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ABSTRACT

Thismaterialprovidesdocumentationforusersof theMicro-Datatapesof
theNationalAmbulatoryMedicalCareSurvey(WCS) conductedby the
NationalCenterforHealthStatistics.SectionI, ‘Descriptionof the
NatiomlAmbulatoryMedicalCareSurvey,”includesinformationon the
historyof NAMCS,thescopeof thesurvey,thesmnple,fieldactivities,
datacollectionprocedures,medicalcodingprocedures,population
estimates,andsamplingerrors.SectionIIprovidestechnicaldetailsof
thetape(nunberof tracks,recordlength,etc.). SectionIIIprovidesa
detaileddescriptionof thecontentsof eachdatarecordby location.
SectionIVcontainsmarginaldataor estimatesforeachitemon thedata
recordin SectionIII. An appendixdefinescertaintermsusedin this
docunent.
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1. DESCRIPTIONOF THENATIONALAMBULATORYMEDICALCARESURVEY

INTRODUCTION

TheseMicro-DataTapescomprisethedatacollectedby theNational
AmbulatoryMedicalCareSurvey(NAMCS)in 1981,conductedby theNational
CenterforHealthStatistics(NCHS).TheNatiomlAmbulatoryMedical
CareSurveyprovidescontinuousdatafromsamplesofpatientrecords
selectedfruna nationalsampleof office-basedphysicians.These
nationalestimatesdescribetheutilizationof ambulatorymedicalcare
servicesin thecotenninousUnitedStates. In 1981therewere
approximately43,000patientrecordsprovidedby 1,807doctorsthat
participatedin thesurvey.Fora briefdescriptionof thesurveydesign
anddatacollectionprocedures,seebelow. Fora moredetailed
descriptionof thesurveydesign,datacollectionprocedures,and the
estimationprocessseereferences1 and2. Abrief statanenton sampling
errorscanbe foundin theappendixof thisdocunent.

HISTORY

Toprovidemorecompleteandpreciseinformationon theutilizationof
thenation’sambulatorycareresourcesandon thenatureandtrea~entof
illnessamongthepopulationseekingambulatorycare,theNQISin 1967
beganexploringpossibilitiesforsurveyingmorbidityinprivate
physicians’offices.Amtional technicaladvisorygroupwas
established.Initialdiscussionsresultedin a tentativeprotocolthat
calledforperiodicmeetingsof a workinggroupcomprisedof theDirector
of theNCHSDivisionofHealthCareStatistics,theProjectOfficerand
staff,thecontractor’srepresentatives,anda consultantgroupfranthe
JohnsHopkinsUniversityin Ealtimore.

l’hebackgroundanddevelopmentofmethodsaployedfor theWCS required
exploratoryandfeasibilitystudiesconductedovera periodof 6 years.
Literaturereviewandmnsultationdocumentedneedsandpotentialuses
fornationalambulatorymedicalcarestatistics.Informationregarding
accepteddefinitions,uniformterminology,proceduralexprience,or
practicalclassificationsfortheproblemsandconditionsencounteredin
ambulatorycaresettingswas foundto be limited.First,datacollection
formsandproceduresweredevelopedandtestedby samplephysiciansin a
nationalfieldsurvey,whichdemonstratedthedifficultyof achieving
highlevelsofparticipation.Refineddatacollectionformsandimproved
procedureswerefurthertestedby a secondsampleof physiciansin an
extensivenationalsurveylastingover2 quartersin 1 year. Results
demonstratedtheusefulnessofprofessionalendorsement,procedural
efficien~,andminimalworkrequirementsin achievingphysician-
participationlevelsexceeding80percent.

Finally,withadviceandsupportfromthetechnicaladvisorygroup,the
AmericanMedicalAssociation,individualexperts,otherprofessioml
groups,andelementsof thePublicHealthService,NCHSinitiatedthe
NationalAmbulatoryMedicalCareSurveyin 1973.
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SCOPEOF THE SURVEY

The basicsamplingunit for thewcs is thephysician-patientencounter
or visit. Only visitsin the officesof nonfederallyemployedphysicians
classifiedby the AmericanMedicalAssociation(AMA)or theAmerican
OsteopathicAssociation(AOA)as “office-based,patientcare”were
includedin the 1981N/UKS. In addition,physiciansin the specialties
of anesthesiology,pathology,and radiologywere excludedfrom the
physicianuniverse.Major typesof ambulatoryencountersnot includedin
the 1981WCS were thosemade by telephone,thosemade outsideof the
physician’soffice,and thosemade in hospitalor institutionalsettings.

WLIXJG FRAMEAND SIZEOF SAMPLE

The samplingframefor the 1981NAMCSwas composedof all-physicians
containedin themasterfilesmaintainedby the AMA andA(3Aas of
Decenber31, 1980,who met the followingcriteria:

Office-based,as definedby theAMAand AOA:

Principallyengagedin patientcare activities;

Nonfederallyemployed;

Not in specialtiesof anesthesiology,pathology,clinicalpathology,
forensicpathology,radiology,diagnosticradiology,pediatric
radiology,or therapeuticradiology.

The 1981NAMCSsampleincluded2,846physicians: 2,725MD’s and
121 doctorsof osteopathy.Samplephysicianswere screenedat the time
of the surveyto assurethat theymet the above-mentionedcriteria;513
physiciansdid not meet all of the criteriaandwere, therefore,ruled
out of scope(ineligible)for the study. The most frequentreasonsfor
beingout of scopewere thatthe physicianwas retired,deceased,or
employedin teaching,research,or administration.
(eligible)physicians,

Of the 2,333in-scope
1,807(77.5percent)participatedin the study.

The physicianuniverse,samplesize,and responseratesby physician
specialtyare shownin tableI. Of the participatingphysicians,260 saw
no patientsduringtheirassignedreportingperiodbecauseof vacations,
illness,or otherreasonsfor beingtemporarilynot in practice.
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TableI. Distributionof physiciansin the univers& and in the 1981National
Ambulato~ MedicalCareSurveySampleby physicianspecialty,UnitedStates,
January-December1981.

