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Introduction

This report presents data from the
National Ambulatory Medical Care
Survey (NAMCS) on visits to private
office-based physicians at which the
expected source of payment was a
health maintenance organization or other
prepaid health care plan. The NAMCS
is a national probability sample survey
of visits to nonfederally employed,
office-based physicians conducted by the
Division of Health Care Statistics,
National Center for Health Statistics,
Centers for Disease Control and
Prevention. This survey is used to
collect data on the demographic
characteristics, the medical problem(s),
and the medical treatment of patients
making visits to private office-based
physicians, The NAMCS was conducted
annually from 1973 through 1981, again
in 1985, and resumed as an annual
survey in 1989.

Health maintenance organizations
(HMO) were first developed in the early
1970’s with the passage of the HMO
Act of 1973. This new initiative
provided grants and loans to enable the
development of HMO’s in an attempt to
halt increasing health care costs. Since
then, HMO’s and other more recent
prepaid plans have attracted younger
and healthier enrollees than traditional

fee-for-service plans, which may result
in inherently lower costs and affects
comparisons between plans (1-5). Much
of the current literature compares
prepaid plans and traditional fee-for-
service plans in regards to health
outcomes and quality of care (6-10).
This report provides data on health care
delivery by private office-based
physicians involved with patients
seeking care under prepaid health
insurance plans.

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 at the
end of this report include an overview
of the sample design used in the 1991
NAMCS, an explanation of sampling
errors, and guidelines for judging the
precision of the estimates.

The Patient Record form is
reproduced in figure 1 and is intended to
serve as a reference for readers as they
review the survey findings. For purposes
of this report, visits made by patients 65
years of age and older were excluded
from analysis due to their high
utilization and type of medical care
received as compared with visits made
by patients younger than 65 years of
age. Since a much larger proportion of

nonprepaid than prepaid plan visits were
for patients over 65 years of age (16.2
and 9.1 percent, respectively), inclusion
of visits by the elderly would bias
comparisons. Prepaid plan visits are
defined as those at which “HMO/other
prepaid” was checked on the Patient
Record form, regardless of whether
another expected pay source was
checked as well. Nonprepaid visits are
defined as visits for which “HMO/other
prepaid” was not checked as an
expected source of payment. An
expected source of payment was
unspecified in 2.1 percent of the visits.
These records are also excluded from
this report. Visits by expected sources of
payment are shown in table 1. The
expected sources of payment for
nonprepaid visits include patient-paid
(31.4 percent), private/commercial
insurance (46.7 percent), Medicaid
(12.1 percent), and Medicare

(3.7 percent).

To understand the usefulness and
limitations of these data, two
characteristics of the NAMCS should be
noted. First, expected sources of
payment are not mutually exclusive.
Because of co-payments, participation in
governmental medical care programs,
and affiliations with other health
insurance organizations, more than one
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DATE OF VISIT PATIENT RECORD OMB No. 0920-0234
Expires 4-30-93
Month Day . Year NATIONAL AMBULATORY MEDICAL CARE SURVEY cDC 64.21D
2. DATE OF BIRTH 4. COLORORRACE | 5. ETHNICITY | 6. EXPECTED SOURCE(S) OF 7. WAS PATIENT 8. IS THIS VISIT
s ] white PAYMENT ([Check all that apply] REFERRED FOR INJURY RELATED?
Month Day  Vear 1] Hispanic 1[0 HMoOvother prepaid s [} Frivate/ Il:IIOST‘lqgg BY 1[Jves 2[]No
2{7] Black origin : PHYSICIAN?
Asian / Pacific Mot 2["] Medicare ¢ [_]Patient paid . DOES PATIENT
l
8. SEX s istanter 2[J Nispanic | [ Medicaia 7 [ Mo charge 1] Yes s[Mjoxs CIGARETTES?
Amari 1] Yes
1[] Female 2[] Male 0 Egﬁ,ﬂ%"‘;‘;{ﬂﬂfn / 4[] Other government 8 [[] Other 2[JNo 2[]No 3 [[] unknown
. P —
10. PATIENT’S COMPLAINT(S), SYMPTOM(S}, 11. PHYSICIAN'S DIAGNOSES 12. HAVE YOU OR 13. DOES PATIENT
OR OTH'ER REASON(S) FOR THIS ViISIT ANYONE IN YOUR NOW HAVE:
{In patient’s own words] PRACTICE SEEN [Check all that apply
2. Principal diagnosis / PATIENT BEFORE? regardless of any entry
¥ 2. Mostimportant: ml)r:ﬂn.m 10. e e 11
. I Wil om 10.a:
1ldves  2[Ne 1] None of below
3 2[_] Depression
b. Other: b. Other: ::, );teesrhf?; ;r}?e condition 3 D Hypertension
4[] Hypercholesterolemia
c.Other: ¢ Other: 10Yes  2[ Mo 5[] Obesity
14. AMBULATORY SURGICAL 15. DIAG.NOSTIC / SCREENING SERVICES 16. THERAPEUTIC SERVICES
PROCEDURE(S) [Check all ordered or provided] {Check all ordered or provided. Exclude medication]
[Record any ouipatieni diagnostic or 1 l:l None 11[] Pap test
therapeutic procediire. For the first,
check appropriate boxes.} 2] Blood pressure  12[T] Strep throat test 1] None 6] Drug abuse OTHER THERAPY:
3[] Urinalysis 13 ] HIV serology
4[] eKG-resting  14[_] Cholesterol measure ggggfﬁg“a 7L] Alcohol abuse 13 [] Psychotherapy
: : 8[ ] Smoking cessation
. 5[] EKG - exercise 15[ ] Other lab test 14 [] Corrective lenses
1] Scheduled 3] Local anesthesia 6[JMammogram  16{ ] Hearing test 2 [ Diet o[ Famiy  social 15[} Hearing aid
2] Performed 4[] Regional anesthesia 7[] Chest x-ray 17{] Visual acuity 3 [JExercise [ Growth/ 16 {_] Physiotherapy
5[] General anesthesia 8[[] Otherradiotogy 18 [ ] Mentat status exam 4 []Cholesterol reduction h O rowth / development 17 ] Other therapy [Specify]
18 [_] Other [Specify] ) } 7 Family planning
9] Allergy testing = pect s [JWeight reduction 12[] Other counseling
b 10 ] Spirometry —_—
17. MEDICATION If none, check here [_] a. New medication? | 18. DISPOSITION THIS ViSIT 19. DURATION
[Check all that apply] OF
{Record all new Yes No THIS VISIT
or continued [Time actually
medications 1] No follow-up planned ired
ordered or 1 10 =0 -‘I;f"l i
provided ar 2 [ Retur at specified time phystclan]
this visit. U.
e st byt 4 2. 1O 20 3[] Retum if nesded, P.RN.
Zsﬁi :; ,‘:ﬁ:‘;’ é"", . 4[] Telephone follow-up planned
any dﬁ"‘;[”:‘f;-';f:_ff - - " 100 20 5[] Referred to other physician
Zﬂufh rmmtgqm:ng o 0 D [ D Returned to referring physician
agents.] 7] Admit to hospital
5. 10 2O 8] Other [Specify] Minutes
R e R

Figure 1. Patient record form

expected source of payment is possible.
In addition, a patient who has insurance
may have a visit with “patient paid”
designated as the expected source of
payment because of copayments or
deductibles. For these reasons all
nonprepaid visits have been combined
into one category. Second, the prepaid
plan visits that are the subject of this
report cannot be analyzed according to
the type of prepaid plan because all
prepaid plans were grouped together
into a single category on the survey
instrument.

Highlights

® Between 1985 and 1991 the
proportion of physician office visits

by persons under 65 years of age that
had an expected source of payment of
“prepaid plan” almost doubled (10
and 18 percent, respectively) with a
higher proportion of 1991 visits to
nonprimary care specialties.

A higher proportion of prepaid than
nonprepaid visits were to office-based
physicians in the primary care
specialties of general and family
practice, internal medicine, pediatrics,
and obstetrics and gynecology (70
and 62 percent, respectively).

