .-
Unspecified ..................... 126 0.7 ---
Geographic region

Northeast. .. .. .................. 6,325 33.7 12.8
Midwest. . ............ ... 4,132 22.0 6.9
South .........ciiiiiiinnnnn. 5,359 285 6.4
West. .........i it i 2,974 15.8 57

Visit rates are based on U.S. Bureau of the Census estimates of the civilian noninstitutionalized U.S. population for July 1 of

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

to psychiatrists by females and males
during this period (8.8 visits per 100
females per year compared with 6.5
visits per 100 males).

By age group, a somewhat
different profile emerged. Males
under the age of 15 were significantly
more likely to visit a psychiatrist than
were females under the age of 15. No
significant differences were noted
between males and females 1524
years, 25-44 years, and 45-64 years of
age, but the visit rate for females 65
years of age and over was significantly
higher than the rate for males in the
same age group.

Between 1985 and 1990 no
statistical differences were found in
visit rates by age and sex. However,
significant increases were noted in the
percent of visits made by persons

4564 years of age and 65 years and
over, along with a corresponding
decrease in the percent of visits by
persons 25-44 years of age.

White persons made 92.4 percent
of all visits to psychiatrists during
1989-90, while black persons
accounted for 5.6 percent. Asians and
Pacific Islanders represented only
1.1 percent of these visits.
Correspondingly, the visit rate for
white persons was higher (8.4 visits
per 100 persons per year) than for
black persons (3.5 visits per 100
persons).

Physician practice
characteristics

Psychiatrists received an average
of 2.7 percent of the office visits made

to ambulatory care physicians for
1989-90, making them the ninth most
visited physician specialty overall
(table 2). However, psychiatry was the
fifth most visited specialty among
persons 25-44 years of age, receiving
an annual average of 9.1 million visits
by persons in this age group, or

4.5 percent of all visits made by
persons 25-44 years of age during
1989-90.

Between 1975 and 1990, the
number of visits made to psychiatrists
went from a 2-year total of 30.6
million visits during 197576 to a
2-year total of 37.6 million visits in
1989-90, but this was not a
statistically significant change. The
1975-76 total represented 2.6 percent
of all visits to office-based physicians
during that period. This was not
significantly different from their
1989-90 share.

Visit characteristics

Referral status and prior-visit
status

Only 2.1 percent of office visits to
psychiatrists were the result of a
referral by another physician,
significantly lower than the
5.6 percent for visits to all other
physicians. The chronic nature of
psychiatric illness is underscored by
the fact that more than 90 percent of
the visits to this specialty were made
by patients who were returning to the
physician for care of a previously
treated condition, compared with
60.2 percent for visits to all other
physicians. Only 6.0 percent of
psychiatric visits were made by new
patients. Visits by referral status and
prior-visit status are summarized in
table 3.

Expected source of payment

Self-payment was the expected
source of payment listed most
frequently at visits to psychiatrists
(63.5 percent). In contrast, self-
payment was cited at only
30.3 percent of visits to all other
physicians. Private insurance
(including commercial insurance and
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Figure 2. Percent distribution of office visits to psychiatrists and to all other physicians,

by patient's age: United States, 1989-90

Blue Cross/Blue Shield) was listed at
41.6 percent of psychiatrists’ visits, It
should be noted that physicians were
able to report more than one

expected source of payment per visit.

Visits to psychiatrists by expected
source of payment are displayed in
table 4.

Table 2. Annual number, percent distribution, and rate of office visits by physician
specialty, averaged over a 2-year period: United States, 1989-90

Number of Visit rate

visits in Percent per 100

Physician specialty thousands distribution persons'
Allvisits . .. ... ... . oL, 698,653 100.0 285.4
General and family practice. ... ... 208,045 29.8 85.0
Internal medicine . . .. ......... 87,719 12.6 35.8
Pediatrics . . .. .............. 84,280 12.4 344
Obstetrics and gynecology . . . . . . . 59,812 8.6 224.4
Ophthalmology . ............. 41,302 5.9 16.9
Orthopedicsurgery. ... ........ 34,033 4.9 13.9
Dermmatology . . . ............. 25,164 3.6 103
Generalsurgery . . ............ 23,891 3.4 9.8
Psychiatry. . . ............... 18,790 2.7 7.7
Otolaryngology. . . . ........... 16,957 2.4 6.9
Cardiovascular diseases. . . ... ... 11,040 1.6 4.5
Urological surgery. . . . ......... 9,852 1.4 4.0
Neurology. . . ............... 6,167 0.9 2.5
Other. . ................... 71,603 10.2 29.2

1visit rates are based on U.S. Bureau of the Census estmates of the civikan noninsttutionalized population of the United States

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

2visit rate is 47.2 visits per 100 females. Females made 99.4 percent of the vistts to obstetncians and gynecologists dunng this

2-year penod.

Patient’s principal reason for
visit

Data in table 5 summarize the
patient’s principal reason for visiting
the physician, according to the eight
reason for visit modules, or groups of
reasons, outlined in A Reason for Visit
Classification for Ambulatory Care
(RVC) (7). Principal reason for visit
(item 92 on the Patient Record) is
the patient’s most important
complaint, symptom, or other
reason(s) for this visit expressed in
the patient’s (or patient surrogate’s)
own words. Up to three reasons per
visit may be coded based on the
classification system found in the
RVC. It should be noted that the
principal reason for visit reported at
office visits to psychiatrists may be
characterized by the psychiatrist
based on his or her assessment of the
patient’s condition, especially when
the visit is part of an ongoing course
of psychiatric treatment.

Two-thirds (67.8 percent) of all
visits to this specialty were due to a
symptomatic problem or complaint,
with the largest percent of symptoms
falling into the category of
psychological and mental disorders
(62.3 percent). Also prominent was
the treatment module, cited at
one-quarter (25.9 percent) of the
visits.

Specific reasons for visit are listed
in table 6. The single most frequently
mentioned principal reason for
visiting the psychiatrist was
depression, recorded at 28.2 percent
of visits. Anxiety or nervousness was
the second most frequent reason,
mentioned at 15.9 percent of visits. It
is important to note that the rank
ordering found in this and other
tables in this report may not always
be reliable, because near estimates
may not differ from one another
because of sampling variability.

Diagnostic and screening
services

About 7 percent of visits to
psychiatrists included one or more
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Table 3. Annual number and percent distribution of office visits to psychiatrists and to all
other physicians by patient’s referral status and prior-visit status, averaged over a 2-year

perlod: United States, 1989-90

Visits to psychiatrists Visits to all other physicians
Number of Number of
visits in Percent visits in Percent
Visit characteristic thousands distribution thousands distribution
Allvisits . . .o oo v e 18,790 100.0 679,863 100.0
Patient’s referral status
Patient was referred to this visit
by another physician . . ... ..... 395 2.1 37,830 5.6
Patient was not referred to this
visit by another physician . ... ... 18,395 97.9 642,033 94.4
Patient's prior-visit status
Newpatient. . . .............. 1,121 6.0 113,288 16.7
Old patient, new problem . . ... ... 132 0.7 157,506 23.2
Old patient, old problem. . . ...... 17,537 93.3 409,069 60.2

Table 4. Annual number and percent distribution of office visits to psychiatrists and to all

other physicians, by patient’s expected source of payment, averaged over a 2-year period:

United States, 198990

Visits to psychiatrists Visits to all other physicians
Number of Number of
visits in Percent visits in Percent
Expectad source of payment? thousands distribution thousands distribution

Allvisits . . ... ...t 18,790 100.0 679,863 100.0
Selfpay.....coonnueveeenan. 11,922 63.5 206,139 30.3
Commercial insurance . . . . ...... 5,077 27.0 154,188 227
Blue Cross/Blue Shield .. ....... 2,743 14.6 78,876 11.6
Medicare . ................. 1,695 9.0 131,339 193
Medicaid .................. 1,156 6.2 55,487 8.2
Prepaid plan/fHMO/IPA/PPOZ2 . . . . .. 922 4.9 102,420 15.1
Nocharge ................. 163 0.9 12,746 1.9
Other. . ...... ..., 1,245 6.6 37,007 54
Unknown .................. 107 0.6 14,015 2.1

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

Table 5. Annual number and percent distribution of office visits to psychiatrists by
patient’s principal reason for visit, averaged over a 2-year period: United States, 1989-90

Number of

visits in Percent
Principal reason for visit and RVC cods? thousands distribution
Allvisits . . . ..o i e e i i 18,790 100.0
Symptommodule. . . ...... ... ... S001-8999 12,743 67.8
General symptoms. . ... ........... S001-S099 347 1.8
Symptoms referable to psychological and
mentaldisorders . .. ........ ..., S100-S199 11,711 62.3
Symptoms referable to the nervous system
{excluding sense organs). . . .. ...... S200-S259 295 1.6
Symptoms referable to the digestive
system .. ....... . it S500-S639 197 1.0
Symptoms referable to the musculoskeletal
system ........ . ... ... .. S900-S999 a3 0.5
All other symptoms. . . ... .. S260-5499,5640-S839 99 0.6
Diseasemodule. . . ................ D001-D9%9 585 3.1
Diagnostic, screening, and preventive
module........ ... ... ... ... X100-X599 98 05
Treatmentmodule. ... .............. T100-T899 4,875 25.9
Injury and adverse effects module . .. ... . J001-J999 85 0.5
Other? .........| R100-R700,A100-A140,0990-U399 403 2.3

Based on A Reason for Visit Classification for Ambulatory Care (RVC) (7).
Ancludes test results and administrative modules, blanks, problems, and complaints not elsewhere classified, entries of “none,”

and illegible entries.

diagnostic or screening services
ordered or provided by the
psychiatrist, compared with

64.3 percent of visits to all other
physicians. The “‘other’’ category was
checked most frequently

(5.4 percent). The mental status
exam, often used as a diagnostic tool
at the patient’s initial visit to the
psychiatrist, was included in the list
of specific diagnostic and screening
services on the 1991 NAMCS Patient
Record, where it was cited at

40.3 percent of all visits to
psychiatrists. It did not appear as a
separate category in the NAMCS for
1989 or 1990.

Physician’s diagnoses

Data on principal diagnoses
rendered at office visits are obtained
from item 10a of the Patient Record,
which asks physicians to record the
principal diagnosis associated with the
patient’s most important reason for
the visit. Diagnoses are classified and
coded according to the International
Classification of Diseases, 9th Revision,
Clinical Modification 1ICD-9-CM)
8).

About 9 of every 10 visits to
psychiatrists resulted in a principal
diagnosis that was classifiable to a
mental disorder (ICD-9-CM codes
290-319). Principal diagnoses are
presented throughout this report
according to a classification system
suggested by the American
Psychiatric Association (APA) for use
with NAMCS data (see Technical
notes) (9). Grouped principal
diagnoses according to patient’s age
and sex are presented in tables 7
and 8.

The most frequently reported
diagnostic category was mood
disorders, including bipolar and
depressive disorders, which were
reported at 43.1 percent of all visits,
for an estimated average of 8.1
million office visits per year for 1989
and 19¢ . Within this group,
depressive disorders predominated,
accounting for 6.9 million visits, or
36.8 percent of all visits to office-
based psychiatrists.
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Table 6. Annual number and percent distribution of office visits to psychiatrists by the 20
most frequently mentioned principal reasons for visit, averaged over a 2-year period:
United States, 1989-90

topic of a later publication in this
series.

Number of
o visits in Percent . -
Principal reason for visit and RVC code" thousands distribution Therapeutic services

AIVISIES « o oottt 18,790 100.0 " . )
DEPreSSION. « « o vt v e ee et e eeean e si10 5,303 28.2 ) D?ta on therapeutic services,
Anxiety OF NETVOUSNESS . . . . . ..o oo v vnnnn.. S100 2,983 15.9 including the use of medication,
Psychot_herapy ........................ T410 1,300 6.9 ordered or provided at office visits to
Other signs or symptoms relating to hiatrist h in tabl

psychological and mental disorders. . .. ... ... S165 1,030 55 psychialrists ar€ shown in tablies
Marital problems . ... .......c.iiiun. . T705 690 3.7 10-14. As used in the NAMCS, the
Behavioral disturbances. . . . .............. S130 610 3.2 & 7] 37 s s -

erm ‘‘drug’ is i hangeable with

Medication, other and unspecified kinds. . . ... .. T115 441 2.3 “g S nt.erc” g R
Parent-child problems . .. .. .............. T710 372 2.0 the term ‘‘medication”” and includes
gngerb ............................. S$115 357 1.9 all new or continued medications

isturbancesofsleep . . .. ... ... ..., ... S$135 321 1.7 . s n :
Social adjustmentproblems . .. ............ T730 319 1.7 f)rdered or prOYld.ed at the visit. This
Occupational problems . . .. .............. T725 294 1.6 includes prescription and
Psychosext{al c.i|sor<?ers .................. S160 233 1.2 nonprescription preparations,
Problems with identity and self-esteem . ... .... S120 227 1.2 . . . e
Fearsandphobias . . ................... S$105 223 1.2 Immunizing agents, and desensitizing
Other problems of family relationship. . . . .. ... . T715 219 1.2 agents. ‘‘Drug mentions’’ refers to the
Delusions or hallucinations . . .. ............ S$155 212 1.1 gt : :
Functionalpsychoses . . .. ............... D305 209 1.1 FOtal number of m?dlcatlons listed in
Counseling, not otherwise specified ... ....... T605 194 1.0 item 15 of the Patient Record.
Tiredness, exhaustion . . . ... ............. S015 184 1.0 Physicians may record more than one
Allotherreasons . .......... ... . ¢0uuiiuninunn. 3,070 16.3

1Based on A Reason for Visit Classification for Ambulatory Care (RVC) (7).

Anxiety disorders accounted for
an average of 2.5 million office visits
per year for 1989 and 1990, or
13.4 percent of the total. The most
common diagnoses within this group
were generalized anxiety disorder
(ICD—-9-CM code 300.02) with an
average of 693,000 visits per year and
anxiety state, unspecified JCD-9—-CM
code 300.00) with 500,000 visits per
year.

Also prominent among the
grouped diagnoses were personality
disorders. There was an annual
average of 1.9 million visits in this
category, or 10.2 percent of the total.

Figure 3 illustrates the
distribution of secondary diagnoses at
visits to office-based psychiatrists.
Secondary diagnoses were recorded at
6.8 million visits, or 36.3 percent of
the total. The largest group of
secondary diagnoses was personality
disorders, mentioned at 1.9 million
visits, or 27.3 percent of all visits with
secondary diagnoses. Depressive
disorders were listed at 1.2 million
visits, accounting for 17.0 percent of
the secondary diagnoses. Ill-defined
signs and symptoms and
nonpsychiatric medical conditions

(1.8 million visits) and anxiety
disorders (1.7 million visits) were also
prominent among secondary
diagnoses.

Visits to other physicians for
depression and anxiety

Pyschiatrists, as mentioned
earlier, received an annual average of
5.3 million visits at which the
patient’s reason for visiting the
physician was depression, and another
3.0 million visits for anxiety or
nervousness during 1989-90.
However, an additional 4.0 million
visits per year for depression and
anxiety were made to physicians other
than psychiatrists over the same
period. Listed in table 9 are office
visits made for selected reasons for
visit and diagnoses, according to
physician specialty. The data indicate
that primary care physicians receive a
significant number of visits for many
problems that may be psychiatric in
nature. An analysis of visits made for
depression, anxiety, and related
problems to physicians other than
psychiatrists is beyond the scope of
this report, but is scheduled to be the

medication per visit, so that the total
number of drug mentions may exceed
the total number of visits. ‘‘Drug
visits”’ refers to visits with at least one
mention of medication ordered or
provided by the physician. An earlier
report describes the method and
instruments used in the collection and
processing of NAMCS drug data (10).
Table 10 presents data on the
range of therapeutic services ordered
or provided at visits to office-based
psychiatrists. Psychotherapy was the
type of therapeutic service mentioned
most frequently, at 89.5 percent of
the visits. More than one-third
(38.6 percent) of psychiatric visits
included some form of counseling or
advice. This was most often reported
in the ‘“‘other’” category
(36.7 percent); of the specific types of
counseling mentioned on the Patient
Record, weight reduction was cited
most often, at 2.2 percent of visits.
Medication therapy was
mentioned at half of the visits
(50.2 percent), somewhat less than
the 60.5 percent of visits to all other
physicians. More than half of all visits
made by females included medication
therapy (54.4 percent), significantly
higher than the 44.1 percent of visits
by males. Overall, the proportion of
visits that included medication
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Table 7. Annual number and percent distribution of visits to office-based psychiatrists by
grouped principal diagnoses, according to patient’s sex, averaged over a 2-year period:

United States, 1989-90

Patient’s sex
Grouped principal diagnoses! Total Female Male
Number of visits in thousands
AllVISIHS . v vt i i e e e e 18,790 11,100 7,680
Mental retardation, developmental disorders, and
other childhood disorders . . ... .............. 522 93 429
Hyperkinetic syndrome of childhood . . . . ... ... .. 352 56 296
L 1= 170 *37 133
Delirium, dementia, and other mental disorders due
to a general medical condition . .. ............. 81 64 *7
Substance-related disorders . ................. 284 80 204
Schizophrenia and other (nonmood)
psychoticdisorders . . . . ... ....... .. . ... 1,651 974 676
Mooddisorders . .. ... ...t ... 8,100 5,420 2,680
Bipolardisorders . . .. ....... ... ... ..., 1,160 797 363
Depressivedisorders . .................... 6,920 4,603 2317
Major depressivedisorder. . . .............. 2,820 1,826 994
Dysthymia. .. ........ ..o ... 3,054 2,011 1,043
Other depressive disorders . .. .. ........... 1,046 766 280
Othermooddisorders. . . .................. *20 *20 -
Anxiety disorders . . .. ... ..ttt 2,511 1,503 1,008
Panicdisorders. . . . ..................... 417 289 128
Obsessive-compulsive disorder . . . .. .......... 410 245 165
Other anxiety disorders . . . ................. 1,684 969 715
Adjustment disorders. . . ... .. ... ... . ... 1,457 756 700
Personalitydisorders . . . ... ........c0overu... 1,913 867 1,046
Othermental disorders. ... ... ... ........... 1,115 606 509
Other conditions that may be a focus of treatment. . . . . 470 295 174
lil-defined signs and symptoms and other
nonpsychiatric medical conditions. . . .. ......... 558 375 183
Unknown . ...l i i e e i i e 128 66 62
Percent distribution
AlLVISHS . o .t it e e e e e e 100.0 100.0 100.0
Mental retardation, developmental disorders, and
other childhood disorders . . ... .............. 28 0.8 5.6
Hyperkinetic syndrome of childhood. .. ......... 1.9 0.5 39
[0 1 - 0.9 *0.3 1.7
Delirium, dementia, and other mental disorders due
1o a general medical condition . . . ... .......... 0.4 0.6 *0.2
Substance-related disorders ... ............... 1.5 0.7 27
Schizophrenia and other (nonmood)
psychoticdisorders . . . . ..... ... . i 8.8 8.8 8.8
Mooddisorders . .. ............. .. 431 48.8 34.9
Bipolardisorders. . . ... .................. 6.2 7.2 4.7
Depressive disorders . ............c....... 36.8 41.5 30.1
Major depressive disorder. . .. ............. 15.0 16.5 129
Dysthymia. ........ ... .ot 16.3 18.1 13.6
Other depressive disorders . .. ............. 56 6.9 3.6
Othermood disorders. . . ..........covvnnnn. *0.1 *0.2 -
Anxiety disorders . ... ... ... i i 13.4 13.5 13.1
Panicdisorders. . . ... ... ............... 2.2 2.6 1.7
Obsessive-compulsive disorder . . .. ........... 22 22 21
Otheranxietydisorders . . ... ............... 9.0 8.7 9.3
Adjustment disorders. . . .. ... ... o ..., 7.8 6.8 8.1
Personality disorders. . .. ............c...... 10.2 7.8 13.6
Othermental disorders. . . . . .. .vvienennnnn.. 59 55 6.6
Other conditions that may be a focus of treatment. . . . . 25 2.7 23
lil-defined signs and symptoms and other
nonpsychiatric medical conditions. . . ... ........ 3.0 3.4 2.4
Unknown . .. ...t i i i e, 0.7 0.6 08

1Diagnostic groupings are based on a classification system developed for the American Psychiatric Association by Michael B.

First, M.D., of the New York State Psychiatric Institute, for use with NAMCS data.

therapy was not significantly different
from the 46.3 percent noted in 1985.

Table 11 examines psychotherapy
and medication therapy used
separately or in combination at
psychiatrists’ office visits according to
grouped principal diagnoses. Again,
principal diagnoses are combined
according to the APA’s suggested
classification system.

Medication therapy was most
often used as an adjunct to
psychotherapy; 45.6 percent of all
visits listed both psychotherapy and
medication therapy ordered or
provided by the psychiatrist, while an
additional 43.9 percent listed
psychotherapy without medication.

Psychotherapy without medication
was provided more often than not at
visits for adjustment disorders
(74.6 percent of visits); personality
disorders (72.6 percent); substance-
related disorders (64.1 percent);
anxiety disorders excluding panic
disorder and obsessive-compulsive
disorder (56.1 percent); and
depressive disorders excluding major
depressive disorder (55.4 percent).

About three-quarters
(78.6 percent) of visits with diagnoses
of major depressive disorder reported
the use of psychotherapy and
medication. This treatment option
was also frequently cited at visits with
diagnoses of bipolar disorders
(72.9 percent); panic disorder
(71.7 percent); hyperkinetic syndrome
of childhood (68.7 percent); and
schizophrenia and other nonmood
psychotic disorders (64.2 percent).

