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Advance

Data

From Vital and Health Statistics of the CENTERS FOR DISEASE CONTROLAND PREVENTION/National Genter for Health Statistics

Alcohol- and Drug-Related Visits to Hospital Emergency
Departments: 1992 National Hospital Ambulatory Medical

Care Survey

by Cheryl R. Nelson and Barbara J. Stussman, Division of Health Care Statistics

Introduction

During the 12-month period from
January through December 1992, an
estimated 89.9 million visits were made
to emergency departments of non-
Federal, short-stay and general hospitals
in the United States, about 357 visits per
1,000 persons. An estimated 4.1 million
of these emergency department visits
(4.5 percent) were alcohol related and/or
drug related, about 16 visits per 1,000
persons.

The information presented in this
report is based on emergency
department (ED) data obtained from the
1992 National Hospital Ambulatory
Medical Care Survey (NHAMCS), a
national probability survey conducted by
the Division of Health Care Statistics of
the National Center for Health Statistics,
Centers for Disease Control and
Prevention. The first NHAMCS was for
1992 and will be done annually. A
report on general findings from the 1992
NHAMCS emergency departments has
been published (1).

The Emergency Department Patient
Record form, the survey instrument
utilized by participating hospitals to
record information about patient visits,
is shown in figure 1. For this report the

4.1 million alcohol-related and/or
drug-related (ADR) ED visits (table 1)
are defined by identifying and
combining: (a) 3,782,000 visits that
indicated alcohol and/or drug problems
(item 14. 24 in the Patient Record
form), and (b) 340,000 visits that
indicated specific ADR diagnoses (item
12: Physicians’ diagnoses).

Data highlights

® Half of all ADR ED visits are made
by patients 2544 years old.

@ Males have higher rates of ADR ED
visits and the highest rates are for
black males 2544 years old.

® An injury is three times as likely to
be classified as “homicide and injury
purposely inflicted” in an ADR ED
visit in comparison with all other ED
visits.

® Seventy-six percent of ED visits for
suicide and self-inflicted injuries were
alcohol and drug related.

® A quarter of the ADR ED visits were
for reasons of symptoms referable to
psychological/mental disorders (i.e.,
depression and neurotic disorders).

® The treatment and detoxification of
patients exposed to alcohol or poison
were accomplished with several

procedures and/or agents. The most
frequently used were gastric lavage,
metabolic and nutrient agents to
correct complications such as
prolonged malnutrition (e.g.,
thiamine), and adsorption of the toxin
on activated charcoal.

Patient characteristics

ADR ED visits by patient’s age,
sex, race, and ethnicity are shown in
tables 2 and 3. Males accounted for
60.5 percent of these visits and their
visit rate (20 visits per 1,000 persons)
was higher than that for visits by
females (13 visits per 1,000 persons).
The percent distribution of these ED
visits was also higher for young adults.
Seventeen percent of all ED visits by
persons 2544 years of age were ADR
visits (figure 2). More than half of the
ADR ED visits were by patients 25-44
years of age, with a corresponding visit
rate of 27 visits per 1,000 persons. This
differs significantly from all other visits
to emergency departments in which
persons 75 years and older had the
highest visit rate. The ADR ED visits
by females 25-44 years of age
(18.6 percent) and males 2544 years of
age (34.4 percent) also had higher

S U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

5 / Public Health Service

2 C Centers for Disease Control and Prevention

%"m National Center for Health Statistics . CENTERS FOR DiSEASE CONTROL



Advance Data No. 251 e August 10, 1994

Department of Health and Human Services
Public Health Service, Centers for Disease Control
National Center for Health Statistics

OMB No. 0920-0278
Expires: 2/28/92
CDC 64.53

NOTICE — Information contained on this form which would permit identification of any indwvidual or establishment has been collected with a guarantee that it will be held in
strict confidence, will be used only for purposes stated for this study, and will not be disclosed or released to others without the consent of the individual or the establishment
in accordance with section 308(d) of the Public Health Service Act (42 USC 242mj). Public reporting burden for this phase of the survey is estimated to average 3 minutes per
rasponse, [f you have any comments regarding the burden estimate or any other aspect of this survey, including suggestions for reducing this burden, send them to the PHS
Reports Clearance Officer; Attn: PRA: HHH Building, Rm. 721-8; 200 Independence Ave., S.W., Washington, DC 20201, and to the Office of Management and Budget; Paper-
work Reduction Project (0920-0278); Washington, DC 20503.

NATIONAL HOSPITAL AMBULATORY
MEDICAL CARE SURVEY
EMERGENCY DEPARTMENT
PATIENT RECORD

3. DATE OF VISIT

Month Day  Year

4, DATE OF BIRTH

Month Day

Year

10. CAUSE OF INJURY

in 9. Describe cause and

1 D Female
2 D Male

1. PATIENT NAME

2. PATIENT RECORD NO.,

6. RACE

1 D White
2 7] Btack

3 Asian/Pacific

D Islander

4 D American
Indian/
Eskimo/
Aleut

7. ETHNICITY

1 E] Hispanic 1

2

2 DNot 3

Hispanic
4

RE——
8. EXPECTED SOURCE(S) OF PAYMENT

(Check all that apply)

D Medicare
D Medicaid
D c_%t»ll-leerl;lment

D Private/
Commercial

5 HMO/Other
prepaid

6 D Patient paid
7 [[] No charge

8 D Other

9. MAJOR REASON
FOR THIS VISIT
(Check one)
1 D Injury, first visit
2 D Injury, follow-up
3 D Hiness, first visit
4 D 1iness, follow-up
5 D Other reason

{Complete if infury is marked

11. PATIENT'S COMPLAINT(S), SYMPTOM(S), OR OTHER
REASON(S) FOR THIS VISIT (/n patient’s own words)

12. PHYSICIAN’'S DIAGNOSES

L a. Principal diagnosis/
place of injury.) ) problem associated
a. Most important: with item 11a.
b. Other: b. Other:
c. Other: c. Other:
Jo—

13. URGENCY OF THIS VISIT
(Check only one)

1 D Urgent/Emergent
2 D Non-urgent

14. IS PROBLEM ALCOHOL-
OR DRUG-RELATED?

1 D Neither
2 D Alcohol-refated
3 D Drug-related

4 [] Both

15. DIAGNOSTIC/SCREENING SERVICES
(Check all ordered or provided.)

1 D None

2 D Blood pressure check
a [ urinatysis

4 E] HIV serology

s [] Other blood test

BD EKG

7 D Mental status exam

7 D Chest x-ray

9 D Extremity x-ray

10 D CT scan/MR!

1 Other diagnostic
D imaging

12 [] Other (Specify)

1 D None

2 D Endotracheal
intubation

3 [ cer
a [] w fluids

5 [} NG tube/
gastric lavage

11 D Other(s) (Specify)

16. PROCEDURES (Check all provided on this visit)

6 D Wound care

7 D Eye/ENT care

8 D Orthopedic care
9 [J sisdder catheter
10 D Lumbar puncture

17. MEDICATION

(Record all new or continued medication ordered, administered, or provided
at this visit, Use the same brand name or generic name entered on any Rx
or medical record. Include immunizations and desensitizing agents.)

D None

18. DISPOSITION THIS VISIT
(Check all that apply)

1 ] Retunto EDPRN
2 [:] Return to ED - appointment

©w

Return to referring physician

»

Refer to other physician/clinic

(4]

Admit to hospital
Transfer to other facility

DOA/died in ED

~

o

Left AMA

w

No follow-up pianned

oooooooo

-
o

Other (Specify)

19. PROVIDERS SEEN
THIS VISIT
(Check all that apply)

1 D Resident/Intern

2 D Staff physician

3 D Other physician

4 D Physician assistant

5 D Nurse practitioner

6 D Registered nurse

7 Licensed practical
D nurse

8 D Nurse’s aide

Figure 1. Patient record.
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Table 1. Number, percent distribution, and corresponding standard errors of alcohol- and drug-related visits to hospital emergency
departments: United States, 1992

Number of visits Standard error Percent Standard error
Visit characteristic in thousands in thousands distribution of percent
ALEDVISHS' « ..ttt i i 89,796 3,202 100.0 -
ALADRVISIE® . oo ittt it e it 4,122 276 46 02
Alcoholproblemvisits .. .......... ... .. o .. 2,459 196 2.7 0.2
Drugproblemvisits . . . .. ....... ... ... ... ... 996 91 1.1 0.1
Alcohol and drug problemvisits . . ... ... ... .. ..., 327 44 0.4 0.0
ADRdiagnoses®. . .. ..ottt 340 38 0.4 0.0
Allothervisits. . . . . ... i vt i e e e e e e 85,674 3,017 95.4 0.2

1ED is emergency department.
2ADR is aloohol related andfor drug related.
almhdesﬂdbmwded&WmabohoFmanobl«nPaﬁmRmdhmMm 14.1), but have alcohol- and/or drug-related diagnoses as defined in the Technical Notes.

Table 2. Number, percent distribution, corresponding standard errors, and annual rate of visits to hospital emergency departments by
selected patient characteristics: United States, 1992

ADR ED visits'? All other ED visits®
Number of Number of
Number Standard Standard visits per Standard visits per
of visits error Percent error of 1,000 persons Percont error of 1,000 persons
Selected patient characteristics in thousands  in thousands  djstribution  percent per year® distribution  percent per
ADREDvisits™ ... ............... 4,122 276 100.0 . 16 100.0 e 341
Age

UnderiSyears. ... .........cuuu.. 306 40 7.4 1.0 5 25.9 14 394

15-24vyears. .. ........ .......... 677 74 16.4 14 20 16.5 0.4 412

2544 y0ars. . . ..t i i 2,184 158 53.0 16 27 290.2 0.7 308

A5-64YBAIS. . . . it i i it 722 77 175 1.3 15 13.8 0.4 243

65-74y0arS. . ..ot it it 153 23 3.7 0.6 8 6.6 0.2 306

75yearsandover........ Ceeeaee 81 16 20 04 7 79 0.3 551

Sex and age

Female..............c.ou.. 1,627 126 39.5 1.8 13 525 0.5 348
UnderiS5years ................. 149 25 3.6 0.7 5 1.7 0.6 365
15-24years . . ..o ivvi i 299 39 7.3 0.9 17 9.0 0.3 448
25-44Y0ArS . .. v it it 766 71 18.6 1.4 19 155 0.4 321
45-B4y0ars . ... i ii e 316 57 77 1.2 13 7.4 0.3 251
65-74yoars . ... .t it 59 14 1.4 04 6 3.8 0.2 323
75yearsandover. .. .........0... *38 12 *0.9 0.3 *5 5.0 0.2 559

Male ........ ... ... 2,495 185 60.5 1.8 20 475 0.5 333
UnderiS5years ................. 157 29 3.8 0.7 5 14.2 08 421
15-24years .......oiiiii i 378 60 9.2 1.3 22 7.5 0.2 375
25-44y0ars .. ...t i 1,418 115 344 1.6 35 13.7 04 294
45-B4YBars . . ... it 406 45 9.8 0.9 17 6.4 0.2 235
65-74vyears . ... ...t eaaaan 93 19 23 05 I 28 0.1 286
75yearsandover. .. ............. 43 11 1.0 03 9 29 0.1 538

Race and age

White. . . ...... ... ... ... 3,060 219 74.2 23 15 78.7 1.3 322
Underi5years ................. 252 38 6.1 0.9 6 19.4 0.8 370
15-24y0ars . ... ii i ii i 557 70 135 1.4 20 129 0.4 402
25-44years . .. ... 1,517 124 36.8 22 22 222 0.6 281
45-64years . ... ..t 533 66 129 1.2 13 1.2 0.4 230
65-74y0ars .. ..., 125 21 3.0 0.5 8 5.7 0.2 299
75yearsandover. . . .....o00 e ... 76 15 1.8 0.4 7 72 03 556

Black. .. ... coiiniiiiiiii... 933 112 226 2.3 30 18.9 1.2 515
UnderiSyears ................. *39 13 *0.9 0.3 *4 59 09 569
15-24years . ....oviviiiin.., 97 20 24 0.5 19 3.2 0.2 545
25-44years . ... .i i i 591 75 14.3 1.6 60 6.1 0.5 536
4564years . ... ... it 173 31 4.2 0.7 35 23 0.2 388
65-74y0arS . ... it *28 | *0.7 0.3 17 0.8 0.1 399
75yearsandover. ............... *5 3 *0.1 0.1 *5 0.6 0.1 51t

Allotherraces ................... 130 37 34 0.9 12 24 0.5 194
Asian, Pacificlslander . . .. ......... *52 21 3 05 . 1.6 0.3
American Indian, Eskimo, Aleut . ...... *78 30 *1.9 07 . 08 0.3

Ethnicity

Hispanic . ...................... 521 99 126 23 .. 10.5 1.0 “e

NotHispanic .................... 3,601 245 87.4 23 .. 89.5 1.0 . ..

T1ADR is alcohol related and/or drug related.

%eDis emergency department.

®Based on U.S. Bureau of the Census estimates of the civilian noninstitutionalized population of the United States as of July 1, 1992.
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Table 3. Number, percent distribution, corresponding standard errors, and annual rate of visits to hospital emergency departments by
patient’s race, sex, and age: United States, 1992

ADR ED visits'* All other ED visits®
Number of Number of
Number Standard Standard visits per Standard visits per
of visits errors Percent error of 1,000 persons Percent error of 1,000 persons
Selacted patient characteristics in thousands in thousands  distribution  percent per year* distribution  percent per year®
ADREDvVsits™ ... ............... 4,122 276 100.0 16 100.0 .. 341
Race, sex, and age

White. . . .......... ... ... ... 3,060 219 74.2 2.3 15 78.7 1.3 322
Female ...................... 1,280 116 311 2.0 12 411 0.8 329
Under1Syears................ 123 24 3.0 0.6 6 88 0.4 343
15-24years............ ... 241 35 59 0.8 18 6.9 0.3 430
25-44years. .. ... i i, 586 65 14.2 13 17 11.6 0.4 293
4564years. ............ .. ... 252 55 6.1 1.2 12 59 0.2 237
65-74years. ........ ... .. 46 12 14 0.3 5 3.3 041 316
75yearsandover . ............. *33 11 *0.8 0.3 *5 4.6 0.2 563
Male......... ... .. .. 1,780 133 43.2 1.8 17 376 0.7 314
UnderiSyears................ 129 27 3.1 0.7 6 106 0.5 395
1524years. . ..........oou... 316 59 7.7 1.3 23 6.0 0.2 373
2544years. . . ..o i i 932 82 226 1.6 28 10.6 0.4 270
45-64years. .. ........ .. ... 281 35 6.8 0.8 14 53 0.2 222
65-74years. ................. 79 17 1.9 04 1 24 0.1 277
75yearsandover . ............. 43 1 1.0 0.3 10 27 0.1 544
Black . ... L, 932 112 22.6 23 30 18.9 1.2 515
Female ...................... 304 45 7.4 141 18 10.1 0.7 519
Under1Syears................ *22 8 *0.5 0.2 *5 2.7 0.4 522
15-24years.................. *48 16 *.2 0.4 *18 2.0 0.2 631
25-44years. . . ... i i 162 26 3.9 0.6 30 3.4 0.3 540
45-64years. . ... ...innn. 53 13 13 0.3 19 13 0.1 400
65-74years. .. ........0nu. *14 7 *0.3 0.2 *15 0.4 0.1 41
75yearsandover . ............. *s5 3 *0.1 0.1 *8 04 0.1 525
Male.........cooii. 628 82 15.2 1.7 43 8.8 0.6 512
UnderiSyears. ............... "7 8 *0.4 0.2 *4 3.3 0.5 614
1624y0ars........covvinn... 49 1 1.2 0.3 20 1.3 0.1 452
2544years. ... .o iien i 429 62 10.4 1.3 97 2.7 0.2 581
45-64years. . ... il 119 24 29 0.6 53 1.0 0.1 375
65-74years. . ...... ..., *14 8 *0.3 0.2 *20 0.3 0.0 384
75yearsandover . ............. *0 0 *0.0 0.0 *1 0.2 0.0 488

TADR is alcoho! related and/or drug related.
%EDis emergency department.

3Based on U.S. Bureau of the Census estimates of the civilian noninstitutionalized population of the United States as of July 1, 1992.

Age

75years [
and over _A

65-74 2
years

45-64 5
years

25-44 6
years

15-24 4
years

Under 15 2
years

B Males 77 Females

0 2 4 6 8 10 12
Percent distribution

14

Figure 2. Percent of emergency department visits that are alcoho! or drug related:

United States, 1992

percent distributions than their sex-age
counterparts of all other ED visits
(15.5 percent and 13.7 percent
respectively). For ADR ED visits there
was also a significant sex difference
within the 25-44 years age group; the
percent distribution and the visit rate for
males were 34.4 percent with 35 visits
per 1,000 and for females were
18.6 percent with 19 visits per 1,000.
‘White patients represented
approximately 75 percent of the ADR
ED visits with a visit rate of 15 visits
per 1,000 persons. Black patients
represented approximately 23 percent of
the ADR ED visits, but the visit rate (30
visits per 1,000 persons) was twice that
of white patients. Other races accounted
for about 3 percent of the ADR ED
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Figure 3. Rates for emergency department visits related to alcohol or drugs for males:

United States, 1992

visits. When these data were analyzed in
terms of race, sex, and age, the rate for
black males 2544 years of age was 97
visits per 1,000 persons (figure 3).

The ADR ED visits by white
patients 25—44 years of age

(36.8 percent) and black patients 25—44
years of age (14.3 percent) also had
higher percent distributions than their
race-age counterparts for all other ED
visits (22.2 percent and 6.1 percent

respectively).

Visit status

Over half of the ADR ED visits
were due to illness and another third
were due to injury (table 4). These
proportions were consistent with all
other ED visits. As expected, this table
also shows that 80 percent of all ADR
ED visits were a first visit, significantly
more than the 5.8 percent for a followup
visit.

“Tliness, first visit,” was the most
frequently reported type of visit,
accounting for nearly half of all the
ADR ED visits. The second most
reported type was “injury, first visit,”
accounting for almost a third of the
visits. Nearly 14 percent of responses
fell into the “other” category and was
significantly greater than “other” for all
other ED visits.

Significantly more ADR ED visits
were reported as being urgent or
emergent (58.8 percent) compared with
all other ED visits. Forty-two percent of
the ADR ED visits were reported as
nonurgent. Urgent/emergent visits are
defined as visits in which the patient
requires attention for an acute illness or
injury that threatens life or function and

Table 4. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by visit status:

United States, 1992

ADR ED visiks'? AX other ED visits®
Number Standard Standard Standand
of visits error in Percent evror of Percont error of
Visit status in thousands thousands distribution percont distribution percont
ADREDvisits™ . . ................ 4,122 276 100.0 100.0
Type of visit
Mnessvisit. . v ¢ vt v vt v e v i i eeann 2,203 164 53.4 1.9 58.7 0.9
Firstvisit. . .........00ivenn. 2,053 185 49.8 290 55.6 0.9
Follow-up............cuivevnn. 180 31 3.6 08 3.1 0.2
Injuryvisit . . ... iu it i 1,351 115 32.8 19 35.3 0.8
Firstvisit, . . . ..... i 1,261 109 30.6 1.9 31.7 0.7
Follow-p . . ... ... iiiiiieennn 90 20 22 05 3.6 0.2
Firstvisit. . . .....ooviiiiiiinn.. 3,314 227 80.4 1.8 873 0.7
Follow-upvisit. . ... ............... 240 37 58 0.8 8.7 04
Other® ... . iiiininiaannnn. 568 84 13.8 1.8 6.0 06
Urgency of visit
Urgentfemergent . . . .. .. ... covvenn 2,425 158 58.8 23 44.0 1.4
Nonurgent . ................. ... 1,697 168 41.2 23 56.0 14

1ADR is alcohol related andjor drug related.
2ED is emergency department.

Includes visits for other reasons and blank or invalid responses.
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Table 5. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by selected cause
of injury: United States, 1992

ADR ED visits*® All other ED visits®
Number Standard Standard Standard
of visits error Percent error of Percent arror of
Cause of injury and E code’ in thousands in thousands distribution percent distribution percent
ADR ED visits with an E code entered™®®. . ... .......... ... 1,842 142 100.0 100.0
Motor vehicle accidents, traffic and nontraffic . . . . ... .. E810-E825 289 47 15.7 22 14.0 0.5
Motor vehicle traffic accident of unspecified nature . . . .. .. | E819 184 42 10.0 241 9.1 0.5
Accidental poisoning by drugs, medicinal and biological
substances . ........ .. ... e, E850-E858 224 37 1241 20 04 0.1
Accidental poisoning by analgesic, antipyretics, and
anfirheumatics . . ... ....... .. i E850 74 20 4.0 1.1 *0.1 0.0
Accidental poisoning by otherdrugs . . ............... E858 105 28 5.7 1.6 0.2 0.1
Accidentalfalls. . . .. ........ ... it E880-E888 208 28 1.3 1.5 271 0.8
Otherand unspecifiedfall. . .. .................... E888 102 18 6.5 1.1 15.0 0.7
Otheraccidents . ... .......... ... v E916-E928 246 37 13.3 1.9 36.6 0.7
Striking against or struck accidentally by objects or persons. . .E917 117 25 6.4 1.4 10.5 0.4
Accidents caused by cutting and piercing instruments or
objects. . . ... . i e E920 86 23 4.7 1.3 10.8 0.5
Adverse effects of drugs and medicinal and biological
substances in therapeuticuse . .. .............. E930-E949 264 40 14.3 2.3 0.4 0.1
Other and unspecified drugs and medicinal substances . . . . . E947 91 20 4.9 1.2 *0.1 0.0
Suicide and seff-inflicted injury . . ... ............. E950-E959 121 36 6.6 1.8 0.1 0.0
Suicide and self-inflicted poisoning by solid or liquid
substances . . . . . ... e i e E950 *80 26 4.4 1.3 *0.0 0.0
Homicide and injury purposely inflicted by other persons . .ES60-E969 332 50 18.0 2.6 44 0.3
Fight,brawl,rape. . . ... . ... .. . i E960 122 20 6.6 1.2 1.7 0.2
Assault by other and unspecified means. . .. .......... E968 182 40 9.9 2.1 20 0.2
Othert .« o e e 159 35 8.6 1.7 17.0 0.6

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

2ADR is alcohol retated andjor drug related.

%EDis emergency department,

Hncludes railway accidents (E800—807); other vehicle road accidents (E826-E829); water transport accidents (E830-E838); air and space transport accidents (E840-E845); vehicle accidents nat
elsewhere classifiable (E846-E848); accidental poisoning by other solid and liquid substances, gases, and vapors (E860-E869); misadventure to patients during surgical and medical care (E870-
E876); surgical and medicinal procedures as the cause of abnormal reaction of or later complication without mentions of misadventure at the time of procedure (E878—E£879); accidents caused by

fire and flames (E880—E839); accidents due to natural and environmental factors (ES00-E909); accidents caused by submersion, suffocation, and foreign bodies (E910-E915); late effects of
accidental injury (E929); injury undetermined whether accidental or purposely inflicted (E980-E989); and injury resuiting from operations of war (E990-£9389).

where delay would be harmful to the
patient.

Cause of injury

The causes of injury for ADR ED
visits are shown in table 5. Up to three
external causes of injury are coded and
classified according to the International
Classification of Diseases, 9th Revision,
Clinical Modification (ICD-9-CM) (2).
The three cause-of-injury classifications
most often mentioned were ““homicide
and injury purposely inflicted,” ““motor
vehicle accidents,” and “adverse effects
of drugs, medicinal and biological
substances.” It is interesting to note that
although “homicide and injury
purposely inflicted” was the leading
cause of injury for ADR ED visits, it
represented the fifth leading cause of
injury classification for all other ED
visits (4.4 percent). “Homicide and
injury purposely inflicted” was also
significantly higher than the
corresponding category of all other ED

visits. “Assault” and “fight, brawl,
rape” and “striking” accounted for most
of the homicide and purposely inflicted
injuries.

“ Accidental poisoning by drugs,
medicinal and biological substances”
accounted for about 12 percent of the
ADR ED visits. Seventy-six percent of
all “suicide and self-inflicted injuries™
and 71 percent of visits for “adverse
effects of drugs, medicinal and
biological substances” were alcohol and
drug related (figure 4). The likelihood of
having injuries caused by “assaults,”
“fight, brawl, rape,” “accidental
poisoning,” or “suicide” was greater for
ADR ED visits than for all other ED
visits.

Reason for visit

The patient’s principal reason for
visit is coded and classified according to
A Reason for Visit Classification for
Ambulatory Care (RVC) (3). The RVC
is divided into eight modules or groups

of reasons as shown in table 6. Up to
three reasons for visit are coded in item
11 of the Patient Record form. The
patient’s complaint(s), symptom(s), or
other reason(s) for this visit is recorded
in the “patient’s own words.”

The symptom module accounted for
more than half of the visits with
“general symptoms.” “Symptoms
referable to psychological/mental
disorders,” “symptoms referable to the
digestive system,” and “symptoms
referable to the nervous system” each
accounted for 8-10 percent of the ED
visits. There were significantly more
ADR ED visits classified as “symptom
referable to psychological/mental
disorders™ (9.1 percent) than those
classified under “all other” ED visits
(1.2 percent). The treatment module
accounted for 4 percent of the ADR ED
visits and was also significantly higher
than treatment for all other ED visits.

Thirty-four percent of ADR ED
visits were classified in the injuries
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Suicide and self-
inflicted injury

Adverse effects of drugs,
and medicinal and
biological substances in
therapeutic use

Accidental poisoning
Homicide and injury
purposely infiicted
by other persons
Motor vehicle
accidents

Accidental falls

40 60 80
Percent

Figure 4. Percent of alcohol- or drug-related emergency department visits by external

cause of injury: United States, 1992

and adverse effects module and the
majority of these were subclassified as
injury by type and/or location. ADR ED
visits for “poisoning and adverse
effects” (11.0 percent) were higher than
all other ED visits (0.4 percent).

The 15 most frequently mentioned
principal reasons for visit are presented
in table 7. The most frequently reported
reason for visit was “adverse effect of
drug abuse” (6.4 percent) and these

visits were significantly more than those
classified under all other ED visits
(0.1 percent). “Abdominal pain,” “
pain,” and “violence” were also
prominent reasons for visit, each making
up about 3 percent of the ADR ED
visits. The percent of ADR ED visits
with a reported reason of ‘“violence”
was more than seven times that for all
other ED visits. The percent of ADR ED
visits classified under “other symptoms

chest

or problems relating to psychological
and mental disorders” (2.2 percent) was
five times greater than for all other ED
visits.

Principal diagnosis

The principal diagnosis or problem
associated with the patient’s most
important reason for visit and any other
significant current diagnoses are
rendered by the provider and recorded
in item 12 of the Patient Record form.
Up to three diagnoses are coded and
classified according to the ICD-9-CM
).

Table 8 shows the ADR ED visits
using the major disease categories
specified by the ICD-9-CM. Injury and
poisoning accounted for the majority
(42.6 percent) of the visits, which is
significantly higher than the same
category in all other ED visits
(32.3 percent). Mental disorders were
reported in about a fourth of visits,
which is much greater than all other ED
visits (1.7 percent). Symptoms, signs,
and ill-defined conditions comprised
10.1 percent of ADR ED visits.

Table 9 shows the 15 principal
diagnoses most frequenily rendered by
providers. Nondependent abuse of drugs
was the most common diagnosis,

Table 6. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by the patient’s

principal reason for visit: United States, 1992

ADR ED visits®® All other ED visits®
Number Standard Standard Standard
of visits error Parcent arror of Percent orror of
Principal reason for visit and RVC code’ in thousands in thousands distribution percent distribution percent

ADRED Visits®® . . . .. e e 4,122 276 100.0 100.0
Symptommodule .. ... .. i e S001-5999 2,190 174 83.1 20 72.2 0.6
Generalsymptoms. . ... ..ottt ieie... S001-S099 408 54 9.9 1.1 15.4 0.3
Symptoms referable to psychological/mental disorders. . . S100-S199 375 66 9.1 1.3 1.2 0.1

Symptoms referable to the nervous system

(excludingsense organs) . . v . v v ittt e e i e $200-S259 320 45 7.8 1.0 59 0.2
Symptoms referable to the digestive system . . .. ... .. S500-S639 370 50 9.0 1.1 1.7 0.3
Symptoms referable to the musculoskeletal system. . . . . $900-5999 338 41 8.2 1.0 15.2 04
Diseasemodule . .. ........viiiiiin e D001-D999 143 33 35 0.8 3.1 0.2
Diagnostic/screening and preventive module. . . .. ....... X100-599 60 14 1.5 0.4 0.8 0.1
Treatmentmodule .. ............c.cccieuunnnn.. T100-T899 165 25 4.0 0.7 2.6 0.1
Injuries and adverse effectsmodule . . . . ... ... ...... J001-J999 1,436 i21 348 1.7 19.6 0.6
Injury bytype andforlocation . .. ................ JOO1-J799 607 68 14.7 1.4 16.8 0.5
Injury, NOS . .. .. .. it i i e J800-J899 375 51 9.1 14 25 0.2
Poisoning and adverseeffects .................. JO00—J999 455 51 11.0 1.0 0.4 0.1
Testresultsmodule . .. ..........c ... R100-R700 *10 8 *0.2 0.2 0.2 0.0
Administrative module . ............ .. ... .. ..., A100-A140 *25 11 *0.6 0.3 0.1 0.0
Othert. .. o e e e U990-U999 94 23 23 0.6 1.3 0.2

Based on A Reason for Visit Classification for Ambulatory Care (RVC), Vital Health Stat 2(78). 1979,

2ADR is alcohol related or drug related.
D is emergency department.

