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US. NATIONAL HEALTH SURVEY

A conunuing survey of the United States toob-
tain information abouthealth conditions of the gen-
eral population was authorized by legislarion
signed by the President in July 1956. Thenew law
established, within the Public Health Service, the
U.S. National Health Survey which soon launched
a program to produce statisticsondisease, injury,
impairment, disability, and related topics on a
uniform basis for the Nation. This marked a sig-
nificant step in the efforts of the Federal Govern-
ment to provide tools for improving the health of
the American people.

THE NEED FOR HEALTH STATISTICS

Comprehensive health statistics are needed
in this country because a healthy people is per-
haps the Naton's greatest resource. Thehighpo-
sition of health in the national scene is justified
whether the evaluation of itis strictly inmonetary
terms or in terms of less well-defined but more
appropriate scales of national vitality, morale, in-
dividual well-being, and other human values. The
measurement of this important factor—the peo-
ple's health—is found in the statistical measure-
ment of well-being,

Primary users of general health statistics,
particularly of morbidity data, include the direc-
tors of operatng health agencies. An accurate
appraisal of the extent and character of disease
and the distribution and trends of morbidity are
essendal to the effective planning and evaluaton
of their programs and for extending the scope and
improving the balance of their work.

Public and private health agencies, which
first devoted their efforts primarilytothe control
of infectious diseases, have seen their responsi-
bilities broaden in several dimensions, As empha-
sis shifted to the control of chronic diseases,
many health departments began to be concerned
with detecting cases by a variety of screening
methods and coordinating their medical care

efforts. An adequarte supply of beds for thecare of
chronic disease patents in special and general
hospitals and nursinghomes and the establishment
of home nursing care and rehabilitation programs,
and in some areas public medical care programs
for the medically indigent, all became of interest
to these health deparunents. The nature of occu-
pational health programs and maternal and child
hygiene programs has changed in recent years,
and the importance of health education and of the
techniques of the behavioral sciences has in-
creased,

In e United States this evolution in the na-
ture of activides of official health agencies has
been accompanied by a growth in the number and
variety of voluntary health agencies and bygrow-
ing efforts in the area of medical research.

New types of statistics were required to
identify the problems which arose and to develop
and appraise the new programs. Quantitarive in-
formation on the prevalence of chronic diseases
and impairments, the volume and degree of dis-
ability, the use of medical services and hospital
beds, and the patterns of behavior of chronically
ill persons are but a few of the types of facts
needed by modern health agencies.

The needs of the social security and voca-
tional rehabilitation agencies for health statistics -
are similar to those of the health agencies. For
example, total benefit payments for unemploy-
ment and disability are related to the volume and
nature of illness, and the question of how many
could benefit by vocational rehabilitation is par-
ticularly important.

In a more tangential way, statistics of mozr-
bidity contribute to the field of medical research.
Clues to the etiology and pathogenesis of disease
often emerge from studying the association be-
tween the incidence or prevalence of disease and
various demographic, social, and geographic
factors.

An increasing general awareness of economic
problems has brought to the fore some of the
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more direct economic applications of morbidity
statistics. Some of these applications relate to
improved evaluation of manpower resources for
civilian and defense purposes. The economic loss
of productive capacity due toillnessisrecognized
as an important factor in the changing economic
picture. The more stable component of this loss,
attributable to chronic diseases and impairments,
represents a potential source of extra productive
capacity if available methods for the rehabilita-
tion of workers can be used effectvely.

In another application, morbidity statistics
related to demographic factors form theactuarial
cornerstone in developing voluntary hospiral and
medical insurance plans, As these plansincrease
in number and scope, health data covering all
segments of the population becomeindispensable.
Closely related to these uses of health statistics
is theinterestofdrug and appliance manufacturers
in estimating potential markets for new products
and the use of such statistics as general guide-
lines in marker analysis and production schedul-
ing.

THE DEVELOPMENT
OF HEALTH STATISTICS

Just as the original activities of health agen-
cies were focused largely on controlling infectious
diseases, so the early health statistics werecon-
fined largely to reportable diseases and morrtality.
The expanding programs of the health agencies
indicated a serious need for a corresponding ex-
tension of the field of health statistics. In view of
this, it is remarkable that the health aspects of
the national economic and sociallife remained for
such a long time without the systematic staristical
measurements that were generally available for
agriculture, finance, manufacturing, employment,
foreign trade. and population,

PROBLEMS OF MEASUREMENT

The comparatively slow development of sta-
tistics of illness for the general populationcanbe
ascribed to inherently difficult problemsofmeas-
urement. In the case of health and vital statistcs,
death is a clearly defined event, occurring once
for each person and at a closely determinable
point in time. The existence of a morbid condition,
on the other hand, is by no means always clearly
diatinguishable from acceptable goodhealth. Like~
wise, the beginning and end of the condition of
morbidity cannot always be accurately specified,
even by the person affected.

As has often been pointed out, thereisa con-
tinuous scale of well-being extending from good
health to severe sickness. The point on the scale
which appropriately represents the dividing line
between illness and health depends onthe purpose
for which the statistics are to be used, as do the
appropriate standards of measurement, For some
purposes this point must be based on medical
evidence, and the whole scale must be marked off
in terms of clinical and parhological criteria, For
other purposes it is more appropriate to consider
a person ill when he considers himself to be ill
and to mark off the scale in terms of the actions
he takes as a result of his illness—the extent to
which he cuts down on hisusual actvities because
of his condition, takes to his bed, calls upon a
physician for help, and so on. The application of
two such different means of measurement will,
with many individuals, produce quite disparate
results in terms of a health-illness scale,

Difficulties in dealing with morbidity statis-
tics also stem from the many ways in which the
events may be counted and classified. The basic
measures are point prevalence, or simply preva-
lence, meaning the number of a specified type of
conditions existing at any given time, and irci~
dence, meaning the number of new casesofa cer-
tain type starting in a defined period of time.
There also are variants and combinations of these
measures. The classifications may be numerous:
such as whether the condidon can be considered
as acute or chronic; or it may be classified ac-
cording to the diagnosis, the prognosis, the sever-
ity, the kind and amount of care received or re-
quired, or the consequences of the conditionto the
individual's family and to the communicy. Eachof
the possible units of tabuladon and each of the
various axes of classification may provide the
statistics required for some important application
of the data,

The variety of types of data is paralleled by
the number of sources from which morbidity data
can be obtained. Three principal types of sources
are: (1) those that provide data as a by-product
of the operation of some medical care or insur-
ance plan; (2) those that derive data from other
types of existing medical records, such as the
records of physicians and hospitals; and (3) those
that are based on records creared specifically for
the morbidity statistics, such as interview records
and special health examinations. Because of the
greater possibilities for relating the datatosam-
ples of the general populaton, the last of these
classes has notable advantages in the compilation
of health data. However, with regard to any of



these sources of data, the full potentialities are
only beginning to be explored.

For example, there are certaintypesof infor-
mation which can best be obtained from the sources
from which persons seek health care. To gather
information of this kind it is desirable to sample
not the general population but the health care
sources themselves, For the most part the basic
datum in such sampling might be an existingrec-
ord, but often a record mayhavetobe created for
the purposes of the survey.

DATA AVAILABLE PRIOR TO THE
NATIONAL HEALTH SURVEY

Before the National Health Survey was estab-
lished, information on the extent and characteris-
tics of illness was limited largely to that derived
from physicians' reports of selected communica-
ble diseases as required by State laws; to the re-
sults of a large number of specialized and local
health studies and surveys; and to scattered, dis-
parate reports from hospitals, clinics, andhealth
and hospital insurance plans. Whatever the quality
and adequacy of these data for the purposes for
which they were developed, their ad hoc and varied
character provided no basis for constructing a
uniform and valid nationwide measure of the es-
sential features of the health of Americans. A
single exception in the field of health statistcs
was the statistical information relating to mor-
tality. In this field legal demands for controlling
the disposition of bodies and for proof of death
led to the early establishment in every State of a
system requiring medical cerdfication and official
registration of every death. The death-registra~
tion system has provided data for an annual series
of detailed, national mortality statistics for anum-
ber of years. These startistics serve many essen-
tial scientific and administrative purposes in the
medical, demographic, and actuarial fields. Untl
1956 most of the existing evidence concerningthe
distribution and trends of morbidity was basedon
the study of these mortality statistcs. However,
there was a constant awareness that mortality
statistics alone could not serve the great variety
of needs for information aboutillness and disabil~
ity. For example, it was well known thar death
rates could be misleading indexes of the reladve
volume of disability resulting from different dis-
eases.

THE EXPERIENCE IN HEALTH
STATISTICS COLLECTION

As the health statistics existing in 1956 fell
far short of meeting national needs, so the tech-
niques of data collection in the health field
suffered from underdevelopment. Nevertheless,
the experience of a number of earlier studies,
surveys, and committee projects was of great
benefit to the National Health Survey in the plan-
ning of its first acdvities. Without this experi-
ence the new program would have had to spend a
number of years in experimentation before any
extensive collecdon of statistics for publicadon
could begin.

Important Early Studies

The last previous efforttoobtaincomprehen-
sive illness statistics for the general population
of the Nation was the nationwide health survey of
1935-36. This was a tremendous undertaking in
which interviewers visited 737,000 urban house-
holds to learn which members of the household
had experienced disabling illness and which had
specific chronic diseases or impairments.

While this survey was by far the largest that
had ever been devoted to learning the facts of ill-
ness and injury in the general population, it was
not the first of its kind in the United States. A
number of smaller studies had demonstrated that
the interviewer method could provide useful in-
formation about the amount and distribution of
disease, the circumstances of injury, the loss of
time from work or other usual activities resulting
from disease and injury, and the use of medical
care in connection with morbidity. Best known of
these are the Hagerstown, Md., studies of the
early 1920's and the survey made during the years
1928-31 by the Commirttee on the Costs of Medical
Care. The smaller community-type studies con-
tinued after 1936 and additional refinements were
made in techniques. An important example of an
intensive community study was the Eastern Health
District Study conducted in Balrimore from 1938
to 1943 by the Public Health Service, the Milbank
Memorial Fund, the Johns Hopkins University
School of Hygiene and Public Health, and the Bal-
timore City Health Department,

At the same time, great advances weremade
in the science of population sampling, with the
Bureau of the Census leading the way in develop-
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ing practical methods of applying the theory of
probability sampling inthe field,In1943, the Bu-
reau of the Census, building on an earlier survey
by the Works Progress Administration, began
collecting information on the labor force by con-
ducting monthly interviews in a national sample
of households. Now known as the Current Popula-
tion Survey, it was used almost from the begin-
ning to satisfy some of the demand for national
morbidity statistics by the addidon from time to
time of special questions or supplements to the
basic questionnaire. The Current Population Sur-
vey, however, originally was designed tohave and
sdll has as its foremost task the collectionof in-
formation on the characteristics of the labor
force.!

Activities of the Years 1949-55

In January 1949 the United States National
Committee on Vital and Health Statistics was
established. Recognizing the inadequacy of avail-
able sources and the obsolescence of existingda-
ta, the committee immediately gave its attention
to the problem of obtaining adequate national mor-
bidity statistics. Two successive subcommittees
were appointed by the chairman of the national
committee "to frame the problems in morbidity
statistics, including chronic diseases andmedical
care statstics, in order that morbidity data may
be directly related todemographic factors.'" These
subcommittees recommended the study of anum-
ber of methodological questions, but even as the
recommendations were being made steps were be-
ing taken in several parts of the country to get
some of the answers in community surveys. About
the same time legislation calling for an 18-month
study of methods of measuring illness passed the
Senate but failed to pass the House of Representa-
tives.

Within the next few years there was an up-
surge of interest in illness surveys as various
groups set out to fill the gaps in available statis-
tics or to answer particular questions with which
they were faced,

1n 1959 the responsibilicy for analysis and publicartien of la-
bor force data from the survey waa transfersed to the Bureau of 1.a-
bor Statistics. The Bureau of the Census continuea t collect and
tabulate the daca under conmract with the Bureau of Labor Scatis-
tics. In 1961 the Bureau of the Census initiated a new sample pan-
el called the Quarterly Household Sample, which from time to time
will be used to collect, among a variety of subjeccs, healch data of
a specialized narure.

In New York City a commitree undertook to
compare the health of members of the Health In-
surance Plan of Greater New York with thatof the
people of the city in which these members lived,
by parallel surveys in the two populations.