Additional data relating to the
utilization of medication at
psychiatrists’ office visits are shown in
tables 12-14. Among visits to
psychiatrists, there was an average of
15.9 million drug mentions per year
for 1989-90, yielding about 1.7
mentions per drug visit and about 8
mentions for every 10 visits in
general. Data pertaining to selected
drug characteristics are shown in
table 12. Most of the drugs mentioned
at visits to office-based psychiatrists
were available by prescription only
(95.0 percent), were composed of a
single ingredient (93.3 percent), were
prescribed using a trade name
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Table 8. Annual number, percent distribution, and cumulative percent of visits to
office-based psychiatrists by grouped principal diagnoses, according to patient’s age,
averaged over a 2-year period: United States, 1989-90

Number of
o i visits in Percent Cumnulative
Grouped principal diagnoses’ thousands distribution percent
Under 15 years
Alvisits . . .. ... . i 940 100.0
Mental retardation, developmental disorders, and other
childhood disorders . . . .......... ... .. .. .. ... 359 38.2 38.2
Hyperkinetic syndrome of childhood . ... ... ....... 288 30.8 cen
Other. . . ... ... . e 70 7.4 ve
Adjustmentdisorders . . .. ... ... ... ... 171 18.1 56.3
Mooddisorders. . .. ........ .. ... ... . 168 16.8 73.1
Depressivedisorders. . . ... ........ ... 158 16.8 .
Allother . . ....... ittt iieinnn 252 26.8 100.0
15-24 years
Allvisits .. ... . e e 1,484 100.0
Mooddisorders. . . . .. ... it e 535 36.1 36.1
Bipolardisorders . ............. ... i 63 4.2
Depressivedisorders. . . . ............ . ... 473 31.9 .
Adjustmentdisorders . . . .. ....... ... ... 0., 228 15.3 51.4
Anxiety disorders. . . . ... ... .. L i 205 13.8 65.2
Mental retardation, developmental disorders, and other
childhooddisorders . . .. ..................... 104 7.0 72.2
Allother . . ... ... . i i e 412 278 100.0
25-44 years
Allvisits .. ... .. e 9,065 100.0
Mooddisorders. . . . ....... ... . 3,764 415 415
Bipolardisorders . ............. ... . . 605 6.7 eee
Depressive disorders. . .. ............. 3,152 34.8
Othermooddisorders . . ... ............ . ..... *8 *0.1 .
Anxietydisorders. .. . ........ ... ... . ... ... 1,419 167 57.2
Panicdisorders .. ... ........ ... .. . .. 199 22 ce.
Obsessive-compulsive disorder . .. .............. 194 2.1
Other anxiety disorders . . .. .................. 1,026 11.3 ..
Personalitydisorders . . . ...................... 1,041 115 68.7
Schizophrenia and other (nonmood) psychotic disorders. . . 786 8.7 77.4
Adjustmentdisorders . . ... .. ... ... oL 699 7.7 85.1
Allother . .. ... i i i e 1,356 15.0 100.0
45-64 years
Allvisits - .. . . .. e 5,950 100.0
Mooddisorders. . . . . ... ....cuiiieininnnn. 2,795 47.0 47.0
Bipolardisorders . . ........ ... . i i i 397 6.7 v
Depressive disorders. . . . .. ......... .. ... ... 2,398 40.3 cee
Anxiety disorders. . . .. ........ ... .o . 699 11.8 58.8
Personality disorders . .. ....... ... ... o ... 735 12.3 711
Adjustmentdisorders . . ... ..., .. .. i 322 5.4 76.5
Allother . . ... ... i e 1,399 2385 100.0
65 years and over
Allvisits . .. ... e e 1,351 100.0
Mooddisorders. . . . . . ..o it ittt e 847 62.7 62.7
Bipolardisorders . ........... ... ... .. 95 7.1
Depressive disorders. . . . ........... ... ... 740 54.8
Othermooddisorders . . .. ................... 12 0.9 el
Allother . .. ... .. i i e 504 373 100.0

1Diagnostic groupings are based on a classification system developed for the American Psychiatric Association by Michael B.
First, M.D., of the New York State Psychiatric Institute, for use with NAMCS data.

(77.5 percent), and were not classified
as a controlled substance by the Drug
Enforcement Agency (74.0 percent).

Data in table 13 summarize the
number of drug mentions by

therapeutic classification, adapted
from therapeutic categories used in
the National Drug Code directory,
1985 edition (11). In cases where a
particular drug was classifiable to

more than one therapeutic category,
it was listed under the category for
which it was most frequently
prescribed. As expected,
psychopharmacologic drugs were
prescribed most frequently

(82.8 percent of drug mentions).
Within this category, antidepressants
(39.7 percent of the mentions),
antipsychotic drugs (21.2 percent),
and antianxiety agents (15.6 percent)
figured most prominently.

The generic substances used most
frequently in medications ordered or
provided at psychiatric office visits are
shown in table 14. Fluoxetine
hydrochloride (Prozac) was the most
commonly mentioned generic
ingredient, with 2.0 million mentions,
accounting for 12.7 percent of the
total. It should be noted that drugs
containing more than one ingredient
are listed in the data for each
ingredient.

Disposition of visit

Visits to psychiatrists were more
likely to include instructions to return
at a specific time (93.3 percent) than
were visits to all other physicians
(60.8 percent). Data on disposition of
visit are displayed in table 15.

Duration of visit

More than half (53.6 percent) of
all office visits to psychiatrists lasted
41 to 50 minutes (table 16). Average
duration of psychiatric visits was 42.7
minutes compared with 15.5 minutes
for visits to all other physicians.
Average duration is based on the
time spent in direct, face-to-face
contact between the physician and
the patient. It does not include visits
of ““0’’-minutes duration, that is, visits
in which the patient did not meet
with the physician directly.
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Grouped secondary diagnoses
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Mood disorders (includes deprassive
disorders-17.0 percent)

li-defined signs and symptoms and
other nonpsychiatric medical
conditions

Anxiety disorders

Other mental disorders (dissociative,
somatoform, sleep, eating, sexual and
gender identity, and other disorders)

Childhood digorders

Substance-related disorders

+ Other conditions that may be a focus
of treatment

Schizophrenia and other (nonmooad)
psychotic disorders

Adjustment disorders

27.3

5 10 15

2 25 0

Percent of all secondary diagnoses

NOTES: Diagnostic groupings are based on a Classification system deveioped for the Amarican Peychiatric Association by Michael B. First, M.D., of the New York Peychiatric Instiute for
use with NAMCS data. Number of vieits with secondary diagnoses = 8.827 miliion, Statistics are based on & 2- yeer average.

Figure 3. Percent distribution of secondary diagnoses at psychiatrists office visits by dlagnostic group: United States, 1989-380
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Table 9. Annual number and percent distribution of office visits for selected principal
reasons for visit and grouped principal diagnoses by physician specialty, averaged over a
2-year period: United States, 1989-90

Physician specialty

Number of
visits in Primary  All other
Visit characteristic thousands  Total  Psychiatry  care’ specialties
Percent distribution
Allvisits ... ... .. i 698,653 100.0 27 54.5 42.8
Principal reason for visit
and RVC code?
All symptoms referable to psychological and
mental disorders. . .. ......... S100-5199 18,945 100.0 61.8 304 78
Depression. .................... S110 6,956 100.0 76.2 20.7 *3.1
Anxiety and nervousness . . .......... S100 5,336 100.0 55.9 37.5 6.6
Disturbances ofsleep .............. 5135 1,522 100.0 211 64.6 *14.3
Other signs or symptoms relating to
psychological and mental disorders. . . . . S165 1,365 100.0 75.5 19.9 *4.6
Behavioral disturbances . . ... ........ S130 999 100.0 61.0 323 *6.7
Psychosexual disorders . . . .. ........ S160 891 100.0 26.1 *17.4 56.5
Anger . ....... ... e ... S115 357 100.0 100.0 - -
Fearsandphobias . .. ............. S105 246 100.0 90.6 *9.4 -
Problems with identity and self-esteem. . . .5120 234 100.0 96.9 *3.1 -
Delusions or hallucinations . . . .. ... ... S155 225 100.0 94.3 *2.8 *2.9
Grouped principal diagnoses®
Mental retardation, developmental disorders, and
other childhood disorders . .. ........... 1,490 100.0 35.0 60.8 *3.2
Delirium, dementia, and other mental disorders
due to a general medical condition . ....... 412 100.0 *19.7 44.0 *36.2
Substance-related disorders. . . ... ........ 988 100.0 28.7 65.3 *6.0
Schizophrenia and other (nonmood)
psychoticdisorders . . .. .............. 2,100 100.0 78.6 18.3 *3.1
Mooddisorders . . ................... 10,914 100.0 74.2 21.8 4.0
Bipolardisorders . . . ................ 1,175 100.0 98.7 *3 -
Depressive disorders. . . ... ........... 9,718 100.0 71.2 24.3 4.4
Major depressive disorder . . . . ... ..... 3,014 100.0 93.6 *5.9 *0.6
Dysthymia...................... 3,757 100.0 81.3 16.5 *23
Other depressive disorders . . ......... 2,947 100.0 35.5 53.3 *11.2
Othermood disorders . . . ............. *21 100.0 *95.1 - *3.9
Anxiety disorders . ... ................ 4,876 100.0 515 41.6 *6.9
Adjustment disorders. . .. .. ............ 1,792 100.0 81.3 1741 *1.6
Personality disorders . . ... ............. 1,935 100.0 98.9 *1.1 *0.1
Other mental disorders. . . .............. 3,713 100.0 30.0 45.4 245
Other conditions that may be a focus of
treatment. . .. ..................... 2,016 100.0 23.3 40.1 36.6
lli-defined signs and symptoms and other
nonpsychiatric medical conditions . . . ... ... 654,311 100.0 0.1 55.5 445
Unknown .. ....................... 14,106 100.0 *0.9 54.6 44.5

Tincludes visits to general and family practitioners, intemists, and pediatricians.

2Based on A Reason for Visit Classification for Ambulatory Care (RVC) (7).

3piagnostc groupings are based on a classification developed for the American Psychiatric Assocation by Michael B. First,
M.D., of the New York State Psychiatric Institute, for use with NAMCS data.

13. National Center for Health
Statistics. Public Use Data Tape
Documentation, 1990 National
Ambulatory Medical Care Survey.
Hyattsville, Maryland. 1992.
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Table 10. Annual number and percent distribution of office visits to psychiatrists by
therapeutic service ordered or provided, averaged over a 2-year period: United States,

1989-90
Patient's sex
Number of
Therapeutic service ordered visits in
or provided at visit! thousands Total Female Male
Percent distribution

AlfViSItS . . .. . v e e i 18,790 100.0 100.0 100.0
New or continuing medication:

Nodrugmentions . . .............. 9,353 49.8 45.6 55.9

Onedrugmention................ 5,106 27.2 28.5 252

Twodrugmentions . .............. 2,862 15.2 175 11.9

Three drug mentions .. ............ 988 5.3 55 49

Four or five drug mentions. . .. ....... 481 2.6 29 2.1
Counseling/advice:

None . ...ciiiineriiiniienan. 11,535 614 60.1 63.2

Weight reduction. ... ............. 407 22 2.3 20

Smoking cessation. . . ............. 121 0.6 0.5 0.8

HIVtransmission. . . .. ............ 62 0.3 *0.1 0.7

Other . .. .....cciiiirinnennn. 6,904 36.7 38.2 34.7
Other nonmedication therapy:

None . ....ccviimiinnninnennn 1,055 5.6 4.7 6.9

Psychotherapy ... ............... 16,819 89.5 91.6 86.6

Other2 . .........ciiiinvnnn.. 1,796 9.6 7.7 12.2

INumbers may not add to totals because more than one type of therapy may be ordered or provided at each visit.
“None of the specific therapeutic services listed in this category had fraquencies large enough to meet NCHS reliabliity
standards.

Table 11. Annual number and percent distribution of visits to office-based psychiatrists by type of therapy ordered or provided,
according to grouped principal diagnoses, averaged over a 2-year period: United States, 1989-90

Type of therapy ordered or provided
Payet ¢ L .
Number of lhsérapy It:f':sérapy an pNsilgng
visits in with without psycho- therapy nor
Grouped principal diagnoses? thousands Total medication medication therapy? medication®
Percent distribution
R 1 18,790 100.0 45.6 43.9 4.6 5.9
Mental retardation, developmental disorders, and other childhood
diSorders. . .. .. i et e e et 522 100.0 57.9 257 11.0 *5.4
Hyperkinetic syndrome of childhood . . . .. .............. 352 100.0 68.7 14.5 12.6 *4.1
L0 1 170 100.0 35.5 48.8 *7.6 *8.1
Delirium, dementia, and other mental disorders due to a
general medicalcondition . .. .......... ... i ... 81 100.0 55.1 37.0 *7.8 .
Substance-related disorders. . . . ... ... ... ... ... ..., 284 100.0 275 64.1 *1.9 *6.4
Schizophrenia and other (nonmood) psychotic disorders. . . .. ... 1,651 100.0 64.2 16.7 16.8 *2.4
Mooddisorders . .. ...vvi ittt in ittt it 8,100 100.0 58.5 35.6 3.8 *2.1
Bipolardisorders . .. .. ... ... . i i i e, 1,160 100.0 72.9 21.5 5.6 .
Depressivedisorders. . . .. ... .. it e i i, 6,920 100.0 56.0 38.1 3.5 2.4
Major depressivedisorder . . . .. ... ... ... . .., 2,820 100.0 78.6 128 6.4 21
Dysthymia....... ..o i i, 3,054 100.0 39.1 58.2 *1.0 1.7
Other depressivedisorders . . ................c..... 1,046 100.0 442 47.3 *3.3 5.2
Othermooddisorders. . .. ...... ... ... ... ... ... ... *20 100.0 100.0 - - -
Anxietydisorders . ......... .. .. ... . . i, 2,511 100.0 474 47.1 23 3.4
Panicdisorders . . ... ... . i it i i i e 417 100.0 7.7 21.2 *74 -
Obsessive-compulsivedisorder . . . .. ................. 410 100.0 53.2 35.9 *2.9 *7.9
Other anxietydisorders . . . .. ........ i, 1,684 100.0 40.1 56.1 *1.0 2.8
Adjustmentdisorders. . . ... ..t e i e 1,457 100.0 18.2 74.6 *3.1 4.1
Personalitydisorders . . . ... ...... .. ... . . i i, 1,913 100.0 13.0 72.6 *0.9 13.5
Othermentaldisorders. .. .....cco ittt it ieneecenns 1,116 100.0 229 58.2 *0.5 18.4
Other conditions that may be a focus of treatment. . . ......... 470 100.0 306 476 *3.4 18.4
lil-defined signs and symptoms and other nonpsychiatric medical
conditions . . . ... .. e e e e 558 100.0 37.2 333 5.8 23.6
UnKmOWn . .t i i ettt e e, 128 100.0 30.4 *22.7 29.3 *7.6

1Diagnostic groupings are based on a classification system developed for the American Psychiatric Association by Michael B. First, M.D., of the New York Psychiatric Institute, for use with
NAMCS data.

2An average of 870,000 visits included medication without mention of psychotherapy. Of these, 47.7 percent reported other counseling advice ordered or provided at the visit, and 20.1 percent
reported other nonmedication therapy at the visit.

3An average of 1.1 million visits did not include psychotherapy or medication therapy. However, 67.3 percent of these cited other nonmedication therapy, and 24.8 percent reported that other
counseling/advice was ordered or provided.
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Table 12. Annual number and percent
distribution of drug mentions at office visits
to psychiatrists by selected characteristics,
averaged over a 2-year period:

United States, 1989-90

Number of

Selected drug mentions  Percent
characteristics in thousands distribution

Allmentions . . ....... 15,933 100.0
Entry status

Genericname . ....... 3,012 18.9

Tradename . ........ 12,342 775

Undetermined . . . ... .. 579 3.6
Prescription status

Prescriptiondrug . . . . .. 15,133 95.0

Nonprescription drug . . . 221 14

Undetermined . ... .. .. 579 3.6
Composition status

Single ingredient drug.. . . 14,858 93.3

Combination drug. . . . . . 495 3.1

Undetermined . . ... ... 579 3.6
Control status'

Controlled drug . . . . . .. 3,564 224
Schedule . ........ - -
Schedule ll ........ 323 2.0
Schedulelll . . . ..... *116 *0.7
Schedule V. ....... 3,125 19.6
ScheduleV ........ ~ -

Uncontrolled drug. . . . . . 11,790 74.0

Undetermined . . . ... .. 579 3.6

IRefers to whether the medication is controlled by the Drug
Enforcement Agency (DEA). The DEA classifies drugs into
five categories of control depending on therapeutic use and
potential for addiction or habituation, with Schedule | drugs
having no cumrently accepted medical use and the highest
potential for abuse. Schedule IV drugs all have currently
accepted medical uses, with potential for abuse ranging from
high for Schedule Il to low relative to more restricted control
classes for Schedules Ill, IV, and V.

Table 13. Annual number and percent
distribution of drug mentions at office visits
to psychiatrists by therapeutic classifica-

tion, averaged over a 2-year period:

United States, 1989-90

Therapeutic
classification'

Number of

drug mentions  Percent

in thousands distribution

0.0

Symbols

Data not available

Category not applicable

Quantity zero

Quantity more than zero but less

than 0.05

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

Figure does not meet standard of
reliability or precision

All mentions . ....... 15,933 100.0
Psychopharmacologic
drugs. . .......... 13,191 82.8
Antidepressants . . . . 6,331 39.7
Antipsychotic drugs . . . 3,375 21.2
Antianxiety agents . . . . 2,484 15.6
Sedatives and
hypnotics. . .. .... 619 3.9
CNS stimulants,
anorexiants. . . ... . 382 24
Neurologicdrugs . . . . . 1,018 6.4
Anticonvulsants. . . . . 590 3.7
Drugs used in
extrapyramidal
movement disorders. . 428 27
Pain relief. . . ....... 287 1.8
Cardiovascular-renal
drugs. .. ......... 264 1.7
Gastrointestinal agents . . *198 1.2
Hormones and agents
affecting hormonal
mechanisms . . ..... *{70 *1.1
Metabolic, nutrient agents. *76 *0.5
Respiratory tract drugs. . . *52 *0.3
Antimicrobial agents . . . . *38 *0.2
Hematologic agents . . . . *20 *0.1
Other?. ............ *40 *0.3
Unclassified,
miscellaneous . . ..... 579 3.6

Therapeutic classification is based on the standard drug
classification used in the National Drug Code directory, 1985
edition (11).

2|ncludes anesthetics, antidotes, and otologic drugs.
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Table 14. Annual number, percent distribution, and therapeutic classification of drug
mentions at office visits to psychiatrists by the 20 most frequently used generic
substances, averaged over a 2-year period: United States, 1989-90

Number of

drug mentions Percent Therapeutic
Generic substance in thousands! distribution classification?
Allmentions. . .......... 15,933 100.0
Fluoxetine hydrochloride. . . . 2,016 12.7 Antidepressants
Lithium. . ............. 1,269 8.0 Antipsychotic drugs
Alprazolam ............ 951 6.0 Antianxiety agents
Amitriptyline. . .......... 851 53 Antidepressants
Imipramine . ........... 606 3.8 Antidepressants
Trazadone............. 558 35 Antidepressants
Thioridazine. ... ........ 553 35 Antipsychotic drugs
Nortriptyline. . .......... 551 35 Antidepressants
Diazepam ............. 526 3.3 Antianxiety agents
Desipramine ........... 521 3.3 Antidepressants
Lorazepam . ........... 436 27 Antianxiety agents
Doxepin.............. 433 2.7 Antidepressants
Trifluoperazine . . . ....... 420 2.6 Antipsychotic drugs
Haloperidol . . .......... 344 2.2 Antipsychotic drugs
Perphenazine. . .. ....... 308 19 Antidepressants
Chlorpromazine . ........ ‘293 1.8 Antipsychotic drugs
Temazepam. . .......... 262 1.6 Sedatives and hypnotics
Benztropine. . ... ....... 262 16 Drugs used in extrapyramidal movement
disorders
Maprotiline . ........... *248 *0.0 Antidepressants
Clonazepam ........... *245 *0.0 Anticonvulsants

Frequency of mention combines single-ingredient agents with mentions of the agent as an ingredient in a combination drug.

ic classification is based on the standard drug classffication used in

(11). In cases where a generic substance had more than one
was most frequently prescribed.

Table 15. Annual number and percent distribution of office visits to psychiatrists and to all

the National Drug Code direciory, 1965 edition
therapeutic classification, it was listed in the category for which it

other physicians, by disposition of visit, averaged over a 2-year period: United States,
1989-90

Visits to psychiatrists Visits to all other physicians
Number of Number of
visits in Percent visits in Parcont
Disposition of visit1 thousands distribution thousands distribution

Allvisits . .. ... ..., .. 18,790 100.0 679,863 100.0
Return at specifiedtime .. .. ..... 17,626 93.3 413,531 60.8
Returnifneeded. . ... ......... 648 35 169,043 23.4
No foliowup planned . . . ........ 402 2.1 66,941 9.8
Telephone followup planned . .. ... 226 1.2 25,858 3.8
Admitto hospital ............. 133 0.7 6,849 1.0
Refer to other physician . . ....... 120 0.6 21,385 3.1
Return to referring physician . . . . .. *51 *0.3 6,624 1.0
Other disposition . ............ 233 1.2 13,292 2.0

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

Table 16. Annual number and percent
distribution of office visits to psychiatrists
by duration of visit, averaged over a 2-year
perlod: United States, 1989-90

Number of
visits in Percent

Duration of visit! thousands distribution

Alvisits. . . ......... 18,790 100.0
Ominutes®.......... - -
120 minutes ........ 2,543 135
2140 minutes. . ...... 3,450 184
41~-50 minutes. . ...... 10,077 53.6
51 minutes and over. . . . 2,720 14.5

Mean duration of physician-patient contact was 42.7
minutes.

2visits of 0-minutes duration are those in which there was no
face-to-face contact between the physician and the patient.

Technical notes

Source of data and sample
design

The information presented in this
report is based on data collected by
means of the National Ambulatory
Medical Care Survey (NAMCS) over
a 2-year period from 1989 through
1990. The target universe of NAMCS
includes office visits made in the
United States by ambulatory patients
to nonfederally employed physicians
who are principally engaged in office
practice, but not in the specialties of
anesthesiology, pathology, or
radiology. Telephone contacts and
nonoffice visits are excluded.

A multistage probability sample
design is used in NAMCS, involving
samples of primary sampling units
(PSU’s), physician practices within
PSU’s, and patient visits within
physician practices. The PSU’s are
counties, groups of counties or county
equivalents (such as parishes or
independent cities), or towns and
townships (for some PSU’s in New
England). Physicians were stratified
into 15 specialty groups during the
second stage of the survey design.
Detailed descriptions of the 1989 and
1990 survey design have been
published (4,12,13), and the reader is
urged to consult these sources for
further technical information.

The 1989 NAMCS physician
sample included 2,535 physicians
selected from master files maintained
by the American Medical Association
(AMA) and the American
Osteopathic Association (AQA); 104
of these were psychiatrists. Physicians
were screened at the time of the
survey to ensure that they were
eligible for survey participation, based
on a set of design criteria; of those
screened, 608 physicians, including 30
psychiatrists, were ruled ineligible
(out-of-scope), because they were
retired; employed primarily in
teaching, administration, or research;
or other reasons. Of the remaining
1,927 physicians, 74 percent
responded to the survey, including 58
psychiatrists, or 78 percent of those
surveyed.

Sample physicians were asked to
complete Patient Records (see
figure 1) for a systematic random
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sample of their office visits occurring
during a randomly assigned 1-week
reporting period. Responding
physicians completed 38,384 forms,
including 1,184 forms completed by
psychiatrists.

For 1990, a sample of 3,063
non-Federal, office-based physicians
was selected from master files
maintained by the AMA and AOA.
Of this number, 127 were
psychiatrists. The overall response
rate for the 2,269 in-scope physicians
was 74 percent; the rate was
71 percent for the 91 in-scope
psychiatrists. Responding physicians
completed 43,469 patient records,
including 1,455 forms from
psychiatrists.

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

The 1989 and 1990 National
Ambulatory Medical Care Surveys
were identical in terms of survey
instruments, definitions, and
procedures. The resulting 2 years of
data have been combined to provide
more reliable estimates. All estimates,
percent distribution, and rates
presented here, unless otherwise
noted, reflect 1989 and 1990 data,
which were averaged over the 2-year
period.