“Includes problems and complaints not elsewhere classified, entrias of “none,” blanks, and illegible entries.
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Table 7. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by the 15
principal reasons for visit most frequently mentioned by patients: United States, 1992

ADR ED visits*® All other ED visits®
Number Standard Standard Standard
of visits error Percent error of Percent error of
Principal reason for visit and RVC code' in thousands in thousands distribution percent distribution percent
ADRED Visits®® . .. .. i e 4,122 276 100.0 100.0
Adverse effect of drugabuse . . . .. ................. J910 262 37 6.4 08 *0.1 0.0
Abdominal pain, cramps, spasms, NOS. .............. 8545 150 27 3.6 0.7 5.6 0.2
Chest pain and related symptoms (not referable to a specific
bodysystem) . ........ ... ... ... .. .. ..., S050 150 26 3.6 0.6 52 0.2
Violence, NOS. . . . ..... ... ... ... .. iiui.n.. J815 123 30 3.0 0.7 0.4 0.0
Convulsions . . . ......... .. ..., S§205 110 29 2.7 0.7 08 0.1
Unconsciousonarrival . . . ....................... J840 102 24 25 0.6 0.6 0.1
Accidentalpoisoning. . . ........... ... ... ..., JS00 101 19 24 0.5 0.2 0.0
Depression. . . ... .. it e S$110 *a8 49 *2.4 1.2 04 0.0
Lacerations and cuts: facialarea . . ................. J210 96 21 2.3 0.5 1.6 0.1
Head, neck, and face injury; type unspecified. . . .. ....... J505 94 18 2.3 0.4 11 0.1
Other symptoms or problems relating to psychological and
mental disorders, NEC. . .. ......... oo, 8165 89 21 22 0.5 0.4 0.0
Headache .. ........... .. .. .. ... ... ... S210 83 19 20 0.5 29 0.2
Vomiting . . ... .o e e e $530 80 23 20 0.5 21 0.2
Skinrash. .. . ... ... . i e e, S$860 76 16 1.8 0.4 1.4 0.1
Vertigo—dizziness. . . ... ......... .. ... ..., S225 75 18 1.8 0.5 1.2 0.1

"Basad on A Reason for Visit Classification for Ambulatory Care (RVC), Vital Health Stat 2(78). 1979.

2ADR is alcohol related and/or drug related.
%EDis emergency department.

Table 8. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by the principal
diagnoses recorded by hospital staff: United States, 1992

ADR ED visits™3 All other ED visits®
Number of Standard Standard Standard
visits error Percent error of Percent error of
Principal diagnosis and ICD-9—CM code' in thousands in thousands distribution percent distribution percent
ADREDVisits™. . . .. .. 4,122 276 100.0 100.0
Infectious and parasiticdisease . .................. 001-139 *44 19 *1.1 0.5 3.6 0.2
Mentaldisorders . . ................... ... .... 290-319 952 102 23.1 1.6 1.7 0.1
Diseases of the nervous system and sense organs. . . . .. . 320-389 81 24 2.0 0.6 6.9 0.3
Diseases of the circulatory system . . . . ............. 390-459 90 18 2.2 0.4 4.4 0.2
Diseases of the respiratory system . . . .............. 460-519 108 22 2.6 0.5 12.6 0.5
Diseases of the digestive system . . . .. ... .......... 520-579 206 36 50 0.8 6.1 0.2
Diseases of the genitourinary system . .. ............ 580-629 34 10 0.8 0.2 4.4 0.2
Diseases of the skin and subcutaneous tissue . . ... ..... 680-709 56 14 1.3 0.4 3.0 0.2
Diseases of the musculoskeletal system and connective
HSSUB. « . v ot e e e e e e 710-739 87 23 2.1 0.6 4.3 0.2
Symptoms, signs, and ill-defined conditions . . . . ........ 780-799 418 46 10.1 1.0 1.7 0.3
Infuryandpoisoning . ... .......... .. ... 800-999 1,757 132 42.6 2.1 32.3 0.7
Supplementary classification. . . .. ................ Vvo1-va2 106 17 26 0.4 3.4 0.2
Allotherdiagnoses® . .. ....... ...t 68 19 16 0.5 2.9 0.1
Unknown®. . .. 115 21 2.8 0.5 25 0.2

Based on the Intemational Classffication of Diseases, 9th Revision, Clinical Modification (ICD-9-CM).

2ADR is alcohol related andfor drug related.
%ED is emergency department.

“inciudes neoplasms (140-239); endocsine, nutritional and metabolic diseases and immunity disorders (240-279); diseases of the blood and blood-forming organs (280-289); complications of
pregnancy, childbirth, and the puerperium (630-676); congenital anomalies (740-759); and certain conditions originating in the perinatal period (760-779).
SIncludes blank diagnoses, uncodable diagnoses, and illegible diagnoses.

accounting for 8.2 percent of principal
diagnoses. Other frequently mentioned
diagnoses included certain adverse
effects, poisoning, alcohol dependence
syndrome, other open wound of head,
and general symptoms. Neurotic
disorders were represented in
significantly more ADR ED visits than
in all other ED visits.

Diagnostic and screening
services

Diagnostic and screening services
ordered or provided by hospital staff for
ADR ED visits are shown in table 10.
At least one diagnostic/screening service
was reported in 94.6 percent of the
visits.

Blood pressure was the most
frequently reported diagnostic and/or
screening service, followed by other
blood tests. EKG, urinalysis, chest x ray
and mental status exam were each
mentioned in about 20 percent of the
ADR visits. Except for x rays of the
extremities, patients for ADR ED visits
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Table 9. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by the 15
principal diagnoses most frequently recorded by hospital staff: United States, 1992
ADR ED visits™® All other ED visits®
Number of Standard Standard Standard
visits ermror Percont orror of Pesrcent eorror of
Principal diagnosis and ICD-8-CM coda’ in thousands in thousands distribution percent distribution percent

ADREDVISS® .. . i i e e 4,122 276 100.0 e 1000
Nondependent abuseofdrugs .. ................... 305 339 47 8.2 1.0 *0.0 0.0
Certainadverseeffects NEC. .. .............. ... ... 995 225 32 585 0.9 0.6 0.1
Poisoning by other and unspecific drugs and medicinal

SUDSHANESS. « v v i i it i e i sttt e 977 208 40 5.0 0.9 *0.1 0.0
Alcohol dependencesyndrome .. ............ ... 303 191 26 4.6 0.6 - -
Otheropenwoundofhead. . . ..................... 873 155 28 3.8 0.6 28 0.1
General SymptomS. . . . . v ittt e e 780 138 31 33 0.7 26 0.1
Contusion of lower limb and of other and unspecified sites . . . . 924 *39 38 *2.4 0.9 20 0.1
Symptoms involving respiratory abnormalities . . .. ........ 786 96 24 23 0.6 30 0.2
Depressive disorder NEC. . .. . ......coivvivnvnn 311 *35 48 *2.3 1.2 0.2 0.0
Intercranial injury of other and unspecified nature. . . . ...... 854 95 19 23 0.5 0.6 0.1
Poisoning by analgesic, antipyretics, and antireheumatics. . . . . 965 95 22 23 0.5 *0.0 0.0
Neurcticdisorder. . . . ..o ciie i ennnrennnn 300 74 16 1.8 0.4 0.6 0.1
Other symptoms involving abdomen andpelvis . . .. ....... 789 59 16 1.4 04 27 0.1
Gastritisandduodenitis. . . .........oiii it 535 56 14 14 04 05 0.1
Open wound of other and unspecified sites, except limbs. . . . . 879 54 15 13 04 1.4 0.1

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

2ADR is alcohof related and/or drug related.
%EDis emergency department.

Table 10. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by diagnostic

and screening services ordered or provided: United States, 1992

ADR ED visits®® All other ED visits®
Number of Standard Standard Standard
visits orror Peorcort oiror of Percont orror of
Diagnostic and screening and services' in thousands in thousands distribution percent distribution percent

ADREDVWISIE® .. ... it 4,122 276 100.0 A 100.0 .
T 221 29 54 0.8 124 0.7
Blood pressure . . . . o v vttt ittt e 3,468 266 B84.1 17 73.2 13
Otherbloodtest .. ............ .. it iiiiiianas 2,018 168 48.0 21 27.8 0.6
1 879 78 213 1.6 12.8 0.4
Urinalysis . ... iiniiiiiiii ittt 854 80 20.7 14 14.9 0.4
ChestXray ......ciniininiininenroeencasnnnnns 811 83 19.7 1.4 16.7 0.4
Mentalstatusexam . .. .. ...... .00ttt eaans 772 103 18.7 2.0 53 0.9
Other diagnosticimaging. . . .. ... ..ot 565 64 137 1.4 10.3 04
Extromify xray . . . . ..o .ottt i i st i e e 562 66 13.6 1.2 16.1 0.4
CTscan™RE. . .. i ittt i it iieieeieeaennnn 236 40 5.7 09 22 0.2
HIVSerology® . . oo o ie e et i i it ci i *41 14 *1.0 0.3 0.3 0.1
0 13T 822 109 19.9 23 19.7 1.3

INumbers may not add to totals because more than one service may be reported per visit
2ADR is akcohol related and/or drug relatad.

%EDis emergency department.

*EKG is electrocardiogram.

ScTis computerized tomography and MRI is magnetic resonance imaging.

SHIV is human immunodeficiency virus.

were more likely to receive any of these
diagnostic services or tests than were
patients for all other ED visits. This was
especially true for other blood tests and

other ED visits.

times more likely to receive mental
status exams than were patients for all

mental status exams. As expected, Procedures
“other blood test” was performed at
twice the rate for ADR visits compared More than half of the ADR ED

with all other ED visits. However,
patients from ADR ED visits were three

visits were administered at least one
procedure (table 11). The most

frequently reported procedures were
intravenous fluids, wound care, other,
and nasogastric tube/gastric lavage. In
comparison with all other ED visits,
ADR ED visits had a greater likelihood
of having nasogastric tube/gastric lavage
administered. Compared with all other
ED visits, ADR ED visits were also
more likely to include intravenous
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Table 11. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by procedures
provided: United States, 1992

ADR ED visits*® All other ED visits®

Number of Standard Standard Standard

. visits arror Percent error of Parcent arror of

Procedures in thousands in thousands distribution percent distribution percent

ADRED Visits®™ . . . .. . e 4,122 276 100.0 100.0

NONE . . . e e 1,954 149 47.4 1.8 58.2 0.8
Intravenous fluids . . . ... ... ... ... e 1,145 91 278 1.7 13.8 0.4
Woundecare. .. ........ it i i 721 89 17.5 1.8 12.6 0.4
Nasogastric tube/gastriclavage. . . . .. .. ............... 320 45 7.8 1.1 0.7 0.1
Bladdercatheter . . . . ...... ... i i 186 36 4.5 0.8 25 0.1
Orthopediccare ... ........c.iumi i inoneenns 177 28 4.3 0.7 8.0 0.3
Eye/ENT care® . . ... . it e 83 21 2.0 05 2.8 0.2
Endotracheal intubation . .................. ... ..., *31 12 *0.8 0.3 0.4 0.0
Other . ot e e 347 59 8.4 0.0 8.0 0.0

"Numbers may not add to totals because more than one procedure may be reported per visit.
2ADR is alcohol related andfor drug related.

%EDis emergency department.

“ENT is ear, nose, and throat.

Sincludes GPR (cardiopulmonary resuscitation), lumbar puncture, and other.

Table 12. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by medication
therapy and number of medications prescribed or provided: United States, 1992

ADR ED visits®® All other ED visits®
Number of Standard Standard Standard
visits error Percont error of Percent error of
Medication therapy’ in thousands in thousands distribution percent distribution percent
ADREDVisits® . . . ... ... i 4,122 276 100.0 100.0
Drug visits® . .. .. ... 2,627 177 63.7 25 69.4 0.8
Visits without mention of medication . . . .. ... ............ 1,495 159 36.3 25 306 0.8
Number of medications prescribed or provided
11 1,109 88 26.9 1.7 32.9 0.5
L« 755 72 18.3 15 21.1 0.5
11T 351 51 8.5 1.1 9.0 0.3
o 212 32 5.1 Q.7 3.5 0.2
17 200 29 4.8 0.7 29 0.2

Tincludes prescription drugs, over-the-counter preparations, Immunizing agents, and desensitizing agents.
'ADR is alcohol related and/for drug related.

%EDis emergency department.

“Visits at which one or more drugs were provided or prescribed by the heaith care provider.

fluids, wound care, and/or bladder Because there may be multiple percent of mentions for ADR ED visits

catheter procedures.

Drug mentions

The majority of ADR ED visits
included medication therapy. One
medication was administered during
26.9 percent of the visits and two
medications were administered during
18.3 percent of the visits (table 12). In
about 10 percent of the ADR ED visits,
four or five medications were
administered to patients, which was
higher than what was administered in all
other ED visits.

medications per visit, the total number
of drug mentions may exceed the total
number of visits. “Drug mentions” refer
to the total number of medications listed
in item 17 of the Patient Record form.
There were 5.5 million drug mentions
for ADR ED visits. This averages to 2.1
drug mentions per drug visit. “Drug
visit” refers to visits with at least one
drug prescribed or provided.

The number of drug mentions by
therapeutic classification is shown in
table 13. The classification system used
was adapted from the therapeutic
categories in the National Drug Code
Directory (NDC) (4). The largest

were drugs used for relief of pain.
Metabolic and nutrient agents were
administered more often in ADR ED
visits than in all other ED visits.
Seventy-five percent of all antidotes
were administered during ADR ED
visits, representing 4.7 percent of these
visits and significantly more than all
other ED visits (0.1 percent). Metabolic
and nutrient agents were also
administered for ADR ED visits more
often than to all other ED visits.

The 15 most frequently used
generic substances in drugs mentioned
for ADR ED visits are shown in
table 14. The most frequently
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Table 13. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by therapeutic
classification of drug mentions: United States, 1992

ADR ED visits*? All other ED visits®
Number of Standard Standard Standard
visits error Percont ermror of Percont error of
Therapeutic classification’ in thousands in thousands distribution percant distribution percent

ADRED mentions®. .. .. ... ..ttt 5,518 406 100.0 100.0
Drugs used for reliefofpain. . . . .......... ... ... ... 1,111 115 20.1 1.7 30.3 0.5
Gastrointestinalagents . . . . ...... ... . i oL, 557 74 10.1 1.1 45 0.2
Antimicrobialagents. . . ... ... . ..o i i 545 57 9.9 0.9 17.0 0.4
Psychopharmacologicaldrugs. . . . . ........... . ... 518 59 9.4 0.9 48 0.2
Metabolic and nutrientagents . . .. ........... .. ... ... 466 53 84 0.9 1.7 0.1
Respiratory tractdrugs . . . . .. .. . il 432 60 7.8 0.9 1.5 04
Neurologicdrugs. . . .. .. vttt it i it . 268 38 49 0.7 22 0.1
Cardiovascular-renal drugs. . . . . .« oot i vttt it e 268 46 49 0.8 6.5 0.3
Anfidotes. . . . .. ittt i e i e i i e 261 44 4.7 0.8 0.1 0.0
Immunologicagents. . .. ... ...ttt i e 237 40 4.3 0.7 3.1 0.2
Anesthetics . . ... ....0 ittt iiiee e 130 30 24 0.5 23 0.1
Skinfmucousmembrane . . ... ... it e e 122 24 22 04 35 0.2
Hormonesandrelatedagents. ... .................... 105 21 1.9 0.4 3.1 0.2
Hematologicagents . .. .. ......... ... .o 102 22 1.9 04 1.0 0.1
Otherandunclassified*. . . . . ......... ... ... ... ... 394 48 7.1 0.7 8.4 0.3

Based on the standard drug classification used in the National Drug Code Directory, 1985 edition.

2ADR is alcohol related and/or drug related.
*EDis emergency department.

“Inciudes radiopharmaceuticals/contrast media, oncolytics, otologics, antiparasitics, ophthalmics, and unclassified/miscellaneous drugs.

Table 14. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments of drug men-
tions for the 15 most frequently used generic substances: United States, 1992

ADR ED visits*® All other ED visits®
Number of Standard Standard Standard
visits enor Percont ovror of Percent arror of
Generic substance’ in thousands in thousands distribution percent distribution porcont

ADREDmentions®®. . . ... ... ... .. i, 5,518 406 100.0 100.0
Acetaminophen. . . . .. .. ...ttt it ittt 258 38 47 0.6 7.4 0.4
Thiamine. « o v v vttt it ettt teee e st anaeaaeanasns 242 32 4.4 0.6 0.1 0.0
Ibuprofen. . . .. .ottt i it et e e e 209 37 3.8 0.7 58 0.2
Diphenhydramine. . . .. .. .. oiv ittt ittt iiaannns 185 30 34 0.5 1.5 0.1
Ketorolac. . . - v o i i r ettt i e e e, 162 25 28 0.5 2.5 0.2
Charcoal. . . oo vttt it et e e 138 26 25 0.5 *0.0 0.0
Meperiding. . . . ...ttt it iiaiaanannanns 127 26 23 0.5 2.4 0.1
Phenytoin . . ... ittt ittt i e e e it 114 25 241 0.5 0.4 0.0
Magnesiumeceathartics. . . .. .. .. ... i i i 109 20 2.0 0.4 0.1 0.0
LR e 1T 88 23 1.6 0.4 1.5 0.1
Totanustoxoid . .. ... ittt i i i et e 83 21 1.5 04 0.8 0.1
Lo - T 82 22 15 04 1.4 0.1
Hydroxyzine. . . . . . oo i i it ittt it i iinnnsnnnennn 80 20 14 04 1.6 0.1
NaloXone. v v vttt i i it it r e 79 18 1.4 0.3 0.0 0.0
Cephalexin. . . . ... .oiiii it it ean 77 23 *1.4 0.4 1.4 0.1
1Frequen(:y of mention combines single-ingredient agents with mentions of the agent as an ingredient in & combination drug.
2ADR is alcohol related and/or drug relsted.
%Dis emergency department.
mentioned generic substances listed as and Benadryl were the three drugs most ~ Disposition

an ingredient were acetaminophen,
thiamine, ibuprofen, and
diphenhydramine.

The 15 most frequently mentioned
medications according to the entry name
of the drug (the actual name written on
the Patient Record form by the health
care provider), whether brand name,
generic name, or therapeutic effect, are
shown in table 15. Tylenol, thiamine,

frequently provided or prescribed during
ADR ED visits. However, thiamine,
charcoal, Dilantin, and charcoal
activated with sorbitol are more likely
administered for ADR ED visits than for
all other ED visits. Medications not
shown in table 15—like Ipecac, Valium,
magnesium sulfate, and Ancef—were
also more likely to be administered for
ADR ED visits.

The most frequent dispositions of
ADR ED visits are displayed in
table 16. Thirty-five percent of the ADR
ED visits were “referred to other
physicians or clinic,” followed by
“return to ED PRN.” “Transfer to other
facility” was the disposition for
5.9 percent of the ADR ED visits, which
was significantly higher than those for
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Table 15. Number, percent distribution, and corresponding standard errors of alcohol and drug-related visits to hospital emergency
departments of drug mentions for the 15 drugs most frequently provided or prescribed: United States, 1992

Number of Standard Standard Standard
drug mentions error Percent error of Therapeutic Percent error of
Entry name of drug’ in thousands in thousands  distribution percent classification” distribution percent

ADR ED mentions® . .......... 5,518 406 100.0 100.0
Tylenol . .. ................ 247 37 4.5 0.6 Analgesic 7.2 0.3
Thiamine. .. ............... 238 32 43 0.6 Vitamin/mineral *0.1 0.0
Benadryl . .. ............... 185 30 34 0.5 Antihistamine 1.5 0.1
Toradol. .................. 152 25 28 0.5 Antiarthritic agent 2.5 0.2
Mofrin. . .................. 139 33 25 0.6 Antiarthritic agent 3.1 0.2
Charcoal . .. ............... 128 26 23 0.5 Gastrointestinal agent *0.0 0.0
Demerol .................. 126 26 23 0.5 Analgesic 24 0.1
Dilantin. .................. 113 25 241 0.5 Anticonvulsant agent 0.4 0.0
Charcoal, activated with sorbitol. . . . 106 29 1.9 0.5 Antidote *0.0 0.0
Tylenolno.3 ............... 94 25 1.7 0.5 Analgesic 2.1 0.2
Tetanus toxoid .............. 83 21 15 0.4 Vaccine/antiserum 0.8 0.1
Diphtheria tetanus toxoids . . .. ... 82 21 15 0.4 Vaccine/antiserum 1.1 0.1
Oxygen. ........oviviinn. 82 22 15 0.4 Adjunct to anesthesia and analeptic 1.4 0.1
Narcan................... 79 18 14 0.3 Antidote 0.0 0.0
Phenergan. . ............... 75 21 1.4 0.4 Nasal decongestant 25 0.2

The entry made by the health care provider on the prescription or other medical records. This may be a trade name, generic name, or desired therapeutic effect.
2Based on the National Drug Code Directory, 1985 edition (NDC). In cases where a drug had more than one therapeutic uss, it was listed under the NDC primary classification.
SADR is alcohol related and/or drug related and ED is emergency department.

Table 16. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by disposition:

United States, 1992

ADR ED visits®® All other ED visits®
Number of Standard Standard Standard
visits error Percent error of Percent error of
Disposition’ in thousands in thousands distribution percent distribution percent
ADREDWisits®™ .. ... ... ... ... 4,122 276 100.0 100.0
Refer to other physician/clinic . . . . .................... 1,436 115 348 2.2 37.1 1.4
Retunto EDPRN® . .. ........................... 823 94 20.0 22 252 1.4
Admittohospital . ... ..... ... .. ... . ... ... ... 806 116 19.6 23 13.2 0.4
Returntoreferingphysician. . . ... .............. . .... 599 77 145 1.7 215 14
Other. ... i e e e 384 78 9.3 1.7 4.9 0.6
Transfertootherfacility. . . . ........................ 241 40 5.9 0.9 1.0 0.1
Returnto ED-appointment . . . ... .................... 206 a5 5.0 1.4 4.8 0.4
Nofollow-upplanned . ... .....................0u... 156 23 3.8 0.6 6.1 0.6
L AMAS L 149 30 3.6 0.7 1.0 0.1
DOAMdied inED®. ... ... .. .. ... ... *3 3 *0.1 0.1 0.3 0.0

"Numbers may not add to totals because more than one disposition may be reported per visit.

2ADR is aleohol related and/or drug refated.
*eDis emergency department.

“PRN is as needed.

SAMA is against medical advice.

®DOA is dead on arrival.

all other ED visits (1.0 percent). It
should be noted that “transfer to other
facility” includes not only other medical
facilities but also to other institutions
such as jails. The percent of visits
resulting in a disposition of “admit to
hospital” was 19.6 percent for ADR ED
visits, compared with 13.2 percent for
all other ED visits. Dispositions of
“other” and “left against medical
advice” were

significantly more for ADR ED visits
compared with all other ED visits.

Expected source of payment

The expected sources of payment
most often mentioned were “patient
paid,” “private/commercial” insurance,
and Medicaid (table 17). “Patient paid”
was considerably higher for ADR ED
visits than for all other ED visits.
“Other” forms of payment were also

higher for ADR ED visits compared
with all other ED visits. Medicare was
recorded as the source of payment in
10 percent of the ADR ED visits and
“other government” insurance and
“HMO/other prepaid” were each
mentioned about 4 percent of the time.
Readers should note that 1)
providers were asked to check all of the
applicable payment categories for item 8
on the Patient Record form, resulting in
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Table 17. Number, percent distribution, and corresponding standard errors of visits to hospital emergency depariments by patient’s
expected sources of payment: United States, 1992
ADR ED visits®® All other ED visits®
Number of Standard Standard Standard
visits error Percent error of Percent error of
Expectad sources of payment’ in thousands in thousands distribution percent distribution percent
ADREDVISE®® . . ... ittt i e 4,122 276 100.0 100.0
Patient paid - - . . .ot e 1,078 118 26.1 22 13.2 0.6
Privatefcommercial. . . . .. . .. .. i it i i 1,024 97 248 2.0 365 1.1
MOUICAI . « o oo v e ei e ie ettt e e e 833 98 226 1.6 22.7 1.4
L7 1 e 413 60 10.0 1.4 6.7 0.5
MOOICAIB. « o v oot teieeee e cserenanceananennn 412 44 10.0 1.1 15.4 0.5
HMO/otherprepaid. . . . .. ... oottt i i e 200 48 438 1.2 7.4 0.8
Othergovernment . . .. ... ...cuinirneienennnnonnn 181 31 44 0.8 45 0.5
UnKROWN. & i ot ittt i ettt et s enesacsoasasnssons 78 17 1.9 0.4 1.7 0.3
NOCHAIGE « v v e v vt e teeieeneeeeiaenesaanaeaannas *55 26 *1.3 07 *0.8 04

"Numbers may not add to totals because more than one expected source of payment may be reported per visit.
2ADR is alcohol and drug refated.

%EDis emergency depastment.

Table 18. Number, percent distribution, and corresponding standard errors of visits to hospital emergency departments by type of health
care provider and region: United States, 1992

ADR ED visits'*? All other ED visits®
Number of Standard Standard Standard
visits error Percent emor of Percent eior of
Health care provider and region in thousands in thousands distribution porcent distribution percont
ADREDVISIE™ . . ittt e it 4,122 276 100.0 100.0
Health care providers seen’
Registered nUrSO. . . . . v . it v i v it cnnnennnacannnns 3,609 267 87.6 1.9 82.9 15
Staffphysician . .. ..... ..o il 3,492 242 84.7 2.1 82.4 1.6
Resident/intem . . ... ... ...cctitienenenannacannns 740 120 17.9 2.8 13.5 15
NUSE'S AIdB. + .« v vttt e et s et eneeraacsanacaseans 429 82 104 2.0 9.4 1.3
Otherphysician. . . . .. ... ... it 424 63 103 1.6 11.8 1.4
Liconsed practical nUMS8 . . . . ¢ vt v v o vt e s enaannnonnan 265 76 64 1.9 8.5 1.0
Nursepractitioner . ... ......... ...t iivernnn *79 33 *1.9 0.8 1.9 0.5
Physicianassistant. . . . .. ... ..... 0 i it il *78 27 *1.9 0.7 2.0 0.4
Geographic region
Midwest . .. ottt i i et i i i e et 1,217 187 290.5 3.7 28.7 1.9
£ 0T 11 7 1,080 134 26.2 3.0 33.2 1.8
Wast ... i i ettt e 1,036 133 25.1 3.0 19.2 15
Northeast .. ......0 ittt ittt eiaeennnnnas 789 84 19.1 22 18.9 1.2

1ADR is aloohol related and/or drug related.
"’EDisemergoncydepamnem.
3Numbersmaynotaddtototalsbacausemoremanoneproﬁdermaybeseenandreponodpervisit.

multiple payment sources for each visit,
and 2) the “patient paid” category
includes the patient’s contribution
toward “co-payments” and
“deductibles.”

Health providers

The distribution of ADR ED visits
by the health care provider seen by the
patient is presented in table 18.
Registered nurses and staff physicians

visits. Physician assistants and nurse
practitioners were seen the least with
fewer than 2 percent of the visits each.

Geographic region

ADR ED visits differ by geographic
region (table 18). Visits in the Midwest
were significantly higher than visits in
the Northeast. The percent distribution
of ADR ED visits for the South

there was no significant difference
between percent distributions of ADR
ED visits and all other ED visits.
Additional reports that utilize 1992
NHAMCS data will be published.
Survey data will also be available on
computer tape at a nominal cost from
the National Technical Information
Service in the summer of 1994.
Questions regarding this report, future
reports, or the NHAMCS, may be

accounted for the majority of these (26.2 percent) was less than its percent directed to the Ambulatory Care
health care providers. Residents and distribution of non-ADR ED visits Statistics Branch by calling

interns were seen in 17.9 percent of the

(33.2 percent). For all other regions,

(301) 436-7132.
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Technical notes

Source of data and sample
design

The information presented in this
report is based on data collected in the
National Hospital Ambulatory Medical
Care Survey (NHAMCS) from
December 2, 1991 through December
27, 1992. The target universe of
NHAMCS includes visits made in the
United States by patients to emergency
departments (ED’s) and outpatient
departments (OPD’s) of non-Federal,
short-stay or general hospitals.
Telephone contacts are excluded. The
data were adjusted to produce annual
estimates.

NHAMCS utilizes a multistage
probability sample design that involves
samples of primary sampling units
(PSU’s), hospitals with ED’s and/or
OPD’s within PSU’s, ED’s within
hospitals and/or clinics within OPD’s,
and patient visits within ED’s and/or
clinics. For 1992, a sample of 524
non-Federal, short-stay and general
hospitals was selected from the SMG
Hospital Market Database. Of this
group, 474 hospitals were in scope, or
eligible to participate in the survey; and
437 of these sample hospitals had ED’s.
The hospital response rate for the 1992
NHAMCS was 93 percent. Hospital staff
were asked to complete Patient Record
forms (figure 1) for a systematic random
sample of patient visits occurring during
a randomly assigned 4-week reporting
period. Responding ED’s completed
36,271 Patient Record forms.

Characteristics of the hospital, such
as ownership and expected number of
ED visits, were obtained from the
hospital administrator during an
induction interview. The U.S. Bureau of
the Census, Housing Surveys Branch,
was responsible for the survey’s data
collection. Data processing operations
and medical coding were performed by
the National Center for Health Statistics,
Health Care Surveys Section, Research
Triangle Park, North Carolina.

Sampling errors

The standard error is primarily a
measure of the sampling variability that

occurs by chance when only a sample,
rather than an entire universe, is
surveyed. The standard error also
reflects part of the measurement error,
but does not measure any systematic
biases in the data. The chances are 95
out of 100 that an estimate from the
sample differs by less than twice the
standard error from the value that would
be obtained from a complete census.

The standard errors used in this
report were approximated using
SUDAAN software. SUDAAN
computes standard errors by using a
first-order Taylor approximation of the
deviation of estimates from their
expected values. A description of the
software and the approach it uses has
been published (5). Exact standard error
estimates were used in tests of
significance in this report. Standard
errors for all estimates are presented in
each table. Standard errors for rates can
be calculated using the relative standard
errors (RSE) for the number of visits
(i.e., multiply the rate by the RSE for
the estimate of interest).

Adjustments for hospital
nonresponse

Estimates from NHAMCS data
were adjusted to account for sample
hospitals that were in scope but did not
participate in the study. This adjustment
was calculated to minimize the impact
of nonresponse on final estimates by
imputing to nonresponding hospitals
data from visits to similar hospitals. For
this purpose, hospitals were judged
similar if they were in the same region,
ownership control group, and
metropolitan statistical area control

group.

Adjustments for ED and/or
clinic nonresponse

Estimates from NHAMCS data
were adjusted to account for ED’s and
sample clinics that were in scope but
did not participate in the study. This
adjustment was calculated to minimize
the impact of nonresponse on final
estimates by imputing to nonresponding
ED’s or clinics’ data from visits to
similar ED’s or clinics. For this purpose,
ED’s or clinics were judged similar if

they were in the same ED or clinic
group.

Test of significance and
rounding

The determination of statistical
inference is based on a two-sided z-test.
The Bonferroni inequality was used to
establish the critical value for
statistically significant differences (0.05
level of confidence). Terms relating to
differences such as ““higher than”
indicate that the differences are
statistically significant. A lack of
comment regarding the difference
between any two estimates does not
mean that the difference was tested and
found to be not significant.