The California Department of Public Health
first launched a study of methods to measure il1-
ness in San Jose and then inidated a statewide
survey to compile statistics to guide the activities
of the health department.

The Graduate School of Public Health of the
University of Pittsburgh established a series of
community studies in the Arsenal Health District
and in the city as a whole, partly to train scien-
tists and partly to study patterns of illnessin re-
lation to demographic and social factors.

The Commission on Chronic Illness sponsor-
ed two important surveys to obtain data on the
prevalence of chronic illness and disability and
to esumate what these data meant in terms of
medical care, One was carried outinarural area
(Hunterdon County, N.J.) andthe other inanurban
locality (Baltimore, Md.). These surveys were
unique in that they marked the first attempt to
combine results ofhousehold interviews with com-
prehensive medical examinations offered to rep-
resentative samples of the population.

In Kansas City, Mo., Community Studies, Inc.,
began a survey to identify a sample of persons
with handicapping conditions who were examined
to determine whether they could benefit from re-
habilitarion. Those that could benefit wereoffered
the services which they required. These persons
then were followed to evaluate their rehabilitation.

These and many other studies initiated during
the late 1940's and early 1950's contributed tothe
knowledge of how morbidity data could be made
more accurate and useful, The Bureauofthe Cen-
sus acted as the collecting agent in severalof the
surveys, and the Public Health Service served in
a consultant capacity in nearly all of them. Both
agencies thereby gained experience which was to
be of great value later.

Meanwhile, anticipating progress inthe solu-
tion of the methodological problems raised bythe
earlier subcommittees, the chairman of the U.,S.
National Committee on Vital and Health Statistics
established a new subcommittee in February 1951.
This was the Subcommittee on National Morbidity
Survey which was charged with drafting ""a plan
for a mnational morbidity survey keeping in view
the interests of local areas.' The report of this
group, ""Proposal for Collection of DataonIliness
and Impairments: United States,” submitted in
October 1953, was the basis for specific legisla-
tive authorization for a continuing national health




survey program, (See Appendix I for the complete
text of the report.) In view of thefact that the re-
vort set the initial pattern for the National Health
Survey, it is a basic document of the program.

Other activities during the yearsimmediately
prior to the enactment of the National Health Sur-
vey Act helped to clarify the purposes and con-
cepts of the Survey. Among thesewereaseries of
meetings held within the Public Health Service at
which the staff of each of themajor programs dis-
cussed their needs for the type of statistical data
that a survey might supply, the results of the
meetings being summarized in a report to the
Surgeon General; and the discussions of the Work-
ing Group on General Illness Statistics of the Pub-
lic Health Conference on Records and Statistics,
which were devoted to the definition of terms.

Of interest also was thehealth survey experi-
ence in other countries. In Great Britaina number
of local or special studies were followed by the
nationwide Survey of Sickness which was carried
on from 1944 to 1952, Canada made a nationwide
survey in 1950-51, and Japan and Denmark have
made health surveys on a national basis.

THE NATIONAL HEALTH
SURVEY ACT

In 1955 the Department of Health, Education,
and Welfare proposed a plan under whichthe Sur-
geon General of the Public Health Service would
be authorized to comduct a continuing survey of
illness and disability in the Nation. A recommen-
dation that Congress enact such legislation was
included in the President's legislative program
on health matters. Bills incorporating the pro-
posals were introduced in both the Senate and
House of Representatives in February 1956, and
after hearing testimony on theneeds for improved
health sradstics,?3 Congress passed the National
Health Survey Act (Public Law 652, 84th Con-
gress). The bill was signed by the President on
July 3, 1956, and later in the same month funds

2y.s. Congress, Senate:; Continuing survey and special studies
of sickness and disability in the United States. Report No. 1718 to
accompany S.3076, 84th Cong. 2d. sess. Washingwon, D.C., U.S.
Government Printing Office, 1956.

3U.S. Congress, House of Representauves: National Health
Survey Act Report No. 2108 to accompany S.3076, 84th Cong. 2d.
sess. Washingron, D.C., U.S. Government Printing Office, 1956.

were appropriated for the first fiscal year of
operation. The text of the National Health Survey
Act is given in Appendix II.

Several salient points of this legislation de-
serve special mention since they determine some
of the unique aspects of the program of the Na-
tional Health Survey.

The facr that previously existing data on the
health of the Nation's population was seriously
out of date and that current information was
urgently needed for many purposes is explicitly
recognized in the Act, But in the stated broad
terms of reference for the authorized Surveypro-
gram, it is clear that Congress had in mind not
limited or sporadic attempts to collect better
health information bur an earnest and sustained
program directed toward the solution of the prob-
lem of producing current health information.

Another point of interest isthat the subject of
methodology is explicitly mentioned in thislégis-
lation. The methods to be used in accomplishing
the purposes of the Act are specified onlyin gen-
eral terms, but the need for studying the technical
problems of methodology is stressed. It might be
assumed that in any authorized program the ad-
ministering agency would give attention to the
methodology relating to the work beingundertaken,
but the National Health Survey law goes beyond
this and specifically provides for the study of
methods and survey techniques in the health sta-
tistics field with a view to their contnued im-
provement.

The Act also recognizes that other agencies
have an interest in health survey information or
may have available.technical resources or ma-
terials useful to the program. Thus, the Actgives
broad authority for cooperation with such agen-
cies ard for the use, by written agreement, of fa-
cilides that can be made available. In a similar
sense, inasmuch as the program of the National
Health Survey cannot serve all needs for health
data, it is recognized that other agencies and or-
ganizations will carry on their own special-pur-
pose studies, and the Surgeon General is author-
ized to make available to them technical advice
and assistance in the application of statistical
methods to their surveys or studies in the health
and medical fields.

POLICIES AND ORGANIZATION
OF THE SURVEY

The scope of the authorization intheNational
Health Survey Act is such that to be productive



and economical the operating plan of the Survey
program had to be carefully delimited. ‘

Any attempt to cover too broad a range of
health statistics could only result in a program
which would be not only cumbersome butwouldbe
scattered in character. For this reason outlines
of the program had to be clearly drawn.

Yet the need for a great variety of different
types of data also had to be recognized. This
meant that within definite outlines the goals and
methods had to be diversified, concentrating on
the most productive objectives and procedures,
and the program had to be flexible enough to deal
consecutively with many areas of interest and to
respond readily to changing requirements,

The unique responsibility of the Survey pro-
gram is to collect types of data which are based
either on a sample of the general populationof the
United States or are relatable to separately
gathered general population statistics. This is in
contrast to studies based on the records of par-
ticular health agencies or health administrative
programs which cannot be relatedto a population-
at-risk or which have as a population-at-risk a
group of members of a plan or beneficiaries of a
program, both of which are in whole or in part
self-selected or otherwise not representative.

The importance of data relatable to a known
general population stems from the fact that sta-
tistical measures of health or morbidity take on
their scienrific meaning, contrasted with certain
administrative applications, only when these can
be expressed as proportions or rates.

It is not sufficient to know, for example, that
at a given time so many persons of such~and-such
population group are ill with such-and-such dis~
ease. The importance of this aggregate figure
takes on a fuller meaning when it is expressed in
relation to the total number of persons of the
same population group.

To serve the purposes of general health sta-
tistics, the collection of data on sick persons by
age, sex, occupation, area of residence, etc.,
must be accompanied by a parallel collecton of
corresponding data for the population as a whole.
Focusing the Survey program onpopulation-based
types of studies meets this technical requirement.

Using a population sample as theoriginofthe
data takes advantage of the fact that there is only
one point from which all the needed informadon
is generated—this point is the individual,

Starting with a known sample of individuals
data can be gathered from a variety of sources,
These include the person himself or members of
his family, along with hospital records of physi-
cians and dentists, as well as the results of spe-

cially conducted measurements, tests, andexam-
ination procedures,

The particular strength of such surveys de-
rives from the ease with which health data con-
cerning the individual can be related to social,
economic, and other demographic characteristics
which are determined for the sick and well alike
as part of the same survey plan. Hence, many of
the data-collectdng activities of the Survey start
with samples of the population.

However, there are other sampling methods
which can produce valid statistical information
relatable to a general population-at-risk and
which may be more efficient for some purposes.
Much of the data in which the Survey has an in-
terest originates in the places where people obtain
hospital, other medical, dental, and nursingcare.
Consequently, when the objective is to produce
statistics on care received, it is often preferable
to sample the sources of the caredirectly. In this
type of survey the population-at-risk is not de-
termined as part of the same collectng process.
It must be determined separately, usually from
general-purpose-population statistics. Naturally,
care must be taken to insure that both bodies of
data relate to the same universe,

Both of these general types of survey pro-
cedures are used. However, in all cases the tar-
get universe is the general population or some
important segment of that population,

The Survey program has another basic char-
acteristic—one which distinguishes it from anum-
ber of other studies in the health field, Except for
the general mortality and natality data compiled
by the Natdonal Vital Statistics Division, most
startistical projects of the Public Health Service
are designed to serve a particular program in-
terest. Such programs collect detailed data on a
particular disease entity, test specific hypotheses
related to the etiology or pathogenesis of certain
conditions, or measure or assist in the admin-
istrative control of some health-operating pro-
gram. Other types of statistical projects, especial-
ly those carried on by State, county, or city
health agencies, are designed to determine health
conditions or study some problem related to a
selected population group or to a limited local
area,

In contrast, the National Health Survey isnot
designed to serve any single health-program in-
terest nor to meet the needs for detailed local
data. Its task is to provide general background
data which present the overall health situation and
which show various components of the health
problem in proportionate relation to each other
and in relaton to important population variables.



The definition of the Survey program in this
general sense means that its activities will sup-
plement but will not duplicate special or local
statistical projects. It can serve as a background
or a reference point for various local studies, but
it cannot replace nor serve the specific needs
which underlie such studies.

The absence from the Survey of subjectmat-
ter interests of its own is consonant with the pol-
icy of providing service, in the form of statistical
information, to those respomnsible for health re-
search or operating programs, Here, too, a nar-
row view is not admissible,

The program must not be unduly weighted in
the direction of selected subject matter interests,
even though these may be the most demanding at
the particular moment. The entire group to be
served comprises the legislator and the public
health administrator—Federal, State, and local—
the medical research scientist, the privatehealth
agency, the range of health and related profes-
sions, the demographer, economist, and sociolo-
gist, the teaching institution, the life and health
insurance agency, the manufacturer of drugs
and other health supplies, the marketanalyst, and
numerous other activities and interests relatedto
the health of the population.

A major task in designing and administering
the Survey is the consideration of the staristical
needs of this heterogeneous audience and the con~
version of the major common elerments of these
multitudinous needs into aclearlydefined, pracd-
cal, timely, and economical survey program.

The proper design of such a program is pos-
sible only when there exist effective channels
through which these needs can be expressed. One
of the first steps taken in the organization of the
Survey was to devise a system whereby the plan~
ning could proceed with the benefit of advice and
suggestions from many quarters. Tothis end sev~
eral advisory commirtees were appointed and
their advice is sought, not only through periodic
meetings for general discussions but through re~
questing their review and opinion of specific, pro-
posed courses of action,

The objective of the Survey—to provide a
service to a range of health interests—requires
not only that the data collection be designed in
consideration of the various needs, but also that
special emphasis be given to the speedy release,
on a rapid time schedule, of compiled statistics
that are consistent with high technical and scien~
tfic standards.

The publication program, described in more
detail below, is designed to facilitate early re-
lease of the compiled data together with such an-

cillary information as is needed to make the data
readily usable by consumers.

This publication policy requires that statisti-
cal tables be accompanied by technical notes,
qualifications, definitions, and such illustrative
analyses as are mecessary for a clear apprecia-
tion of the meaning, uses, and limitarions of the
statistical information.

The analyses included in the publications of
the Survey must, however, be limited in scope,
consisting primarily of exposition and illustra-
tive uses of the data. This limitation is desirable
since the function of the Survey is to provide ob-
jective and accurate facts but not to interpret
these facts so as to indicate any parrticular course
of action or to support any particular health poli-
cy or program. Policy implications of the statis-
tical data are the responsibility of the legislator
and the administrator. .