Sampling errors

The standard error is primarily a
measure of the sampling variability
that occurs by chance when only a
sample, rather than an entire
universe, is surveyed. The relative
standard error of an estimate is
obtained by dividing the standard
error by the estimate itself; the result
is then expressed as a percent of the
estimate. Table I shows relative
standard errors for estimated

Table I. Relative standard errors for
estimated numbers of office visits to all
specialists and to psychiatrists: National
Ambulatory Medical Care Survey, 1989-30

Estimated

numbers of All Visits to

office visits visits? psychiatrists 2

Relative standard error in percent

100 ....... 72.7 311
200 ....... 51.5 234
500 ....... 32.6 17.1
1,000 ...... 23.2 14.4
2,000 ...... 16.5 12.9
5000 ...... 10.7 11.9
10,000 ... .. 79 11.9
20,000 ... .. 6.0 11.3
50,000 ... .. 4.5 11.2
100,000. . . .. 39 11.2
200,000. . . .. 3.5 11.1
5§00,000. . ... 3.9 11.1
1,000,000 . .. 3.2 1.1
1,400,000 . .. 3.2 111

1For visits overall, the smallest reliable estimate is 593,000
visits. Estimates below this figure have a relative standard

error greater than 30 percent.

2For visits to psychiatrists, the 1 i i is
110,000 visits.

Example of use of table: An aggregate estimate of 2 million
visits to psychiatrists has a relative standard error of 12.9
percent, or a standard emor of 258,000 visits {12.9 percent of
2 million).

numbers of office visits for 1989-90,
and table II presents relative standard
errors for estimated numbers of drug
mentions. Standard errors for
estimated percents of visits are shown
in table III. Readers wishing to utilize
these tables should note that they
refer to combined years of data
rather than average annual estimates.
Alternatively, relative standard
errors for aggregate estimates may be
calculated using the following general
formula, where x is the aggregate of
interest in thousands, and A and B
are the appropriate coefficients from
table I'V.

ng(x)=\/A+x£ . 100.0

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

B (1

RSE )=V —, 2 . 1000

Adjustments for nonresponse

Estimates from NAMCS data
were adjusted to account for sample

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

Test of significance and
rounding

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

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

Diagnostic classification
system used in this report

Physicians’ diagnoses were
grouped throughout this report
according to a classification system
suggested by the American
Psychiatric Association (APA).
Table V shows the proposed
groupings of diagnostic codes that
were developed for the APA by
Michael B. First, M.D. for use with
NAMCS data. Diagnostic codes used
in this system are based on the
International Classification of Diseases,
9th Revision, Clinical Modification
(ICD-9-CM) (8).
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Table Ii. Relative standard errors for Table Ill. Standard errors for percents of estimated numbers of office visits to
estimated numbers of drug mentions at psychiatrists: National Ambulatory Medical Care Survey: 1989-90
visits to psychiatrists: National Ambulatory
Medical Care Survey, 1989-90 Estimated percent
. . Base of percent
E;”g;gg number ofdg  Relative ,,s‘;’}"c‘;’?,?d (visits in th%?lsands) 1or99  50r95  100rS0  200r80  300r70 50
100 e 582 Standard error in percentage points
200 . . e 42.9 200. ... e 2.1 45 6.2 8.2 9.4 10.3
800 . . . oo 30.3 500. ... .0t 1.3 238 3.9 5.2 6.0 6.5
1,000, .0 oe e, 246 1,000, .00t 09 20 2.8 37 4.2 4.6
2000, ...t 212 2000. . ...t 0.6 1.4 20 2.6 3.0 33
BO0D. . e e, 189 5000......00 0000 04 0.9 1.2 17 1.9 21
10000 . .. ovurennnn... 18.1 10000. . ...00ennnnnn. 0.3 0.6 0.9 1.2 1.3 1.5
20000 ... ... 17.7 20000. . ... 000 0.2 05 0.6 0.8 1.0 1.0
BO000 .« o e eeee e 17.4 50,000.........0000... 0.1 0.3 04 0.5 0.6 0.7
100,000 -« oo eennnnn 17.3 100000 .. ............ 0.1 0.2 0.3 0.4 0.4 0.5
200,000 . ... 17.3 600000 .............. <1 0.1 0.1 0.2 0.3 0.4
600,000 .............. 17.2
1,000,000 . . .00 v iunnnn. 172 Examplo of use of table: An estimate of 30 percent based on an aggregate estimate 10 milion visits has a standard ervor of 1.3
1,400,000 . . ..o aennnn.. 172 percent or a relative standard ervor of 4.3 percent (1.3 percent divided by 30 percent).

The smallest refiable estimate of drug mentions at visits to
psychiatrists is 514,000. Estimates below this figure have a
relative standard error greater than 30 percent.

Example of use of table: An aggregate estimate of 10 million
drug mentions has a relative standerd error of 18.1 percent
or a standard error of 1,810,000 mentions (18.1 percent of 10
million).

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

Coefficient
(for estimates in thousands)

Type of estimate and
physician group A B

Visits
Overall totals
General and family
practice, internal
medicine. . ......

Pediatrics, obstetrics
and gynecology. . . .

0.00097549 52.77952184

0.00456412 37.27953208

0.00755165 23.43030623

Doctors of osteopathy,
general surgery,
orthopedic surgery,
cardiovascular
diseases, psychiatry,
urological surgery,
dermatology,
neurology,
ophthalmology,
otolaryngology . . . .

All other

0.01236777
0.01169917

8.46452955
39.38793804

Drug mentions
Overali totals

General and family
practice, internal
medicine . .......

Psychiatry . . . .....

Doctors of osteopathy,
general surgery,
orthopedic surgery,
cardiovascular
diseases, urological
surgery, dermatology,
neurology,
ophthalmology,
otolaryngology,
obstetrilcs al
gynecology,
pediatrics. . . .. ...

0.00157151 81.47054833

0.00589721
0.0296738

59.72807201
30.9506771

0.01603845 11.42009384
0.01877082 70.35063675

Table V. Proposed groupings of ICD-9-CM codes for use with National Ambulatory

Medical Care Survey data

Grouped principal diagnoses?

1CD-8-CM codas?

Mental retardation, developmental disorders,
and other childhood disorders . . .. ...........
Hyperkinetic syndrome of childhood. . .. .......
[0 21T

Delirium, dementia, and other mental disorders
due to a general medical condition . . ..........

Substance-related disorders . . . ... ...........

Schizophrenia and other (nonmood)
psychoticdisorders. . . .. ... ... ... ... ...

Anxietydisorders . . . . ... i ih i e,
Adjustment disorders
Personalitydisorders. . .. . .................
Other mentaldisorders®. . . . ... .............

Other conditions that may be a focus of treatment*. . .

ll-defined signs and symptoms and other

299,307.0,307.2-307.3,307.52-307.53,307.6-307.7,
309.21,312.0-312.2, 312.4-315,317-319

314
299,307.0,307.2-307.3,307.52-307.53,307.6-307.7,
309.21,312.0-312.2,312.4-313,315,317-319

290,293-294,310
291-292,303-305

285,297,298

296.0-296.9,300.4,301.13,311
296.0-296.1,296.4-296.81,296.89,301.13
296.2-296.3,296.82,300.4,311
296.2-296.3

300.4

296.82,311

296.6

300.0-300.9,300.2-300.3,308,309.81,309.89
809.0-309.1,309.23-308.3,309.4,309.82-309.83,309.9
301.0-301.12,301.2-301.50,301.58-301.9

300.10-300.19,300.5-300.9,302,308,307.1,307 4,
307.50,307.51,307.54,307.59,307.8,307.9,312.3,
316,648.4,780.5

V11,V17.0,V60-V63,V65-2,995.2,995.5,995.81

001-289,320-648.3,648.5-780.4,780.6-995.1,995.3,
995.4,995.89-999.9,V01-V10,V12-V16,V17.1-V59.9,

nonpsychiatric medical conditions. .. .......... V64-VE5.1,V65.3-V82
UnKmoWn . . o oot ittt et i ce e e, Includes blank, illegible, and uncodabie diagnoses.
1Diagnostic groupings are based on a classification developed for the American Association by Michael B. First,

Psychiatric
M.D., of the New York State Psychiatric Institute, for use with National Ambulatory Medical Care Survey data.
2Diagnostic codes are based on the Intermational Classification of Diseases, 9th Revision, Clinical Modification, ICD-8—CM (8).
3inciudes dissociative disorders, somatoform disorders, sleep disorders, eating disorders, disorders of sexual and gender

identity, impulse control disorders, and other disorders.

“includes housing, household, and economic circumstances; other family ciccumstances (family disruption, marital problems,
parent-child probloms, etc.); other psychosocial circumstances; and other conditions.
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Definition of terms

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

Physician—A physician is a duly
licensed doctor of medicine (M.D.) or
doctor of osteopathy (D.0O.) who is in
office-based practice and who spends
some time caring for ambulatory
patients. Excluded from NAMCS are
physicians who are hospital-based;
who specialize in anesthesiology,
pathology, or radiology; who are
federally employed; who treat only
institutionalized patients; or who are
employed full time by an institution
and spend no time seeing ambulatory
patients.

Psychiatrist—A physician
described in this report as a

psychiatrist has self-designated a
practice specialty of psychiatry,
psychoanalysis, or child psychiatry on
the AMA’s Physicians’ Professional
Activities Questionnaire. The
physician’s specialty is also verified
during the NAMCS interview. About
72 percent of the visits to office-based
psychiatrists were made to physicians
who were certified by the American
Board of Psychiatry and Neurology.

Office—An office is the space that
physicians identify as a location for
their ambulatory practice. Offices
customarily include consultation,
examination, or treatment spaces that
patients associate with the particular
physician.

Visit—A visit is a direct personal
exchange between an ambulatory
patient and a physician or a staff
member working under the

physician’s supervision, for the
purpose of seeking care and
rendering personal health services.

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

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

In 1990, an estimated 20.4 million
women 1544 years of age had been
tested at some time in their lives for
antibodies to human
immunodeficiency virus (HIV), the
virus that causes acquired
immunodeficiency syndrome (AIDS).
This includes 5.5 million women who
had donated blood since March 1985
but did not recognize that this
donation also involved a test for HIV
infection. Women 20-29 years of age
were most likely to have been tested,
as were formerly married women and
women with the most education.
‘Women with specific risk
characteristics were also more likely
to have been tested for HIV
infection: never-married women who
had a positive history of sexually
transmitted diseases (STD’s), and
formerly and never-married women
with six or more sexual partners in
their lifetimes.

Most women reported that they
had been tested through the
American Red Cross or other blood
bank or by a doctor in a private
practice or a health maintenance
organization (HMO). Women who
reported that they were tested in
clinics were more often black and had

lower incomes than women tested at
other locations. A majority of women
reported that the test was done when
they saw a doctor for some reason
other than an HIV test, usually as
part of the blood donation process or
a medical examination. Testing for
antibodies to HIV infection among
women at risk for infection remains
an important part of the Centers for
Disease Control and Prevention’s
program to prevent the spread of
HIV (1).

Introduction

The findings presented here are
from the National Survey of Family
Growth (NSFG) 1990 telephone
reinterview, conducted by the
National Center for Health Statistics
(NCHS). This survey was not focused
exclusively on AIDS-related behavior;
rather, it was designed to provide
data on a wide range of topics related
to childbearing, including pregnancies
and their outcomes, contraception,
infertility, use of medical services for
family planning, infertility and
prenatal care, and other selected
aspects of maternal and infant health.
Questions on AIDS-related behaviors,
including testing for HIV infection,
were included in the 1990 interview

in response to requests for AIDS-
related information from other
agencies in the U.S. Public Health
Service.

The 1988 NSFG was based on a
national sample of 8,450 women
1544 years of age. The women were
interviewed in person at home by
professional female interviewers
between January and August 1988.
This sample was obtained from
households participating in the
National Health Interview Survey
(NHIS) between October 1985 and
March 1987. A complete description
of the 1988 survey methodology has
been provided elsewhere (2). The
findings on AIDS-related knowledge
and behavior for 1988 were
summarized in a previous report (3).

Between July and November
1990, 5,686 women were interviewed
for the NSFG telephone reinterview.
The overall response rate was
67.5 percent. All interviews were
conducted by telephone; 5,359 were
reinterviews of women previously
interviewed in person in 1988. The
other 327 were first-time interviews
with women 15-17 years of age, who
had reached the age of 15 in the 2%
years since the 1988 interview.

The average length of interview
in 1990 was 20 minutes, compared
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with 70 minutes in 1988. In order to
minimize the interview time and
make room for additional questions,
the 1990 sample was split into two
“‘half-samples.”” About 10 of the 20
minutes of the interview time was
devoted to questions that were asked
of all respondents. In the other 10
minutes of the interview time,
one-half of the sample (2,854
respondents, called ‘‘half-sample I’”)
were asked detailed questions about
the use of contraception and family-
planning services. The other half of
the sample (2,832 respondents, called
“‘half-sample II’*) were asked a series
of detailed questions related to HIV
and AIDS. However, women were not
asked about intravenous drug use or
types of sexual intercourse. This
report includes analyses on half-
sample II only (which includes 2,672
women who were reinterviewed and
160 young women from the teenager
supplement), because only these
respondents were asked questions on
HIV testing and other AIDS-related
behaviors. Further details on the
methodology of the telephone
reinterview survey are provided in the
Technical notes section of this report.
The nonresponse adjustments and
procedures for weighting the data for
the 1990 survey are described in
detail in a separate paper (4).

Data on HIV antibody testing are
also collected in the NHIS for men
and women 18 years of age and over.
Although the NHIS sample is
considerably larger than the NSFG
sample and the questions are worded
somewhat differently, NSFG data
offer an opportunity to see how some
characteristics not covered in the
NHIS are associated with HIV
testing. These include data on history
of STD’s, lifetime number of sexual
partners, and age at first sexual
intercourse. A comparison of NHIS
and NSFG data on HIV testing
appears later in this report.

The data presented in this report
cover four areas related to HIV
testing:
¢ HIV testing by demographic

characteristics including age, race,
education, marital status, region of

residence (in 1988), and residence
in a metropolitan statistical area
(MSA) (in 1988)

* Location of testing and reasons for
testing

* Behaviors and conditions
associated with HIV testing—ever
having an STD, ever having pelvic
inflammatory disease (PID),
lifetime number of sexual partners,
and age at first sexual intercourse

* Attitudes and perceptions,
including ever knowing someone
with HIV, perception of chances
of becoming infected with HIV,
and level of knowledge about
transmission of HIV or AIDS.

Data are shown by race and
Hispanic origin in the tables and
figures. This does not imply that
differences shown are racial or
genetic per se. Differences between
non-Hispanic white women on the
one hand and black women
(regardless of Hispanic origin) on the
other are often associated with the
lower income and educational levels
of minority women, their limited
access to health care and health
insurance, the neighborhoods in
which they live, and other factors.
The causes of these differences merit
further investigation in future
research; describing characteristics of
subgroups of the population can help
focus AIDS education and prevention
efforts more effectively.

Findings

In the NSFG 1990 telephone
reinterview, all women in half-sample
I were asked: ‘‘Have you ever had
your blood tested for infection with
the AIDS virus?’’ Table 1 shows the
percent tested for HIV infection by
selected demographic characteristics.
About 26 percent answered “‘yes’’ to
this question. Positive responses to
this question are labeled as ‘self-
reported tests’” in table 1.

Since March 1985, the U.S. blood
supply has been screened for HIV
infection (5). If a respondent did not
report that she had ever had her
blood tested for infection with the
AIDS virus, she was still counted as
having been tested if she answered

“‘yes’” to the question: ‘‘Have you
donated blood since March 19857’
Including tests done as part of the
blood donation process since 1985,
35 percent of women have been
tested for HIV infection (these tests
are included in table 1, the ““all tests’’
column). In the remainder of this
report, past experience with HIV
testing includes all women tested for
HIV infection, including those who
did not report ever having been
tested but who had donated blood
since 1985. A description of the
reasons for including blood donors in
the total count of women receiving
HIV antibody testing is included in
the Technical notes section of this
report.

Non-Hispanic white women were
slightly but not significantly more likely
to have been tested for HIV infection
than any other group of women
(36 percent, versus 30 percent for
Hispanic women and 35 percent for
non-Hispanic black women). These
results are similar to demographic data
on HIV testing from the NHIS (6).

‘Women with 13 or more years of
education were significantly more likely
to have been tested than women with
less education (40 percent versus
31 percent). Published data from the
NHIS also show that persons with more
education are more likely to be tested for
HIV infection; however, these data are
not shown separately for women (6).

Formerly married women were
more likely than women of any other
marital status to have been tested for
HIV infection. This may be because
formerly married women were more
likely to have been sexually active for
a longer period of time and to have
had more sexual partners.

Women 20-29 years of age were
also more likely to report testing for
HIV infection, and the largest
proportions tested were for women
20-39 years of age. This is important
because two-thirds of female ATDS
patients are women 20-39 years of
age (63 percent are non-Hispanic
white women 20-39 years of age, and
66 percent are non-Hispanic black
women 20-39 years of age) (7).

In short, demographic
characteristics are not highly
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Table 1. Number of women 15~44 years of age and percent ever tested for human

immunodeficlency virus infection, by source of test information and selected demographic

characteristics: United States, 1990

Percent ever tasted
Number of
women in Self-reported
Charactsristic thousands tests’ Al tests?
Allwomen® .. ....viieii . 58,381 25.6 349
Race and ethnic origin
Hispanic.........c.ouvvevunnn. 5,547 23.8 29.8
Black, notHispanic . . ............. 7,526 28.5 34.8
White, not Hispanic . . . ............ 42,836 25.4 35.8
Education*
lessthani2years ............... 5,618 24.6 31.0
B - L 17,247 23.1 31.3
13yearsormore. . . . . ..o v venne.. 27,033 28.6 39.9
Marital status
Nevermarried. . . . ............... 20,123 26.0 35.7
Married. . . - oo v vt it et 31,417 23.6 325
Formerly married. . . .. ............ 6,841 335 43.4
Age
15-19y0ars. . . . oo v vt it e aanns 8,483 215 28.7
20-24Y0arS. . ..ttt 9,154 27.0 40.8
25-29YearS. . . vt i it 10,637 334 40.9
B0-34YBaArS. . . v ti i it 11,001 275 371
35-39years. . ... i it 10,111 22.0 315
4044 YOAS. + v v eeer e 8,905 20.3 28.5
Residence in metropolitan area®
MSA, confral ity . « « v oo eene v 12,727 31.9 39.9
MSAother .................... 29,981 26.1 36.4
Nom-MSA .. .......iiiiriinnnns 11,979 21.4 32.4
Region 5
Northeast . ..........cc00uuenn. 11,226 28.2 36.9
South. . ... .i ittt i i i e 18,603 28.0 39.5
Midwest .. ..........cooutiuan. 14,453 238 34.0
West .....oii ittt ettt 10,405 25.4 335
Poverty-level income®
O-149percent . ........covuvvnnn 7,918 28.1 35.5
150 percentormore . ............. 41,980 25.9 36.0

1l.ncludes only tests reported in response to the question: “Have you ever had your blood tested for infection with the AIDS

virus?

2Category includes all tests for HIV infection, inciuding those done in connection with blood donation.
3!ncludea: “other” races and women whose HIV testing status was unknown; not shown separately because of small sample

size.
“Women 20-44 years of age only.
Sthis variable was collected during the 1988 survey.

®Ratio of total family income to poverty level. Women 20-44 years of age only.
NOTES: MSA is metropolitan statistical area. AIDS is acquired immunodeficiency syndrome. HIV is human immunodeficiency

virus.

associated with HIV testing,

However, the groups most likely to be
tested are the college-educated, the
formerly married, women 20-29 years
of age, and women from a central city
of an MSA.

Location of testing

‘Women who indicated that they
had been tested for HIV infection
were asked: ‘“Where did you go to

have that test done?’’ More than
one-half (55 percent) of the tests
were done through the American Red
Cross or other blood bank (table 2).
Other, less common sources included
private doctors (20 percent), clinics
(14 percent), hospitals or emergency
rooms (12 percent), health
departments (10 percent), and other
locations (5 percent) (figure 1).
(Women could report more than one
location, if applicable.) In this report,

testing at community and public
health departments was counted
separately from testing at other types
of clinics because health departments
provide partner notification and other
services related to testing for HIV
infection that some other clinics do
not (8).

Among non-Hispanic
respondents, black women were 2%
times as likely as white women to
report having been tested at clinics
(27 percent versus 11 percent,
table 2). Conversely, black women
were less likely than white women to
have been tested at the Red Cross
(34 percent compared with
60 percent, respectively). There were
no clear patterns of difference by age
in the sources of tests, but teenagers
had higher levels of testing at health
departments (21 percent for women
15-19 years of age) than did women
of other ages. (See table 2.)

‘Women who did not finish high
school were much more likely
(28 percent) to have been tested at a
hospital or emergency room than
were women with 12 years of
education (11 percent) and 13 or
more years of education (10 percent),
and much less likely to be tested at
the Red Cross (30 percent, versus 52
and 62 percent, respectively).

Income appeared to play an
important role in the location of HIV
testing: Lower income women were
more likely than higher income
women to have received testing at a
clinic, hospital or emergency room, or
health department, and much less
likely to have received testing through
the Red Cross or other blood bank.
For example, 37 percent of tested
low-income women received their
tests at the Red Cross or other blood
banks, compared with 59 percent of
higher income women. There was no
difference by income in the percent
tested at private doctors’ offices.

In summary, women with less
education and income were more
likely to get their HIV tests at clinics,
hospitals, or emergency rooms, and
less likely to be tested at the Red
Cross or other blood bank than were
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Table 2. Number of women 15-44 years of age ever tested for human immunodeficiency virus infection and percent tested at specified
locations, by selected demographic characteristics: United States, 1990

Location of test

Number of Hospital or Red Cross
women in emergency Private or other Health
Characteristic thousands Clinic’ room doctor’s office blood bank department 2 Other®
Allwomen®* . ........... 20,363 13.6 121 19.5 54.7 9.7 4.7
Race and ethnic origin
Hispanic. ............. 1,653 *13.2 *11.8 29.0 50.0 17.9 *0.8
Black, not Hispanic . . . . ... 2,619 26.5 15.0 19.8 34.4 17.9 *1.4
White, not Hispanic . . ... .. 15,348 10.8 11.7 19.4 59.8 6.5 55
Education®
Less than 12years . ...... 1,743 21.2 279 18.8 29.6 *6.9 *.2
12years . . . ..o 5,399 145 10.9 23.9 52.2 8.8 *4.0
13yearsormore. . . .. .... 10,784 124 10.4 17.6 61.5 8.0 6.5
Marital status
Married. . .. ........... 10,209 12.0 12,7 19.9 58.1 75 6.3
Formerly married. . . . ... .. 2,967 17.5 11.9 19.4 50.3 10.0 *5.5
Nevermarried. . . . ... .... 7,187 14.2 11.4 18.9 51.5 12.6 *1.9
Age
1619years. . .......... 2,437 *10.7 114 185 47.7 20.7 —_—
20-24years. ... ... 3,735 171 *7.0 22.5 53.9 9.9 *2.6
25-29years. ... ... ... 4,347 14.1 15.0 23.1 515 11.5 *3.9
30-34years. ........... 4,120 122 8.9 17.7 §5.9 10.6 77
35-39vyears. . .. ... 3,184 154 15.6 13.5 58.7 *4.0 8.9
40-44vyears. .. ......... 2,539 *9.8 16.6 20.2 60.7 *1.0 *3.2
Residence®
MSA, centralcity . . . ...... 5,083 19.1 10.1 19.3 459 13.9 58
MSA,other . ........... 10,817 11.6 11.6 19.1 60.7 6.3 5.0
Nonm—MSA . ............ 3,883 11.2 13.6 21.8 55.4 10.4 2.8
F{egion6
Northeast .. ........... 4,140 14.7 156.5 16.5 53.4 *4.6 *6.5
South................ 7,352 12.6 8.0 23.1 571 10.4 6.1
Midwest . .. ........... 4,910 12.6 16.0 18.7 56.5 6.9 2.2
West ................ 3,481 14.9 8.6 17.6 55.3 14.7 *3.6
Poverty-level income”
0149 percent . ......... 2,811 23.7 18.3 19.2 374 13.2 .7
180 percentor more . ..... 15,115 121 141 19.7 59.0 7.3 6.0

Tincludes acquired immunodeficiency syndrome (AIDS) clinic, hospital clinic, company ciinic, and other types of clinics.
2Includes community health department and public health department.