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

Definition of terms

ADR diagnosis—An alcohol-related
and/or drug-related visit is defined by
one or more of the following diagnoses:
pellagra (ICD 265.2), alcoholic
psychoses (ICD 291), drug withdrawal
syndrome (ICD 292.0), acute alcoholic
intoxication (ICD 303.0), other and
unspecified alcoholic dependence (ICD
303.9), unspecified drug dependence
(ICD 304.0), alcohol abuse (ICD 305.0),
tobacco use disorder (ICD 305.1),
alcoholic cardiomyopathy (ICD 425.5),
acute alcoholic hepatitis (ICD 571.1),
alcoholic cirrhosis of liver (ICD 571.2),
other current conditions in the mother
classifiable elsewhere, but complicating
pregnancy, childbirth, or the puerperium:
drug dependence (ICD 648.3) and
mental disorders (ICD 648.4), suspected
damage to fetus from drugs (ICD
655.5), fetal alcohol syndrome (ICD
760.71), drug withdrawal syndrome in
newborn (ICD 779.5), poisoning by
opiates and related narcotics (ICD
965.0), poisoning by barbiturates JCD
967.0), toxic effects of alcohol,
unspecified (JCD 980.9), unspecified
adverse effect of drug, medicinal, and
biological substances (ICD 995.2),
alcoholism (JCD V011.3), renal dialysis
status (JCD V045.1), other unspecified
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dependence on machines (ICD V046),
and radiotherapy (ICD V058.1).

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

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

Emergency department—An
emergency department is a hospital
facility that provides unscheduled

Suggested citation

Nelson CR and Stussman BJ. Alcohol- and
drug-related visits to hospital emergency
departments: 1992 National Hospital
Ambulatory Medical Care Survey. Advance
data from vital and health statistics; no 251.
Hyattsville, Maryland: National Center for
Health Statistics. 1994.

outpatient services to patients whose
conditions require immediate care and is
staffed 24 hours a day. If an ED
provides emergency services in different
areas of the hospital, all these areas
were selected with certainty into the
sample. Off-site emergency departments
that are open less than 24 hours are
included if staffed by the hospital’s
emergency department.

Hospital—All hospitals with an
average length of stay for all patients of
less than 30 days (short-stay) or
hospitals whose specialty is general
(medical or surgical) or children’s
general, are included. Federal hospitals,
hospital units of institutions, and
hospitals with fewer than six beds
staffed for patient use are excluded.

Nonurgent—A visit is nonurgent if
the patient does not require attention
immediately or within a few hours.

Trade name disclaimer

The use of trade names is for identification
only and does not imply endorsement by the
Public Health Service, U.S. Department of
Health and Human Services.

Copyright Information

All material appearing in this report is in the
public domain and may be reproduced or
copied without permission; citation as to
source, however, is appreciated.

QOutpatient department—An
outpatient department is a hospital
facility that provides nonurgent
ambulatory medical care under the
supervision of a physician.

Patient—A patient is an individual,
not currently admitted to any health care
institution on the premises, who is
seeking personal health services.

Urgent/emergent—A visit is
urgent/emergent if the patient requires
immediate attention for an acute illness
or injury that threatens life or function
and where delay would be harmful to
the patient.

Visit—A visit is a direct, personal
exchange between a patient and a
physician or other health care provider
working under the physician’s
supervision, for the purpose of secking
care and receiving personal health
services.
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Hospitalizations for Injury and Poisoning
in the United States, 1991

by Margaret Jean Hall, Ph.D., and Maria F. Owings, Ph.D., Division of Health Care Statistics

Introduction

In 1991, approximately 2.8 million
Americans were hospitalized due to
injury or poisoning diagnoses (1), and
close to 150,000 persons died from
injuries (2). Apart from women giving
birth, injury was the leading cause of
hospital admissions for people younger
than 45 years of age (1) and the leading
cause of death in this same age group
(2). It has been estimated that one in
four Americans are injured annually, and
that injuries cost the United States more
than $100 billion per year due to lost
productivity and medical care (3).

Information on fatal injuries is
generally recorded on death certificates.
However, a nationwide system for
reporting information on nonfatal
injuries does not exist. Hospital
discharge data are valuable sources of
information on the injuries that require
hospitalization. Although these injuries
comprise only a small portion of injuries
as a whole, they are important to track
because they are the most costly in
terms of human suffering as well as
health care resource consumption.

A serious problem with hospital
data is the lack of complete information
on the causes of injury. Accurate and
reliable information regarding the
external causes of injury (E-codes) is
critical for planning, implementing, and
evaluating injury-control programs (4).
Such information also is required to
assess our country’s progress toward
achievement of the national health
objectives for the year 2000 that relate
to the reduction of injury morbidity and
injury control interventions (5,6).

Using information from the
National Hospital Discharge Survey
(NHDS), this paper describes the
characteristics of patients hospitalized
due to an injury or poisoning and
reports on the completeness of the
E—code information in the NHDS.
Persons treated in hospital emergency
rooms, outpatient departments, or
ambulatory care clinics who were not
admitted as inpatients are not included
in this paper.

The NHDS is a continuous
voluntary survey conducted by the
National Center for Health Statistics

since 1965. This survey is one of the
principal sources of information on
patients discharged from non-Federal,
short-stay hospitals in the United States.
In 1991, data for the survey were
abstracted from medical records of
approximately 274,000 sampled patients
discharged from a sample of 484
hospitals.

A three-stage, stratified sample
design has been used in the NHDS since
1988. A brief description of this design,
data collection procedures, and the
estimation process are in the Technical
notes of this report.

Up to seven diagnoses and four
procedures were coded for each
discharge in the survey. Coding of
diagnoses and procedures was
performed according to the International
Classification of Diseases, 9th Revision,
Clinical Modification (ICD-9-CM) (7).

For this paper injury and poisoning
diagnoses include all of the codes in
Chapter 17 of the ICD-9-CM, namely
codes 800-994, which have been termed
“true injuries” including trauma and
poisoning, and codes 995-999, which
have been termed “medical injuries”
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including adverse effects and
complications of medical care (8). This
paper will focus primarily on “true
injuries” although data for all categories
will be included in the tables.
Discharges with a first-listed injury or
poisoning diagnosis are the focus of this
report.

To interpret data and compare them
with available data from other sources
on short-stay hospital use, one must
become familiar with the definitions
used in NHDS. Definitions of the terms
in this report are in the Technical notes.

NHDS data indicate that, in 1991,
2.8 million patients were hospitalized
due to an injury or poisoning diagnosis.
These patients comprised 9 percent of
all hospital discharges in 1991 and were
in the hospital for a total of 19.1 million
days, which was 10 percent of all
patient days (table 1). These patients had
an average of 1.6 injury and poisoning
diagnoses. Sixty-seven percent had only
one injury and poisoning diagnosis,

19 percent had two, and 14 percent had
three or more such diagnoses (figure 1).
On average, patients with a first-listed
diagnosis of injury and poisoning spent
6.9 days in the hospital; the average
length of stay for patients with other
diagnoses was 6.4 days.

In addition to the 2.8 million
persons hospitalized primarily due to
their injury or poisoning, there were an
additional 1.5 million patients who had
at least one injury or poisoning
diagnosis, but were hospitalized
primarily for other conditions. Over
one-half of these patients had first-listed
diagnoses of diseases of the circulatory,

Figure 1. Discharges with first-listed injury
and poisoning diagnoses

Table 1. Selected measures of hospital utilization for patients discharged from short-stay

hospitals: United States, 1991

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

Injury and
All poisoning Patients with
Measure of hospital utilization patients patients other diagnoses
Number of discharges inthousands . . . . ... .. 31,098 2,768 28,330
Number of days of care in thousands . . . ... .. 199,089 19,138 179,961
Average length of stayindays . .. ......... 6.4 6.9 6.4

digestive, or musculoskeletal systems, or
neoplasms. These patients will not be
covered in this report since their injuries
were not the primary reason for their
hospitalization. According to Smith,
Langlois, and Buechner (8), who studied
hospital discharge data in Rhode Island,
these other injuries are usually minor,
are often associated with another
condition (for example, cancer), or even
may have occurred while the person was
in the hospital (for example, a fall
resulting in a hip fracture).

Highlights

® The overall hospitalization rate for
injury and poisoning diagnoses was
110.5 per 10,000 population, but it
ranged from 51.9 per 10,000 for
children under 15 to 279.6 per 10,000
for persons 65 years of age or older.

® The most common injury and
poisoning diagnosis was fractures
(37 percent).

® More than one-half of the group 65
years of age and over with injury and
poisoning diagnoses had
fractures—with most of these being
hip fractures.

® Males had higher hospital discharge
rates than females for intracranial
injuries, lacerations and open wounds,
dislocations, burns, and internal
injuries. Females had higher rates in
the poisoning and toxic effects
category.

® White and black persons had similar
overall hospital discharge rates for
injury and poisoning. But white
persons had higher rates of fractures
than black persons, and black persons
had higher rates of lacerations and
open wounds, burns, poisonings, and
internal injuries than white persons.

o Of the 15-44-year-olds, 18 percent
were in the self-pay category.

® Only 56 percent of the elderly were
discharged home. For the younger
age groups 8693 percent went home.

® Recording of the external causes of
injuries (E~codes) continues to be
incomplete. Only 44 percent of the
persons hospitalized for injury or
poisoning had one or more E-codes.

® Average lengths of stay for injury and
poisoning patients ranged from 3.2
days for poisoning patients to 12.3
days for burn patients.

Sex and race

Of the patients with first-listed
injury and poisoning diagnosis,

52 percent were male and 48 percent
female. Females used 53 percent of the
days of care in this category compared
with 47 percent for the males. The
average length of stay for males was 6.3
and for females it was 7.6 days. These
results are not surprising in view of the
fact that 44 percent of the female
discharges were over 65 compared with
21 percent of the male discharges.

The overall rate of injury and
poisoning for males and females did not
differ significantly (table 2). The rate of
fractures, the largest of the specific
categories of injury analyzed in this
study, also did not differ. There were
significant differences in some of the
smaller specific categories of injuries.
The rate for intracranial injuries was
significantly higher for males than for
females. For most age groups the rates
of intracranial injuries for males and
females were not significantly different,
but for 15-24-year-old males the rate
was significantly higher. The overall rate
for males was also significantly higher
than for females in the laceration and
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Table 2. Number, rate, and percent distribution of patients discharged from short-stay hospitals, by category of first-listed Injury and

poisoning diagnoses, sex, and race: United States, 1991

[Discharges from non-Federal hospitals. Excludes newborn infants. Diagnostic groupings and code number inclusions are based on the International Classification of

Diseases, Sth Revision, Clinical Modification (ICD-9-CM)]

1

Sex Race
Category of first-listed
diagnosis and ICD-9-CM code Total Male Female White Black All other Not stated
Number of patients discharged in thousands

Allinjury and POiSONING + » « v o v v v e e i et e n it mn e e 800999 2,768 1,437 1,331 1,834 324 85 525
Fractures. . . . . oo ot i it ittt it i e 800-829 1,034 481 553 726 86 28 195
Dislocation. . . . v oo ittt e e e 830-839 64 41 23 44 *7 * 1
Sprainsandstrains. . . . ... .. i e 840848 171 91 80 119 14 * 32
Intracranial injuries (excluding those with skull fracture) . . ... ... 850-854 180 106 74 108 17 *6 49
Internal injury of chest, abdomen, andpelvis. . . . ... ........ 860869 83 64 19 45 18 * 15
Lacerations, open wounds, injuries to blood vessels . . ... ... .. 870-904 193 137 56 102 48 *6 37
Late effects of injuries and poisoning . .................. 905-909 *8 * * *7 * * *
Superficial injuriesand contusions. - . .. ... ....... .. ... 910-924 88 40 47 63 *8 * 15
BUMS . . v vttt i i it e i e e s e 940949 52 36 16 29 " * 9
Otherinjury. . . ... v ottt ittt i aeanad 855-859,926-939,950-959 72 46 25 45 12 * 12
Poisoningandtoxiceffects. . .. ....... ... ... .. . L. 960-989 205 82 122 128 32 *8 36
Other effects of environmentalcauses. . . .. .............. 990994 18 14 * 11 * * *
Certain adverse effects not elsewhere specified . . . .. ........... 995 33 13 21 19 * * 9
Miscellaneous complications of surgical and medical care. . . . . . . 996-999 567 281 286 388 62 16 102

Rate of patients discharged per 10,000 population
Allinjury and poisoning . . . .« . oo it e i e e 800-999 110.5 118.2 103.2 87.5 105.0 84.2 .e-
L Lo 11T 800-829 41.3 39.6 42.9 34.6 28.0 275
Dislocation . « .« v v vt e e e 830-839 2.6 3.4 1.8 2.1 *2.1 *
Sprainsand strains. . . ... . it e 840-848 6.8 75 6.2 5.7 45 *5.3
Intracranial injuries (excluding those with skuli fracture) .. ... ... 850-854 7.2 8.7 57 5.1 5.5 *5.9
Internal injury of chest, abdomen, andpelvis. . . ............ 860-869 33 53 15 22 5.8 * .
Lacerations, open wounds, injuries to blood vessels . . ........ 870-904 7.7 113 4.4 4.9 15.6 6.2 .
Late effects of injury and poisoning. . . ... ... ... oL 905-909 *0.3 * * *0.3 * * .
Superficial injuriesandcontusions . . .............. ...\ 910-924 3.5 3.3 3.6 3.0 *2.6 * .
BUMS . . i ittt e et r et e 940-949 21 3.0 1.2 1.4 35 *
Otherinjury. .. . ... ..ot 855-859,926-939,950-959 29 3.8 2.0 2.2 3.8 *
Poisoningandtoxiceffects. . .. ......... .. ... .. L 960-989 8.2 6.7 95 6.1 105 *7.8 ‘e
Other effects of environmental causes. . .. ............... 990-994 0.7 1.1 * 05 * *
Ceortain adverse effects not elsewhere specified . . ... ........... 995 1.3 1.0 1.6 0.9 * * .
Miscellaneous complications of surgical and medical care. . ... .. 996-999 226 23.1 222 18.5 20.0 15.6 ..

Percent distribution

AlliNjury and poiSONING « « « < v v vt o v et nt i e s e e e seaa 800-999  100.0 100.0 100.0 100.0 100.0 100.0 100.0
Fractures. . . . oo ittt i it it et 800-829 37.4 335 416 38.6 26.7 32.7 3714
Dislocation. . . . ..o it i s e 830839 23 29 1.7 24 *2.0 * 24
Sprains and strains. . . . ..o . i it i e e 840848 6.2 6.4 6.0 6.5 4.3 63 6.2
Intracranial injuries (excluding those with skull fracture) ... ... .. 850854 6.5 7.4 5.5 59 5.2 *7.0 2.3
Internal injury of chest, abdomen, andpelvis. .. ............ 860-869 3.0 4.4 1.4 25 5.6 * 28
Lacerations, open wounds, injuries to blood vessels . . ........ 870-904 7.0 9.5 42 5.6 14.8 74 74
Late effocts of injury and poisoning. . .. ....... ..o L. 905-909 *0.3 * * *0.4 * * *
Superficial injuriesand contusions . . .. ................. 910-924 3.2 238 35 34 *2.4 * 28
= 0 940949 1.9 25 1.2 1.6 3.3 * 1.8
Otherinjury. .. . ... i 855-859,926-939,950-959 26 3.2 1.9 25 3.6 * 23
Poisoningandtoxiceffects. . . ... ......... ... .. ... 960989 7.4 57 9.2 7.0 10.0 *9.2 8.9
Other effects of environmentalcauses. . . . ............... 990-994 0.7 1.0 * 0.6 * * *
Certain adverse effects not elsewhere specified . . . .. .. ... .. ... 995 1.2 0.9 1.6 1.0 * * 1.7
Miscellaneous complications of surgical and medical care. . . . ... 996-939 20.5 19.5 21.5 211 18.0 185 194

INOTE: Rates for race categories may be underestimated because race was not reported for all discharged patients

open wound category. In three age
groups the differences were significant
by sex—the 15-24, 25-34, and the
35-44 age groups. Males also had
significantly higher rates than females
for dislocations, burns, internal injuries,
and other injury.

These results are consistent with
data that show the leading causes of

death for males in the young adult age
groups. Accidents, including motor
vehicle accidents, are a major cause of
death in these age groups, particularly
for males (2). In addition, Fingerhut (9)
reports high male rates of firearm deaths
for the 15-34-year-olds for each of the
years she studied (1985-90). Runyan
and Gerken (10) discuss several possible

reasons for these higher male rates,
including more driving by males, more
participation in high-risk sports (such as
football), and a greater tendency by
males to acquire weapons.

The only category in which females
had a significantly higher rate than
males was the poisoning and toxic
effects category. Females had higher
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rates in this category in the 15-24, the
35-44, and the 45-64 age groups. The
poisoning and toxic effects category
includes overdoses and “wrong
substances given or taken in error” (7).
It does not include drug dependence or
nondependent abuse of drugs. Most of
the poisonings for males and females
were caused by analgesics, antipyretics,
and antirheumatics (including aspirin
and acetaminophen)—ICD—9-CM code
965—and psychotropic drugs (primarily
antidepressants and tranquilizers)}—ICD~
9-CM code 969.

The overall rates of first-listed
injury and poisoning diagnoses were
similar for white and black hospital
discharges. But there were some
differences between the two groups’
rates for various types of injuries and
poisoning. White persons had a higher
rate of fractures than black persons. This
is not surprising since previous research
(11-13) has found that bone density is
greater in black than in white subjects,
and, consequently, the prevalence of
osteoporosis and the incidence of
fractures is lower in black persons than
in white persons. Black persons had
higher rates of lacerations and open
wounds, burns, poisonings, internal
injuries, and other trauma. These
findings are consistent with cause of
death statistics which show that, in
1991, the homicide and legal
intervention rate among black persons
was 41.9 per 100,000 deaths compared
with 6.2 per 100,000 deaths for white
persons (2).

Age and diagnoses

Of the 2.8 million patients
hospitalized for injury and poisoning
diagnoses, the largest proportion had
fractures—over 37 percent (table 3).
Fractures were the most common
diagnoses for patients in each of the six
age groups examined in this report, but
the percentage of fractures ranged from
28 percent of the injury and poisoning
discharges in the 35—44-year-age group
to 51 percent of the 65 and over age
group. Over one-half of the fractures in
the age group under 15 were of the
bones of the skull (17 percent) and the
arm (45 percent). For the 15-44-year-
olds these two categories totaled

38 percent and ankle fractures accounted
for another 17 percent. For the 45-64-
year-olds most of the fractures were of
the arm (22 percent), ankle (18 percent),
and hip (17 percent). Over 57 percent of
the elderly’s fractures were hip fractures
and only 9 percent were of an upper
limb.

In the younger age groups, other
frequent injury and poisoning diagnoses
included lacerations and open wounds,
intracranial injuries, poisoning and toxic
effects, and (with the exception of the
15-24-year-olds) miscellaneous
complications of surgical and medical
care. In the elderly, fractures and
miscellaneous complications of surgical
and medical care made up over
75 percent of those hospitalized for an
injury or poisoning diagnosis.

Miscellaneous complications of
surgical and medical care represented
21 percent of the injury and poisoning
diagnoses. The percent of cases
hospitalized due to these conditions
ranged from 5 percent of the 15-24-
year-olds to 27 percent of the elderly.
About one-half of the diagnoses in this
category involved complications of an
internal prosthetic device, implant, or
graft. Also included in this category
were postoperative infections and
postoperative shock. It is important to
note that these diagnoses cannot be used
as an indicator of substandard medical
care. Many of these conditions would be
expected considering the complexity of
the procedures undertaken, the often
fragile condition of the patient at the
time of surgery (particularly of the
elderly), and the variability of patient
response to invasive procedures.

Injury and poisoning rates

The overall rate of hospitalization
for injury and poisoning diagnoses was
110.5 per 10,000 population, but it
ranged from 51.9 for children under 15
years of age, to 279.6 for the elderly 65
or over. The elderly’s rate was more
than twice the rate for the 15-24, the
25-34, and the 45—64-year-old age
groups, more than three times the rate
for the 35—44-year-old age group, and
more than five times the rate for
children under 15.

The fracture rate was also lowest
for the under 15 age group (18.9 per
10,000) and highest for the elderly
{142.4 per 10,000). The elderly’s
fracture rate was more than four times
the rate for the second highest age
group (45-64-year-olds) and was more
than seven times the rate for children.
Other research has noted that advanced
age substantially increases the risk of
hospitalization for minor fractures (14).

The 15-24 and the 25-34-year-old
age groups had the highest rates of
lacerations and open wounds and of
internal injuries. As noted previously,
this is consistent with high young adult
(particularly male) death rates from
firearms and motor vehicle accidents
(1,9).

The 15-24-year-old age group also
had the highest poisoning rate, but one
of the lowest rates of sprains and
strains. Beginning with the 25-34-year-
old age group, the rate for miscellaneous
complications of surgical and medical
care increased significantly for each
successive age group.

Source of payment

As shown in table 4, private health
insurance was the expected source of
payment for over one-half of the
patients hospitalized due to injury and
poisoning diagnoses in the under 15
years of age group and the 45-64-year-
old age group, and for close to one-half
(47 percent) of the patients in the
15-44-year-old age group. The vast
majority (87 percent) of the 65 and over
age group hospitalized due to injury or
poisoning diagnoses expected their
hospital care to be paid for by Medicare.
Only 35 percent of the elderly cited
private insurance as their expected
principal source of payment, and only
2 percent of this age group were in the
self-pay category.

Medicaid was expected to pay for
the care of 23 percent of the discharges
under 15 years old. Another 10 percent
of the patients in this age group were in
the self-pay category—an indication of
no or inadequate health insurance.

Of the 15-44-year-olds, 18 percent
were in the self-pay category. In this age
group, over one-quarter of the patients
with diagnoses of lacerations and open
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Table 3. Number, rate, and percent distribution of patients discharged from short-stay hosplitals, by category of first-listed injury and
poisoning diagnoses and age: United States, 1991
[Discharges from non-Federal hospitals. Excludes newborn infants. Diagnostic groupings and code number inclusions are based on the Intemational Classification of
Diseases, 9th Revision, Clinical Modification (ICD-9-CM)]
Category of first-listed All Under 15 15-24 25-34 3544 45-64 65 years
diagnosis and ICD-9-CM code ages years years years years years and over
Number of patients discharged in thousands
Alinjuryandpoisoning. .. .. .......c.0 i, 800999 2,768 286 367 400 336 492 888
Fractures . ... ..ottt i i i i e 800829 1,034 104 110 115 95 158 452
Dislocation . ........ .00t innnn. 830-839 64 * 18 15 9 10 9
Sprainsandstrains . . .. ... ... .. e 840848 171 * 19 32 35 48 34
Intracranial injuries {excluding those with skull fracture). . . .. ... 850854 180 30 37 34 24 20 34
Internal injury of chest, abdomen, and pelvis . ............. 860869 83 *7 21 23 13 12 *7
Lacerations, open wounds, injuries to blood vessels ......... 870-904 193 25 53 50 25 24 16
Late effects of injuries and poisoning . . . ... ... ... ..., 905-909 *8 * * * * * *
Superficial injuries and contusions. . . ... ............... 910-924 88 *8 13 H 14 13 30
1= T 1 940-949 62 16 *7 *6 *6 *9 *7
Otherinjury . . ...... ... .. 855-858,926-939,950-959 72 14 12 17 *6 11 11
Poisoning and toxiceffects . ... ..................... 960-989 205 32 52 43 31 23 23
Other effects of environmentalcauses .. ................ 990-994 18 * * * * * *
Certain adverse effects not elsewhere classified. . . .. ........... 995 33 * * * * 10 13
Miscellaneous complications of surgical and medical care . . . . . . 996-999 567 36 19 48 72 148 243
Rate of patients discharged per 10,000 population
Allinjuryandpoisoning. . . . . ...t i i ii it 800-999 110.5 51.9 102.7 948 86.0 105.3 279.5
Fractres .. ....co i r ittt it it i ittt i e 800829 41.3 18.9 30.8 27.2 245 33.8 142.4
Dislocation .. ........ .. ... ... 830-839 2.6 * 5.1 35 24 22 29
Sprainsandstrains . . . ..... ... . i i e 840-848 6.8 * 53 7.6 8.9 10.3 108
Intracranial injuries (excluding those with skull fracture). . . . . ... 850854 7.2 55 10.3 8.1 6.3 43 10.8
Internal injury of chest, abdomen, and pelvis . ............. 860869 3.3 *1.2 5.8 55 3.2 2.6 *2.3
Lacerations, open wounds, injuries to blood vessels ......... 870-904 7.7 45 14.8 1.9 6.5 5.2 5.0
Late effects of injuries and poisoning . . . ... ............. 905-909 *0.3 * * * * * *
Superficial injuries and contusions . . . .. ... ............. 910-924 3.5 *1.5 3.5 25 3.6 2.8 94
1= £ 940-949 21 2.9 *2.0 *1.5 *1.6 *1.9 23
Otherinjury .. ......... ... 855-859,926-939,950-959 2.9 26 35 4.1 *1.5 23 35
Poisoning andtoxiceffects ... ...................... 960-989 8.2 5.8 14,7 10.3 8.0 4.9 7.1
Other effects of environmentalcauses . ................. 990-994 0.7 * * * * * *
Certain adverse effects not elsewhere classified. . . .. ........... 995 1.3 * * * * 2.1 42
Miscellaneous complications of surgical and medical care . .. ... 996-999 22,6 6.6 5.3 11.4 18.4 31.7 76.6
Percent distribution
Allinjuryand poisoning. . . . .« . . vt it i inin i e 800-999 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Fractures . ...t it it i i i i e e 800-829 37.4 364 30.1 28.7 28.4 321 50.9
Dislocation . ........c00iiiiiiniininiinennnnn 830-839 23 * 5.0 3.7 28 2.1 1.0
Sprainsand strains . . .. ... ... ittt it e e, 840-848 6.2 * 52 8.0 10.3 9.8 3.9
Intracranial injuries (excluding those with skull fracture). . . ... .. 850-854 6.5 10.5 10.1 8.5 7.3 4.0 38
Internal injury of chest, abdomen, and pelvis . ............. 860-869 3.0 *2.3 5.6 5.8 38 24 *0.8
Lacerations, open wounds, injuries to blood vessels ......... 870-904 7.0 8.7 14.4 12.6 7.6 4.9 1.8
Late effects of injuries and poisoning . . . . ............... 905-909 *0.3 * * * * * *
Superficial injuries and contusions . . . . .. ...... ... . ..., 910-924 3.2 *2.6 3.4 2.7 4.2 2.6 3.4
BUMS. . . . i e i it e 940-949 1.9 5.5 *2.0 *1.6 *1.8 *1.8 *0.8
Otherinjury. .. ... oo v it i e n. 865-859,926-939,950-959 2.6 5.0 34 4.3 .7 22 1.3
Poisoningand toxiceffects ... ...................... 960-989 7.4 11.2 14.3 10.8 9.3 47 2.6
Other effects of environmentalcauses .. ................ 990-994 0.7 * * * * * *
Certain adverse effects not elsewhere classified. . . . . ........... 995 1.2 * * * * 2.0 15
Miscellaneous complications of surgical and medical care . . . . . . 996-999 20.5 12.6 52 12.0 21.4 30.1 27.4

wounds and internal injuries of the
chest, abdomen, and pelvis; over
one-fifth of the patients with intracranial
injuries and poisonings and toxic effects;
and 19 percent of the patients with
fractures were in the self-pay category.
It is probable that many of these
patients required emergency care that
hospitals provided regardless of their
lack of insurance.

Overall, 4 percent of persons
hospitalized in 1991 due to injury and
poisoning diagnoses expected workers’

compensation to cover the cost of their
hospital care. Of the 119,000 discharges
expecting this source of payment,

69 percent were in the 1544-year-old
age group. In this age group 31 percent
of the burns, 15 percent of the
dislocations, and 16 percent of the
sprains and strains were expected to be
paid for by workers’ compensation.
Another 25 percent of the discharges
expecting their hospitalization to be paid
for by workers’ compensation were in
the 45-64-year-old age group. In this

age group 16 percent of the sprains and
strains and 15 percent of the burns had
workers’ compensation indicated as the
anticipated payment source.

Disposition

The dispositions of injury and
poisoning patients are shown in table 5.
Over three-quarters of the patients
hospitalized due to an injury or
poisoning diagnosis were discharged
home, but the percentage ranged from
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Table 4. Number and percent distribution of patients with injury and poisoning diagnoses
discharged from short-stay hospitals, by age and expected principal source of payment:

United States, 1991

[Discharges from non-Federal hospitals. Excludes newborn infants}

All Under 15 1544 45-64 65 years
Source of payment ages years years years and over
Number of discharges in thousands
Allsources .. ............... 2,768 286 1,102 492 888
Private insurance . ............ 983 150 5§20 265 48
Medicare .................. 893 * 45 69 775
Medicaid .................. 213 67 101 34 11
Workers’ compensation .. ....... 119 * 82 30 *8
Other Government payments . . . .. g *9 50 10 *
Seffpay................... 275 28 193 40 13
Othersources . . ............. 99 17 53 22 *7
Notstated ................. 115 1" 58 22 24
Percent distribution
AlSOUrcss ... .....ocvovun.. 100.0 100.0 100.0 100.0 100.0
Privateinsurance . ............ 355 52.3 47.2 53.9 5.4
Medicare . ................. 323 * 4.1 14.1 87.3
Medicaid .................. 7.7 23.3 9.2 6.9 1.2
Workers’ compensation ......... 4.3 * 7.4 6.1 *1.0
Other Government payments . . . .. 26 3.0 4.6 20 *
Selfpay................... 8.9 9.9 17.5 8.2 1.5
Othersources .. ............. 3.6 6.0 4.8 4.4 *1.0
Notstated . ................ 4.2 4.0 5.3 4.4 2.7

Table 5. Number and percent distribution of patients with first-listed Injury and poisoning
diagnoses discharged from short-stay hospitals, by age and disposition: United States,

1991
[Discharges from non-Federal hospitals. Excludes newborn infants]
All Under 15 1544 4564 65 years
Disposition ages years years years and over
Number of discharges in thousands
Alldispositions . . ............... 2,768 286 1,102 492 888
Routine discharge . . . ............ 2,147 267 963 425 492
Transfer to another short-term hospital . . 137 *7 47 16 67
Transfer to long-tenm care institution . . . 246 * 23 14 206
Otherlive discharges . . ........... 156 * 47 23 81
Dead ... ... ..o 41 * *9 * 27
Notstated . . . ................. 40 * 13 10 15
Percent distribution

Alidispositions . .. .............. 100.0 100.0 100.0 100.0 100.0
Routinedischarge . . ............. 776 93.4 87.3 86.4 55.5
Transfer to another short-term hospital . . 5.0 *2.4 43 3.2 7.6
Transfor to long-term care institution . . . 8.9 * 2.1 29 23.2
Other live discharges . . ........... 5.6 * 4.3 4.7 9.1
Dead . ........... ..o 15 * *1.0 * 3.0
Notstated . .. ................. 1.5 * 1.2 2.0 1.7

68 percent of fractures to 95 percent of
dislocations. Fourteen percent
discharged to other facilities—5 percent
to short-term hospitals and 9 percent to
long-term care institutions. Of hospital
discharges with first-listed diagnoses
other than injury and poisoning,
83 percent were discharged home.