The activities of the Survey incollecting data
through various chamnels throughout the Nation
obviously require anunderstanding and acceptance
of them by the public as well asby all health pro-
fessions. This is particularly importantina data-
collecting program based on the voluntary coop-
eration of the respondents, and the Surveyrecog-
nizes the need to develop this generalunderstand-
ing of the purpose of the program and the methods
to be used,

In developing the organizational arrange-
ments for theSurvey, itwas considered advanta-
geous to make maximum use of the provisions of the
National Health Survey Act which authorized the
Surgecn General to contract for the services or
facilities of any agency, organization, group, or
individual. The use under comntract of existing
technical facilities and materials makes available
to the Survey valuable, special, and professional
talents and resources which could not otherwise
be duplicated, and permits the limiting of the Sur-
vey staff to a relatively small group primarily
concerned with planning, research, and analysis.

The fact that the Survey operates by con-
tracting for many phases of its work with other
agencies does not imply, however, that it is in
any sense a grant-in-aid program. Contracts are
made with other agencies for conducting specified
studies or operations which are aspects of or
contribute to the Survey program as an integral
part of its own work,

Authority for grants-in-aid for prosecution
of surveys by other groups is not included in the
National Health Survey Act, nor are funds avail-
able for this purpose. There is in the Act, how-
ever, authority to make available to appropriate
persons and agencies technical adviceandassist-



ance in the application of statistical methods to
health surveys.

Any active statistical program should alsobe
an evolving program. It is significant that a pro-
portion of the totral resources isallocatedto eval-
uating Survey results, to assessing the reliability
of data, and to exploring possible improvements
in method.

Modifications of the Survey program may be
expected as experience points the way toimprove-
ments in method or to different emphasis on ob-
jectives, This means that occasionally compara-
bility with earlier data collected by the Survey
will be sacrificed if by doing so it appears highly
likely that the quality or usefulness of the data
can be raised. For example, certain features of
both the questionnaire and the sampling structure
of the household-interview survey were beingre-
designed almost from the beginning, and tabulating
plans are subject to change each year. The meth-
odological work and the continuing evaluarion of
results undoubtedly will lead to further revisions.

PROGRAM OF THE U.S.
NATIONAL HEALTH SURVEY

The varied narure of the dara desired for
planning and evaluating all phases of public and
private health work and the requirementthatcor-
responding information be obrained for both the
ill and the well population determine the main
lines of content of the program of the National
Health Survey.

This is not a single survey with only one
method and a fixed set of objectives. Rather, it is
a program of surveys, using differentapproaches
and changing its end objectives as both the tech-
niques and needs for data evolve. But basic to all
the present and furure surveys is the fundamental
idea that the data collection must refer to a rep-
resentative population.

_ The activities of the Nartional Health Survey
may be divided into three parts: (1)the Health In-
terview Survey —a continuing nationwide sampling
and interviewing of households; (2) the Health
Examination Survey—physical examination and
testing of samples of individuals proceeding in a
series of separate surveys or cycles; and (3) the
Health Records Survey—another series of sample
surveys in which the sources of informartion are
establishments which provide hospital, other med-
ical, dental, nursing, and other types ofhealth-re-~
lated care to the general population.

These three survey activities are supported
by a program known as Developmental and Evalu-

ation Studies. Referred to previously, these are
studies through which the quality of dataisevalu-
ated and improved methods aredevised and tested.

A brief description of each of these parts of
the program follows, Later publications in this
series will consider the major surveys separately
and will describe the statistical design, concepts,
and definitions associated with each survey,

The order in which the surveys have been
listed above is the order in which these parts of
the programs were initiated, except that the De-
velopmental and Evaluation Studieshave proceed-
ed concurrently and were undertaken as needed.

The Health Interview Survey, planned during
the fall and winter of 1956, was pretestedin Feb-
ruary 1957 in Charlomte, N.C,, and nearby areas,
was tested again in a national "dress rehearsal”
in May-June 1957, and was officially launched on
July 1 of that year. Data collection has been con-
tinuous since that time.

The first cycle of the Health Examination
Survey was planned over a period of more than a
year, It was tested in three successive pilot stud-
ies which took place in Washington, D.C.,inJune
1658, and in Fort Wayne, Indiana, and Howard
County, Towa, in the spring of 1959, Examinations
of the first cycle sample were begun in Philadel-
phia in October 1959. Work was carriedonslowly
at first because of a lack of equipment and staff.
Full-scale data collection on this survey dates
from April 1961.

The variety of survey activities making up
the Health Records Survey began to take shape in
1961, Construction of a sample frame, or list, of
medical, nursing, and personal care institutions
in the United States was the firstfieldtask in this
survey. After existing lists were consolidated on
a preliminary basis a mail inquiry was sent out
in April 1962. This inaugurated the third major
subdivision of the National Health Survey.

In all of these works of the National Health
Survey, the Bureau of the Census played and con-
tinues to play an important role. Participation by
the Bureau takes four forms: (1) the givingof ad-
vice on survey design and methods; (2) the actual
selecting and identifying of units for the sample;
(3) the conducting of important parts of the field
work, including the selection, training, and super-
vision of interviewers in the Health Interview
Survey; and (4) the performing of many large-
scale tasks of processing.

The pattern of participation by the Bureau of
the Census varies in the different surveys. While
administratively the arrangement resembles a
contract on the part of the Bureau of the Census
to do specified work for the Public Health Service,



the relationship actually is much morelikethatof
a joint staff, The Bureau of the Census has equal
interest in the quality of data collected and con-
tributes greatly from its fund of knowledge of sur-
vey methods.

THE HEALTH INTERVIEW SURVEY

The Health Interview Surveycoversthecivil-
jan, noninsdtudonal population of the United
States. The purpose of the Survey is to provide
data on the incidence of illness and accidentalin-
juries; the prevalence of diseases and impair-
ments; the extent of disability; the volume and
kinds of medical, dental, and hospital care re-
ceived; and other health-related topics.

The data are obtained from the people them-
selves and therefore measure the social and
demographic dimensions of health—the impact of
illness and disability and actions taken as a re-
sult of these conditions, in various population
groups.

Household interviews are conducted contin-
ually with interviewing taking place each week in
a probability sample of the population, Samples
for successive weeks can be combinedinto larger
samples to obtain data for a quarter, ayear, or a
longer period of time. The design thus permits
continuing measurement of characteristics of
high frequency to show trends and to show, by con-
solidation into larger samples, analysis of char-
acteristics of low frequency or of smaller sub-
classes of the population. Data collected over a
year can be presented as annual estimates which
are free of seasonal biases.

The interview sample is a highly stratified,
multistage probability design. The first stage
consists of an area sample drawn from about
1,900 geographically defined primary sampling
units (PSU's) into which the Nation has been di-
vided. A PSU is a county, a groupof contiguous
counties, or a standard metropolitan statistical
area. The number of PSU's selected inthe sam-
ple has varjed with the sample design. Currently,
there are 357 such areas.

Second and subsequent stages consist of a
series of steps for further subsampling within
the chosen PSU's. For discussionpurposes, these
steps may be combined and described as a proc-
ess of drawing clusters of neighboringhouseholds
or addresses. Such clusters, called segments, in-
cluded an expected six households during the
first 5 years of the Survey; currently, these con-
tain an expected nine addresses, With minor ex-
ceptions the sample encompasses all personsre-
siding at the selected places.

Statistics from the interviews are produced
through two stages of ratio esdmation. Inthe first
stage the ratio factor is the count of population in
the 1960 decennial census divided by the estimated
1960 population for the first-stage sample PSU's.
This adjustment is applied separately to resi-
dence and color cells, currently 25 in number. In
the second stage, ratios of the official Bureau of
the Census current population figures to sample-
produced estimates of the current population are
applied to some 60 age-sex~color classes.

Through contractual arrangements, the Bu-
reau of the Census provides assistance and coop-
eration on many phases of the Survey design and
administration. This enables the Survey to take
advantage of the long experience, comprehensive
statistical organization, and field resources ofthe
Bureau.

In keeping with specifications and require-
ments established by the Public Health Service,
the Bureau of the Census designs and selects the
sample, cooperates in the development of the
questionnaire and related manuals, conducts the
field interviewing, codes the data, and carriesout
quality-control procedures for interviewing and
coding. The Public Health Service edits, tabulates,
analyzes, and publishes the results of the Survey.

Interviews are conducted with each individual
adult who is at home at the time of the interview.
For persons not at home the interview is con-
ductedwith a responsible family member —spouse,
parent, or adult son or daughter residing in the
household. The noninterview rate is about 5 per-
cent, including 1 percent from refusals and the
remainder from househclds in which no one was .
at home during repeated calls.

Variaton and bias among interviewers are
potential hazards to data on health conditions de-
rived from household interviews, For this rea-
son, interviewers are carefully selected, are
given a comprehensive inital training course,
and are given group retraining semiannually and
home training exercises about eight times a year.
In addition, programs of regularly scheduled ob-
servation and independent reinterviews by region-
al field supervisors are conducted.

During processing in the central office, all
questonnaires are examined for interview errors
of question coverage and consistency. Results of
all of the procedures for quality control are
transmitted through the supervisors to the inter-
viewers as guides to self-improvement or to the
need for individual retraining.

All training, observation, and review proce-
dures are oriented to a detailed Interviewer's Man-
ual. This includes instructions on the question-



naire, on interviewing techniques, and on adequacy
of population coverage. The manual is carried on
all assignments as an on-the-spot guide in the
handling of unusual questions and situations.

The questonnaire contains items to identify
households and persons and to classify persons
according to their demographic characteristcs,
It also includes questions on illnesses, impair-
ments, or other conditions; on the occurrence of
accidental injuries; and on the use of hospital
care. For each person to whom these questions
apply, additional gquestions are asked abour the
nature of reported conditions, number of days of
disability, degrees of chronic limitation of actv-
ity, types of accidents, and the duration of and
reasons for hospitalization,

Items of the type described above are contin-
uously included in the questionnaire as a basic core
of inquiries. Other items, such astheuseof med-
ical and dental care or the extent ofhealth insur-
ance coverage, are repeated at intervals of sev-
eral years. Still others, of specialized or timely
interest, are included for a single year with no
definite plans to repeat these at a later date.

Annual modifications of the questionnaire
permit collection of data on a larger number of
topics than could be included in a fixed single-
visit interview. Other methods are also used to
extend the scope of the survey. At times, a self-
enumeradon questHonnaire is left with the re-
spondent when the basic interview is completed.
This is mailed in by the respondent, with nonre-
sponse follow-ups conducted by letter, telephone,
or personal visit. Seli-enumeration question-
naires are usually employed on topics for which
the respondent may wish to consult records, on
topics for which more accurate and complete in-
formation can be obtained from persons who may
not be at home at the time of the interview, or
simply to shorten the interview.

Users of data often require moredetail about
persons with a particular health characteristic
than can be included within the interviewing time
or the space limits of the basic questionnaire, In
these cases, persons with such a characteristic
can be identified from the basic questiomnaire.
These persons, or a sample of them, are then
sent a second questionnaire to obtain additional
data which are integrated with other health and
demographic information obtained in the first
visit.

All new questions or topics are subjected to
one or more pretests to assess alternatve meth-
ods of collection, understanding by respondents,
and the length of time for which respondents can
recall events without excessive memory loss,
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Wherever possible, such pretests utilize alter-
nate measures and data obtained from records 1o
compare with interview responses. Concepts,
definitdons, and coding specifications for new
topics are formulated in consultation with per-
sons who are specialists in the subject. Planning
and conducting of pretests are carried out coop-
eratively with the Bureau of the Census.

Household questionnaires are transmitted
weekly from field supervisors tothe central office
where these are checked for completeness of field
coverage, omissions, and other errors, ‘Coding
then is done according to specifications set forth
in detailed coding and transcripton manuals.
Code categories for health andmedical careitems
are established by the Public Health Service to
maintain consistency with the concepts and defi-
nitions and to fulfill requirements for health in-
formation. Illnesses, diseases, and injuries are
coded, with certain modificatons, according to
the International Classification of Diseases. Code
categories for demographic and economic items
are, in most cases, established by the Bureau of
the Census to conform with standard classifica-
tions used in other operations of the Bureau. The
coding process is routinely subjected to quality-
control procedures requiring defined standards of
proficiency.