Includes testing by an insurance company, at school or work, and testing somewhere not mentioned in previous categories.
“Total includes “other” races not shown separately because of small sample size.

SWomen 2044 years of age only.
SThis variable was collected only in the 1988 survey.

Ratio of total family income to poverty level. Women 2044 years of age only.

NOTE: MSA is metropolitan statistical area.

women with higher education or
income.

Reasons for testing

Ir 1990, women who reported
testing for HIV infection were asked:
‘“When you went to (place where you
were tested) to have the AIDS test
done that time, was that your only
reason for going?’’ If that was not the
only reason for the visit, they were

then asked: ‘‘Did you have the test
done as part of a routine medical
examination, as part of a family-
planning visit, as part of the
procedure when you donate blood, or
as part of some other kind of visit?”’

As table 3 shows, only 16 percent
of ever-tested women reported testing
as the sole reason for such a visit. By
far, the most common occasion for an
HIV test was during blood donation
(55 percent). About 1 in 4 tested

women received the test as part of a
routine medical examination
(23 percent). Only 5 percent of
women ever tested had their tests
done during family-planning visits.
Non-Hispanic black women were
much more likely to receive an HIV
test as part of a medical examination
than were non-Hispanic white women
(36 percent versus 20 percent) and
much less likely than non-Hispanic
white women to have been tested
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Figure 1. Location of testing for acquired iImmunodeficiency virus infectlon for women 15-44 years of age, by percent tested at specified

locations: United States, 1990

because they donated blood

(35 percent versus 60 percent). The
greater proportion of non-Hispanic
white women reporting testing as part
of a blood donation is the result of
the fact that these women were more
likely to report having donated blood
than were other women.

Women who did not finish high
school were much more likely to have
been tested as part of a medical
examination than were women with
more education (34 percent versus
20 percent for women with some
college education) and much less
likely than those with some college
education to report testing as part of
a blood donation (31 percent versus
62 percent for women with some
college education); however, the
sample of women who did not finish
high school is small.

Younger women, especially
teenagers, were more likely to be
tested at a family-planning visit than
were older women (11 percent for
women 15~19 years old versus
1 percent for women 35-39 years old),

although the sampling errors for
these percents are relatively large.

Income also seemed to have some
association with the reason for HIV
testing. Women with lower incomes
were more likely to report that the
HIV test was the only reason for the
visit than were higher income women
(26 percent versus 16 percent) and
much less likely to have received the
test because they donated blood
(38 percent versus 59 percent).

In summary, black women and
less-educated women were more
likely to receive their HIV test as part
of a medical examination, and less
likely to receive it as part of a blood
donation, than were white women
and those with more education.
Low-income women were more likely
than others to report that the HIV
test was the only reason for the visit.

Risk characteristics for
infection

History of STD or PID is a risk
factor for HIV infection (9). The data

in table 4 suggest that formerly
married women who had a positive
STD history (ever had an STD) were
much more likely to have been tested
for HIV infection than were formerly
married women who had never had
an STD (54 percent versus

41 percent). This difference was also
found for never-married

women —never-married women with a
history of STD were more likely

(50 percent) to be tested for HIV
than were never-married women with
no history of STD (34 percent).
However, there was no significant
difference for currently married
women. Although STD’s are frequent
causes of PID, ever having had a PID
was not significantly associated with
having been tested among women of
any marital status (the difference for
never-married women, 43 percent
versus 35 percent, was not
significant).

Number of sexual partners in a
lifetime has also been associated with
increased risk of exposure to STD’s,
including HIV infection (10). In 1990,
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Table 3. Number of women 15-44 years of age ever tested for human immunodeficlency virus infection (all tests, including those for
blood donation) and percent with specified reasons or circumstances for the test, by selected demographic characteristics:

United States, 1990

Other reasons for test
Number
of women Test only Family
in reason for Medical planning Blood Other
Characteristic thousands visit' examination visit donation visit £
Allwomen® . .............. 20,363 16.1 22.9 4.7 55.0 127
Race and ethnic origin
HiSpanic . . . oo vveeennn. 1,653 26.2 25.6 *3.3 50.4 *127
Black, not Hispanic . ......... 2,619 21.2 35.5 *4.6 345 14.3
White, not Hispanic . . ........ 15,348 13.3 20.1 5.0 60.1 11.9
Education*
Lessthani12years .......... 1,743 19.1 33.8 *3.1 30.8 *14.9
12years . ........... ... 5,399 13.8 24.9 5.1 51.5 17.0
13yearsormore. . . ......... 10,784 18.4 19.6 33 62.1
Marital status
Marfied. ..o oo 10,209 14.2 215 4.7 58.1 144
Formerly married. . . . ........ 2,967 20.2 20.7 *0.7 50.8 1414
Nevermarried. . . . .......... 7,187 16.2 25.7 6.3 52.3
Age
15-19years. . . .. ..ueenn. .. 2,437 *6.5 24.6 *10.7 48.4 17.6
20-24y€ars. .. ... oo, 3,735 16.2 232 *6.3 54.2 X
25-20years. ... ... 4,347 19.3 26.2 7.7 51.4 13.6
30-84years. .. ... ..., 4,120 17.9 18.1 *1.8 55.9 15.1
35-89YOars. .. ... ... 3,184 16.8 234 *1.3 60.0
40-44vyears. .. ............ 2,539 12.8 22.1 - 60.9 12.1
Residence °
MSA, central ity . . . .. ... .. .. 5,083 263 25.4 *3.6 45.3 11.4
MSA,other . .............. 10,917 12.2 19.6 45 615 134
Non-MSA ................ 3,883 145 26.4 *1.6 55.4 11.0
Region®
Northeast .. .............. 4,140 19.6 23.1 2.5 53.1 10.8
South. ..ot 7,352 15.7 257 44 57.4 X
Midwest . .. ... v e 4,910 11.8 195 6.6 57.5 14.3
WeSt ..ot teeen 3,481 185 18.7 *3.2 55.3 17.7
Poverty-level income®
0-149percent . ............ 2,811 25.5 27.2 *6.0 37.6 15.5
150 percentormore . ........ 15,115 15.5 21.8 34 59.3 115
ncludes a visit to any location where the HIV test was the only reason for the visit.
2includes reasons such as pregnancy visits, marriage requirement, illnesses other than AIDS, and other reasons.
Yotal includes “other” races not shown separately because of small sample size.
“*Women 20-44 years of age only.
SThis variable was collected only in the 1988 survey.
SRatio of total family income to poverty level. Women 2044 years of age only.
NOTES: HIV is human immunodeficiency virus infection. AIDS is acquired immunodeficiency syndrome.
formerly married women who had Women who begin sexual plausible finding, because there are
each had six or more male sexual intercourse at a young age are also nonsexual reasons for HIV testing
partners were far more likely to considered at increased risk for (for example, immigration, insurance,
report HIV testing than formerly exposure to STD’s, including HIV blood donation).
married women with only one partner infection. There was no significant In summary, unmarried women
in a lifetime (47 percent for women difference in the proportions of (that is, formerly married and
with six or more partners, versus never-married women receiving never-married women) with positive
12 percent for women with one testing regardless of their age at first STD histories and six or more male
lifetime male sexual partner) intercourse. Nearly one-fifth of sexual partners in a lifetime were far
(table 4). This pattern also held true women who had never had more likely to have been tested for
for never-married and currently intercourse (17 percent) had been HIV infection than were unmarried

married women. tested for HIV infection. This is a

women without STD’s and those with
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Table 4. Number and percent of women 15-44 years of age ever tested for human immunodeficlency virus infection by marital status and
seolected risk factors: United States, 1990

Curently Formerly Never Gurrently Formerly Never
Risk factor Total married married married married married married
Number in thousands Percent
Allwomen' ... ... ..., 20,363 10,209 2,967 7,187 325 43.4 357
Ever had a sexually transmitted disease®
YES i it e e i e 2,670 1,039 652 978 34.7 54.1 49.5
= 17,693 9,169 2,315 6,209 32.3 411 34.2
Ever had pelvic inflammatory disease
B (- 2 2,673 1,326 590 757 30.0 36.6 43.3
NO. o ittt i i e e e e 17,690 8,883 2,377 6,430 329 45.5 35.0
Number of lifetime male sexual pariners
Never had intercourse . .............. 871 ——— —-—— 871 - —_——— *17.4
I 1.1 L 3,919 2,953 36 929 29.7 122 33.7
2-5mMeN. ... e 8,959 4,299 1,457 3,203 30.9 42.9 41.5
BOrMOremMeN &« vt v vt v e e et nenanann 6,615 2,957 1,474 2,184 39.1 46.9 47.2
Age at first intercourse
Never had intercourse . .. ............ 871 —— —_— 871 —_— —_— *17.4
UnderiSyears. . . ... ......vovuvunn 1,858 781 320 756 39.1 40.7 a5.7
15-17y8ars. . . . v o i vt i it 8,381 3,829 1,224 3,328 33.0 394 42.7
18-19years. . . . oo vt i i st 5,550 3,025 1,189 1,336 31.7 52.5 43.4
200rMOFEYRAIS. « & v v v e vt v e eennenn 3,703 2,573 234 896 31.1 34.5 41.9

Tincludes women with missing data on row variables.

2A woman is identified as having had a sexually transmitted disease if she indicated that she had ever had one or more of the following: genital warts, gonorrhea, chlamydia, or genital herpes.

one partner. Differences were
smaller, but in the same direction for
married women.

HIV knowledge and attitudes

The items on knowledge of HIV
in the 1990 survey included a series
of questions that asked:

What would you say are the ways
in which a person can get the
AIDS virus? Would you say that
a person can get the AIDS virus
by:

A. Shaking hands or hugging?

Sexual intercourse between a

man and a2 woman?

. Giving a blood donation?

. Being bitten by an insect that
had bitten someone with the
AIDS virus?

I. Sharing personal items like

dishes or toilets?

J. Being born to a mother with

AIDS?

K. Swimming in a pool in which
someone with AIDS has also
been swimming?

L. Kissing with exchange of
saliva?

Each item was answered ““yes’’ or
“no

22
.

Another question was: ““‘Can a
person get AIDS from someone who
has only the AIDS virus but does not
have the disease?’’ Women who
indicated a high level of knowledge
on these questions (see the Technical

‘What would you say are the
chances that you yourself could
get AIDS? Would you say you
have:

A. A very strong chance?
B. A strong chance?

C. Some chance?

D. Not much chance?

E. No chance at all?

Women who said they had some
chance or more of becoming infected
with HIV were slightly but not
significantly more likely (38 percent)
to report HIV testing than women
who said they had no chance of
becoming infected (36 percent)
(figure 2). However, the data suggest
that women who said they had some
chance or more of becoming infected
were more likely (38 percent) to have
received an HIV test than were
women who did not know their
chances of becoming infected
(16 percent).

virus were more likely (44 percent) to
report that they had been tested for
HIV infection than were those who
did not know anyone with the virus
(32 percent) (figure 2).

B. Sharing hypodermic needles? notes for scoring of the knowledge In 1990, women were also asked:
C. Sharing an apartment, items) were more likely (37 percent) i
classroom, or office? to have been tested for HIV infection Have you ever personally known
D. Receiving a blood than were women who had a medium anyone with AIDS or the AIDS
transfusion? (33 percent) or low level of virus?
E. Sexual intercourse between knowledge (26 percent) (figure 2). Women who said they knew
. men? In 1990, women were also asked: someone with AIDS or the AIDS
G
H

Limitations of the data

Although previous research has
shown that HIV-testing information
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Figure 2. Level of knowledge of acquired immunodeficiency syndrome, chances of Infection with human immunodeficiency virus, and
knowing someone with acquired immunodeficliency syndrome, in women 15-44 years of age, by percent tested for human
immunodeficiency virus infection: United States, 1990

can be accurately reported by patients
who have been tested (11), these data
should be interpreted with caution.
Some of the HIV-testing rates in this
report are somewhat higher than
those found in the 1990 NHIS, which
are the most similar data to the
NSFG that are available for
comparison. This may be attributable
to a number of factors, including the
fact that the NSFG is a survey about
childbearing, sexual activity, and
reproductive health, and the NHIS is
a general health survey. In addition,
the HIV-testing questions are not
identical on the two surveys. A
methodological study is under way
comparing the NSFG with the NHIS
data to examine the differences in
reported HIV antibody testing.

One methodologic difference
between the NSFG and the NHIS is
that, in 1990, the NHIS asked a series
of questions about blood donation
and HIV testing that began with the
lead-in question: “Have you ever
heard of a blood test than can detect
the AIDS virus infection?” People
who responded “yes” to this question
were then asked a series of questions
on blood donation and were then
asked: “Except for blood donations

since March 1985, have you had your
blood tested for the AIDS virus
infection?”” People who responded
that they had never heard of a test to
detect the AIDS virus were skipped
out of the entire series of questions
on HIV testing.

The initial comparison of these
NHIS data with the 1990 NSFG data
showed some significant differences
between rates of HIV testing
reported in the surveys. Women in
the NSFG reported testing at higher
rates than women in the NHIS, and
this difference was especially
apparent for non-Hispanic black
women in the two surveys. However,
this lead-in question in the NHIS was
dropped in 1991, so that all
respondents in the NHIS were asked:
“Except for blood donations since
March 1985, have you had your blood
tested for the AIDS virus infection?”
Because all respondents were asked
about having been tested for HIV
infection, overall reporting of HIV
testing in the NHIS increased. When
1991 NHIS testing data were
compared with the 1990 NSFG data,
the differences in the rates of
self-reported testing were smaller and
were virtually identical when all tests

(including blood donation) were
considered. Further analyses are
being conducted to account for
whatever differences remain. The
entire series of questions from the
1990 and 1991 NHIS surveys are
included in the Technical notes
section of this report.

One important distinction that
cannot be made from the NSFG data
is the difference between voluntary
and nonvoluntary tests for HIV
infection. It is unclear to what extent
self-reported tests were specifically
requested by the respondents or were
done as part of routine screening.
Questions to clarify who requested
the test and why would be useful
additions to future surveys.

Because the 1990 NSFG
reinterview did not ask about recent
HIV testing (for example, in the past
year), it is not possible to connect
HIV testing with other risk behaviors,
such as current condom use, that are
considered important in evaluating
the risk of acquiring HIV infection.
However, lifetime behaviors such as
ever having had an STD or PID and
lifetime number of sexual partners
can be evaluated in relationship to
HIV testing.
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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 (NCHS) to collect
data on fertility, infertility,
contraception, and related aspects of
maternal and infant health. Fieldwork
for Cycle IV was conducted in 1988,
and the NSFG telephone reinterview
was conducted in 1990. The
contractor for the 1988 and 1990
surveys was Westat, Inc., of Rockville,
Maryland.

For the 1988 NSFG, personal
(face-to-face) interviews were
conducted between January and
Aungust 1988 with a national sample
of women who were 1544 years of
age as of March 15, 1988. Interviews
were completed with 8,450 women in
1988, including 2,771 black women,
5,354 white women, and 325 women
of other races. The sample for the
1988 NSFG was selected from
households that had participated in
the National Health Interview Survey
(NHIS)—also conducted by NCHS—
between October 1985 and March
1987. Respondents were interviewed
by trained female interviewers.

The interviews covered the
women’s pregnancy history; past and
current use of contraception; ability
to bear children; use of medical
services for contraception, infertility,
and prenatal care; marriage and
cohabitation; and a wide range of
social, economic, and demographic
characteristics. More detailed
information on the procedures used
in selecting the sample, weighting the
data to make national estimates, and
estimating sampling errors may be
found in two other publications (2,4).

For the 1990 NSFG telephone
reinterview, 5,686 women were
interviewed by telephone between
July 23 and November 5, 1990.
Reinterviews were conducted with
5,359 women who had been
interviewed in 1988, and first-time
telephone interviews were conducted
with 327 young women who had
reached 15 years of age in the 2 years

since the main study. The response
rate for the initial interviews with
those 15-17 years of age was

53 percent. The response rate for the
17—44-year-old women initially
interviewed in 1988 was 69 percent of
those originally interviewed in 1988.
Overall, the response rate was

67.5 percent. The most common
causes of nonresponse in 1990 were
inability to locate or contact the
respondent because she had moved
and inability to contact the
respondent because she had no
telephone or had an unpublished
telephone number. The 1990
reinterviews lasted an average of 20
minutes.

The 1990 sample was divided
equally into two ‘‘half-samples,’’ as
discussed in the text. This report is
based entirely on the results of
half-sample II, which contained the
most detailed questions on AIDS-
related behavior and HIV testing.
The data have been weighted to be
representative of the civilian
noninstitutionalized population of the
United States. However, the use of
the half-samples means that sampling
errors are larger than in the previous
reports based on the 1988 survey (4).

In this report, women 15-19 years
of age are excluded from tabulations
by education because it generally
takes until about age 19 to reach the
‘13 years or more’’ education
category. This age group is also
excluded from tabulations by income
because it is generally difficult for
teenagers to accurately report the
income of their parents and because
income information was not collected
from 15-17-year-old women in the
1990 telephone reinterview teenager
supplement.

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 58 million women
represented by the survey had been
interviewed. The standard error of an
estimate is a measure of such
differences. The standard error of an
estimated number or percent is

Table I. Estimates of the parameters A and
B for estimating standard errors for
percents of women, by race: 1990 National
Survey of Family Growth telephone
reinterview, half-sample

Parameter
Race A B
Alraces . ... ........ 0004284 25,000
White orother. . ... .... —-.0004947 25,000
Black.............. —-0018417 14,450

calculated by substituting the
appropriate values of A and B from
table I in the following equations:

SE(V)=V(A +B/N) *N

A /B.P (100 - P)
SEQ) =\ —5

where N =number of women
P =percent
X =number of women in the
denominator of the
percent

and

The parameters shown in table I
were used to generate table II
(estimates of standard errors for
percents of women of all races),
table ITI (standard errors for white
women), and table IV (estimates of
standard errors for black women).

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.

Unless otherwise specified,
differences between percents
discussed in this report were found to
be statistically significant at the 0.05
level using a two-tailed normal
deviate test (z-test). This means that
in repeated samples of the same type
and size, a difference between the
percents in the population as large as
the one observed would occur in only
5 percent of the samples if there
were, in fact, no difference. The
phrase “‘the data suggest’’ indicates
that the difference was significant at
the 0.10 (10-percent) level but not the
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Table Il. Standard errors for percents of women of all races: 1990 National Survey of Family Growth telephone reinterview, haif-sample

Estimated percent
Base of percent 50r95 19 0r 80 20 or 80 30 or 70 40 or 60 50
500,000 .....c.nihninn *4.9 *6.7 *8.9 *10.2 11.0 114
1,000000 ................ 3.4 *4.7 *6.3 7.2 7.7 7.9
5000000 ................ 1.5 2.1 28 3.2 35 35
10,000000. . .............. 1.0 15 20 2.3 2.4 25
30,000000. . .............. 0.6 0.9 1.1 1.3 14 1.4
50,000000................ 0.5 0.7 0.9 1.0 1.0 1.1

Table lll. Standard errors for percents of white women: 1990 National Survey of Family Growth telephone reinterview, half-sample

Estimated percent
Base of percent 5or 895 19 or 90 20 or 80 30o0r70 40 or 60 50
500,000 .......ccivaan *4.9 *6.7 *8.9 *10.2 11.0 11.2
1000000 .. .............. 3.4 *4.7 *%.3 7.2 7.7 7.9
5000000 ................ 1.5 2.1 2.8 3.2 35 3.5
10000000. . .............. 1.0 1.5 2.0 23 2.4 25
20,000,000. . .............. 0.8 1.1 1.4 1.6 1.7 1.8
40,000,000, . .. ............ 0.5 0.8 1.0 1.1 1.2 1.3

Table IV. Standard errors for percents of black women: 1990 National Survey of Family Growth telephone reinterview, half-sample

Estimatod percent

Base of percent 5o0r95 19 or 90 20 or 80 30o0r 70 40 or 60 50
500000 . .......c0 0 *3.7 *5.1 *6.8 7.8 8.3 8.5
1,000,000 ................ *2.6 *3.6 *4.8 55 5.9 6.0
2000000 ......... 00000 *1.8 26 34 3.9 4.2 4.3
3000000 ................ *1.5 2.1 28 3.2 3.4 35
4000000 ................ 1.3 1.8 24 2.8 29 3.0
7000000 ..........0000.. 1.0 1.4 1.8 2.1 22 23

0.05 (5-percent) level. Lack of
comment in the text about any two
statistics does not mean that the
difference was tested and found not
to be significant.

The relative standard error (or
coefficient of variation) 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, percents and other 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 may also
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 nonresponse and
adjusted to independent control totals
obtained from the U.S. Bureau of the
Census (4). These adjustments reduce
most types of nonsampling error.
Other types of nonsampling error
were eliminated by a series of quality
control procedures.

Definitions of terms

Race—Race refers to the race of
the woman interviewed. Each woman
was asked: ‘“Which of the (following)
groups best describes your racial
background?’” The categories
included black, white, Asian or Pacific
Islander, and Alaskan Native or
American Indian. Because of the
small sample sizes, the last two
categories are combined and called
“‘other’’ in this report.

Hispanic origin—Each woman was
asked: ‘“Which of the (following)

groups best describes your national
origin or ancestry?’” Using a Iist of 15
groups, a woman 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.
Origin is therefore classified
independently of race, and Hispanic
women may be of any race.

Marital status—In this report,
women were classified according to
their legal marital status. ‘‘Currently
married’’ means legally married at the
date of interview, ‘‘never married”’
means never legally married as of the
date of interview, and *‘formerly
married’” means widowed, divorced,
or separated. Cohabiting women who
are not legally married are therefore
classified in this report as unmarried.

Ever had sexual intercourse—This
refers to a woman who has had sexual
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intercourse at least once. Intercourse
before the first menstrual period is
excluded.

Number of lifetime sexual
partners—This refers to the number
of men with whom the woman has
had sexual intercourse in her life, as
of the date of the interview. In the
1990 data, this refers to the number
of men with whom she had had
intercourse as of the 1990 interview.

Poverty-level income—This is the
ratio of the total family income to the
poverty-level threshold for a family of
specified size, as published by the
U.S. Bureau of the Census. In the
1990 survey, 1989 Bureau of the
Census weighted average thresholds
for householders under the age of 65
years were used. The 1989 thresholds
used for 1990 data were $6,451 for
one person, $8,343 for a family of
two, $9,885 for a family of three,
$12,674 for a family of four, and up
to $25,480 for a family of nine or
more (12). Thus, if a family of four
had an income of $25,000, their
poverty-level income would be
$25,000 divided by $12,674, or
197 percent of the poverty level. In
the 1990 NSFG, family income
information was not collected from
the 327 women 15-17 years of age
who were interviewed for the first
time in 1990. In the tables of this
report, data are not shown for women
who did not report the income or
poverty level of their families and are
not shown for women under 20 years
of age.