As is shown in table 5, of all
discharges with first-listed injury and
poisoning diagnoses, the elderly were

the least likely to be discharged home
(56 percent) and the most likely to be
discharged to other facilities

(31 percent). For elderly patients with
diagnoses other than injury and
poisoning, 69 percent were discharged
home and 17 percent were discharged to
other facilities. Of the 273,000 elderly
with injury and poisoning diagnoses
discharged to other facilities, three-
fourths went to long-term care
institutions and the remainder went to

other short-term hospitals. One-half of
these elderly discharged to long-term
care institutions had hip fractures and
another 21 percent had other fractures.
Two percent (41,000) of the
discharges hospitalized for injury and
poisoning were discharged dead. Of the
patients with injury or poisoning
diagnoses who died in the hospital,
66 percent were 65 years of age and
older. Twenty-two percent of those who
died in the hospital had a diagnosis of
hip fracture. Patients hospitalized due
to an injury or poisoning diagnosis
made up 9 percent of hospital patients;
they represented S percent of all of the
deaths in the hospital in 1991.

E—codes

In instances where patients are
hospitalized because of an injury or
poisoning, information concerning the
cause of the injury should be recorded
in the medical record. This information
allows the use of E-codes (codes
E800-E999), which describe
“environmental events, circumstances,
and conditions as the cause of injury,
poisoning, and other adverse effects™
(7). These codes provide additional
information about other diagnoses and
hence should be recorded only as a
supplementary diagnosis category.

Hospital discharge data systems are
seen by some experts as an appropriate
vehicle for gathering E~code
information for the more serious
injuries. According to Sniezek, Finklea,
and Graitcer (15) “E—coded hospital
discharge data systems are potentially
one of the most effective and feasible
means available to collect data needed
to prevent and control injuries.” There
is not a national requirement for hospitals
to record E—codes, except in those cases
where drugs or medicinal and biological
substances caused an adverse effect in
therapeutic use (16). Consequently, data
on external cause of injury from
discharge data systems are incomplete.

E—codes were coded in the NHDS
when the necessary information was
present on the face sheet or discharge
summary of the medical record or was
included in the automated data provided
by abstract services or Statc systems.
Table 6 shows the percentage of patients
with first-listed injury and poisoning
diagnoses by sex, age, race, region,
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specific diagnoses, number of diagnoses,

or more E~codes.

Table 6. Percent of patients by selected patient and hospital characteristics with
first-listed injury and poisoning diagnoses discharged from short-stay hospitals with one
or more external cause of injury and poisoning codes: United States, 1991

[Discharges from non-Federal hospitals. Excludes newborn infants. Data are for discharges with first-listed
diagnoses of 800-899 from the Intemnational Classification of Diseases, Sth Revision, Clinical Modification

(ICD-9-CM), with one or more extemal cause of injury codes]

In 1991 1.2 million patients, or
hospital ownership and bedsize with one 44 percent of patients hospitalized due
to an injury or poisoning diagnosis, had
at least one E—code diagnosis recorded.

Characteristic Percent with E-cods’
All injury and poisoning discharges . . . .. ........ ..., 44.3
Sex
Male . ... e e e 46.2
Female .. ...t i e e e 422
Age

Under Byears . . ... it e e i 56.8
L L - 454
= - 49.1
P - - 49.0
B4 years .. ... it i it i e e e e 47.2
LS = L 44.2
< - - T 426
75Y0arS AN OVEr . . o v vttt it ittt i i et e 34.1

439

57.5

34.5

39.1

44.2

429

42.8

49.1
Fractures . ... . ... ...ttt e e e 800-829 34.2
Dislocation. . . . i e e e 830-839 259
Sprainsandstrains . . . ... ...ttt b, 840-848 20.0
Intracranial injuries (excluding those with skull fracture) ... ... .. 850-854 43.9
Internal injury of chest, abdomen, andpelvis . ............. 860-869 46.2
Lacerations, open wounds, injuries to blood vessels. . . ....... 870-904 50.2
Late effects of injuryand poisoning . . ... ............... 905-909 23.0
Superficial injuries and contusions. . . .. ................ 910-924 34.1
BUMS ..t e e e 940-949 444
Otherinjury. . . .. ........... ... .. ... 856-859,926-939,950-959 38.8
Poisoning andfoxiceffects .. ....................... 960-989 78.7
Other effects of environmentalcauses .. ................ 990-994 60.1
Certain adverse effects not elsewhere classified. . . .. ........... 995 63.6
Miscellaneous complications of surgical and medical care. . . . . . . 996-999 58.4

Number of diagnoses
SOVaN diagnoseS « v vt i ittt it e e e e e e e e 45.7
B I oo T 60.0
Fivediagnoses ..........c.uuiimneneineennnnnnn. 51.3
Fourdiagnoses . ........c.0iiitiinnnnnnnnnnnnnnnns .. 56.0
Three diagnoses .. ... c.viiin et inineeeeeneeeeennnenn 54.2
TwWodiagnoses . .........c.ciiitninnennnnnneneennnnnnn 46.4
Hospital ownership

Church/nonprofit . ... .. iiiin et innni i e n it e aeceannn 42,0
v 1= 44,2

55.9

40.4

42.7

42.4

55.8

E-code is external cause of injury and poisoning code.

More males (46 percent) had an E-code
reported than females (42 percent).
Children under 5 had the highest

(57 percent) E—code completion;
discharges 75 years of age and over had
the lowest (34 percent) proportion
completed. For black persons, the
percent with E—codes was significantly
higher (58 percent) than the percent for
white persons (44 percent). The
percentage of E—codes recorded in the
West was significantly higher than for
every other region (49 percent)—
probably reflecting the fact that both
California and Washington required
E-coding. There was considerable
variation among the diagnostic groups in
completion of E—codes. Only 20 percent
of sprains and strains had an E-code
compared with 79 percent of those with
poisoning and toxic effects. The latter
category would be expected to be more
complete than others because it includes
those diagnoses in which E—codes are
mandatory. Two other categories with
over 50 percent E-code completion were
miscellaneous complications of surgical
and medical care and lacerations and
open wounds.

A study of E—codes in Maryland
conducted by Marganitt et al. (17) found
that there was systematic underreporting
of E—codes in the elderly, the severely
injured, and patients with long lengths
of stay. This was primarily due to the
fact that these groups were more likely
to have multiple chronic conditions prior
to the injury and/or more complications
during the hospital stay. In these
situations, the data fields available for
recording diagnoses are likely to be
filled, thereby leaving no room for the
E—code. E—codes may be considered of
lesser importance to hospitals since they
do not influence reimbursement. Hence,
in cases where all of the applicable
codes would not fit on the abstract
forms, E—codes would be the least likely
to be coded.

The percentage of first-listed injury
and poisoning diagnoses with at least
one E—code in 1988 was 40; in 1990
and 1991, 44 percent of these records
had E—codes. In 1991, five States
(California, New York, Washington,
Rhode Island, and Vermont) had
mandated E-coding of hospital records.
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Since that time, an additional nine States
have instituted such a requirement. As
the number of States mandating the use
of E—codes rises, the percentage
recording them on NHDS abstract forms
is expected to increase.

Data on E-codes collected in the
National Hospital Discharge Survey are
not included in this report because the
evidence cited above indicates that these
data would likely be biased and
unrepresentative of all E-codes. Since all
of the other data on injuries included in
this report, as well as information
generally reported from this survey, are
nationally representative, it was felt that
it would be misleading to report the
incomplete E-code information.

Days of care

Information about days of care is
included in table 7. The average length
of stay for the different diagnostic
categories ranged from 3.2 days for
patients with poisoning and toxic effects
to 12.3 for burns. In addition to burns,
long lengths of stay occurred for
patients with fractures, internal injuries,
late effects of injury and poisoning, and
miscellaneous complications of surgical
and medical care. Dislocations, sprains
and strains, and poisoning and toxic
effects had short lengths of stay.

Of the days of care for injury and
poisoning patients, 46 percent were for
fracture patients. This is compared with
the 37 percent of the discharges having
fractures as their first-listed diagnosis.
Of the days of care, 80 percent were for
patients with fractures, miscellaneous
complications of surgical and medical
care, intracranial injuries, and
lacerations and open wounds. Patients in
these four categories made up 71 percent
of the discharges in the injury and
poisoning category.

Summary

In 1991, 2.8 million patients were
hospitalized because of an injury or
poisoning; and 1 in every 10 hospital
days were devoted to caring for these
patients. The average length of stay for
these patients was 6.9, but this ranged
from 3.2 days for patients with
poisonings to 12.3 days for burn
patients.

The overall hospitalization rate for
injury and poisoning for males and
females did not differ significantly, but
there were significant differences in
some of the specific categories of
injuries. Males had higher rates than
females for intracranial injuries,
lacerations and open wounds,
dislocations, burns, and internal injuries.

Table 7. Number and percent distribution of patients discharged from short-stay hospitals
and average length of stay, by first-listed injury and poisoning diagnoses: United States,

1991

[Discharges from non-Federal hospitals. Excludes newborn infants. Diagnostic groupings and code numbers
are based on the International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM)]

Days of care
Average
First-listed diagnosis and Number in Percent length of
ICD-9-CM codes thousands distribution stay in days

All injury and poisoning. . . ... .......... 800-999 19,138 100.0 6.9
Fractures . .. ..... .. ... ... 800-829 8,733 45.6 8.4
Dislocation .. ........ ... . ... ... 830-839 219 1.1 3.4
Sprainsandstrains . . ................ 840-848 629 33 3.7
Intracranial Injuries

(excluding those with skull fracture) . . ... .. 850854 1,041 55 5.8
Internal injury of chest, abdomen, and pelvis . . 860-869 712 3.7 8.6
Lacerations, open wounds, injuries to

bloodvessels. . . .. ................ 870-904 840 4.9 4.9
Late effects of injury and poisoning . . . ... .. 905-909 *76 *0.4 *9.1
Superficial injuries and contusions. . . . ..... 910-924 395 241 45
BUums. .. ..o e 940-949 639 3.3 12.3
Otherinjury . . ......... 855-859,826-939,950-959 342 1.8 4.8
Poisoning and toxiceffects . . ... ... ... .. 960-989 644 3.4 3.2
Other effects of environmental causes . . .. .. 990-994 103 0.5 5.6
Certain adverse effects not elsewhere classified. . . .995 144 0.8 4.3
Miscellaneous complications of surgical and

medicalcare . .................... 996-999 4,521 236 8.0

Females had a higher rate than males in
the poisoning and toxic effects category.
White persons had higher rates than
black persons for fractures, but black
persons had higher rates of lacerations
and open wounds, burns, poisoning and
toxic effects, and internal injuries.

The elderly’s rate of hospitalization
for injury or poisoning was more than
twice the rate for the 15-34 and the
45-64-year-old age groups, more than
three times the rate for the 35-44-year-
olds, and more than five times the rate
for children. The 15-34-year-olds had
the highest rates of lacerations and open
wounds and internal injuries.

Fractures were the most common
injury and poisoning diagnoses for all of
the age groups, but the rate ranged from
18.9 per 10,000 for children under 15,
to 142.4 per 10,000 for the elderly. Most
of the elderly’s fractures were hip
fractures, while the most frequent
fractures for children under 15 were
bones of the skull and arm.

The percentage of self-pay patients
with injury and poisoning diagnoses was
high, particularly in the 15—44-year-old
age group. Most of the injury and
poisoning patients were discharged
home, but a smaller portion of the
elderly were discharged home relative to
the other age groups. Of the elderly,

31 percent were discharged to other
institutions. Over three-quarters of these
went to long-term care institutions and
most of these had hip fractures.

Only 44 percent of the first-listed
injury and poisoning patients had one or
more external cause of injury codes
(E—codes). As the number of States
mandating E—codes increases, this
percentage can be expected to increase.
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Symbols
--~ Data not available
. Category not applicable

- Quantity zero

0.0 Quantity more than zero but less
than 0.05

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

* Figure does not meet standard of

reliability or precision

Technical notes
Survey methodology

Source of data

The National Hospital Discharge
Survey (NHDS) covers discharges from
noninstitutional hospitals, except
Federal, military, and Veterans
Administration hospitals, that are located
in the 50 States and the District of
Columbia. Only short-stay hospitals
(hospitals with an average length of stay
for all patients of less than 30 days) or
those whose specialty is general
(medical or surgical) or children’s
general are included in the survey.
These hospitals must also have six beds
or more staffed for patient use.

For 1991, the sample consisted of
528 hospitals. Of these hospitals, seven
were found to be out of scope
(ineligible) because they went out of
business or otherwise failed to meet the
criteria for the NHDS universe. Of the
521 in-scope (eligible) hospitals, 484
responded to the survey.

Sample design and data collection

The National Center for Health
Statistics (NCHS) has conducted the
NHDS continuously since 1965. A
report on the development of the
original NHDS was published (18).

Beginning in 1988, the NHDS
sample includes with certainty all
hospitals with 1,000 beds or more or
40,000 discharges or more annually. The
remaining sample of hospitals is based
on a stratified three-stage design. The
first stage consists of a selection of 112
primary sampling units (PSU’s) that
comprise a probability subsample of
PSU’s to be used in the 1985-94
National Health Interview Survey. The
second stage consists of a selection of
noncertainty hospitals from the sample
PSU’s. At the third stage, a sample of
discharges was selected by a systematic
random-sampling technique. A detailed
description of the old and new survey
designs has been published (19).

Two data collection procedures
were used for the survey. One was a
manual system of sample selection and
data abstraction. The second, an
automated method used for



10

Advance Data No. 252 + October 7, 1994

approximately 33 percent of the
respondent hospitals in 1991, involved
the purchase of data tapes from
abstracting services, State data systems,
or hospitals.

In the manual system, the sample
selection and transcription of
information from hospital records to
abstract forms were performed at the
hospitals. The completed forms, along
with the sample selection control sheets,
were forwarded to NCHS for coding,
editing, and weighting. A few of the
hospitals have submitted their data via
computer printout or tape in recent
years. In about two-thirds of the
hospitals using this manual system in
1991, the work was performed by their
own medical records staff. In the
remaining hospitals using the manual
system, the U.S. Bureau of the Census
personnel did the work on behalf of
NCHS.

For the automated system, NCHS
purchased tapes containing machine-
readable medical record data that were
systematically sampled by NCHS.

The data collected for the survey
included items relating to the patient’s
personal characteristics, including birth
date, sex, race, and marital status (but
not the patient’s name and address);
administrative information, including
admission and discharge dates, discharge
status, and medical record number; and
medical information, including
diagnoses and susgical and nonsurgical
operations or procedures. Beginning in
1977, data pertaining to patient ZIP
Code, expected source of payment, and
dates of surgery were also collected.
(The medical record number and patient
ZIP Code are confidential information
and are not available to the public.)

Presentation of estimates

The relative standard error (RSE) of
the estimate and the number of sample
records that the estimate was based on
are used to identify estimates with
relatively low reliability. Because of the
complex sample design of the NHDS,
estimates of less than 5,000 are not
presented; only an asterisk (*) appears
in the tables. Generally, these estimates
have an RSE of more than 30 percent or
are based on a sample of less than 30
cases. Estimates of 5,000 to 9,000 are

preceded by an asterisk (*) to indicate
they should not be assumed reliable.
These estimates are usually based on
fewer than 60 cases.

Sampling errors and rounding of
numbers

The standard error is primarily a
measure of sampling variability that
occurs by chance because only a sample
rather than the entire universe is
surveyed. The RSE of the estimate is
obtained by dividing the standard error
by the estimate itself. The resulting
value is multiplied by 100, so the RSE
is expressed as a percent of the estimate.

Estimates of sampling variability for
1991 data were calculated with
SESUDAAN software, which computes
standard errors by using a first-order
Taylor approximation of the deviation of
estimates from their expected values. A
description of the software and the
approach it uses has been published
(20). The constants for RSE curves for
the 1991 NHDS estimates are presented
in table I. The RSE of an estimate (X)
can be estimated from the formula:

RSE(X) = 100 Va +5/ X)

where X, a, and b are as defined in
table I.

Estimates have been rounded to the
nearest thousand. For this reason, figures

within tables do not always add to the
totals.

Tests of significance

In this report, the determination of
statistical inference is based on the
two-sided z-test with a critical value of
1.96 (0.05 level of significance). Terms
such as “higher” and “less” indicate
that differences are statistically
significant. Terms such as “similar” and
“no difference” mean that no
statistically significant difference exists
between the estimates being compared.
A lack of comment on the difference
between any two estimates does not
mean that the difference was tested and
found insignificant.

Definition of terms

Age—Patient’s age at birthday prior
to admission to the hospital.

Average length of stay—The
number of days of care accumulated by
patients discharged during the year
divided by the number of patients.

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

Diagnosis—A disease or injury (or
other factor that influences health status
and contact with health services) listed
on the medical record of a patient.

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

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

Discharge—The formal release of a
patient by a hospital, that is, the
termination of a period of
hospitalization by death or disposition to
place of residence, nursing home,
another hospital, or other location. The
terms discharge, patient, and inpatient
are synonymous.

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

Disposition—The disposition of a
patient on termination of hospitalization
is classified in one of six categories in
this report:

® Routine discharge—Patients who
returned to their previous place of
residence after discharge.
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Table I. Estimated parameters for relative standard error equations for National Hospital
Discharge Survey statistics, by selected characteristics: United States, 1991

Number of
discharges or
first-listed Number of
diagnoses days of care
Characteristic a b a b
Total .. oo i i 0.00101 546.321 0.00173 2,343.213
Sex
Male........cooviiiunnnn. 0.00447 213.042 0.00518 5,120.963
Female ................... 0.00099 442.186 0.00194 1,634.957
Ago
UnderiSyears .............. 0.01786 65.842 0.07618 737.582
1644years ........0iien. 0.00956 111.147 0.02384 475.352
45-64years .. ... i i 0.01292 44.094 0.02949 92.219
65yearsandover ............ 0.01149 25.788 0.01849 25.558
Region
Northeast. ................. 0.00293 243.156 0.00451 1,967.234
Midwest................... 0.00603 331.780 0.01037 608.558
South . ....oiiiiinnennnnn 0.00247 547.686 0.00400 1,435.185
West ............c.o.... 0.00513 403.340 0.00891 871.769
Source of payment
Workers' compensation ......... 0.00250 588.807 0.00393 12,444.000
Medicare . ................. 0.00548 883.428 0.00456 6,548.842
Medicaid . ................. 0.00348 1,979.378 0.00136 18,645.000
Other Government ............ 0.08079 177.390 0.04261 988.154
Private ................... 0.00148 780.110 0.00169 12,606.000
Seff ......ciiiiiiiiii. 0.00244 662.998 0.00399 5,923.664
Nochargeorother . ........... 0.02235 407.608 0.02240 2,779.271
Notstated ................. 0.04490 639.387 0.05367 3,639.382
Race
White ...........000cunn. 0.00234 927.094 0.00360 2,087.655
Black .......cci0iiiinennn. 0.00569 273.368 0.00926 1,034.092
Alother .................. 0.02889 280.075 0.04980 253.439
Notstated ................. 0.01666 427.619 0.02339 966.802
NOTE: The relative standard error (RSE) for an esti ), exp dasap of X, can be determined from the equation

RSE(X) =100 Va +5/X)

® Transfer to another short-term
hospital—Patients who were
transferred to another short-term
hospital at discharge.

® Transfer to long-term care
institution—Patients who entered a
nursing home or other long-term care
institution upon discharge from the
hospital.

® Other live discharges—Patients who
left the hospital against medical
advice, patients discharged alive with
dispositions other than routine
discharge or transfer, and patients
discharged alive whose dispositions
were not stated.

® Dead—Patients who died during an
inpatient stay.

® Not stated—Patients whose discharge
status, that is, alive or dead, was not
reported at discharge.

External cause of injury codes
(E—codes)—This refers to the
International Classification of Diseases,
9th Revision, Clinical Modification
section entitled “Supplementary
Classification of External Causes of
Injury or Poisoning™ and includes codes
E800-E999. These codes describe
environmental events, circumstances,
and conditions as the cause of injury,
poisoning, and other adverse effects.

Expected principal source of
payment—The expected principal source
of payment is reported by the patient or
the patient’s representative at the time
of admission and may differ somewhat
from the actual source of payment as
determined after discharge. In this
report, payment sources are grouped as
follows:

® Private insurance—Insurance
provided by nongovernmental
sources, including Blue Cross and
other insurance companies, private
industry, and philanthropic
organizations.

® Medicare—A nationwide program
providing health insurance protection
to people 65 years of age and over,
people eligible for Social Security
disability payments for more than 2
years, and people with end-stage
renal disease.

® Medicaid—A joint Federal-State
program that provides benefits for
people who meet their State’s
definition of “low income.”

® Workers’ compensation—A. program
in all States under which employees
injured on the job receive financial
compensation without regard to fault.

® Other Government
payments—Government payments
other than those through the Medicare
or Medicaid programs, such as
payments made under the Title V
Program, and the Civilian Health and
Medical Program for the Uniformed
Services (CHAMPUS), which
provides coverage for civilian
medical care for family members of
active-duty uniformed service
personnel and for retired uniformed
service personnel and their families.

® Self-pay—Patients who expect the
costs of hospitalization to be paid for
primarily by themselves, spouses,
parents, or next of kin.

® Other sources—Includes other
nonprofit sources of payment, such as
church welfare; hospitalizations for
which there was no charge; and
sources that could not be assigned to
any other category.

® Not stated—Patients for whom no
source of payment was indicated.

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

Region States included
Northeast Maine, New Hampshire,
‘Vermont, Massachusetts,
Rhode Island, Connecticut,
New York, New Jersey, and

Pennsylvania
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Midwest Michigan, Ohio, Illinois,
Indiana, Wisconsin, Minne-
sota, Jowa, Missouri, North
Dakota, South Dakota,
Nebraska, and Kansas

Delaware, Maryland, Dis-
trict of Columbia, Virginia,
West Virginia, North Caro-
lina, South Carolina, Georgia,
Florida, Kentucky, Ten-
nessee, Alabama, Missis-
sippi, Arkansas, Louisiana,
Oklahoma, and Texas

Montana, Idaho, Wyoming,
Colorado, New Mexico,
Arizona, Utah, Nevada,
Washington, Oregon, Cali-
fornia, Hawaii, and Alaska

Hospital—Hospitals with an
average length of stay of less than 30

South

West

days for all patients as well as hospitals
whose specialty was general (medical or
surgical) or children’s general, even if
the average length of stay of all patients
was 30 days or more. Federal hospitals,
hospital units of institutions, and
hospitals with less than six beds staffed
for patients’ use were not included.

Injury and poisoning—In this
report, injury and poisoning diagnoses
includes codes 800-999 of the
International Classification of Diseases,
9th Revision, Clinical Modification.

Newborn—A patient admitted by
birth to a hospital.

Patient—A. person formally
admitted to the inpatient service of a
short-stay hospital for observation, care,
diagnosis, or treatment. Newborn
infants, defined as those admitted by
birth to the hospital, are excluded from

this report. The terms patient, inpatient,
and discharge are synonymous.

Population—The U.S. resident
population, excluding members of the
Armed Forces.

Procedure—Surgical or nonsurgical
operations, diagnostic procedures, or
special treatments reported on the
medical record of a patient. In the
NHDS, a maximum of four procedures
are coded.

Race—Patients are classified into
three groups, “white,” ““black,” and “all
other,” with all other including all
categories other than white or black. In
addition, 21.6 percent of the patients had
no race stated on the face sheet of the
medical record.
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National Ambulatory Medical Care Survey: 1992 Summary
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Introduction

During the 12-month period from
January 1992 through December 1992,
an estimated 762.0 million visits were
made to nonfederally employed,
office-based physicians in the United
States—about three visits per person.
This rate is not significantly different
from office visit rates observed since
1985 (1-4).

This report presents data highlights
from the 1992 National Ambulatory
Medical Care Survey (NAMCS), a
national probability sample survey
conducted by the Division of Health
Care Statistics of the National Center
for Health Statistics, Centers for Disease
Control and Prevention. Statistics are
presented on physician, patient, and visit
characteristics.

Because the estimates presented in
this report are based on a sample rather
than on the entire universe of office
visits, they are subject to sampling
variability. The Technical notes found at
the end of this report include an
overview of the sample design used in
the 1992 NAMCS, an explanation of
sampling errors, and guidelines for
judging the precision of the estimates.

The Patient Record form is used by
physicians participating in the NAMCS
to record information about their
patients’ office visits. This form is

reproduced in figure 1 and is intended to
serve as a reference for readers as they
review the survey findings presented in
this document.

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

Physician characteristics

The distribution of office visits
according to physician specialty for the
13 most visited specialties is presented
in table 1. The largest share of visits
was made to physicians specializing in
general and family practice
(28.8 percent). Compared with 1991
data, increases were noted in the
proportion of visits made to general and
family practitioners and pediatricians.
Conversely, the proportions of visits
made to internists and dermatologists
were significantly lower than in 1991.
No significant differences were found in
the distribution of visits made to
obstetricians and gynecologists,
ophthatmologists, orthopedic surgeons,
general surgeons, otolaryngologists,
psychiatrists, urologists, cardiovascular
disease specialists, or neurologists. Visit

rates to each of the 13 physician
specialties were not found to differ
significantly from 1991 visit rates (4).

Doctors of osteopathy received 45.0
million visits during 1992, or
5.9 percent of all office visits. Visits to
this specialty occurred at a rate of 17.9
per 100 persons, which was not
significantly different from the 1991
visit rate.

Visits according to geographic
characteristics of the physician’s
practice are also displayed in table 1.
Visit rates by region—Northeast,
Midwest, South, and West——were not
statistically different from each other in
1992. Neither had they changed from
the previous year’s rates with the
exception of the South, where the rate
was slightly higher in 1992 than in
1991. However, it is suspected that this
is due largely to sampling variability
and changes in the NAMCS survey
methodology for 1992 rather than to an
actual increase in the number of office
visits. A discussion of these changes and
the impact they may have had on the
survey results is included in the
Technical notes.

Patient characteristics

Office visits by patient’s age, sex,
and race are shown in table 2. Females
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7. DATE OF ViSIT PATIENT REGORD o Yo 00200231
Womth ey Yoar NATIONAL AMBULATORY MEDICAL CARE SURVEY CDC 64.21D
2. DATE OF BIRTH 4. COLOR OR RACE 5. ETHNICITY 6. EXPECTED SOURCE(S) OF 7. WAS PATIENT 8. IS THIS VISIT
s [ white PAYMENT [Check all that apply] REFE\F}II;IED FOR INJURY RELATED?
. T BY
s | [ e |+ + CIES | RS Dve <O
A:_°  Pac Not 2 [ Medicare 6 [_| Patient paid PHYSICIAN? 9. DOES PATIENT
3. SEX [ istander 2[] Hispanic 3{_] Medicaid 7 (] No charge 1] ves SEOKE CIGARETTES?
N 1 Yes
1] Female 2] Male O ESmer ! 4[] Other government 8 [_] Other 20 No 2JNo ° [ urknown
10. PATIENT'S COMPLAINT(S), SYMPTOM(S), 11. PHYSICIAN’S DIAGNOSES 12. HAVE YOU OR 13. DOES PATIENT
OR OTHER REASON(S) FOR THIS VISIT ANYONE IN YOUR NOW HAVE:
{In patient's own words] PRACTICE SEEN [Check all that apply
a Principal diagnosis / PATIENT BEFORE? regardless of any entry
5 problem assoclated inttem 1]
a_Most important: with dem 10 a: 1 ‘:l Yes 2 D No 4 D None of balow
2 [] Depression
b. Other: :L’g{’:’_’nfﬁ’; ;’.‘f condition 3 (] Hypertension
4[] Hypercholesterclemia
c. Other: 0ves  2[JNo 5[_] Obesity

14. AMBULATORY SURGICAL
PROCEDURE(S)

a
1] Scheduled
2] Performed

3[] Local anesthesia

4[] Regional anesthesia

5[] General anesthesia

4[] EKG - resting
5 D EKG - exercise

8 [_] Mammogram
7[] Chest x-ray
8 ] Other radiology

N
15. DIAGNOSTIC / SCREENING SERVICES
{Check all ordered or provided]

{Record uny outpatient diagnostic or 1 D None 1 D Pap tast

therapeutic procedure. For the first,

check appropriate boxes.] 2[] Blood pressure 12 [_] Strep throat test
3] Urinalysis 13 [] HIV serology

14[] GCholesterol measure
15 [_] Other lab test

16 [_] Hearing test
17 (] Visual acuity
18] Mentat status exam

{Check all ordered or p

R S B
16, THERAPEUTIC SERVICES

ided, Exclude medi. !

1] None

COUNSELING /
EDUCATION:

2 [JDiet
3 D Exercise
4[] Cholesterol reduction

&[] Drug abuse
7[] Atcohot abuse

&[]} Smoking cessation

OTHER THERAPY:

13 [_] Psychotherapy

14[] Gorrective lenses

15 "] Hearing aid

16 [_] Physlotherapy

17 ] Other therapy [Specify]

o] Family / social
10 [} Growth / development

1 Family plannin
i » D Other [Specify] 5 D Weight reduction D v P 9
9 [] Allergy testing 12[_] Other counseling
b 10 [_] Spirometry
———
17. MEDICATION if none, check here D a. New medication? | 18. DISPOSITION THIS VISIT 19. DURATION
{Check al! that apply] OF
{Record all ;ew Yes No THIS VISIT
or CORLNNE: "
medications i 0 =0 1[] No follow-up planned gz’,’:’" :i‘;‘l:w”)’
ordered or : D Ret t ified ti physician]
p}:‘pvided aé 2 eturn at specified time
this visit. ;
mlf}a';f, brff,,d 2. 10 0 3 [ Return if needed, P.A.N.
e O =0 4{] Telephone follow-up planned
any Rx or office 3. 1 2 :
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Figure 1. Patient Record form

made 60.0 percent of all office visits
during 1992 and accounted for a higher
percent of visits than males in all age
categories except the youngest (under 15
years). Females also had significantly
higher visit rates than males in each age
category with the exception of the
youngest group (under 15 years) and the
two oldest groups (65-74 years and 75
years and over). These patterns were
also observed in the 1990 and 1991
NAMCS.

