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Preface

Health, United States, 2012 is the 36th report on the health
status of the Nation and is submitted by the Secretary of the
Department of Health and Human Services to the President
and the Congress of the United States in compliance with
Section 308 of the Public Health Service Act. This report was
compiled by the Centers for Disease Control and
Prevention's (CDC) National Center for Health Statistics
(NCHS). The National Committee on Vital and Health
Statistics served in a review capacity.

The Health, United States series presents an annual overview
of national trends in health statistics. The report contains a
Chartbook that assesses the Nation's health by presenting
trends and current information on selected measures of
morbidity, mortality, health care utilization, health risk
factors, prevention, health insurance, and personal health
care expenditures. This year's Chartbook includes a Special
Feature on Emergency Care. The report also contains 134
Trend Tables organized around four major subject areas:
health status and determinants, health care utilization,
health care resources, and health care expenditures. A
companion product—Health, United States: In Brief—features
information extracted from the full report. The complete
report, In Brief, and related data products are available on
the Health, United States website at: http://www.cdc.gov/
nchs/hus.htm.

The 2012 Edition

Health, United States, 2012 includes a summary “At a Glance”
table that displays selected indicators of health and their
determinants, cross-referenced to charts and tables in the
report. It also contains a Highlights section, a Chartbook,
detailed Trend Tables, extensive appendixes, and an Index.
Major sections of the 2012 report are described below.

Chartbook

The 2012 Chartbook contains 29 charts, including 10 charts
on this year's Special Feature on Emergency Care

(Figures 20-29). This special feature explores emergency
care in the United States by examining who uses the
emergency department, reasons for visiting the emergency
department, what type of services are provided there, and
costs associated with emergency care.

Trend Tables

The Chartbook is followed by 134 Trend Tables organized
around four major subject areas: health status and
determinants, health care utilization, health care resources,
and health care expenditures. The tables present data for

selected years, to highlight major trends in health statistics.
Additional years of data may be available in Excel
spreadsheet files on the Health, United States website. Trend
Tables for which additional data years are available are listed
in Appendix Ill. Comparability across years in Health, United
States is fostered by including similar Trend Tables in each
volume, and timeliness is maintained by improving the
content of tables to reflect key topics in public health. An
important criterion used in selecting these tables is the
availability of comparable national data over a period of
several years.

Appendixes

Appendix I. Data Sources describes each data source used
in Health, United States and provides references for further
information about the sources. Data sources are listed
alphabetically within two broad categories: Government
Sources, and Private and Global Sources.

Appendix Il. Definitions and Methods is an alphabetical
listing of terms used in Health, United States. It also contains
information on the methods used in the report.

Appendix Ill. Additional Data Years Available lists tables
for which additional years of trend data are available in Excel
spreadsheet files on the Health, United States website.

Index

The Index to the Trend Tables and figures is a useful tool for
locating data by topic. Tables and figures are cross-
referenced by such topics as child and adolescent health;
older population aged 65 and over; women's health; men's
health; state data; American Indian and Alaska Native, Asian,
black or African American, and Hispanic-origin populations;
education; injury; disability; and metropolitan and
nonmetropolitan data. Many of the Index topics are also
available as conveniently grouped data packages on the
Health, United States website.

Data Considerations

Racial and Ethnic Data

Many tables in Health, United States present data according
to race and Hispanic origin, consistent with a department-
wide emphasis on expanding racial and ethnic detail when
presenting health data. Trend data on race and ethnicity are
presented in the greatest detail possible after taking into
account the quality of the data, the amount of missing data,
and the number of observations. These issues significantly
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affect the availability of reportable data for certain
populations, such as the Native Hawaiian and Other Pacific
Islander population and the American Indian and Alaska
Native population. Standards for the classification of federal
data on race and ethnicity are described in an appendix (See
Appendix Il, Race).

Education and Income Data

Many Trend Tables in Health, United States present data
according to socioeconomic status, using education and
family income as proxy measures. Education and income
data are generally obtained directly from survey
respondents and are not usually available from records-
based data collection systems. (See Appendix I, Education;
Family income; Poverty.)

Disability Data

Disability can include the presence of physical or mental
impairments that limit a person's ability to perform an
important activity and affect the use of or need for support,
accommodation, or intervention to improve functioning.
Information on disability in the U.S. population is critical to
health planning and policy. Several initiatives are currently
under way to coordinate and standardize the measurement
of disability across federal data systems. Health, United
States, 2009 introduced the first detailed Trend Table using
data from the National Health Interview Survey to create
disability measures consistent with two of the conceptual
components that have been identified in disability models
and legislation: basic actions difficulty and complex activity
limitation. Basic actions difficulty captures limitations or
difficulties in movement and sensory, emotional, or mental
functioning that are associated with a health problem.
Complex activity limitation describes limitations or
restrictions in a person's ability to participate fully in social
role activities such as working or maintaining a household.
Health, United States, 2010 expanded the use of these
measures to many of the tables from the National Health
Interview Survey. Health, United States, 2012 includes the
following disability-related information for the civilian
noninstitutionalized population: basic actions difficulty and
complex activity limitation (Table 48), vision and hearing
limitations for adults (Table 49), and disability-related
information for Medicare enrollees (Table 128), Medicaid
recipients (Table 129), and veterans with service-connected
disabilities (Table 131). For more information on disability
statistics, see Altman and Bernstein (1).

Statistical Significance

All statements in the text describing differences, or lack
thereof, in estimates indicate that statistical testing was
performed. Differences between two point estimates were
determined to be statistically significant at the 0.05 level

using two-sided significance tests (z tests). In the text, the
standard terminology used when a difference between two
point estimates was tested is, “Between (estimate 1) and
(estimate 2)” For example, the statement “Between 2010 and
2011"indicates that the difference between the point
estimate for 2010 and that for 2011 was tested for statistical
significance.

The statistical significance of a time trend was assessed
using weighted least squares regression applied to data for
all years in the time period. (For a description of the trend
testing technique, see Technical Notes accompanying the
Chartbook.) The terminology used in the text to indicate
testing of a trend is “During (time period 1) through (time
period 2)." For example, the statement “During 2000 through
2011"indicates that a statistical test of trend was conducted
that included estimates for all 12 years in the time period.
Because statistically significant differences or trends are
partly a function of sample size (i.e., the larger the sample,
the smaller the change that can be detected), statistically
significant differences or trends do not necessarily have
public health significance (2).

Terms such as “similar,"“stable,”and “no difference” indicate
that the statistics being compared were not significantly
different. Lack of comment regarding the difference
between statistics does not necessarily suggest that the
difference was tested and found to be not significant.

Overall estimates generally have relatively small standard
errors, but estimates for certain population subgroups may
be based on small numbers and have relatively large
standard errors. Although numbers of births and deaths
from the Vital Statistics System represent complete counts
(except for births in those states where data are based on a
50% sample for selected years) and are not subject to
sampling error, the counts are subject to random variation,
which means that the number of events that actually occur
in a given year may be considered as one of a large series of
possible results that could have arisen under the same
circumstances. When the number of events is small and the
probability of such an event is small, considerable caution
must be observed in interpreting the conditions described
by the figures. Estimates that are unreliable because of large
standard errors or small numbers of events have been noted
with an asterisk. The criteria used to designate or suppress
unreliable estimates are indicated in the table footnotes.

For NCHS surveys, point estimates and their corresponding
variances were calculated using the SUDAAN software
package (3), which takes into consideration the complex
survey design. Standard errors for other surveys or data sets
were computed using the methodology recommended by
the programs providing the data or were provided directly
by those programs. Standard errors are available for selected
tables in the Excel spreadsheet version on the Health, United
States website at: http://www.cdc.gov/nchs/hus.htm.
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Accessing Health, United States

Health, United States can be accessed in its entirety at:
http://www.cdc.gov/nchs/hus.htm. The website is a
user-friendly resource for Health, United States and related
products. In addition to the full report, the website contains
the In Brief companion report in PDF format and our newest
product, In Brief in interactive format. Also found on the
website are data conveniently organized and grouped by
topic. The Chartbook figures are provided as PowerPoint
slides, and the Trend Tables and Chartbook data tables as
Excel spreadsheet files and individual PDFs. Many Excel
spreadsheet files include additional years of data not shown
in the printed report, along with standard errors where
available. Spreadsheet files for selected tables will be
updated on the website when available. Visitors to the
website can join the Health, United States e-mail list
(http://www.cdc.gov/nchs/hus/hus_electronic_mailing.htm)
to receive announcements about release dates and notices
of updates to tables. Previous editions of Health, United
States, and their Chartbooks, can also be accessed from the
website.

Printed copies of Health, United States can be
purchased from the Government Printing Office at:
http://bookstore.gpo.gov.

Questions?

If you have questions about Health, United States or related
data products, please contact:

Office of Information Services

Information Dissemination Staff

National Center for Health Statistics

Centers for Disease Control and Prevention

3311 Toledo Road, Room 5419

Hyattsville, MD 20782

Phone: 1-800-CDC-INFO (1-800-232-4636)
TTY: 1-888-232-6348

Internet: http://www.cdc.gov/nchs

Online request form: http://www.cdc.gov/cdc-info/
requestform.html

For e-mail updates on NCHS publication releases,
subscribe online at: http://www.cdc.gov/nchs/
govdelivery.htm.
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Value (year)

Health, United States,

2012

Figure/Table no.

Life Expectancy and Mortality

Life expectancy in years

At birth 76.8 (2000)

At 65 years 17.6 (2000)
Infant deaths per 1,000 live births

All infants 6.91 (2000)

Deaths per 100,000 population, age-adjusted

All causes 869.0 (2000)
Heart disease 257.6 (2000)
Cancer 199.6 (2000)
Stroke 60.9 (2000)
Chronic lower respiratory diseases 44.2 (2000)
Unintentional injuries 34.9 (2000)

Motor vehicle-related 15.4 (2000)
Diabetes 25.0 (2000)

78.5 (2009)
19.1 (2009)

6.39 (2009)

749.6 (2009)
182.8 (2009)
173.5 (2009)
39.6 (2009)
42.7 (2009)
37.5 (2009)
11.6 (2009)
21.0 (2009)

78.7 (2010)
19.1 (2010)

6.15 (2010)

747.0 (2010)
179.1 (2010)
172.8 (2010)
39.1(2010)
42.2 (2010)
38.0 (2010)
11.3 (2010)
20.8 (2010)

Table 18

Figure 2/Table 13

Table 20

Morbidity and Risk Factors

Fair or poor health, percent
All ages 8.9 (2000)
65 years and over 26.9 (2000)
Heart disease (ever told), percent
18 years and over 11.3 (2000-2001)
65 years and over 30.9 (2000-2001)
Cancer (ever told), percent
18 years and over 5.0 (2000-2001)
65 years and over 15.2 (2000-2001)
Hypertension,' percent
20 years and over 28.9 (1999-2000)
High serum total cholesterol,? percent
20 years and over 17.7 (1999-2000)
Obese, percent
Obese,? 20 years and over 30.3 (1999-2000)

Obese (BMI at or above sex- and age-specific 95th percentile):

2-5 years 10.3 (1999-2000)
6-11 years 15.1 (1999-2000)
12-19 years 14.8 (1999-2000)
Cigarette smoking, percent
18 years and over 23.2 (2000)
Aerobic activity and muscle strengthening,* percent
18 years and over 15.1 (2000)