Education—This refers to the
number of years of regular schooling
the woman had completed as of the
date of interview in 1990. In this
report, the following categories are
used: 011 years, meaning that the
woman did not complete high school;
12 years, meaning that she had
obtained a high school diploma or
general educational development
(GED) certificate but had not
completed a full year of college; and
13 years or more, meaning that she
had completed at least 1 year of
college. In all tables containing this
variable, women under the age of 20
are excluded from tabulations by
education because it generally takes

until at least age 19 to reach the ‘13
years or more’’ category.

Region of residence—Data are
classified by region of residence into
the four major census regions:
Northeast, Midwest, South, and West.
These regions, which correspond to
those used by the U.S. Bureau of the
Census, are as follows:

Region States included

Northeast Maine, Vermont, New
Hampshire,
Massachusetts,
Connecticut, Rhode
Island, New York, New
Jersey, and
Pennsylvania

Midwest Ohio, Illinois, Indiana,
Michigan, Wisconsin,
Minnesota, Iowa,
Missouri, North Dakota,
South Dakota,
Nebraska, and Kansas
South Delaware, Maryland,
District of Columbia,
West Virginia, Virginia,
Kentucky, Tennessee,
North Carolina, South
Carolina, Georgia,
Florida, Alabama,
Mississippi, Louisiana,
Oklahoma, Arkansas,
and Texas

West Montana, Idaho,
Wyoming, Colorado,
New Mexico, Arizona,
Utah, Nevada,
Washington, Oregon,
California, Hawaii, and
Alaska

Place of residence—Data are
classified by place of residence into
three categories, metropolitan
area—~central city, metropolitan
area—other, and nonmetropolitan
area, using 1980 census counts.

Ever tested for HIV infection—
Women were asked the question:
‘““‘Have you ever had your blood tested
for infection with the AIDS virus?”” If
they responded ‘“yes’’ to this item,

they were coded as having been
tested for HIV infection. In addition,
women who answered ‘‘no’’ to this
item but who responded ““yes’’ to the
question: ‘‘Have you donated blood
since March 1985?”” were also coded
as having been tested for HIV
infection because the U.S. blood
supply has been screened for
antibodies to HIV since March 1985
(5). Because women who donated
blood since March 1985 (but reported
no other HIV test) were not asked
questions on the location or
circumstances of their test, they were
coded as having been tested at the
American Red Cross or other blood
bank and were coded as having had
the test as part of the blood donation
process for reasons or circumstances
of the test.

Knowledge of HIV/AIDS—This
measure was created by scoring each
correct answer on the knowledge
items with 1 point and each incorrect,
refused, or not-ascertained answer
with 0 points. These points were
totaled, the maximum being 13
points. A score of 12 or more was
considered a high level of knowledge
on HIV/AIDS, a score of 9-11 points
was considered a medium level, and a
score of 8 or fewer points was
considered a low level of knowledge
on HIV/AIDS. The correct answers
were:

What would you say are the ways
in which a person can get the
AIDS virus? Would you say that
a person can get the AIDS virus
by:

A. Shaking hands or hugging?
(no = 1 point)

B. Sharing hypodermic needles?
(yes = 1 point)

C. Sharing an apartment,
classroom, or office? (no = 1
point)

D. Receiving a blood
transfusion? (yes = 1 point)

E. Sexual intercourse between
men? (yes = 1 point)

F. Sexual intercourse between a
man and a woman? (yes = 1
point)

G. Giving a blood donation? (no
4= 1 point)

H. Being bitten by an insect that
had bitten someone with the
AIDS virus? (no = 1 point)
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1. Sharing personal items like
dishes or toilets? (no = 1 point)
J. Being born to a mother with
AIDS? (yes = 1 point)

K. Swimming in a pool in which
someone with AIDS has also
been swimming? (no = 1 point)
L. Kissing with exchange of
saliva? (no = 1 point)

and

Can a person get AIDS from

someone who has only the AIDS

virus but does not have the

disease? (yes = 1 point)

1990 NHIS questions on HIV
testing—

« Have you ever heard of a blood
test that can detect the AIDS virus
infection?

* To the best of your knowledge, are
blood donations routinely tested
for the AIDS virus infection?

* Was one of your reasons for
donating blood because you
wanted to be tested for the AIDS
virus infection?

* Except for blood donations since
March 1985, have you had your
blood tested for the AIDS virus
infection?

1991 NHIS questions on HIV
testing—

* To the best of your knowledge, are
blood donations routinely tested
for the AIDS virus infection?

¢ Was one of your reasons for
donating blood because you
wanted to be tested for the AIDS
virus infection?

» Except for blood donations since
March 1985, have you had your
blood tested for the AIDS virus
infection?
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In 1990, 10 percent of sexually
active women 15—44 years of age
(those who had intercourse in the last
month) were having intercourse with
partners who always used condoms,
either to prevent sexually transmitted
diseases (STD’s) or for contraception.
In 1990, about 6 percent of married
women and 16 percent of sexually
active unmarried women always used
condoms. Unmarried women with
more than one sexual partner in the
last 3 months were also more likely
than those with one partner to use
condoms sometimes, but they were
not more likely to use condoms at
every tecent act of intercourse
(always).

There was an increase from
14 percent in 1988 to 18 percent in
1990 in the proportion of sexually
experienced women who reported
changes in their sexual behavior to
avoid the human immunodeficiency
virus (HIV), the virus that causes the
acquired immunodeficiency syndrome
(AIDS). Increases occurred in each
subgroup shown in this report. Most
of the increases were not statistically
significant, and none of the changes
for unmarried women were
significant. Thus, it appears that the
public health impact of these
reported changes was small.

These findings are from the 1988
National Survey of Family Growth
(NSFG) and the 1990 NSFG
telephone reinterview, both
conducted by the National Center for
Health Statistics (NCHS). These
surveys were not focused exclusively
on AIDS-related behavior. Rather,
they were designed to provide a wide
range of data on topics related to
childbearing—including pregnancies
and their outcomes, contraception,
infertility, use of medical services for
family planning, prenatal care, and
other selected aspects of maternal
and infant health. Questions on
AIDS-related knowledge, behavior,
and condom use were included in the
1988 and 1990 interviews in response
to requests for AIDS-related
information from other agencies in
the United States Public Health
Service.

The 1988 NSFG was based on a
national sample of 8,450 women
15-44 years of age—2,771 black
women, 5,354 white women, and 325
women of other races. These women
were interviewed in person in their
own homes between January and
August 1988 by professional female
interviewers. The sample was
obtained from households that had
participated in the National Health

Interview Survey in the 18-month
period between October 1985 and
March 1987. The methodology of the
1988 survey is described in detail
elsewhere (1,2). The findings on
AIDS-related knowledge and
behavior for 1988 were summarized
in a previous report (3).

Between July and November
1990, 5,686 women were interviewed
for the NSFG telephone reinterview.
The overall response rate was
68 percent. All interviews in 1990
were conducted by telephone; 5,359
were reinterviews of women
previously interviewed in person in
1988. The other 327 were first-time
telephone interviews with women
15-17 years of age, who had turned
15 in the 2V years since the 1988
interview.

The average length of interview
in 1990 was only 20 minutes
compared with 70 minutes in 1988. In
order to save interview time and
make room for more questions, the
1990 telephone reinterview survey was
divided into two ‘‘half-samples.”
About 10 of the 20 minutes of
interview time was devoted to
questions that were asked of all
responding women. In the other 10
minutes of interview time, half the
sample (2,854 cases, called “‘half-

P U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
g Public Health Service
% é Centers for Disease Control and Prevention
‘%%'w National Center for Health Statistics CENTERS FOR DISEASE CONTROL
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sample 1I"”) was asked detailed
questions on use of contraception and
family planning services, as in
previous NSFG interviews.

The other half of the sample
(2,832 cases, called ‘‘half-sample II’”)
was asked questions related to HIV
and AIDS. These included questions
on how HIV is transmitted, the
sources and extent of HIV testing,
behavior change, and condom use.
Women were not asked about
injecting drug use or types of
intercourse. This report analyzes
results from only half-sample II
because half-sample I did not contain
the necessary questions on AIDS-
related behavior and condom use.
Another report presents data on HIV
testing from half-sample II of the
1990 survey.

The methodology of the
telephone reinterview survey is
described in more detail in the
Technical notes of this report. The
nonresponse adjustments and
procedures for weighting the data for
the 1990 survey are described in
detail in a separate paper (4).

Unmarried women in 1990 will be
used as a group in many of the
analyses in this report. As a group,
women who were unmarried in 1990
were young: 75 percent had never
been married and 68 percent were
under 30 years of age (not shown in
tabular form). This means that most
unmarried women began having
intercourse during the HIV-AIDS
era—the 1980’s.

Questions on AlDS-related
behavior in 1988 and 1990

In the 1988 NSFG, all women
who had ever had intercourse were
asked,

To keep people from catching
diseases such as genital herpes,
chlamydia, or AIDS, doctors have
suggested several changes people
can make in their sexual
behavior. In which of the ways
shown on card 27, if any, have
you changed your sexual
behavior?

The changes women could have
reported were:

A. Stopped having sexual

intercourse.

Stopped having other types of

sexual relations.

Don’t have sex as often.

. Stopped having sex with more

than one man.

Stopped having sex with men I

don’t know well.

F. Stopped having sex with men
who are bisexual.

G. Stopped having sex with men
who use needles to take drugs.

H. Have made no changes.

on W

tt

Women who reported that they
had made any of these changes in
their behavior to avoid these diseases
were then asked,

Which of these changes, if any,
have you made since you first
heard about AIDS?

These questions on behavior
change were known to be limited
when they were written in 1986 and
1987. For example, there are no
questions asking how often the
woman did these things before she
heard of AIDS—such as questions
asking the woman whether she had
“‘other types of sexual relations™
(other than vaginal heterosexual
intercourse) before she heard of
AIDS (B), or how often she had
intercourse before she heard of AIDS
(C), or whether she had intercourse
“‘with more than one man’’ in the
same month (D), or whether she had
intercourse with men she didn’t
“‘know well’’ (E) before she heard of
AIDS. That is, there is no ‘‘baseline™
rate for those behaviors before the
woman heard of AIDS. However,
those “‘baseline’’ questions were
judged too sensitive to be used in
1988. The 1988 questions were,
primarily, an experiment to see
whether the subject of AIDS-related
behavior could be discussed in a
survey of the general population of
women. The questions did succeed in
that goal and produced the following
results.

About 3 percent of married
women and about 31 percent of the

sexually experienced unmarried
women reported making one or more
of these changes since they first heard
about AIDS (3). The most common
changes reported were “‘Stopped
having sex with more than one man,”’
reported by 16 percent of unmarried
women who had ever had intercourse,
and ““Stopped having sex with men I
don’t know well,”’ reported by

12 percent of unmarried women who
had ever had intercourse. These
results encouraged NCHS to ask
further questions.

In the 1990 NSFG telephone
reinterview, there was concern that a
list of changes in behavior like that
used in 1988 would be difficult to
administer by telephone, would be
more sensitive over the telephone,
and would take considerable
interview time—given that only 10
minutes were available for AIDS-
related questions in half-sample II.
As a result of such concerns, two
short questions were used in place of
the above list:

Since you first heard about AIDS
have you changed your sexual
behavior in ANY way? (and, if
‘‘yes’”) Have you changed your
sexual behavior specifically to
keep you or your partner from
being infected with the AIDS
virus?

This pair of questions in 1990 was
intended to be comparable to the
longer set of questions in 1988.
Assuming that they are approximately
comparable, trends in the number of
women reporting changes in their
behavior in response to the HIV can
be assessed. These trends are
reported in table 1, and they show an
increase between 1988 and 1990 in
the percent who reported changing
their sexual behavior in all of the 21
race-marital status and number of
partners groups except one-—
unmarried non-Hispanic black
women. The overall increase, from
14 percent in 1988 to 18 percent in
1990, was statistically significant.
However, the changes were significant
in only 6 of the 21 comparisons in
table 1, and none of the increases for
unmarried women was significant at
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Table 1. Number and percent of women 15-44 years of age who have ever had intercourse and who reported changing their sexual
behavior specifically to avold the AIDS virus, by selected characteristics: United States, 1988 and 1990

All marital statuses Married Unmarried
Solacted characteristic 1990 1988 1990 1988 1990 1968
Number in thousands
Total . .o 53,369 51,799 31,417 27,840 21,952 20,264
Race and origin
Hispanic . . ... .o vciver e i cnncaannss 4,639 4,574 2,867 2,279 1,771 1,901
Non-Hispanicwhite .. . ............... 39,581 38,553 24,921 22,513 14,660 13,486
Non-Hispanicblack . . ................ 7,015 6,778 2,396 1,977 4,618 4,276
Lifetime number of sexual partners
B e 11« T 27,218 26,872 18,185 18,140 9,032 8,732
L 211 TP 13,520 10,573 6,665 5,351 6,854 5,222
TMONOTMONE . . o v ovv v ee i eneenenans 11,469 9,788 5,894 3,999 5,575 5,789
Percent
Total' . ... 18.0 14.4 53 29 363 328
Race and origin
Hispanic . .. - . ot v i it it e i iiieinen 20.7 18.4 71 *6.3 427 36.6
Non-Hispanicwhite .. ................ 15.0 11.2 4.4 24 33.1 278
Non-Hispanicblack . . ................ 345 30.8 15.2 *6.4 445 459
Lifetime number of sexual partners
T-8MeN. .t ittt ir e snnnasennns 9.5 8.1 23 18 24.0 21.2
A BMBN. ... v encrannonnans 23.4 19.5 6.7 *4.4 39.7 350
TMENOIMOME . . o ot cvvveannnaanensn 30.9 30.6 13.1 65 49.7 47.2

1lm:ludesc»ﬁ:erm)esmdwomenvmosolifeﬂmenmnberofse)o.lalpmmerswasnotnseemi\ed,notshownseperateiy.

the 5 percent level. (The increase
from 28 to 33 percent among
unmarried non-Hispanic white women
was significant at the 10 percent
level.) Among black non-Hispanic
married women in 1988, 6 percent
reported changes in their behavior in
response to the AIDS virus; in 1990,
15 percent reported changes.

The data are also shown in
table 1 by the lifetime number of
sexual partners. The lifetime number
of partners does not reveal when
women had those partners.
Nevertheless, number of partners is
considered one of the best indicators
of the risk of STD’s (5). Only one of
the changes by number of partners
was significant: 6.5 percent of married
women with 7 or more partners in
their lifetimes reported changes in
1988 compared with 13 percent in
1990.

The differences in table 1 by
marital status are very large: in 1990,
5 percent of married women and
36 percent of unmarried sexually
experienced women reported that

they made changes in their sexual
behavior since they heard of AIDS.
In 1988, these figures were 3 percent
and 33 percent, respectively.

The differences between white
and black women were also quite
large in both 1988 and 1990. For
example, the percent of black women
who reported changes in their
behavior since hearing of AIDS was
35 percent in 1990; for white women
it was 15 percent. For married black
women, the percent reporting a
change was 15 percent compared with
4 percent of white married women;
for unmarried women, the
compartable percents were 45 percent
of black and 33 percent of white
unmarried women.

If the data on behavior change in
table 1 were valid, objective indicators
of behavior would be expected to
show a reduction in the risk of HIV
infection. The only objective indicator
available in both the 1988 and 1990
surveys is the percent with more than
one partner in the 3 months before
the survey. A reduction in the

proportion with more than one
partner would suggest that women
have made an overall reduction in the
risk of HIV infection. But the
proportion with more than one
partner did not drop; it increased
significantly, from 7.5 to 10 percent of
unmarried women. This one
comparison does not show that the
data on behavior change in table 1
are invalid, because the characteristics
of partners have as much effect on risk
of HIV infection as the number of
partners (6). But it should encourage
caution in making inferences about the
public health impact of the changes
shown in table 1.

Condom use

Use of condoms has been
recommended as a means to avoid
HIV infection for those who do not
remain in a mutually monogamous
relationship (7). However, to be
effective as prevention, condoms must
be used comsistently (at each act of
intercourse). Women in half-sample
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IT of the 1990 NSFG telephone
reinterview were asked separate
questions about condom use to
prevent STD’s and condom use for
contraception. The two questions
designed to measure condom use to
prevent STD’s were:

In the last 3 months in which you
were having intercourse, did you
use condoms to avoid getting
diseases such as genital herpes,
gonorrhea, or AIDS?

Those who answered ‘‘yes’” were
asked,

Did you and your partner use
condoms to avoid getting diseases
such as genital herpes, gonorrhea,
or AIDS every time you had
intercourse, on most occasions,
about half the time, or less than
half of the time?

Note that these questions ask
about the frequency, not the
correctness, of condom use. No
questions on the correctness of
condom use were asked. Women
were also asked,

In the last month, how
frequently, on average, did you
have intercourse?

Those who answered ‘“not at all”’
were excluded entirely from tables
2-8. (For ease of writing, the phrase
“‘women used condoms’’ is sometimes
used in the following text, although it
is clear that their male partners were
using the condoms.)

Table 2 shows sexually active
women (those who had intercourse in
the last month) by whether and how
often they were using condoms for
disease prevention: 6 percent were
using condoms every time they had
intercourse (labeled ‘‘Always”’ in the
table; also described as ‘‘consistent
use’’ in the text). Another 4 percent
used condoms ‘‘on most occasions”’
(labeled ‘‘Most times’’ in table 2), and
5 percent, half the time or less. Note
that less than half of all those using
condoms for disease prevention in
1990 used them always (that is, every
time they had intercourse). For
example, only 6 out of 15 percent
(less than one-half) used condoms

every time they had intercourse
(always).

It is no surprise that the
unmarried were much more likely to
use condoms for STD-HIV
prevention than married couples were
(for example, 14 percent of unmarried
women and 1 percent of married
couples always used condoms for
disease prevention). However, the
data by race and origin in table 2
reveal that occasional or infrequent
condom use is much more common
among the partners of non-Hispanic
black women than non-Hispanic white
women. For example, 13 percent of
black women and only 3 percent of
white women reported that their
partner used condoms ‘‘half the time
or less.”” Among the unmarried,

19 percent of black women and only
9 percent of white women used
condoms half the time or less. The
estimates of the percent of women
protected from HIV infection or
other STD’s by condom use in tables
5-8 of this report will include only
those who used condoms every time
they had intercourse.

Table 2 also includes data on
condom use for STD prevention by
the woman’s education. Only -

2.5 percent of unmarried women
without a high school education (0-11
years of education) had partners
using condoms consistently compared
with 18.6 percent of those with some
college education (13 years or more).
The differences in the proportions
using condoms most times or half or
less were not significant, either for
unmarried women or for all marital
statuses combined. This is in sharp
contrast to the data by race, where
the significant difference was in
inconsistent use.

The proportion of unmarried
women whose partners were using
condoms is also shown by the number
of sexual partners the woman had in
the last 3 months in which she was
having intercourse. (Reliable
estimates of the proportion of
married women who had multiple
partners could not be made because
the sample was not large enough.)
The difference in consistent condom
use by number of partners

(14 percent versus 16 percent) was
small and not signficant; but the
proportion of those with two or more
partners who used condoms half the
time or less was 27 percent compared
with 11 percent of those with one
partner. However, the 27 percent for
unmarried women with more than
one partner was only about 498,000
women; and 498,000 is only about

3 percent of all 15.23 million sexually
active unmarried women shown in
table 2.

Comparable data on condom use
for STD/HIV prevention in 1988 are
not available. In the 1988 survey,
there was no followup question to ask
whether condoms were used
consistently (at every intercourse) or
not. In addition, the 1988 question
asked, ‘‘Do you use (condoms)?”’ This
question does not ask about a specific
time period (such as, ““in the last
month,...””) and the question
apparently allowed some women to
report that they were using condomss,
although they said elsewhere in the
interview that they were not having
intercourse in the month of interview.
The absence of questions in the 1988
survey on consistency of condom use
and the lack of a specific time
reference mean that some women
who did not use condoms consistently
in 1988, and some who are not having
intercourse currently, would be
classified as being protected from
STD’s by condom use in 1988. The
1990 data do not have these
problems.

Condom use can also be reported
for contraceptive purposes, and if
condoms are used consistently for
contraception, they can offer
protection from HIV infection as
well. Women in half-sample II in
1990 were also asked,

In the past month have you and
your partner used any method of
birth control or family planning?
(and if ‘‘yes’’) What method or
methods was that?

Up to four methods were
recorded, so those reporting condom
use with other methods could be
counted as condom users. Those who
reported condom use (or any other
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Table 2. Number and percent distribution of women 15-44 years of age who have had Intercourse in the past month by frequency of condom
use in the past 3 months to avoid sexually transmitted diseases, according to selected characteristics: United States, 1990

Condom use in the past 3 months to avoid sexually fransmitted
diseases

Sexually
active Half the time
Selected characteristic women Total Never Alwvays Most times or less
Number in
thousands' Percent distribution
Almarital statuses®. . . .. ... it 45432 100 855 55 42 48
Race and origin by marital status
Hispanic . .......co0iiinminin . 4,283 100 814 8.0 4.4 6.2
Non-Hispanicwhite . . . .. .................... 33,846 100 8s.2 44 34 341
Non-Hispanicblack. . . .. ......... ... ... ..... 5,465 100 67.0 103 100 12.7
Marmedwomen®. . .. ...ttt i 30,200 100 97.4 1.2 *0.6 09
Race:
Non-Hispanicwhite. . . .. ................... 23,925 100 98.2 *0.9 *0.3 0.6
Non-Hispanicblack. . . . .................... 2,223 100 935 *0.9 2.2 *3.4
Unmamiedwomen®. . . ..., 15,232 100 62.0 141 12 126
Race:
Non-Hispanicwhite. . . . . ................... 9,921 100 67.5 126 10.8 9.1
Non-Hispanicblack. . ... ........covvtvun... 3,242 100 488 16.8 154 19.0
Education by marital status*
All marital statuses:
O-llyears ... it it i e i i e 4,963 100 874 23 *5.2 *5.2
T2YOaMS. o vttt e et i 15,009 100 20.0 3.7 3.1 3.2
18yearssormore. . . .. co vttt iei i 22,553 100 87.0 6.3 33 3.5
Manied:
O-1Tyears . ..ottt ettt et 3,248 100 94.7 22 *0.2 29
T2Y0arS. . oottt e e e e e e 10,759 100 979 0.8 *0.6 *0.6
13 YearS Or MO, .« v v v ittt et e eeeeeanenns 15,968 100 g75 *.2 *0.7 *0.6
Unmarried:
[ B = < 1,715 100 73.4 *25 146 *9.5
L2 = - 4,340 100 70.2 106 9.4 9.8
13YBarS OrMOTE. « « & v o cv v it e er e nneeennn 6,585 100 61.3 18.6 9.7 104
Number of sexual pariners in the past 3 months
Unmarried:
11 13,270 100 65.3 14.0 10.1 10.6
2 O MOMB MM . « v vt et e v v e v e asonsnsnnnans 1,830 100 39.0 16.2 17.7 272

"Women who did not have intercourse in the month before interview are excluded from tables 2-8.
2includes other races not shown separately.
Includes women of Hispanic origin and other races not shown separately.

ducation in years. Figures by education include women 19-44 years of age only.