Physicianspecialty

All specialties

Generaland family
practice

Medicalspecialties
Internalmedicine
Pediatrics
Other

Surgicalspecialties
Generalsurgery
Obstetricsand gynecology
Other

Otherspecialties
Psychiatry
Other

Universe

247,216

54,185

75,629
40,504
17,907
17,218

82,023
22,593
19,417
40,013

35,379
17,787
17,592

Gross
Total

2,846

664

831
413
210
208

976
252
237
487

375
191
184

out of
Scope

513

134

124
66
37
21

115
36
35
44

140
41
99

Net
Total

!,333

530

707
347
173
187

861
216
202
443

235
150
85

Non-
Response

526

139

160
97
23
40

187
55
36
96

40
21
19

Response

1,807

391

547
250
150
147

674
161
166
347

195
129
66

Response
Rate

77.5

73.8

77.4
72.0
86.7
78.6

78.3
74.5
82.2
78.3

83.0
86.0
77.6

1/ Includes doctors of medicine (M.D.’s]and doctorsof osteopathy(D.O.’S).—
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SAMPLEDESIGN

The 1981WCS utilizeda multistageprobabilitydesignthat involved
probabilitysamplesof primarysamplingunits(PSU’S),physician
practiceswithinPSU’s,and patientvisitswithinpractices. The first-
stagesampleof 87 PSU’Swas selectedby theNationalOpinionResearch
Center(NORC),the organizationresponsiblefor fieldoperationsunder
contractto the NCHS. APSU is a county,a

l?)
oup of adjacentcounties,

or a standardmetropolitanstatisticalarea SEA . Amodified
probabilityproportional-to-sizeprocedureusingseparatesamplingframes
for S?6A’Sand for nonmetropolitancountieswas auployed. After sorting
and stratifyingby size,region,and danographiccharacteristics,each
framewas dividedinto sequentialzonesof 1 millionresidents,and a
randomnumberwas drawnto determinewhich PSU came intothe samplefrom
each zone.

The secondstageconsistedof a probabilitysampleof practicing
physiciansselectedfrom the masterfilesmaintainedby the American
MedicalAssociation(AMA)and AmericanOsteopathicAssociation(ADA).
withineach PSU, all eligiblephysicianswere arrangedbynine specialty
groups: generaland familypractice,internalmedicine,pediatrics,
othermedicalspecialties,generalsurge~, obstetricsand gynecology,
othersurgicalspecialties,psychiatry,and otherspecialties.Then,
withineach PSU, a systematicrandomsampleof physicianswas selectedin
sucha way that the overallprobabilityof selectingany physicianin the
UnitedStateswas approximatelyconstant.

The finalstagewas the selectionofpatientvisitswithinthe annual
practicesof samplephysicians.This involvedtwo steps. First,
the totalphysiciansamplewas dividedinto 52 randomsubsamplesof
approximatelyequalsize,and each subsamplewas randomlyassignedto 1
of the 52 weeks in the surveyyear. Second,a systematicrandansample
of visitswas selectedby the physicianduringthe assignedweek. The
samplingrate variedfor this finalstepfrmu a 100-percentsamplefor
very smallpracticesto a 20-percentsamplefor very largepracticesas
determinedin a presurveyinterview. The methodbywhich the sampling
ratewas determinedis describedin reference3.

FIELDACTIVITIES

The firstcontactwith the samplephysicianis througha letterfran the
Director,NCHS,whichmaybe accmpaniedby a letterfrom one of the 17
nationalmedicalassociationsthat endorsetheNAMCSprovidingthe
physicianis amember of one or more of theseassociations.Examplesof
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ATTSVILLE. (MARYLAND 207E2
NATIONAL AMBULATORY

MEDIcAL cARE SURVEY

Date

John Doe, M.D.
1000 Anywhere Street
Sunnyville, Anywhere 99999

Dear Dr. Doe:

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

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

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

Many organizations and leaders in the medical profession
have expressed their support for this survey, including
those shown to the left. In particular, your own spe-
cialty society has reviewed the WS program and supports
this effort (see enclosure). They join me in urging
your cooperation in this important research.

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

Sincerely yours,

Mwf?f
Director

Enclosure
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As a result of the need for hard data about skin

PRESIDENT
Frederick A. J. Kingery, M.D.

VICE PRESIDENT
Adolph Rosenberg, Jr., M.D.

SECRETARY-TREASURER
John M. Shaw, M.D.

ASSISTANT SECRETARY-TREASURER
Walter G. Larsenr M.D.

EXECUTIVESECR~ARY
Mrs. Betty Suer

disease, our
specialty has become a part of the Health and Nutrition
Examination Survey, which is now underway. Facts gathered
by this survey pertain to a population unselected for the
dermatological complaint.

Now there is an opportunity to look at dermatological practices
in the United States for the kinds of problems that are presented
to the specialist, and your participation in the National
Ambulatory Medical Care Survey (NAMCS) may be requested.
This is a survey, five years in the development, which should
prove to be a valuable mechanism for collecting data on office
based ambulatory practice.

To gather” these facts, the support of the members of the
American Academy of Dermatology is indispensable. Only by
having hard data can we assess health facility and manpower
requirements an,d determine desirable modifications in medical
education programs.

The contribution to be made by our specialty will come from a
small sample of practicing dermatologists and will require
some effort and time (about 15 minutes a day for a week) .
Judging from the response to surveys conducted by the National
Program for Dermatology, I am sure you will feel it worth the
individual effort if you are called upon to participate. The
survey itself minimizes record keeping and emphasizes the
utilization of data collected. Strict confidentiality is of
course preserved, and only summary data will be published.

I urge your support of this National Ambulatory Medical Care
Survey. We, as a specialty, can look forward to utilizing
the results of this important research.

Sincerely,

&W”

“Qe retary-Treasurer

JMS /mr

ll16SOUTHFlnH AVENIJESP. 0. BOX5366.TACOMA, WASHINGTON 964135 .AREACODE2C16 57’2-4747
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theselettersareshownin Figures1 and2. Afterthephysicianhas
receivedtheintroductoryletter(s)theinterviewertelephonesthe
physicianto setup an appoin~entwithhimor herto discussthesurvey
andinstructthedoctoron howto completetheforms. Ratherthan
includecopiesof alltheinterviewermaterialsin thisdocumentation,
copiesareavailableon request.Thesematerialsincludeinstructionsto
interviewersaswellas alltheformsusedin thefieldby the
interviewerh carryingouthisor herassignment.

DATACOLLECTION

TheactualdatacollectionfortheNA?KSwas carriedoutby thephysician
aidedby hisofficestaffwhenpossible.Twodatacollectionformswere
auployedby thephysician:TheI%tientLogandthePatientRecord
(Figure3). ThePatientLog is a sequentiallistingofpatientsseenin
thephysician’sofficeduringhisassignedreportingweek. Thislist
servedas thesamplingframeto indicatethevisitforwhichdatawereto
be recorded.A perforationbetweenthepatientnamesandpatientvisit
characteristicspermittedthephysicianto removepatientnamesand
protectconfidentiality.