10.1 (2010)
24.4 (2010)

11.6 (2007—-2008)
31.8 (2007-2008)

5.8 (2007—-2008)
17.0 (2007—-2008)

32.6 (2007-2008)

14.6 (2007-2008)

33.9 (2007-2008)

10.1 (2007—-2008)

19.6 (2007-2008)

18.1 (2007—2008)

19.3 (2010)

20.4 (2010)

10.4 (2011)
24.7 (2011)

11.6 (2010-2011)
30.5 (2010-2011)

6.3 (2010-2011)
18.5 (2010-2011)

31.9 (2009-2010)

13.6 (2009-2010)

35.9 (2009-2010)

12.1 (2009-2010)

18.0 (2009-2010)

18.4 (2009-2010)

19.0 (2011)

20.6 (2011)

Table 50

Table 44

Table 44

Table 63

Table 63

Figure 10/Table 63

Table 54

Table 67

Health Care Utilization

No health care visit in past 12 months, percent

Under 18 years 12.3 (2000)
18—44 years 23.4 (2000)
45-64 years 14.9 (2000)
65 years and over 7.4 (2000)

8.1(2010)
24.2 (2010)
14.8 (2010)

5.3 (2010)

8.3 (2011)
23.7 (2011)
14.6 (2011)

5.5 (2011)

Table 77
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Emergency room visit in past 12 months, percent

Under 18 years
18-44 years
45-64 years
65 years and over
Dental visit in past year, percent
2—-17 years
18-64 years
65 years and over
Prescription drug in past 30 days, percent
Under 18 years
18-44 years
45-64 years
65 years and over
Hospitalization in past year, percent
18—44 years
45-64 years
65 years and over

Health Insurance and Access to Care

20.3 (2000)
20.5 (2000)
17.6 (2000)
23.7 (2000)

74.1 (2000)
65.1 (2000)
56.6 (2000)

20.5 (1988-1994)
31.3 (1988-1994)
54.8 (1988—-1994)
73.6 (1988-1994)

7.0 (2000)
8.4 (2000)
18.2 (2000)

Value (year)

22.1 (2010)
22.0 (2010)
19.2 (2010)
23.7 (2010)

78.9 (2010)
61.1 (2010)
57.7 (2010)

23.8 (1999-2002)
35.9 (1999-2002)
64.1 (1999-2002)
84.7 (1999-2002)

6.3 (2010)
8.3 (2010)
16.1 (2010)

Health, United States,
2012
Figure/Table no.

Tables 85 and 86

18.5 (2011)

20.6 (2011)

18.2 (2011)

23.3(2011)
Table 90

81.4 (2011)

61.6 (2011)

61.2 (2011)
Table 91

24.0 (2007-2010)

38.7 (2007-2010)

66.2 (2007—2010)

89.7 (2007-2010)
Table 93

6.4 (2011)

8.3 (2011)

16.7 (2011)

Uninsured, percent

Under 65 years 17.0 (2000) 18.2 (2010)
Under 18 years 12.6 (2000) 7.8 (2010)
18-44 years 22.4 (2000) 27.1 (2010)

19-25 years 32.3 (2000) 33.8 (2010)
45-64 years 12.6 (2000) 15.7 (2010)

Delayed or did not receive needed medical care in past 12 months due to cost, percent

Under 18 years 4.6 (2000) 4.4 (2010)
1844 years 9.5 (2000) 14.5 (2010)
45-64 years 8.8 (2000) 14.9 (2010)
65 years and over 4.5 (2000) 5.0 (2010)

Table 124
17.2 (2011)
7.0 (2011)
25.4 (2011)
27.9 (2011)
15.4 (2011)
Table 73
3.8 (2011)
13.6 (2011)
14.4 (2011)
4.6 (2011)

Health Care Resources
Patient care physicians per 10,000 population®
United States
Highest state
Lowest state
Community hospital beds per 1,000 population®
United States
Highest state
Lowest state
Expenditures
Personal health care expenditures, dollars
Total, in trillions

Per capita

22.7 (2000)
34.4 (MA) (2000)
14.4 (ID) (2000)

2.9 (2000)
6.0 (ND) (2000)

1.9 (NM,NV,0R,UT,WA) (2000)

$1.2 (2000)
$4,128 (2000)

25.8 (2009)
39.9 (MA) (2009)
17.5 (MS) (2009)

2.6 (2009’
5.2 (ND) (2009)
1.7 (OR,WA) (2009)"

$2.1 (2009)
$6,886 (2009)

Table 100

24.0 (2010)

40.0 (MA) (2010)

17.6 (MS) (2010)
Table 107

2.6 (2010)

5.1 (ND) (2010)

1.7 (OR,WA) (2010)

Table 114
$2.2 (2010)
$7,082 (2010)

"Having measured high blood pressure (systolic pressure of at least 140 mm Hg or diastolic pressure of at least 90 mm Hg) and/or respondent report of taking antihypertensive
medication. 2Having high serum total cholesterol of 240 mg/dL or greater. *Obesity is a body mass index (BMI) greater than or equal to 30. Height and weight are measured rather than
self-reported. “Meeting 2008 federal guidelines for aerobic activity and muscle strengthening. °© 2012. Used with permission of American Medical Association. °© 2012. Used with
permission of Health Forum LLC, an affiliate of the American Hospital Association. ’Data for 2009 are from Health, United States, 2011, Table 118.

NOTES: Some estimates shown in this table are not shown in the PDF or printed version but can be found in the spreadsheet version of the cited tables. For more information and the
spreadsheet version of the tables, see the complete report, Health, United States, 2012, available from: http://www.cdc.gov/nchs/hus.htm.

Health, United States, 2012

At a Glance 3



http://www.cdc.gov/nchs/hus.htm

Highlights

Special Feature on Emergency Care

In 2011, 20% of persons reported at least one emergency
department visit in the past year, and 7% reported two or
more visits (Figure 20).

During 2001 through 2011, both children under age 18 and
adults aged 18-64 with Medicaid coverage were more likely
to have at least one emergency department visit in the past
year, compared with the uninsured and those with private
coverage (Figure 21).

In 2008-2010, falls were the most common reason for an
injury-related visit to an emergency department (Figure 24).

Between 2000 and 2010, 35% of emergency department
visits included an x-ray, while the use of advanced imaging
(CT or MRI) scans increased from 5% to 17% of emergency
department visits (Figure 26).

In 2009-2010, 81% of emergency department visits were
discharged for follow-up care as needed, 16% ended with
the patient being admitted to the hospital, 2% ended with
the patient leaving without completing the visit, and less
than 1% ended in the patient’s death (Figure 27).

Life Expectancy and Mortality

Between 2000 and 2010, life expectancy at birth increased
2.1 years for males and 1.7 years for females. The gap in life
expectancy between males and females narrowed from 5.2
years in 2000 to 4.8 years in 2010, with females having the
longer life expectancy (Table 18).

Between 2000 and 2010, life expectancy at birth increased
more for the black than for the white population, thereby
narrowing the gap in life expectancy between these two
racial groups. In 2000, life expectancy at birth for the white
population was 5.5 years longer than for the black
population; by 2010, the difference had narrowed to 3.8
years (Table 18).

Between 2000 and 2010, the infant mortality rate decreased
11% from 6.91 to 6.15 deaths per 1,000 live births. In 2000,
the infant mortality rate for white mothers was 5.7
compared to 14.1 for black mothers; by 2010 the infant
mortality rate declined to 5.2 among white mothers and
11.6 among black mothers (Table 13).

Between 2000 and 2010, the age-adjusted heart disease
death rate decreased 30%, from 257.6 to 179.1 deaths per
100,000 population. In 2010, 24% of all deaths were from
heart disease (Tables 22 and 26).

Between 2000 and 2010, the age-adjusted cancer death rate
decreased 13%, from 199.6 to 172.8 deaths per 100,000

population. In 2010, 23% of all deaths were from cancer
(Tables 22 and 28).

Fertility and Natality

Between 2009 and 2010, the birth rate among teenagers
aged 15-19 fell 10%, from 37.9 to 34.2 live births per 1,000
females—a record low for the United States (Table 3).

Low birthweight is associated with elevated risk of death
and disability in infants. The percentage of low-birthweight
births [infants weighing less than 2,500 grams (5.5 pounds)
at birth] was 8.15% in 2010 and has declined slowly since
2006, when it was 8.26% (Table 6).

Health Risk Factors

Between 1988-1994 and 1999-2000, the prevalence of
obesity among children aged 2-5 increased from 7% to 10%
and then did not increase significantly through 2009-2010
(Table 63 and Figure 10).

The prevalence of obesity among children aged 6-11 and
adolescents aged 12-19 increased from 11% to 15%
between 1988-1994 and 1999-2000 and then did not
increase significantly through 2009-2010 (Table 63 and
Figure 10).

In 2011, 48% of adults aged 18 and over did not meet the
2008 federal physical activity guidelines. This percentage
increased with age, rising from 36% of adults aged 18-24 to
68% of adults aged 75 and over (Table 67).

Between 1988-1994 and 2007-2010, the percentage of
adults aged 20 and over with grade 1 obesity [a body mass
index (BMI) of 30.0-34.9] increased from 14% to 20%. Those
with grade 2 obesity (BMI of 35.0-39.9) rose from 5% to 9%,
and those with grade 3 or higher obesity (BMI of 40 or
higher) doubled, from 3% to 6% (Table 68).

In 2011, 19% of U.S. adults were current cigarette smokers,
unchanged from the 2010 level. Men (22%) were more likely
than women (17%) to be current cigarette smokers

(Table 54).

Between 2001 and 2011, the percentage of students in
grades 9-12 who reported riding with a driver who had
been drinking alcohol declined from 31% to 24% (Table 61).

In 2011, 22% of adults aged 18 and over reported drinking
five or more drinks in 1 day in the past year, decreasing from
32% of adults aged 18-44 to 18% of those aged 45-64, and
6% of those aged 65 and over (Table 62).
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Between 2003 and 2007, the percentage of children aged
6-11 who did not get daily vigorous physical activity
decreased from 69% to 62%; the percentage who had more
than 2 hours of screen time on an average weekday
(watched TV or videos, played video games, or used a
computer recreationally) increased from 36% to 40%; and
the percentage who did not get enough sleep nightly
increased from 25% to 28% (Table 60).

Measures of Health and Disease
Prevalence

In 2009-2011, 6% of children under age 18 had an asthma
attack in the past year, and 5% had a food allergy. Ten
percent of children under age 5 had three or more ear
infections in the past year. Among school-age children aged
5-17, 10% had attention deficit hyperactivity disorder and
6% had serious emotional or behavioral difficulties

(Table 41).

In 2011, the percentage of noninstitutionalized adults who
reported their health as fair or poor ranged from 7% of those
aged 18-44 to 29% of those aged 75 and over (Table 50).

In 2011, 27% of noninstitutionalized adults aged 18-64
reported a disability (defined as any basic actions difficulty
or complex activity limitation), compared with 62% of those
aged 65 and over (Table 48).

In 2010-2011, 45% of men and 31% of women aged 75 and
over had ever been told by a physician or other health
professional that they had heart disease (Table 44).