Visit rates were found to increase
with age after the age of 24. Persons 75
years of age and over had the highest
visit rate of the six age categories
analyzed, at 6.3 visits per person. The

pattern, however, was found to be
slightly different for males and females.
Among males, rates increased with each
age group after the age of 44, with
males 75 years of age and over having
the highest rate of 6.4 visits per person.

Females, despite a general trend
toward increasing visit rates with age
after the age of 24, showed no statistical
difference in the rates for females 2544
years of age compared with those 45-64
years of age, or in the rates for females
65-74 years of age compared with those
75 years of age and over.

The visit rate for the white
population was significantly higher (3.1
visits per person) than the rate for the

black population (2.6 visits per person)
in 1992. White persons made

85.8 percent of all office visits, with
black persons and Asians/Pacific
Islanders accounting for 10.8 percent
and 3.0 percent, respectively.

Visit rates for four of six age
groups were not statistically different
from those observed in 1991, nor were
visit rates by sex found to be
significantly different from the previous
year’s rates. Small but significant
increases were noted in the rate of office
visits made by persons in the age groups
under 15 years and 15-24 years. Within
the under 15 category, corresponding
increases were noted for males and
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Table 1. Number, percent distribution, and annual rate of office visits by selected
physiclan practice characteristics: United States, 1992

Number of
Number of visits per
visits in Percent 100 persons
Physician practice characteristic thousands distribution per year'
Alvisits oo oo vttt 762,045 100.0 303.1
Physician specialty
General and family practice . .......... 219,245 28.8 87.2
Internal medicine. . . ............... 100,273 13.2 39.9
Pediatrics ...................... 96,129 12.6 38.2
Obstetrics and gynecology. . .. . ....... 68,367 9.0 2072
Ophthalmology . .. ................ 46,560 6.1 18.5
Orthopedicsurgery. . . .............. 37,983 5.0 15.1
Dematology. . . ............... ... 28,699 3.8 1.4
Generalsurgery .............c0... 24,309 3.2 8.7
Otolaryngology « .o v v v e vn e e eenn. 22,912 3.0 9.1
Psychiatry . .. ................... 19,818 2.6 7.9
Urological surgery . . .. ............. 14,955 2.0 5.9
Cardiovascular diseases . ............ 14,664 1.9 5.8
Neurology . . ............vnn.. 7,708 1.0 341
All other specialties . ............... 60,422 79 24.0
Professional identity
Doctorof medicine. .. .............. 717,049 94.1 285.2
Doctor of osteopathy . .............. 44,996 5.9 17.9
Geographic region
Northeast . ..................... 165,315 21.7 330.6
Midwest ........... ... ... ..... 184,275 24.2 289.3
South............ ..., 236,800 31.1 280.5
West .........ciiiiiiiiinn. 175,654 23.1 316.2

Based on U.S. Bureau of the Census estimates of the civikan noninstitutionalized population of the United States as of July 1,

1992,
The visit rate Is 52.9 per 100 females.

females, as well as for white persons
and black persons. In the 15-24 year
category, increases were noted for both
males and females. The rate was higher
for black persons, but no significant
difference was noted in the rate for
white persons in this age group between
1991 and 1992.

The visit rate for the white
population was not significantly different
from the 1991 rate, but the rate for the
black population was higher in 1992
than in 1991. In addition, the percent of
visits made by black persons was higher
in 1992, but it is suspected that these
findings may be largely a result of
changes in the 1992 sampling
methodology (see Technical notes).

Visit characteristics

Referral status and prior-visit
status

In general, 6.3 percent of office
visits in 1992 were made as the result of
a referral from another physician, not

significantly different from the

6.2 percent noted in 1991. The majority
of office visits (85.3 percent) were made
by patients who had seen the physician
on a previous occasion, and more than
half (62.2 percent) of all visits were
made by persons who were returning to
the physician for care of a previously
treated problem (table 3). Only

14.7 percent of the visits were made by
new patients.

The proportion of visits made by
new patients was statistically lower in
1992 compared with 1991 data, while a
corresponding increase was found in the
proportion of visits made by patients
who were not new to the physician but
who were seeking care of a new
problem. No difference was noted in the
percent of return visits made for the
care of previously treated problems
between 1991 and 1992.

Expected sources of payment

Data on expected sources of
payment are shown in table 4.

Physicians were asked to check all
of the applicable payment categories for
this survey item, with the result that
multiple payment sources could be
coded for each visit. The patient-paid
category includes the patient’s
contribution toward “co-payments” and
“deductibles.”

Expected sources of payment were
most often private/commercial insurance
(32.9 percent of visits), Medicare
(19.9 percent of visits), HMO/other
prepaid (19.2 percent), and patient-paid
(19.1 percent). Significant decreases
were noted in the proportion of visits
that listed private/commercial insurance,
Medicare, and patient-paid as expected
pay sources between 1991 and 1992.
Conversely, a higher proportion of visits
showed “HMO/other prepaid” and
Medicaid as expected sources of
payment in 1992 as compared with
1991.

Injury-related visits

Injury-related office visits are
presented in terms of patient’s age, sex,
and race in table 5. There were an
estimated 65.6 million injury-related
office visits in 1992, representing
8.6 percent of all office visits. More than
half of these (56.7 percent) were made
by males, and 39.7 percent were made
by persons 2544 years old.

Males had a higher injury-visit rate
than females did overall (30.4 visits per
100 males compared with 22.0 visits per
100 females), but these differences were
noted only in the age groups 15-24
years and 2544 years. Injury-visit rates
for males and females in the under 15,
45-64, 65-74, and 75 years and over
age groups were not found to differ
statistically.

Among females, injury-visit rates
showed little variation between six age
groups. The only statistical difference
noted was between females under 15
years compared with those 25-44 years;
the injury-visit rate was significantly
lower for the former group as compared
with the latter. For males, the injury-
visit rate was higher for persons 25-44
years than for those in three other age
categories: under 15 years, 65-74 years,
and 75 years and over. Males in the age
group 45-64 years had an injury-visit
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Table 2. Number, percent distribution, and annual rate of office visits by patient’s age,

sex, and race: United States, 1992

Number of
Number of visits per
visits in Percent person
Age, sex, and race thousands distribution per year'
Allvisits . . ... ... ... .. 0. 762,045 100.0 3.0
Age
UnderiSvyears. . ................. 155,168 204 27
15-24years. .. ....... ... 72,016 9.5 2.1
25-44years. .. ... i i 211,897 27.8 2.6
45-64years. . . ... ... e 154,997 203 3.2
65-74years. .. ....... .. .. 90,625 1.9 4.9
7S5yearsandover................. 77,341 10.1 6.3
Sex and age
Female........................ 457,369 60.0 3.5
UnderiSyears ................. 74,417 9.8 2.7
1624years . ......... ... ..., 46,629 6.1 27
25-44years .. ... 143,410 18.8 35
45-64years . ... .. it 93,353 123 3.7
65-74years . .. ...... .0t 51,771 6.8 5.1
75yearsandover. . . ............. 47,790 6.3 6.2
Male ........... ... . ..., 304,676 40.0 25
UnderiSyears . ................ 80,752 10.6 2.8
15-24years . ........... ... 25,387 3.3 1.5
2544years ... ... i 68,487 9.0 1.7
45-64vyears . ... ... 61,644 8.1 2.6
65~74years . ....... ., 38,854 5.1 45
75yearsandover. .. ............. 29,552 39 6.4
Race and age
White. ....... .o i 653,851 85.8 3.1
Under1Syears . ................ 124,631 10.8 28
1624years . .. ..... . ... ... ... 60,758 8.0 2.2
2544years .. ... 182,245 23.9 2.7
45-64years .. ... . e, 135,756 17.8 3.3
65-74years . . ... ... 80,673 10.6 4.9
7Syearsandover. .. ............. 69,787 9.2 6.3
Black .. ....... ... L 82,599 10.8 2.6
Under1Syears ................. 23,207 3.0 2.6
1524years . .......... . ... ... 9,345 1.2 1.8
2544years ... ..... ... ..., 22,487 3.0 23
45-64years ... ... 13,949 1.8 2.8
65-74years . ....... .. i, 7.352 1.0 4.5
75yearsandover. . . ............. 6,260 0.8 6.4
All other races

Asian/PacificIslander . . . . ... ........ 22,967 3.0 - ==
American Indian/Eskimo/Aleut. ... . ... ... 2,329 0.3 -——

Based on U.S. Bureau of the Census estimates of the civilian noninstitutionalized population of the United States as of July 1,

1992.

rate that was higher than those 65-74
years of age and 75 years and over. No
significant differences were noted in the
rates for males under 15 years and
15-24 years.

The injury-visit rate for black
persons (25.7 visits per 100) was not
significantly different than the injury-
visit rate for white persons (26.3 visits
per 100) in 1992. The injury-visit rate
was found to be significantly higher for
white males compared with white

females. This was not the case with
rates for black males and black females,
which showed no statistical difference
(data not shown).

Patient’s cigarette-smoking status

Results from the 1992 survey
showed that 78.6 million office visits, or
10.3 percent of the total, were made by
patients who smoke cigarettes. However,
the patient’s smoking status was not

reported for 26.0 percent of office visits.
Data on visits according to patient’s
cigarette smoking status are presented in
tables 6 and 7.

Patient’s principal reason for visit

Item 10 of the Patient Record form
asks the physician to record the patient’s
(or patient surrogate’s) “complaint(s),
symptom(s), or other reason(s) for this
visit in the patient’s own words.” Up to
three reasons for visit are classified and
coded from the survey according to the
Reason for Visit Classification for
Ambulatory Care (RVC) (5). The
principal reason for visit is the problem,
complaint, or reason listed in item 10a.

The RVC is divided into the eight
modules or groups of reasons displayed
in table 8. More than half of all visits
were made for reasons classified as
symptoms (57.9 percent). Respiratory
symptoms accounted for 12.4 percent of
all visits, and musculoskeletal symptoms
accounted for 10.8 percent.

The 20 most frequently mentioned
principal reasons for visit, representing
40.7 percent of all visits, are shown in
table 9. General medical examination
was the most frequently mentioned
reason for visit overall (4.5 percent of
the total), while cough was the most
frequently mentioned reason having to
do with illness or injury (4.0 percent).
Of the top 20 reasons for office visits in
1992, 19 were also listed among the 20
most frequently mentioned reasons in
1991, albeit in slightly different order. It
is important to note that the rank
ordering presented in this and other
tables in this report may not always be
reliable because near estimates may not
differ from each other due to sampling
variability.

Diagnostic and screening services

Statistics on diagnostic and
screening services ordered or provided
by the physician during the office visit
are displayed in table 10. The list of
diagnostic and screening services
appearing on the Patient Record form is
changed periodically to reflect the
changing needs of data users,
recommendations of advisors, and
anticipated future health data needs. The
most recent revision to this item was in
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Table 3. Number and percent distribution of office visits by patient’s referral status and

prior-visit status: United States, 1992

Number of
visits in Percont
Visit characteristic thousands distribution

Allvisits ... ... il ., 762,045 100.0
Referral status

Referred by another physician. . . ............ 47,976 6.3

Not referred by another physician. . .. ......... 714,069 93.7
Prior-visit status

Newpationt.......................... 112,381 14.7

Oldpatient. . .. ....... ... ... 649,664 85.3

Newproblem........................ 175,370 23.0

Odproblem . ...........cciviunenn. 474,294 62.2

Table 4. Number and percent distribution of office visits by patient’s expected source(s)

of payment: United States, 1992

Number of
visits in Percent
Expected source(s) of payment’ thousands distribution

Allvisits ... ..ot i i e, 762,045 100.0
Private/commercial insurance . . . ............ 250,870 329
Madicare. .. ...t nnnnnnn, 161,656 19.9
HMOj/otherprepaid. . . . .. ................ 146,338 19.2
Patientpaid. ......................... 145,459 19.1
Medicaid. .. .............. ... v, 84,098 11.0
Othergovernment . . . ................... 15,622 21
Nocharge..........oiiiiiiiennnnnn.. 12,454 1.6
Other. ...ttt e it it e et e e 30,327 4.0
Unknown. . . .. ..ottt it ieennn 17,773 23
TNumbers may not add to totals because more than one expacted source of pay may be reported per visit.

the 1991 NAMCS, when a number of
categories were added that either had
never appeared on the Patient Record
form, or had not been included for
several years. These modifications are
discussed in two previous publications
(4,6); all were retained in the 1992
NAMCS.

More than half (64.5 percent) of all
office visits included one or more
diagnostic or screening service. The
most frequently mentioned service was
blood pressure check, recorded at
43.5 percent of visits. This percent was
not significantly different from that
recorded in 1991. Blood pressure checks
were ordered or provided at a
significantly higher proportion of visits
by females (48.2 percent) than at visits
by males (36.5 percent).

Other frequently mentioned
diagnostic or screening services were
“other” lab test (16.7 percent of visits),
urinalysis (13.9 percent), visual acuity
(5.5 percent), and radiology (excluding
chest x ray) (5.4 percent). Cholesterol

measures were reported at 3.1 percent of
office visits.

Pap tests and mammograms were
reported at 6.6 percent and 3.0 percent
of visits by females, respectively. A
statistically higher proportion of visits
by males included resting EKG’s and
chest x rays than did visits by females.
Significant differences by sex were also
noted in the percent of visits with
exercise EKG’s, radiology other than
chest x ray, hearing tests, and visual
acuity examinations, all of which were
reported more frequently at visits by
males. Visits by females were more
likely to include urinalysis and “other”
lab tests than were visits by males.

Ambulatory surgical procedures

In item 14 of the NAMCS Patient
Record form, physicians were asked to
record up to two outpatient diagnostic or
therapeutic procedures either scheduled
or performed at the current visit. This

item first appeared in the 1991
NAMCS.

There were 50.0 million ambulatory
surgical procedures reported at
6.1 percent of all office visits during
1992, This is not significantly different
from the 1991 figure of 6.2 percent.
Tables 11 and 12 show visits with
ambulatory surgery scheduled or
performed by patient’s age, sex, and
type of physician seen. The proportion
of ambulatory surgery visits was not
significantly different for persons in the
age groups 45-64, 65-74, and 75 years
and over. However, each of these groups
was more likely to have an ambulatory
surgery visit than were those in each of
the three age groups under 45 years. No
statistical difference was noted by
patient’s sex in the percent of visits with
ambulatory surgery scheduled or
performed. Visits to specialists in
urological surgery, orthopedic surgery,
general surgery, otolaryngology,
ophthalmology, and dermatology
represented 23.0 percent of all office
visits, but accounted for more than half
(52.7 percent) of all ambulatory surgery
visits. Procedures are classified by type
of operation in table 13; the 10
procedures most frequently mentioned
by physicians on the Patient Record
form are shown in table 14.

Physician’s principal diagnosis

Item 11 of the Patient Record form
asks the physician to record the
principal diagnosis or problem
associated with the patient’s most
important reason for the current visit as
well as any other significant current
diagnoses. Up to three diagnoses are
coded and classified according to the
International Classification of Diseases,
9th Revision, Clinical Modification
(ICD-9-CM) (7). Displayed in table 15
are office visits by principal diagnosis
using the major disease categories
specified by the ICD-9-CM. The
supplementary classification, used for
diagnoses that are not classifiable to
injury or illness (for example, general
medical examination, routine prenatal
examination, and health supervision of
an infant or child), accounted for
15.4 percent of all office visits. Diseases
of the respiratory system (14.8 percent)
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Table 5. Number, percent distribution, and annual rate of injury-related office visits by
patient’s age, sex, and race: United States, 1992

Number of
Number of visits per
visits in Percent 100 persons
Age, sex, and race thousands distribution per year'
All injury-related visits. . . . ... ... 65,555 100.0 26.1
Age
UnderiSyears. ............. 10,568 16.1 18.7
1624vyears. . . . ...coii i 8,763 13.4 25.5
25-44years. . . ..., 26,044 39.7 32.0
45-64years. . . ... ... 13,585 20.7 28.0
65-74years. .. ... . ... 3,622 55 19.6
75yearsandover............ 2,974 4.5 241
Sex and age
Female................... 28,416 43.3 22.0
Under15years . ........... 4,251 6.5 15.4
1624years .............. 3,164 4.8 18.3
2544years . ... .. h e 10,388 15.8 25.1
45-64years . . ... 6,169 9.4 245
65-74years . ............. 2,196 34 215
75yearsandover. .. ........ 2,257 3.4 29.3
Male .................... 37,139 56.7 30.4
UnderiSyears ............ 6,317 9.6 21.9
15-24years . ............. 5,599 8.5 32.7
2544vyears .. ... 15,665 23.9 39.2
45-64years . .. ... 7,416 1.3 31.8
65-74years . .......c0. 0. 1,426 2.2 17.2
75yearsandover. .......... 717 1.1 15.5
Race
White.................... 55,192 84.2 26.3
Black . . ......... ... . ... 8,094 123 25.7
Asian/Pacificlslander . . ... ..... 1,965 3.0 - -
American Indian/Eskimo/Aleut. . . . . *303 *0.5 -—-

'Based on U.S. Bureau of the Census estimates of the civilian, noninstitutionalized population of the United States as of July 1,

1992.

Table 6. Number and percent distribution of office visits made by patients who smoke
cigarettes, according to patient's age, sex, and race: United States, 1992

Number of
visits in Parcent
Age, sex, and race thousands distribution

All visits by patients who smoke cigarettes . . . . .. ... 78,618 100.0

Age
UnderiSyears .................... *557 *0.7
15~24¥BAIS . . . 0 i i e 7,681 9.8
2544 YearS . ... ... e 35,962 45.7
45-B4YearsS .. ... e 23,488 29.9
B5-74yRAIS .. ... e 7,767 9.9
75yearsandover. .. ... . i i 3,162 40

Sex
Female ............. .. ... .. 486,300 58.9
Male .. ...t i e 32,318 41.1

Race
White . ... ... i i e 67,946 86.4
Black . . .o i e e 8,149 10.4
Asian/Pacificislander . . . .. ... .............. 2,115 2.7
American Indian/Eskimo/Aleut. . .. .. ... ... ... *408 *0.5

and diseases of the nervous system and
sense organs (11.2 percent) were also
prominent on the list.

The 20 most frequently reported
principal diagnoses for 1992 are shown
in table 16. These are categorized at the
three-digit coding level of the ICD-9-
CM, and account for 36.4 percent of all
office visits made during the year. The
most frequent diagnosis rendered by
physicians at office visits in 1992 was
essential hypertension, occurring at
3.9 percent of all visits. Essential
hypertension has been the most
frequently reported morbidity-related
diagnosis in every survey year since the
NAMCS began in 1973. (Morbidity-
related diagnoses are those classifiable
to illness or injury. Nonmorbidity related
diagnoses include routine prenatal
examination, health supervision of an
infant or child, and general medical
examination, among others.) Of the 20
diagnoses shown in table 16, 18 also
appeared on the list of the 20 most
frequent diagnoses for 1991.

Physician’s checklist of medical
conditions

In addition to the diagnostic data
reported in item 11 of the Patient
Record form, selected information on
the patient’s current health status was
collected in item 13, which appeared for
the first time in the 1991 NAMCS.
Physicians were given a list of four
common conditions—depression,
hypertension, hypercholesterolemia, and
obesity—and asked to record whether
the patient now has any of them,
regardless of what was recorded as the
current diagnosis in item 11 of the
survey form. Results from item 13 are
shown in table 17.

One-quarter (24.9 percent) of the
visits were made by patients who were
reported to have one or more of the four
conditions listed on the survey form.
Hypertension was checked most
frequently, at 13.5 percent of the total,
or 103.1 million office visits. As was
previously noted in the 1991 NAMCS
data, this figure is substantially higher
than the number of visits in which a
first, second, or third diagnosis of
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Table 7. Number and percent distribution of office visits by physician specialty, according

to patient’s cigarette-smoking status: United States, 1992

Number of Does patient smoke cigarettes?
visits in
Physician specialty thousands  Total  Yes No  Unknown'
Percent distribution

Alvisits oo oo v ittt i e e e e 762,045 100.0 10.3 63.7 26.0
General and family practice . .. ............. 219,245 100.0 143 63.8 21.8
Internalmedicine. .. ................. ... 100,273 100.0 124 65.1 226
Pediatrics .......... ... .. 96,129 100.0 0.6 95.9 3.5
Obstetricsandgynecology . . .. ............. 68,367 100.0 10.0 70.0 20.0
Ophthalmology - « <« v oo eeeienenieennnns 46,560 100.0 43 383 57.4
Orthopedicsurgery. . .« ..o oo v v iinin e 37,983 1000 120 400 48.0
Dermatology. . . .. ....ccivii i, 28,699 100.0 5.7 45.5 48.7
General sUrgery .. .........c.oivennun.n 24,309 100.0 120 484 39.5
Ofolaryngology . . . . .« v v e it i e i e e e n 22,912 100.0 8.1 63.0 28.9
Psychiatry . . .. .. ov ittt i i e 19,818 1000 20.0 59.3 20.8
Urologicalsurgery . . ... ..o i i e i i il 14,955 100.0 82 49.0 429
Cardiovasculardiseases . . . . . .. vt vn e 14,664 100.0 10.4 64.4 25.2
Neurology . . .. ...ttt i i i e 7,708 100.0 16.8 61.7 225
Allotherspecialties ... .................. 60,422 100.0 108 565 32.8

Yincludes entries of “unknown® and blank entries.

Table 8. Number and percent distribution of office visits by patient’s principal reason for

vish: Unlted States, 1992

Principal reason for visit and RVC cods’

1
Symptommodule. . .. ... i e e S001-5999
Goneral SYmpPlomMS. « « v o vt vttt sttt S001-S099
Symptoms referable to psychological/mental disorders . . . ........ $100-S199
Symptoms referable to the nervous system (excluding sense organs) . .S8200-S259
Symptoms referable to the cardiovascularflymphatic system. . .. .... S260-S299
Symptoms referabletothe eyesandears . ... ............... S300-S399
Symptoms referable to the respiratory system. . . ... ........... S400-S499
Symptoms referable to the digestivesystem. . . . ... ........... S500-S639
Symptoms referable to the genitourinary system . .............. S640-S829
Symptoms referable to the skin, hai,andnails . ... ............ S830-S839
Symptoms referable to the musculoskeletal system . ........... . S900-S999
Diseasemodule. . . ........ ittt i i ii i, D001-D999
Diagnostic, screening, and preventive module . . ... ............. X100-X599
Treatmentmodule. . . .. ... ..ottt i i e e e e T100-T899
Injuries and adverse effectsmodule .. . . . . ... ... L oL L. J001-~/999
Testresulismodule . ............iiitieeranennnennnnad R100-R700
Administrativemodule. . . . ... ... .. L e i i i A100-A140
o1 U990-Uoo9

Number of
visits in Percont
thousands distribution
762,045 100.0
441,037 57.9
49,099 6.4
21,599 28
23,360 3.1
4,529 0.6
53,750 7.1
94,637 124
35,027 4.6
34,143 45
42,235 5.5
82,659 10.8
66,528 8.7
113,857 14.9
74,160 9.7
23,782 3.1
7,318 1.0
9,186 1.2
26,177 3.4

Based on A Reason for Visit Classification for Ambulatory Care (RVC) (5).

Zincludes problems and complaints not elsewhere classified, entries of “none,” blanks, and illegible entries.

hypertension was reported in item 11 of
the Patient Record form and suggests
that physicians tend to underreport
chronic conditions in item 11.

It should be noted that in item 11,
physicians are instructed to record up to
two additional current diagnoses if any,
in addition to the principal diagnosis,
whether or not they are of direct
concern to the current visit.

therapy.

Therapeutic services

Data on therapeutic services
collected in items 16 and 17 of the
Patient Record form encompass both
medication therapy and nonmedication

Medication therapy—In item 17,
physicians were instructed to record all
new or continued medications ordered

or provided at the visit, including
prescription and nonprescription
preparations, and immunizing and
desensitizing agents. As used in the
NAMCS, the term ““drug” is
interchangeable with the term
“medication,” and the term
“prescribing” is used broadly to mean
ordering or providing any medication,
whether prescription or over-the-counter.
Visits with one or more drug mentions
are termed “drug visits” in the
NAMCS. As many as five medications,
or drug mentions, could be coded per
drug visit.

Data on medication therapy are
shown in tables 18-22. Medication
therapy was the most commonly
mentioned therapeutic service in 1992,
reported at 486.0 million office visits or
63.8 percent of the total (table 18).

There were 922.6 million drug
mentions at visits to office-based
physicians during 1992. This yields an
average of 1.2 drug mentions per office
visit, or 1.9 drug mentions per drug
visit,

Data on number of drug visits and
drug mentions by physician specialty are
shown in table 19. The highest
proportion of drug visits was found
among visits to cardiovascular disease
specialists; 85.6 percent of the visits
made to this specialty included at least
one drug mention.

Drug mentions are displayed by
therapeutic class in table 20. This
classification is based on the therapeutic
categories used in the National Drug
Code Directory, 1985 edition (NDC)
(8). It should be noted that some drugs
have more than one therapeutic
application. In cases of this type, the
drug was listed under the NDC
classification that occurred with the
greatest frequency.

Cardiovascular-renal drugs and
antimicrobial agents accounted for
nearly one-third of all drug mentions
(15.8 percent each). Other prominent
categories included drugs used for relief
of pain (11.0 percent) and respiratory
tract drugs (10.4 percent).
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Table 9. Number and percent distribution of office

visits by the 20 principal reasons for

visit most frequently mentioned by patients and patient’s sex: United States, 1992

Number of Patient's sex
visits in
Principal reason for visit and RVC code’ thousands Total Female Male
Percent distribution

AllViSIES . . .. e e e e 762,045 100.0 100.0 100.0
General medical examination . . . .............. X100 33,973 4.5 4.7 4.1
Cough . ... it e S$440 30,226 4.0 3.7 4.3
Routine prenatal examination. . . ............. X205 28,036 3.7 6.1 ce
Progress visit, not otherwise specified. . . . . . ... ... T800 25,771 34 34 3.4
Symptoms referabletothroat. . . . ... .......... S455 20,839 2.7 2.9 2.6
Postoperative visit. . . .. ....... .. ... .. ... T205 20,060 26 2.6 27
Earache orearinfection . . .................. S355 15,292 2.0 1.9 21
Backsymptoms ... ... ........... ... ... .. S$805 13,899 1.8 1.6 2.1
Vision dysfunctions . . ..................... S3056 13,414 1.8 1.7 1.8
Skinrash ........ ... ... . i S860 13,379 1.8 1.5 241
Faver. . o e e e e S010 12,790 1.7 1.4 2.1
Stomach pain, cramps, and spasms. . . . ...... ... 5545 11,985 1.6 1.9 1.1
Head cold, upper respiratory infection (coryza) . . . . . . S$445 10,986 1.4 1.3 1.6
Headache, paininhead . ... ................ S210 10,854 1.4 1.7 1.1
Well-baby examination . . .. ................. X105 10,799 1.4 1.2 1.8
Kneesymptoms . .. ...................... S925 10,630 1.4 13 16
Nasalcongestion .. ...................... S$400 10,538 1.4 1.3 1.5
Hypertension. .. ......... .. ... .......... D510 8,716 14 1.2 141
Depression . .. .....c..i it S110 8,344 141 1.2 1.0
Allotherreasons. . . ... .... ... ... ... i 451,513 59.3 57.4 61.9

Based on A Reason for Visit Classification for Ambulatory Care (RVC) (5).

Table 10. Number and percent distribution of office visits by diagnostic and screening

services ordered or provided: United States, 1992

Number of Patient’s sex
visits in
Visit characteristic thousands Total Female Male
Percent distribution
Allvisits ... ... .. . e .., 762,045 100.0 100.0 100.0
Number of diagnostic and screening
services ordered or provided
NONe .. . oi i e e e 270,271 35.5 31.7 41.2
ONE .ttt i e e e 272,739 35.8 35.6 36.1
L T 127,349 16.7 18.9 134
TRree Or MOT® . . . v v ittt et e e e eeae e 91,686 12.0 13.9 9.3
Diagnostic and
screening services

None . .......... .. . . i, 270,271 35.5 31.7 41.2
Bloodpressure . . . ... ... ... 331,792 43.5 48.2 36.5
Urinalysis . ... ... ...t e 106,196 13.9 15.3 10.3
EKG—esting ............ . i 23,990 3.1 2.6 3.9
EKG—exercise . ..........c.cceeeeannan-- 3,525 0.5 0.3 0.7
Mammogram .. ......... ... i iiiiinenn. 13,617 1.8 3.0 0.0
Chestxray .......... . ..., 20,592 2.7 2.4 3.1
Otherradiology .............. ... 40,972 5.4 4.9 6.1
Allergytesting . ..... .. ... ... ... ... .. ..., 1,711 0.2 0.2 0.2
Spirometry ... ... .. e 2,813 0.4 0.3 0.5
Paptest ... ... ... ... 30,373 4.0 6.6 0.0
Strepthroattest .. .............. ... ... ... 16,380 2.1 2.0 2.4
HiVserology ...........c0vuiiiiiiannae.. 2,556 0.3 0.3 0.5
Cholesterolmeasure. . . ... ................. 23,872 3.1 3.2 3.1
Otherlabtest .......................... 127,642 16.7 18.0 14.9
Hearingtest ............. ... .. 11,110 1.5 1.0 241
Visualacuity ..........couiiiiiinnennnn 42,133 5.5 5.1 6.2
Mentalstatusexam . .. ... ..........c..c... 8,816 1.2 141 1.2
Other. . ..ot i i i it e 55,255 7.3 8.1 6.0

INumbers may not add to totals because more than one service may be reported per visit.

The 20 most frequently used
generic substances for 1992 are shown
in table 21. Drug products containing
more than one ingredient (combination
products) are included in the data for
each ingredient. For example,
acetaminophen with codeine is included
in both the count for acetaminophen and
the count for codeine. Amoxicillin was
the generic ingredient most frequently
used in drugs ordered or provided by
the physician at office visits in 1992 (as
well as in 1990 and 1991), occurring in
4.7 percent of drug mentions. Of the 20
most used generic ingredients for 1992,
17 were also on the list of the top 20
for 1991.