A higher proportion of prepaid visits
than nonprepaid visits to nonprimary
care specialties were referrals from
another physician (19 and 12 percent,
respectively).

D

® A higher proportion of prepaid than
nonprepaid visits by new patients
were referrals (39 and 27 percent,
respectively).

The West represented 33 percent of
all prepaid plan visits and 21 percent
of nonprepaid visits. Less than

18 percent of prepaid visits were
made in the South compared with
31 percent of nonprepaid visits.
Prepaid and nonprepaid visits were
similar with respect to the principal
reason for visit, physicians’ principal
diagnosis, and medications
prescribed.

Excluding visits in which there was
no face-to-face contact between
patient and physician, the average



Advance Data No. 269 e November 30, 1995

duration of prepaid plan visits was
similar to that of nonprepaid visits
(16 minutes vs. 17 minutes,
respectively).

® After the exclusion of patients 65
years of age and older, the average
age of patients making prepaid plan
visits was 29.2 years compared with
31.4 years for patients making
nonprepaid visits.

® A significantly higher proportion of
prepaid plan visits had at least one
diagnostic or screening test ordered
or performed (76 percent) compared
with nonprepaid visits (70 percent)
for patients 45-64 years of age.

Physician characteristics

In 1991, there were an estimated
91.8 million visits to nonfederally
employed office-based physicians at
which a prepaid plan was an expected
source of payment, not including visits
made by patients 65 years of age and
older. This is a significant increase from
1985 in which there were an estimated
51.4 million visits with an expected
source of payment of a prepaid plan. In
1991, about 18 percent of the visits by
persons under 65 years of age had a
prepaid plan as an expected source of
payment compared with 10 percent in
1985.

Of the 91.8 million prepaid plan
office visits in 1991, about 70 percent
were to primary care physicians—
including general and family
practitioners, internists, pediatricians,
and obstetricians and gynecologists
(table 2). The percent of prepaid visits
to primary care physicians was down
from 77 percent in 1985; the first year
data were collected on an expected
source of payment. The decrease in the
proportion of prepaid visits to primary
care physicians was due to a decline in
the percent of visits to general and
family practitioners from 35 percent in
1985 to 26 percent in 1991. The
proportion of prepaid visits to
obstetricians and gynecologists increased
from 7.6 percent in 1985 to 11.0 percent
in 1991. Among nonprepaid visits,
general and family practitioners also
dropped as a percent of visits, from
30 percent in 1985 to 25 percent in
1991. Internists increased as a percent of

Table 1. Number and percent of visits by expected sources of payment:

United States, 1991

Number of
visits in
Expected sources of payment’ thousands Percent
Allvisits®. . . ... ... ... ... 513,819 100.0
Prepaidplans. ... ................ 91,824 17.9
Nonprepaidplans . ................ 421,995 82.1
All nonprepaid planvisits. . . .. ........ 421,995 100.0
Medicare . .. .................. 15,736 3.7
Medicaid . .................... 51,055 12.1
Other government. . . . ............ 12,078 2.7
Private/commercial insurance . ....... 197,046 46.7
Patientpaid ................... 132,453 31.4
Nocharge .. .................. 8,635 2.0
Other ....... .. il 22,742 5.4

'Numbers do not add to totals because more than one source of payment may be reported per visit.
2An additional 155,870,000 visits were for patients 65 years of age and over and 10,964,000 visits had no expected source of
payment indicated. These visits have been excluded from this report.

Table 2. Number and percent distribution of prepaid plan visits and percent distribution of
nonprepaid visits by physician specialty: United States, 1991

Prepaid plan visits

Nonprepaid visits

Number of
visits in Percent Percent
Physician specialty thousands distribution distribution
Allvisits .. ................ 91,824 100.0 100.0
Primary care:
General and family practice .. .. .. 24,204 26.4 25.1
Internal medicine. . .. ......... 14,395 15.7 1.9
Pediatiics . ................ 15,247 16.6 14.4
Obstetrics and gynecology . . . . . .. 10,095 11.0 10.6
Other than primary care:
Orthopedic surgery. . . . ........ 5,931 6.5 5.6
Dermatology. . . ............. 3,061 33 4.2
Otolaryngology . . . . .......... 2,774 3.0 3.1
Generalsurgery ............. 1,875 2.0 3.0
Urological surgery . . . ... ...... 1,533 1.7 1.2
Cardiovascular diseases . ....... 1,282 14 0.9
Ophthalmology . . . ........... 1,067 1.2 4.1
Psychiatry . . . .......... .. .. 1,340 15 3.2
Neurology . ................ 481 *0.5 1.2
All other specialties .. ......... 8,540 9.3 11.6

nonprepaid visits from 8 percent in 1985
to 12 percent in 1991. Sixty-two percent
of the nonprepaid visits were to primary
care physicians.

One possible explanation for the
increasing percent of prepaid plan visits
to nonprimary care specialties is the
increased use of network models and
point-of-service/open-ended plans in
1991 as compared with traditional
HMO’s, which dominated the prepaid
plan market in 1985 (11,12). Traditional
HMO'’s limit visits to specialists by

requiring the patient to obtain a referral
by their primary care specialist whereas
the requirements for a patient enrolled
in an open-ended plan are not as
stringent.

Table 3 shows that the geographical
distribution of prepaid plan visits and
nonprepaid visits differ. The West
accounted for the largest proportion of
prepaid plan visits (33.0 percent) while
the South accounted for the smallest
proportion (17.9 percent). The
distribution of nonprepaid visits was the
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Table 3. Number and percent distribution of prepaid plan visits and percent distribution of
nonprepaid visits by geographical region: United States, 1991

Prepaid plan visits Nonprepaid visits
Number of
visits in Parcent Percent
Region thousands distribution distribution
Allvisits . ......00c00... 91,824 100.0 100.0
Northeast ............ 19,199 20.9 24.2
Midwest ............. 25,930 28.2 24.0
South............... 16,420 17.9 31.1
West ............... 30,276 33.0 20.8
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Figure 2. Number of prepaid plan visits, by geographical region: United States, 1985 and
1991

Table 4. Number and percent distribution of prepaid plan visits and percent distribution of
nonprepaid visits by patient’s age and sex: United States, 1991

Prepaid plan visits Nonprepaid visits
Number of
visits in Percent Percent
Age and sex thousands distribution distribution
Allvisits . .....ooviiiii i, 91,824 100.0 100.0
UnderiSyears . . ......onvvvnnnn 24,058 26.2 244
15-24years . ... o vi it 11,009 12.0 121
2544Years . . .. u it i 36,659 39.9 35.4
45-64years ... ... . i 20,099 21.9 28.1
Male . ......ii ittt 37,226 40.5 40.2
Underibyears ................. 12,964 144 125
1624years . ......oiiiii i 3,588 3.9 42
25-44years . .. .. i i e 12,235 13.3 120
45-64YaArS . . . vttt e 8,439 9.2 11.5
Female..........ioieiiiiinennns 54,599 59.5 59.8
Under1Syears .. ............... 11,094 1241 1.9
1624years.........coiiinnn 7,421 8.1 8.0
25-44YearS . . v v i i i i 24,424 26.6 23.3
45-64Y0AIS . . v it i 11,660 12.7 16.6

reverse, with 31.1 percent occurring in
the South and 20.8 percent in the West.
Comparing the geographical distribution
of prepaid plan visits over time,
NAMCS data show that in 1985 the
West had the largest number of prepaid
plan visits (20.1 million visits) and the
Northeast had the smallest number of
prepaid plan visits (7.4 million visits)
(figure 2).

Patient characteristics

Approximately two-fifths
(39.9 percent) of prepaid plan visits
were made by patients 25-44 years of
age, and about one-quarter
(26.2 percent) were made by patients
under 15 years of age. This pattern
holds true for visits for nonprepaid
sources of payment as well (table 4).
However, patients 25-44 years of age
made up a relatively larger portion of
prepaid plan visits compared with
nonprepaid visits (39.9 vs. 35.4 percent).
Correspondingly, patients 45-64 years of
age made up a relatively smaller portion
of prepaid plan visits compared with
nonprepaid visits (21.9 vs. 28.1 percent).
The majority of visits by persons with
both prepaid and nonprepaid sources of
payment were made by females, who
accounted for a higher percent of visits
than males in all age categories except
under 15 years.