In 2010-2011, 26% of men and 19% of women aged 75 and
over had ever been told by a physician or other health
professional that they had cancer (excluding squamous and
basal cell skin cancers) (Table 44).

Between 1988-1994 and 2007-2010, the prevalence of
uncontrolled high blood pressure among adults aged 20
and over with hypertension decreased from 74% to 49%
(Table 64).

Between 1988-1994 and 2007-2010, the percentage of
adults aged 20 and over with a high serum total cholesterol
level (defined as greater than or equal to 240 mg/dL)
declined from 20% to 14% (Table 65).

Health Care Utilization

Use of Health Care Services

In 2010, there were 1.2 billion visits to physician offices,
hospital outpatient departments, and hospital emergency
departments. Of these, 1.0 billion were visits to physician
offices, 101 million were visits to hospital outpatient
departments, and 130 million were visits to hospital
emergency departments (Table 88).

In 2011, 81% of children aged 2-17 years, 62% of adults
aged 18-64, and 61% of adults aged 65 and over had seen a
dentist in the past year (Table 90).

Between 2000 and 2009-2010, the nonfederal short-stay
hospital discharge rate was stable at 1,100-1,200 discharges
per 10,000 population, and the average length of stay was 5
days (Table 94).

The percentage of the population taking at least one
prescription drug during the past 30 days increased from
38% in 1988-1994 to 49% in 2007-2010. During the same
period, the percentage taking three or more prescription
drugs doubled, from 11% to 22%, and the percentage taking
five or more drugs nearly tripled, from 4% to 11% (Table 91).

Use of Preventive Medical Care Services

In 2011, 69% of children aged 19-35 months had completed
a combined series of childhood vaccinations (at least 4
doses of diphtheria/tetanus/pertussis vaccine, 3 doses of
polio vaccine, 1 dose of measles-containing vaccine, 3 or 4
doses of Haemophilus influenzae type b vaccine depending
on product type, 3 doses of hepatitis B vaccine, 1 dose of
varicella vaccine, and 4 doses of pneumococcal conjugate
vaccine) (Table 78).

In 2011, 52% of noninstitutionalized adults aged 50 and over
had received an influenza vaccination in the past year,
ranging from 43% of those aged 50-64 to 72% of those aged
75 and over (Table 80 and Figure 12).

In 2011, 56% of noninstitutionalized adults aged 65-74 and
70% of those aged 75 and over ever had a pneumococcal
vaccination (Table 81 and Figure 12).

Unmet Need for Medical Care,
Prescription Drugs, and Dental Care
Due to Cost

Between 2001 and 2011, among adults aged 18-64, the
percentage who reported not receiving, or delaying, needed
medical care due to cost in the past 12 months increased
from 10% to 14%. The percentage not receiving needed
prescription drugs due to cost increased from 7% to 11%,
and the percentage not receiving needed dental care due to
cost grew from 10% to 16% (Table 73).

In 2011, 35% of adults aged 18-64 who were uninsured did
not get, or delayed, needed medical care due to cost in the
past 12 months, compared with 7% of adults with private
coverage and 13% of adults with Medicaid (Table 73 and
Figure 18).

In 2011, 24% of adults aged 18-64 who were uninsured did
not get needed prescription drugs due to cost in the past 12
months, compared with 5% of those with private coverage
and 14% of those with Medicaid (Table 73 and Figure 18).
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Health Care Resources

Between 2000 and 2010, the number of physicians in patient
care in the United States ranged from 23 to 24 per 10,000
population. In 2010, the number of patient care physicians
per 10,000 population ranged from 18 in Idaho and
Mississippi to 40 in Massachusetts and 69 in the District of
Columbia (Table 100).

Between 2000 and 2010, the United States had about 5,000
community hospitals and 800,000 community hospital beds
(Table 106).

In 2011, there were about 1.7 million nursing home beds in
16,000 certified nursing homes. Between 2000 and 2011,
nursing home bed occupancy for the United States was
stable at 82% (Table 109).

Health Care Expenditures and Payers

Health Care Expenditures

In 2010, national health care expenditures in the United
States totaled $2.6 trillion, a 4% increase from 2009. The
average per capita expenditure on health care was $8,400 in
2010 (Tables 111 and 113).

Expenditures for hospital care accounted for 31% of all
national health care expenditures in 2010. Physician and
clinical services accounted for 20% of the total, prescription
drugs for 10%, and nursing care facilities and continuing
care retirement communities for 6% (Table 113).

Prescription drug expenditures increased 1.2% between
2009 and 2010, compared with a 5.1% increase between
2008 and 2009 (Table 113).

In 2010, the average cost for the entire hospitalization
involving a heart valve procedure was $52,000, a coronary
artery bypass graft procedure was $39,000, cardiac
pacemaker insertion or replacement was $35,000, and spinal
fusion was $29,000 (Table 115).

Health Care Payers

In 2010, 34% of personal health care expenditures were paid
by private health insurance; consumers paid 14% out of
pocket; 23% was paid by Medicare and 17% by Medicaid;
and the remainder was paid by other insurance, payers, and
programs (Table 114 and Figure 19).

In 2011, the Medicare program had 49 million enrollees and
expenditures of $549 billion, up from $523 billion the
previous year. Expenditures for the Medicare drug program
(Part D) were $67 billion in 2011 (Table 126).

In 2009, children under age 21 accounted for 48% of
Medicaid recipients but only 20% of Medicaid expenditures.
Aged, blind, and persons with disabilities accounted for 21%
of recipients and 63% of expenditures (Table 129).

Health Insurance Coverage

Between 2001 and 2011, the percentage of the population
under age 65 with private health insurance obtained
through the workplace declined from 67% to 56%

(Table 122).

In 2011, 7% of children under age 18 and 21% of adults aged
18-64 had no health insurance coverage (public or private)
at the time of interview (Table 124).

Between 2001 and 2011, among children in families with
income just above the poverty level (100%-199% of
poverty), the percentage of uninsured children under age 18
dropped from 19% to 11%, while the percentage with
coverage through Medicaid or the Children’s Health
Insurance Program (CHIP) increased from 33% to 58%
(Tables 123 and 124).

Between 2010 and 2011, the percentage of adults aged
19-25 who were uninsured decreased from 34% to 28%
(Table 124 and Figure 15).
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Mortality
Life Expectancy at Birth

Figure 1. Life expectancy at birth, by selected characteristics: United States,
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Mortality
Infant Mortality

Infant, neonatal, and postneonatal mortality rates
declined between 2000 and 2010.

The infant mortality rate is the risk of death
during the first year of life. The 2010 infant
mortality rate of 6.15 per 1,000 live births—a
historically low value—was 11% lower than in
2000. During the same period, the neonatal
mortality rate (death rate among infants under
28 days) decreased 13% to 4.05 per 1,000 live
births, and the postneonatal mortality rate
(death rate among infants 28 days through

11 months) declined 8% to 2.10 per 1,000 live
births.

SOURCE: CDC/NCHS, Health, United States, 2012, Table 13 and
reference 1. Data from the National Vital Statistics System
(NVSS).

Figure 2. Infant, neonatal, and postneonatal mortality rates: United States,
2000-2010

10

8
«» Infant
<
o e
¢ 6
=
3
8 Neonatal
8 4
wv
e
S
©
& Postneonatal

2

0 T T T T T T T T T T T

2000 2010

Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2012.htm#fig02

8 Chartbook

Health, United States, 2012


http://www.cdc.gov/nchs/hus/contents2012.htm#fig02
http://www.cdc.gov/nchs/hus/contents2012.htm#fig01

Mortality
Selected Causes of Death

Figure 3. Age-adjusted death rates for selected causes of death for all ages,

by sex: United States, 2000-2010

Between 2000 and 2010, the age-adjusted death
rate decreased 16% among males and 13%
among females.

During this 10-year period, age-adjusted

death rates among males for stroke declined
37%, heart disease declined 30%, cancer
declined 16%, and chronic lower respiratory
diseases declined 13%, while Alzheimer’s
disease increased 38% and unintentional
injuries increased through 2007 and then
declined. Among females, age-adjusted death
rates for stroke declined 35%, heart disease
declined 32%, and cancer declined 12%, while
Alzheimer’s disease increased 41%. In 2010,
age-adjusted death rates were higher for males
than females for heart disease, cancer, chronic
lower respiratory diseases, diabetes, and
unintentional injuries; were similar for stroke;
and were higher among females than males for
Alzheimer’s disease.
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Mortality

Motor Vehicle-related Death Rates

SOURCE: CDC/NCHS, Health, United States, 2012, Table 20.
Data from the National Vital Statistics System (NVSS).

Between 2000 and 2010, motor vehicle-related
death rates declined among males and females
aged 15-19 and 20-24.

Motor vehicle-related deaths are a significant
cause of preventable death, accounting for
about 35,000 deaths in the United States in
2010 across all ages (1). Motor vehicle-related
death rates were higher for males and females
aged 15-24 than for most other age groups
(Table 33). For males and females aged 15-19,
motor vehicle-related death rates declined 47%
from 2000 to 2010. Motor vehicle-related death
rates declined 31% for males aged 20-24 and
26% for females in the same age group during
this 10-year period.

SOURCE: CDC/NCHS, Health, United States, 2012, Table 33.
Data from the National Vital Statistics System (NVSS).

Figure 4. Motor vehicle-related death rates among persons aged 15-24, by sex

and age: United States, 2000-2010
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Natality
Teenage Childbearing

Figure 5. Teenage childbearing, by maternal age and race and Hispanic origin:

United States, 2000-2010
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Morbidity
Heart Disease Prevalence

Between 2000 and 2010, teenage birth rates
declined among all racial and ethnic groups.

In 2010, 3% of births were to teenagers under
age 18 and 7% were to mothers aged 18-19
(Table 4). Between 2000 and 2010, birth rates
declined 36% for teenagers aged 15-17 and
25% for those aged 18-19 (Table 3). Birth
rates were higher among non-Hispanic black
and Hispanic teenagers than among other
racial and ethnic groups. Since 2000, birth
rates have decreased 45% for non-Hispanic
black teenagers aged 15-17 and 42% for
Hispanic teenagers in the same age group. Also
during this period, birth rates for 18-19 year
olds decreased 30% for non-Hispanic black
teenagers and 32% for Hispanic teenagers.

SOURCE: CDC/NCHS, Health, United States, 2012, Table 3.
Data from the National Vital Statistics System (NVSS).

During 2000-2001 through 2010-2011, lifetime
heart disease prevalence remained stable among
men and women in all age groups.

Heart disease is the leading cause of death in
the United States for both men and women,
accounting for approximately 307,000 deaths
for men and 290,000 deaths for women in
2010 (Table 22). During 2000-2001 through
2010-2011, the prevalence of lifetime
respondent-reported heart disease among
adults aged 18-54 was similar for men and
women. Among adults aged 55 and over, heart
disease prevalence was higher for men than for
women. In 2010-2011, nearly one-half (45%)
of men aged 75 and over reported having

ever been told by a physician they had heart
disease, compared with nearly one-third (31%)
of women in the same age group.

SOURCE: CDC/NCHS, Health, United States, 2012, Table 44.
Data from the National Health Interview Survey (NHIS).