Basedon tiephysicianfsestimateof theexpectednumberof officevisits
eachphysicianwas assigneda patient-samplingratio. Theseratioswere
designedso thatabout30 PatientRecordswerecompletedduringthe
assignedreportingweek. Physiciansexpecting10 or fewervisitseach
dayremrdeddataforallof then,whilethoseexpectingmorethanlO
visitsperdayrecordeddataforeverysecond,third,or fifthvisit
basedon thepredeterminedsamplinginterval.Theseproceduresminimized
thedatacollectionworkloadandmaintainedapproximateequalreporting
levelsamongsamplephysiciansregardlessofpracticesize. For
physiciansassigneda patientsamplingratio,a randomstartwasprovided
on thefirstpageof thelog,so thatpredesignatedsamplevisitson each
succeedingpageof thelogprovideda systematicrandomsampleof patient
visitsduringthereportingperiod.

DATAPROCESSING

In additionto thecompletenesschecksmadeby thefieldstaff,clerical
editswereperformeduponreceiptof thedataforcentralprocessing.
Theseproceduresprovedquiteefficient,reducingtheitennonresponse
ratesto a negligibleamount--2 percentor lessforalldataitems.

InformationfrantheInductionInterviewandPatientRecordwas
keypunched,with100-percentverificationandconvertedto ccmputertape.
At thistime,extensivecomputerconsistencyandeditcheckswere
performed.Dataitemsstillunansweredat thispointwereimputedby
randcailyassigninga valuefroma PatientRecordwithsimilar
characteristics;imputationswerebasedon physicianspecialty,major
reasonforvisit,andbroaddiagnosticcategories.
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The patient record form contains three medical items, each of which
requires a separate coding system. The three coding systems are
described briefly below. A two-way independent verification procedure
with 100-percent verification was used to control the medical coding
operation. Differences between coders were adjudicated at the National
Center for Health Statistics.

(A) Patient’s Reason for Visit: Information contained in
itern (Datient’s reason for visit) of the Patient Record
was coded according to A RRqson for Visit Classification
for Ambulatory Care (RVC).J’ The RVC system utilizes a
modular structure composed of seven modules. The digits 1
through8 preceding the 3-digit RVC codes identify the
various modules as follows:

“l” = symptom module, e.g., ‘1010’ = SOlO =

“2” = disease module, e.g., ‘2205’ = D205 =

3IIII= diagnostic, screening, and preventive
e.g., ‘31OO’ ‘xlOO= general medical

“4” = treatment module, e.g., ‘411O’ = T11O

fever

diabetes mellitus

module,
exam

= injections

5IIII= injuries and adverse effects module, e.g.,
‘5020’ = J020 = fracture and dislocation of leg

6IIII= test results module, e.g., ‘6”
of blood glucose test

7II II
= administrative module, e.g.,

00’ = R1OO = results

7100’ = AlOO = physical
examination required for employment

11811= Uncodable entries, e.g. ‘8997’ = U997 = entry
of “none” or no complaint

oIIII= special code = blank

A maximum of 3 problems were coded, in sequence; coding
instructions concerning the patient’s reason f9r visit are
contained in the NAMCS Medical Coding Manual.– Copies are
available upon request.
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[~~ Physician’sDiagnoses:Diagnosticinformationin
9 of thePatientRecordwas codedaccordingto the

InternationalClassificationofD- eases,9thRevision,37ClinicalModification(ICD-9-CM).– For1981NAMCS
tabulationsinvolvingprincipaldiagnoses,thefollowing
characteristicsexist:

1. ‘Iheprefix“l”precedingthediagnosticcodes
represents001.00-999.90,e.g.‘1381OOI=
‘381.00’= Acutenonsupporativeotitismedia,
unspecified.

2. Theprefix“2”precedingdiagnosticcodes
representsV codediagnosesVO1.00-V82.90,e.g.
‘201O81’= ‘VIO.81’=personalhistoryof malignant
neoplasmof bone. In otherwords,eliminatethe
prefix“2”andchangethefirst“O” (zero)to ‘IV.”

NOTE: Theuseof prefixesfacilitatesthe
calculationofpercentdistributions,while
substituting“O”(zero)fortheletter‘W’
allowsthatallfieldson thedatatapewill
containnumericaldata.

3. Inadditionto thediagnosticcodesfranthe
ICD-9-UVlthereare 5 uniquecodesin thediagnostic
fieldsthatweredevelopedby theNAMCSstaff:

100000= blankdiagnosis
209900= unsuitablediagnosis
209970= diagnosisgivenas “none”
209980= noncodablediagnosis
209990= illegiblediagnosis

Amaximunof threediagnoseswerecodedin sequence;
codinginstructionsconcerningdia~?ses arecontained
in theNltKSMedicalCodingManual.–

(C) MedicationTherapyThisVisit: TheNAMCSdrugdata
in itan havebeenclassifiedandcodedaccordingto a
uniqueclassificationschene~jdevelopedatNUIS. The
patientrecordformallowsfortherecordingof up to 8
drugs;thefirst4 for itemlla(drugsorderedfor the
principaldiagnosis)andthesecond4 foritemllb (drugs
orderedforallotherreasons).Thetapeformatincludes
a correspondingallocationof drugfields.
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Thereis,however,a substantialamountof informationconcerningeach
drugwhichis notcontainedin thesedata. Thisadditionaldrug
informationis containedin a specialNAMCSDrugFileandis availablein
a separatemicro-datatape. TheNAMCSDrugFilewascreatedfranthe
DrugProductInformationFile(DPIF)*andcontainsthefollowing
information:

BrandName: thenameunderwhichthedrugproductis
marketedandmay ormaynotbe a trademark.

GenericName: thegeneric(public,nonproprietary,
establlshedjnameas assignedbyUSP, NF,USAN,or FDA.

USP = UnitedStatesPharmacopoeia
NF = NewFonnulary
USAN= UnitedStatesApprovedNames

GenericNameCode: Createdforanduniqueto theN/U4CS
Drugl+lle,1s assignedto eachgenericname.

MedicationCodeListName: thenameof a drugas it
appearson theWCS MedicationCodeList(MCL).An
alphabetizedinventoryof single-sourceandmultiple-
sourcedrugsforusein codingtheentrieson theNAMCS
patientrecords.

* me broadrangeof drugdimensionsintendedfor
explorationby theNAMCSrequiredtheuseof an
exhaustiveinventoryof thedrugsanticipatedto be
prescribedin office-basedambdatorycare. Such
an inventoryis theDrugProductInformationFile
(DPIF),a computer-processabledatabaseof
informationon morethan30,000commercially
availabledrugproducts.Developedandmaintained
undertheauspicesof theAmericanSocietyof
HospitalPharmacists,theDPIFiscontinually
updatedto addnewproductswhentheyaremarketed
andtowithdrawproductsthentheyareno longer
available.Drugproductsaredescribedin a fixed-
fieldformatinwhich68 fieldsareusedto record
a broadrangeof druginformation,including
informationon allthedrugdimensionsdesiredfor
NAMCSneeds. TheNAMCSDrugFilewas constructed
by adoptingor adaptingrelevantfieldsfromthe
DPIF.
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MedicationCodeList Code: assignedto eachMCL name
and is uniqueto the WS
Drug File.