As shown in table 5, the majority
of prepaid plan visits were made by
white persons (80.2 percent). Black
persons made 15.7 percent of these
visits, with all other races accounting
for the remaining 4.0 percent. In all
race categories, females made a higher
percent of visits than did males. A
greater proportion of office-based
prepaid plan visits were made by
black persons (15.7 percent) compared
with office-based nonprepaid visits
(8.5 percent). However, data from
1992 show that the percent of
office-based visits by black persons
were similar for prepaid and
nonprepaid visits based on that year
(see Discussion section).

Visit characteristics

Item 7 on the Patient Record form
asks if the patient was referred by
another physician for this visit. In
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Table 5. Number and percent distribution of prepaid plan visits and percent distribution of
nonprepaid visits by patient’s race and sex: United States, 1991

Prepaid plan visits Nonprepaid visits
Number of
visits in Percent Percent
Race and sex thousands distribution distribution
Totalwisits . . .. ..o i vl i 91,824 100.0 100.0
2= o 14,462 18.7 8.5
Male...........ccciiina, 5,176 5.6 3.1
Female ....... ... 9,286 101 5.4
White. ..........oo it 73,687 80.2 87.7
Male . ..o i e e 30,596 33.3 35.5
Female ............ ..o 43,091 46.9 52.2
Other' . ..... ... ... 3,675 4.0 3.8
Male.........coiiiiiinn. 1,454 1.6 1.6
Female ...........c v 2,222 2.4 22

Yincludes Aslan/Pacific Islander and American Indian/Eskimo/Aleut.

8.2 percent of prepaid plan visits the
patient had been referred compared with
6.0 percent of the nonprepaid visits
(table 6). There was a significant
difference in the referral rate for primary
care physicians compared with other
specialists. Patients were referred in

3.4 percent of the prepaid plan visits for
primary care physicians but were
referred in 19.2 percent of visits for
other specialists. Note that only

11.5 percent of the nonprepaid visits to
other specialists were referrals.

The majority of prepaid plan visits
were made by patients who had seen the
physician previously for the same
problem (54.9 percent). In addition, over
one-quarter of the prepaid plan visits
were made by “old patients” with a
new problem (28.6 percent). New
patients made up less than one-fifth of
the visits (16.5 percent). These patterns

were also observed for nonprepaid
visits. However, a higher proportion of
prepaid than nonprepaid visits by new
persons were referrals (38.8 and

26.5 percent, respectively).

Patients that had an expected source
of payment of a prepaid plan were less
likely to smoke cigarettes compared
with those patients that had another
expected source of payment. As shown
in table 7, about two-thirds of the visits
with a prepaid plan source were made
by patients who did not smoke
cigarettes (68.5 percent), 8.4 percent
were by patients who did smoke. In
comparison, one-tenth of nonprepaid
visits were made by patients who smoke
(11.7 percent) and three-fifths were
made by patients who did not smoke
(62.1 percent). Smoking status of the
patient was not specified for about
one-quarter of the visits.

Prepaid plan visits were less likely
to be associated with injuries compared
with nonprepaid visits (table 7). Over all
age groups, about 9 out of every 100
prepaid plan visits were injury related
(9.4 percent) compared with 12 out of
every 100 for nonprepaid visits
(12.2 percent). The only age group to
show a statistically significant
difference, however, was for persons
25—44-years-old. For persons in this age
group, nonprepaid visits were 50 percent
more likely to be injury related
compared with prepaid plan visits.

Item 10 of the Patient Record form
asks for the patient’s (or patient’s
surrogate) “complaint(s), symptom(s),
or other reason(s) for this visit (In
patient’s own words).” Up to three
reasons for visit are coded and classified
according to A Reason for Visit
Classification for Ambulatory Care
(RVC) (13). The principal reason is the
problem, complaint, or reason listed on
item 10a of the Patient Record form.

Approximately 61.0 percent of
prepaid plan visits were classified in the
symptom module of the RVC, one of
the eight modules that makes up the
classification (table 8). Of these
symptoms, 14.0 percent were classifiable
to the respiratory system and
11.2 percent were classifiable to the
musculoskeletal system. Nonprepaid
visits followed the same pattern.

Table 9 shows the 20 most
frequently mentioned principal reasons
for visit, accounting for almost
47 percent of the prepaid plan visits.
Note that estimates that differ in ranked
order may not be significantly different

Table 6. Number, percent distribution, and percent of visits referred by another physician by physican specialty and visit status for
prepald plan and nonprepaid visits, United States, 1991

Prepaid plan visits Nonprepaid visits
Number

Number Percent of visits Percent Percent Percent

Visit characteristics of visits distribution referred referred distribution referred
Allvisits + ..o v it i i e e 91,824 100.0 7,505 8.2 100.0 6.0
Primarycare® . . .. ... i i i e e 63,941 69.6 2,151 3.4 61.7 25
Otherspecialties . . . . ........... . oL, 27,884 304 5,354 19.2 38.3 1.5
Newpatient............ ... .. ... 15,111 16.5 5,860 38.8 18.8 26.5
Old patient-new problem . . .. ............. ... 26,277 28.6 1,644 6.3 225 4.5
Old patient-old problem? . . . ... ........ivu.. 50,436 54.9 0.0 0.0 58.7 0.0

'Primary care specialties include general and family practice, intemal medicine, pediatrics, and obstetrics/gynecology.
2Survey edit specifications did not allow referrals for old patient-old problem cases.
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Table 7. Number and percent distribution of prepaid plan visits and percent distribution of
nonprepaid visits by patient’s cigarette-smoking status and whether visit is injury related:
United States, 1991

and diseases of the nervous system and
sense organs each representing about
8.0 percent of the visits. Nonprepaid

Prepaid plan visits Nonprepaid visits visits followed the same pattern.
Number of Table 11 lists the 20 most frequently
visits in Percent Percent . R :
Visit characteristics thousands distribution distribution mentioned Brl'nmpal dlagnoses .re.ndcred
by the physician at the three-digit
Allvisits . ...t ien s 91,824 100.0 100.0 coding level of the ICD-9-CM.
Does paﬁent smoke cigareﬂes? AppIOXimately 40 peI'CCl’lt Of the ViSitS
N 7,709 8.4 1.7 are accounted for by the top 20
NOM vttt 62,878 68.5 62.1 principal diagnoses. Health supervision
Unknmown. . . ..cvvvineennnnnennnn 21,238 234 26.2 of infant or child was the most frequent
Is visit injury related? principal diagnosis, accounting for
R TN 8,613 9.4 12.2 4.9 percent Of.t}.le prep.ald plan VIS.ltS'
NOM ettt et 83,212 90.6 87.8 Health supervision of infant or child

from each other. A general medical
exam, accounting for about 5.2 million
visits, or 5.7 percent, was most
frequently mentioned at prepaid plan
visits. Cough (4.5 percent), symptoms
referable to throat (3.7 percent), and
prenatal examination (3.3 percent)
followed, all similar to the top principal
reasons for visits from other expected
payment sources.

Data on the principal diagnoses
rendered by physicians are shown in
tables 10 and 11. The principal

and is associated with the principal
reason for visit as recorded in item 10a.
The principal diagnosis was coded and
classified according to the International
Classification of Diseases, 9th Revision,
Clinical Modification ICD-9-CM) (14).
The ICD-9-CM is organized into
broad categories, most relating to the
major systems of the body as shown in
table 10. Diseases of the respiratory
system and the supplementary
classification (for diagnoses that are not
illness or injury related), each accounted

was followed by normal pregnancy and
acute upper respiratory infections of
multiple or unspecified sites, accounting
for 4.5 and 3.4 percent, respectively.
Comparing the principal diagnoses of
the two types of visits, there is a
difference in the percent of visits for
health supervision of infant or child (4.9
vs. 3.0 percent). This diagnosis
represented 18.8 percent of the prepaid
plan visits for children under age 15,
which was significantly higher than the
corresponding 12.5 percent of
nonprepaid visits. However, this
difference was not found in the 1992
NAMCS data (see Discussion section).