Figure 6. Respondent-reported lifetime heart disease prevalence among adults
aged 18 and over, by sex and age: United States, average annual, 2000-2001
through 2010-2011
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Disability Measures

Basic Actions Difficulty and Complex Activity Limitation

Figure 7. Basic actions difficulty and complex activity limitation among adults
aged 18 and over, by sex and age: United States, 2001-2011
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Health Risk Factors
Current Cigarette Smoking

During 2001 through 2011, the percentage of
the noninstitutionalized population with basic
actions difficulty and the percentage of the
noninstitutionalized population with complex
activity limitation increased with age.

Basic actions difficulty and complex activity
limitation are two constructs for defining and
measuring disability status (2). Basic actions
difficulty captures limitations in movement,
emotional, sensory, or cognitive functioning
associated with a health problem. Complex
activity limitation is the inability to function
successfully in certain social roles, such as
working, maintaining a household, living
independently, or participating in community
activities. During 2001 through 2011, the
prevalence of each disability measure was
higher for women than men in the same age
group, with the exception of complex activity
limitation among those aged 18-64, where the
prevalence was similar for men and women.

SOURCE: CDC/NCHS, Health, United States, 2012, Table 48.
Data from the National Health Interview Survey (NHIS).

Cigarette smoking among high school seniors
declined by one-quarter among male students
and one-half among female students between
2001 and 2011.

Smoking is associated with an increased risk of
heart disease, stroke, lung and other types of
cancers, and chronic lung diseases (3). Between
2001 and 2011, cigarette smoking among
students in grade 12 decreased from 30% to
22% for male students and from 29% to 15%
for female students. Also during this period, the
percentage of adults who smoked cigarettes
declined for men and women aged 18-44 and
for women aged 45-64, while remaining stable
for men aged 45-64 and for men and women
aged 65 and over.

SOURCE: CDC/NCHS, Health, United States, 2012, Tables 54
and 59. Data from the National Health Interview Survey (NHIS)
and the Monitoring the Future (MTF) Study.

Figure 8. Current cigarette smoking among high school seniors and adults aged
18 and over, by sex and age: United States, 2001-2011
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Health Risk Factors

Uncontrolled High Blood Pressure

Figure 9. Uncontrolled high blood pressure among adults aged 20 and over for

adults with hypertension, by sex and age: United States, 1988-1994, 1999-2002,

and 2007-2010
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Health Risk Factors
Obesity Among Children

Although control of high blood pressure has
improved since 1988-1994, nearly one-half of
adults with hypertension had uncontrolled high
blood pressure in 2007-2010.

Hypertension increases the risk for cardio-
vascular disease, heart attack, and stroke (4).
Between 1988-1994 and 2007-2010, the
prevalence of uncontrolled high blood pressure
(defined as an average systolic blood pressure
of 140 mm Hg or higher, or an average diastolic
pressure of 90 mm Hg or higher, among those
with hypertension) declined for all age groups
of men and women. However, in 2007-2010,
nearly one-half of adults with hypertension
continued to have uncontrolled high blood
pressure.

SOURCE: CDC/NCHS, Health, United States, 2012, Table 64.
Data from the National Health and Nutrition Examination
Survey (NHANES).

In 2009-2010, almost one in five children older
than 5 years was obese.

Excess body weight in children is associated
with excess morbidity in childhood and
adulthood (5). Obesity among children is
defined as a body mass index at or above the
sex- and age-specific 95th percentile. The
percentage of children aged 2-5 who were
obese rose from 7% in 1988-1994 to 10% in
1999-2000 and has not increased significantly
since that time (6). The prevalence of obesity
among 6-11 year olds increased from 11%

in 1988-1994 to 15% in 1999-2000 and has
not increased significantly since then. Among
adolescents aged 12-19, the prevalence of
obesity rose from 11% in 1988-1994 to 15% in
1999-2000 and has not increased significantly
since that time.

SOURCE: CDC/NCHS, Health, United States, 2012, Table 63.
Data from the National Health and Nutrition Examination
Survey (NHANES).

Figure 10. Obesity among children and adolescents, by age: United States,

1988-1994 through 2009-2010
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Health Risk Factors
Overweight and Obesity Among Adults

Figure 11. Overweight and obesity among adults aged 20 and over, by sex: In 2007-2010, 20% of adults had Grade 1 obesity,
United States, 1988-1994, 1999-2002, and 2007-2010 9% had Grade 2 obesity, and 6% had Grade 3
100 Obesity.
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Excess body weight is correlated with excess
morbidity and mortality (7,8). In particular,
Grade 2 or higher obesity [a body mass index
Grade 3 obesity (BMI) of 35 or higher] significantly increases
the risk of death (9). Between 1988-1994 and
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20 Overweight but not obese less than 40) and Grade 3 obesity (BMI of 40 or

80

Percent

Overweight but not obese higher) also increased among men and women
during this period.
0 ! ! SOURCE: CDC/NCHS, Health, United States, 2012, Table 68.
1988~ 1999- 2007- 1988- 1999- 2007~ Data from the National Health and Nutrition Examination
1994 2002 2010 1994 2002 2010 Survey (NHANES).

Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2012.htmi#fig11

Prevention
Influenza and Pneumococcal Vaccination

Between 2001 and 2011, influenza vaccination in Figure 12. Influenza and pneumococcal vaccination among adults aged 18 and
the past 12 months increased among adults under ~ over, by type of vaccination and age: United States, 2001-2011
age 65, while remaining stable among those aged

65 and over. The percentage of adults aged 65 100 . L
. Influenza vaccination in Pneumococcal vaccination
and over who had ever received a pneumococcal the past 12 months ever
vaccination increased during this period.
Vaccination of persons at risk for complications 80 75 years and over
from influenza and invasive pneumococcal /\/\/ 75 years and over
disease is an important public health strategy
(10). Between 2001 and 2011, influenza 60 _\}Jﬂea_rsv /_/J\/
vaccination in the past 12 months for - _
noninstitutionalized adults increased among § —6—5%
those aged 18-49 and 50-64 but was stable é’? 50-64 years
among those aged 65 and over. Decreases 40
in influenza vaccination coverage in 2005 18-64 years,
were related to a vaccine shortage (11). high-risk category

Between 2001 and 2011, the percentage of

noninstitutionalized adults who had ever 20 /_”_\/
received pneumococcal vaccination increased 18-49 years
among those aged 65-74 and 75 and over.

SOURCE: CDC/NCHS, Health, United States, 2012, Tables 80 0 T rorrl 1T 1 1T 17T 1T 17T 1T T T"1
and 81. Data from the National Health Interview Survey 2001 2011 2001 2011
(NHIS).
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Prevention

Colorectal Tests or Procedures

Figure 13. Colorectal tests or procedures among adults aged 50-75, by race and

Hispanic origin: United States, 2000-2010
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Health Insurance

Coverage Among Adults Aged 18-64

Between 2000 and 2010, the use of colorectal
tests or procedures among adults aged 50-75
increased for all racial and ethnic groups.

Colorectal cancer is the third most common
cancer in the United States. Death rates for
colorectal cancer are highest among black
persons (12,13) (Table 20). In 2008, the U.S.
Preventive Services Task Force recommended
colorectal cancer screening for adults aged
50-75 (12). Between 2000 and 2010, the
percentage of adults aged 50-75 with a
colorectal test or procedure increased for

all racial and ethnic groups, primarily due to
increased use of colonoscopy. Throughout this
period, use of colorectal tests or procedures
among those aged 50-75 was higher among
non-Hispanic white persons and non-Hispanic
black persons and lower among Hispanic
persons and Asian persons.

NOTE: The colonoscopy estimate for Asian adults in 2000 has
a relative standard error of 20%-30% .

SOURCE: CDC/NCHS, Health, United States, 2012, Table 84.
Data from the National Health Interview Survey (NHIS).

During 2001 through 2011, the percentage

of adults aged 18-44 and 45-64 with private
health insurance coverage decreased, while the
percentage with Medicaid coverage and the
percentage uninsured increased.

Health insurance is a major determinant of
access to health care (14). Among adults aged
18-44, the percentage with private coverage
declined from 70% in 2001 to 61% in 2011,
while the percentage with Medicaid coverage
doubled from 6% to 12%. The percentage

of adults aged 18-44 who were uninsured
increased from 22% to 25% during the same
period. Similarly, between 2001 and 2011, the
percentage of adults aged 45-64 with private
coverage declined from 79% to 71%; the
percentage with Medicaid coverage increased
from 5% to 8%; and the percentage uninsured
increased from 12% to 15%.

NOTE: The Medicaid category includes the Children’s Health
Insurance Program (CHIP).

SOURCE: CDC/NCHS, Health, United States, 2012, Tables 121,
123, and 124. Data from the National Health Interview Survey
(NHIS).

Figure 14. Health insurance coverage among adults aged 18-64, by age and type

of coverage: United States, 2001-2011

100
18-44 years 45-64 years
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60
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g
3
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40
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Health Insurance

Coverage Among Adults Aged 19-25

Figure 15. Health insurance coverage among adults aged 19-25, by type of

coverage: United States, 2001-2011

Between 2010 and 2011, the percentage of adults
aged 19-25 who were uninsured decreased from
34% to 28%.

Historically, adults aged 19-25 experienced
high levels of uninsurance (Table 124). Between
2001 and 2010, the percentage of adults aged
19-25 who were uninsured fluctuated between
31% and 34%, and then decreased from 34% in
2010 to 28% in 2011. The section of the Patient
Protection and Affordable Care Act (ACA)

that allows most young adults to stay on their
parent’s coverage until age 26 came into effect
with the policy year that began after September
23,2010 (15-17). The percentage of adults aged
19-25 with private coverage declined from 59%
in 2001 to 52% in 2010 and then rose to 57% in
2011. The percentage with Medicaid coverage
[a category that includes the Children’s Health
Insurance Program (CHIP)] increased from 8%

in 2001 to 13% in 2010 and remained at 13% in
2011.
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Utilization and Access
Prescription Drug Use

2011

SOURCE: CDC/NCHS, Health, United States, 2012, Tables 121,
123, and 124. Data from the National Health Interview Survey
(NHIS).

Between 1988-1994 and 2007-2010, the
percentage of children and adults who had used
three or more prescription drugs in the past 30
days increased.

In the United States, spending for prescription
drugs was $259 billion in 2010, accounting

for 12% of personal health care expenditures
(Table 113). Between 1988-1994 and 2007-
2010, the use of three or more prescription
drugs in the past 30 days increased for all age
groups of males and females. Some of the
most commonly used prescription medications
were asthma medicines and central nervous
system stimulants for children and adolescents,
antidepressants for middle-aged adults, and
cholesterol-lowering and high blood pressure
control drugs for older Americans (Table 92).

SOURCE: CDC/NCHS, Health, United States, 2012, Table 91.
Data from the National Health and Nutrition Examination
Survey (NHANES).

Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2012.htm#fig16

Figure 16. Use of three or more prescription drugs in the past 30 days, by sex
and age: United States, 1988-1994, 1999-2002, and 2007-2010
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Utilization and Access

Primary Care Generalist and Specialty Care Physician Office Visits

Figure 17. Visits to primary care generalist and specialty care physicians, by age:

United States, 2010
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Utilization and Access

In 2010, 19% of office visits made by children under
age 18 were to specialty care physicians, as were
37% of visits by adults aged 18-44, more than
one-half of visits by those aged 45-64, and nearly
two-thirds of visits by those aged 65 and over.