Entry StatusCode: alsouniqueto the NAMCS,and
denotesthe natureof the entry
that the physicianmakeson the
patientrecord,i.e.,generic
entry,brandname entry,or entry
statusundetermined.

PrescriptionStatusCode: derivedfra the DPIF*
LegalStatusCode,which is
used to indicatethe federal
legalclassification~
drugproducts,i.e.,
prescriptiondrug,
nonprescriptiondrug,
or prescriptionstatus
undetermined.

FederalControlledSubstanceStatusCode: derivedfrau the
DPIF LegalStatus
Code and denotes
the degreeof
potentialabuse
and federalcontrol
of a drug.

CQnpositionStatusCode: derivedfran the DPIFRecord
Type Code and is used to
distinguishbetweensingle-
and multiple-entitydrugs.

Ca.npletecodinglistsand instructionsfor usingtheNAMCS1981drug
informationare containedin the publicationentitled: ‘me Collectionand
Processingof Drug Information,NationalAmbulatoryMedicalCareSurvey,
UnitedStates,1980.’’!!/Copiesare availableupon request. For information
on orderingthemicro-datatape for drugs,interestedpersonsshodd contact
theAmbulatoryCare StatisticsBranch,Divisionof HealthCare Statistics,
Roan 2-63,3700EastWest Highway,Hyattsville,Maryland 20782. The
telephonenuuberis 301/436-7132.
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POPULATION FIGURES

The base population used in computing annual drug mention rates
is presented in table II. These figures are based on
provisional estimates for the civilian noninstitutionalized
population as of July 1, 1981, provided by the U.S. Bureau of
the Census. Because the NAMCS includes data for only the
coterminous United States, the original census estimates were
modified to account for the exclusion of Alaska and Hawaii from
the study. For this reason the population estimates should not
be considered as official population estimates and are presented
here solely for the purpose of providing denominators for rate
computations.

ESTIMATION PROCEDURES

Statistics produced from the 1981 National Ambulatory Medical
Care Survey were derived by a multistage estimating procedure.
The procedure produces essentially unbiased national estimates
and has basically three components: (1) inflation by
reciprocals of the probabilities of selection, (2) adjustment
for nonresponse, and (3) a ratio adjustment to fixed totals.
Each of these components is described briefly below.

(1) INFLATION BY RECIPROCALS OF SAMPLING
PROBABILITIES .--Since the survey utilized a
three-stage sample design, there were three
probabilities: (A) The probability of
selecting the PSU, (B) the probability of
selecting a physician within the PSU, and
(C) the probability of selecting a patient
visit within the physician’s practice. The
last probability was defined to be the
exact number of office visits during the
physician’s specified reporting week
divided by the number of Patient Records
completed. All weekly estimates were
inflated by a factor of 52 to derive annual
estimates.

(2) ADJUSTMENT FOR NONRESPONSE. --Estimates
from the NAMCS data were adjusted to
account for sample physicians who did not
participate in the study. This was done in
such a manner as to minimize the impact of
nonresponse on final estimates by imputing



Table 11. Estimates of the civilian noninstitutionalized population of the United States, 1 by age, according
to race and sex, geographic region, and metropolitan and nonmetropolitan area as of July 1, 1981

Race, sex, geographic region, and
metropolitan and nonmetropolitan area

Race and Sex

All races

Male
Female

White

Male
F“emale

All Other

Male
Female

Geographic region

Northeast
North Central
South
West

Area

Metropolitan
Nonmetropolitan

All
ages

223,687

107,906
115,781

191,773

92,968
98,805

31,914

14,938
16,976

49,617
59,476
73,645
40,949

151,626
72,061

Age

Under
15 15-24 25-44

years years years

Number in thousands2

50,852

25,988
24,864

41,686

21,364
20,322

9,166

4,623
4,542

1Excludes Alaska and Hawaii

2Numbers may not add to totals because of rounding.

40,505

19,977
20,528

34,009

16,906
17,104

6,495

3,072
3,424

63,623

30,969
32,653

54,731

26,921
27,810

8,892

4,048
4,844

45-64
years

43,958

20,843
23,115

38,971

18,634
20,338

4,987

2,210
2,777

65+
years

24,750

10,129
14,621

22,376

9,143
13,232

2,374

985
1,389
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to nonresponding physicians the practice
characteristics of similar responding
physicians. For this purpose, similar
physicians were judged to be physicians
having the same specialty designation and
practicing in the same PSU.

(3) RATIO-ADJUSTMENT. --A
poststratification adjustment was made
within each of nine physician specialty
groups. The ratio adjustment as a
multiplication factor which had as its
numerator the number of physicians in the
universe in each physician specialty group,
and as its denominator the estimated number
of physicians in that particular specialty
group. The numerator was based on figures
obtained from the AMA-AOA master files, and
the denominator was based on data from the
sample.

SAMPLING ERRORS

Procedures for calculating sampling errors as well as
estimates of standard errors of statistics derived from
the NAMCS are described in the technical notes of
reference 2 or 10, as well as the Appendix of this
document.

PATIENT WEIGHT

The “patient weight” is a vital component in the
process of producing national estimates from sample data
and its use should be clearly understood by all micro-data
tape users. The statistics contained on the micro-data
tape reflect data concerning only a sample of patient
visits--and not a complete count of all the visits that
occurred in the United States. The “patient weight” is an
inflation factor assigned to each patient record. By
aggregating the “patient weights” an estimated complete
count or national estimate can be obtained.
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II. TechnicalDescriptionof Tape

Data Set Name:

Nunberof Reels:

Nunberof RecordingTracks:

Density(bpi):

Language:

Parity:

RecordLength:

Blocksize:

Nunberof Records:

CcmputerCompatibility:

?WW1981

1

9

1600or 6250

EBEDIC

ODD

143

14300

43,366

IBM360 or 370
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III. RECORDFORMAT

This sectionconsistsof a detailedbreakdownof eachtaperecord,providinga
briefdescriptionof eachiten of data includedin the records. The data are
arrangedsequentiallyaccordingto theirphysicallocationon the taperecord.
Unlessotherwisestatedin the “Itm description”colunn,the data are derived
from the patientrecord(page9). The AMA and the inductioninterview
(reference3) are alternatesourcesof data,while the computergenerates
otheritemsby recodingselecteddata items.

Itm
No.