NOTE: Because of rounding, figures may not add to totals.

coitus-dependent method) were also
asked how frequently they used it,
and only those who answered “‘every
time (I) had intercourse’’ were
classified as ““consistent’’ condom
users in table 3. In addition, those
who reported that they did not have
intercourse at all in the month before
interview were excluded from tables 2
and 3. About 6 percent were using
condoms consistently for

contraception and about 7 percent,
inconsistently (table 3).

There are at least four important
findings in table 3. First, consistent
use is less than half of all
contraceptive condom use. Among
the unmarried, 10 percent of sexually
active women used condoms
inconsistently, but only 6 percent used
them consistently. The second striking
finding in table 3 is that although

there are pronounced marital status
and race differences in condom use
for STD prevention, the differences
by race and marital status in condom
use for contraception are quite small.
Third, the pattern by education is
similar for contraceptive condom use
and preventive condom use:

11 percent of college-educated
unmarried women were using
condoms for contraception in 1990



6 Advance Data No. 239 * December 22, 1993

Table 3. Percent distribution of women 1544 years of age who have had intercourse In the past month by how frequently her partner
used condoms for contraception in the past month, according to selected characteristics: United States, 1990

Condom use in the past month for contraception

Selected characteristic Total' Never Alwaysz Inconsistent
Percent distribution
Sexually activewomen®. . . . ... ... ......... 100 87.3 5.8 6.9
Race and origin by marital status
Hispanic . . ... ........ . vt 100 88.5 4.5 7.0
Non-Hispanicwhite . . . . ................. 100 87.0 5.8 7.2
Non-Hispanicblack . . . .................. 100 88.4 5.4 6.2
Allmarriedwomen® . .................... 100 89.3 5.6 5.2
Race:
Non-Hispanicwhite. . . .. ............... 100 88.9 5.3 57
Non-Hispanicblack. . . . . ............... 100 91.9 5.5 2.6
Allunmarriedwomen®. . . . ................ 100 835 6.2 10.2
Race:
Non-Hispanicwhite. . . . . . .. ............ 100 82.5 6.9 10.6
Non-Hispanicblack. . . . . .. ............. 100 86.0 5.3 8.7
Education by marital status®
All marital statuses:
Odlyears . ......oiii i, 100 91.0 *2.8 6.2
T L 100 91.0 4.3 4.7
13yearsormore . .. .. ... it 100 85.5 7.8 6.7
Married:
O-dTyears .. ...t e 100 94.1 *3.2 *2.7
12Y0arS. . o it it i i e e 100 91.4 4.7 3.9
13yearsormore .. .....oovviv i aaann 100 87.2 6.4 6.5
Unmarried:
[0 B =T 100 85.1 *2.2 *2.7
= - 100 90.2 *3.2 6.6
13yearsormore . . ... covemen i 100 81.3 11.4 7.3
Number of sexual partners in the past 3 months
Unmarried:
I 111 2 100 83.6 6.7 9.7
2MENOrMOTO. « + v v v v et vnae e enneen 100 84.1 *3.3 *12.6

'Percents based on number of women shown in table 2.
“Always” means at every act of intercourse.

3Includes other races not shown separately.

YIncludes women of Hispanic origin and other races not shown separately.
Education in years. Figures by education include women 18—44 years of age only.

NOTE: Because of rounding, figures may rot add to totals.

compared with 2 and 3 percent in
the other two education groups.
Fourth, in sharp contrast to
condom use for disease prevention,
there was no significant difference
in contraceptive condom use by
number of sexual partners in the
last 3 months.

Table 4 shows the proportion of
sexually active women who reported
that they and their partners used
condoms consistently (every time she
had intercourse), either to avoid

STD’s or for contraception.

About 10 percent always used
condoms: 6 percent of married and
16 percent of sexually active
unmarried women. The differences by
race and origin in consistent condom
use were not large and not significant.
The differences by race among the
unmarried in inconsistent use were,
however, quite large: The partners of
21 percent of sexually active
unmarried white women and

34 percent of sexually active

unmarried black women were using
condoms inconsistently in 1990.

The differences by race in
condom use were in inconsistent use,
but the differences by education in
table 4 are found in the proportions
who used condoms always—at every
act of intercourse. Of unmarried
women with less than a high school
education, 4 percent were using
condoms consistently in 1990
compared with 11 percent of high
school graduates and 21 percent of
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Table 4. Number and percent distribution of women 15-44 years of age who had intercourse in the past month by how frequently her
partner uses condoms either to avoid sexually transmitted diseases or for contraception, according to selected characteristics: United
States, 1990

Current condom use to prevent sexually transmitted

Sexually diseases or for contraception
active
Selected charactaristic women Total Never Alwa:ys1 Inconsistent
Number in
thousands Percent distribution
Total. ..o e 45,432 100 78.1 9.6 12.3
Race and origin by marital status
Hispanic................. . ... 4,283 100 75.5 109 13.5
Non-Hispanicwhite . . ................... 33,846 100 81.0 8.6 104
Non-Hispanicblack . . .. ................. 6,465 100 63.8 13.3 229
Allmariedwomen® . ... ... ... ... un..... 30,200 100 875 6.4 6.1
Raca:
Non-Hispanicwhite. . . ................. 23,925 100 87.9 59 6.2
Non-Hispanicblack. . . .. .......0ouo..... 2,223 100 86.3 6.5 7.2
All unmarriedwomen®, . ... ... ............ 15,232 100 59.5 15.8 246
Race:
Non-Hispanicwhite. . .. ................ 9,921 100 64.4 14.9 20.7
Non-Hispanicblack. . .. ................ 3,242 100 48.4 17.9 33.7
Education by marital status*
All marital statuses:
O-flyears........oiiininnennnn. 4,963 100 83.4 *4.9 1.7
= L Y 15,099 100 84.0 6.9 9.1
13yearsormore . . . ... ooveeennncnnenn 22,553 100 7.3 1.3 1.4
Married:
O-f1years.........coiiiienevennnnn. 3,248 100 91.2 *5.4 *3.5
1Y 10,759 100 89.8 5.1 5.1
13 YearS Or MOM® « + v v o v v v e e v s e ennns 15,968 100 85.5 74 7.3
Unmarried:
O-11years.....oiiein e enenenenens 1,715 100 68.7 *3.9 27.4
12years .. ..... it i i et 4,340 100 89.5 11.4 19.1
18yearsormore...........cciinvenn. 6,585 100 57.3 214 21.3
Number of sexual partners in the past 3 months
Unmarried:
Tman. . ....oi it it it i i, 13,270 100 62.4 159 216
2MONOIFMOrS & vt v v vsts v eseeananses 1,830 100 39.0 16.2 44.8

1"Always" means use at every act of intercourse.

ZIncludes other races not shown separately.

3Includes women of Hispanic origin and other races not shown separately.
“4Education in years. Figures by education include women 19-44 years of age only.

NOTE: Because of rounding, figures may not add to totals.

AlIDS-related behavior in 1990

Tables 5-8 show the percent of
sexually active women who had
changed their sexual behavior
specifically to avoid the AIDS virus,
the percent who had always used
condoms to prevent STD’s or for
contraception, the percent who either
were using condoms or changed their

Of unmarried women who were
not using condoms in 1990, only
2 percent were trying to become
pregnant; 45 percent said they had
“‘no chance at all”’ of contracting
HIV, and 37 percent said they had
‘‘not much chance.”” This leaves about
16 percent of those not using
condoms—about 10 percent of all

those with college educations. The
differences by education in
inconsistent use were not significant
(27 percent versus 19 and 27 percent
versus 21 percent, both not
significant). Finally, women who had
two or more partners in the last 3
months were twice as likely to use
condoms inconsistently as those who

had only one partner in the last 3
months (45 percent versus
22 percent).

sexually active unmarried women, or
1.46 million—whose reasons for not
using condoms were not clear.

sexual behavior, and the percent who
did both. Table 5 contains the data by
age and marital status.
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Table 5. Number and percent of women 15-44 years of age who had intercourse in the past month, by age and marital status and

selected characteristics: United States, 1990

Both
Sexually Behavior Condoms or condoms
active change to Always use behavior and behavior
Age and marital status women avoid AIDS condoms change change
Number in
thousands Percent
All marital statuses:
15-44vyears .. ............ 45,432 16.1 9.6 223 3.3
15—19years . . ............ 3,895 33.2 16.3 40.4 8.4
2024 vyears . . ... i .. 7.052 23.2 13.4 33.6 *3.0
25-29y8arS . ... i 8,862 18.6 7.4 24.0 *2.0
30-34years .. ............ 9,626 12.6 10.5 19.7 3.3
35-44years .. .......... .. 15,997 9.5 7.1 13.6 3.0
Married:
15-44vyears’. .. ........... 30,200 5.3 6.4 11.1 0.6
20-24years .. ............ 3,055 13.0 *6.5 19.5 0.0
25-20y0ars . . ... 5,923 7.1 7.2 13.1 *1.1
30-34years .. ...... 0 7,200 3.7 7.7 1.4 *0.3
3544years .. ......... .0 13,434 3.5 4.9 7.9 *0.5
Unmarried:
15-44years . ............. 15,232 375 15.8 44.7 B.7
15-19years . ... .......... 3,306 376 16.4 44.5 8.4
20-24years . . ... ..., .. 3,998 3141 18.7 445 *5.4
25-29y0ars . . .. iieua .. 2,939 41.9 7.9 46.0 *3.8
30-34years . ............. 2,426 39.0 18.5 45.2 12.4
35-44years . .......... ... 2,563 41.1 18.4 43.3 16.1

Nincludes women 15-19 years of age not shown separately.

The data on behavior change in
tables 5-8 show the percent who
answered ‘‘yes’’ to two questions:

Since you first heard about AIDS
have you changed your sexual
behavior in ANY way?”’

(and if “‘yes’’) ‘“Have you changed
your sexual behavior specifically

to keep you or your partner from
being infected with the AIDS
virus?

The percents in the ‘“behavior
change’’ column in tables 5-8 differ
from those in table 1 because those in
table 1 are percents of all women who
have ever had intercourse at some
time in their lives. The percents in
tables 5-8, in contrast, are percents of
women who had intercourse in the
last month.

Overall, 16 percent of women
sexually active in the last month
reported that they changed their
sexual behavior to avoid the AIDS
virus, and 10 percent reported that
they used condoms consistently,
either to avoid STD’s or for
contraception. Most women were

asked both the questions on behavior
change and the questions on condom
use. Behavior change and condom use
are not mutually exclusive categories,
so some women (3 percent in table 5)
reported both.

The proportions who reported
changing their behavior declined
sharply as age increased, from
33 percent of sexually active teenagers
to 10 percent of sexually active
women 35-44 years of age. There
were not enough married teenagers in
the sample to make an estimate for
that group, but a decline (from 13 to
4 percent) from ages 20-24
years—ages 3544 years is apparent
among married women. Among
sexually active unmarried women,
however, the percent who reported
changing their behavior was
38 percent overall and did not vary
significantly by age.

Note that although 5 percent of
married women reported that they
changed their behavior, they did not
necessarily change it while they were
married. The behavior change is
measured since the woman heard of

AIDS, not since she was married. She
may have changed her behavior
before she was married. It is possible
that getting married may have been a
response of some of these women to
the risk of HIV infection.

The proportion of sexually active
women who consistently used
condoms, either to prevent STD’s or
for contraception, was about
15 percent for teenagers, 13 percent
for those 20-24 years of age, and
7 percent for those 35-44 years. The
proportion always using condoms was
about 6 percent for married couples
and did not vary significantly by the
age of the woman. Among sexually
active unmarried women, about
16 percent used condoms and there
was no consistent pattern by age.

About 22 percent either changed
their behavior or always used
condoms; this proportion declined
from 40 percent among teenagers to
14 percent at ages 35-44 years.
Among married couples, the percent
declined from 20 percent at ages
20-24 years to 8 percent at ages
35-44 years. Among unmarried
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Table 6. Number of women 1544 years of age who had intercourse in the past month and percent who reported that they changed their
sexual behavior, whose partners always use condoms, who either changed their behavior or always use condoms, and who did both, by
selected characteristics: United States, 1990

Both
Sexually Behavior Condoms or condoms
active change to Always use behavior and behavior
Selected characteristic women avoid AIDS condoms change change
Number in
thousands Percent
Allraces’. ... ... . iiiaaa.. 45432 16.1 9.6 223 33
Race and origin
Hispanic . . . .....cvvuen.. 4,283 19.1 10.9 26.2 3.9
Non-Hispanicwhite . . .. ....... 33,846 129 8.6 189 26
Non-Hispanicblack . . ... ...... 5,465 33.9 13.3 39.9 7.3
Poverty-level income?®
0-149percent .............. 7,785 31.6 114 374 53
150 percentormore . ......... 35,645 129 9.5 193 31
Married
Race and origin:
Allraces®. ............... 30,200 53 6.4 1.1 06
Non-Hispanicwhite. . . . ...... 23,925 4.5 5.9 9.7 0.6
Non-Hispanic black. . .. ...... 2,223 15.0 6.5 21.5 0.0
Poverty-level income:?
0-149percent. . ........... 3,058 7.6 8.8 15.2 1.2
150 percentormore . . . . ... .. 25,712 5.2 6.2 109 0.6
Unmarried
Race and origin:
Allraces®. . .. .cvvvunnen.. 15,282 375 15.8 447 8.7
Non-Hispanic white. . . . .. .... 9,921 33.2 14.9 409 7.2
Non-Hispanic black. . . . .. .. .. 3,242 46.9 17.9 525 124
Poverty-level income:”
0-149percent............. 4,727 47.2 125 51.8 79
150 percentormore . . .. ..... 9,933 32.6 17.8 409 8.5

Yncludes other races not shown separately.

'omen with poverty-leve! incoma not ascertainad are not shown separately.
Jinciudes women of Hispanic origin and other races not shown separately.

women, there was no significant
pattern by age.

Table 6 contains the same
measures as table 5 for sexually active
women classified by race, Hispanic
origin, and poverty-level income
instead of age. About 34 percent of
sexually active non-Hispanic black
women compared with 13 percent of
non-Hispanic white women, reported
changes in behavior to avoid the
AIDS virus. Among married women,
15 percent of black wives and
5 percent of white wives have made
changes. Among sexually active
unmarried women, 47 percent of
black women and 33 percent of white
women made changes.

For all marital statuses,

13 percent of sexually active black

women and 9 percent of sexually
active white women used condoms
consistently. Some of this difference,
however, was due to the higher
proportion of black women who are
unmarried. Among married women,
the difference was very small

(5.9 for white women versus

6.5 percent for black women, table 6);
among unmarried women, the
difference was 3 percentage points
(14.9 versus 17.9) and not significant.
As noted in connection with tables 2,
3, and 4, the larger differences by
race and origin were in inconsistent
condom use (using condoms
sometimes but not every time they
had intercourse). Differences by race
and origin in the ““Condoms or
behavior change’’ column were due

primarily to differences in behavior
change.

Poverty-level income is the total
income of the family divided by the
poverty level for a family of that size
(see Technical notes). Women with
low incomes (under 150 percent of
poverty level) were more than twice
as likely to report that they have
changed their behavior than high-
income women (32 versus 13 percent,
table 6). Among married women, the
difference was small and not
significant (7.6 versus 5.2 percent); for
unmarried women, it was large and
significant (47 versus 33 percent).
Differences by income in condom use
were small overall and for married
couples. For the unmarried,

13 percent of low-income, and
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Table 7. Number of women 15-44 years of age who had intercourse in the past month and percent who reported that they changed their
sexual behavior, whose partners always use condoms, who either changed their behavior or always use condoms, and who did both, by

selected characteristics: United States, 1990

Both
Sexually Behavior Condoms or condoms
active change to Always use behavior and behavior
Selected characteristic women avoid AIDS condoms change change
Number in
thousands Percent
Total' . . ... 45,432 16.1 9.6 223 33
Lifetime number of sexual pariners:
18men .......... .. ...... ..., 23,432 8.0 9.8 16.3 1.5
46MeN .. ... 11,353 21.3 10.0 25.7 5.6
TMENOIMOr® . .. .ov vt v i enennn. 9,596 28.5 7.9 31.7 4.8
Have you ever personally known anyone with
the AIDS virus?
YeS. o e e e 10,724 22,7 115 28.3 5.8
No ... 34,527 141 8.9 204 2.6
Married
Lifetime number of sexual partners:
f=8men .......... .. 0o, 17,551 24 75 8.5 0.3
46mMen ... .. i e 6,400 6.7 4.6 10.5 0.8
TMENOrMOre . ....covvveuuueens 5,576 13.3 *4.4 16.3 *1.4
Have you ever personally known anyone with
the AIDS virus?
D (=5 6,787 6.7 6.9 121 *1.5
NO ...l i e 23,274 49 6.1 10.7 *0.4
Unmarried
Lifetime number of sexual partners:
1=3men .......... .. i 5,881 24.8 16.8 36.6 5.0
4-Bmen . ... e 4,953 40.2 17.0 45.3 11.9
TMENOrmore . ...........veueuasn 4,020 49.6 12.8 53.0 9.4
Have you ever personally known anycne with
the AIDS virus?
YeS. o it e e 3,937 50.2 19.4 56.3 13.3
NO ... 11,252 33.2 14.5 40.7 7.1
Number of sexual partners in the
past 3 months
Unmarried:
Tman. . ... it i e 13,270 35.8 158 43.7 8.1
2MEBNOTMOMe . .. ... ovvmuuuunnnn 1,830 48.6 16.2 51.1 13.6

YIncludes women whose lifetime number of sexual pastners was not ascertained; also includes women with missing data on whether they have ever known a person with the AIDS virus niot

shown separately.

18 percent of higher income, women
reported consistent condom use
(significant at the 10-percent level).
Table 7 contains data by the
lifetime number of sexual partners
and the number of recent partners.
As explained previously, the lifetime
number of partners does not specify
how long ago the woman had those
partoers. Nevertheless, it is a good, if
not perfect, measure of risk of STD’s.
About 8 percent of sexually active
women with 1-3 lifetime partners

changed their behavior compared
with 21 percent of women with 4-6
lifetime partners and 29 percent of
women with 7 or more partners
(table 7). This increase with number
of partners held for both married and
unmarried women. For sexually active
unmarried women with 7 or more
lifetime partners, 50 percent reported
that they had changed their behavior
specifically to avoid the AIDS virus.
Those who had more than one
partner in the last 3 months were also

more likely to have changed their
behavior than those with one partner
(49 percent versus 36 percent).
Variations by number of lifetime
partners and by number of partners
in the last 3 months in current
consistent condom use were small
and not statistically significant.

Women in the survey were also
asked,

Have you personally known
anyone with AIDS or the AIDS
virus?
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Table 8. Number of women 19-44 years of age who had intercourse in the past month, and percent who reported that they changed their
sexual behavior, whose pariners always use condoms, who either changed their behavior or always use condoms, and who did both, by
education and marital status: United States, 1990

Both
Sexually Behavior Condoms or condoms
active change to Always use behavior and behavior
Education and marilal status women avoid AIDS condoms change change
Number in
thousands Percent
Education:
O-1lyears........ooievveennnn 4,963 20.6 4.9 243 1.2
12y0ars . ..o it i et e i 15,099 14.9 6.9 195 23
13Y0arSOrmore - . v cvenenrennnn 22,553 13.2 11.3 21.0 35
Married:
011years. . ..o v it ie it 3,248 10.5 54 14.7 1.2
12y0arS . v i v ittt e 10,759 5.7 5.1 10.6 0.3
13yearsOrmore . o - v v v v vvveesnnn 15,968 3.7 71 104 0.4
Unmaried:
O-11ydars. ... oo vii v v e e nns 1,718 39.9 3.9 42.4 1.3
12years . ... oo vi it 4,340 37.6 11.4 41.6 7.4
13yearSOrmore . « . .« o v v vvnnnnnas 6,585 36.2 21.4 46.6 11.0

Among sexually active unmarried
women, 50 percent of those who have
known someone with HIV or AIDS
reported that they had changed their
behavior compared with 33 percent of
unmarried women who did not know
anyone with HIV or AIDS (table 7).
However, this variable had no
significant effect on behavior change
among married women, and no
significant effect on consistent
condom use.

Table 8 shows women 19-44 years
of age by years of education. We use
19-44 because it generally takes until
at least age 19 to complete a year or
more of college. (Using 1944
prevents the lower 2 education groups
from being comprised of mainly those
still attending high school.) Among
married women, none of the
proportions in table 8 differ
significantly by education. Among
unmarried women, the striking
difference in consistent condom use
by education is shown: 4 percent of
those who did not complete high
school and 21 percent of those with
some college used condoms every
time they had intercourse (always
used condoms). The proportion of
unmarried women who changed their
behavior did not differ significantly by
education. The proportion who
always used condoms or changed

their behavior also did not differ
significantly by education. The
proportion, however, who used
condoms and changed their behavior
was 1 percent in the lowest education
category and 11 percent in the highest
category.

Evaluation of the data

Our findings suggest that in 1990,
about 1 in 3 sexually active unmarried
women reported that they were at
least attempting to make changes in
their sexual behavior to reduce their
risk of infection with HIV and other
STD’s. That proportion may have
increased slightly between 1988 and
1990, but as discussed previously and
in the Technical notes, comparison of
the 1988 and 1990 data requires some
caution because the questions used to
measure behavior change in 1988 and
1990 were different.

The data on condom use,
however, appear to be quite reliable
because of the separate questions on
condom use for disease prevention
and for contraception, the follow-up
questions on how often condoms are
used, and the question on whether
the woman was currently having
intercourse. All of these questions are
necessary to produce accurate
estimates of current condom use. A

less complete series would tend to
overestimate condom use because it
would count those using condoms
inconsistently and those not currently
having intercourse as current condom
users. Variations in consistent
condom use by lifetime number of
sexual partners, whether the woman
has ever known a person with HIV
infection or AIDS, and race are
smaller than the variations in
behavior change by these
characteristics. Differences by
education in consistent condom use
among unmarried women, however,
are quite large.

The analyses described here and
in the previous report (3) show that it
is possible to collect data on AIDS-
related behavior change and condom
use from the general population of
women of childbearing age in the
United States. The success of these
questions to this extent suggests that
behavior change issues can be
measured more directly in these
surveys in the future. Recently,
NCHS has begun a series of small-
scale studies to test new ways of
asking questions on AIDS-related
behavior in the general population.
These studies include focus groups,
“cognitive’’ interviews (8), and
small-scale surveys.
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These studies may suggest ways
to obtain comparable data over time
on the number and characteristics of
women’s sexual partners currently,
and in an earlier time period. This
could be done in a single survey by
asking retrospective questions for the
earlier time period (for example,
from January to December 1985), and
comparing them to a specific time
period of the same length just before
the survey (for example, the last 12
months).

Data like these could also be
collected in successive surveys by
asking only the questions on behavior
just before the survey and asking the
same questions again in the next
survey. This approach has been taken
in surveys of men who have sex with
men (9,10). This approach was also
used in at least one survey of the
general population, but the details of
the question wording were not given;
that survey has not yet been repeated
and the data were not shown for
women of reproductive age, so
comparisons with our results are not
possible (11).