In 2010, there were 1 billion physician office
visits in the United States (Table 88). The pattern
of visits to primary care physicians (those in the
fields of general and family practice, general
internal medicine, general obstetrics and
gynecology, and general pediatrics), compared
with visits to specialty care physicians, differed
by age. In 2010, physician office visits for
children were more likely to be to primary care
physicians than to specialty care physicians.
For adults, the share of visits to specialty care
physicians increased with rising age. Among
adults aged 65 and over, nearly two-thirds of
physician office visits were to specialty care
physicians.

SOURCE: CDC/NCHS, Health, United States, 2012, Table 89.
Data from the National Ambulatory Medical Care Survey
(NAMCS).

Delay or Nonreceipt of Needed Medical Care or Prescription Drugs Due to Cost

During 2001 through 2011, the percentage of
adults aged 18-64 who delayed or did not receive
needed medical care or prescription drugs due to
cost increased for the uninsured and those with
private coverage.

During 2001 through 2011, delay or nonreceipt
of needed medical care in the past 12 months
due to cost for those aged 18-64 increased
among those with private coverage and the
uninsured while remaining stable among

those with Medicaid. In each year during this
period, the percentage of adults aged 18-64
who delayed or did not receive medical care

in the past 12 months due to cost was highest
for the uninsured. Also during this period, the
percentage of adults aged 18-64 who did not
receive needed prescription drugs in the past 12
months due to cost increased among those with
private coverage and the uninsured and was
stable among those with Medicaid. Nonreceipt
of prescription drugs was highest for the
uninsured across all years.

SOURCE: CDC/NCHS, Health, United States, 2012, Table 73.
Data from the National Health Interview Survey (NHIS).

Figure 18. Delay or nonreceipt of needed medical care or prescription drugs in
the past 12 months due to cost among adults aged 18-64, by type of coverage:
United States, 2001-2011
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Personal Health Care Expenditures
Major Source of Funds

Figure 19. Personal health care expenditures, by source of funds: United States,
2000-2010
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Out-of-pocket spending for personal health care
expenditures grew less rapidly than Medicare,
federal and state Medicaid, and private insurance
spending between 2000 and 2010.

Between 2000 and 2010, total personal health
care expenditures grew from $1.2 trillion to
$2.2 trillion (Table 114). During this period,

the average annual growth in Medicare
expenditures was 9%; for Medicaid it was 7%,
for private insurance 6%, and for out-of-pocket
spending 4%. In 2010, 34% of personal health
care expenditures were paid by private health
insurance, 23% by Medicare, 17% by Medicaid,
14% out of pocket, and less than 1% by the
Children’s Health Insurance Program (CHIP)
(Table 114).

SOURCE: CDC/NCHS, Health, United States, 2012, Table 114.
Data from the Centers for Medicare & Medicaid Services,
National Health Expenditure Accounts (NHEA).
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Special Feature on Emergency Care

Introduction

Hospital emergency medical services are an integral part of
the American health care system. Emergency departments
provide care for patients with emergency health care needs.
There were 130 million emergency department visits in
2010, accounting for about 4% of all health care spending in
the United States (1,2). Today, emergency departments also
must be prepared to handle a surge in patients in the event
of major casualty situations such as natural disasters,
terrorist attacks, multivehicle accidents, and disease
outbreaks. In addition, emergency departments can be a
safety net provider for patients without an alternative place
of care, and a source of care after regular office hours of
other health care providers (3-6).

Several laws affect the role that emergency departments
play in the health care system. The Emergency Medical
Treatment and Labor Act obliges emergency departments to
stabilize patients, regardless of ability to pay (3-5,7). The
Balanced Budget Act of 1997 requires certain Medicare and
Medicaid managed care plans to pay for emergency care
that a reasonable person would consider necessary. Many
states also have adopted a “prudent layperson” standard,
requiring managed care organizations and insurers to cover
emergency department visits if a layperson with average
medical knowledge would have viewed their symptoms as
serious (5,8).

Although the percentage of Americans visiting the
emergency department each year is stable, the total number
of visits to emergency departments increased 34% between
1995 and 2010 (from 97 million to 130 million visits;

Table 88). The visit rate—which accounts for changes in
population over time—has increased 16%, from 37 visits per
100 persons in 1995 to 43 visits in 2010. At the same time,
the supply of emergency departments has declined by
about 11% to 3,700 emergency departments in 2010 (9).

Given this increase in demand for emergency department
care and the reduction in the number of emergency
departments, concerns have been raised about crowding in
emergency departments. Commonly used indicators of
crowding are ambulance diversions, boarding of patients in
hallways, and long patient wait times and walkouts
(3-6,10,11). Emergency department crowding is of concern
because of the burden it places on emergency department
staff and resources. In addition, treatment delays that result
from crowding may reduce quality of care and patient
satisfaction and result in poorer clinical outcomes, in some
cases including higher risk of death (3,5,6,10-13).

The impact of crowded conditions, and the success of
efforts to improve patient flow and reduce crowding,
depend on who uses the emergency department and why.

Each year, about 20% of Americans visit the emergency
department at least once. Emergency department use is
more likely among the poor, those in fair or poor health, the
elderly, infants and young children, and those with Medicaid
coverage (4,14-17). Among those who use the emergency
department, some patients make multiple emergency
department visits annually. One analysis found that high
users (defined as four or more visits in 2 years) represented
only 1% of users but accounted for 18% of emergency
department visits (18). These frequent users were more likely
to be elderly, poor, have chronic conditions, and be in poor
health.

Patients' decisions to visit an emergency department are
based on a variety of factors, including insurance status,
their perception about the urgency of their condition, and
available sources of health care (4,19). Although emergency
departments are designed to provide emergency care,
patients cannot always evaluate the severity of their
condition and may view nonurgent complaints as
emergencies. Some patients may use the emergency
department for primary care services, but research suggests
that emergency departments are not ideal locations for
primary care because of the lack of continuity, coordination
of care, and follow-up, as well as poor patient satisfaction
due to long wait times in the emergency department.
Because emergency departments may lack a medical history
for the patient, they may run unnecessary tests (19).

Further, emergency department care is usually more costly
than care in physician offices and other outpatient care
settings (20,21). On average, an emergency department visit
for a nonemergency condition costs seven times more than
a community health center visit (22).

This Special Feature explores emergency care in the United
States. Data are presented on who uses the emergency
department, why they visit the emergency department,
what happens there, and how much emergency department
visits cost. Trends in emergency department use in the past
year by age and insurance coverage are shown, along with
the reasons people visit the emergency department,
injury-related visits, wait times to see a physician, and the
urgency of visits. Information on the use of x-rays and
more-advanced scanning techniques gives insight into
services provided in the emergency department. To better
understand what happens after the emergency department
visit, the discharge status of visits and the types of drugs
prescribed at discharge are examined. Finally, the cost of
emergency department visits is shown. This collection of
charts provides an overview of hospital emergency medical
services in the United States.
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Emergency Department Use, by Age

In 2011, 20% of persons reported one or more emergency
department visits in the past year and 7% reported two or more
emergency department visits.

In 2011, one in five people reported visiting the emergency
department at least once in the past year. Reported use was
highest among children under age 6 years (24%) and for
adults aged 75 and over (27%). The percentage of adults
aged 18-64 and aged 65-74 reporting at least one visit was
similar, at 20%. At least one emergency department visit in
the past year was reported for 16% of children aged 6-17.

The percentage of those reporting two or more emergency
department visits in the past year was substantially lower, at
7% in 2011. Repeated emergency department use was
higher among young children and older adults (9%). Seven
percent of adults aged 18-64 and aged 65-74 reported two
or more emergency department visits in the past year.
Repeated emergency department use was lowest for
children aged 6-17, at 5%.

During 2001 through 2011, the percentage of persons with
at least one emergency department visit in the past year
was stable at 20%-22% (see data table for Figure 20).
Throughout that time period, emergency department use
was higher among young children and older adults. Use was
stable for all age groups except for school-aged children
aged 6-17, for whom there was a decline in emergency
department use from 19% in 2010 to 16% in 2011.

Figure 20. Emergency department visits in the past 12 months, by age: United States, 2001 and 2011
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NOTE: See data table for Figure 20.

Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2012.htm#fig20

SOURCE: CDC/NCHS, National Health Interview Survey. See
Appendix I, National Health Interview Survey (NHIS).
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Emergency Department Use, by Insurance Coverage

During the past decade, both children and adults aged 18-64
with Medicaid coverage were more likely to have at least one
emergency department visit in the past year, compared with
the uninsured and those with private coverage.

In 2011, 24% of children with Medicaid had at least one
emergency department visit in the past year, compared with
15% of children with private insurance and 14% of children
without insurance. Among adults aged 18-64, 38% of those
with Medicaid had at least one emergency department visit
in the past year, compared with 16% of those with private
insurance and 21% of adults without insurance.

During 2001 through 2010, the percentage of persons with
at least one emergency department visit in the past year
was 20%-22% for children and 19%-21% for working-age
adults. Throughout the period, children and adults aged
18-64 with Medicaid were more likely than the uninsured or
those with private insurance to have at least one emergency
department visit.

Between 2010 and 2011, however, there was a decline in
emergency department use in the past year for children in
all insurance groups. There was a 13% decline in the
percentage with at least one emergency department visit in

the past year among children with private health insurance,
19% for those with Medicaid, and 29% for the uninsured.
Among adults aged 18-64, emergency department use
remained stable between 2010 and 2011 for the uninsured
and those with Medicaid but declined 10% for those with
private insurance.

Emergency department use is related to many factors,
including health status, alternative sources of care, and
insurance coverage (1-7). Persons with Medicaid may be
sicker than the rest of the population and may find it more
difficult to locate other sources of care, and these factors
may be reflected in higher emergency department use
among adults and children with Medicaid coverage (1,4,8).
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Figure 21. One or more emergency department visits in the past 12 months, by age and type of coverage: United States,
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NOTE: See data table for Figure 21.
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SOURCE: CDC/NCHS, National Health Interview Survey. See
Appendix |, National Health Interview Survey (NHIS).
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Triage of Visits

In 2009-2010, 10% of visits by children and 8% of visits by
adults aged 18-64 were classified as nonurgent.

Triage is a way for emergency departments to prioritize
patients by acuity level into categories indicating how
quickly they should be seen by a health provider. Triage
systems can be influenced by factors other than the
patient's clinical presentation, such as the patient's age, race,
and comorbidities, and the number of patients, time of day,
and available resources at the emergency department (1).
Although research suggests that the majority of emergency
department visits are for serious medical symptoms,
Medicaid patients' use of emergency departments for
nonemergency situations is commonly cited as a cause of
emergency department crowding and misuse (2).

The acuity of visits was classified into four categories:
emergent (should be seen in under 15 minutes), urgent (see
in 15-60 minutes), semiurgent (see in 61 minutes up to 2
hours), and nonurgent (see in 2 hours or more). In 2009-
2010, among children, four-fifths of visits were classified as
urgent and semiurgent, with 9% classified as emergent and

10% as nonurgent. The percentage of visits classified as
emergent and urgent was similar for each primary payer
category. Visits by children with Medicaid as the primary
payer were more likely to be classified as semiurgent (49%)
than visits by children with private insurance (44%).