Coded data are transcribed on magnetic tape
for computer processing by the survey staff.
These steps include assigning weights and ratio
adjusttments; combining weekly and quarterlydata
into longer periods; carrying out a program of
internal edits and consistencychecks among vari-
ous items of data; regrouping of ages, diagnostic
codes, and other information to facilitate the prep~
aration of later tabulations; conducting operations
necessary to derive national annual estimates;
and finally, producing the statistical tables.

Tabulations include not only data on health
and medical care items but populadon figures for
the various groups for which the survey is de-
signed to produce estimates. In addition, sampling
variances are computed for a large number and
range of statistcs. These tabuladons form the
basis for analyses and publication of a series of
reports on separate health topics and on health
and medical care in different population groups.

THE HEALTH EXAMINATION
SURVEY i

The basic purpose of the Health Examination
Survey is to conduct those studies of thehealth of
the population of the Nadon which require, or can



best be done by, direct physical examinations,
clinical and laboratory tests, and other measure-
ments. The survey involves collection of health
data on small, representative samples of the pop-
ulation through direct examinations of the persons
in the sample.

Such a method is necessaryto provide statis-
tdcs on the medically defined prevalence of a va-
riety of specific diseases and on the dentalhealth
of the population, This is the best—perhaps the
only—way of obtaining data on previouslyundiag-
nosed, unattended, and nonmanifest chronic dis-
eases and of obtaining distributions of the popu-
lation concerning such physical and physiological
measurements as blood pressure, serum
cholesterol, and auditory and visual acuity.

The broad plan of operation of the Health
Examination Survey calls for the studyofspecific
segments of the total population in successive,
separate cycles of examinations. The program is
planned so that at any one timetheHealth Exami-
nation Survey will be engaged in a three-level
operation: (a) the analysis and publication of the
findings from a completed cycle of examinations
on one segment of thé population; (b) the field
collection of data for another cycle, dealing with
another defined problem and population segment;
and (c) the planning and development of detailed
procedures for the succeeding cycle of examina-
tons dealing with still another population seg-
ment and defined problem. The goal is to plan
particular cycles so that the data-collection
phase can be completed in approximately a 2-to-
3-year period.

During the first cycle, the feasibility of con-
ducting direct, single-visit examinations on prob-
ability samples of the population on a nationwide
basis was confirmed. Procedures and methods
for carrying out this task were developed, and
considerable experience was gained in dealing
with the problems encountered.

The Health Examination Survey has two spe-
cially designed mobile examination centers.Each
consists of several trailers, drawn by trucks,
which, when set up and connected by passageways,

provide the setting for examinadon and testing. .

At the outset of the program, it was uncertain
whether a sufficiently large portion ofa scientifi-
cally selected probability sample could be exam-
ined. The experience gained in the first cycle in-
dicates that it is possible to obtain the necessary
cooperation. The experienced field staff and the
tools developed make it possible to plan on the
continued application of this survey techmique.

The first cycle of the Health Examinadon
Survey was designed to collect information onthe

medically defined prevalence of certain chronic
diseases which are fairly common in the adult
population. Primarily, these were cardiovascular
diseases, arthritis and rheumatism, anddiabetes.

The population studied in the first cycle was
limited to the civilian, noninstitutional population
of the 48 contiguous States between the agesof 18
and 79 years, inclusive. In addition to collecting
information on the selected diseases, the first-
cycle survey obtained a variety of measurement
data, including data on height, weight, skinfolds,
visual acuity, blood pressures, electrocardio-
graphic tracings, and the results of other tests
and procedures. The program also included ade-
tailed dental examination. The plan and initial
program were publishedin1962.4 Collectionofthe
data on some 6,700 persons examined inthis pro-
gram was completed late in 1962, Analysis of the
data is now in process.

The second cycle of the Health Examination
Survey will focus attendon on children between
the ages of 6 and 11 years, inclusive. Since the
prevalence of chronic disease in this population
is quite low, attention will bedirectedtoa variety
of measurements and to characteristics associ-
ated with growth and development. A physical
examination will be given, and a selected battery
of psychomerric tests will beadministered. Care-
ful examinations will be made for visual and
auditory acuity. Considerable anthropometric data
will be collected. A dental examination will also
be made. Finally, tests of respiratory function
and exercise tolerance will be included, as will
X-rays and certain other tests and procedures.

A key characteristic of the Health Examina-
tion Survey is that each of its programs is based
on a probability sample of the population of the
Nation. The method by which this sample is se-
lected closely paraliels that described above for
the Health Interview Survey. The publication of
data from the Health Examination Survey will in-
clude detailed descriptions of the sampling and
estimating processes, including the nature of all
significant adjustments. The reports will alsoin-
clude information on the sampling error and the
measurement variaton,

4y.s. Nadonal Healch Survey. Plan and Initial Program of the
Health Examination Survey. Health Stacisties. Series A-4. Public
Health Service Publication No. 584-A4. Public Health Service.
Washington, D. C., May 1962.



Much effort is devoted to problems of stand-
ardizaton of observations, validationofthemeas-
urement processes, and other aspects of quality
control in connection with the Health Examination
Survey; likewise, much attention is givento prob-
lerns of sampling and problems of response. In
all of these areas, as in all of the work of the
Health Examination Survey, interest arises from
two different viewpoints. First, attention is given
to these matters so as to improve the quality of
the output of the survey. Second, attentionis given
to contriburing generally to the knowledge of
methods and survey techniques for securing sta-
tistical information on healwth. In connection with
this larter goal, the Health Examination Survey
undertakes various methodological studies which
should benefit not only the.National Health Survey
programs but all research workers in this field.
This methodology work is the subject of morede-
tailed comment elsewhere in this report.

Future programs of the Health Examination
Survey will consider other population segments
and other problems. The first of these studies
(cycle 3) is expected to concern children and
youth from the ages of 12 to 17, inclusive. This
cycle will complement the findings of cycle 2 to
provide broad and comprehensive data on the
health of the children and youth of the Nation.

THE HEALTH RECORDS SURVEY

The Health Records Survey is a family of
undertakings with two characteristics: (1) the
first stage of sampling is the facility or estab-
lishment which provides hospital, medical, nurs-
ing, personal, or residential services; and (2) a
major part of the informadon collected has its
source in records of the sample facilities, incon-
trast to such origins as the interviewing or the
direct examination of persons.

The main objective of the Health Records
Survey is the production of statistics onthechar-
acteristics of health services received by the
American people and the characteristdcs of those
receiving the services. As an important by-
product, the program will also produce statistics
on the institutions and the other health facilities
providing the services—their numbers andrtypes,
their staffs, their charges, and their general
policies.

Thus, the Health Records Survey is broad in
scope. The concept of the Survey encompasses
records not only from hospitals and nursing homes
but also from such facilities as clinics, physi-
cians' and dentists' offices, industrial and union

dispensaries, and a variety of residential and
correctional institutions.

Among the several surveys in the program,
early emphasis has been pllaced on five projects:
(1) a Master Facility List of establishments; (2) an
area sample survey, known as the Complement
Survey, to idenrify establishments which are not
included on the Master Facility List; (3) a Hos-
pital Discharge Survey; (4) an Instirution Popu-
lation Survey; and (5) a series of ad koc surveys.
Since all but the first of these are still in the de-
velopmental stage, their descriptions must be
considered preliminary. A brief description of
each of these activities follows:

1. The Master Facility List.—A keystone of
the Health Records Survey will be the creation
and maintenance of a master listofallor a major
proportion of all establishments or insttutions
within the scope of the program.

To establish this inventory, a number oflists
previously assembled by the Public Health Serv-
ice, Bureau of the Census, and lists published by
nongovernmentagencies were collated and merged.
Then, to bring this file up rodate, a questionnaire
was mailed to each establishment listed. The in-
formation requested varied with the type of place
queried, but in general, it related to size, owner-
ship, type of service, and number and type of
staff, This file is called the Master Facility List
(MFL).

Thus constituted, the Master Facility List
serves two major functions. First, in itself it
provides significant data on the number, types,
size, and geographical distriburion of the subject
establishments, and on the numbers of persons
which can be served. Second, it provides a frame
or list which can be stratified and sampled for a
wider variety of allied purposes.

It is desirable that the Master Facility List
be both comprehensive and current. Currency is
provided by additions and deletions from the list
using several sources of informadon concerning
new and discontinued establishments, including ad-
ministrative documents from the Social Security
Administration and Public Health Service pro-
grams,

2. The Complement Survey.—Despitethe ad-
vantage of a comprehensive and current list, it
would be uneconomical to attempt to maintain a
continuing inventory in the Master Facility List
that was really complete. It is more efficient to
keep the Master Facility List at a high level of
coverage and to augment it with an auxiliary sam-
ple procedure. For this purpose, the Complement
Survey is made a part of the total program.




The design for the Complement Survey will
make maximum use of existing resources. A num-
ber of periodic interview surveys are routinely
conducted across the Nation. Using the probability
design of an ongoing survey and interviewers for
the survey, a list will be made of the names and
addresses of all establishments in specified
blocks or segments of PSU's during the course of
the interviewer's regular assignments. Each
establishment identified in the Complement Sur-
vey that is not on the Master Facility List will be
asked to complete a questionnaire so that the
establishment can be properly classified. The
Complement Survey will thus become the basis
for completing the universe of facilities of in-
terest in the Health Records Survey.

3. The Hospital Discharge Survey.—This
will be a continuing survey of short-stayhospitals
to obtain comprehensive statistics on the use of
hospitals, on services provided in hospitals, and
on characteristics of their patients. Initiation of
the Hospital Discharge Survey will greatly in-
crease the potential of the National Health Survey
to provide statistics on hospitalization, particu-
larly on the kinds of casesbeingcaredfor in hos-
pitals of various sizes and types, on methods of
financing the care, and on differingpatternsinthe
use of care in various sections of the Nation.
While the Health Interview Survey data on hos-
pitalizadon provide satisfactory information on
the socioeconomic correlates of hospitalization
and on the relationship of hospitalization to other
facts about the illness, they cannot provide the
detailed characteristics of the patient's care or
the geographic detail,

According to present plans, this survey will
involve a two-stage probability sample, the first
stage being a sampling of short-term hospitals
and the second stage, a sampling of discharges.
Information from the discharges will becopiedon
a standard abstract form which will not include
the patient's name.

The project will differ from mostoftheother
undertakings of the National Health Survey inthat
it will treat the universe of all discharges over a
period of time, rather than the universe of per-
sons living at a point in time. Estimates from the
sample will be related to independently compiled
population statistics from census sources.

4, Institution Population Survey.—The popu-
lation sampled in the Health Interview Survey
(described above) does not include the population
of resident institutions. This 15 due to the fact
that neither the type of sampling nor the manner
of gathering the information is entirely suitable
for this segment of the population of the Nation.

While the institutionalized population constitutes
only about 1 percent of the total civilian popula-
tion, it is an important 1 percent from the stand-
point of health. Many of the most severely dis-
abled persons, for example, are found inresident
institutions of one type or another, and certain of
the published estimates from the Health Interview
Survey and the Health Examinarion Survey are
less useful because of the exclusion of this group,

For these reasons it has been considered
important to collect data of certain types on the
institutionalized population that would add to in-
formation obtrained in the Health Interview Survey.
Hence, a special procedure for surveying this
population (making use of the Master Facility
List as a basis for the sample) is being planned.
This Institution Population Survey would cover all
types of resident institutions in the United States,
both medical and nonmedical. This includes all
types of long-stay hospitals, penal institutions,
orphanages, nursing homes, homes for the aged,
and other types of facilities providing domiciliary
or personal care. It does not include such places
as convents, summer camps, hotels, studentdor-
mitories, and other places where.residents have
the responsibility of caring for themselves. These
latter are not considered to be institutions and
are therefore part of the universe covered by the
Health Interview Survey.

S. Special ad hoc surveys.—The surveys
which have just been described are designed to
collect data for specific purposes. However, it is
anticipated that from time to time there will be a
need for special data regarding the institutional
population which cannot be met from these
sources. Consequently, special one-time surveys
of specified parts of the Health Records Survey
universe will also be conducted.