Estimates by Hearst and Hulley
(6) suggest that partner selection may
be just as important a factor in HIV
risk as the number of partners per se.
Their estimates suggest that in order
to evaluate whether and how much
women are reducing their risk of HIV
infection, objective data are needed
on what respondents mean when they
report that they have “‘stopped having
sex with men I don’t know well’’ (the
second most common change
reported in 1988). Concepts such as
““men I don’t know well’” will have to
be defined—for example, by using
specific questions to determine how
long she knew the man, and what she
knew about him before they had
intercourse. Concepts such as
“‘stopped having sex with more than
one man’’ (the most common change
reported in 1988) can be defined, for
example, by determining the number
of partners women had in specific
time periods. Surveys providing
objective data at two or more points
in time could begin to measure
directly whether HIV-infection risk

was being reduced, and if so, by how
much.

The data on condom use could
also be refined to get a clearer idea
of how much reduction in HIV-
infection risk is occurring. For the
close to 10 percent of unmarried
women who had more than one
partner in the past 3 months,
questions could be asked on whether
condoms are used by each partner,
and if so, whether they use them at
every act of intercourse with the
respondent. Women with multiple
recent partners account for only
10 percent of unmarried women but
they probably account for a larger
proportion of cases of STD’s and
HIV infection.

In summary, then, to evaluate
whether the general population of
women 15-44 years of age is reducing
its risk of HIV infection, and if so,
how much reduction is occurring,
data on the number and
characteristics of partners in specific
periods of time, and data on condom
use specific to each partner, would be
useful. Research is being conducted
to determine the best and least
sensitive ways of asking for such
information.
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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 (NCHS) to collect
data on fertility, infertility, family
planning, and related aspects of
maternal and infant health. Fieldwork
for Cycle IV was conducted in 1988,
and the NSFG telephone reinterview
was conducted in 1990. The
contractor for the 1988 and 1990
surveys was Westat, Inc., of Rockville,
Maryland.

For the 1988 NSFG, personal
(face-to-face) interviews were
conducted between January and
August 1988 with a national sample
of women who were 15-44 years of
age as of March 15, 1988, Interviews
were compleied with 8,450 women in
1988, including 2,771 black women,
5,354 white women, and 325 women
of other races. The sample for the
1988 NSFG was selected from
households that had participated in
another NCHS survey, the National
Health Interview Survey (NHIS),
between October 1985 and March
1987. Respondents were interviewed
by trained female interviewers.

The interviews covered the
woman’s pregnancy history; her past
and current use of contraception; her
ability to bear children; her use of
medical services for family planning,
infertility, and prenatal care; marriage
and cohabitation; and a wide range of
social, economic, and demographic
characteristics. More detailed
information on the procedures used
in selecting the sample, weighting the
data to make national estimates, and
estimating sampling errors may be
found in two other publications (1,2).

For the 1990 NSFG telephone
reinterview, 5,686 women were
interviewed by telephone between
July 23 and November 5, 1990.
Reinterviews were conducted with
5,359 women who had been
interviewed in 1988, and first-time
telephone interviews were conducted
with 327 young women (sampled from
the NHIS) who had reached 15 years

of age since March 15, 1988. They
were 15-17 years of age when
interviewed in 1990. The response
rate for the initial interviews with
those 15-17 years of age was

53 percent. The reinterview response
rate for the women initially
interviewed in 1988 was 69 percent of
those originally interviewed in 1988.
Overall, the response rate was

67.5 percent in 1990. The most
common causes of nonresponse in
1990 were inability to locate or
contact the respondent because she
had moved and inability to contact
her because she had no telephone or
had an unlisted telephone number.
The 1990 reinterviews lasted an
average of 20 minutes.

The 1990 sample was divided
equally into two ‘‘half-samples,”” as
discussed in the text. This report is
based entirely on the results of
half-sample II, which contained the
necessary questions on AIDS-related
behavior and condom use. The data
have been weighted to be
representative of the civilian
noninstitutionalized population of the
United States. However, the use of
the half-samples means that sampling
errors are larger than in the previous
report on AIDS-related behavior
from the 1988 survey (3).

Rellability 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 58 million women
represented by the 1990 survey had
been interviewed. The standard error
of an estimate (for example, a
percent) is a measure of such
differences. The standard error of an
estimated number or percent is
calculated by substituting the
appropriate values of A and B from
table I in the following equations:

SE(N) =/ @ +BIN)N

and

SE@) = [B-P (}1{00-1’)

where
N =number of women
P = percent

X = number of women in
the denominator of the
percent

The parameters shown in table I
were used to generate table II
(preliminary estimates of standard
errors for percents of women of all
races), table ITI (estimates of
standard errors for white women),
and table IV (preliminary estimates of
standard errors for black women).

The chances are about 68 in 100
(about 2 out of 3) 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.

Unless otherwise specified,
differences between percents
discussed in this report were found to
be statistically significant at the 0.05
level using a two-tailed normal
deviate test (z-test). 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 the samples if there
were, in fact, no difference between
the percents in the population.
Statements using the phrase ‘‘the
data suggest’’ indicate that the
difference was significant at the 0.10
(10-percent) level but not the 0.05
(5-percent) level. Lack of comment in
the text about any two statistics does
not mean that the difference was
tested and found not to be significant.

The relative standard error (or
coefficient of variation) of a statistic
is the ratio of the standard error to

Table I. Estimates of the parameters A and
B for estimating standard errors for
percents of women, by race: 1990 Natlonal
Survey of Family Growth telephone
reinterview, half-sample

Parameters
A B
Alraces . ...... -.0004282 25,000
White or other. . . . —.0004947 25,000
Black......... —-.0018417 14,450
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Table Il. Standard errors for percents of women of all races: 1990 National Survey of Family Growth telephone reinterview, half-sample

Estimated percent
Base of percent Sor95 19 or 90 20 or 80 30 0r 70 40 or 60 50
Standard error in percentage points
500,000 ..........c00iuinn. *4.9 *6.7 *8.9 *10.2 11.0 114
1000000 . ................... 34 *4.7 *6.3 7.2 7.7 79
5000000 ...........0viunn. 15 21 2.8 32 35 35
10,000000. . ... .. ....c..utn... 1.0 1.5 2.0 23 24 25
30,000,000, . ..... .0 0.6 0.9 1.1 1.3 14 1.4
50,000,000. . .............. ..., 0.5 0.7 0.9 1.0 1.0 1.1

Table lll. Standard errors for percents of white women: 1990 National Survey of Family Growth telephone reinterview, half-sample

Estimated percent
Base of percent 5or95 19 or 90 20 or 80 30 0r70 40 or 60 50
Standard error in percentage points
500,000 .. .....cvi it *4.9 *6.7 *8.9 *10.2 11.0 11.2
1,000000 .. ... ... ii i *3.4 *4.7 *65.3 7.2 7.7 79
5000000 ............0.000.. *.5 2.1 2.8 3.2 3.5 3.5
10,000,000. . ... ...l 1.0 1.5 2.0 23 2.4 25
20,000,000. . .................. 0.8 1.1 1.4 1.6 1.7 1.8
40,000,000. . ........... .. .. ... 0.5 0.8 1.0 11 1.2 1.3

the statistic and usually is expressed
as a percent of the estimate. In this
report, percents and other 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 may also
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 nonresponse and
adjusted to independent control totals
obtained from the U.S. Bureau of the
Census. These adjustments reduce
most types of nonsampling error.
Other types of nonsampling error
were minimized by a series of quality
control procedures.

Definition of terms

Race—Race refers to the race of
the woman interviewed. Each woman
was asked, ‘“Which of the (following)
groups best describe your racial
background?”’ The categories include

black, white, Asian or Pacific
Islander, and Alaskan Native or
American Indian. Because of small
sample sizes, the Asian or Pacific
Islander and Alaskan Native or
American Indian categories are
combined and called “‘other’’ in this
report.

Hispanic origin—Each woman was
asked, ‘“Which of the (following)
groups best describe your national
origin or ancestry?’’ Using a list of 15
groups, a woman 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.
Origin is therefore classified
independently of race, and Hispanic
women may be of any race.

Marital status—In this report,
women were classified according to
their legal marital status. In this
report, ‘‘unmarried’’ means not
legally married—that is, never legally
married, widowed, divorced, or
separated. ‘‘Married’’ means currently
legally married. Cohabiting women
who are not legally married are
therefore classified in this report as

unmarried. Marital status refers to
the data year indicated. For example,
if a woman was married in 1988 and
divorced by 1990, she is shown as
married in the 1988 data and as
unmarried in the 1990 data.

Sexually active—This refers to a
woman who had intercourse at least
once in the month (30 days) before
the survey.

Sexually experienced—This refers
to a woman who has had sexual
intercourse at least once. Intercourse
before the first menstrual period is
excluded.

Number of lifetime sexual
partners—This refers to the number
of men with whom the woman has
had sexual intercourse in her life, as
of the date of interview. In the 1988
data, this refers to the number of
men with whom she had had
intercourse as of 1988; for 1990 dlata,
this refers to the number of men with
whom she had had intercourse as of
the 1990 interview.

Number of sexual partners in the
last 3 months—This refers to the
woman’s answer to a question asked
in half-sample II in 1990: “‘In the last
3 months in which you were having
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Table IV. Standard errors for percents of black women: 1990 National Survey of Family Growth telephone reinterview, half-sample
Estimated percent
Base of percent Sor95 19 or 90 20 or 80 30o0r70 40 or 60 50
Standard error in percentage points

500,000 - ...t *3.7 *5.1 *5.8 7.8 8.3 85
1,000000 .. il *2.6 *3.6 4.8 55 5.9 6.0
2000000 .. .. ... *1.g 26 34 39 4.2 43
B,000000 . ...t *.5 2.1 28 3.2 34 35
4000000 ........c0 0 13 1.8 24 28 29 3.0
7000000 ............ ... 1.0 1.4 1.8 21 22 23

,1intercourse, with how many men did
you have intercourse?’’ (The phrase
““boys or men’’> was substituted for
““men”’ for younger teenagers.)

Poverty-level income—This is the
ratio of the total family income to the
poverty-level threshhold for a family
of specified size, as published by the
U.S. Bureau of the Census. In the
1988 survey, 1987 poverty-level
threshholds were used (12). In the
1990 survey, 1989 Census Burean
weighted average threshholds for
householders were used. The 1989
threshholds used for 1990 data were
$6,451 for one person under age 65,
$8,343 for a family of two also under
age 65, $9,885 for a family of three,
$12,674 for a family of four, up to
$25,480 for a family of nine or more
(13). Thus, if a family of four had an
income of $25,000, their poverty-level
income would be $25,000 divided by
$12,674, or 197 percent. In the 1990
NSFG, family income was not
collected from the 327 women 15-17
years of age who were interviewed for
the first time in 1990. In the tables of
this report, data are not shown for
those women who did not report the
income or poverty level of their
families.

Education—This refers to the
number of years of regular schooling
the woman had completed as of the
date of interview in 1990. In this
report, the following categories are
used: 0-11 years, meaning that the
woman did not complete high school;
12 years, meaning that she obtained a
high school diploma or a GED, but
did not complete a full year of
college; and 13 years or more,
meaning that she completed at least 1
year of college. In all tables

containing this variable, women 15-18
years of age are excluded from
tabulations by education because it
generally takes until at least age 19 to
reach the ‘‘13 years or more”’
category.

Data on behavior change in
1988 and 1990

As discussed in the text, in 1988
women were asked if they had made
any of seven specific changes in
sexual behavior since hearing of
AIDS—including “‘stopped having sex
with more than one man,”” ‘‘stopped
having sex with men I don’t know
well,”> and five others. In 1990, they
were asked, ‘“Since you first heard
about AIDS have you changed your
sexual behavior in ANY way?*’

Of the women who were asked
these questions in 1988 and 1990,
about 8 percent reported in 1988 that
they had made one or more changes
in their sexual behavior since hearing
of AIDS, but reported in 1990 that
they had never made any changes
since hearing of AIDS. Because
“‘since you first heard about AIDS’
refers to the same time before the
1988 interview, this is a logically
impossible answer, but at least three
explanations can be offered for it:

* Some of these women may have
heard the question incorrectly, and
may be saying that they have made
no FURTHER changes since 1988.

* Some may be reporting that the
changes they had made as of 1988
were 1o longer in effect.

* Some may have forgotten some of
the specific items asked about in
1988, and thus answered ‘“No’’ in
1990 even though the changes they

reported in 1988 were still in
effect.

Thus, the magnitude of the
changes reported in table 1 for 1990
may be affected by these kinds of
reporting error and by
misunderstanding of the question,
although it is likely that these three
types of reporting errors cancel each
other out to some extent. Therefore
the error in the percentages probably
is small.

Cooperating agencies

The 1988 National Survey of
Family Growth and the 1990 NSFG
Telephone Reinterview were jointly
planned and supported by the
National Center for Health Statistics,
the National Institute of Child Health
and Human Development, and the
Office of Population Affairs, all of the
U.S. Department of Health and
Human Services.

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

0.0 Quantity more than zero but less
than 0.05

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

* Figure does not meet standard of
reliability or precision
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Introduction

From January 1989 to December
1990, an estimated 698 million visits
were made to office-based physicians in
the United States. Visits to physicians
specializing in dermatology accounted
for 25 million (4 percent) of these visits
(table 1). This report describes visits to
dermatologists over this 2-year period
according to data collected in the 1989
and 1990 National Ambulatory Medical
Care Survey (NAMCS). NAMCS, a
year-long sample survey of the Nation’s
non-Federal office-based physicians, is
conducted by the Centers for Disease
Control and Prevention, National Center
for Health Statistics, Division of Health
Care Statistics. Other NAMCS reports
or reports utilizing NAMCS data on
office visits to dermatologists have been
published (1-3), as have summaries of
general findings from the 1989 NAMCS
(4) and 1990 NAMCS (5).

The 1989 and 1990 National
Ambulatory Medical Care Surveys
shared identical survey instruments,
definitions, and procedures. The
resulting 2 years of data have been
combined to provide more reliable
estimates, and the reader should note

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

General findings

Since 1975 the percent of visits and
the visit rate to dermatologists have not
changed significantly. In 1975-76, visits
to dermatologists accounted for
3 percent of all visits to all physicians,
with a visit rate of 9 visits per 100
persons. In 1985 visits to dermatologists
represented 4 percent of all visits, and
the visit rate was 10 visits per 100
persons (6).

Patient characteristics

Fifty-eight percent of the patients
seeking care from dermatologists were
female, significantly more than male
patients (42 percent) (table 2). Thirty-
two percent of the visits were made by
patients between the ages of 25 and 44
years, and 16 percent were made by

patienis 15-24 years of age. In 1975-76,
the age profile of visits to
dermatologists was quite different (2):
During that period, patients under 25
years of age accounted for 40 percent of
visits to dermatologists, compared with
24 percent in 1989-90. As expected, in
private office-based settings and with
other specialties, there were more visits
to dermatologists by white and non-
Hispanic persons than visits by other-
race and Hispanic persons. Ninety-one
percent of the visits to dermatologists
were made by white patients, a higher
percent than for “all other” specialties
(85 percent). The visit rate was highest
for patients 65 years of age and older
(17 visits per 100 persons) and lowest
for patients under 15 years of age

(4 visits per 100 persons) and for black
patients (3 visits per 100 persons).
Table 3 shows that the major expected
sources of payment were “self-
payment,” accounting for 37 percent of
the visits, and “Blue Cross/Blue
Shield,” accounting for 16 percent.

The reasons patients visit
dermatologists are shown in table 4.
Seventeen percent of the visits were for
acne or pimples, and another 12 percent
were for skin rash. The 15 most
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- IF YES, FOR THE CONDITION
b. OTHER b OTHER SIGNIFICANT CURRENT DIAGNOSES IN $TEM 1027
1[]Jves 2 wno
1 2.DIAGNOST|C/ SCREENING SERVICES 1 3 COUNSELING/ADVICE 1 4 NON-MEDICATION THERAPY
[Check all ordered or provided)] * {Check all ordered or provided) ® [Check all ordered or provided]
1 ] none 7 [] BLooD PResSURE CHECK 13 || ORAL GLUCOSE TOL. 1 [ none 1 [] wone
2 [_] pap TesT 8 [ ] uminaLysis 14 [] cHoLesTeroL measure | 2 [] weioHT meoucion 2 [[] psycroTHERAPY
3 [ pewvic exam 9 [] cHesT x Ray 15 [_] wiv seroLoGy 3 [] cHotestenor nepuction 3 [] comrecTive Lenses
4 [[J ereastpapamion 10 [] DIGITALRECTALEXAM 16 [_] OTHER BLOOD TEST 4 [] smoxinG cessaTion 4 [ avauLaTony surceny
5 PHYSIOTHERAPY
s [_] mammocram 11 [} procr/sigmotooscory 17 [] OTHER fSpecyst 5 [[] rv TRansmission O
6 [ ] OTHER /Specyf
6 [ ] visuaL acurry 12 [ ] sTooL BLo0D ExAM o [ ] eneast seLrexam O i
7 [ ] omven o
1 5' MEDICATION THEBAPY [Record all new or continued medications ordered or provided at this visit. Use the same 1 6 DISPOSITION THIS VISIT 1 7 DURATION
brand name or generic name entered on any Rx or office medical record. Include i izing and d itzing agents.] ® [Check all that apply] " OF THIS
VvISIT
1 NO FOLLOW-UP PLANNED i
IF NONE, CHECK HERE [_] e woHoRpx [ Z :Taelly
YES NO YES NO 2 D RETURN AT SPECIFIED TIME spent with
physician]
1 . —————_ O 2T 0 2~ 3 [ RETURN IF NEEDED, P.AN,
2 3 g 2O O O | D EEREETe
5 D REFERRED TO OTHER PHYSICIAN
3 . g =g Qg :d
6 [ RETURNED TO REFERRING
D 5 D , D ) D PHYSICIAN
4 1
" 7 D ADMIT TO HOSPITAL Mimates
5. 1 =21 O =[] 8 [ omer specyyy o
Figure 1. Patient Record form
frequently mentioned reasons general and family practitioners and (12 percent), Contact dermatoses and
represented 77 percent of all reasons pediatricians rose from 3 percent in other eczema (9 percent), Other diseases
given. In 1975-76, 23 percent of the 1980-81 to 10 percent in 1989-90. due to viruses and chlamydiae
visits to dermatologists were for acne NAMCS data suggest that the decline in (8 percent), and Benign neoplasm of the
(2), compared with 16 percent in acne complaints to dermatologists could  skin (6 percent). These top five
1989-90. NAMCS data show that in be due to a shift in specialties sought by  diagnoses accounted for more than half
1975-76 and 1980-81 (7) about patients with acne complaints—the shift (55 percent) of all diagnoses made
24 percent of visits to dermatologists from dermatologists to other physicians.  during visits to dermatologists.
were for acne complaints, compared Table 5 shows that Diseases of the The referral status of dermatology
with 19 percent in 1985 (6) and sebaceous glands was the diagnosis visits in the 1989-90 NAMCS did not
16 percent in 1989-90. Concuirently, most often made (21 percent). Other top  differ significantly from the referral

acne complaints resulting in visits to diagnoses were Other dermatoses status in the 1975-76 NAMCS (2). As
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with other specialties, there were more Table 1. Annual number, percent distribution , and rate of office visits by physician
nonreferral visits to dermatologists specialty averaged over a 2-year period: United States, 1989-90
(91 percent) than referral visits Number of Visits

; visits i Percent 100
(9 percent). Table 6 also shows returning Physician spscialt s distibution  porsons "
patients—those visits characterized as an

“old patient” returning for treatment of AllViSItS .. ...ttt i e ettt 698,653 100.0 285
an “old problem”—accounted for more

.. General and familypractice . . .. ........ ... ... 208,044 29.8 85

than half (60 percent) of the visits. Internal Medicing . . . . . .« o vveveeenneann s, 87,719 125 36

POAIAIHICS « o v o vt e e ee e r e 84,279 12.1 34

Obstetricsandgynecology. . . . .. ..o ve i ie e 59,812 8.6 24

The rapy Ophthalmology . . . ........iiiiiiinnnnn 41,302 5.9 17

. . Orthopedicsurgery. . . . . . . v vttt eeeeenanss 34,033 4.9 14

Therapeutic services ordered or DOMALOIOGY. « « - « c v v o eveerae e 25,164 36 10

provided by dermatologists are shown in  Generalsurgery . . ...............ccoouo... 23,891 3.4 10

table 7. The vast majority of the visits Zfz'lchia“y oy 12’9’59‘7’ g: g
. - aryngology .« . . i i i e i e , .

(8_0 P crc‘?nt) dl(.j not include _any . Cardiovasculardisease. . . . . - v oo vt v nncnenans 11,040 1.6 5

diagnostic services. When diagnostic Urological SURGEIY - « o« v v o v e eeeeeeeeeanans 9,852 1.4 4

services are examined for “all visits to NOUMOKIGY « o oo eeeee e e i e raennnnn. 6,167 0.9 3

all Specialties’” an average of two Other speCIaH:les .......................... 71,603 10.2 29

diagnostic services were usually ordered  %gacod on U.S. Bureau of the Census estimates of the civikan noninstitutionalized population of the United States as of July 1,

or provided for patients. Obstetricians 1989, and July 1, 1990, averagad over the 2-yeer period.

and gynecologists were the exception;
they ordered or provided their patients Table 2. Annual number, percent distribution , and rate of office visits to dermatologists
an average of three diagnostic services. by patient’s sex, age, race, and ethnicity, averaged over a 2-year period: United States,

1989-90
Reasons for such a disparity between -
dermatologists and other specialists Number of Porcent p:is;‘ga
could be due to the choices of Sex, age, race, and ethnicity thousands distribution persons’
diagnostic services listed on the Patient -
Recol'd form (ﬁgure 1, item. 12)- AllViSIS . .. v v vttt et 25,164 100.0 10
However, the NAMCS Patient Record Sex
form provides another option, the FOMAIB . « . v v e et ee e e e et 14,657 58.2 12
“other/specify” check box, for MalB + o vttt it e e 10,507 41.8 9
dermatologists or for any specialty
providing a diagnostic service not listed Age
with a check box. The data show that, lessthan15years . ........cvvnnnrnnnnnen 2,210 8.8 4
X . . 15 2AYOAMS. <« v v et e et 3,953 157 11

when diagnostic services were (.)rdcred 25 A YOAIS. « « v et e 8,126 323 10
or provided by dermatologists, it was A5 BAYOIS. - v e e 5,823 23.1 13
usuauy for only one service’ and most Ly - T - 3,069 122 17
often the service selected was “other/ 75yearsand over . ... .. ...t i it 1,983 7.9 17
specify.” Seventeen percent of visits to Race?
dermatologists utilized “other/specify”  whge... ...l 22,874 90.9 1
for diagnostic services. In 1989-90, BIACK « « v v v e v e e e e e eaa e 1,015 4.0 3
“other/specify” was selected in Other® ... ittt i 816 3.2 10
diagnostic services in an average of 176 Ethnicity®
million visits (25 percent) to all S

. qse Hispanic . .. ...ttt ittt 887 35 ---
SPCCJaltles' Only 2 percent of these 176 Non-Hispanic . . ... ..o iiine e iiiinnannn 23,266 92.5 -

million visits were to dermatologists, -
: Based on U.S. Bureau of the Census estimates of the civilian noninstitutionalized popuiation of the United States as of July 1,
compared with 25 percent to general and 15557554 1iy's, 1960, aversged over the 2.yeer perid.
family practitioners and about 11 percent ZRace was unknown on 459,000 petient records.
. . o qo o . (| Asian acific Islander American [ndian, Eskimo, Alett.
each to physicians specializing in ricludes Asien and Pacific [slander and {ndian, Eskimo, and

g - “Ethnicity was unknown on 1,011,000 patient records.
pediatrics, ophthalmology, internal
medicine, and obstetrics and

gynecology. administered in 35 percent of those dermatological agents (55 percent).
Approximately 35 percent of the visits, and in the other 30 percent a Retin—A (8 percent) was the drug most

visits to dermatologists involved no single drug was administered. Table 8 often mentioned on the patient’s record

administration of drugs. In about shows that 57 percent of the drugs (table 9). The types of drugs

65 percent of the visits, dermatologists administered by dermatologists were administered most often were acne

prescribed or provided drugs for classified as skin/mucus-membrane products, antibiotics, and corticosteroids.

treatment. Multiple drugs were drugs with most of these classified as Erythromycin (8 percent), tretinoin



4 Advance Data No. 240 e March 10, 1994

(8 percent), and benzoyl peroxide

(6 percent) were the three generic
substances most often contained in the
drugs.