1

1.1

1.2

2:1

2.2

3

6
6.1
6.2
6.3

Field

El@

4
2

2

4
2

2

1

1

1

15

:
5

Tape
Location

1-4
1-2

3-4

5-8
5-6

7-8

9

10

11

12-26
12-16
17-21
22-26

ItenDescriptionand Codes

Date of visit
Month of visit
01-12: January-December

Year of visit
Last 2 digitsof year

Date of birth
Monthof broth
01-12: January-December

Year,ofbirth
Last 2 digitsof year

Sex
~=Female
2=Male

Race
7iVhite
2=Black
3=Asian/PacificIslander
4=AmericanIndian/AlaskanNative

%S&&ic Origin
2=Nothispanic

PatientProblms
Most important
Most important
Otherproblem

(see Page 10)
problem#1
problem#2 (ifany reported)
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Iten
No.

7

8;1
8.2
8.3

U
8.6
8.7
8.8
8.9
8.10
8.11
8.12

9
9.1
9.2
9.3

10.2

11.1

11.2
11.3
11.4

11.5
11.6
11.7
11.8

Field

@W!

1

12
1
1
1

i
1
1
1
1
1
1
1

18

:
6

2
1

1

40

5
5

z

5
5
5
5

Tape
Location

27

28-39
28
29
30
31
32
33
34
35
36
37
38
39

40-57
40-45
46-51
52-57

58-59
58

59

60-99

60-64
65-69
70-74
75-79

80-84
85-89
90-94
95-99

Ita Descriptionand Codes

Major reasonfor thisvisit
l=Acute~roblem
2=chroni;problen,routine
3=Chronicproblen,flareup
4=postsurgery/postinjury
5=non-illnesscare (routineprenatal,

generalexam,well baby,etc.)

Diagnosticservicesthisvisit
None [l=Yesand O=No)
Limitedhistory/exam
Generalhistory/exam
Pap test
Clinicallab.test
X-ray ‘
Bloodpressurecheck
EKG
Visiontest
Eildoscopy
Mentalstatusexam
Other

!1

II

II

II

II

II

II

II

II

II

!1

Fhysician’sprincipaldiagnosis(seepage 11)
Firstdia~osls associatedwth iten 6a
SecondDi@osis associatedwith itean6a (if any
Othersignificantcurrentdiagnosis reported)

Ever seenpatientbefore
l=Yes
2=N0

“Ifyes, for the conditionin ita 9a?”
=Blank
I=Yes
2=N0

MedicationTherapyThis visit(seepage 11)

am For principaldiagnosesin itan9A
Medication#1
Medication#2
Medication#3
Medication#4

b. For all otherReasons
Medication#1
Medication#2
Medication#3
Medication#4
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Ita
No.

12

13
13.1
13.2
13.3
13.4
13.5
13.6
13.7
13.8
13.9

14

15
15.1
15.2
15.3
15.4
15.5
15.6
15.7
15.8

16

‘ 17

18

Field

!!!??@

1

9
1
1
1
1
1
1
1
1
1

1

8
1
1
1
1
1
1
1
1

3

10

1

Tape
Location

100

101-109
101
102
103
104
105
106
107
108
109

110

111-118
111
112
113
114
115
116
117
118

119-121

122-131

132

ItenDescriptionand Codes

Nunberof DrugsCoded
Range: O-8

Non-medicationTherapy
None (l=vesand O=no)
Physiotherapy
Officesurgery
Familyplanning
Psycotherapy/therapeuticlistening
Diet counseling
Family/socialcounseling
Medicalcounseling
Other

#
II

?1

11

II

II

II

II

II

~tient Referredbv AnotherPhvsician,
1=Yes
2=N0

Dispositionof visit
No follow-upplanned(l=Yesand O=No)
Returnat specifiedtime 1!
Returnif needed II
Telephonefollow-up II
Referral II

Returnto referringphysician “
Admitto hospital II

Other II

Durationofvisit in minutes(000-999)

W!9-Wirlg t justlled,alphanumericinteger
developedbythe NAMCSstafffor the purposeof
producingmtional estimatesfran sample
estimates.See noteson page 16 of these
documentation.

GeographicRegion(Basedon actuallocation
of physlc~an’spractice.)

l=Northeast
Z=NorthCentral
3=South
4=West
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Itm Field Tape
No. Length Location ItenDescriptionandCodes

19 1 133 Metropolitan/Nonnetropolitan(Basedon actual
locatlonm conjunctionmth thedefinition
of theBureauof theCensusandtheU.S.
OfficeofManagmentandBudget.)

I=StandardMetropolitanStatisticalArea(SEA)
2=Non-SISA

20 3

21 1

134-136 PhysicianSpecialty(DerivedfranInduction
Interview- reference3)

ALSO: See“ListofDesignatedSpecialty
Codes”on page23 of these
documentation.

137 ofpractice(DerivedfranInduction
Interiew-seereference3)

1=s010
2=partnership
3=group
4=other

22 1 138 of doctor

l=AMA@mericanMedicalAssociation)
2=AoA(AmericanOsteopathicAssociation]

23 5 139-143 Ageof patient(tidays)

00000-44,000
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AM
A
*AN

BE
CD
D
DIh
END
FP
GE

GP
GPM
GER
GYN
HEM
HYP
ID
IM
LAR
LM

ND
NEP
N
CHN
*NM

NTR
OBS

OBG
OM
OPH

OT
OTO
*pTH
a’(CLp
*FOp

PD
PDA
PDC
PA
PM

Listof Designsted SpecialtyCodes

Aerospace Medicine
Allergy
Anesthesiology
Broncho-EsophagologY
Cardiovascular Diseases
Dermatology
Diabetes
Endocrinology
Family Practice
Gastroenterology

General Practice
General Preventive Medicine
Geriatrics
Gynecology
Hematology
Hypnosis
Infectious Diseases
Internal Medicine
Laryngology
Legal Medicine

Neoplastic Diseases
Nephrology
Neurology
Neurology, Child
Nuclear Medicine
Nutrition
Obstetrics

Obstetrics and Gynecology
Occupational Medicine
Ophthalmology

Otology
Otorhinolaryngology
Pathology
Pathology, Clinical
Pathology, Forensic
Pediatrics
Pediatrics, Allergy

Pediatrics, Cardiology
Pharmacology, Clinical
Physical Medicine and

Rehabilitateion

P
CHP
PYA
PYM
PH
PUD
*R
*DR
*pDR
*TR

RHu
RHI
ABs
CDS
CRS
GS
HS
HNS
NS
ORS

Psychiatry
Psychiatry, Child
Psychoanalysis
Psychosomatic Medicine
Public Health
Pulmonary Disease
Radiology
Radiology, Diagnostic
Radiology, Pediatric
Radiology, Therapeutic

Rheumatology
Rhinology
Surgery, Abdominal
Surgery, Cardiovascular
Surgery, Colon and Rectal
Surgery, General
Surgery, Hand
Surgery, Head and Neck
Surgery, Neurological
Surgery, Orthopedic

PDS Surgery, Pediatric
Ps Surgery, Plastic
TS Surgery, Thoracic
TRS Surgery, Traumatic
u Surgery, Urological

In addition to the above specialties the
following designations are also used:

0s Other, i.e., physician designated
a specialty other than those
appearing above.

us Unspecified, i.e., physician

did not specify a specialty.