To illustrate, much current interestexistsin
data on the health of the aged, infirm, and chron-
ically ill who are being cared for in resident in-
stitutions of various types. More specialized in-
formation is required than the Health Interview
Survey ordinarily collects. Thus, the proposed
Institution Population Survey would not be a suit-
able resource. For example, there is need forin-
formation about the characteristics of this group
which bear upon the problems of nursing or per-
sonal care, such as, hearing and vision problems,
mental status, awareness of surroundings, and
ability to control feces and urine, In addition,
other data are needed which relate to the health
of these institutionalized older individuals, such
as information on the staff available to care for
their needs and the type of establishment in which
the persons aredomiciled. For this purpose, there
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has been undertaken an ad hoc¢ survey entitled
Survey of Resident Places Providing Nursing or
Personal Care, which will obtain statistics of this
kind.

DEVELOPMENTAL AND
EVALUATION STUDIES

The primary purposes of the methodological
studies are to appraise the effectiveness and
efficiency with which various aspects of the Sur-
vey program are meeting their objectives, and to
develop new and improved methods of attaining
the goals of the Survey; to design studies and de-
vise data-collection methods in connection with
new types of morbidity measurement; and to con-
duct pilot projects wherein new methods and new
undertakings are prepared for full use in the
Survey.

Some methodological smdies are conducted
entirely by the staff of the National Health Survey,
but studies which involve the special fieldcollec-
tion of data and which extend over any long period
of dme are usually carried on jointly with the
Bureau of the Census or other government agen-
cies, or are performed by nongovernmental re-
search organizations chosen for their competence
and interest in the partdcular areas of study.

The fact that some of these studies are car-
ried out as research contracts with nongovern-
mental research organizations has two major ad-
vantages for the Survey. First, it provides greater
flexibility in conducting the program by permitting
the staff working on the methodological research
to be, in effect, expanded and contracted onfairly
short notice as the need arises. Second, an even
greater advantage is that it stimulates fresh
thinking about the many difficult problems that
are encountered. Already, at the time of this
writing, a number of highly competent statisti-
cigns around the country have begun to focus
their attention and bring their experience to bear
on improving the quality of the surveys which
make up this program.

At the sametme, itis essential that members
of the National Health Survey staff associate them-
selves closely with the work being carried om
under research contract. They must acquaint the
contractor with the viewpoint and objectives of
the Survey, and they must have a fullunderstand-
ing of the results, since they will be responsible
for putting the findings into effect. Consequently,
at least one and usually two members of the Sur-~
vey staff are assigned to work with the contractor
on each project. In many of the. studies they are
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responsible for part of the work, and they are

- usually responsible for editing the contractor's

report to produce a brief version for publication
in the regular methodological series of the Na-
tional Center for Health Statstcs.

The Bureau of the Census likewisehas anun-
derstandably deep interest in this part of the pro-
gram. Eventually, the Bureau may be asked to
apply in the field newly developed methods from
the studies. Furthermore, some of the results
can be applied to other Census projects. Hence,
statsticians from that agency often are involved
in the planning and carrying out of the investiga-
tions,

Not all merthodological researchis performed
under contract, however. A number of studies are
done with the Survey staff or jointly with the Bu-
reau of the Census. This is often the case when
the study relates to improving interview-survey
techniques as these apply to health. Such studies
can often be done by adding some special pro-
cedure in a subsample of households in the regu-
lar Health Interview Survey. In such cases, the
Public Health Service makes a separate financial
arrangement with the Bureau of the Census to
cover the extra costs.

The types of projects undertaken under the
general heading of methodological research are
highly varied. However, certain characteristics
give unity to the program.

First, the problems dealtwitharethosearis-
ing in the course of developing and evaluating the
Health Interview Survey, the Health Examination
Survey, and the Health Records Survey. That is,
these problems represent applied research. While
the use of resources of the National Health Survey
for general health-data-collection researchis not
barred, the urgency of the many problems faced
in the program until now has led to using those
resources solely to develop and improve the sur-
veys which were about to be started or were al-
ready in process.

Second, the methodological research can be
subdivided quite easily into developmenial studies
and evaluative swmdies—hence, the title of this
section, which is the name used to describe this
part of the work of the National Health Survey.
Occasionally, a study contains both elements: (1)
an evaluation of the methods currently inuse, and
(2) the trial of a new method. However, most
studies can be identified as predominantly one or
the other.

Third, because of the inherent difficulties of
the subject marter, the studies tend to be con-
cerned with that component of the error of sur-
veys known as measurement bias. Evaluating the



size of such biases and learning how to minimize
them appears to be the first order of business in
health surveys. These are biases which would
exist even if no sampling was employed. Biases
due to the sample design are of distinctly sec-
ondary importance. (On the other hand, minimiz-
ing random errors of sampling can be most im-
portant because of the low relative frequencies
often encountered in health statistics.)

Because of this concern with measurement
biases, much attention is given to such matters
as: memory of health events, clarity of concepts,
motivation of persons falling into the sample to
take part or to report accurately, replication of
measurements, calibration of instruments, and
standardization of measurement techniques. This
same concern also leads to a constant search for
special situations where independent sources of
reliable information are available, such ashealth
insurance plans, or where replicate measure-
ments can be made to evaluate results of the sur-
vey. )

A few examples of research projects under-
taken will illustrate the general description above:

1. A single-visit cardiovascular examination,
using controlled and standardized proced-
ures, was designed and compared with a
much more extensive examination as well
as records of previous examinations for
the same group of persons. Interobserver
differences were also studied through
repetition of the examination on the same
examinees.

2. Atdrmudes and other factors influencingac-
ceptance or rejection of an offer of a free
health examination were studied with a
view to discerning problem areas of non-
response in the Health Examination Survey
and suggesting means for reducing nonre-
spomnse,

3. The reporting of treated chronic conditons
in the standard versionofthe Health Inter-
view Survey was studied by administering
the interview to families for whom medi-
cal-visit data were available from the
records of a health insurance plan.

4. Reporting of hospitalization in the Health
Interview Survey and the effect of a sec-
ond interview were studied in a group of
families containing at least one member
for whom hospital-records data were
available.

5. The results of using a particular piece of
equipment for measuring visual acuity
were calibrated against a newly stand-

ardized version of the Snellen chart by
carrying out both procedures in a sample
of patients attending an optometric clinic.

6. The interviewer-contributed component of

total mean square error in the Health In-
terview Survey was studied by using a
part of the total sample within which in-
terviewer assignments had been random-
ized. - )

In addition to special methodological research
studies of the types described above, a number of
smaller investigations are made, sometimes con-
ducted through exploitation of data collected for
another purpose. For example, frequent analyses
of the yield of specific illness probe questions in
the Health Interview Survey are conducted by
means of hand tallies. Furthermore, everymajor
new topic in the Health Interview Survey, each
new examination protocol for the Health Exami-
nation Survey, and each questionnaire employedin
the Health Records Survey is pretested in the
field. In these pretests, evaluation of the relia-
bility of the new information is carried out by
whatever means appears feasible.

REPORTING THE RESULTS

A basic premise governing the dissemination
of the Survey results is that findings should be
made available to interested persons as rapidly
as possible,

In keeping with this principle, the publication
plan provides for issuance of most Survey re-
ports topic by topic. This contrasts with the hold-
ing of tabulated material for use in a more com-
prehensive but necéssarily delayed periodic pub-
lication such as an annual or semiannual volume.

Reports must be in a form usable for the
largest number of consumers of health statistics.
This requirement dictates the arrangementofre-
ports in series to the extent that this is applica-
ble; reports within each series are then related
in terms of the source from which the informa-
don is drawn, the uses of the data, or other ap-
propriate criteria. ,

Through 1962 four different series of publi-
cations had been initiated by the National Health
Survey: Series A (program descriptions, survey
designs, concepts, and definidons); Series B
(Health Interview Survey results by topics); Se-
ries C (Health Interview Survey results for pop-
ulation groups); and Series D (Developmental and
Evaluation Reports).

Late in 1962, however, a unified system of
publication series was designed for the National
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Center for Health Statistics of which the National
Health Survey is a component, Under this sys-
tem, Series A and D were redesignated as NCHS
Series 1 and 2; these cover the same subject
matter as they had previously but will now be
used for the Center as a whole. The Series num-
bered 10-19 have been set aside for other publi-
cations which will be issued by the National
Health Survey. Number 10 will be a contdnuation
of former Series B and C. Numbers 11 and 12
will include reports from the Health Examination
Survey and the Health Records Survey, respec-
tively. Other series will be originated as needed.

The timetable for issuing publications de-
pends, of course, on the availability of results
from the surveys. Since in most casesthe resulits
are estimates derived from samples, the publi-
cation depends on the accurnhulation of a sufficient
amount of data to permit the making of estimates
with a useful sampling reliability. For example,
for most topics covered by the household inter-
view questionnaire, data from a full year of in-
terviewing are needed to compile national statis-
tics in a reasonable degree of detail anda 2-year
sample is needed to publish selected estimates by
geographic region. Occasionally, as much as 4
years of sample data are combined to provide
more detailed tabulation.

Frequency of reporting on a particular topic
also depends on the rapidity of the changein tdme
of the health characteristics included under that
topic, For example, reports on the incidence of
acute illness will appear more frequently than
reports on the prevalence of physical impair-
ments. At the same time, early reporting of pre-
limipnary results is not intended to preclude a
more intensive treatment of the same topic at a
later date.

Thus, it may be seen that the system of re-
porting results of the surveys is based on a divi-
sion into several publication series, according to
the source of the data or type of report, with in-
dividual issues usually devoted to a single topic.
Periodic summaries of data on anumber of topics
for a particular period of time arenoteliminated,
but the reporting of all results in aregular-issue
annual or biennial volume is not part of the plan.

The system of issuing reports in established
series does not preclude preparation of such ad-
ditional reports as circumstances and feasibilities
may warrant. In addition to the reports issued in
series, special publications may be prepared
from time to dme. The weekly Provisional Tab-
ulation— Current Slalistics on Respiratcry Dis-
eases is an example
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Parrtly because the household-interview sam-
ple is not large enough to yield current estimates
for items of low incidence or prevalence, weekly
or monthly tabulations were not planned. How-
ever, in the fall of 1957 when it appeared that
cases of influenza-like diseases would have a
higher than usual incidence, an invesrigaton was
made to learn if in this instance the household-
interview data, obtained infrequenttime intervals,
would yield useful information.

A special tabulation of questionnaires, show-
ing upper respiratory diseases severe enough to
cause persons to go to bed for aday or more, in-
dicated thar the data were an adequate basis for
issuing provisional tabulations onnewcases which
appeared each week and on the average number of
persons confined to bed each day. These two in-
dexes were incorporated in a weekly publication
beginning in November 1957. A special publica-
tion such as this would be continued only through
the period of its topical interest.

In addition to the publications of the Survey,
Public Health Reports and professional journals
serve as a means of circulating information ob-
tained from the Survey program. These media
are particularly appropriate for publication of
some of the research papers emanating from the
Developmental and Evaluation Studies. The con-
tractors and cooperating agencies working on
these aspects of the Survey often areina position
to contribute notably to the literature in special-
ized subject areas.

Finally, the Survey attachesimportancetothe
obligation stated in Public Law 652 to ""Make
available, to health officials, sciendsts, and ap-
propriate public and other mnonprofit institutions
and organizations, technical advice and assistance
on the application of statistical methods to ex-
periments, studies, and surveys in health and
medical fields.” The consultation which this re-
sponsibility implies is an important part of the
overall plans to disseminate the knowledge which
the Survey produces.

POTENTIALS AND LIMITATIONS
OF THE SURVEY PROGRAM

Effectively pursued, the Survey program
should provide a comprehensive cross-sectional
and changing picture of illness, accidental inju-
ries, disability, and the use of hospital and other
medical and dental services. However, recogni-
don of the value of the program Iindefining more




clearly the health and factors affecting the health
of the Nation should not obscure the fact that the
various surveys have definite limitations. These
exist both in the individual surveys and inthe sur-
veys grouped collectively as a system.

Concerning the Health Interview Survey, for
example, the facts of the circumstances of ill-
ness or injury and the resulring action taken by
the person, such as going to bed or seeing a phy-
sician, can be more accurately obtained from
household members than from any other source.
The same is true of the demographic, economic,
and social information with which it is useful to
relate morbidity information.

However, there are limitations tothe accura-
cy of the diagnostic information collected. Atbest,
the household respondent can pass ontothe inter-
viewer orly the information which the physician
has given to the family; and the respondent may
not have been told about a condition or he may
have misunderstood or forgotten what the physi-
cian said.