In 2009-2010, four-fifths of visits by adults aged 18-64 were
classified as urgent or semiurgent. Twelve percent of visits
were classified as emergent, and 8% were classified as
nonurgent. The percentage of visits classified as emergent
was similar for visits by adults with Medicaid, private
insurance, and self-pay or other as the primary payer
(11%-12%).
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Figure 22, Triage of emergency department visits, by age and primary payer: United States, average annual, 2009-2010
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NOTE: See data table for Figure 22.
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SOURCE: CDC/NCHS, National Hospital Ambulatory Medical Care
Survey, Emergency Department Component. See Appendix |,
National Hospital Ambulatory Medical Care Survey (NHAMCS).
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Reason for Visit

In 2009-2010, cold symptoms were the most common reason
for emergency department visits by children.

The patient's reason for visiting the emergency department
provides insight into their perspective on the necessity of
going to the emergency department. Patients cannot always
evaluate the seriousness of their symptoms, and some may
visit the emergency department for a complaint that turns
out to be nonurgent. Because some symptoms, such as pain,
may vary by the severity of the underlying condition, the
patient's reason for visit (RFV) does not always match the
physician's diagnosis.

Patients' RFVs are varied, but related reasons can be
combined into categories. For example, “cold symptoms”is a
collection of individual RFVs, including chills, fever, cough,
congestion, sneezing, and sore throat. If RFVs are not
combined, the most common RFV is fever for children and
chest or abdominal pain for adults. See the data table for
Figure 23 for more information.

Among children, more than one-quarter of all emergency
department visits in 2009-2010 were for cold symptoms.
Injury was the second most common RFV, accounting for
more than one-fifth of visits. Other top RFVs (although less
common at 5% or less) were nausea and vomiting, skin
symptoms, and abdominal pain. After including the top 10
categories, there remained almost one-quarter of visits in
the “all other” category.

Among adults, 14% of all emergency department visits in
2009-2010 were for injuries. Other common RFVs were
abdominal pain (9%), chest pain (7%), back and neck
problems (6%), and cold symptoms (6%). After accounting
for the top RFVs, more than one-third of adult visits fell into
the“all other” category, reflecting the variety of reasons
people go to the emergency department.

Figure 23. Patient’s primary reason for emergency department visit, by age and reason: United States, average annual,
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National Hospital Ambulatory Medical Care Survey (NHAMCS).

Health, United States, 2012

Chartbook: Special Feature on Emergency Care 25



Injury

In 2008-2010, falls were the most common cause of injuries
diagnosed during emergency department visits.

Injuries cost society directly in medical costs and indirectly in
lost productivity (1,2). The majority of ambulatory care visits for
nonfatal injuries occur in physician offices, but injuries resulting
in an emergency department visit are often more serious (3). In
2010, 23% of emergency department visits—almost 30 million
visits—had injury as the primary diagnosis (4).

Diagnosed injuries are classified by mechanism—the cause
of the injury. The five most common mechanisms of
diagnosed injury for people who sought treatment in
emergency departments were falls, being struck by a person
or object, motor vehicle traffic accidents (MVTs), cut, and
exposure and other natural or environmental injuries.

In 2008-2010, falls, being struck by a person or object, and
MVT injuries were the primary mechanisms for 14% of all
emergency department visits (see data table for Figure 24).
Among children, 10% of emergency department visits were
due to falls, the most common injury mechanism. Being

struck by a person or object (6%) was the second leading
mechanism of injury for children. Among children, visits for
injuries from falls, being struck, or cut were more common
for boys than for girls.

Among working-age adults aged 18-64, 6% of all
emergency department visits were due to falls, 3% to being
struck, and 4% to MVT injuries (see data table for Figure 24).
There was no difference in the percentage of visits from falls
for men and women. However, the percentage of visits by
men for injuries due to being struck or cut was double the
percentage for women, and MVT injury visits were 26%
higher among men than women.

Among persons aged 65 and over, falls were the most common
cause of injuries, accounting for 13% of all emergency
department visits in 2008-2010. The percentage of emergency
department visits for falls was 50% higher for women (16%)
than for men (10%). The other types of injury each accounted
for 2% or fewer emergency department visits.

(References on data table for Fiqure 24)

Figure 24. Diagnosed injury-related emergency department visits, by age, sex, and mechanism of injury: United States,

average annual, 2008-2010
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SOURCE: CDC/NCHS, National Hospital Ambulatory Medical Care
Survey, Emergency Department Component. See Appendix |,
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Wait Time to See a Physician

In 2008-2010, the mean wait time to see an emergency
department physician was 55 minutes, up from 45 minutes in
1998-2000.

Long wait times to see an emergency department physician
may reduce quality of care, patient satisfaction, and clinical
outcomes (1-7). Wait times can be influenced by a variety of
factors, such as hospital location, available emergency
department staff, and other resources, as well as the number
and nature of the patients waiting to be seen (7-9).

Wait times to see a physician varied by patient and hospital
characteristics. In 2008-2010, mean wait times were higher
for adults aged 18-64 (58 minutes) than for children (51
minutes) and for adults aged 65 and over (48 minutes). Wait
times were higher for visits by females (57 minutes),
compared with males (53 minutes). Wait times were highest
for visits by non-Hispanic black patients (68 minutes),
compared with visits by Hispanic patients (60 minutes) and
non-Hispanic white patients (50 minutes).

Wait times varied by the urbanization level of the hospital
location. Wait times were longest at hospitals in large
metropolitan central counties (67 minutes), compared with
medium and small metropolitan counties (56 minutes) and
large metropolitan fringe counties (52 minutes). Mean wait
times were lowest in nonmetropolitan counties, at 44
minutes for micropolitan counties and 33 minutes in the
most rural counties.

Because a small proportion of visits had long wait times, the
mean wait time is higher than the median; the overall mean
wait time was 55 minutes in 2008-2010, compared with a
median of 31 minutes (see data table for Figure 25).
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(References continue on data table for Figure 25)

Figure 25. Mean wait time to see a physician in an emergency department, by selected characteristics: United States,

average annual, 2008-2010
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Imaging

Between 2000 and 2010, the use of x-rays during emergency
department visits was stable at 35%, while the use of advanced
imaging tripled from 5% to 17%.

Diagnostic imaging techniques include x-rays (radiographs),
computed tomography (CT) scans, and magnetic resonance
imaging (MRI). Imaging helps narrow the potential causes of
an injury or illness and aids accurate diagnosis. X-rays are the
most commonly used diagnostic imaging technique. The
advanced imaging technologies, such as CT and MR, are
more sophisticated tools for diagnosing and monitoring the
status of a wide array of medical conditions but are more
expensive than the traditional x-ray (1,2). The availability and
use of advanced imaging technologies has increased
substantially since their introduction in the early 1980s (1,3).
Concerns have been raised about the increase in
expenditures for advanced imaging scans without clear
evidence that the use of advanced imaging techniques
improves outcomes (1,2).

In 2010, 35% of emergency department visits included an
x-ray. The use of x-rays increased with age, from 27% of visits

by children, to 33% of visits by working-age adults, to 55% of
visits by adults aged 65 and over. In the same year, 17% of all
emergency department visits included the use of advanced
imaging techniques. The use of advanced imaging also
increased with age, from 6% of visits by children, to 18% of
visits by working-age adults, to 29% of visits by adults aged
65 and over.

In the past decade, the percentage of emergency
department visits that included an x-ray has been stable. The
use of advanced imaging between 2000 and 2010 increased
3.1 times, from 5% to 17%. Although use of advanced
imaging grew for all age groups from 2000 to 2010, the rise
was larger among adults aged 18-64 (3.6 times higher) and
those aged 65 and over (2.5 times higher).
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Figure 26. Emergency department visits with x-rays or advanced imaging scans ordered or provided during the visit,

by age: United States, 2000 and 2010
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Discharge Status of Emergency Department Visits

In 2009-2010, 81% of emergency department visits were disposition is admitted or transferred to a hospital. Fewer
discharged for follow-up care as needed, 16% ended with the than 1% of emergency department visits result in death.
patient being admitted to the hospital, 2% ended with the
patient leaving without completing the visit, and less than 1%
ended in the patient's death.

Emergency department visits resulting in hospital admission
increased with age. In 2009-2010, 5% of visits by children
resulted in an admission, compared with 42% of visits by
those aged 65 or older. The percentage of visits discharged
for follow-up as needed was higher for children (92%) and
working-age adults (87% for those aged 18-44 and 75% for
those aged 45-64) than for older adults (57%).

Discharge status is one of the most important decisions
made during the emergency department visit (1). If a
life-threatening condition is missed and the patient is
discharged home, there may be a repeat visit to the
emergency department or a poor outcome. On the other

hand, unneeded hospital admissions may lead to misuse of References

services (2). 1. Calder LA, Forster AJ, Stiell IG, Carr LK, Perry JJ, Vaillancourt C, Brehaut J.
Mapping out the emergency department disposition decision for

Emergency department visits end in one of four ways: the high-acuity patients. Ann Emerg Med 2012;60(5):567-76.

patient dies in or upon arrival at the emergency department, 2. Institute of Medicine. Hospital-based emergency care: At the breaking

point. Washington, DC: National Academies Press; 2007. Available from:

is admitted or transferred to a hospital, is released and httpy//www.nap.edu/openbook php?record. id=11621&page=T1.

advised to seek follow-up care as needed, or leaves without
completing the emergency department visit. The most
common discharge disposition is for follow-up or additional
care as needed. The second most common discharge

Figure 27. Discharge status of emergency department visits, by age: United States, average annual, 2009-2010
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Drugs Prescribed at Discharge From the Emergency Department

In 2009-2010, 59% of emergency department visits (excluding
hospital admissions) included at least one drug prescribed at
discharge.

Drugs play an important role in emergency department
care, both in treating the patient while in the emergency
department and when the patient is sent home with the
needed prescriptions to continue appropriate treatment.
Drugs used in the emergency department may be for the
immediate stabilization of the patient and require physician
oversight, and therefore often differ from those prescribed
at discharge. In 2009-2010, 59% of emergency department
visits (excluding hospital admissions) included at least one
drug prescribed at discharge. In 2009-2010, visits by those
aged 18-64 were more likely to include drugs at discharge
(62%), compared with visits by children (54%) and older
adults aged 65 and over (47%). These percentages would
likely differ for emergency department visits that result in
hospital admission, due to differences in the patient's
condition and severity. This distinction is especially
important when considering visits by older adults because

42% of their emergency department visits resulted in a
hospital admission (Figure 27).

Across all medical care settings, the appropriate use of two of
the most commonly-used classes of drugs (narcotics and
antibiotics) is of concern. Narcotics play an important role in
appropriate pain management, and some studies conclude
that narcotic analgesics are underused for pain control in
emergency departments (1). However, emergency department
physicians must balance pain management against drug-
seeking behavior by patients with abuse issues, all within the
context of a fast-paced, transient interaction in the emergency
department (1-3). In 2009-2010, narcotic analgesics were
prescribed at discharge for 5% of visits by children, 25% by
those aged 18-64, and 15% by those aged 65 and over.

Antibiotics are a mainstay of treating bacterial infections,
but unnecessary antibiotic use is ineffective and costly and
may contribute to future bacterial resistance (4). In 2009-
2010, 21% of visits by children, 19% by adults aged 18-64,
and 16% by adults aged 65 and over had an antibiotic
prescribed at discharge.