On item 13 of the Patient Record
form, the physician was asked to

diagnosis is the first-recorded diagnosis
in item 11 of the Patient Record form

for about 18.5 percent of prepaid plan
visits, followed by injury and poisoning

Table 8. Number and percent distribution of prepald plan visits and percent distribution of nonprepaid visits by patient’s principal
reason for visit: United States, 1991

Prepaid plan visits Nonprepaid visits
Number of
visits in Percent Percent
Principal reason for visit module and RVC codg' thousands distribution distribution
A VSIS . . vttt e e e 91,824 100.0 100.0
Symptommodule. . . ... ... e e e e e $100-S999 55,980 61.0 59.4
General symptoms . . . .. ... i i e i e S001-S099 6,356 6.9 6.9
Symptoms referable to psychological and mental disorders .. .. ....... S100-5199 1,798 2.0 3.3
Symptoms referable to the nervous system (excluding sense organs) . . . . . S200-5259 2,923 3.2 31
Symptoms referable to the cardiovascular and lymphatic system. . ... ... S$260-5299 *487 *0.5 0.4
Symptoms referable tothe eyesandears . . . .. ... ..., $300-5399 6,046 6.6 6.5
Symptoms referable to the respiratorysystem ................... S400-5499 12,866 14.0 124
Symptoms referable to the digestive system. . . . . ....... ... .. ... S500-S639 3,500 3.8 4.0
Symptoms referable to the genitourinary system . . .. .............. S$640-5829 5,340 58 4.6
Systems referable to the skin, nails,and hair . . . ................. $830-5899 6,337 6.9 6.6
Symptoms referable to the musculoskeletal system . . . ............. S§900-S999 10,328 11.2 1.7
Diseasemodule . .........oi ittt D001-D9g9 7,314 8.0 75
Diagnostic, screening, and preventive module. . ... ........ ... .. ... X100-X599 15,593 17.0 16.0
Treatmentmodule . . .. oo vttt i e it e T100-T899 7,102 7.7 8.6
Injury and adverse effectsmodule . . ... ... ... L oL, J001--J999 3,041 3.3 3.6
Allothermodules . . vttt it ittt e e e 2,795 3.0 4.9

Based on A Reason for Visit Classification for Ambulatory Care (RVC) (13).
2Includes test results module, administrative module, uncadable and blank entries.
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Table 9. Number, and percent distribution of prepaid plan visits and percent distribution 6.5 percent of prepaid plan visits,

of nonprepald visits by the 20 principal reasons for visit most frequently mentioned by . .
patlents: United States, 1991 respectively. In contrast, nonprepaid

visits recorded a significantly higher

Prepaid plan visits Nonprepaid visits  hercent of visits by patients suffering
Number of visits ~ Percent Percent from depression, 6.3 percent, as
Principal reason for visit and RVC code’ in thousands distribution distribution

compared with 4.7 percent for prepaid
Allvisits .. ... .. e 91,824 100.0 100.0 plans (table 12). However, when
examining the differences at various age

General medical examination . . ......... X100 5,247 5.7 43 .

COUGN + v eveeeeereeeeeeaen S440 4,158 45 3.9 groups, only the patients between the

Symptoms referabletothroat . . .. .. ... .. $455 3,377 3.7 3.2 ages of 15 and 24 years were more

Prenatal examination, routine . .. ........ X205 3,064 3.3 3.9 likely to have depression in the

Well-baby examination . .............. X105 2,966 3.2 24 id visits (3.5 t d

. T800 2,528 28 28 nonprepaid visits (3.5 percent) compare

Earache or ear infection . ............. 8355 2,511 2.7 24 with prepaid plan visits (1.0 percent).

i:ln 21 o OO 5860 2,175 24 1.9 Past analysis of this question has shown

gesymptoms . ........... ... ..., S925 1,839 2.0 1.2 s s

Postoperative visit . . . .......... ... ... T205 1,777 1.9 2.0 that p?yswla{ls, seem to. underreport.

Stomach paln, cramps, and spasms . . . . . . . S545 1,776 1.9 1.6 chronic conditions as diagnoses on item

) P so010 1,726 1.9 20 11 of the Patient Record form (15). The

Headache, paininhead .............. $210 1,703 1.9 1.7 same would hold true for visits to

Nasal congestion. . . ................ S400 1,514 1.6 15 id d nonprepaid sources of

Head cold, upper respiratory infection . . . . . . S445 1,283 1.4 1.3 prepaid an pIep

ABIGY « v e v vve et it i 5080 1,277 14 0.8 payment.

Back symptoms. . .. ...l ... $905 1,223 13 2.0 Diagnostic services performed or

Asthma. .. ..o cviin it i i D625 1,000 1.1 0.4 ordered at the time of visit are shown in

Shouldersymptoms . . . .............. S940 992 1.1 1.0 table 13. Th ¢ .

Sinusproblems. . ....... ... ..., 5410 933 1.0 0.7 able .5. "1he mos_ commo.n'servwe
recorded at prepaid plan visits was a

Allotherreasons. . . .......c. .o .. 48,755 53.2 5§9.0 blood pressure test, 43.0 percent. A

Based on A Reason for Visit Classlfication for Ambulatory Care (RVC) (13). urinalysis was performed or ordered in
13.9 percent while “all other diagnostic
services” accounted for 34.7 percent.

indicate if the patient, at the time of was reported as the patient diagnosis in ~ Diagnostic services utilization rates in

visit, was afflicted with any of the item 11. Obesity and hypertension were nonprepaid visits followed the same

chronic conditions listed, despite what checked most frequently, at 7.8 and pattern (table 14). Looking at age

Table 10. Number and percent distribution of prepaid plan visits and percent distribution of nonprepaid visits by principal diagnosis:
United States, 1991

Prepaid plan visits Nonprepaid visits
Number of visits Percent Percent
Principal diagnosis and ICD-9-CM code’ in thousands distribution distribution

ALVISHS . . v v e e e e e 91,824 100.0 100.0
Infectious and parasiticdiseases . . .. ... . o oo i 001-139 4,476 4.9 4.2
NEOPIaSMS. & & ittt e i e e e e e e e 140239 2,438 2.7 25
Endocrine, nutritional, and metabolic

diseases and immunitydisorders. . . ... ... L L o il 240-279 2,664 2.9 33
Mentaldisorders . . . ..« .o i it i e e e e 290-319 2,880 3.1 4.8
Diseases of the nervous systemand senseorgans. . . . ................ 320-389 7,445 8.1 10.7
Diseases of the circulatory system . . . . . . .. ... ... i . 390459 3,577 39 43
Diseases of the respiratory system. . . . ... .. .. i 460-519 16,977 18.5 149
Diseases of the digestivesystem. . . .. ....... .. ... o oL 520-579 2,673 2.9 33
Diseases of the genitourinarysystem . . .. ... ... ... ... .. ... ... 580-629 5,486 6.0 6.0
Diseases of the skin and subcutaneoustissue. . . . ................... 680~709 5,320 58 6.0
Diseases of the musculoskeletal system and connective tissue . .. ......... 710-739 6,608 7.2 6.5
Symptoms, signs, and ill-defined conditions . .. ................ .. ... 780-799 3,235 35 37
Infuryandpoisoning. . .. ... oo i e 800-999 7,870 8.6 9.3
Supplementary classification. . . . ...... ... o L oo Vo1-va2 16,839 18.3 175
Al Other BIagN0SEE2. & ¢ vttt e e e 1,700 1.9 14
Unknown diagnoses® . ..ot vv it e e e e 1,639 1.8 1.7

Based on the International Classification of Diseases, Sth Revision, Clinical Modification (ICD-9—-CM) (14).

Zncludes diseases of the blood-forming argans (280-268); complications of pregnancy, childbirth, and the puerperium (630-676); congenital anomalies (740-759); and certain conditions
originating in the perinatal period (760-779).