Table 22 presents the 20
medications most frequently mentioned
by physicians in the NAMCS, according
to the entry name of drug. Entry name
refers to the actual designation used by
the physician on the Patient Record
form and may be a trade name, generic
name, or simply a desired therapeutic
effect. Amoxicillin was the medication
most frequently reported by physicians,
with 20.6 million mentions (2.2 percent
of the total). It was followed by Amoxil
(1.9 percent), Lasix (1.5 percent), and
Ceclor (1.0 percent). Of the top 20
preparations, 18 appeared on the list for
1991, although in different order.

The NAMCS drug data base
permits classification by a wide range of
variables, including specific product
name, generic class, entry form chosen
by the physician (that is, brand name,
generic name, or the desired therapeutic
effect), prescription status (that is,
whether the product is prescription or
nonprescription), federally controlled
substance status, composition status (that
is, single or multiple ingredient
product), and therapeutic category. A
report describing the method and
instruments used to collect and process
drug information for the NAMCS is
available (9).

Nonmedication therapy—1In item 16
of the Patient Record form, the
physician is asked to report all
nonmedication therapies ordered or
provided to the patient at the current
visit. This item had been substantially
revised for the 1991 NAMCS to permit
physicians greater specificity in
reporting the various types of therapy
offered. These changes, all of which
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Table 11. Number and percent distribution of office visits by diagnostic and therapeutic ambulatory surgical procedures scheduled or
performed and standard error of visits with one or more procedures scheduled or performed, according to patient’s age and sex:
United States, 1992

Diagnostic and therapeutic procedurss scheduled or performed Stag«f:lafc{lenv ’
with one or more
All No One or more procodures1
Ags and sex visits procedures procedures in thousands
Number of visits in thousands
R - 762,045 715,866 46,179 2,773
Age
Underibyears. . . ... oi it ittt it i e 155,168 151,671 3,497 446
BB = = 72,016 68,657 3,359 409
P T - | - 211,897 199,767 12,130 915
L o T Y- - T 154,997 142,832 12,165 916
[y 3 |- 90,625 82,661 7,964 723
75years and OVEr . . . . o v v v i s s e e e e e 77,341 70,278 7,064 690
Sex
Female. .. ........ ittt eninanaananeens 457,369 430,959 26,410 1,737
- - 304,676 284,907 19,769 1,358
Percent distribution
AllVISHS « oottt s ittt et et et e e 100.0 93.9 6.1 0.4
Age
Under16years. . . ... .ccvveeinesonaeaaasenananans 100.0 97.7 23 0.3
15-24Y0arS. . . . i it it ittt i s i e et 100.0 85.3 4.7 0.6
o R T 100.0 84.3 57 0.4
A5-B4YBarS. . . .. v ittt et e st 100.0 g2.2 7.8 0.6
Ly £ Y - T 100.0 91.2 8.8 0.8
75y0arS and OVOl & + v v s o v v v v ot e b a s e e 100.0 90.9 9.1 0.9
Sex
L= 3£ - 100.0 94.2 5.8 0.4
- = 100.0 83.5 6.5 0.4

1360 Technical notes for a discussion of standard errors and precision of NAMCS estimates.

were retained in the 1992 NAMCS, are
discussed in two earlier publications
(4,6).

Nonmedication therapy was ordered
or provided at 30.9 percent of all office
visits during 1992 (table 23). Diet
education or counseling was mentioned
most frequently by physicians, at
11.8 percent of the total, or 89.6 million
visits. Other prominent categories
included exercise (7.3 percent), weight
reduction (4.0 percent), and cholesterol
reduction (2.9 percent). The percent of
visits where smoking cessation services
were either ordered or provided
increased significantly between 1991
and 1992, from 1.9 percent (13.0 million
visits) to 2.4 percent (18.3 million
visits).

Disposition of visit

The majority of office visits
(64.4 percent) included a scheduled
followup visit or telephone call in

1992, but this percent was significantly
lower than that noted in 1991

(66.7 percent). Another 24.2 percent of
office visits included instructions to
return if needed, which represents a
statistically significant increase over the
1991 proportion (21.6 percent). Less
than 1 percent of visits resulted in a
hospital admission in both 1991 and
1992. Table 24 displays data on
disposition of office visits.

Duration of visit

Data on the duration of office visits
is presented in table 25. Duration of
visit refers to the amount of time spent
in face-to-face contact between the
physician and the patient. This time is
estimated and recorded by the physician
and does not include time spent waiting
to see the physician, time spent
receiving care from someone other than
the physician without the presence of

the physician, or time spent by the
physician in reviewing patient records
and/or test results. In cases where the
patient received care from a member of
the physician’s staff but did not actually
see the physician during the visit,
duration was recorded as “zero”
minutes.

About two-thirds (66.6 percent) of
physicians’ office visits had a duration
of 15 minutes or less in 1992. The mean
duration time for all visits was 17.6
minutes. Corresponding numbers for
1991 were 69.3 percent and 16.7
minutes, respectively.

Additional reports that utilize 1992
NAMCS data are forthcoming in the
Advance Data from Vital and Health
Statistics series. Data from the 1992
NAMCS will be available on computer
tape from the National Technical
Information Service at a nominal cost
beginning about August 1994. CD/ROM
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Table 12. Number and percent distribution of office visits by diagnostic and therapeutic

ambulatory surgical procedures scheduled or performed and standard error of visits with

one or more procedures scheduled or performed, according to physician specialty:

United States, 1992

Diagnostic and therapeutic
procedures scheduled or performed

Standard error
of visits

with one or more

All No One or more procedures
Physician specialty visits procedures procedures in thousands’
Number of visits in thousands
Allvisits ... ............ 762,045 715,866 46,179 2,773
General and family practice . . . 219,245 213,838 5,407 915
Internal medicine. . . ....... 100,273 97,679 2,594 492
Pediatrics .............. 96,129 95,117 1,012 277
Obstetrics and gynecology . . . . 68,367 63,663 4,704 888
Ophthalmology . .. ........ 46,560 40,781 5,779 1,269
Orthopedic surgery. . .. .. ... 37,983 31,766 6,217 1,195
Dermatology . ........... 28,699 25,796 2,903 565
Generalsurgery .. ........ 24,309 20,708 3,600 303
Otolaryngology . . . ... ..... 22,912 19,616 3,296 605
Psychiatry . . . ........... 19,818 18,729 *89 65
Urological surgery . . . ...... 14,955 12,422 2,534 447
Cardiovascular diseases . . . . . 14,664 14,394 269 64
Neurology .. ............ 7,708 7,614 *94 29
Other................. 60,422 52,742 7,680 1,313
Percent distribution
Allvisits . .............. 100.0 93.9 6.1 0.4
General and family practice . . . 100.0 975 25 04
Internal medicine. . ... ..... 100.0 97.4 26 0.5
Pediatrics .............. 100.0 98.9 141 0.3
Obstetrics and gynecology . . . . 100.0 93.1 6.9 1.0
Ophthalmology . . . ........ 100.0 87.6 124 21
Orthopedic surgery. . .. .. ... 100.0 83.6 16.4 2.2
Dermatology . ........... 100.0 89.9 10.1 1.6
General surgery . ......... 100.0 85.2 14.8 1.4
Ofolaryngology . . . . ....... 100.0 85.6 14.4 1.9
Psychiatry . . . ... ........ 100.0 99.6 *0.4 0.3
Urological surgery . . . ...... 100.0 83.1 16.9 1.5
Cardiovascular diseases . . . . . 100.0 98.2 1.8 0.4
Neurology .. ............ 100.0 98.8 *1.2 0.4
Other................. 100.0 87.3 12.7 2.0

'See Technical notes for a discussion of standard errors and precision of NAMCS estimates.

and diskette versions of the 1992

NAMCS data should be available in late

1994. Questions regarding this report,

future reports, or the NAMCS may be

directed to the Ambulatory Care
Statistics Branch by calling (301)
436-7132.
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Table 13. Number and percent distribution of office visits with corresponding standard errors by diagnostic and therapeutic ambulatory
procedures scheduled or performed: United States, 1992

Number of Standard Standard

Diagnostic or therapsutic procedure scheduled visits in error in Percent error of

or performed and ICD-9-CM code'? thousands thousands® distribution percent®
Allvisits . ... e e 762,045 31,679 100.0 ..
Visits withprocedures. . . . . ... .. ...t nnnn- 46,179 2,773 6.1 0.4
Operations on thenervous system . .. ... .......... 01-05 778 212 0.1 0.0
QOperationsontheeye.......... ... .. ..........\ 08—16 6,928 1,453 0.9 0.2
Operatonsontheear . ....................... 18-20 1,607 292 0.2 0.0
Operations on the nose, mouth, and pharynx. .. ....... 21-29 3,297 756 0.4 0.1
Operations on the cardiovascular system . ........... 35-39 *1,187 415 *0.2 0.1
Operations on the digestivesystem. .. ............. 42-54 7,755 1,091 1.0 0.2
Operations on the urinary system . . . . . ............ 55-59 2,092 361 0.3 0.0
Operations on the male genitalorgans . . . .. ......... 60-64 868 178 0.1 0.0
Operations on the female genitalorgans. . . . ......... 65-71 4,464 938 0.6 0.1
Operations on the musculoskeletal system .. ......... 76-84 6,983 1,052 0.9 0.2
Operations on the integumentary system. . .. ......... 85-86 6,717 673 0.9 0.1
Miscellaneous diagnostic and therapeutic procedures. . . . . 87-99 5,972 661 0.8 0.1
Otherprocedures® . ..................ccouvon.... 1,310 306 0.2 0.0
Visits without procedures. . . . ... .......... ... 715,866 30,507 93.9 04

NOTE: The figure “0.0” indicates a quantity greater than zero but less than 0.05.

Based on the Intemational Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM) (7).

Numbers may not add to totals because up to two procedures could be reported per visit. There were an estimated 50.0 million procedures scheduled or performed in all.

3Sea Tachnical notes for a discussion of standard errors and precision of NAMCS estimates.

“Includes operations on the endocrine system (ICD-8-CM codes 06-07), operations on the respiratory system (ICD-9-CM codes 30-34), operations on the hemic and lymphatic system (ICD-9—
CM codes 40-41), and obstetrical procedures ({ICD-9-CM codes 72-75).

Table 14. Number, standard error, percent distribution, and standard error of percent of office visits by the 10 diagnostic and therapeutic
ambulatory surgical procedures scheduled or performed most frequently: United States, 1992

Number of Standard Standard

Diagnostic or therapeutic procedure scheduled visits in orror in Percent error of

or performed and ICD-$-CM code'* thousands thousands® distribution percent®
L 762,045 31,679 100.0 .
Visitswithprocedures. . . . ... oo it iii i ieineenenenn 46,179 2,773 6.1 0.4
Injection of therapeutic substance into joint or ligament . . . .81.92 2,153 498 0.3 0.1
Imigationofear. . . ... ... it e e 96.52 2,055 402 0.3 0.1
Other intracapsular extractionoflens . .. ... ......... 13.19 1,945 519 0.3 0.1
Biopsy of skin and subcutaneous tissue. . . .. ......... 86.11 1,883 352 0.2 0.0
Other CyStoSCOPY. « « « v v et e e iee e innnennn 57.32 1,704 310 0.2 0.0
COlONOSCOPY « » + v vttt ettt s e it e e eaaaanaaen 45.23 1,676 394 0.2 0.1
Flexible sigmoidoscopy . - - .+ v v v vttt i it a e 45.24 1,310 262 0.2 0.0
Applicationofothercast . . .. ... ... .. ... ... .. 93,53 1,292 264 02 0.0
Applicationofsplint .. ........... ... .. ... ..... 93.54 1,123 264 0.1 0.0
Arthroscopy, knee . . . .. ... ittt it i i 80.26 1,097 282 0.1 0.0
Allotherprocedures .. ........... ... ... 33,719 2,301 44 0.3
Visits without procedures. . . . . . . v ottt i it ittt i, 715,866 30,507 93.9 0.4

NOTE: The figure "0.0" indicates a quantity greater than zero but less than 0.05.

1Based on the Intemational Classification of Diseasss, Sth Revision, Clinical Modification (ICD-9-CM) (7).

2Numbers may not add to totals because up to two procedures could be reported per visit. There were an estimated 50.0 million procedures scheduled or performed in all.
3See Technical notes for a discussion of standard erors and precision of NAMCS estimates.
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Table 15. Number and percent distribution of office visits by physician’s principal
diagnosis: United States, 1992

Number of
visits in Percent
Principal diagnosis and ICD-9—CM code’ thousands  distribution
AllVisits . . .. 762,045 100.0
Infectious and parasiticdiseases . ... ........... ... 001-139 26,738 3.5
Neoplasms . . ... ... 140-239 23,619 3.1
Endocrine, nutritional and metabolic diseases, and immunity disorders . . 240-279 27,605 3.6
Mental disorders. .. .. ... ... 00t 290-319 32,191 4.2
Diseases of the nervous system and senseorgans . ............. 320-389 85,196 1.2
Diseases of the circulatory system . . . .. ................... 390459 58,676 7.7
Diseases of the respiratory system . . . .. .. ................. 460-519 112,420 14.8
Diseases of the digestivesystem . . . . ..................... 520-579 32,808 4.3
Diseases of the genitourinary system . . . .. .................. 580-629 43,803 5.7
Diseases of the skin and subcutaneous tissue . . . ... ........... 680-709 41,926 5.5
Diseases of the musculoskeletal system and connective tissue. . . . . . . 710-739 52,254 6.9
Symptoms, signs, and ill-defined conditions . ... ............... 780-799 29,599 39
Injury and poisoning. . . . . . ..ottt e 800-999 57,402 75
Supplementary classification. . . . ... ..., .. ... ... . ..., voi-vg2 117,521 15.4
Allother diagnoses?. . . .. ..ottt 9,997 1.3
Unknown® . . ..o 10,289 1.4

'Based on the Intemational Classification of Diseases, 9th Revision, Clinical Modification (ICD-3-CM) (7).

Includes diseases of the blood and blood-forming organs (280-289); complications of pregnancy, childbirth, and the puerperium
§630—676); congenital anomalies (740-759); and certain conditions originating in the perinatal period (760-779).
Includes blank diagnoses, uncodable diagnoses, and illegible diagnoses.

Table 16. Number and percent distribution of office visits by the 20 principal diagnoses
most frequently rendered by physicians and patient’'s sex: United States, 1992

Number of Patiant's sex
visits in E—
Principal diagnosis and ICD-9—CM code’ thousands Total Female Male
Percent distribution

Allvisits .. ... e 762,045 1000 100.0 100.0
Essential hypertension . . . ......... ... ... . . ... ...... 401 29,844 39 3.8 4.0
Normalpregnancy. . . .. ... ...t n i) V22 29,358 3.9 6.4 e
Acute upper respiratory infections of multiple or unspecified sites . . .465 22,444 29 2.6 3.4
Suppurative and unspecifiedotitismedia. . . . .. ... ......... 382 21,814 2.9 2.4 3.6
General medical examination . . . . . ... ...ttt V70 21,116 2.8 2.8 2.8
Health supervision of infantorchild . . . ... ............... V20 17,749 2.3 1.9 3.0
Chronicsinusitis . . . .. ... .t e 473 14,547 1.9 23 1.4
Diabetes meliitus. . . .. ........ ... ... ... ... ... . . ... 250 14,254 1.9 1.8 2.0
Acute pharyngitis. . ... .. ... ... . e 462 13,671 1.8 1.7 2.0
Bronchitis, not specified as acute orchronic . . . . ... ......... 490 12,257 1.6 1.7 1.5
Asthma. . . ... e e e 493 9,740 1.3 1.2 1.4
Diseasesof sebaceousglands . . . .. ................... 706 8,913 1.2 1.1 1.2
Contact dermatitis and othereczema . . .. ................ 692 8,408 1.1 09 1.4
Neuroticdisorders . . . . ... ... .. ... ... ... ... 300 7,943 1.0 1.1 0.9
Sprains and strains of other and unspecified parts of back . . . . . . . 847 7,769 1.0 0.9 1.2
Special investigations and examinations . .. ............... V72 7,752 1.0 1.3 0.5
Allergicrhinitis . . . . .. ... ... . . e 477 7,621 1.0 09 1.1
Osteoarthrosis and allied disorders. . .. .. ................ 715 7,521 1.0 1.1 0.8
Cataract . . .. ... o e e 366 7,469 1.0 1.0 1.0
Other noninfectious gastroenteritis and colitis . . . . .......... . 558 7,068 0.9 0.9 1.0
Aliotherdiagnoses .. ... .. ... ...ttt ennn 484,789 63.6 62.2 65.8

"Based on the Intemational Classification of Diseases, Sth Revision, Clinical Modification ({CD-9-CM) (7).



Advance Data No. 253 e August 10, 1994 13

Table 17. Number and percent distribution of office visits by selected medical conditions, according to patient’s age and sex:

United States, 1992

FPatient’s age Pationt’s sex
All ages, Under 15 15-24 25-44 45-64 65-74 75 years
Medical condition’ both sexes years years years years years and over Female Male
Number in thousands
Alvisits . .. ....... ... ..., 762,045 156,168 72,016 211,897 154,997 90,625 77,341 457,369 304,676
Hypertension .. ............. 103,135 *516 861 13,928 34,853 27,935 25,042 63,402 39,733
Obesity. ...........ocoun.. 65,549 2,052 3,585 20,305 23,185 10,780 5,642 46,001 19,548
Depression . .......ccuuueee 44,841 *620 1,836 17,132 13,162 6,286 5,805 31,717 13,124
Hypercholesteralemia . . . ....... 42,135 *152 *592 5,639 16,678 11,161 7,913 25,560 16,575
None of theabove. . .......... 672,463 152,070 65,939 165,807 93,606 51,035 44,007 335,429 237,035
Percent distribution

Allvisits .. ...cvvviiiinen.. 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Hypertension . .............. 135 *0.3 1.2 6.6 225 30.8 324 139 13.0
Obesity. .......covviunann. 8.6 1.3 5.0 9.6 15.0 1.9 7.3 10.1 6.4
Depression . .......cc0uveenn 5.9 *0.4 25 8.1 8.5 6.9 7.5 6.9 4.3
Hypercholesterolemia . . . ....... 5.5 *0.1 *0.8 2.7 10.8 123 10.2 5.6 54
None of theabove............ 75.1 98.0 91.6 78.2 60.4 56.3 56.9 733 77.8

INumbers may not add to totals because maore than one condition may be reported per visit.

Table 18. Number and percent distribution of office visits by medication therapy and number of medications provided or prescribed:

United States, 1992

Number of Patient's sex
visits in
Visit characteristic thousands Total Fermale Male
Percent distribution
AlViSS « ..ot i i 762,045 100.0 100.0 100.0
Medication therapy’
Drug visits® . . ...ttt 486,047 63.8 64.4 62.9
Visits without mention of medication. . . . .. 275,998 36.2 35.6 37.1
Number of medications provided
or prescribed by physician
e T 275,998 36.2 35.6 371
One .....iiiiiiiie i 246,790 32.4 32.4 324
TWO . i ittt e ittt i 126,345 16.6 16.7 16.3
Three . ....... it iniiniinnnnnn 57,503 7.5 7.8 7.2
Four ... ..ttt rieennns 26,449 3.5 35 3.5
Fiveormore ......c.ooevmvcvennns 28,959 3.8 4.0 35
Tincludes prescription drugs, over-the-counter preparations, immunizing agents, and desensitizing agents.
2vVisits at which one or more drugs was provided or prescribed by the physician.
Table 19. Number and percent distribution of drug visits and drug mentions by physician specialty: Unlted States, 1992
Number of Number of Percont
drug visits Percent drug mentions Percent drug
Physician spacialty in thousands’ distribution in thousands distribution visits®
All specialties . . .. ....... i 486,047 100.0 922,584 100.0 63.8
General and family practice . .. ........ 165,526 34.1 315,046 34.1 75.5
Internal medicine. . . ............... 79,500 16.4 181,604 19.7 79.3
Pediatrics ............cc.. ..., 66,275 13.6 104,258 1.3 68.9
Obstetrics and gynecology . . . . ... ..... 32,386 6.7 40,563 4.4 47.4
Ophthalmology . .. ................ 19,081 3.9 35,530 3.9 41.0
Dematology. .. ......... ... ..... 16,939 3.5 28,429 3.1 58.0
Cardiovascular diseases . . ........... 12,574 2.6 40,631 4.4 85.6
Orthopedicsurgery. . . . . ... v vv v 12,016 2.5 15,714 1.7 31.6
Otolaryngology . . . . ..o iviivvn. 11,468 24 16,634 1.8 50.1
Psychiatry . ............ .ot 11,435 24 20,715 22 57.7
Generalswrgery .............00... 8,386 1.7 14,594 1.6 345
Urologicalsurgery . . ... ... ..o 6,058 1.2 9,024 1.0 40.5
Newrology . « oo v v v v v i it i iieennn 5,038 1.0 9,662 1.0 65.4
All other speciaities . ............... 39,366 8.1 90,179 9.8 65.2

isits at which one or more drugs was provided or prescribed by the physician.
2Number of drug visits divided by number of office visits multiplied by 100.
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Table 20. Number and percent distribution of drug mentions by therapeutic classification:
United States, 1992

Number of
drug mentions Percent
Therapeutic classification’ in thousands distribution
Alldrugmentions . .......................... 922,584 100.0
Cardiovascular-renal drugs. . .. ... ... .. ........ 145,659 16.8
Antimicrobialagents . . ... ......... ... .. ...... 145,656 15.8
Drugs used forreliefofpain. . ... ................ 101,433 1.0
Respiratory tractdrugs . .. ..................... 96,026 104
Hormones and agents affecting hormonal mechanisms . . . . 77,726 8.4
Psychopharmacologicaldrugs. . . . . ............... 56,348 6.1
Skinf/mucous membrane .. ............ . .. ...... 44,963 4.9
Metabolic and nutrientagents . . . . ................ 39,644 4.3
Gastrointestinalagents . .. ..................... 38,422 4.2
Immunologicagents . ........................ 29,744 3.2
Ophthalmicdrugs . . ............. ... . ..o .... 26,367 2.9
Neurologicdrugs . .................. .. ...... 17,135 19
Hematologicagents . . . ... .................... 11,972 1.3
Other and unclassified® ....................... 91,489 9.9

Based on the standard drug classification used in the National Drug Code Directory, 1985 edition (NDC) (8).

Ancludes anesthestics, antidotes, radiopharmaceuticals/contrast media, oncolytics, otologics, antiparasitics, and unclassified/
miscellaneous drugs.

Table 21. Number and percent distribution of drug mentions for the 20 most frequently used generic substances: United States, 1992

Number of
drug mentions Percent Therapeutic
Generic substance in thousands’ distribution classification®
Alldrugmentions. . ................ 922,584 100.0 -
Amoxicillin. . ... ... ... ... . ... 43,216 4.7 Penicillins
Acetaminophen. . . ... ............. 29,822 3.2 General analgesics
Erythromyein .. .................. 19,386 2.1 Erythromycins and lincosamides
Hydrochlorothiazide . . . ............. 17,570 1.9 Diuretics
Abuterol . ... ................... 15,813 1.7 Bronchodilators, antiasthmatics
Aspirin . . ... ... . L o 15,769 1.7 General analgesics
Guaifenesin . . . .................. 15,034 1.6 Antitussives, expectorants, mucolytics
Furosemide . . ... ................ 14,515 1.6 Diuretics
lbuprofen. . .. ................... 13,575 1.5 Antiarthritics
Phenylpropanolamine . . . .. .......... 13,294 14 Nasal decongestants
Phenylephrine. . . ................. 12,562 14 Nasal decongestants
Naproxen . ..................... 11,843 1.3 Antiarthritics
Codeine ....................... 11,729 1.3 General analgesics
VitaminA. . . ....... ... . 11,131 1.2 Vitamins, minerals
Digoxin............. ... .. ...... 10,963 1.2 Cardiac glycosides
Pseudoephedrine. . . .. ... .......... 10,907 1.2 Nasal decongestants
Ergocaleiferol . . . . ................ 10,328 1.1 Vitamins, minerals
Cefaclor . ......... .. ..., 9,818 1.1 Cephalosporins
Enalapril . . ........... ... ... ... 9,415 1.0 Antihypertensive agents
Prednisone . .................... 9,197 1.0 Adrenal corticosteroids
Allothermentions . ... ............. 616,697 66.8

1Frequem:y of mention combines single-ingredient agents with mentions of the agent as an ingredient in a combination drug.
2Based on the National Drug Code Directory, 1985 edition (NDC} (8). In cases where a generic substance had more than one therapeutic use, it was listed under the NDC classification that
occurred with the highest frequency.
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Table 22, Number, percent distribution, and therapeutic classification for the 20 drugs most frequently prescribed at office visits, by
entry name of drug: United States, 1992

Number of
drug mentions Percent Therapeutic
Entry name of drug’ in thousands distribution classification”
Alldrugmentions. . . ............. 922,584 100.0 PP
Amoxicillin, . . ............ ... ... 20,554 22 Penicillins
Amoxil . ... vi i e 17,492 1.9 Penicillins
LasiXx . oo vi i 13,543 1.5 Diuretics
Ceclor ........ciiiiiiniin., 9,607 1.0 Cephalosporins
Zantat . ... i e e et e 9,037 1.0 Agents used in disorders of upper GI tract
Vasotec. . . . v vt vt 9,022 1.0 Antihypertensive agents
Premarin. .. ....coveivnennn. 8,814 1.0 Estrogens and progestins
Prednisone ............00...-- 8,808 1.0 Adrenal corticosteroids
Naprosym. « . v oo v v et envenennean 8,541 0.9 Antiarthritics
Synthroid. .. ......... .. . ... 8,278 0.9 Agents used fo treat thyroid disease
Tylenol . . v v i i i . 8,226 0.9 General analgesics
Seldane ............... .. 7,771 0.8 Antihistamines
Cardizem. .. ........ v 7,604 0.8 Antianginal agents
Lanoxin. ... .coveviiiii i 7,593 0.8 Cardiac glycosides
Ventolin. . ......... ... iu. 7,490 0.8 Bronchodilators, antiasthmatics
Motrin. . ... ov ittt 6,918 0.7 Antiarthritics
Proventil . .. ......00ciiia.n 6,735 0.7 Bronchodilators, antiasthmatics
Allergy relieforshots . . ........... 6,183 0.7 Diagnostics, nonradioactive and radiopagque
Diptheria Tetanus Toxoids Pertussis . . . . 6,176 0.7 Vaccines and antiserums
XANAX. o v e v oo e v v n e oot ennnnnan 6,027 0.7 Antianxiety agents
Allother . ...........ocv.. 738,165 80.0 .
he entry made by the physician on the pr iption or other medical records. This may be a trade name, generic name, or desired therapeutic effect.

2Based on the National Drug Code Directory, 1985 edition (NDC) (8). In cases where a drug had more than one therapeutic use, it was listed under the NDC category that occurred with the
highest frequency.

Table 23. Number and percent distribution of office visits by nonmedication therapy
ordered or provided: United States, 1992

Number of Patient's sex
visits in
Nonmedication therapy thousands Total Femals Mals
Percent distribution

Allvisits . .. ..o i i i 762,045 100.0 60.0 40.0

Counseling, education,

and other therapy’

Nome .. ..oii i it e 526,292 69.1 68.4 70.1
Diet......oiiiiiiiiiiieniaans 89,560 11.8 123 10.8
EXercise . . . ..o i ittt 55,261 7.3 7.3 7.2
Weightreduction. . . ............... 30,133 4.0 4.2 3.6
Cholesterol reduction . . .. ........... 22,462 29 29 3.0
Smoking cessation. . .. ... ... ... 18,327 24 23 25
Family/social . ........ccuuuunun.. 14,966 20 23 1.5
Growth/development. . ... ........... 13,890 1.8 1.9 1.7
Familyplanning. . . . ........ ... ... 14,966 20 15 0.1
Alcoholabuse. . . ................. 3,161 0.4 0.3 0.6
Drugabuse . . ......ccotiiieannenn 2,079 0.3 0.2 0.3
Othercounseling. .. ............... 61,484 8.1 8.6 7.3
Psychotherapy . .................. 20,477 27 27 2.7
Correctivelenses. . ... ... 7,582 1.0 1.0 1.1
Hearingaid . .................... *424 *0.1 *0.0 *0.1
Physiotherapy. . . . .. ... ... ol 13,824 1.8 1.6 21
Othertherapy . . . « v v o v v v i i i 19,446 26 2.1 3.2

TNumbers may not add to totals because more than one type of nonmedication therapy may be reported per visit.
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Table 24. Number and percent distribution of office visits by disposition of visit:
United States, 1992

Number of
visits in Percent
Disposition’ thousands distribution
Allvisits . .. .......... ... ... .... 762,045 100.0
Return at specified time. . . .. ......... 469,155 61.6
Returnifneeded. . . .. ............. 184,144 242
No followup planned. . . ... .......... 72,881 9.6
Telephone followup planned . . . ... .. ... 21,202 28
Referred to other physician . .......... 22,445 29
Admittohospital . . . .. ............. 5,385 0.7
Returned to referring physician . .. ... ... 8,097 1.1
Other............0. i 6,408 08

INumbers may not add to totals because more than one disposition may be reported per visit.

Table 25. Number and percent distribution of office visits by duration of visit:
United States, 1992

Number of
visits in Percent
Duration thousands distribution
Allvisits . . ... ............. 762,045 100.0
Ominutes’ .. . .............. 8,552 1.1
1-5Sminutes. ............... 56,055 74
6-10minutes . . . ............ 196,233 25.8
M-15minutes .............. 245,954 32.3
1630minutes . . .. .......... 199,762 26.2
31 minutesandover. . ......... 55,488 7.3

Wisits in which there was no face-to-face contact between patient and physician.
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Technical notes

Source of data and sample
design

The information presented in this
report is based on data collected by
means of the National Ambulatory
Medical Care Survey (NAMCS) from
January 1992 through December 1992.
The target universe of NAMCS includes
office visits made in the United States
by ambulatory patients to nonfederally
employed physicians who are principally
engaged in office practice, but not in the
specialties of anesthesiology, pathology,
or radiology. Telephone contacts and
nonoffice visits are excluded.

A multistage probability sample
design is used in NAMCS, involving
samples of primary sampling units
(PSU’s), physician practices within
PSU’s, and patient visits within
physician practices. The PSU’s are
counties, groups of counties, county
equivalents (such as parishes or
independent cities), or towns and
townships (for some PSU’s in New
England). For 1992, a sample of 3,000
nonfederal, office-based physicians was
selected from master files maintained by
the American Medical Association and
American Osteopathic Association.
Physicians were screened at the time of
the survey to ensure that they were
eligible for survey participation. Of
those screened, 858 physicians were
ruled ineligible (out of scope) due to
reasons of being retired; employed
primarily in teaching, research, or
administration; or other reasons. The
remaining 2,142 physicians were in
scope or eligible to participate in the
survey. The physician response rate for
the 1992 NAMCS was 71.4 percent.