Disposition and duration

Table 10 shows that patients visiting
dermatologists were most often told to
“return at specified time” (65 percent).
“Return at specified time” was also the
disposition most often given by other
specialties (table 11). The mean duration
of visits to dermatologists was
13 minutes, compared with 22 minutes
for cardiovascular disease specialists,

28 minutes for neurologists, and
42 minutes for psychiatrists.
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Table 3. Annual number and percent distribution of office visits to dermatologists by
patient’s expected source of payment, averaged over a 2-year period: United States,

198990
Number of visits Percent
Expected source of payment in thousands’ distribution

AlLVISIES . . .o e e i e e 25,164 100.0
Selfpay .. ... e 9,265 36.8
Medicare. . . .. .. .. . e e 4,281 17.0
Medicaid. . . . . .. .. . e e 1,036 4.1
BlueCross/Bilue Shield . . ... ...................... 4,145 165
Other commercial insurance. . . . . . .« oo oo v e et e e e 4,985 19.8
HMO/prepaid plan®. . . . .. .. .. vt 3,704 14.7
Nocharge . .. ... ... it i i i 659 26
L 3T 816 3.2
Unknown. . .. . ..ot i e e e e 364 1.4

INumbers may not add to total because more than one expected source of payment may be reported per visit.

HMO is health maintenance organization.

Table 4. Annual number and percent distribution of office visits to dermatologists by
patient’s most frequently mentioned principal reason for visit, averaged over a 2-year

period: United States, 198990

Number of visits Percent
Reason for visit and RVC code' in thousands distribution
AllVISIES .« . v ittt e e e e e e 25,164 100.0
ACne orpimples . . ... oo iv ittt ittt i 1830 4,181 16.6
SKinrash. . ... ..t e i e e 1860 2,975 11.8
Skinlesion. . . . . it e et e e e 1865 1,698 6.7
WS . - . e e 1850 1,510 6.0
Discoloration or pigmentation . . .. ................ 1835 1,392 6.5
Other symptoms referabletoskin. . .. .............. 1880 1,151 4.6
MolBS. . . v it 1845 1,065 4.2
Otherskingrowths. . . ... ......... .o nan 1855 1,028 41
Symptoms referable to hairandscalp. .. . ........... 1890 834 3.3
Skinimitations. . .. .. ... e i e, 1870 767 3.0
Cancer, skin and subcutaneoustissues . . . ... ........ 2110 643 2.6
Otherskindiseases . . ... .....c.ciiuiireanannnn 2825 640 25
PSOMasiS. . ..« v e e e e 2820 593 2.4
Swellingofskin. . ................ ... ... .. ... 1875 516 2.1
Eczemaand dermatitis . .. .............. ... ..., 2815 451 1.8

Based on A Reason for Visit Classification for Ambulatory Care (RVC) (8).

8. Schneider D, Appleton L, McLemore
T. A reason for visit classification for
ambulatory care. National Center for
Health Statistics. Vital and Health
Stat 2(78). 1979.

9. Public Health Service and Health
Care Financing Administration.
International Classification of
Diseases, 9th Revision, Clinical
Modification. Washington, D.C.:
Public Health Service. 1980.
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National Drug Code directory, 1985
edition. Washington, D.C.: Public
Health Service. 1985.
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Table 5. Annual number and percent distribution of office Table 7. Annual number and percent distribution of office visits
visits to dermatologists by the 20 most frequently mentioned to dermatologists by number of diagnostic services ordered or
principal diagnoses, averaged over a 2-year period: United provided, type of visit, and number of medications provided to
States, 1989-90 patients, averaged over a 2-year period: United States, 1989-90
Number of Number of
visits in Percont visits in Percent
Principal diagnosis and ICD-9-CM code'! thousands  distribution Diagnostic services and medication therapy’ thousands distribution
Alvisits ... ..o it i e 25,164 100.0 Allvisits . v v ov v i e ii v v insecennns 25,164 100.0
Diseases of sebacous glands . . .. ....... 706 5,251 209 Number of diagnostic services
Other dermatoses . . . .. ccvvvenenn.n. 702 2,942 1.7 ordered or provided
Contact dermatoses and other eczema . . . .. 692 2,164 8.6 NOME &+ o et eeeeeeeee e eeeeenn 20,173 80.2
Other diseases due to viruses and P 4,752 18.9
chlamydiae. .. ............ .. ... 78 1,968 7.8 D 296 0.9
Benign neoplasmofskin.............. 216 1,438 5.7 B e *10 0.0
Other malignant neoplasmof skin . . ... ... 173 1,354 5.4 B, L 3 0.0
Psoriasis and similar disorders . . ........ 696 1,300 5.2 BOPMOIE « v v vneeeeeeeeeeeeennns _ _
Disease of hair and hair follicles . ........ 704 965 3.3
Erythematous conditions . . . . .......... 695 679 2.7 Type of visit
Other hypertrophic and atrophic conditions .
OF SKIMe + v e eveeeeenaerennennnns 701 647 26 Drugvisits . .. ...l 16,312 64.8
Other disorders of skin and subcutaneous Visits without mention of medication . . . . . .. 8,852 35.2
tiSSUB . . . v it i i e e 709 467 1.9
Erythematosquamous dermatosis. . . . .. ... 690 463 1.8 Number of medications
Dermatophytosis . . . . ... ... oo, 110 450 1.8 prescribed or provided
Atopic dermatitis and related conditions. . . . . 691 362 1.4 A 7,648 30.4
Pruritus and related conditions . ... ...... 698 327 13 . P 4,631 18.4
Malignant neoplasm without specification of < 2N 2,512 10.0
=1 (= T 199 247 1.0 S 1,148 4.6
Uticaria . .. .. .ot veennianeenoas 708 240 1.0 B s et et e 373 1.5
Disease of capillaries . . .. ............ 448 181 0.7
Varicose veins of lower extremities. . . . . . .. 454 173 0.7 Include prescription drugs, over-the-counter preparations, immunizing agents, desensitizing
Disorders of sweatglands . . ........... 705 160 0.6 agents, etc.

2Visitsatwlichoneormoradrugswamprovidedorpresetbedbyﬂwephysidan.

TBased on the Intemational Classification of Diseases, 9th Revision, Clinical Modification
(ICD-9~-CM) (9).

Table 6. Annual number and percent distribution of office visits
to dermatologists by patient’s referral status and visit status,
averaged over a 2-year period: United States, 198990

Number of
visits in Percent
Referral status and visit status thousands  distribution
AllVISHS ... ittt ittt it e e e r e 25,164 100.0
Patient’s referral status
Referred by other physician . . . ........... 2,261 9.0
Notreferred . . ... ..o iiiineint 22,903 91.0
Patient's visit status
Newpatient................... PP 6,663 26.5
Old patient/newproblem .. ... ... ........ 3,421 13.6
Old patient/oldproblem . . . . .. ........... 15,080 59.9

New-problem visits. . . . ................ 10,084 40.1




6 Advance Data No. 240 e March 10, 1994

Table 8. Annual number and percent distribution of drug
mentions at office visits to dermatologists by the most frequent
therapeutic classification, averaged over a 2-year period:
United States, 1989-90

Table 9. Annual number, percent distribution, and therapeutic
classification of drugs most frequently mentioned at office visits
to dermatologists, by entry name and generic substances,
averaged over a 2-year period: United States, 1989-90

Number of
mentions
in Percent

Therapeutic classification and NDC code' thousands distribution

Alldrugmentions. . . . ... ...t 30,905 100.0

Therapeutic classification and NDC code

Anestheticdrugs . . . .. ... ... i o 01 732 24
Local anesthetics . .. ............... 0117 187 0.6
Medicalgases . . . .. v v iv v v i 0120 545 18

Antimicrobialagents. . . ........ ... . ... 03 5,111 16.5
Penicillins . . . ....... ... oL 0346 282 0.9
Cephalosporing .. ......ccoouevn... 0347 454 15
Erythromycins and lincosamides . . .. .. ... 0348 1,249 4.0
Tetracyelings « « . . .. o vttt 0350 2,102 6.8
Miscellaneous antibacterial agents. . . .. ... 0355 356 1.2
Antifungal agents for systemic mycoses . . . .0358 488 1.6
Antiviralagents .. .......... .00 0388 170 0.6

Central nervous systemdrugs. . ........... 06 550 1.8
Sedatives and hypnotics. . . ........... 0626 495 1.6

Hormones and agents affecting hormonal

mechanisms. . .. ... iiniiinnnnns 10 1,616 4.9
Adrenal corticosteroids. . . ... ... .. ..., 1032 1,448 4.7

Skin/mucous membrane . ............... 12 17,847 57.7
Dermatologics . . ... ... .ot 1265 17,138 55.5

Ophthalmicdrugs .. .........c.o ... 15 351 1.1
Ocular anti-infective and anti-inflammatory

agents . . ... i e 1568 301 1.0

Respiratorytractdrugs . .. ... ........... 19 732 24
Bronchodilators, antiasthmatics. . . . ... ... 1940 284 0.9
Antihistamines . . . .. ............... 1944 431 14

Unclassified/miscellaneous. . . . . ... ... .... 20 3,374 10.9

"Based on the standard drug classification used in the National Drug Code Directory (NDC),
1985 edition (10).

Number of
Entry name and mentions Percent Therapeutic

generic substances in thousands distribution use
All drug mentions. . . ......... 30,805 100.0

Entry name of drug1
Retin~A . ................ 2,373 7.7 Acne product
Tetracycline . .. ............ 803 26 Antibiotic
Lidex ................... 796 2.6 Corticosteroid
Kenalog ................. 773 25 Corticosteroid
Minocin. . ............ ..., 662 241 Antibiotic

Generic substance
Erythromyecin .. ............ 2,564 8.3 Antibiotic
Tretinoin . . ............... 2,373 77 Acne product
Benzoyl peroxide. . . .. ....... 1,893 6.1 Acne product
Hydrocortisone . . ........... 1,564 5.1 Corticosteroid
Tramcinolone. . . ........... 1,505 49 Corticosteroid
Tetracycline . . ............. 1,484 4.8 Antibiotic
Betamethasone. . . .......... 903 29 Corticosteroid
Fluocinonide. . . ............ 801 2.6 Corticosteroid
Clindamycin. . . . ........... 787 2.6 Acne product

Hrade or generic name used by physician on prescription or medical records.

Table 10. Annual number and percent distribution of office visits
to dermatologists by disposition of visits, averaged over a 2-year
period: United States, 1989-90

Number of
mentions Percent
Disposition in thousands distribution’

Allvisits .. ..., 25,164 100.0
Nofollowup . .. ................. 2,835 11.3
Return at specifiedtime. .. .......... 16,317 64.8
Returnifneeded. . . .............. 5,095 20.2
Telephone followup . .. ............ 807 3.2
Refer to other physician ............ 171 0.7
Return to other physician. . . .. ....... *51 0.2
Admittohospital . . . ........... ... - -
Other.......... ..o, *96 0.4

INumbers may not add to totals because more than one disposition may be reported per
visit.

Table 11. Annual number and percent distribution of office visits
to dermatologists by duration of visit, averaged over a 2-year
period: United States, 1989-90

Number of
visits Percent
Duration of visits in thousands distribution
Allvisits ... ..... .. i, 25,164 100.0
Ominutes’. .. .............u.... 128 05
1-Eminutes. .. ........ . 4,311 1741
6-10minutes . . ................. 9,458 376
M-15mingtes . ................. 6,663 26.5
16-30minutes . ........c.0veuu 3,935 15.6
3160minutes . ......... ... ... 636 25
Morethan 60 minutes. . . . .......... *33 041

Tisits in which there was no face-to-face contact between patient and physician.
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Technical notes

Source of data and sample
design

The information presented in this
report is based on data collected by
means of the National Ambulatory
Medical Care Survey (NAMCS) over
the 2-year period 1989-90. The target
universe of NAMCS includes office
visits made in the United States by
ambulatory patients to nonfederally
employed physicians who are principally
engaged in office practice, but not in the
specialties of anesthesiology, pathology,
or radiology. Telephone contacts and
nonoffice visits are excluded.

A multistage probability sample
design is used in NAMCS, involving
primary sampling units (PSU’s),
physician practices within PSU’s,
physicians stratified into 15 specialty
groups, and patient visits within
physician practices. The PSU’s are
counties, groups of counties, county
equivalents (such as parishes or
independent cities), and towns and
townships (for some PSU’s in New
England). For 1989 and 1990, a sample
of 2,535 and 3,063 non-Federal
office-based physicians was selected
from master files maintained by the
American Medical Association and the
American Osteopathic Association. In
1989, 114 of these sample physicians
specialized in dermatology; in 1990, 135
were dermatologists. Sample physicians
were screened at the time of induction
into the survey to ensure their eligibility
for participation. In 1989 and 1990,
1,927 and 2,269 physicians were eligible
to participate, and for both years
74 percent responded to the survey,
resulting in 1,421 respondents in 1989
and 1,684 in 1990. Of the 1,927 eligible
physicians in 1989, 97 were
dermatologists and 78 of those
responded to the survey— an 80-percent
response rate. In 1990 there were 113
eligible dermatologists and a response
from 79— a 70-percent response rate.

Sample physicians were asked to
complete patient records (figure 1) for a
systematic random sample of office
visits occurring during a randomly
assigned 1-week reporting period.
Responding physicians completed

38,384 patient records in 1989,

and 43,469 patient records in 1990.
Dermatologists completed 2,774 forms
in 1989, and 2,530 in 1990.

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

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

Sampling errors

The standard error is primarily a
measure of the sampling variability that
occurs by chance when only a sample,
rather than an entire universe, is
surveyed. The relative standard error of
an estimate is obtained by dividing the
standard error by the estimate itself.
The result is then expressed as a percent
of the estimate.

Readers wishing to utilize these
tables should note that they refer to
combined years of data rather than
average annual estimates. Average
annual estimates must be converted back
to 2-year totals for use with these tables.

Relative standard errors for
estimates based on all physician
specialties and on dermatologists are
shown in tables I and II. Standard
errors for estimated percents of visits
and drug mentions are shown in
tables IIT and IV.

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

Table I. Relative standard error for
estimated number of office visits
by selected physiclan specialties:
National Ambulatory Medical Care
Survey, 1989-90

Estimated

number of office Physician specialty
visits in
thousands All Darmatology
Relative standard error in
percent
100......... 72.7 31.1
10......... 69.7 30.0
200......... 51.5 23.4
593......... 30.0 16.3
1,000........ 23.2 14.4
2000........ 16.5 12.9
5000........ 10.7 11.9
10,000....... 7.9 1.5
20,000....... 6.0 11.3
§50,000....... 4.5 11.2
100,000 . ..... 3.9 11.2
500,000 ...... 3.3 11.1
750,000 . ..... 3.2 11.1
1,000,000..... 8.2 11.1

NOTE: The smaliest rellable estimate for visits to aggregated
specialies is 593,000 visits. Estimates below this figure have
a relative standard ermor greater than 30 percent and are
deomed unweliable by NCHS standards.

For visits to dermatologists, the smalest reliable estimate is
110,000 visits.

Example of use of table: An aggregate estimate of 5 million
office visits to dermatologists has a relative standard error of
11.9 percent or a standard error of 585,000 visits (11.9
percent of 5 million).

Table II. Relative standard error for
estimated number of drug mentions
by selected physician specialtles:
National Ambulatory Medical Care
Survey, 1989-90

nu 522’;3;":’"9 Physician specialty
mentions in
thousands All Dermatology
Relative standard error in
percent
100........ 90.3 36.1
155 . ....... 72.8 30.0
200........ 63.9 27.0
500........ 40.6 19.7
822........ 30.0 16.9
2,000....... 20.6 14.7
5000....... 13.4 13.5
10,0600...... 9.9 1341
20,000...... 7.5 12.9
50,000...... 5.7 12.8
100,000 ..... 4.9 127
750,000 ..... 4.1 12.7
1,000,000. . .. 4.1 12.7

NOTE: The smallest reflable estimate of drug mentions to
aggregated specialties is 922,000 drug mentions. Estimates
below this figure have a relative standard efror greater than
30 percent and are d d unreliable by NCHS !

For drug mentions by d logists, the llest refiable
estimate is 155,000 drug mentions.

Example of use of table: An aggregate estimate of 10 miikon
drug mentions by dermatologists has a relative standard
estimate of 13.1 percent or a standard error of 1,310,000 drug
mentions (13.1 percent of 10 million).
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the appropriate coefficients from
table V.

B
RSE (1) = 4 [A +* 100

Similarly, relative standard errors
for percent maybe calculated using the
following general formula, where p is
the percent of interest and x is the
denominator of the percent in thousands,
using the appropriate coefficient from

table V.
/B (1-p)
RSE ( p) = —p—.x‘— * 100

Adjustments for nonresponse

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

Test of significance and
rounding

In this report, the determination of
statistical significance is based on a
two-sided z-test. The Bonferroni
inequality was used to establish the
critical value for statistically significant
differences. Terms relating to
differences, such as “greater than” or
“less than,” indicate that the difference
is statistically significant. A lack of
comment regarding the difference
between any two estimates does not
mean that the difference was tested and
found to be not significant.

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

Table lll. Standard errors for percents of estimated number of office visits to
dermatologists: National Ambulatory Medical Care Survey, 1989-90

Estimated percent

Base of percent visits in thousands 1or99 50r95 100r90 200r80 300r70 50

Standard errors in percentage points

100 .. . . e 29 6.3 8.7 11.6 13.3 145
200 . .. e e e e 20 45 6.2 8.2 94 103
500 ... it e 13 28 39 5.2 6.0 6.5
1,000, .. e 0.9 20 28 3.7 4.2 46
2000. ... ... e 0.6 1.4 20 26 3.0 33
5000....... . i 0.4 0.9 1.2 1.6 1.9 21
10,000 . . ... ittt e 0.3 0.6 0.8 1.2 1.3 1.5
20,000 . ... ... 0.2 04 0.6 0.8 0.9 1.0
50,000 ......ciiiniiaiannas 0.1 03 0.4 0.5 0.6 0.7
100000 . ... ... iiienannn 0.1 0.2 0.3 0.4 0.4 0.5
200,000 ... ... .t 041 0.1 0.2 0.3 0.3 0.3
500,000 ....... ... 0.0 0.1 0.1 0.2 0.2 0.2
1,000000 ......... ... .. 0.0 0.1 0.1 0.1 0.1 0.1

Example of use of table: An estimate of 30 percent based on an aggregate of 5 million visits has a standard error of 1.9 percent
or a relative standard error of 6.3 percent (1.9 percent divided by 30 percent).

Table IV. Standard errors for percents of estimated number of drug mentions by
dermatologists: National Ambulatory Medical Care Survey, 1989-80

Estimated percent
Base of percent
drug mentions in thousands 1or99 5o0r95 100r9 200r80 30o0r70 50
Standard errors in percentage points
100 . ..t it 34 74 10.1 13.5 15.5 16.9
200 . ... e 24 5.2 7.2 9.6 11.0 119
B00 ... . i s e 1.5 33 4.5 6.0 6.9 7.6
1,000 . . ...t it e 14 23 3.2 4.3 4.9 5.3
2000 . ... ... e 0.8 1.6 23 3.0 3.5 38
5000.. .. 00 0.5 1.0 1.4 1.9 2.2 24
10,000 . . . .o i h i i e 0.3 0.7 1.0 1.4 15 1.7
20,000 . .. ..t 0.2 0.5 0.7 1.0 1.1 1.2
BO000 . ...ttt 0.2 0.3 0.5 0.6 0.7 0.8
100,000 ... .. .00 iiiie 0.1 0.2 0.3 0.4 0.5 0.5
200,000 ........ . i 0.1 0.2 0.2 0.3 0.3 0.4
800,000 .. ... ...t 0.0 0.1 0.1 0.2 0.2 0.2
20,000,000 ......... ... 0.0 0.0 0.0 0.0 0.0 0.0

Example of use of table: An estimate of 20 percent based on an aggregate of 10 million drug mentions has a standard error of
1.4 percent or a relative standard error of 7.0 percent (1.4 percent divided by 20 percent).

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

Coefficient
Type of estimate and physician specially A B
Visits
Overalitotals . .. ............cvvnn 0.00009754 52.77952184
Dermatology. . . ..« . oo v 0.01236777 8.46452955
Drug mentions
Overalitotals . .. ...........coooo.... 0.00157151 81.47054833
Dermatology. . . .« o v v vt it ie e 0.01603845 11.42009384
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Definition of terms

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

Dermatologist—A physician who
specializes in the diagnosis and
treatment of diseases of the skin. The
physician’s specialty is self-designated
in the master files of the American
Medical Association (AMA) or
American Osteopathic Association
(AOA).

Drug mention—A drug mention is
the physician’s entry on the Patient
Record of a pharmaceutical agent— by
any route of administration— for
prevention, diagnosis, or treatment.
Generic as well as brand-name drugs are

included, as are nonprescription and
prescription drugs. Along with all new
drugs, the physician also records
continued medications if the patient was
specifically instructed during the visit to
continue the medication.

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

Office—An office is the space that
physicians identify as a location for
their ambulatory practice. Offices
customarily include consultation,
examination, or treatment spaces that
patients associate with the particular
physician.

Physician—A. physician is a duly
licensed doctor of medicine (M.D.) or
doctor of osteopathy (D.0.) who is
currently in office-based practice and
who spends some time caring for

Symbols
Data not available
Category not applicable
- Quantity zero

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

ambulatory patients. Excluded from the
NAMCS are physicians who are hospital
based; who specialize in anesthesiology,
pathology, or radiology; who are
federally employed; who treat only
institutionalized patients; or who are
employed full time by an institution and
spend no time seeing ambulatory
patients.

Visit— A visit is a direct personal
exchange between an ambulatory patient
and a physician (or a staff member
working under the physician’s
supervision) for the purpose of seeking
care and rendering personal health
services. Excluded are visits where
medical care was not provided, such as
walk-outs and visits made to drop off
specimens, pay bills, and make
appointments.

*U.S. Government Printing Office: 1995 — 386-952/20018
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