EM Emergency Medicine

* Excluded from NAMCS by definition.
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WCS Recodesfor PhysicianSpecialty

SpecialtyGroup AMA CodesIncluded

1. G.P. G.P., FP

MedicalSpecialties

2. IM

3. Pediatrics

4. OtherMed. Spec.

Surgical%ecialties

5. Generalsurgery

6. OBG

7. OtherSurg.Spec.

OtherSrmcialties

IM

PD, PDA, PDC

A, BE, CD, D, DIA,
END, GE,HEM, ID,
ND, NEP, NTR, PUD,

GS

OBS, OBG, GYN

ABs,CDs, CRs, Hs,
HNS, LAR, OTO, OT,
RHI,NS, ORS,PDS,
PS, TS, TRS, U, OPH

PAGE 24

8. Psychiatry

9. Other

P, CHP,PYA,PYM, HYP

AM, CHN, GER,EM
OM, PM, N, OS, US, LM,
PA,
PH, GPM
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IV. MarginalData

Any cellwith an estimateof 412,000visitsor lesshas a relativestandard
errorof 30 percentor more. Such an estimateis consideredan unreliable
statisticaccordingto the standardsof reliabilityof the NationalCenterfor
HealthStatistics.Micro-datatapeusersshouldbe awarethat the following
symbolsare usedwith tabularpresentationin all Centerpublications:

---

. . .

0.0

*

=

Datanot available

Categorynot applicable

Quantityzero

Quantitymore than O but lessthan 0.05

Figuredoesnot meet standardsof reliability
or precision

Figuresuppressedto complywith confidentiality
requirements
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PATIENT AGE

PATIENT SIX

RACE

E’llDUCITY

PATIENT
REFERRAL
STATUS

ALL UNDER15 15-24 25-*4 45-64 65+

43366 7462 5773 11941 10263 7927

585176643 106772825 79234176 155688677 136054649 107426306
100.00
100000

ALL

93366
585176643

100.00
100.00

ALL

+3366
585176643

100.00
100. OD

ALL

43366
585176643

100.00
100.00

ALL

43366
505176643

loo*llo
100.00

100.00 100.00 100000 100.00 100.00

18.25 13.54 26.61 23.25 18.36

F H

26060 17306
353612007 231564636

100.00 100.00
60.43 29*57

~SIAN INDIAN
HHX TE BLACK ILANDER AL4SUAN

39052 3877 371 66
52097370e 57673821 5517105 1012009

1000UO 100.00 100.00 100.00
a9.Q3 9.%6 !).94 0.17

hul
HISFAN HISPAN

1934 41432
24616967 5605:9676

100.00 100000
4.21 95.79

2287 41079
26021692 559154951

100.00 100-00
4.45 ~e.ss
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EN09
NUTR
nET

1441
2120*61~

1000OCI
3.62

Q15
GENITO
SYSTEM

2755
35567764

100.00
6.08

OTHER

E32
767016 Y

100.D(I
1.31

GEN
EMAM

CJls
NERU

SYSTEM
INF-PAR

DIS
MENTAL

DISORCPALL
MAJORICDA

CLASSES 43366
585176643

1OC-OQ
100000

NECPLSP

1199
1468675!3

100000
2.51

3139

23201265
100*OO

2.98

1200
18085660

100900
3.09

3880
56980109

looaoo
9.74

CIS
OIGEST
sYsTE~

D15
!lUSKETL

SYSTEM

01s
Clllc

SYSTEM

01 s
RE5P

SYSTEM

SKI N
DI s

1949
33206845

100900
5-67

1929
2~6591LfJ

100.00
4.3B

3206
?2367299

10 IJ.!?!J
7m24

4275
50653790

100.00
10-02

4814
73127955

Io(l.o.@
12m5C

ox
UN K

SPECL
COND

UK
NONESYMPTOM ACOENT

62 3701483
19506013

laa.oo
3.13

:559
48536437

100VOQ
8.29

7473
1)0348308

1OO-OQ
17.15

1047571 5246880
loo.on 100.00

0.19 0.9C

LIWTED
E)fAN

DAp

TEST

1958
25154231

100000
4.30

ALL Nf3NE

DIAG SERVICES 43366 43 ~6 26968 6724
585176643 4795594!3 379543674 08570028

100.00 100.00
100*OO 8.@4

100.00
64-86

Ioll.oo
15.14

M-RAY EKG

1459
19457113

100.O!I
3.15

~TH~q
DIA6

2037
28C!4454e

100.UO
4*79

9525
129123134

100.00
22.07

3422
441312523

1OO-QO
7-66

14496
202158670

100.00
34.55

MENTAL
STATUS

EXAH

~Nf’Jos

COPY
VISION

TFsr

490
56562!32
100.00

0.97

995
7861141
100.OP

1*34

2272
33974774

LOODOO
5.79

OLC PT
NEkPROB

STATJS CFVISIT 43366 63dd
585176643 el156@7a

lofi.oll 100.00
100.00 13.8?

e737
12a4e3733

100.00
21-96

28241
375536832

100.00
64.17
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CHRONIC
FRoe

ROUTINE

CHRONIC
PROB

FLAREUP

POST NON
SURGERY ILLNESS

INJURY CART
ACUTE

PR08ALL

MAJOR REASON 43366
FOR VISIT 585176643

100.00
100.00

14699
213794429

10D. OO
36-S4

12921
163715401

100000
27.98

4035
53699519

100.00
9.la

41i31 7530
51 623@33 102352461

190.00 100.00
a.%2 17.4~

PtlYsxtl
r HER,3PYALL

mRfwY
SER~ Cl% 43365

585176643
100.03
100s0’!

NONE

22674
322013296

100.00
55.0.3

1999
26742783

100.00
4.57

3017
42943B22

190.00
7.32

852
11398006

100.OU
1.95

PPSYCHO
THERAPU
LISTCNG

FAMILY
SOCIAL

COUNSEL

OTHER
NCIN-MEO
THERAPY

01 ET
COUNSEL

HEII
COUNSEL

3505
2H03f)0.26

100-03
4.73

100.23
13364759B

lao.o.m
22-94

547
13443$34

100.C!O
2,30

3261
44692126

100.0!!
7-64

936
11067783

100.00
lmB9

RETURN
SIPEC
TIHE

NO
F9LLOH

TEL
FDLLUU

DISPOSITION
ALL

43366
5115176643

+791
65969973

26927
357693a90

9242
131995557

1569
20J158543

100.00
3.43

100.03
10JI*IID.