Jincludes blank diagnoses, uncodable diagnoses, and illegible diagnoses.
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Table 11. Number and percent of prepaid plan visits by 20 principal diagnoses most frequently rendered by physicians: United States, 1991

Prepaid plan visits Nonprepaid visits
Number of
visits in Percent Percont
Principal diagnosis and ICD-9-CM code’ thousands distribution distribution
ALVISES. o vt v o vt ittt i e it et e e 91,824 100.0 100.0
Health supervision of infantorchild . . ....... .. o i it V20 4,531 4.9 3.0
NOmMal Pregnanty . . oo oo v ittt ittt st teee st e anenenannnnsnas vaz 4,091 45 39
Acute upper respiratory infections of multiple or unspecifiedsites. . . .. ........... 465 3,160 34 3.0
Suppurative and unspecifiedotitismedia . . . . .o .o il i i i e e 382 2,917 3.2 3.0
Allergicrhinitis . . . .o v vttt i i e ettt 477 2,670 29 1.5
ChronicsinuStiS. « . . oo vttt i i i i s it i e e e 473 2,659 29 1.9
Generalmedicalexamination . . . .. . .. ottt ittt i et e et e V70 2,404 26 35
Essentialhypertension. . . . . . oo i ittt i i i i i e i s e 401 2,150 23 23
ASthMa . . . it i i i i i i et et e e e et e e 493 1,983 2.2 1.3
Acutepharyngitis . . . .. oot i i e it e e 462 1,802 2.0 24
Diseases of sebaceous glands . . . . . . v it it i i s e e e 706 1,496 1.6 1.7
Bronchitis, not specifiedasacuteorchronic . . .. .. oo v vt e it it i e 490 1,392 15 1.6
Contact dermatitisandothereczema . .. . .. .o oo i i it i e s e 692 1,221 13 14
Digbetesmelltus . . . .. .o v ittt i it it i e it et e 250 1,098 1.2 1.2
Other disorders of synovium, tendon, andbursa. . . .. ...... .. .o i e 727 989 1.1 0.6
Acttetonsillitis. . . . . .. i it e e e e e ettt 463 940 1.0 0.7
Certain adverse effects not elsewhereclassified. . . .. ......... ... . ..., 995 930 1.0 0.5
Peripheral enthesopathies and alliedsyndromes. . . . . .. ... vi i et i i v v v v e nnn 726 907 1.0 0.8
Sprains and strains of other and unspecified patsofback. . . . . ............ ... 847 846 0.9 11
Personal history of certainotherdiseases .. ............ o0 iieun. Vi2 782 0.9 0.6
Allotherdiagnoses . . . v oo vt ittt it it i s it e 52,856 57.6 64.6

Based on the Intemational Classification of Diseases, 9th Revision, Clinical Modification (ICD~9-CM) (14).

differences, children under 15 years of
age were less likely to receive
diagnostic tests compared with older age
groups in both types of visits (40 vs.

72 percent for prepaid plan visits and 37
vs. 65 percent in nonprepaid visits).
Persons 45-64 years of age were more
likely to receive diagnostic tests in
prepaid plan visits compared with
nonprepaid visits (76 vs. 70 percent,
respectively).

Visits at which at least one
nonmedication therapeutic service was
ordered or provided represented
one-third of the total prepaid plan visits,
as shown in table 15. The most
frequently checked therapeutic service
was diet counseling/education, reported
at 10.7 percent of the visits. Exercise
and growth development counseling/
education followed with percents of 8.6
and 3.8, respectively. “All other
therapeutic services” ordered or
provided accounted for 14.8 percent of
the visits. No significant differences
were found between prepaid and
nonprepaid visits.

The majority of both types of visits
were drug visits in which the patient
was given, prescribed, and/or continued
on at least one medication (table 16).

Table 12. Number and percent of prepaid plan visits and percent of nonprepaid visits by
selected medical conditions: United States, 1991

Prepaid plan visits Nonprepaid visits
Number of
visits in
Medical condition’2 thousands Percent Percent

Allvisits .. ...ttt i 91,824
Depression ........ccvvvinnnn. 4,298 4.7 6.3
Hypertension . .. ................. 5,987 6.5 7.0
Hypercholesterolemia. . .. ........... 3,791 4.1 3.4
Obesity. ....oovvviiii i 7,194 7.8 7.5

Refers to question 13 on the Patient Record form.

2Numbers do not add to totals because more than one medical condition may be reported per visit and not all categories are

shown.

Physicians were asked to record all new
or continued medications provided at the
visit, including prescription and
nonprescription preparations and
immunizing and desensitizing agents.
About one-third of both prepaid

and nonprepaid visits included only
one drug mention (35.4 and

34.6 percent, respectively). The drugs
entered on item 17 of the Patient
Record form are classified based on
the therapeutic categories used in the
National Drug Code Directory, 1985
edition (16). The reader should
understand that some drugs have more

than one therapeutic application and in
these cases, each drug was assigned to
the category that occurred with the
greatest frequency.

As shown in table 17, antimicrobial
agents represented the largest share of
the 95.1 million drug mentions in
prepaid plan visits, 21.2 percent. Of
these, penicillins were the largest group
(7.9 percent). Of the drug mentions,
14.7 percent were respiratory tract drugs,
and drugs used for relief of pain
accounted for 12 percent, Two
significant differences were found
between the prepaid and nonprepaid



Advance Data No. 269 e November 30, 1995

9

visits in the distribution of drug
mentions by therapeutic class.
Psychopharmacologic drugs represented
a larger percent of drug mentions at
nonprepaid visits compared with prepaid
plan visits (7.0 percent and 4.5 percent,
respectively). This strengthened the
earlier finding that physicians involved
in nonprepaid visits recorded a higher
percent of visits with a diagnosis of
depression than did those involved
with prepaid plan visits (item 13).
The only age group to show a
significant difference, however, was
the 25-44 years group. On the other
hand, respiratory tract drugs
represented a larger portion of drug
mentions at prepaid plan visits
compared with nonprepaid visits for
persons in this same age group (15.2
vs. 9.9 percent).

Table 18 shows the most frequently
occurring generic ingredients of the drug
mentions at prepaid plans visits during
1991. Note that drug products
containing more than one ingredient 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 most
frequently occurring generic ingredient,
with 7.1 million mentions; it
represented 7.4 percent of the total.
The second and third listed generic
ingredients were acetaminophen and
erythromycin representing 4.3 and
2.7 percent, respectively. A report
describing the method and instructions
used to collect and process drug
information for the NAMCS is
available (17).

More than one-half (57.7 percent) of
prepaid plan visits resulted in
instructions for the patient to return at a
specific time (table 19), and about
one-quarter of the visits resulted in
instructions to return if needed
(27.0 percent). These percents are not
significantly different from the 1985
estimates for prepaid plan visits
(55.3 percent and 26.6 percent,
respectively) and follow the same
pattern as the nonprepaid visits.

Table 19 also shows the duration of
visit. Of the prepaid plan visits,

61.7 percent lasted between 6 and 15
minutes, 21.6 percent lasted 16 to 30

Table 13. Number and percent of prepaid plan visits and percent of nonprepaid visits by
diagnostic and screening services ordered or provided: United States, 1991

Prepaid plan visits Nonprepaid visits
Number of
Diagnostic and screening visits in
services ordered or provided thousands Percent Percent

Totalvisits” .. ......cconvven.. 91,824
Bloodpressure . .. ................ 39,485 43.0 39.9
Urinalysis . ............ .. ... 12,771 13.¢ 13.3
EKGresting.............. ... ... 1,807 2.0 1.9
EKGexercise..............o.o... *197 *0.2 0.4
Mammogram .. ............c.00. 1,636 1.8 1.7
Chestxray ..................... 1,740 1.9 1.8
Paptest ......... ... . ... ... 4,737 5.2 5.0
Strep throattest .. ................ 2,710 3.0 25
Cholesterol measure. . . .. ........... 3,389 3.7 3.2
Hearingtest. . . .................. 1,723 1.9 1.6
Visualacuity. . . . ........c oo 2,030 2.2 4.8
Mentalstatusexam .. .............. 1,254 1.4 1.6
All other diagnostic services® .. ........ 31,832 34.7 30.1
None . . ... 33,350 36.3 39.6

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

2includes other radiology, allergy testing, spirometry, HIV serclogy, other lab tests, and other.