For conditions not medically attended, the
diagnostic informarion supplied by a household
respondent may be no more than a description of
symptoms, and for nonmanifest diseases the
household interview will report no condition.

Furthermore, it is known that by no means
are all chronic conditions treated by a physician
reported by the family in an interview.Only those
of significance to the family are reported, and
occasionally a respondent, despite the assurance
of confidentiality, will conceal information for
one reason or another.

Thus, when clinical or diagnostic detail is
required or when the statistics must presenttypes
of information which are available in physicians’
records, interview data are insufficient. These
data must be supplemented by informationsuch as
that produced by the health examinations. How-
ever, the Health Examination Survey has its own
limirations. Because of the high cost of performing
the examinations and difficult logistic problems,
the sample must be relatively small. As aresulr,
this survey cannot supply the volume of material
on the demographic, social, and economic aspects
of health which is available from household in-
terviewing.

A disadvantage of giving the health examina-
tion only once is that it cannot provide diagnoses
of the many conditions which require repeated
and continuous obseryation and tests before they
can be identified. Also, the limited character of
the examination precludes the use of differential
diagnostic tests or complicated procedures.

A further general limitation of the Health
Examination Survey is the size of thenonresponse.
However, it is hoped that appropriate use of the
information elicited in the household interview
for the health examination sample will minimize
the impact of the nonresponse on final results.

Together, the three types of surveys which
make up the program—interviewing, examina-
tions, and sampling of the sources of care—pro-
vide useful information on a wide range of vari-
ables, However, under present plans, the sample
sizes are such as to give estimates for major
geographic areas only. No estimates for irdivid-
ual States or cities (other than the largestmetro-
politan areas) can be made.

A similar restriction of the system as a
whole, as it is now contemplated, is its inability
1o provide statistics for persons in small groups
of the population such as, for example, a small,
hazardous occupational group. The same holds
true for diseases of rare occurrence. Theseoften
are of interest to a degree far greater than that
which their frequency might warrant,

Statistics from the program do not provide
critical tests of clinical and epidemiological
hypotheses. For example, the program could not
test the hypothesis that a special vaccine would
prevent a certain disease. For this, an experi-
mental design, a control group, and similar con-
ditions would be required. However, the program
may suggest hypotheses that can be tested by
other appropriate means.

Aside from these limitations imposed by
methods being used and resources available, the
program is free 1o collect any statistics on the
incidence, prevalence, or other measures of dis-
ease, injury, or impairment; the disability or
other effects of this morbidity; and the medical
care used in its treatment. The sole guide, within
the technical and administrative possibilities, is
the usefulness of the data,
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(Reprinted below is the text of Public Health Service Publication No. 333. A list of the members of the U. S.
Mationol Committee on Yital and Health Statistics and of the Subcommittae on National Merbidity Survey ap-
pears on page 39. This Report was published in October 1953.)

RECOMMENDATIONS FOR THE COLLECTION OF
DATA ON THE DISTRIBUTION AND EFFECTS OF ILLNESS, INJURIES,
AND IMPAIRMENTS IN THE UNITED STATES )

A REFORT OF THE SUBCOMMITTEE ON NATICNAL MCRBIDITY SURVEY

U. S. NATIONAL COMMITTEE ON YITAL AND HEALTH STATISTICS

PART |

Summary

This report contains a reveiw of theneeds for
statistics on illness in the general population, and
the current and potential uses of morbidity statis-
tics and related data. On the basis of this review
and study of the present sources of morbidity and
medical care utilization statistics, a proposal is
made for a national morbidity survey to provide
needed information on illness inthe United States.
The report describes the data collecton mecha-
nism with specifications as to the types ofdata to
be secured, the geographic area to be covered,
and accuracy of data.

Part II of this reportprovides background in-
formation and a general frame of reference for the
parts which follow. Included are statements re-
garding the work of the two earlier ad hoc com-
mittees which did certain exploratory work inthis
general area, and the specific charge to this Sub-
commmittee by the U.S,National Committee on Vital
and Health Statistics.

Part 1II presents an outline of some of the
more important current and potential uses of mor--
bidity statistcs and related data.

In Part IV there is discussion of the general
types of data, the degreeof detail and the frequen-
cy of collection which appear necessary to serve
the purposes outlined in Part I11.

Part V is largely devoted to consideration of .

the question of whether existng programs ofdata
collection can serve to satisfy the needs for mor-
bidity statistics which have beenidentified. First,
there is discussionof recent improvements in the
methodology of data collection in this field. Next,
the present sources of morbidity andmedical care
utilization statistics are reviewed and evaluated.
Finally, the conclusion is reached that adequate
current morbidity data on a national basis cannot
be derived from any of the present sources,

Parts VI and VII contain the recommendarion
that a condnuing national morbidity survey be con-
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ducted together with proposals regarding the types
of data which should be collected and a proposed
design for such a survey. The recommendations
may be summarized as follows:

1. That a continuing national morbidity sur-
vey be conducted which is adequate to provide sta-
tistical estimates for 50 regions of the countryat
intervals of two years and estimates for the nation
as a whole at quarterly intervals. The purpose of
this survey would be to obtain data on the preva-
lence and incidence of diseases, injuries, and im-
pairments, on the nature and duration of the
resulting disability, and on the amount and type
of medical care received. The data should be

obtained from a probability sample of house-
holds.

2. That a series of special studies be under-
taken in addition to the continuing national survey,
The principal purposes of these studies would be
as follows:

(a) To obtain data on undiagnosed and non-
manifest disease, by means of laboratory
screening, detection, and physical exam-
inadons of subsamples drawn from the
general surveys.

(b) To provide other types of auxiliary data,
and to study methodological problemsre-
lating to the measurement of morbidity.

PART Il

-

The Work of Previous Committees and the Task of the Present Subcommittee

Since its establishment in January 1949, the
United States National Commitiee on Yital and
Health Statistics has given atrention on several
occasions to the need for more adequate national
morbidity statistics. Two successive adhoc com-
mittees were established by the Chairman of the
National Committee ''to frame the problems in
morbidity statistics, including chronic diseases
and medical care statistics, inorder that morbid-
ity data may be directly related to demographic
facrors."”

In December 1949, the first ofthese commit-
tees made its report which was a review of the
background of the problem. It also contained an
outline of the major sources of morbidity and oth-
er vital and demographic statistics. The broad ap-
proach taken by this committee isindicated by the
fact that recommendations were made in the fol-
lowing fields:

1. Study and revision of reporting system for
notifiable diseases.

2. Adaptation of survey techniques for health
purposes.

3. Chronic disease stadstics.

4. Development of standards and definitions
for hospital morbidity statistics.

5. Study of means of obtaining adequare cur-
rent population data for small areas.

6. Longitudinal studies.

7. Place of case registers in morbidity sta-
tsdcs.

8. Development of mechanism for providing
civilian casualty statistics in time of war.
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The second ad hoc committee submitted its
report in October 1950. This covered an almost
equally broad area and recommendations were
made for further study in each of thefields listed
above except the last but with the additon of a
recommendation regarding the development of
standards and definitions for general morbidity
statistics, Moreover, by this timme the committee
was able to take note of severalnew facts; (1) that
a thorough overhauling of the notifiable disease
reporting system had been initiated by the Public
Health Service; and (2) that a special Subcommit-
tee on Hospital Morbidity Statistics had been set
up to which the problem of standards and defini-
tions for hospital morbidity statistics could bere-
ferred.

Both committees had urged aninvestigation of
the methodological problems in the collection of
statistics on chronic illness and disability by
means of surveys. The types of investigations
needed were listed under three major headings:

A. Study of survey techniques.

B. Investigation of specialized health, hos-
pital, and medical records for utilization
on subsamples of the population.

C. Investigation of specialized respondents
such as physicians for utilization on sub-
samples of the population.

Even as these recommendations were being
made, moves were under way to study all three of
these matters in conjunction with surveys in sev-
eral parts of the country. As will be indicated in
Part V of this report, answers to some of the

~4y



methodological questions will soon be available
from studies in New York Ciry; Hunterdon County,
New Jersey; San Jose County, California; and
Pittsburgh, Pennsylvania. Other experiments by
the Public Health Service and new surveys now
being planned will provide further information that
should lead to improvements in techniques.

With the knowladge that the time was at hand
for specific recommendations regarding the col-
lecdon of national data on morbidity and medical
care by means of surveys, the Chairman of the
National Commitree established the present Sub-
committee in February 1951 and charged it with
the task of drafting "a plan for a national morbid-
ity survey keeping in view the interests of local
areas." Because of ambiguity in the use of the
term, the Subcominittee was also asked to con-
sider a definition of "morbidity."

The Subcomunittee has attempted to fulfill
this task. It reviewed carefully the reports of the
ad hoc committees and attempted to take up where
these groups had left off. The Subcommitteehas
studied the needs for morbidity stadstics, the
present sources and their inadequacies, and the
type of survey mechanism and special studies that
would meet the apparent needs. The conclusions

and recommendations are contained in the sections
that follow.

To the matter of the definition of "morbidicy’
the Subcommittee gave careful attention. No pre-
cise limited definition of the term has been made
for the following reasons:

1. The term "morbidity'’ is and should re-
main a general word to be used to designate ill-
ness (manifest and nonmanifest), injuries, andim-
pairments,

2. The definition of the particular morbid
conditions that one wishes to count or describe in
studies and surveys must vary according to the
objectives of the particular study or survey.
Hence, no one definition of a "morbid condition"
can easily be adhered to.

3. For any regular program of national mor-
bidity surveys an operational definition of whatis
to be counted or described must be devised. This
operational definition must be shaped to suit the
particular purposes that the statistics are to serve
and yet must be a definition that can actually be
applied in the field.

4. The task of devising an operational defini-
tion will be left to those who will carry our the
more detailed phases of planning for the program
of national morbidity surveys.

PART Il

Current and Potential Uses of Morbidity end Related Data

"Morbidity statistics,” as usedinthis report,
means quantitative data usable as measures of
deviarions from health inthe general population or
in specific population groups. The term does not
denote any statistics regarding health or sickness
which, while meaningful for other purposes, can-
not be related to a particular population at risk.

The purpose of this section is to outline some
of the practical questions relatng to health and
medical care which require accurate and detailed
morbidity statistics for their solution. It is real-
ized that an important element of the problem is
the specification of the degree of accuracy andde-
tail needed in morkbidity statistics for each of the
uses listed. However, discussion of these matters
has not been attempted in this outline.

There will be found below a summary of the
broad areas in which demands for morbidity data
exist, as determined from the experience of the
members of the Subcommittee, from the files of
the Public Health Service, from the responsesofa

limited number of porem:ial users of morbidity
data who were questioned by members of the Sub-
committee, and from other sources.! It must be
emphasized that there is no implication intended
that all of the data needed can feasibly be obtained,
nor that collection of data on all the items out-
lined below would necessarily be warranted in a
national morbidity survey.

The caregories in the outline are notintended
to be mutually exclusive in every instance.

Ift is believed thac a more complete 2nd representacive survey
of the needs of poreatial consumers for morbidiry daca should be
made. To do chix task thoroughly would require more time and re-
sources thao the Subcommittee bas available. However, certain
lecters and other evidences of needs and uses of morbidity statis-
tica on the general population collected by the Subcommittee are
oo file.
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Broad Areas of Need for
Morbidity Statistics and Related Datc

A. Staristics for use as a guide to adminis-
trative planning and evaluation of official and vol-
untary programs in the field of health,

In this area morbidity statistics would be
used directly for the purposes at hand.

Examples in this area are:

(1) Use of various measures of morbidity
and disability for ranking of problems of
public health in order ofimportanceand,
in general, for determining how re-
sources should be divided among nu-
IMerous programs.

(2) Checking on the adequacy of reporting of
notifiablediseases and establishing base-
lines of endemic prevalence.

(3) Provision of quantitative data for planning
new programs of control and for estimat-
ing probable maximum expenditures
needed for such programs.

(4) Determination of trends in incidence and
prevalence of specific diseases for eval-
uation of the effect of preventive and
therapeutic innovations,

(5) Cohort-type studies for evaluation of pre~
ventive and therapeutic measures.

B. Startistics for the evaluationofthe current
morbidity experience in relation to the provision
of medical and dental services, facilities and per-
sonnel for meeting the health needs of the nation
or of a community.