100.00
11-27

100.OQ
61.13

100*OO
22-56

ADMIT
tiosPREFER RETURN OTHER

456
4669690

loo.ao
Om@U

1085
13699254

lGU.00.
2-34

90
120539’6

190.9 Oho
0.21

1100
147351+8

lQO.OC.
2-52

6-I!IALL
DURATION OF

VISIT 43366
585176643

105.09
100-00

11-15

12125
16520630.4

100900
28-23

ZER9 1-5

4546

74471495
100.00

12-73

11526
173441255

L1311.00
29*64

lt15e
16163~94

10!J.DO
2,76

16-30 31-60

9929
121046777

100.L!O
2D-69

3963
32562693

1000I3O
5-56
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SYHPTOH
ALL MODULE

GENERALWV-7 43366 23050
MODULES 585176643 3145241E9

100.00 100.QO
Ioo.oe 53.75

INJURY TEST
ADVERSE RESULTS
EFFECTS HDOULE

1696 258
23840521 3543438

190.00 Ioo. oll
4.08 0.61

ALL NE

43366
GEOG REGION

10469
585176643 12664B983

loil.ocl loo.oil
100.DQ 21.64

ALL METRO

43366 34035
METRO-NOIWETRO 585176643 442404666

100-co 100.00
10G.OO 75.60

ALL SOLO

TYPE OF PRAC 43366 24428
565176643 3216f3792B

lob.c!f! 10D.OD.O
Iclc.f!g 5$.97

MDVSDO

.

ALL Ho

OIAG
OISEBSE SCREEN
HOOULE PREvZN

3707 8136
51201323 l132463al
100.00 10!2000

8.75 19.35

noHIN UNCt30E-
HOGULE ABLE

662 517
86E6543 6946829
l~o.oo 100.00

1.48 1.19

Nc s

11117 13869
154E290613 19636926?

Iooo@o 100.00
26-46 33-56

hCN
METRO

9331
142771977

100.00
24-40

? A$/~~!=~ 5RDUP

8066 lilB7.2
119330043 153159672

100.90 100..!)0
18-35 25.17

90

43365 41375 1991
585176643 550f144~75 35131669

100.02. lo~.o~ 100.00

PAGE 29

TREAT-
HENT

MODULE

5222
61829483

100.00
10.57

u

7911
107325229

100.00
lfl.34

100*OC!. 94.0,0 6mPf)
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ALL A

ALL 43366 356

SPECIALTIES585::::;:
5378761
Ioo. i?o

100.00 0.92

GE GF

375 11197
2959973 1807?1740
100030 100.00

!)051 32*25

NEP N

31 501
190725 3f37?24cl
lt?cmoo 100.00

C.Q3 0.66

4572 31
63916563 622418

100000 100. IIO
10.92 0.11

Puo CDS

CD

%30
86269$7
190.00

1.47

GYN

129
1079694
lDII*O!I

0.18

Cec

4224
52832271

100.00
9.03

PM

57
399942
100000

0.07

CRS

o

1002
23404671

100-00
4.00

HEM

54
293784
103. LICI

II*C15

OH

69
609981
100000

D.1O

P

2449
14419427

lDU*OII
2.46

6s

END

41
8B;519
100900

11.15

IM

5595
7469111330
Ioa.oc
12.76

oP1-i

2109
31675407

100.00
5.41

c~D

276
1534476
loil.oo

0.26

NS

FP

64
1234416
loo-go

0.21

070

900
13869605

100-00
2.37

1

OHS
306 10 60 2761 335

2161406
2377

51II70 1079420 32697292 2+502d9 29144455
10C!mQ@ Iou.tlo 100-00 lLIO*OO 10U.OIJ 100.00

0.37 0.01 0.10 5.59 0.42 4.98

Ps 7s u 0s us

647 156 104!3 529 125
6550313 149639d 10708793 5859a47 1?365J?0
100000 100.00 100.OD 102-00 100.OG

1012 0.26 1.93 1.00 tl.3cJ
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APPENDIX

SampleErrorsand Rmnding of Numbers

The standarderroris primarilya measureof the samplingvariabilitythat
occursby chancebecauseonly a sample,ratherthan the entireuniverse,is
surveyed. The relativestandarderrorof an estimateis obtainedby dividing
the standarderrorof the estimateby the estimateitselfand is expressedas
a percentageof the estimate. Relativestandarderrorsof selectedaggregate
statisticsare shownin tablesI and.11. The standarderrorsfor esttiated
percentagesof vi.sit.sare shownin tablesIII andIV.

TableI. Approxfiaterelativestandarderrorsof esttiatednumberof
officevisitsbasedon allphysicianspecialties:WCS, 1981

Esttiatednumberof office
visitsin thousands

500. .

1,000.

2,000.

5,000.

10,000

20,000

50,000

.

.

.

.

.

.

.

100,000.

550,000.

.

.

.

.

.

.

●

✎

✎

.

.

.

.

.

.
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.
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.

.

.

.

.

.

.

.

.

. .

.

.

.

.

.

.

.

.

.

Relative
standard
errorin
percent

27.3

19.5

14.1

9.4

7.3

5.9

4.9

4.5

4.1

Exampleof use of table: An aggregateof 35,000,000visitshas a
relativestandarderrorof 5.4percentor a standarderrorof
1,890,uO0visits (5.4percentof 35,000,000).
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Table II. Approximate relative standard errors of estimated number
of office visits based on an individual physician specialty:

NAMCS 1981

Relative
Estimated number of office standard

visits in thousands error in
percent

500. . . . . . . . . . . . . . . . ● . “ “ “ “ “ “ “ 28.0

1,000. . . . . . . . . . - . “ “ “ “ “ “ ““ “ “ “ “ 20,3

2,000. . ● . - . . . . . “ “ “ “ “ “ “ “ “ “ “ “ “ “ 15.1

5,000. . - . . . - . . . . . . . . . . . . . . . . . 10.8

10,000. . . . ● . . . . . . . . . . . . . . . . . . 9.0

20,000. . . . . - . . . . . . . . . . . . . . . . . 7.9

50,000. . . . . . . . . ● . . . . . . . . . . . . . 7.1

100,000. . . . . . . . . . . . . . . . . . . . . . . 6.9

Example of use of table: An aggregate of 7,500,000 visits has a
relative standard error of 9.9 percent or a standard error of
742,500 visits (9.9 percent of 7,500,000).