Table 14. Number and percent distribution of prepaid plan visits and percent distribution
of nonprepaid visits by number of diagnostic services ordered or provided: United States,

1991
Prepaid plan visits Nonprepaid visits
Number of
Number of diagnostic services visits in Percent Percent
ordered or provided thousands distribution distribution

Allvisits . . ... ... oo 91,824 100.0 100.0
None . ...t 33,350 36.3 39.6
N 31,754 346 32.1
2 e e e 14,739 16.1 16.4
£ 7,142 7.8 7.5
o 11 To (- 4,839 5.3 4.5

Table 15. Number and percent of prepaid plan visits and percent of nonprepaid visits by

nonmedication therapy ordered or provided: United States, 1991

Prepaid plan visits Nonprepaid visits
Number of
visits in
Nonmedication therapy thousands Percent Percent

Allvisits'. . .. ... i 91,824
Diet. ...ttt 9,855 10.7 1.2
EXercise . .. ..o v vi vttt 7,888 8.6 8.1
Cholesterol reduction . . .. ........... 2,620 2.9 25
Weightreduction. . . ............... 3,090 34 3.9
Alcoholabuse. . .. ............. ... *424 *0.5 0.6
Smoking cessation. . . ... .. L. 1,406 1.5 23
Family/social .................... 1,944 2.1 23
Growth development. . . . ............ 3,450 3.8 42
Family planning. .. .. .............. 877 1.0 1.1
Psychotherapy . .................. 1,644 1.8 34
Physiotherapy. . .. ...... ... ... ... .. 1,918 21 3.0
All other therapeutic services®. . .. ...... 13,574 14.8 13.0
None . ....... . i, 61,495 67.0 65.2

TNumbers do not add to totals because more than one type of nonmedication therapy may be reported per visit.
2Includes drug abuse, other counseling, corrective lenses, hearing aid, and other therapy.
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Table 16. Number and percent distribution of prepaid plan visits and percent distribution

of nonprepaid visits by number of medications provided or prescribed: United States,

1991
Prepaid plan visits Nonprepaid visits
Number of
visits in Percent Percent
Medication therapy* thousands distribution distribution
Allvisits . .. ..o o i e 91,824 100.0 100.0
Type of visit:
Nondrug visit (0 medications) . ......... 35,176 38.3 38.3
Drugvisit® . . .. .0t 56,648 61.7 61.7
Number of medications:

T o e i e 32,514 35.4 34.6
2 i i i e i e e 14,890 16.2 16.3
BOrMOre .« vttt ittt i 9,244 10.1 109

Tincludes prescription drugs, over-the-counter preparations, immunizing agents, and desensitizing agents.
2Visits at which one or more drugs were provided or prescribed by the physician.

Table 17. Number and percent distribution of prepaid plan visits and percent distribution

of nonprepaid visits for drug mentions by therapeutic classification: United States, 1991

Prepald plan visits Nonprepaid visits
Number of
drug mentions Percent Percent
Therapsutic classification’ in thousands distribution distribution

Alldrugmentions. . . ............... 95,104 100.0 100.0
Antimicrobialagents. . . .. ........... 20,191 21.2 18.8
Penicillins. . . ..ovv v et v vennnnnn 7,546 7.9 6.1
Cephalosporins . ................ 3,645 3.8 3.8
Erythromycins and lincosamides . . . .. .. 3,126 3.3 3.2
Cardiovascular-renal drugs. . . . . ....... 7,181 7.6 8.9
Psychopharmacologicdrugs. . . .. ...... 4,242 4.5 7.0
Radiopharmaceuticals/contrast media 2,371 25 1.4
Gastrointestinalagents . . . . .......... 2,912 3.1 39
Metabolic and nutrientagents . . . .. ..... 8,798 4.0 4.3

Hormones and agents affecting
hormonal mechanisms. . . ........... 7,942 8.4 9.5
Immunologicagents. . . ............. 5,390 5.7 4.5
Skin/mucous membrane .. ........... 6,024 6.3 6.7
Neurologicdrugs. . . .. ............. 1,716 1.8 25
Ophthalmies. . . ....... ..ot 1,750 1.8 26
Drugs used for reliefofpain. . ......... 11,187 1.8 10.9
General analgesics . . ... .......... 5,384 5.7 5.5
Antiarthritics ................... 5,448 5.7 5.1
Respiratory tractdrugs . .. ........... 13,956 14.7 1.3
Nasal decongestants . .. ........... 3,823 4.0 3.1
Antihistamines . . . .. ............. 3,600 3.8 24
Unclassified and miscellaneous. ... ... .. 3,797 4.0 45
Allothers®. . . .......iiivennnnnn. 2,479 2.6 27

Based on the standard drug classification used in the National Drug Code Directory, 1985 edition (16).
2Includes anesthetic drugs, antidotes, hematologic agents, oncolytics, otologic drugs, and antiparasitic agents.

minutes. Visits with a duration of
“zero” minutes are those in which there
was no face-to-face contact between the
patient and physician. In 1991,

1.7 percent of the visits had a duration
of zero minutes. No significant
difference was found between the
average durations of prepaid and

nonprepaid visits (16 minutes vs. 17
minutes, respectively).

Discussion

In describing the patient and visit
characteristics of HMO/other prepaid
plan visits found in the 1991 NAMCS,

it appears that such visits are generally
similar to nonprepaid visits for patients
under 65 years of age with respect to
the principal reason for visit, physicians
diagnosis, medications prescribed, and
duration of visit. This report focused
only on visits made by patients under
the age of 65 to reduce the confounding
effects of age and health conditions on
the characteristics examined. Prepaid
visits were found to differ from
nonprepaid visits as follows:

® relative to nonprepaid visits, a higher
proportion of prepaid visits were to
physicians in the primary care
specialties

® HMO/other prepaid plans tend to
have a higher proportion of visits
with diagnostic tests performed or
ordered but especially for persons
between the ages of 45 and 64 years

® a higher proportion of prepaid plan
visits to nonprimary care specialties
were referrals

® a lower proportion of prepaid plan
visits were for patients over 65 years
of age

® a higher proportion of prepaid plan
visits were in the West

The comparisons of visit and patient
characteristics between prepaid plan and
nonprepaid visits based on the 1991
NAMCS must be interpreted with
caution. This report focused on
describing characteristics of prepaid plan
visits. For comparison purposes, the
corresponding statistics for visits from
other expected sources of payment were
presented. However, nonprepaid visits
are for a very diverse set of people with
respect to expected sources of payment.
For example, 12 percent of the
nonprepaid visits had an expected
source of payment identified as
“Medicaid.” Thirty-one percent were
identified as “patient paid.”” Only
47 percent were identified as ““private/
commercial.” In comparing the statistics
presented in this report, one must
consider how the diversity of coverage
in the nonprepaid group may influence
prepaid and nonprepaid visit
comparisons. The results should not be
interpreted as a straight comparison
between HMO/other prepaid plans and
fee-for-service plans. The reader must
also consider that this report focuses on
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describing patient and visit Table 18. Number and percent of drug mentions for prepaid plan visits and percent of
h teristi £ id ol . drug mentions for nonprepaid visits for the 20 most frequently used generic substances:
characteristics of prepaid plan visits to United States, 1991

office-based physicians and does not

represent characteristics of all visits by Prepaid plan visits Nonprepaid visits
persons who are insured with a prepaid Number of Percent of Percent of
health plan, The variable that i drug mentions all drug all drug
. A | Generic substance in thousands mentions mentions

differentiates the two comparison groups
in this report is an expected source of Alldrug mentions. . . .. ..o 95,104
payment for the visit. Persons insured in  amoxicilin. .. ... .. ...oi il 7,085 7.4 54
an HMO may pay out-of-pocket Acetaminophen. . . .. ....vvvui... 4,009 4.3 42
expenses to seek health care from a Erythromyc?n .................... 2,566 2.7 2.7
provider other than the HMO to obtain ft’ffp';g‘;ﬁ“""e -------------------- 248 2e o
either noncovered health care or care Phenylpropanolamine . . .. . ... ....... 2',110 2.2 19
from a provider that is not associated Pseudoephedrine. . . . . ... ... 2,056 2.2 1.0
with the prepaid plan. Guaifenesin . . . ....... ... i, 1,934 2.0 15