(1) Provision of quantitative information on
which to base sound estimates of needs
for general, chronic, and other special
hospital facilities, nursing home beds,
and home care facilities, either in the
nation or in particular localities,

(2) Estimadon of the numbers of personsre-
quiring particular rehabilitation serv-
ices, to assist in planning for the provi-

- sion of such services.

(3) Statistics on the frequency of chronic dis-
ease, injuries, and resulting disability,
for use in considering the costof extend-
ing the scope of medical care insurance
or compensatory insurance of various
types.

(4) Numbers of persons covered by various
types of insurance plans, and amounts
spent and methods of payment for medi-
cal care, so that study of the economics
of medical care mayreflectmodern con-
ditions.
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(5) Statistics on the use of medical services
and personnel in various income and
occupation groups, for establishing the
actuarial base of new Insurance plans
designed to cover the medical expenses
of particular groups of the population,
such as the members of a fraternal
order.

(6) Statistics on the various categories of
disease and on the receipt of medical
care, to be used to guide the planning of
medical and nursing education by indi-
cating where emphasis in education can
most usefully be placad.

C. Statistics for medical research. While
morbidity statistics from surveys of the general
population cannot usually be used tomake conclu-
sive tests of hypotheses inmedical research, they
can be useful in suggesting hypotheses for further
testing and In providing other aids to research.
Examples in this area of use are:

(1) The provision of rosters of cases for the
intensive investigation of disease etiol-
ogy.

(2) Information on the association between
the incidence or prevalence of various
diseases and demographic factors, such
as age, sex, marital status, occupation,
and economic status,

(3) Provision of data to help research work-
ers in the field of preventive medicine
select segments of the popularion having
the greatest risk of developing specified
morbid conditions, thereby permitting
the selection of smaller groups for fol-
lowup in tests of preventive measures.

(4) Statistics on the prevalence of certain
diseases, for use in estimating gene fre-
quencies in the population.

(5) Geographic distribution of diseases, such
as allergic conditions, nutritional dis-
eases, and nephritis, to provide cluesas
to etiology.

(6) Description of the natural history of dis-
eases, both acute and chronic, in repre-
sentative samples of the population to
provide more quantitative knowledge of
the preventive aspects of the disease as
it occurs in nature.

D. Statistics relating to certain manpower
problems and civilian defense. Both civilian and
military agencies concerned with problems of
manpower civil defense need information on the
physical fitness of the population and the numbers
of persons falling into various categories by type



and degree of disability and occupation. Examples
in this area are:
(1) Information on absenteeism resultdng

@)
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from disease and injury, for use inesti-
mating economic loss to industry through
various types of morbidity.

Information on the numbers of persons
with chronic diseases and handicapping
conditions by type of disease or handicap,
and the employment status of such per-
sons, for use in estimating potential addi-
tions to the labor force.

Similar information on young men of
draft age, for estimates of numbers who
might be drawn into the Armed Services
in limited duty categories.

Data on the morbidity rates of handi-
capped persons as compared with the
nonhandicapped; data on the personnel
and facilides required to correct handi-
caps that are subject to correction, for
the use of indusiry and the Armed Serv-
ices.

(5) Statistcs to answer the following types of

questions for civilian defense agencies:
(a) What proportion of physicians and
nurses are physically fit so as to be
available for duty in the event of bombing
attacks or for other types of disaster?
(b) Whar proportion of the general popu-
lation in an area would need special at-
tention because of disability in making
plans for evacuation of the population in
anticipation of, or following, bombing
arttacks? (c) What proporton of the popu-
lation could be considered suitable as a
potential source for providing blood?
(d) What proportion of the population
would require special attention such as
extra rations or vitamin supplies, in
planning for the nutrition needs of a
bombed area? (e) In the eventthatevac-

uation camps are established, what pro-
portion of the populaton of these camps
would require such drugs as insulin for
diabetes or liver extract for pernicious
anemia? (f) What are the endemic levels
of the incidence of nonreportable acute
diseases, such as gastroenteritis, in
planning for defense against biological
warfare?

(6) Incidence of chronic disease in older
workers, for the use of industrial firms
interested in knowing the risk in em-
ploying such workers.

E. Statistcs for the use of drug firms and

appliance manufacturers in estimating markets
for particular preparations or appliances. This
use requires not only the usual types of informa-
tion on incidence and prevalence of diseases, in-
juries, and impairments, but also statistics onthe
current utilization of medical services of various
types, for example, frequency of particular opera-
tions, and also frequency of prescriptions and of
use of hearing aids, artificial limbs, and soforth.
Incidence and prevalence of disabilities by partof

the body affected are frequently needed.

F. Statistics for public health education pro-
grams. This is one of the most frequent of the
types of request for statistical information re-
ceived by health agencies, Examples in this area

of use are:

(1) Estimates of the national incidenceof ac-

cidental injuries by type and degree of
disability caused, for accident prevention
agencies; estimates of the prevalence of
cerebral palsy, multiple sclerosis,blind--
ness, deafness, and many other diseases
and impairments, for voluntary health

agencies concermed with these condi-

tions.

(2) Similar information for use in advertising
campaigns with a public health education

objective.

PART IV

Types of Data, Detail, and Frequency of Collection Required

General Morbidity Data

A minimal adequate program to provide sta-
tistics for the uses listed in PartIll would neces-
sitate collection of data of national scope oninci-

dence, prevalence and the duration of disability

for the major categories of disease and impair-

ment. The data should allow subclassification by

sex, by several age groups, and by employment,

educational, income and occupational status, and
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should have sufficient regional geographic detail

to be usable by the Health Officers of States or

ciries.

The amount of diagnostic detail required
varies greatly with the pardcular application. A
classification by major diagnostic categories
would probably be sufficient for a general apprais-
al of the principal health problems in an area, as
mentioned under heading A of Part III. With some
diseases, much more detail would be needed in
order to provide background data for estimates of
the professional services and facilities needed in
a program of prevention and care. For many of
the uses described in Part IlI, it appears that the
data should include undiagnosedillness. Nonmani-
fest disease or heretofore unrecognized cases of
disease should also be included, at least inso far
as appropriate followup measures can be speci-
fied.

In order to be most useful, the general mor-
bidity data musrt include more than simple inci-
dence and prevalence rates. The data must de-
scribe:

1. Some of the facts aboutthe natural history
of morbid conditions, such as duration, type, and
extent of incapacities (both primary and second-
ary).

2. Some of the facts about the social conse-
quences of morbid conditions, such as: changesin
employment status, source of support, housekeep-
ing assistance and nursing service required.

3. Morbidity indices should be relatedtoda-
ta concerning membership in prepaid health in-
surance plans, and the types and amounts of serv-
ices received from such plans.

4, The data should include information on
utilization of medical services and facilities. The
following types are of interest:

(a) Physician's services (classified as to
home visits of general practitioners, of-
fice visitstogeneral practitioners, office
visits to specialists, hospital visits of
physicians of all types).

(b) Dental services (classified as tovisitsto
general practitoners, visits to special-
ists). ’

(c) Nursing services (classified as to home
visits, services in hospitals, servicesin
other institutions).

(d) Hospirtal services (classified as to serv-
ices ingeneral, tuberculosis, mental, and
other types of hospitals, and "near hos-
pital" care, such as nursing home care
and convalescent home care).

5. Another axis of classification of the medi-

cal services and facilities is also frequently

needed:
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(a) Preventve services (classified as pri-
mary - prevention of disease occurrence;
and secondary ~ prevention of disease
progression by periodic examinations,
preventon of sequelae, and other pre-
ventive services).

(b) Diagnosis and treaunent services (clas-
sified as to inpatient and outpatient serv-
ices).

(c) Rehabilitation services (classified as to
inpatient and outpatient services).

Frequency of Collection

The requests for data cited in Parrt II1do not
specifically mention any particular frequency of
collection that would be desired. It is tobe noted,
however, that practically all the data requested
are for the purpose of future planning of some
kind. Thus, the requests are predicated on the
assumnption that the data would be current, or at
least sufficiently up to date so that plans for the
future could safely be based upon them.Howup to
date the data need be in practice depends, of
course, on the rapidity with which changes in mor-
bidity or in the major health problems occur. This
will vary from item to item.

An efficient program of data collecton to
meet the requests in Part Il should have the fol-
lowing features. It should permit the publication of
basic data on the prevalence and incidence of dis-
ease, injuries, and impairments, on the nature
and duradon of the resulting disability, andonthe
amount and type of medical care received, at in-
tervals of two years. The program should also
have considerable flexibility for the following
reasons:

1. For some data, publication at less fre-
quent intervals than two years will be adequate.
The program should permit such data to be ob-
tained at reladvely little extra expense,

2. Although it is possible torank the various
requests for data, at least roughly, in their order
of importance at the present time, this ranking
will change as time proceeds. The program should
make it possible to obtain, at relatively short
notice, data which become of paramount impor-
tance.

3. In the event of anintensificadonof the in-
ternatonal crisis, there may be a suddendemand
for data at more frequent intervals or for certain
specific data at very short notice,

As will be discussed in Part VI, these con-
siderations point toward a continuous program
of data collection, rather than toward a rigid, in-
termittent schedule of surveys any two or five
years apart,



Geographical Detail

Most of the needs for morbidity data, of
which the examples in Part III are illustrative,
are encountered on narional, regional, and local
levels; therefore data arenecessary that willhave
sufficient geographic specificity to beuseful atall
of these levels. The designation of the degree of
geographic detail in which statistics arerequired
for the purposes of, let us say, the Health Officer
of a city is, of course, a function of the accuracy
demands of the particular job. However, the
specification of desirable geographic detailis fur-
ther complicated by a lack of data on the geo-
graphical variation of the common indices of mor-
bidity. If a particular index is relatively stable
from one area to another, then obviously the
Health Officer's needs may be adequately served
by population rates for all cities of the size of his
own in the broad geographic region of the country
in which the city lies. On the other hand, if geo-
graphic variation is very great, perhaps nothing
will serve the Health Officer but data specifically
relating to his own city. For the time being this
matter must be settled on the basis of the judg-
ment of experts unsupported by evidence. Such
judgment will seek to find a reasonable compro-
mise between the ideal of great geographic detail
and the practical dictates of cost. As is well
known, the cost of obtaining the data increases
rapidly with the geographic detail required.

PART V

Individual Studies

Several of the examples cited in Part III
would require specialized studies which have
little relation to one another or to anational pro-
gram of data collection. Examples are: the pro-
vision of rosters of cases for investigation of dis-
ease etiology [C(l)], and statistics to indicate
the proporton of physically fit physicians and
nurses [D 5(a)]. Such studies would be best con-
ducted individually by the interested bodies.

Interest has also been expressed in studies
showing: (1) the modificatons broughtaboutinthe
usual course of chronic diseases by adequate pro-
fessional care; and (2) the manner in which some
of the social consequences of prolonged illness
may be avoided and economic savings brought
about by adequate medical, social, and rehabilita-
tion services. However, the Subcommittee felt
that these were beyond the scope of its assign-
ment. Such investigations should be made by
means of independent studies.

The use of the indices of morbidity and medi-
cal care produced by this survey to estimate the
personnel, facilities and services required in
meeting the health needs of the nation or of a
community presents difficult problems. No single
approach to such estimation is ideal but several
methods may be considered. These arediscussed
in this Appendix.

Review of Present Sources of National Morbidity Statistics

Those unfamiliar with sources of morbidity
statistics relating to the general population some-
times have the impression that there is nodearth
of estimates of the prevalence of various dis-
eases and impairments. Speeches by public offi-
cials, testimony before Congressional committees,
reports of conferences and statistical ''fact" books
are full of estimates that might seem to satisfy
the needs for such statistics. If the genealogy of
these estimates is traced back (and their lineage
is often complex), a remarkably high proportion
of them are found to have descended from the
findings of the National Health Survey of 1935-
1936. :

The National Health Survey

This survey was an attempt on the partof the
Public Health Service to find out thenumber, age,
sex, income level, and occupation of people inthe
urban population of the United States who had ex-
perienced disabling illness within the 12 months
prior to the visit of an interviewer or who at the
dme of the interview were believed to have a
specified chronic illness or impairment (whether
disabling or not). The Survey, despite its magni-
tude (737,000 households) and complexity was a
very well-planned project. The staff included
many competent statisticians and, because of the
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prevailing labor market and the cooperation of the
U.S. Employment Service and the W, P, A,, it was
possible to obtain a relaudvely high grade of work-
ers for interviewing, coding, and so forth. Though
critics have lately pointed to a number of short-
comings of the survey plan, the knowledge of sur -
vey design upon which these criticisms are based
was, for the most part, not available to those who
did the planning. The period, 1935-1950, was one
of very rapid development inall phases of the sci-
ence of data collection in population surveys.