Sample physicians were asked to
complete Patient Record forms (figure 1)
for a systematic random sample of office
visits occurring during a randomly
assigned 1-week reporting period.
Responding physicians completed
34,606 Patient Record forms.

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

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

For 1992 several changes were
made in the sample design of the
NAMCS, which should be considered in
the interpretation of the survey results.
In an effort to even the precision of
estimates across each of the physician
specialty strata in the sample design, the
decision was made to increase the
proportion in the sample of specialists in
general surgery, psychiatry,
otolaryngology, and neurology. Although
this would result in a corresponding
decrease in the sample of the larger
physician specialties, most notably
general and family practice, internal
medicine, and pediatrics, the precision
of these estimates tended to be much
higher relative to the smaller specialties,
and it was expected that the end result
would be an acceptable balance of
precision levels across all strata.

However, the reduced numbers of
general practitioners, internists, and
pediatricians sampled in 1992, coupled
with the high percents of sampled
physicians in these specialties who were
determined to be ineligible (out of
scope) for survey participation, resulted
in low numbers of survey respondents in
these categories and a lowering of the
precision of these estimates relative to
other survey years, especially when
disaggregated by other variables such as
race. Because visits made by black
patients were often found to be clustered
among the sampled physicians and were
more likely to be made to general and
family practitioners, which were
undersampled in 1992, it is
recommended that caution be exercised
when interpreting differences in race
data and individual physician specialties.

Sampling errors

The standard error is primarily a
measure of the sampling variability that
occurs by chance when only a sample,
rather than an entire universe, is
surveyed. The relative standard error of
an estimate is obtained by dividing the
standard error by the estimate itself; the

Table I. Approximate relative standard
errors for estimated numbers of office
visits: National Ambulatory Medical Care
Survey, 1992

Relative
Estimated number of office standard
visits in thousands error in percent

100 ..ottt e 772
200 . ... i i 54.7
= o 348
676 . ..ot 30.0
1,000, ... 0ttt 248
2000, ... ..t 17.8
5000.....0000niiicanaann 11.8
10,000 ... ...t ii it 9.0
20000 . ... i e 72
50,000 . ...t 5.8
100,000 ... .ot 53
200,000 ... .. 5.0
500,000 ......cniiiiiiiann 4.8
1,000000 .. ... .. it 47

NOTES: The smallest reliable estimate for visits to
aggregated specialties is 676,000 visits. Estimates below this
figure have a relative standard error greater than 30 percent
and are deemed unreliable by NCHS standards.

Example of usa of table: An aggregate estimate of 50 million
visits has a relative standard error of 5.8 percent or a
standard etror of 2,900,000 visits (5.8 percent of 50 milion).

result is then expressed as a percent of
the estimate.

Relative standard errors (RSE’s) for
estimated numbers of office visits in
1992 are shown in table I, relative
standard errors for estimated numbers of
drug mentions are presented in table II.
Standard errors for estimated percents of
visits and drug mentions are displayed
in tables HI and IV.

Table Il. Approximate relative standard
errors for estimated numbers of drug men-
tions: National Ambulatory Medical Care
Survey, 1992

Rolative
Estimated number of standard
drug mentions in thousands eiror in percent

100 .0ttt it 94.6
200 ... i i i i e e i e 67.1
500 ..ot e, 42.7
1000, . ... . i 305
1< 30.0
2000.. ... ciiii i, 22.1
5000... ... i 14.8
10000 ... ...cinvinnnnnan, 11.4
20000 ... . i e 9.3
50,000 .......0ccciuiunannn 77
100,000 .......civiiinanaan 7.1
200,000 ...... ... e 6.7
500,000 . ... i 65
1,000,000 .. ... .. i 6.5

NOTES: The smallest reliable estimate of drug mentions for
aggregated spacialties is 1,039,000 mentions. Estimates

below this figure have a relative standard error greater than
30 percent and are deemed unveliable by NCHS standards.

Example of use of table: An aggregate estimate of 50 million
drug mentions has a relative standard error of 7.7 percont or
a standard error of 3,850,000 mentions (7.7 percent of 50
million).
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Table lll. Approximate standard errors of percents of estimated numbers of office visits:
National Ambulatory Medical Care Survey: 1992

Estimated percent
Base of percent
(visits in thousands) Tor99 5o0r95 100r90 200r80 300r70 40 or 60 50
Standard error in percentage points
100 . ... . ... ..., 7.7 16.8 23.1 30.8 35.3 37.7 38.5
200 .. ... ... 5.4 1.9 16.3 21.8 25.0 26.7 27.2
500 ................ 3.4 75 10.3 13.8 15.8 16.9 17.2
1,000, ... ..., 24 5.3 7.3 9.7 11.2 11.9 12.2
2000............... 1.7 3.8 5.2 6.9 7.9 8.4 8.6
5000............... 1.1 2.4 3.3 4.4 5.0 5.3 5.5
10,000 .. ............ 0.8 1.7 2.3 3.1 3.5 3.8 3.9
20,000 .............. 0.5 1.2 1.6 22 25 2.7 2.7
50,000 .............. 0.4 08 1.0 1.4 1.6 1.7 1.7
100,000 ............. 0.2 0.5 0.7 1.0 1.1 1.2 1.2
200000 ............. 0.2 0.4 0.5 0.7 08 0.8 0.9
500000 ............. 0.1 0.2 0.3 04 05 05 0.6
1000000 ............ 0.1 0.2 0.2 0.3 0.4 0.4 0.4

NOTE: Example of use of table: An estimate of 30 percent based on an aggregate estimate of 10 million visits has a standard
error of 3.5 percent or a relative standard error of 11.7 percent (3.5 percent divided by 30 percent).

Table IV. Approximate standard errors of percents of estimated numbers of drug men-
tions: National Ambulatory Medical Care Survey: 1992

Estimated percent

Base of percent

{drug mentions in thousands) 1or99 50r95 100r90 200r80 300r70 400r60 50
Standard error in percentage points
100 . ..o 9.4 20.6 283 37.8 43.3 46.3 47.2
200 . ... e 6.6 14.6 20.0 26.7 30.6 32.7 334
800 ..... ... i 4.2 9.2 12.7 16.9 19.4 20.7 21.1
1000, . ..., ... ... ... 3.0 6.5 9.0 1.9 13.7 14.6 14.9
2000........ ... ... .. ... 2.1 4.6 6.3 8.5 9.7 10.3 10.6
5000............. .. ... .. 1.3 29 4.0 5.3 6.1 6.5 6.7
10,000 . .................. 0.9 2.1 28 3.8 4.3 46 4.7
20000 .............. ..., 0.7 1.5 2.0 27 3.1 33 33
50000 ................... 0.4 0.9 1.3 1.7 1.9 241 21
100000 . ................. 0.3 0.7 0.9 1.2 14 15 1.6
200,000 .................. 0.2 0.5 0.6 0.9 1.0 1.0 1.1
500000 .................. 0.1 0.3 0.4 0.5 0.6 0.7 0.7
1,000000 ................. 0.1 0.2 0.3 04 0.4 0.5 0.5

NOTE: Example of use of table: An estimate of 30 percent based on an aggregate estimate of 100 million drug mentions has a
standard ervor of 1.4 percent or a relative standard error of 4.7 percent (1.4 percent divided by 30 percent).

Alternatively, relative standard
errors for aggregate estimates may be
calculated using the following general
formula, where x is the aggregate of
interest in thousands, and A and B are
the appropriate coefficients from table V.

RSE®) = Va +-£ . 100
X

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

RSEQ) = \/B-(9) .14y
P-x

Estimates and percents relating to
ambulatory surgical procedures have
been presented in tables in this report
with specific standard errors calculated
using SUDAAN software (10), rather
than using the generalized variance
curves that approximate relative
standard errors for most NAMCS
estimates. The decision to provide
specific standard errors for these
estimates and percents was made
following a statistical analysis of the
data that resulted from the ambulatory
surgery survey item. The analysis

suggested that a generalized variance
curve would be of limited utility, given
the nature of the data in question.

Adjustments for nonresponse

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

Test of significance and rounding

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

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

Definition of terms

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

Drug mention—A drug mention is
the physician’s entry on the Patient
Record form of a pharmaceutical agent
(by any route of administration) for
prevention, diagnosis, or treatment.
Generic as well as brand-name drugs are
included, as are nonprescription and
prescription drugs. Along with all new
drugs, the physician also records
continued medications if the patient was
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Table V. Coefficients appropriate for determining relative standard errors by type of esti-
mate and physician specialty: National Ambulatory Medical Care Survey, 1992

Coefficient for use with estimates in thousands

Type of estimats and
physician specialty A B
Visits
Overalltotal . . . ... ....... .. .. 0.002166736 59.31728791
General and family practice . . ... ............ 0.01528225 67.30624004
Osteopathy . .. ....ciiiiiinininnnnnnnn. 0.02187347 15.93954564
Internal medicine. .. .......... . . .. 0.01430119 52.12533278
Pediatrics . ... ... iiiiiinannaiannnns 0.01242304 37.48754366
Generalsurgery .. .......c.uuiieennaneans 0.01131364 5.33548403
Obstetrics andgynecology . . . . . . .o v v an. 0.01261294 28.04987362
Orthopedicsurgery. . .. ... ... .. 0.01290139 24.41126789
Cardiovasculardiseases . .. ................ 0.02326084 12.06944272
Dermatology. . . ...... ... i il i, 0.02754591 12.69389556
Urologicalsurgery .. .. .. ... .. . oo 0.01745979 9.38525852
PSYCHIatY « v v v ee vt veee e e 0.01081403 10.77898407
Newology - . -« t vt it i ettt i 0.01482385 8.63971125
Ophthalmology . .. .......... ... . 0.01669678 22,9295663
Otolaryngology . . . v« v v i i et e 0.01636667 7.22439527
All otherspecialties . .. ................... 0.0133434 31.25167177

Overalltotal . . . .. ... iii it

General and family practice . . . ...... ... .. ...
Osteopathy ........cccveiieennannanan
Internalmedicine. .. ........... o oo
Pediatrics ......... ittt iiiienennnn
Coneral SUrgery - - -« o vt e it et
Obstetricsand gynecology. . . . ..............
Orthopedicsurgery. . . . ... oot ittt iieinnn
Cardiovascular diseases . . . .. .o oo oo evennnnn
Dermatology. « « « o v v v vt vttt i
Urclogicalsurgery . . .. ... .. vi it e
Psychiatry . . . .. oo it ie i i i
Newology . . o« e i ittt ii it e e ene
Ophthalmology . . . ... .o ottt

Otolaryngology . . . o« o v it i it i it i eieas
Allotherspecialties . .............. ...

0.004106571 89.17495556
0.01823822 122.9598
0.02749416 21.87363466
0.02284806 90.21863157

0.0199687 39.77076275
0.04818038 5.63703534

0.0203148 41.18898323
0.02740476 24.31222595
0.02675668 25.74429136
0.02140189 18.82787934
0.03806206 5.36142571
0.01648031 14.04484475
0.03038956 4.78471796
0.04965684 23.06889268

0.0168309 10.94330617
0.02539558 47.16170733

specifically instructed during the visit to
continue the medication. Physicians may
report up to five medications per visit.

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

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

Physician—A. physician is a duly
licensed doctor of medicine (MD) or
doctor of osteopathy (DO) who is
currently in office-based practice and
who spends some time caring for
ambulatory patients. Excluded from the
NAMCS are physicians who are hospital
based; who specialize in anesthesiology,

pathology, or radiology; who are
federally employed; who treat only
institutionalized patients; or who are
employed full time by an institution and
spend no time seeing ambulatory
patients.

Visit—A visit is a direct personal
exchange between an ambulatory patient
and a physician, or a staff member
working under the physician’s
supervision, for the purpose of seeking
care and rendering personal health
services. Excluded from the NAMCS
are visits where medical care was not
provided, such as visits made to drop off
specimens, pay bills, make
appointments, and walk-outs.

0.0

Symbols
Data not available

Category not applicable
Quantity zero

Quantity more than zero but less
than 0.05

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

Figure does not meet standard of
reliability or precision
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Introduction

Health insurance coverage is an
important factor associated with use of
preventive health care services.
Uninsured persons use less preventive

health care than do those with insurance,

and among persons with insurance, use
of preventive care varies with the type
of coverage. The Rand Health Insurance
Experiment (HIE), in which persons
were randomly assigned to insurance
plans, showed that those enrolled in
Health Maintenance Organizations
(FIMOs) received more preventive
health care than did those with fee-for-
service coverage, and that use of
preventive care was inversely related to
the level of out-of-pocket spending (1).
Results from the HIE also showed that
poor women with free fee-for-service
coverage were more likely to receive
Pap tests than those with cost-sharing
plans (2). In contrast, among nonpoor
women, there was no difference in Pap
test usage between women with free and
cost-sharing plans (2). An analysis of
data from the 1987 National Health
Interview Survey (NHIS) found that
cancer screening rates were greater for
women who reported an HMO as their
usual source of care than for those who
reported some other place as their usual
source of care (3).

The purpose of this report is to
provide national data on the relationship
between type of health insurance
coverage and recent use of
mammography, clinical breast
examinations (CBEs), and Pap tests by
women 40 years of age and over.
Objectives are to compare use of
screening between women enrolled in
HMOs and fee-for-service plans;
between women with private coverage,
public coverage, and the uninsured; and
between women with different types of
health insurance coverage afier
controlling for educational attainment.

The data presented in this report
extend previous studies by providing
recent national data on the use of
preventive care by women enrolled in a
broad range of HMOs compared with
many studies that are based on one or
two specific HMOs. In addition, the
NHIS is sufficiently large to allow
results to be presented for subgroups of
women based on age and socioeconomic
status. Of particular interest is whether
the effect of HMO enrollment on use of
preventive measures differs by
socioeconomic status. The 1992 NHIS
also provided more detailed information
concerning MO enrollment than did
earlier years of the survey.

During the 1980’s there were
substantial changes in health insurance

coverage as well as use of preventive
health care in the United States.
Between 1980 and 1992 the age-
adjusted percent of the U.S. population
under 65 years of age who were
uninsured increased from 12.5 to

17.2 percent (4). Over this period,
enrollment in HMOs rose from 4 to

14 percent of persons in the United
States (4). HMOs have become
increasingly complex in structure with
group, network, independent practice
associations (IPAs), and preferred
provider organizations (PPOs) making
up a rising proportion of the market (5).
HMO enrollment by Medicare and
Medicaid beneficiaries has increased in
recent years. In 1992, 6 percent of HMO
enrollees were Medicare beneficiaries
and another 5 percent were enrolled
through Medicaid (4).

The effectiveness of Pap tests in
reducing cervical cancer mortality for
women of all ages has been clearly
demonstrated (6), as has the
effectiveness of mammography
screening in reducing breast cancer
mortality for women over 50 years of
age (7-9). However, cancer screening
guidelines differ across organizations,
primarily for women 4049 years of age
(see Technical notes for background
information on breast and cervical
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Healthy People 2000, a national
prevention initiative, has set 300
objectives for the Nation for the year
2000, including objectives for breast and
cervical cancer screening (10). Between
1987 and 1992 substantial progress was
made toward the Healthy People 2000
objectives for breast cancer screening
(11). The percent of women 50 years of
age and over who had both a CBE and
a mammogram within the preceding 1 to
2 years doubled, from 25 to 51 percent.
The percent of women 18 years and
over with a Pap test within the
preceding 3 years remained fairly stable
over this period, about 75 percent. Use
of mammography and other screening
services has been shown to be inversely
associated with income and educational
attainment (12,13).

Methods

This report uses data from the 1992
National Health Interview Survey, a
continuing household survey of the
civilian noninstitutionalized population
conducted by the National Center for
Health Statistics (NCHS) (14) (see
Technical notes). The NHIS
questionnaire consists of two major
sections—the basic health and
sociodemographic section, which
remains constant from year to year, and
a special topics section, which changes
each year. The 1992 NHIS included a
special topics section on Cancer
Epidemiology and Cancer Control, a
collaborative effort of NCHS and the
National Cancer Institute. The Cancer
Control section of the questionnaire was
administered to one-quarter of the NHIS
sample households (15). Questions on
cancer screening included length of time
since the last Pap test, mammogram,
and CBE.

In 1992 information on health
insurance coverage was collected from a
household respondent concerning plans
held at the time of the interview for all
household members. The health
insurance questionnaire was
administered in all of the NHIS sample
households (16). Information from the
health insurance questions include the
following data on any public coverage
and up to four private health insurance
plans: the type of health care coverage

(Medicare, Medicaid, military/
CHAMPUS/CHAMP-VA, other public
assistance, or private insurance); the
plan name of each private insurance
plan and whether each private insurance
plan was an HMO; and the coverage
status for each individual in the
household. During data processing, the
plan names were matched to a precoded
list of plans that provided information
on whether a particular plan was an
HMO. Thus, information on whether a
particular plan was an HMO was
available from a precoded list of plan
names as well as from the respondent.
In this analysis, individuals were
classified as having HMO coverage if
both sources of information agreed that
the plan was an HMO. This approach
resulted in an estimate of 16 percent of
the civilian noninstitutionalized U.S.
population having HMO coverage in
1992, a level similar to the 14 percent of
the U.S. population estimated by
InterStudy’s annual national census of
HMGOs (4). Of all HMO enrollees
identified in the 1992 NHIS, only

1 percent were Medicaid beneficiaries
and 7 percent were Medicare
beneficiaries. The 1992 NHIS included a
question about HMO enrollment only
for respondents reporting private
insurance coverage. Thus, it is not
surprising that the percent of HMO
enroliees who were Medicaid
beneficiaries was lower in the 1992
NHIS than the 5 percent reported by
InterStudy (4).

In this report women were classified
into the following health insurance
categories: private coverage, specific
types of public coverage, and uninsured.
Women with private coverage were
subdivided into two groups—those with
HMO coverage and those with fee-for-
service coverage. The HMO category
includes all women who reported HMO
coverage, regardless of other coverage
reported. Among women with public
coverage, the Medicaid category
includes all women who reported
Medicaid and did not report HMO
coverage, regardless of other coverage
reported. Uninsured individuals were
defined as those who did not report
private insurance, Medicare, Medicaid,
military/ CHAMPUS/CHAMP-VA, or
public assistance coverage. Screening

results for women under 65 years of age
who reported only Medicare, military, or
public assistance coverage are not
shown because of small numbers.
Screening results for uninsured women
65 years of age and over who were
uninsured or who reported military or
public assistance coverage are not
shown due to small numbers.

The relationship between health
insurance coverage and use of screening
was examined for women in subgroups
based on age (4049, 50-64, and 65
years and over) and educational
attainment (12 years or less and more
than 12 years) because both
characteristics are among those
associated with use of screening and
type of health insurance coverage.
Results are reported separately for
women aged 40-49 and 50-64 years
because screening recommendations
differ for these two groups. Results for
women 65 years and over are reported
separately because almost all women in
this age group have Medicare coverage
and also because screening levels are
substantially lower for older women.
Screening in the past 12 months, rather
than a longer interval, was used for the
analysis because health insurance
coverage can change over time.
However, because annual mammography
is not generally recommended for
women aged 4049 years (see Technical
notes) the mammography results should
be interpreted with caution. Women with
hysterectomies have been included in
analyses of Pap testing because the Pap
test may be used in the detection of
vaginal cancer as well as cervical cancer
a7.

Percents and standard errors were
calculated using SUDAAN, a statistical
program for survey data analysis that
incorporates the NHIS sample weights
and complex survey design into its
estimates (18). Contingency table
analysis was carried out using
SUDAAN and weighted least squares
linear modeling to test hypotheses
regarding associations between health
insurance, educational attainment, and
use of screening (18,19). Differences
discussed in the text were statistically
significant at the 0.05 level.

Of the 3,863 women aged 40 years
and over who were asked about
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screening in the 1992 NHIS, data on
time since the last mammogram, CBE,
or Pap test were missing for 4 to

5 percent of women; private health
insurance coverage was missing for

2 percent; and educational attainment
was missing for less than 1 percent.
Persons with missing data have been
excluded from analyses involving the
missing variable.

Results

Health insurance coverage
(table 1)

In 1992, 80 percent of women
40-64 years of age had private
insurance, including 19 percent who
were enrolled in an HMO. Among
women aged 40-64 years, about
12 percent were uninsured, 5 percent had
Medicaid coverage, and the remaining
3 percent had military/CHAMPUS,
Medicare, or public assistance coverage.
Health insurance coverage for women
aged 40-64 years varied substantially
with educational attainment. Women
with 12 years of education or less were
nearly three times as likely to be
uninsured, almost five times as likely to
have Medicaid coverage, and one-third
less likely to be enrolled in HMOs as
women with more education.

In 1992 almost all women aged
65 years and over in the non-
institutionalized population had
Medicare coverage, and 75 percent also
had private coverage, including
11 percent who were enrolled in an
HMO. Women aged 65 years and over
with 12 years of education or less were
about one-third Iess likely to be enrolled
in an HMO, 77 percent more likely to
have only Medicare coverage, and
almost six times as likely to have
Medicaid coverage as women with more
education.

Screening for women 50-64 years
(table 2)

In 1992, 50 percent of women aged
50-64 years reported a mammogram
within the past year, 53 percent reported
a Pap test, and 61 percent reported CBE.
Health insurance coverage and
educational attainment were strongly
associated with use of each of these

Table 1. Percent distribution of health insurance coverage among women 40 years and
over, according to age and educational attainment: United States, 1992

Age and health insurance coverage

Educational attainment
0-12 13 yoars
Total years or more

Percent distribution and standard error

40-64 years
Total. . . ..o i e, 100.0 100.0 100.0
Privatecoverage . . .. .............. 80.4 (0.9) 73.6 (1.4) 90.8 (1.1)
HMO. .. ... ... it 19.0 (1.0) 15.9 (1.4) 23.8 (1.6)
Feefor-service. . .. ... ........... 61.4 (1.2 57.7 (1.6) 67.0 (1.8)
Medicaid. . .. ................... 5.4 (0.5) 7.8 (0.8) 1.7 (0.5)
Other. . ... iniiiiiennnanas 25(0.4) 3.1 (0.5) 1.7 (0.4)
Uninsured . .. .......... ... ..., 11.6 (0.7) 155 (1.1) 5.8 (0.9)
40-49 years
7 L 100.0 100.0 100.0
Privatecoverage . . . . ... ........... 81.1 (1.3) 72.7 (2.1) 89.8 (1.4)
HMO. .. ... ... i, 21.4 (1.5) 17.9 (2.1) 25.0 (1.9)
Feefor-service. . .. .............. 58.7 (1.7) 54.8 (2.6) 64.8 (2.3)
Medicaid. . ..................... 5.4 (0.6) 8.6 (1.1} 2.2 (0.6)
Other. . .....ciiiiiiiinnnaannns 1.6 (0.3) 1.8 (0.5) 1.4 (04)
Uninsured . .. ......civiiennan.. 11.9 (1.1) 17.0 (1.8) 6.6 (1.2)
50-64 years
Total. . ... e 100.0 100.0 100.0
Privatecoverage. . .. ... ........... 79.8 (1.3) 74.2(1.8) 924 (1.4)
HMO. ... ... ... ittt 16.7 (1.3) 144 (1.7) 219 (24)
Feeforservice. . ................ 63.1 (1.7) 59.9 (2.1) 705 @2.7)
Medicaid....................... 5.4 (0.7) 7.3(1.0) 1.0 (0.5)
Other.........coiiiiininnnne, 3.4 (0.6) 4.0 (0.8) 2.1 (0.8)
Uninsured . .. ...t ininneenan 11.4 (1.2) 145 (1.7) 4.5 (1.1)
65 years and over
Total. c o e 100.0 100.0 100.0
Medicare and private coverage'. . . . ..... 74.6 (1.3 71.1 (1.5} 87.4 (2.1)
Medicareand HMO' . ... .......... 10.7 (1.0) 9.6 (1.0) 14.7 {2.9)
Medicare and fee-for-service®. . . .. . ... 63.9 (1.5) 61.5(1.7) 72.7 (3.0)
Medicare and Medicaid' ............. 76(0.7) 9.3 (0.8) 1.6 (0.6)
Medicareonly. . ............ .. ..., 16.8 (1.1) 18.6 (1.2) 10.5 (2.0)
Other...........ciii... 0.7 (0.2) 0.7 (0.3) 0.4 (0.3)
Uninsured . .. .........¢cc00vunun. 0.2 (0.1) 0.3 (0.1) -

1lncludesasmallnumberofpersonswhodidnothaveMedieerecoverage.OfallwomenGSyearsandovet'.Spelmdldnot

have Medicare coverage.

NOTES: Based on the one-fourth of the NHIS sampia that received the Cancer Control

questions. HMO includes all persons who

reported HMO coverage, regardless of other coverage reported. Persons with Madicaid who did not repost HMO coverage are
classified as Medicaid. The category “other” includes milttary/CHAMPUS, public assistance, or Medicare (for women under 65
years of age). Uninsured persons are those who did not report private, Medicare, Medicaid, miktary/CHAMPUS, or public

assistance coverage.

procedures for women aged 50-64
years.

The percent of women reporting
each of the three procedures was lowest
for uninsured women and highest for
women enrolled in HMOs. Only
19 percent of uninsured women aged
50-64 years reported recent
mammography, 32 percent reported Pap
testing, and 38 percent reported CBE. In
contrast, 62 percent of women aged
50-64 years enrolled in HMOs reported

recent mammography, 65 percent
reported Pap testing, and 71 percent
reported CBE.

Among women aged 50-64 years
with 12 years of education or less,
HMO enrollees reported greater use of
each of these procedures than did
women with fee-for-service coverage.
However, among women with more than
12 years of education, HMO enrollees
and women with fee-for-service
coverage reported similar screening
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levels. For example, among women
aged 50-64 years with 12 years of
education or less, 63 percent of HMO
enrollees and 48 percent of women with
fee-for-service private coverage reported
recent mammography. However, among
women with more than 12 years of
education, similar levels of screening
were reported (61-64 percent). About
three of five women aged 50-64 years
who were enrolled in HMOs reported
recent use of mammography, regardless
of educational level. In contrast, among
women with fee-for-service coverage,
mammography was more likely to be
reported by those with more than 12
years of education than by women with
less education.

Women 65 years and over
(table 3)

In 1992, overall 36 percent of
women aged 65 years and over reported
a recent Pap test, 39 percent reported
recent mammography, and 50 percent
reported a recent CBE. Screening levels
for these three procedures were
11-18 percentage points lower for
women 65 years and over than for
women 5064 years, despite the higher
risk of disease among older women.
Health insurance coverage and
educational attainment were both
strongly associated with use of each of
the screening procedures. Screening
levels for each of the procedures were
highest (63 percent) for women enrolled
in HMOs who had more than 12 years
of education.

Women aged 65 years and over
with only Medicare coverage were
substantially less likely to report any of
the three screening techniques than
women with Medicare and private
insurance. Reports of recent
mammography were more than twice as
likely for women with private insurance
as for those with only Medicare
coverage (40 percent compared with
19 percent among women with 12 years
of education or less). Use of CBE and
Pap testing was about 50 percent greater
for women with 12 years of education
or less and private insurance than for
those with only Medicare coverage.

Women 65 years and over who
were enrolled in HMOs were more

Table 2. Percent of women 50-64 years who received cancer screening within the past

year, by type of procedure, health insurance coverage, and educational attainment: United

States, 1992
Educational attainment
Type of procedure and Sample 0-12 13 years
health insurance coverage size Total years or more
Percent and standard error
Mammogram
Total. . . ... . 1,171 49.6 (1.8) 44.8 (2.1) 60.6 (3.1)
Privatecoverage . . . .. ............. 910 55.4 (2.0) 51.0 (2.5) 63.3 (3.2)
HMO. . ....... ... .. . 190 62.1 (4.0) 62.8 (5.6) 61.0 (6.8)
Feeforservice. . ................ 720 53.6 (2.3 48.1 (2.8) 64.0 (3.6)
Medicaid. . ..................... 90 38.3 (6.9) 38.0 (7.1) *
Uninsured . .. ................... 130 19.3 (4.1) 19.2 (4.2) *
Clinical breast examination (CBE)
Total - o 1,168 60.8 (1.8) 57.4 (2.2) 68.4 (2.6)
Privatecoverage . . . ............... 906 65.2 (2.0) 62.2 (2.6) 70.7 (2.6)
HMO. ... .. i 188 70.5 (3.7) 71.8 (5.7) 68.7 (5.5)
Feefor-service. . .. .............. 718 63.8 (2.1) 60.0 (2.7) 71.3 (2.9)
Medicaid....................... 90 52.0 (7.5) 52.1 (7.8) *
Uninsured . .. ... ............... 132 38.2 (5.9) 37.7 (6.4) *
Pap test
7 1,171 53.4 (1.7) 49.5 (2.1) 62.2 (2.9)
Privatecoverage . . .. .............. 909 57.9 (1.9) 54.4 (2.4) 64.2 (3.0)
HMO. . ... ... ... .. ..o ... 192 64.7 (3.5) 63.8 (5.0) 66.1 (5.8)
Feefor-semvice. . . ... ...ccouvun. .. 717 56.0 (2.2) 52.1 (2.6) 63.5 (3.3)
Medicaid....................... 92 41.0 (7.0) 40.1 (7.2) *
Uninsured . .. ................... 129 32.0 (5.9) 31.5(6.2) *

NOTES: Based on the ane-fourth of the NHIS sample that received the Cancer Contral questions. HMO includes all persons who

reported HMO cc ge, regardless of other ge reported. Persons with Medicaid who did not report HMO coverage are
classified as Medicaid. Uninsured persons are those who did not report private, Medicare, Medicald, military/CHAMPUS, or

public assistance coverage.

likely to report recent mammography
and Pap testing than women with
fee-for-service insurance. Use of each of
these two procedures was 13 percentage
points greater for HMO enrollees than
for women with fee-for-service
coverage. However, recent use of a CBE
did not differ for women in HMOs and
those with fee-for-service coverage.

Women 4049 years
(table 4)

Overall, in 1992, 41 percent of
women age 40-49 years reported a
recent mammogram, 60 percent reported
a Pap test, and 62 percent reported a
CBE. Compared with women 50-64
years of age, women 4049 years had a
similar level of CBE; mammography
was 8 percentage points lower; and Pap
testing was 6 percentage points higher.