This report does not include all Abuterol . . . ....... ... ... . 1,840 1.9 1.5

; po e . AIGONOL . v e e e e e 1,827 19 12
possible providers of physician services.  Codeine .. ... ... i, 1,722 18 2.0
Physicians in hospital-based practices Diph pertussis tetanus vaccine . . . ... ... 1,716 1.8 1.2
are not in-scope for the NAMCS, \ﬁfamln A.. ...................... 1,685 1.8 1.7
therefore. hospital-based managed care Trimethoprim . . ....... ... .. ... .. 1,668 1.8 14

’ P ! X g Sulfamethoxazole . ................ 1,665 1.7 1.4

offices may not be included if the Ergocaloiferol . . - . o .v v et 1,614 17 15
physician indicated that he/she was Naproxen ... .......c.ovvuiieinn... 1,507 1.7 1.5
employed by a hospital. Similarly, visits Te'rfenaqlne ..................... 1,442 15 0.8
to h ital outpatient clini t Riboflavin . .. ... ... i 1,390 15 15
0 hospital outpatient clincs ar¢ no CoMaClOr « v v v v e e e 1,388 15 15

included in this report. For example,
women seeking mammograms may use
mobile units associated with radiology
clinics of hospitals. Such sources would  papje 19, Number and percent of prepaid plan visits and percent of nonprepaid visits by
not be included in the NAMCS. Data disposition and duration: United States, 1991

from population-based surveys may

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

Lk . Prepaid plan visits Nonprepaid visits
obtain different estimates of health care
resource use compared with event-based Numifse(nOf
. visits i
surveys. The reader is encouraged to Visit characteristic thousands Percent Percent
examine data from the National Health
Interview SlerCy for population-based Alvisits .. ... ... o 91,824
estimates of use of cancer screening by Disposition:"
wome:n msured‘ by an HMO or other No followup planned. . . .. ........... 7,797 8.5 11.4
prepaid health insurance plans (18). Return at specifictime . . ............ 53,001 57.7 59.5
Examining data from the 1992 Retumifnesded.................. 24,791 27.0 23.8
AM _validati Telephone followup planned . . . . . ... ... 3,357 3.7 3.6
N CSdfOI‘ CIOSS vzg}datlon purposes Referred to other physician . . ......... 4,308 4.7 2.6
we found that some differences between  peferred to referring physician - . . . . . . . - 693 0.8 0.7
the 1991 prepaid plan and nonprepaid Admitto hospital . . . . ... ... ... ... 635 0.7 0.8
plan visits were not Signiﬁcant. These Other. .. .o i e e e e 906 1.0 1.2
differences were noted where .appllcable. Duration:
A!l Of, the ﬁndlpgs presented_ in the . OMINUES2. o oo e oo e 1,595 1.7 1.1
nghhghts section were rcphcated using 1-5minutes. . ... ... . i 8,943 9.7 9.4
results from the 1992 NAMCS. G100 MINUIES . . . o oo e eeee e 27,786 30.3 27.4
Examining 1992 data also allows us f1-16minutes . ............ ... ... 28,815 31.4 30.9
to look at visits to hospital outpatient 16-30minutes . .. ... .. i 19,859 21.6 23.7
§ o hosp tpatients 3160 MINULES . . . . o oo e oot 4,665 5.1 7.0
and emergency departments, which 6Ominutesandover. . . .. .. ... ..., *161 *0.2 0.5

make up approximately 17 percent of -
. e Numbers may not add to totals because more than one disposition may be reported per visit.
the amblﬂatory care visits for persons 2yisits in which there was no face-to-face contact between patient and physician.

under the age of 65. The National
Hospital Ambulatory Medical Care

Survey (NHAMCS) first collected data  types of ambulatory care providers of prepaid and nonprepaid visits (11.6
in 1992 from hospital providers to help  (physician offices, hospital outpatients, vs. 13.5 percent, respectively) (20,21).
round out the description of ambulatory  and emergency departments), black Figure 3 shows the 1992 distributions of

care visits (19). Considering all three persons comprised the same proportion both prepaid plan and nonprepaid visits
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. Physicians Hospital outpatient |]]I]] Emergency department
White patients
Prepaid plan

Nonprepaid
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Percent of visits

NOTE: Excludes visits for patients 65 years of age and over.

Figure 3. Percent distribution of visits to various providers for prepaid plan and
nonprepaid visits by patient’s race: United States, 1992
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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 1991 through December 1991.
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 PSU’s in New England).
For 1991, a sample of 2,540 nonfederal,
office-based physicians was selected
from the 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, 653 physicians were
ruled ineligible (out-of-scope). The
remaining 1,887 physicians were
in-scope or eligible to participate in the
survey. The physician response rate for
the 1991 NAMCS was 72 percent.
Sample physicians were asked to
complete Patient Records (see figure 1)
for a systematic random sample of office
visits occurring during a randomly
assigned 1-week reporting period.
Responding physicians completed
33,795 patient records.

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.

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 from the value that would
be obtained from a complete census by
less than twice the standard error.

The standard errors that were used
in tests of significance for this report
were calculated using generalized linear
models for predicting the relative
standard error for estimates based on the
linear relationship between the actual
standard error, as approximated using
SUDAAN software, and the size of the
estimate. 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
(25). The relative standard error (RSE)
of an estimate is obtained by dividing
the standard error by the estimate itself.
The result is then expressed as a percent
of the estimate.

Relative standard errors for
emergency department estimates are
shown in tables I and II. Standard errors
for estimates in percents of visits and
drug mentions are shown in tables III
and IV. Multiplying the estimate by the
RSE will provide an estimate of the
standard error for the estimate.

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.

B
RSE () = 4 /A+;~100

Similarly, relative standard errors
for an estimate of a percent may be
calculated using the following general
formula, where p is the percent of

Table I. Approximate relative standard
errors for estimated numbers of office
visits: National Ambulatory Medical Care
Survey, 1991

Estimated number of Relative standard
office visits in thousands error in percent
100......0000iunn 7241
200 . ... i 51.1
500 ....c0iiiiiiannn 325
588 .....ciiiiiiannn 30.0
1000........000unt 23.1
2000....... 0000 16.6
5000............... 11.0
10,000 . ............. 83
20000 .............. 6.6
50000 .............. 53
100,000 ........... .. 4.8
200000 ............. 4.5
500,000 ............. 4.3
700,000 ....... ..., 4.3

NOTES: The smallest reliable estimate for visits to
aggregated specialties is 588,000 visits. Estimates below this
figure have a relative standard error greater than 30 percent
and are deemed unreliable by NCHS standards.

Example of use of table: An aggregate estimate of 50 million
visits has a relative standard etror of 5.3 percent ora
standard error of 2,650,000 visits (5.3 percent of 50 million).

Table Il. Approximate relative standard
errors for estimated numbers of drug
mentions: National Ambulatory Medical
Care Survey, 1991

Estimated number of Relative standard
drug mentions in thousands arror in percent
100 ....000 v iiienn.. 7841
200 ... i e 68.8
600 ... iiiiinnnn 43.7
1000. ...ttt 31.2
1,083. ...t 30.0
2000...... 000 inns 224
5000............... 14.8
10,000 .. ... ... un 11.2
20000 ...... ... 8.9
50,000 .......oivunn 71
100,000 ............. 6.5
200000 ............. 6.1
600,000 ............. 5.8
800,000 ............. 5.8

NOTES: The smallest reliable estimate for drug mentions is
1,083,000 mentions. Estimates below this figure have a
relative standard error greater than 30 percent and are
deemed unreliable by NCHS standards.