(References on data table for Fiqure 28)

Figure 28. Drugs prescribed at discharge from the emergency department, by selected drug class and age (excluding visits
resulting in inpatient admission): United States, average annual, 2009-2010
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NOTE: See data table for Figure 28.
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Survey, Emergency Department Component. See Appendix I,
National Hospital Ambulatory Medical Care Survey (NHAMCS).
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Expenses per Emergency Department Visit

In the past decade, the mean expenditure (in 2010 dollars) for
an emergency department visit that did not result in a hospital
admission increased 77%, from 5546 in 2000 to 5969 in 2010.

Emergency care represents about 4% of all health care
spending in the United States (1). On average, expenses for
emergency department visits are higher than for visits to
physician offices or other outpatient settings (2).

Estimates of emergency department visit expenses
presented here include both hospital facility and physician
charges and are limited to visits that did not resultin a
hospital admission. Emergency department visits that result
in hospital admission are different from other emergency
department visits because they are likely to involve more
severe conditions, and the expenses for these visits are often
combined with inpatient expenses. Data for 2000 are
adjusted to 2010 dollars for comparison. Because a small
proportion of visits account for a large proportion of total
emergency department expenses, the mean expense is
higher than the median; both mean and median expenses
per visit are presented in the data table for Figure 29.

In 2010, the mean average expense for emergency
department visits (where the patient was not admitted to
the hospital) was $969. For children, the average was $542.
Adults had higher average expenses than children, at $1,097
for working-age adults and $1,062 for older adults aged 65
and over.

Between 2000 and 2010, the mean expense for emergency
department visits that did not result in a hospital admission
increased 77%, from $546 (in 2010 dollars) to $969. Per-visit
expenses between 2000 and 2010 were similar for visits by
children. For working-age adults aged 18-64, the mean
expense more than doubled, from $539 in 2000 to $1,097 in
2010. For older adults, the mean expense per visit increased
by almost 50%, from $720 to $1,062.
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Figure 29. Emergency department expenditures, mean dollars per visit, by age (excluding visits resulting in inpatient

admission): United States, 2000 and 2010
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Financing, Access, and Cost Trends, Medical Expenditure Panel
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Data Tables for Special Feature: Figures 20-29

Data table for Figure 20. Emergency department visits in the past 12 months, by age: United States, 2001-2011
Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2012.htm#fig20

Number of visits and age 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
One or more visits' Percent of persons

Total . ..o 19.9 21.0 20.2 20.7 20.4 20.6 20.1 20.6 211 215 19.8
Under6years ................... 25.0 28.0 26.5 26.2 26.8 28.2 23.9 27.4 25.9 27.8 24.2
6-17vyears....... ... .. .. ... . ..., 18.6 19.7 18.2 18.4 17.4 17.9 18.3 17.5 18.2 19.1 15.6
18-64years. .. ..., 19.1 19.8 19.4 19.8 19.7 19.6 19.5 19.9 20.5 20.8 19.6
65-74vyears .................... 19.7 21.2 19.7 20.8 20.8 20.6 20.2 20.7 21.6 20.7 20.4
75yearsandover. . ............... 25.4 271 26.6 28.7 271 28.9 26.5 26.4 28.8 27.4 27.0

Standard error

Total . . ... 0.2 0.2 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3
Under6years ................... 0.8 0.8 0.8 0.8 0.9 1.0 1.0 1.0 0.9 0.8 0.8
6-17vyears. .. ............. ... 0.5 0.5 0.5 0.5 0.5 0.7 0.6 0.6 0.6 0.6 0.5
1864 years. ...........ooni... 0.3 0.3 0.3 0.3 0.3 0.4 0.4 0.4 0.4 0.3 0.3
B65-74years ........... ... 0.8 0.8 0.8 0.9 0.8 1.0 1.0 1.0 1.0 0.9 0.8
75yearsandover. ................ 0.9 1.0 1.0 1.0 0.9 1.3 1.1 1.2 1.2 1.1 0.9

Two or more visits Percent of persons

Total . .. ... 6.5 7.2 7.0 7.6 7.0 7.5 7.3 7.3 7.7 7.9 7.0
Under6vyears ................... 9.6 10.2 8.7 9.4 9.8 10.6 9.3 9.4 8.9 10.8 8.6
6-17vyears. . ...... ... .. ... .. ... 55 6.2 6.2 7.4 5.3 6.3 6.2 5.9 5.6 7.2 4.5
1864 years. ............ ... 6.2 6.8 6.7 7.0 6.8 71 7.0 7.0 7.9 7.7 7.2
B65-74years .......... ... 71 7.7 71 7.5 7.4 6.8 7.6 7.9 6.7 6.4 6.7
75yearsandover. ................ 7.9 9.0 10.4 11.8 9.1 11.6 10.6 10.5 104 9.4 9.3

Standard error

Total . . .......... .. ... 0.1 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.2
Under6years ................... 0.5 0.5 0.5 0.6 0.6 0.7 0.6 0.6 0.6 0.6 0.5
6-17years...................... 0.3 0.3 0.3 0.4 0.3 0.4 0.4 0.4 0.4 0.4 0.3
18-64vyears..................... 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.3 0.2 0.2
65-74years .................... 0.5 0.5 0.5 0.6 0.6 0.6 0.6 0.7 0.5 0.5 0.5
75yearsandover................. 0.6 0.6 0.7 0.8 0.6 1.0 0.8 0.8 0.8 0.7 0.6

"Includes persons with two or more visits.

NOTES: Data are for the civilian noninstitutionalized population. Estimates are not age adjusted. See Appendix Il, Emergency department or
emergency room visit. Also see Tables 85 and 86.

SOURCE: CDC/NCHS, National Health Interview Survey. See Appendix |, National Health Interview Survey (NHIS).
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Data table for Figure 21. One or more emergency department visits in the past 12 months, by age and type of coverage:

United States, 2001-2011

Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2012.htm#fig21

Age and type of coverage’ 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
Percent of persons
Underi18years .................... 20.6 22.4 20.9 20.9 20.5 21.3 20.2 20.9 20.8 22.1 18.5
Private. . . ........ ... ... .. ... .. 18.6 20.0 18.1 18.5 17.4 19.2 171 16.8 16.6 171 14.9
Medicaid . . ........... .. ... ..., 28.3 30.7 28.9 27.2 28.5 27.2 27.3 29.1 27.8 30.0 24.4
Uninsured . ..................... 17.3 18.2 171 20.7 18.4 16.8 17.7 18.4 16.8 19.4 13.8
1864 years ........... ... .. ...... 19.1 19.8 19.4 19.8 19.7 19.6 19.5 19.9 20.5 20.8 19.6
Private. . .. ....... ... ... .. .. ..., 171 17.3 17.3 17.8 171 17.0 16.8 16.8 16.4 17.2 15.5
Medicaid . ...................... 39.5 40.5 39.8 36.5 40.0 38.9 38.0 39.8 415 39.8 37.7
Uninsured .. .................... 19.0 20.8 18.3 19.5 19.6 19.2 20.5 19.5 21.6 21.5 21.1
Standard error

Underi18years .................... 0.4 0.5 0.5 0.5 0.5 0.6 0.5 0.6 0.5 0.5 0.4
Private. . . ........ ... ... .. ... .. 0.5 0.5 0.5 0.5 0.5 0.8 0.6 0.6 0.6 0.6 0.5
Medicaid . ...................... 1.1 1.0 1.0 1.0 1.0 1.1 1.1 1.1 1.0 1.0 0.8
Uninsured . ..................... 1.2 1.3 1.2 1.6 1.4 1.4 1.6 1.8 1.6 1.6 1.3
18-64vyears . ... 0.3 0.3 0.3 0.3 0.3 0.4 0.4 0.4 0.4 0.3 0.3
Private. . .. ....... ... .. ... .. ..., 0.3 0.3 0.4 0.4 0.3 0.4 0.4 0.4 0.4 0.4 0.3
Medicaid . ........ ... ... ...... 1.3 1.3 1.3 1.3 1.3 1.4 1.4 1.6 14 1.2 1.2
Uninsured .. .................... 0.7 0.7 0.7 0.7 0.7 0.8 0.8 0.8 0.8 0.7 0.7

"Health insurance categories are mutually exclusive. Persons who reported both Medicaid and private coverage are classified as having private
coverage. State-sponsored health plan coverage and coverage by the Children’s Health Insurance Program (CHIP) are included with Medicaid
coverage. Persons not covered by private insurance, Medicaid, CHIP, state-sponsored or other government-sponsored health plans, Medicare, or

military plans are considered to be uninsured. Persons with only Indian Health Service coverage are considered to have no health insurance

coverage. Persons with military, other government, and Medicare coverage are considered insured but are not included in the insurance categories

presented here.

NOTES: Data are for the civilian noninstitutionalized population. Estimates are not age adjusted. Totals include those with other or unknown health
insurance coverage. See Appendix Il, Emergency department or emergency room visit; Health insurance coverage. Also see Tables 85 and 86.

SOURCE: CDC/NCHS, National Health Interview Survey. See Appendix |, National Health Interview Survey (NHIS).
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Data table for Figure 22. Triage of emergency department visits, by age and primary payer: United States, average annual,
2009-2010

Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2012.htm#fig22

Triage category®

Age and primary payer’ Emergent Urgent Semiurgent Nonurgent

Percent of visits

Under18years. . ...... ... i 8.5 35.0 46.1 10.4
Medicaid . . ... ... 6.9 33.1 49.0 10.9
Private . ... .. 10.1 37.4 43.8 8.7
Other and self-pay (excluding Medicare). . .. .............. 8.9 36.2 44.2 10.6

18—64 years . . ... ... 11.9 45.8 34.7 7.6
Medicaid . . ... ... 1.7 45.8 34.0 8.5
Private . ... ... .. e 11.6 47.7 34.6 6.1
Medicare. . . ... ... 14.3 50.1 29.2 6.3
Other and self-pay (excluding Medicare). . . ............... 1.2 42.6 37.5 8.6

Standard error

Underi8uyears. .. ... ... ... 0.9 1.0 1.3 0.6
Medicaid . . .. ..o 0.7 1.4 1.7 0.8
Private . ... ... 1.7 1.3 1.4 0.8
Other and self-pay (excluding Medicare). . ................ 1.7 1.8 2.1 1.4

18-64 years .. ... ... 0.6 0.8 0.8 0.5
Medicaid . . . . ... 0.8 1.0 1.1 0.7
Private .. ... .. 0.6 1.0 0.9 0.6
Medicare . . . .. ... 0.9 1.3 1.2 0.6
Other and self-pay (excluding Medicare). . ... ............. 0.8 1.0 1.0 0.7

"Primary expected source of payment for this visit is defined using this hierarchy of payment categories: Medicare, Medicaid or Children’s Health
Insurance Progran (CHIP), private insurance, and other and self-pay. Other and self-pay includes workers’ compensation, self-pay, no charge,
charity, and other. Because of the small number of children with Medicare, those estimates are not presented.

2Triage is based on emergency department classification of the immediacy with which patient should be seen. Emergent includes visits classified
as immediate or needing to be seen within 14 minutes. Urgent visits are classified as needing to be seen within 15 to 60 minutes. Semiurgent
visits are classified as needing to be seen within 61 minutes to 2 hours (119 minutes). Nonurgent visits are classified as needing to be seen within
2 hours or more. Nonurgent does not imply an unnecessary visit. Triage was rescaled for hospitals that use a three- or four-category triage system
and was imputed for those with missing data. In 20092010, 19% of records were imputed.