Table III. Approximate standard errors of percent of estimated
numbers of office visits based on all physician,
specialties: NAMCS, 1981

Base of percent
(number of office

visits in thousands)

BOO .............-.*
l,ooo .........~....
2,000 ..............
5,000 ..............
10,000 .............
20,000 .............
50,000 .............
100,00 .............
500,000 ............

1 or
99

Estimated percent

ZFFFlzF

30 or
70

I-L.-J-.-2 -——-- --- —--_-—L--- —-..---

a~anaaru erLuL

2.7
1,9
1.3
0.8
0.6
0.4
0.3
0.2
0.1

5.9
4.2
2.9
1.9
1.3
0.9
0.6
0.4
0.2

8.1
5.7
4.0
2.6
1.8
1.3
0.8
0.6
0.3

10.8
7.6
5.4
3.4
2.4
1.7
1.1
0.8
0.3

12.4
8.7
6.2
3.9
2.8
2.0
1.2
0.9
0.4

ExamDle of use of table: An estimate of 30 Percent based on an

50

13.5
9.5
6.7
4.3
3.0
2.1
1.3
1.0
0.4

.
aggregate of 15,000,000 visits has a standard error of 2.4 percent
or a relative standard error of 8.0 percent (2.4 percent + 30 percent).
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TableIV. Approximatestandarderrorsof percentof estimated
numbersof officevisitsbasedon an individualphysician
specialty:NAMCS,1“981

Base of percent
(numberof office

visitsin thousands)

500..................
1,000...............
2,000...............
5,000...............
10,000..............
20,000..............
50,000..............
100,000.............

Estimatedpercent

~
Standarderrorin percentagepoints

2.7
1.9
1.4
0.9
0.6
0.4
0.3
0.2

5.9
4.2
3.0
1.9
1.3
0.9
0.6
0.4

8.2
5.8
4.1
2.6
1.8
1.3
0.8
0.6

10.9
7.7
5.4
3.4
2.4
1.7
1.1
0.8

12.5
8.8
6.2
3.9
2.8
2.0
1.2
0.9

50

13.6
9.6
6.8
4.3
3.0
2.1
1.4
1.0

Exampleof use of table: An estimateof 20 percentbasedon an
aggregateof 35,000,000visitshas a standarderrorof 1.4 percent,
or a relativestandarderrorof 7.0percent(1.4percent\ 20 percent).

DEFINITIONSOF CERTAINTERMSUSED IN THISDOCUMENT

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

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

Ambulatory patient.--An individual presenting for personal health services,
neither bedridden nor currently admitted to any health care institution on the
premises.
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Patients.--Can be classified as either:

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

Out-of-scope: Patients seen by the physician in a hospital, nursing home,
or other extended care institution, or the patient’s home. Note: If the

doctor has a pr;vate office (which fits definition of “office”) located
in a hospital, the ambulatory patients seen there would be considered
“in-scope. “ The following types of patients are also considered out of
scope:

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

patients who telephone and receive advice from the physician

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

patients who come to the office only to pick up medications previously
prescribed by the physician

Phjsie{an.--Can be classified as either:

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

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

physicians in military service

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

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

physicians who spend no time seeing ambulatory patients (e.g.,
physicians who only teach, are engaged in research, or are retired).
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Plq.+sieian specialty. --principal specialty (including general practice) as
designated by the physician at the time of the survey. Those physicians
for whom a specialty was not obtained were assigned the principal specialty
recorded in the Master Physician files maintained by the AMA or AOA.

Region of practice location. --The four geographic regions, excluding Alaska

and Hawaii, which correspond to those used by the U.S. Bureau of the Census,
are as follows:

Regior States Included

Northeast ...................Connecticut. Maine, Massachusetts,
New Hampshire, New Jersey, New York,
Pennsylvania, Rhode Island, Vermont

North Central ...............Illinois, Indiana, Iowa, Kansas,
Michigan, Minnesota, Missouri, Nebraska
North Dakota, Ohio, South Dakota,
Wisconsin

South .......................Alabama. Arkansas, Delaware,
District of Columbia, Florida,
Georgia, Kentucky, Louisiana,
Maryland, Mississippi, North Carolina,
Oklahoma, South Carolina,
Tennessee, Texas, Virginia,
West Virginia

West ........................Arizona. California, Colorado,
Idaho, Montana, Nevada, New Mexico,
Oregon, Utah, Washington, Wyoming

Metropolitan status of practice location. --Physician’s practice is
classified by its location in metropolitan or nonmetropolitan areas.
Metropolitan areas are standard metropolitan statistical areas (SMSA’S) as
defined by the U.S. Office of Management and Budget, and the Bureau of the
Census.

The definition of an individual SMSA involves two considerations:
first, a city or cities of specified population which constitute the
central city and identify the county in which it is located as the central
county; second, economic and social relationships with “contiguous”
counties which are metropolitan in character, so that the periphery of the
specific metropolitan area may be determined. SMSA’S may cross State lines.
In New England SMSA’S consist of cities and towns, rather than counties.
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In order to improve the NCHS Micro-Data Tape Release program, we
would appreciate your assistance in regard to the following questionnaire.

Name:
Title:
Organization:
Address:

Date of tape purchase:
Type of organization (university, insurance, etc.):

1. Have you used this tape?

2. Did you have any computer

3. Did you have any analytic

(If not, please indicate why.)

problems using the data?

problems with the data?

4. What output was produced using the tape?

5. How was this output used?

6. How was the overall quality of the documentation?

7. Did you find the explanation of the survey helpful? Was it clear,
concise, etc.?

8. Was the description of the tape record format easy to use? Were the
item descriptions understandable? Did you find any errors?

9. Do you have any other comments or complaints?

Return this questionnaire to the address on back. Please feel free to
include additional comments. Thank you very much for your assistance.

W.:. WVEF.NWWT FFUNTING OFFICE : 19.94O-421-16b/472@
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------ ----------------------------------------------------------------------------------------------

Data Tape Coordinator
Scientific and Technical Information Branch
National Center for Health Statistics
3700 East–West Highway
Hyattsville, Maryland 20782

.- - ---- --- - --- - - - - - ---- --- - --- -- - - - - - - -- -- -- - - -- - --- - - - - -- -- -- -- -- -- -- -- -- -- -- -- -- - --- -- -- - ‘- - - -----

fold here fold here


	CONTENTS
	DESCRIPTION OF THE NATIONAL AMBULATORY MEDICAL CARE SURVEY
	TECHNICAL DESCRIPTION OF TAPE
	RECORD FORMAT
	MARGINAL DATA
	APPENDIX I. SAMPLE ERRORS
	APPENDIX II. DEFINITIONS OF CERTAIN TERMS
	APPENDIX III. USER QUESTIONNAIRE