Example of use of table: An aggregate estimate of 50 million
drug mentions has a relative standard error of 7.1 percent or
a standard ermor of 3,550,000 mentions (7.1 percent of 50
million).

interest, expressed as a proportion, and x
is the denominator of the percent in
thousands, using the appropriate
coefficients from table V.

Y i
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Table ll. Approximate standard errors for percents of estimated number of office visits: National Ambulatory Medical Care Survey:
United States, 1991
Estimated percent
Base of percent
(visits in thousands) 1o0r99 Sor95 10 or 90 20 or 80 300r70 40 or 60 50
Standard error in percentage points

100 0 v it it e 7.2 15.7 21.6 28.8 33.0 35.3 36.0
200 0. e e e 5.1 111 15.3 20.4 23.3 249 255
BO0 .. vt i e e 3.2 7.0 9.7 12.9 14.8 15.8 16.1
1000 . . 0t i e 23 5.0 6.3 9.1 10.4 1.2 1.4
2000, . e e 1.6 35 4.8 6.4 74 7.9 8.1
G000 . s s v e 1.0 2.2 3.1 4.1 47 5.0 5.1
10,000 & oot v i e 07 1.6 2.2 29 33 35 36
20000 .0 e 05 1.1 1.5 2.0 23 25 26
BO000 . . v vt e 0.3 07 1.0 1.3 1.5 1.6 1.6
100,000 + vt v e e et e 0.2 05 07 0.9 1.0 1.1 1.1
200,000 ...t e 0.2 04 05 0.6 0.7 0.8 0.8
500,000 « . viit it 0.1 0.2 03 0.4 0.5 0.5 0.5
1,000,000 .. 0o e e 0.1 02 0.2 0.3 0.3 04 0.4

Example of use of table: An estimate of 30 percent based on an aggregate estimate of 10 million visits has a standard error of 3.3 percent or a relative standard error of 11.0 percent (3.3 percent
divided by 30).

Table IV, Approximate standard errors of percents of estimated numbers of drug mentions: National Ambulatory Medical Care Survey:
United States, 1991

Estimated percent
Base of percent
(drug mentions in thousands) 10r99 Sor95 10 or 90 20 or 80 300r70 40 or 60 50
Standard error in percentage points
100 i e e e e 9.6 214 29.1 38.8 444 47.5 485
200 ... e e e 6.8 149 20.6 27.4 314 33.6 34.3
<1 4.3 9.5 13.0 17.3 19.9 21.2 21.7
1000 . . oo e i e 3.1 6.7 9.2 12.3 14.0 15.0 15.3
2000 .. .. e e e e 2.1 4.7 6.5 8.7 9.9 10.6 10.8
G000 . . . i e e e e e 1.4 3.0 4.1 5.5 6.3 6.7 6.9
10,000 & . oo vttt i s e e e 1.0 241 29 3.9 4.4 4.8 4.9
20,000 ... .0 e e e e 0.7 1.5 2.1 27 3.1 34 34
BO000 ....co vt e e 0.4 0.9 1.3 1.7 2.0 21 2.2
100,000 ... i vt i e 0.3 0.7 0.9 1.2 14 15 15
200,000 ... ..ci i e e e 0.2 0.5 0.7 0.9 1.0 1.1 1.1
BO0,000 ... .0 v it e e e 0.1 0.3 0.4 0.6 0.6 0.7 0.7
1,000,000 « . . oot e i e e 0.1 0.2 0.3 0.4 04 0.5 0.5

Example of use of table: An estimate of 20 percent based on an aggregate estimate of 10 million visits has a standard error of 3.9 percent or a relative standard ermor of 19.5 percent (3.9 percent
divided by 20 percent).

t-test. The Bonferroni inequality was Definition of terms

used to establish the critical value for

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

statistical 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.

In the tables, estimates of office
visits have been rounded to the nearest
thousand. Consequently, estimates will
not always add to totals. A lack of
comment regarding any two estimates
does not mean that the difference was
tested and found not to be significant.
Rates and percents were calculated from
original unrounded figures and do not
necessarily agree with percents
calculated from rounded data.

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

Physician—A physician is a duly
licensed doctor of medicine (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
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Table V. Coefficlents appropriate for determining relative standard errors by type of
estimate and physician speciaity: National Ambulatory Medical Care Survey, 1991

Cosfficient for use with estimates in thousands

Type of estimate and physician specialty A B
Visits
Overalltotal . . . ... ...t iiinernes 0.001744284 51.82697927
General and family practice . .. ............. 0.006617364 33.29640705
Osteopathy . ......... ... ... ... et 0.0163602 10.80230286
Internal medicine. .. .......... .. o e 0.01573396 45.10067385
Pediatrics .. ......coiiiiiiii i, 0.0163602 10.90230286
Generalsurgerny . .o oo vvve vt e tneeennnnnn 0.0163602 10.90230286
Obstetrics and gynecology . . ... ............ 0.0163602 10.90230286
Orthopedicsurgery. . . . ..o .ot iv s, 0.0163602 10.90230286
Cardiovasculardiseases . . . .. ....covvin... 0.0163602 10.90230286
Dermatology. . . « v e v v i it i e 0.0163602 10.90230286
Urological surgery . . .. .. oot ii i ii i i e 0.0163602 10.80230286
Psychiatry . . .. ... vt iii i 0.0163602 10.90230286
Neurology « . . oo v v ittt i ettt it 0.0163602 10.90230286
Ophthalmology . . .. ... vt e v it i e i e 0.0163602 10.90230286
Otolaryngology - -« « v v v ittt it i e 0.0163602 10.90230286
Allother specialties . ..« vvvv e vnen .. 0.03340709 20.631108
Drug mentions:
Overalltotal . .. ..... iii it 0.003224617 93.92631687
General and family practice . .. ............. 0.0122584 57.64543271
Osteopathy . ............ ... . vennt. 0.02784109 11.55212504
Internal medicine. . . ........ ... i, 0.0122584 57.64543271
Pediatrics . ... ... ciiii ittt 0.0122584 57.64543271
General SUrgery . . ...vvveceennncnaenns 0.0122584 57.64543271
Obstetrics and gynecology . . . .. ... v vt 0.0122584 57.64543271
Orthopedicsurgery. . .. oo vv vt it e nnnn 0.0122584 57.64543271
Cardiovascular diseases . v . v v oo v v v en v 0.0122584 57.64543271
Dematology. . . . oo v v i it i 0.0122584 57.64543271
Urologicalsurgery . . .. .o v v v v i i e i i nenn 0.0122584 57.64543271
Psychiatry . . . ... oivi it i 0.0122584 57.64543271
Neurology « « - v v v v o ittt it et e 0.0122584 57.64543271
Ophthalmology . . . . ..o ve v e i e e e e 0.0122584 57.64543271
Otolaryngology - . .+ o v v v vt i e et e ine e 0.0122584 57.64543271
All other specialties . . ..............00ue. 0.0483582 46.53697419

employed full time by an institution and
spend no time seeing ambulatory
patients.

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

Visit—A visit is a direct personal
exchange between an ambulatory patient
and a physician (or a staff member
working under the physician’s
supervision), for the purpose of secking
care and rendering personal health
services.

Drug mention—A drug mention is
the physician’s entry of a
pharmaceutical agent—by any route of
administration— for prevention,

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

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

Prepaid plan visit—A prepaid plan
visit is one for which “HMO/other
prepaid plan” was checked as an
expected source of payment in item 6 of
the Patient Record form. Instructions for
completing this item on the 1991 Patient
Record form defines “HMO/other
prepaid” as including visits covered
under heath maintenance associations

(HMO?’s), independent practice
organizations (IPA’s), and all other
prepaid health care plans.

Nonprepaid visit—A nonprepaid
visit is a visit for which any expected
source of payment with the exception of
“HMO/other prepaid”” was checked on
item 6 of the Patient Record form.
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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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