NOTES: Totals by age group include all visits, including those with unknown or blank primary payer. See Appendix Il, Emergency department or
emergency room visit.

SOURCE: CDC/NCHS, National Hospital Ambulatory Medical Care Survey, Emergency Department Component. See Appendix |, National Hospital
Ambulatory Medical Care Survey (NHAMCS).
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Data table for Figure 23. Patient’s primary reason for emergency department visit, by age and reason: United States,

average annual, 2009-2010
Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2012.htm#fig23

Age and reason for visit' Percent of visits

Standard error

Under 18 years

Cold symptoms. . . . ... 26.8
INJUNY . 21.0
Nausea orvomiting. . ........... .. . . . .. 5.2
SKin symptoms . . . . .. 4.5
Abdominal pain. . . ... ... 4.3
Breathing problems . . . ... ... ... 3.5
Legproblems . ... ... .. . . ... 3.5
Arm problems. . . ... 3.4
Earache . ... ... ... .. . . . . 3.3
Headache. . . ... ... 2.2
Allother . . . 222

INJUNY . 14.0
Abdominal pain. . ... .. 8.6
Chestpain . . ... 6.7
Back and neck problems . . .. ... ... 6.4
Cold symptoms. . . ... ... 6.1
Legproblems . .. ... .. 5.8
Breathing problems . . . ... ... . 4.4
Arm problems . . .. ... 3.7
Unspecified pain . . ... ..o 3.6
Headache. . . .. ... ... . 3.3
Nausea or vomiting . . . . .. ... o 3.1
Allother. . ... . 34.3

0.7
0.6
0.2
0.2
0.2
0.2
0.2
0.2
0.2
0.2
0.5

0.3
0.2
0.2
0.1
0.2
0.1
0.1
0.1
0.1
0.1
0.1
0.4

"Reason for visit (RFV) is the patient's main complaint, symptom, or reason for visiting the emergency department. RFVs are recoded according to

the guidelines in Schneider D, Appleton L, McLemore T. A reason for visit classification for ambulatory care. National Center for Health Statistics.

Vital Health Stat 2(78). 1979. For this analysis, only the first RFV was considered. Some RFV codes were combined as follows:

Injury (including adverse effects) includes codes 5001-5999.
Nausea or vomiting includes codes 1525 or 1530.

Abdominal pain is code 1545.

Skin symptoms includes codes 1830-1899.

Breathing problems includes codes 1415, 1420, 1425, and 1430.
Arm problems includes codes 1940, 1945, 1950, 1955, and 1960.
Earache is code 1355.

Leg problems includes codes 1915, 1920, 1925, 1930, and 1935.
Chest pain is code 1050.

Back and neck problems includes codes 1900, 1905, and 1910.
Unspecified pain includes codes 1055 and 1060.

Headache is code 1210.

L]
L]
L]
L]
L]
L]
L]
L]
L]
L]
L]
L]
L]
o All other excludes blank and uncodable RFVs.

Cold symptoms includes codes 1005, 1010, 1012, 1435, 1440, 1445, 1450, 1455, 1460, 1470, and 1475.

2Eleven RFVs are shown for adults because nausea or vomiting and headache were the primary reasons for a similar percentage of visits.

NOTE: See Appendix Il, Emergency department or emergency room visit.

SOURCE: CDC/NCHS, National Hospital Ambulatory Medical Care Survey, Emergency Department Component. See Appendix |, National Hospital

Ambulatory Medical Care Survey (NHAMCS).
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Data table for Figure 24. Diagnosed injury-related emergency department visits, by age, sex, and mechanism of injury:
United States, average annual, 2008-2010

Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2012.htm#fig24

Both sexes Male Female
Percent Standard Percent Standard Percent Standard
Age and selected mechanism of injury of visits error of visits error of visits error
Total
Falls. . ... . 7.8 0.1 7.8 0.2 7.8 0.2
Struck by or against objects or persons . . ... ... 3.5 0.1 4.8 0.1 2.4 0.1
Motor vehicle traffic . . . ............. ... ... 3.1 0.1 3.3 0.1 2.8 0.1
Cutorpierce. . ... 1.9 0.1 2.6 0.1 1.2 0.1
Environmental, exposure, or natural®. ... ... ... 15 0.1 1.7 0.1 1.3 0.1
Poisoning . .. ... ... ... 1.1 0.0 1.0 0.1 1.1 0.1
Overexertion .. ...... ... ... 1.2 0.1 1.4 0.1 0.9 0.1
Under 18 years
Falls. . ... .. 9.6 0.3 10.6 0.4 8.6 0.4
Struck by or against objects or persons. . ... ... 5.6 0.2 7.0 0.3 4.0 0.2
Motor vehicle traffic . . . ................... 2.0 0.1 2.0 0.2 2.0 0.2
Cutorpierce. . . ... 1.7 0.1 1.9 0.2 1.4 0.1
Environmental, exposure, or natural®. ... ...... 21 0.2 2.3 0.2 1.8 0.2
Poisoning . .. ... ... 0.9 0.1 0.9 0.1 0.9 0.1
Overexertion ............ ... ... ... .. 1.0 0.1 0.9 0.1 1.1 0.1
18-64 years
Falls. . ... 5.8 0.1 6.0 0.2 5.6 0.2
Struck by or against objects or persons. . . ... .. 3.3 0.1 4.7 0.2 2.2 0.1
Motor vehicle traffic . . . .......... ... ... ... 3.9 0.1 4.4 0.2 3.5 0.1
Cutorpierce. . . ... 2.2 0.1 3.4 0.2 1.4 0.1
Environmental, exposure, or natural?. .. ....... 1.4 0.1 1.6 0.1 1.3 0.1
Poisoning . .. ... ... 1.3 0.1 1.3 0.1 1.3 0.1
Overexertion . ....... ... ... ... ... ... 14 0.1 1.9 0.1 1.0 0.1
65 years and over
Falls. . ... ... . . 13.4 0.4 10.3 0.5 15.5 0.5
Struck by or against objects or persons . . ... ... 1.0 0.1 1.1 0.2 0.9 0.1
Motor vehicle traffic . . . ................... 1.4 0.1 15 0.2 1.3 0.2
Cutorpierce. . ... 0.7 0.1 1.0 0.1 *0.5 0.1
Environmental, exposure, or natural®. ... ... ... 0.7 0.1 0.8 0.1 0.7 0.1
Poisoning . .. ... ... ... 0.3 0.1 *0.2 0.0 0.5 0.1
Overexertion ... ...... ... 0.4 0.1 *0.5 0.1 *0.3 0.1

0.0 Quantity more than zero but less than 0.05.

* Estimates are considered unreliable. Data preceded by an asterisk have a relative standard error of 20%—30%.

"Injury visits are based on the physician’s diagnosis, not the patient's stated reason for visit. Diagnoses are coded based on the International
Classification of Diseases, 9th revision, Clinical Modification (ICD-9—CM). An emergency department visit was considered injury related if the
first-listed diagnosis was injury related (ICD—-9-CM 800-909.2, 909.4, 909.9-994.9, 995.50-995.59, and 995.80-995.85) or the first-listed external
cause code (E code) was injury related (ICD-9-CM E800-E869, E880—E929, and E950-E999). Injury visits are classified regardless of manner or
intent. See: http://www.cdc.gov/nchs/injury/injury_tools.htm for code to classify injury-related visits. Visits with a first-listed diagnosis or first-listed E
code describing a complication or adverse effect of medical care were not considered injury related.

2Includes insect and animal bites and stings.

NOTES: For more information on injury-related visits, see Bergen G, Chen LH, Warner M, Fingerhut LA. Injury in the United States: 2007
Chartbook. Hyattsville, MD: NCHS. 2008. Available from: http://www.cdc.gov/nchs/data/misc/injury2007.pdf. See Appendix Il, Emergency
department or emergency room visit.

SOURCE: CDC/NCHS, National Hospital Ambulatory Medical Care Survey, Emergency Department Component. See Appendix |, National Hospital
Ambulatory Medical Care Survey (NHAMCS).
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Data table for Figure 25. Wait time to see a physician in an emergency department, by selected characteristics:
United States, average annual, 1998-2000 and 2008-2010

Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2012.htm#fig25

Wait time !
1998-2000 2008-2010
Mean Median Mean Median
Selected characteristic Minutes SE Minutes SE Minutes SE Minutes SE
Total . ... o 45.0 1.4 24.7 1.0 55.1 1.3 31.3 0.9
Age
Underi8wyears. ...................... 45.5 1.7 27.0 1.3 51.3 1.3 31.0 1.1
18-64vyears. ... 46.6 1.5 25.2 1.0 58.4 1.5 33.1 1.1
65yearsandover. . ................... 38.3 1.4 19.2 0.8 48.1 1.4 25.7 0.9
Sex
Male . ... 445 1.5 24.3 1.0 52.8 1.2 29.6 0.9
Female . ......... ... ... ... ... ... 45.5 1.4 24.9 0.9 57.1 1.4 32.9 0.9
Race and Hispanic origin?
White, not Hispanic. . . ................. 39.5 1.4 21.7 1.2 49.7 1.2 28.9 0.8
Black, not Hispanic. . . ................. 54.2 2.4 30.2 1.7 67.7 2.4 39.4 1.6
Hispanic. . . .............. .. ... ...... 56.6 2.6 33.3 1.6 59.7 2.0 34.1 1.6
Urbanization level®
Metropolitan:
Largecentral. . ......... .. .. ... .. ... 55.6 1.8 34.1 15 66.5 2.2 38.4 1.7
Largefringe . ....... ... ... . ... . ... 54.1 4.4 29.3 2.4 52.1 2.5 30.6 1.9
Mediumandsmall. . ................. 42.0 2.2 247 1.3 55.8 2.5 32.7 1.6
Nonmetropolitan:
Micropolitan (town/city). . . . ............ 27.3 2.8 14.9 2.3 43.6 3.0 27.3 2.0
Rural .. ... o 22.7 2.0 11.0 1.4 33.2 3.3 19.5 2.7

Time spent waiting to see a medical doctor, doctor of osteopathy, physician assistant, or nurse practitioner. Prior to 2009, wait time was time
spent waiting to see a physician.

2Based on hospital records, not patient self-report. In 2008—-2010, race and Hispanic origin were missing and imputed for 18% of visits.
3Counties (of the hospital’s location) were classified based on a scheme developed by NCHS that considers metropolitan-nonmetropolitan status,
population, and other factors. For more information, see: Ingram DD, Franco SJ. NCHS urban-rural classification scheme for counties. National
Center for Health Statistics. Vital Health Stat 2(154); 2012. Available from: http://www.cdc.gov/nchs/data/series/sr_02/sr02_154.pdf.

NOTES: SE is standard error. See Appendix II, Emergency department or emergency room visit.

SOURCE: CDC/NCHS, National Hospital Ambulatory Medical Care Survey, Emergency Department Component. See Appendix |, National Hospital
Ambulatory Medical Care Survey (NHAMCS).
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Data table for Figure 26. Emergency department visits with x-rays or advanced imaging scans ordered or pr