Health insurance coverage and
educational attainment were both

strongly associated with use of all three
procedures for women 40-49 years of
age. Only 18 percent of uninsured
women reported recent mammography,
30 percent reported Pap testing, and
37 percent reported CBE. Among

women with private insurance,

45 percent reported mammography,
64 percent reported Pap testing, and
66 percent reported CBE.
Among women with 12 years of

education or less, those with private
coverage were about twice as likely to
report each of the three screening
procedures as uninsured women. Among
women with private health insurance
coverage, those with more than 12 years
of education reported levels of each of
the three procedures that were about
10 percentage points higher than for

those with less education.

For women 4049 years of age,
recent use of mammography, CBE, and
Pap testing did not differ significantly
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between HMO enrollees and those with
fee-for-service coverage.

Discussion

Despite substantial increases in
mammography use, in 1992 only half of
the women aged 50-64 years and
39 percent of women aged 65 years and
over reported a recent mammogram, Use
of screening for breast and cervical
cancer was greater for women with
more education, except among women
aged 50-64 years who were enrolled in
HMOs, providing some evidence that
HMO enrollment may improve access to
preventive services for less educated
middle-aged women. Among women
50-64 years of age with 12 years of
education or less and among older
women of all educational levels, HMO
enrollees reported higher levels of
mammography and Pap testing than did
those with fee-for-service coverage.

Among uninsured women aged
50-64, only 19 percent reported recent
mammography, about one-third the level
of HMO enrollees. Although levels for
all three breast and cervical cancer
screening procedures were extremely
low for uninsured women, the uninsured
were about twice as likely to report a
recent CBE as recent mammography (38
and 19 percent, respectively, for women
aged 50-64 years). Among women 65
years of age and over a similarly low
level of recent mammography was
reported for those with only Medicare
coverage (19 percent). Mammography
levels may be even more affected by
insurance coverage than CBE because
mammography usually requires an
additional visit, whereas CBE may be
carried out as part of a routine physical
examination.

This analysis documents variability
in use of preventive services among
women with different types of health
insurance coverage. However, it is
important to remember there may be
wide ranges of coverage within the
defined health insurance categories. For
example, the HMO category contains a
variety of model types (see Technical
notes), and the fee-for-service category
may be a mix of adequately insured and
underinsured persons. Further, the
proportion of women who are

Table 3. Percent of women 65 years and over who recelved cancer screening within the
past year, by type of procedure, health insurance coverage, and educational attalnment:

United States, 1992

Educational attainment
Tvpe of procedure and Sample 0-12 13 years
health insurance coverage size Total years or more
Percent and standard error
Mammogram
Total . oo e 1,360 38.5 (1.6) 34.6 (1.8) 52.4 (3.3)
Medicare and private coverage'. .. ...... 988 439 (1.9) 39.7 (2.2) 56.0 (3.5)
Medicareand HMO' ... ........... 129 55.4 (5.2) 52.1 (6.2) 63.2 (8.5)
Medicare and fee-for-service'. . . .. ... . 859 42.0 (2.0) 37.8 (22) 54.5 (3.9)
Medicare and Medicaid® ............. 137 247 (4.2) 227 (4.1) *
Medicareonly. . .. .........ouuu... 222 19.0 (3.2) 19.0 (3.4) *
Clinical breast examination (CBE)
Total. . ... i 1,352 49.9 (1.5) 475 (1.7) 58.6 (3.3)
Medicare and private coverage'. . . . .. ... 981 54.7 (1.8) 52.3 (2.1) 61.9 (3.2)
Medicareand HMO' .. ............ 129 55.3 (5.7) 51.7 (6.7) 63.4 (7.9)
Medicare and fee-for-service!. .. . ... .. 852 54.7 (1.9) 52.4(2.2) 61.5 (3.5)
Medicare and Medicaid’ ............. 139 35.1 (4.5) 33.5 (4.5) *
Medicareonly. . .. ................ 219 34.2(3.9) 34.8 (4.2) *
Pap test
0 1,356 35.5 (1.5) 33.4 (1.6) 42.9 (3.6)
Medicare and private coverage’. . .. ... .. 985 38.8 (1.8) 36.3 (2.0) 46.0 (3.8)
Medicareand HMO' . ... .......... 130 49.8 (4.9) 44.2 (5.7) 62.8 (8.7)
Medicare and fee-for-service'. . . .. .. .. 855 37.0 (1.9) 35.1 (2.1) 42.6 (4.3)
Medicare and Medicaid®' ............. 137 28.5 (4.8) 27.1 (4.7) *
Medicareonly. . .. ................ 221 224 (3.4) 23.5(3.9) *

1|ncludesasmallnumber01‘pe.wsonswhadidnothaveMadicarecwm\g;e.O'fall\«vmmanesyeetsandover.:spencet":tdidnot

have Medicare coverage.

NOTES: Based on the one-fourth of the NHIS sampie that received the Cancer Control

. HMO includes ail persons who

reported HMO coverage, regardiess of other coverage reported. Persons with Medicaid who did not report HMO coverage are

classified as Medicaid.

underinsured may be higher among
women with 12 or fewer years of
education than among more educated
women. A 1992 study by the National
Opinion Research Center (NORC)
highlighted the increasing problem of
underinsured persons who are at high
financial risk due to severely limited
insurance coverage, or high deductibles
and copayments. In the NORC study,

19 percent of all persons reported
difficulty in paying medical bills in the
past year, and 75 percent of persons who
reported difficulties had health insurance
(20).

The cost of preventive care is
generally covered in HMOs. However,
some fee-for-service health insurance
plans may exclude coverage for
preventive health services. Recent
legislation has sought to improve health
care coverage for cancer screening as

well as increase the use and quality of
screening. The Omnibus Budget
Resolution Act of 1990 (PL 101-508)
established Medicare coverage for
biennial mammography screening,
effective January 1, 1991. By 1992, 42
states had adopted legislation requiring
third-party payors to offer some form of
coverage for mammography in their
health insurance plans (21). However,
the extent of the coverage that was
legislated varies significantly among
States (22). The Breast and Cervical
Cancer Mortality Prevention Act (PL
101~135) of 1990 established model
breast and cervical cancer control
programs at the State level. The
programs are administered by the
Centers for Disease Control and
Prevention and target low-income,
elderly, and minority women (23). The
Mammography Quality Standards Act of
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Table 4. Percent of women 4049 years who received cancer screening within the past
year, by type of procedure, health insurance coverage, and educational attainment: United

States, 1992
Educational atlainment
Type of procedure and Sample 0-12 13 years
health insurance coverage size Total years or more
Percent and standard error
Mammogram
Total . e 1,110 41.2 (1.8) 34.5 (2.4) 48.2 (2.6)
Privatecoverage . . . . . ............. 851 44.9 (2.1) 38.2 (3.0) 50.4 (2.7)
HMO. ... ..o 236 50.1 (3.9) 429 (6.1) §5.6 (4.7)
Feeforservice.................. 615 43.0 (2.3) 36.6 (3.4) 48.5 (3.1)
Medicaid ...................... 88 34.2 (5.5) 27.4 (5.5) *
Uninsured . . . ..o oot e i e 147 17.9 (3.3) 19.8 (4.1) *
Clinical breast examination (CBE)
Total .o e 1,101 61.6 (1.9) 55.8 (2.5) 67.6 (2.5)
Private coverage . . . .. .« e v v ennnnn.. 845 66.1 (1.9) 60.9 (2.8) 70.3 (2.6)
HMO ... i, 234 67.2 (3.9) 64.3 (6.0) 69.4 (4.8)
Feeforservice. . ................ 611 65.7 (2.2) 59.7 (3.4) 70.7 (2.7)
Medicaid . ...............cinu... 86 52.8 (7.6) 55.5 (8.2) *
Uninsured . . .. ......... . ... 146 36.6 (4.4) 34.0 (5.0) *
Pap test
Total. .. .o 1,103 59.5 (1.8) 50.5 (2.5) 68.8 (2.5)
Privatecoverage . . . .. ............. 851 63.8 (1.9) 56.0 (3.0) 70.2 (2.6)
HMO ....... ... i 235 62.7 (3.9) 52.8 (5.7) 70.2 (4.5)
Feefor-service. . ... ......ouuu... 616 64.1 (2.1) 57.0 (3.5) 70.2 (2.7)
Medicaid, . . .....oooeiinneinnnn. 83 57.4 (6.9) 54.4 (8.0) *
Uninsured . . . . .................. 145 30.0 (4.3 24.8 (4.7) *

NOTES: Based on the one-fourth of the NHIS sample that received the Cancer Control questions. HMO includes all persons who

reported HMO coverage, regardless of other co'
classified as Medicaid. Uninsured p

public assistance coverage.

1992 requires establishment of Federal
inspection of mammography facilities
and standards for equipment, personnel,
and practices.

The greater use of preventive care
among women aged 50 years and over
with HMO coverage compared with
fee-for-service coverage is consistent
with other reports (1,24-26). There are
several possible mechanisms for the
greater use of preventive care among
HMO enrollees than among women with
fee-for-service coverage. Luft postulated
that the greater use of preventive care
by HMO enrollees was the result of
lower out-of-pocket payments in HMOs
(25). Physicians may be more likely to
recommend mammography for women
with HMO coverage than fee-for-service
coverage. Women enrolled in HMOs
may be more likely to follow their
physicians’ recommendations for
mammography because of lower
out-of-pocket costs and greater ease in

ge reported. Persons with Medicaid who did not report HMO coverage are
are those who did not report private, Medicare, Medicaid, military/CHAMPUS, or

obtaining mammography. A greater
emphasis on preventive medicine in
HMOs may also partially explain the
higher levels of mammography in
HMOs.

In addition to insurance coverage,
several other factors have been
identified as correlates of cancer
screening. Numerous studies have
documented that lack of a physician’s
referral and lack of knowledge about the
need for screening are key deterrents to
obtaining screening (12,27,28).
Screening utilization has been found to
be greater for patients of obstetricians
and gynecologists than of family
practitioners or internists (29) and for
patients of female physicians, especially
if the physician is an internist or family
practitioner (30).

In summary, data from the 1992
NHIS show that having some type of
health insurance coverage was strongly
associated with use of recent preventive

services for women, and that, for
women 50 years and over, HMO
enrollees were more likely to receive
recent preventive care than those with
fee-for-service coverage. Continued
efforts are clearly needed to attain the
goal of regularly scheduled periodic
screening for all women.
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Technical notes

Source of data

Data in this report are based on the
1992 National Health Interview Survey
(NHIS), a continuing national household
survey of the civilian noninstitu-
tionalized population (14). Data are
obtained on the personal, socio-
demographic, and health characteristics
of the family members and unrelated
individuals living in these households.
The 1992 NHIS included a special
topics section on Cancer Epidemiology
and Cancer Control, a collaborative
effort of the National Center for Health
Statistics (NCHS) and the National
Cancer Institute (NCI).

The NHIS is a multistage
probability sample design that permits a
continuous sampling of the civilian
noninstitutionalized population residing
in the United States. Since 1985, the
survey has been designed to yield a
sample of about 49,000 households and
127,000 persons. Excluded from the
sample are persons residing in nursing
homes or other institutionalized settings,
members of the Armed Forces, and U.S.
nationals living abroad. The Cancer
Control section of the questionnaire was
administered to one-fourth of the NHIS
sample households. Field operations,
including the in-person household
interviews, were conducted by the U.S.
Bureau of the Census. Data were
transmitted to NCHS for preparation,
processing, and analysis.

Questions on cancer screening

In 1992 respondents aged 40 years
or older were informed that “a
mammogram is an x ray taken only of
the breasts by a machine that presses the
breast against a plate.” They were then
asked, “Have you ever heard of a
mammogram?” and “When did you
have your most recent mammogram?”
Clinical breast examinations (CBE) data
were collected by informing the
respondent “A breast physical exam is
when the breast is felt for lumps by a
doctor or medical assistant.” and ‘“When
did you have your most recent breast
physical exam?” Pap smear information
was obtained by asking, “When did you

have your most recent Pap smear
test?” (14).

Terms relating to insurance
status

For the purposes of this report, a
woman was considered to have Health
Maintenance Organization (HMO)
coverage if the respondent provided the
name of the HMO plan to the
interviewer, the plan name was included
on an NCHS-derived list of HMOs, and
if a positive report was provided to the
interview question, ““Is this (plan name)
plan a Health Maintenance Organization
or HMO?” If necessary, the respondent
could be informed that “Health
Maintenance Organizations or HMOs,
sometimes called Individual Practice
Associations or IPAs, are plans whose
members are required to use only those
health care providers who work for the
HMO or the IPA. Also, members do not
have to submit claims for costs of
medical care services.” The NCHS list
of HMOs was compiled from
information provided by the Group
Health Association of America,
InterStudy, the Federal listing of
“qualified” HMOs, Blue Cross/Blue
Shield, Best, and other sources.

Definitions of the HMO model
types that were included in the HMO
analytic category are as follows:

Staff—An HMO that delivers health
services through a physician group that
is controlled by the HMO unit.

Group—An HMO that contracts
with one independent group practice to
provide health services.

Individual Practice Association
(IPA)—An HMO that contracts directly
with physicians in independent practices,
and/or contracts with one or more
associations of physicians in an
independent practice, and/or contracts
with one or more multispecialty group
practices (but the plan is predominantly
organized around solo or single
practices).

Network—An HMO that contracts
with two or more independent group
practices, possibly including a staff
group, to provide health services.
Although a network may contain a few
solo practices, it is predominantly
organized around groups.

Mixed—Any HMO combining a
group, staff, or network model and an
IPA model. The HMO includes both
group and solo practices.

Preferred Provider Organization
(PPO)—an HMO that contracts with
networks or panels of providers.
Enrollees experience a financial penalty
if they choose to get care from a
nonaffiliated provider, but the option is
available.

Fee-for-service coverage was
defined as private coverage other than
that in one of the six types of HMOs.

Background information on
breast cancer

Breast cancer is the most common
site of a new cancer among women and
the second to lung cancer as a leading
cause of cancer deaths among women
(31). In 1993 approximately 182,000
new cases of invasive breast cancer
were diagnosed and 46,000 deaths from
breast cancer were expected. Breast
cancer incidence increased during the
early to mid-1980’s, partially due to
increases in early detection through use
of mammography screening (32,33). The
age-adjusted death rate for breast cancer
in 1991 was the same as in 1980 (4). In
1983-90 the 5-year relative survival rate
for breast cancer was 80 percent, up
from 76 percent in 1980-82 (4).

Risk factors for breast cancer
include advancing age, family history of
breast cancer in a first-degree relative,
high socioeconomic status, Caucasian
race, early menarche, late menopause,
nulliparity, and the absence of breast
feeding (34). The majority of currently
identified risk factors are not easily
amenable to changes in a woman’s
personal health habits. Thus, the main
medical focus for breast cancer
management has been on early detection
through screening and effective
treatment of diagnosed cases.

The American Cancer Society
(ACS) recommends an annual CBE for
women over 40 years of age, a yearly
mammogram for women aged 50 years
and over, and a mammogram every 1 to
2 years for women aged 40-49 years
(35). The United States Preventive
Services Task Force (USPSTF)
recommends mammography every 1 to
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2 years from age 50 to 75 unless
pathology is detected. Early screening is
recommended for women at increased
risk of breast cancer (36). In December
1993 the NCI recommended routine
screening every 1 to 2 years, with
mammography and CBE for women 50
years of age and over. They also
indicated that “randomized clinical trials
have not shown a statistically significant
reduction in mortality for women under
the age of 50” associated with the use
of routine mammography screening (37).

Background information on
cervical cancer

In 1993 an estimated 13,500 cases
of invasive cervical cancer were
diagnosed and 4,400 deaths were
expected (31). Between 1973 and 1990
the age-adjusted incidence rate and
mortality rate for invasive cervical
cancer declined by about 3 percent per
year. Five-year relative survival rates
have remained stable at 67-69 percent
since the mid-1970’s (33).

Risk factors for cervical cancer
include low socioeconomic status, early
age at first intercourse, multiple sex
partners, cigarette smoking, and certain
sexually transmitted diseases (31,33).

Pap testing guidelines from the ACS
and the NCI recommend annual Pap
testing. After a woman has had three or
more consecutive satisfactory normal
annual examinations, the Pap test may
be performed less frequently at the
discretion of the provider (35).
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Symbols
Data not available
Category not applicable
Quantity zero

Quantity more than zero but
less than 0.05

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

Figure does not meet standard
of reliability or precision
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Introduction

Dietary recommendations and
long-term health objectives, including
the Dietary Guidelines for Americans
and the Year 2000 Health Objectives for
the Nation, call for Americans to reduce
intake of total fat, saturated fat,
cholesterol, and sodium; increase intake
of fruits, vegetables, grain products, and
foods rich in calcium; and moderate
intake of sugars, salt, and alcohol (1-3).
Developing nutrition policy, monitoring
progress toward achieving dietary
recommendations, and designing
nutrition intervention programs to
achieve health objectives require

information about the diet of Americans.

Information about the population’s
dietary intake is collected in the
National Health and Nutrition
Examination Survey (NHANES), one of

the major national surveys in the
National Nutrition Monitoring and
Related Research Program (4-7).

The National Center for Health
Statistics (NCHS) Health and Nutrition
Examination Surveys (HANES) are a
major source of periodic information on
the dietary, nutritional, and health status
of the U.S. population (4-8). HANES
data play a unique role in nutrition
monitoring and epidemiologic research,
combining personal dietary interviews
with standardized health examinations
(7-9). NCHS completed three HANES
surveys between 1971 and 1984 (5,6,8).
The third National Health and Nutrition
Examination Survey, NHANES III, was
conducted by NCHS during 1988-94
(5,10).

The NHANES I dietary
assessment component was designed
with input from experts in the fields of

nutrition, public health, biostatistics, and
epidemiology, to meet the survey’s
nutrition monitoring and nutrition
research objectives (9-12). The 24-hour
recall method was selected for use in
NHANES III to estimate detailed
quantitative nutrient intake for the
population and various subgroups and to
study diet-health relationships (7—
9,11,12). Prior to NHANES IIl, 24-hour
recalls were recorded on hard copy
forms and manually coded by dietary
interviewers. In 1988, NCHS contracted
with the University of Minnesota’s
Nutrition Coordinating Center (NCC) to
develop an automated, interactive
dietary interview and coding system
called the NHANES HI Dietary Data
Collection (DDC) system (13-15).
NCHS, the National Heart, Lung and
Blood Institute, and the Food and Drug
Administration funded the development
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of the DDC system. The DDC system
features include: a standardized
interview format and automated probes
to obtain detailed information about
foods— including brand names, food
preparation methods, and ingredients
used in food preparation, particularly
ingredients that contribute fat and
sodium.

This report provides data for the
U.S. population’s intake of
macronutrients (the primary contributors
to energy intake, which include total
carbohydrate, total fat, protein, and
alcohol) based on dietary data collected
in Phase 1 of NHANES III (1988-91).
National reference estimates of total
energy intake, macronutrients
contributing to total energy intake, fatty
acids (saturated fat, monounsaturated
fat, and polyunsaturated fat), and
cholesterol are reported for persons 2
months of age and older. Phase 1 data
on selected vitamin, mineral, and fiber
intakes will be reported in a subsequent
Advance Data.

Daily dietary estimates are reported
by age and gender for the total
population and for three race/ethnicity
groups: non-Hispanic whites, non-
Hispanic blacks, and Mexican
Americans.

Highlights

NHANES III, Phase 1 (1988-91)
provides comprehensive health and
nutrition data on the U.S. population.
NHANES data are obtained by means of
interview and examination methods. The
dietary assessment component included
a 24-hour dietary recall interview. The
U.S. population’s intake of
macronutrients—the primary
contributors to energy intake (total
carbohydrate, total fat, protein, and
alcohol), fatty acids (saturated fat,
monounsaturated fat, and
polyunsaturated fat), and cholesterol are
reported for persons 2 months of age
and older.

@ Mean daily intake of energy was
2,095 kilocalories (kcal) for persons 2
months of age and older.

® The overall dietary pattern for the
U.S. population ages 2 months and
older was 50 percent of energy from
carbohydrate, 15 percent of energy

from protein, 34 percent of energy
from fat, and 2 percent of energy
from alcohol. Fatty acid contributions
to energy were: 12 percent saturated
fat, 12.5 percent monounsaturated fat,
and 7 percent polyunsaturated fat, and
the mean cholesterol intake was 270
milligrams.

® Energy intake patterns were similar
among the race/ethnicity groups
examined, although there were some
differences by race/ethnicity within
age-gender groups.

Dietary intake findings

NHANES I1I, Phase 1 mean,
standard error of the mean (SEM), and
median values for energy, total
carbohydrate, protein, and alcohol and
the percent of total energy (measured as
kcal) from carbohydrate, protein, and
alcohol are shown by age, gender, and
race/ethnicity in tables 1-4 and 10-12.
Intakes of total fat, saturated fat,
monounsaturated fat, polyunsaturated
fat, and cholesterol and the percent of
total energy from fat and fatty acids are
shown by age, gender, and race/ethnicity
in tables 5-9 and 13-16.

The mean daily intake of energy
was 2,095 kcal for persons 2 months
and older (table 1). Males had
consistently higher intakes of energy
and macronutrients than females in all
age and race/ethnicity groups.

Energy intakes peaked during late
adolescence and young adulthood and
declined thereafter. Energy intake
patterns by age and gender were similar
among non-Hispanic whites, non-
Hispanic blacks, and Mexican
Americans, although there were some
differences by race/ethnicity within
age-gender groups. Mean energy intakes
were higher in non-Hispanic white
males compared with non-Hispanic
black and Mexican American males ages
12 years and over. Mean energy intake
was highest in non-Hispanic black
females ages 329 years and varied by
race/ethnicity for females 30 years and
OVer.

Mean total carbohydrate intake was
highest in non-Hispanic white males
(305 grams) compared with non-
Hispanic black males (278 grams) and
Mexican American males (280 grams).

Mean total carbohydrate levels for
females were similar among race/
ethnicity groups, ranging from 216218
grams. Carbohydrate intake was highest
in males ages 16-19 years (381 grams)
and in females ages 1619 years (254
grams). Total carbohydrates accounted
for about 50 percent of total energy
intake in the overall population.

Mean protein intakes were similar
among race/ethnicity groups (88-92
grams in males and 6366 grams in
females) (table 3). In males, protein
intake increased with age and was
highest in adolescents and young adults
and declined thereafter. Protein intakes
in females were generally lower than
males of the same age and showed a
similar pattern with age (table 3).
Protein accounted for about 10—

12 percent of total energy intake for
non-nursing infants and about 14—

16 percent of total energy intake for
persons ages 1 year and older (table 11).

Mean alcohol intakes were highest
in non-Hispanic whites, intermediate in
non-Hispanic blacks, and lowest in
Mexican Americans, for both males and
females (table 4). Mean alcohol intake
was highest in the age group 20-29
years for both males (23 grams) and
females (9 grams), accounting for
5 percent and 3 percent of total energy,
respectively (table 12). Alcohol
accounted for about 2.6 percent of total
energy in males ages 1619 years and
0.6 percent of total energy in females
ages 16-19 years. Alcohol intake
estimates were very skewed. The mean
and standard error of the mean for
alcohol should be used and interpreted
with extreme caution.

Mean total fat intake ranged from
87 grams in Mexican American males to
95 grams in non-Hispanic black males
and 98 grams in non-Hispanic white
males (table 5). Mean total fat intake for
females was highest in non-Hispanic
blacks (72 grams) and similar in
non-Hispanic whites (67 grams) and
Mexican Americans (66 grams).
However, non-Hispanic black persons
had the highest percent of energy from
fat, approximately 35 percent compared
with 34 percent in non-Hispanic white
persons and 33 percent in Mexican
American persons (table 13). Total fat,
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saturated fatty acid, and
monounsaturated fatty acid intakes
increased with age and were highest in
males and females between the ages of
16 and 29 years (tables 5-7).
Polyunsaturated fatty acid intakes were
highest in the age group 16-39 years.
Males had higher mean levels of total
fat and fatty acid intakes compared with
females of the same age and race/
ethnicity (tables 5-8).

Mean dietary cholesterol for the
population was 270 milligrams and
higher in males compared with females.
Dietary cholesterol increased with age
and was highest in males ages 1639
years (ranging from 372-395
milligrams) and females ages 2049
years (ranging from 235-249
milligrams) and declined thereafter
(table 9). Mean cholesterol intakes were
lower in non-Hispanic white adults
compared with non-Hispanic black
adults and Mexican American adults.

The overall dietary pattern for the
U.S. population ages 2 months and older
was 50 percent of energy from
carbohydrate, 15 percent of energy from
protein, 34 percent of energy from fat,
and 2 percent of energy from alcohol
(tables 10-13). Fatty acid contributions
to energy were: 12 percent saturated fat,
12.5 percent monounsaturated fat, and
7 percent polyunsaturated fat, (tables
14-16) and the mean cholesterol intake
was 270 milligrams (table 9).

Discussion

The NHANES 110, Phase 1 data
updates previous HANES health and
nutrition data that were last collected in
1980. Baseline estimates for infants 2-5
months of age and adults 75 years of
age and older—two groups that were
excluded from previous HANES— are
reported in addition to other age groups.

Given the defined age groups used
in NHANES III (1988-91), mean energy
intakes peaked during adolescence and
early adulthood and declined thereafter.
This pattern was similar for both males
and females, with males reporting higher
intakes than females at all ages. In
general, mean energy intake and intake
patterns by age and gender were similar
among the race/ethnicity groups studied.

Mean energy intakes in
NHANES III are similar to those
reported in NHANES II for children
under 12 years of age (16,17). However,
mean energy intakes are approximately
100-300 kcal higher in NHANES HI
(1988-91) compared with NHANES II
(1976-80) for adolescents and adults
(16-18). Increases in energy intake
between NHANES II and NHANES I
ranged from 1-13 percent in males 12
years and older and 14~17 percent in
females 16 years and over across
various age groups.

Changes in food consumption
patterns, dietary survey methodologies,
and survey food coding and nutrient
composition databases that occurred
between NHANES II and NHANES ITI
must be considered when comparing
energy and nutrient intake estimates
between surveys. During NHANES III,
a higher percentage of the dietary recalls
were collected for weekend days. The
NHANES II 24-hour recalls were
collected on hard copy forms and
manually coded by the dietary
interviewers, whereas the NHANES I
utilized an automated dietary interview
and coding system, which provided a
standardized interview format. The
NHANES Il interviewers systematically
probed for detailed information about all
foods consumed as well as items added
at the table. Dietary interviewer training
methods and quality control monitoring
reinforced the dietary protocol and the
importance of recording detailed
information about all foods consumed. A
list of frequently omitted food items was
reviewed with all NHANES I
respondents as a final check for
completeness.

The food coding and nutrient
composition databases used in
NHANES II and NHANES III were
also different. For example, many
brand-specific food codes were added to
the USDA Survey Nutrient Data Base
(SNDB) used for NHANES I, Phase 1
analysis (19). Hundreds of new foods
with reduced fat, sodium, and sugar
content were added to the SNDB for
Phase 1 data analysis. A large number of
ethnic foods, particularly Mexican
American foods, were added to the
SNDB since NHANES II. Finally,
significant food composition data
changes occurred since

NHANES II. For example, in 1989, the
cholesterol content of whole eggs was
reduced by 22 percent due to updated
nutrient composition data for eggs (20).
The revised cholesterol data were
incorporated in the SNDB for
NHANES II.

Previous studies have documented
that food consumption is underreported
by as much as 25 percent and occurs
more often in women, overweight
persons, and weight-conscious persons
(21,22). To address underreporting in
NHANES I, ratios of energy intake
(EI) to basal metabolic rate (BMR) were
calculated for adults based on previously
published formulas (22). These results
suggest a more complete reporting of
intake in NHANES I compared with
NHANES 10, hov&ever, underreporting in
some groups, particularly females and
overweight adults, must be considered in
interpreting dietary survey data.

Comparison of current intake
to dietary recommendations

Mean intakes of energy and protein
in NHANES I were compared with the
Recommended Dietary Allowances
(RDAs) established in 1989 (23). Mean
energy intakes in NHANES III were
comparable or higher than the RDA for
energy for infants, children, young
adolescents, and adult males under 60
years of age. Mean energy intakes for
females ages 16 years and over and
males ages 60 years and over, were
lower than the RDA, and may be
affected by underreporting. Mean protein
intake in NHANES III exceeded the
RDA in all age and gender groups.

Mean alcohol intakes must be
interpreted cautiously considering that
most of the population reported no
alcohol on the day of the 24-hour recall,
and that alcohol intakes tend to be
underreported in dietary surveys (22).
Alcohol intake accounted for 2.6 percent
of the energy intake in adolescent males
ages 1619 years and rose to 4—

5 percent of energy intake in the diets of
males ages 2049 years. Alcohol intake
was lower in females than males,
although it accounted for 3 percent of
energy in females ages 20-29 years.

Total fat contributed a lower
percentage of total energy during
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NHANES III—34 percent overall for
Phase 1 respondents 2 years of age and
older compared with 36 percent during
NHANES 1II (16-18). Although the
percent of energy from fat has declined
since the 1970’s and 1980’s, mean
values for the population are still above
the Year 2000 goal of 30 percent of
energy or less from total fat and less
than 10 percent from saturated fat
(1,2,18,24). A shift in the types of fat
has also occurred over time;
polyunsaturated fat has increased to
about 7 percent of energy and saturated
fat has decreased to about 12 percent of
energy in the population. Mean
cholesterol intakes decreased in adults
since NHANES 1I (16,17); however, the
mean cholesterol intake in NHANES IIT
for adult males was still above the
recommended level of 300 milligrams or
less per day (24). Additional progress is
needed to meet population targets set for
reducing mean intakes of total fat,
saturated fat, and dietary cholesterol.

Summary

Among persons ages 2 months—19
years, contributors to daily mean energy
intake (1,941 25 kcal) were:

14.2 percent protein, 34.0 percent fat,
53.1 percent carbohydrate (figure 1), and
0.3 percent alcohol. Among adults ages
20 years and older, protein contributed
15.5 percent, fat 34.0 percent,
carbohydrate 49.0 percent, and alcohol

3.1 percent of total energy. Alcohol
contributed about 4 percent and

2 percent of energy in male and female
adults, respectively (figure 1).

Research is planned to compare
food sources of energy and nutrients
consumed by different population groups
to similar results from earlier national
surveys. The NHANES III, Phase 2
(1991-94) recalls were collected using
the same methods as those for Phase 1.
Future reports will compare the dietary
estimates obtained from both phases of
NHANES III.
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