There is no question but thart the data from
the National Health Survey have been put to very
wide use, Owing to the lack of really appropriate
statistics, the information has beenmadetoserve
purposes for which it was not well suited. Dr.
Leonard A. Scheele, Surgeon General of the Public
Health Service, in testimony before the Subcom-
mittee on Health of the Senate Committee on Labor
and Public Welfare (August 23, 1951), stated as
follows:” "In the past 15 years, tindings from the
National Health Survey of 1935-1936 have formed
the basis for about two hundred reports, artcles,
and comparative studies. The survey data have
been used to project estimates for more recent
years and for individual communities in an
attempt to measure needs for hospital and other
facilities and community services. Many of the
National Health Survey figures are of somewhat
doubtful applicability to present-day conditions."

The extensive useé of that material rightupto
the present time, even by people who were aware
of the risks involved in using it, is of itself a
stwrong indication that morbidiry statistcs are in
great demand.

Advances in Sampling

and Survey Techniques

No survey of national scope undertaking to
obrain more than a few very limited items on ill-
ness and its comsequences has been made since
the Narional Health Survey, However, public health
and sampling statisticians are now in a much bet-
ter posidon to say how a comprehensive survey
or surveys should be planned in order to produce
useful and accurate data, The following areas of
advance are illustrative:

1. From the uses to which the results of the
National Health Survey and other studies have
been put we have learned more about the types of
data it is necessary to have in a well-rounded
program of collection.

2. Much has been learned from research
done in Census work and in non-Governmental
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fields about berter methods of eliciting accurate
data by means of questionnaires and interviews,
In the design of schedules there have been some
marked improvements.

3. The developments in mass X-ray surveys
and the use of multiphasic screening techniques
have taught us a great deal about the problems of
detecting nonmanifest disease. Experiments with
the use of symptom schedules have had some suc-
cess in picking out persons who are in need of
medical care but who for one reason or another
have not sought medical assistance.

4, Longitudinal and cohort-type studieshave
provided new information about the characteris-
tics of illness, particularly chronic illness, the
frequency of disabling attacks, the clustering
within households, and similar data. The experi-
ence in these intensive studies will prove useful
in designing the more exiensive type of survey.

5. The very rapid advances that have been
made in the development of applied sampling
theory have showed how it is possible to design
probability samples of human populations that pro-
vide much greater sampling precision per dollar
expended, and during this development of theory
there has been a wholesome emphasis on making
the theory and the field application coincide. The
growing realization that all sources of error, and
not alone that which is due to sampling, must be
considered in planning and kept under control is
particularly important for illness surveys.

Other Recent Studies

Several studies recently completed, in plan-
ning, or under way will add ‘'some rather specific
methodological results in the field of the meas-
urement of illness. Among rthese studies are:

1. The Baltimore Eastern Health District
Study in which the white population of a sample of
35 blocks in the health district was studied for
periods up to 5 years (1938-1943). Actually 17 of
the blocks were included in the study for 5 years,
another 17 were included for 3 years, and one
block was dropped early inthe third year of study.
A small corps of well-trained interviewers made
monthly visits to all families residing in the
blocks at the time of the visits. Information was
obtained on illnesses or injuries thathad occurred

- since the previous visit and on all medical care

including preventive services received in the in-
terval. Any responsible member of the family who
happened to be present was accepted as the re-
spondent. Diagnostic information on cases of ill-
ness that had been attended by a physician was
checked with the physician or with hospital or
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clinic records, The study, which was jointly fi-
nanced by the Public Health Service and the
Milbank Memorial Fund, has provideddata for a
large number of special statistical investigations
among which are several which will contribute to
our knowledge of how to make more accurate sur-
veys of the less intensivetypeinthe future. It was
found, for example, that many of the chronic dis-
eases present in the population at the time of the
first visit were not brought to the atrention of the
interviewer until the family had been visited six
or more times. It was probably the occurrence of
a disabling attack that led to the firstreporting of
many of these diseases, but because of the length
of time that the families were followeditis likely
that nearly all serious chronic diseases present
were eventually picked up. To mention only one
other of the numerous varieties of investigation
that has been made, it has been possible to study
the course of chronicillnessinterms of frequency
and distribution of disabling attacks. New studies
of these Eastern Health District data will con-
tinue to appear for many years,

2, The California Morbidity Research Proij-
ecrt is being conducted by the State Health Depart-
ment with the assistance of the Bureau of the Cen-
sus and under a grant from the Public Health
Service. The objectives of the project are the
study of: (a) methods of obtaining data on illness
and disability from population surveys based on
objective sampling methods, and (b) methods of
using data arising from administrative programs,
in conjunction with population sample surveys, for
special purpose studies or statistics. In San Jose,
California, an intensive pilot study has been car-
ried out in which the interview method and the
diary merthod of collecting illness data have been
compared, a number of aspects of diary-keeping
have been investigated, and the effects of the in-
terviewer and the respondent upon the data have
been evaluated. Making use of the findings of the
San Jose study a statewide survey is soonto be
undertaken, both as a demonstration of the meth-
ods and also for the purpose of making further
methodological tests.

3. The Special Research Project of the
Health Insurance Plan of Greater New York will
provide as a by-product someuseful comparisons
of illness data from an interview and from the
records of a broad-coverage medical care plan.
This project is financed by grants from the
Commonwealth Fund and from the Rockefeller
Foundation. It includes: (a) a household interview
with each of a sample of 5,000 families insured
under the plan; (b) an identical household inter-
view with each of a sample of 5,000 households

representing a cross-sectian of the city of New
York; and (c) an analysis of accumnulated experi-
ence of individuals and families with utilization
of medical services as revealed by the records
of the plan. Diagnostic information obtainedinthe
interview can be compared with records of the
plan, and a similar comparison canbe made for
rates of utilization of medical services, thus pro-
viding a basis for calibration of the results ob-
tained in household surveys. Variation among in-
terviewers can be studied, and also the effect of
memory failure of the respondent can be meas-
ured for illnesses attended by a physician. Fur-
thermore, since the cost of the service has been
removed as a determining factor, the utilization
rates for persons covered by the plan will be of
great value in helping to determine what madical
care is required for persons with specific condi-
tions.

4. Surveys sponsored by the Commission on
Chronic lllness will make use of all methods of
measuring chronic illness in the population. In
Hunterdon County, New Jersey, a symptom ques-
tionnaire was provided for each adult to be filled
out by himself, a sample of families has been in-
terviewed, and subsamples of those with and with-
out manifest chronic disease will be screened by
means of diagnostic tests. Thorough physical ex-
aminations will also be given and historiestaken.
These should supply some particularly useful ex-
perience on the measurement of needs for medi-
cal care. A similar study to be conducted in
Baltimore, Maryland, is now getting under way,

5. The Pittsburgh Arsenal Health District _
Studies, being carried on by the Graduate School
of Public Health of the University of Pittsburgh,
will concentrate upon the familial aspects of ill-
ness but will also investigate methodological
problems in household illness surveys. The field
work for the first of these surveys, involving a
sample of several thousand households from a
section of the Arsenal Health District and a one-
percent sample of the remainder of the city of
Pittsburgh, has now been completed and analysis
of some of the results have begun to appear.

6. Other studies that contribute to the meth-
odology of morbidity surveys are: (a) the series
of small experiments being conducted by the Di-
vision of Public Health Methods on memory for
illness, respondent bias, interviewer variation,
accuracy of household report of diagnosis, and
existence or nonexistence of records carrying a
diagnosis in the offices of general practitioners;
(b) the very intensive study of home injuriescar-
ried out by the School of Public Health of the Uni-
versity of Michigan in Washtenaw County; (c) the
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Interesting trial of collection of national data on
the incidence of attended illness from a country-
wide sample of physicians, which is heing under-
taken by the Research Deparmment of Modern
Medicine Publications, Inc.; and (d) the surveys
of unmet medical care needs in rural areas of
Michigan, Ohio, and other areas, making use of
the symptom  schedule developed by Hoifer,
Schuler, and others.

When the results of the above-mentioned
studies and projects become available we should
know a grear deal more than we do now about the
relative value of various procedures for the

measurement of illness.

Morbidity Statistics Applicable to
Large Segments of the Population

Before considering the types of additionalda-
ta that should be collected to meet the needs for
nadonal statistics described in Part Il of thisre-
port, it is essential to review the present sources
and to determine the extenttowhichthese sources
are capable of filling the needs. The National
Health Survey of 1935-1936has already been men-
tioned. It has a number of inadequacies for cur-
rent use. In the first place, the survey was based
almost entirely on urban populations, Hence, na-
tional estimates may be quite far in error be-
cause of the failure to take into account differ-
ences between urban and rural morbidity. In the
second place, many important changes havetaken
place in the distribution andcharacteristicsofthe
population since 1936, and therehavebeenaltera-
tions in the parterns of provision of medical care
and in methods of prevention and treatmentofill-
ness. These alone would be sufficient to make the
results of the National Health Survey out of date,
burt in addition a world war hasintervenedleaving
in its wake not only a large number of service-
connecrted disabilities but also other less obvious
scars which may not even be detected for a num-
ber of years. Finally, current needs for statistics
are different and data from the Nadonal Health
Survey are not available in the proper form to
answer today's quesdons. To suggest that the
country continue to base important decisions on
statistics that are over 15 years old would be a
poor recommendation, even if the statistics were
well suited in other respects to the problems at
hand,

One other source of national statistics has
also been mentioned briefly—the Modern Medi-
cine Physicians Panel on Medical Treatment(see
"Other Studies'' above). This must be considered

28

for the time being a completely unproven mech-
anism which may turn out tobe capable of provid-
Ing national estimates (and possibly someregional
estimates as well) of the incidenceof attendedill-
ness by diagnosis in some derail. It may also
supply useful information on the types of attending
physician, and the types of drugs and other treat-
ment prescribed, Whether it will show rates for
population characteristics other than age and sex
is not yet known. The statistics are based upon a
report of the practice of anational sampleof phy-
sicians for one full week in each three-month pe-
riod.

Despite their vintage, mention should be made
of the studies conducted by the Committee on the
Costs of Medical Care in 1928-1931. Thedetailed
information on morbidity and utilization of medi-
cal services from the survey of 9,000 families,
and the estimates of medical care needs made by
Lee and Jones were not duplicated in the later and
larger National Health Survey. Consequently, the
studies of the Committee on the Costs of Medical
Care continue to provide the only source of cer-
tain very useful types of statistics. The23 papers
by S. D. Collins on morbidity and medical care
utilizadon rates from the household survey have
been widely used. The Lee-Jones estimates are
still consulted although their inapplicability to
present conditions is obvious.

Other significant sources or potential sources
of morbidity staristics may be classified as fol-
lows:

A. The notifiable disease reporting system
(including industrial diseases, cancer, rheumatic
fever, and other diseases in some States).

B. Data accumulated as a by-product of in-
surance and prepaid medical care plans.

1. Sick benefit associations, group health and

accident insurance.

2. Prepayment medical care plans (Health
Insurance Plan of Greater New York, Per-
manente Health Plan, indusetrial plans,
union plans, and others).

3. State disability insurance plans (Rhode
Island, California, New Jersey, New York,
and Washington).

4. Life insurance companies (results of phys-
ical examinations).

5. Hospitalization insurance plans (Blue
Cross, etc.).

6. Railroad Retirement Board plan.

C. Tax-financed public assistanceand medi-

cal care plans.

1. Programs providing all or a part of the
medical services required by recipients
of: old-age assistance, aid to dependent
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children, aid to the blind, aid to the per-
manently and totally disabled, andgeneral
public assistance (whether by capitatonor
fee-for-service),

2. Armed Services sickness and medical care

statistcs.

3. Admission or discharge or other hospital

statistics for Veterams Administration,
Public Health Service, and Indian Service
hospitals.

D. Other hospital and clinic admission and
discharge records (New York City Hospital Mor-
bidity Reporting Project).

E. Absenteeism records

1. In industry

2. In schools

F. Routine physical examinations

1. In industry

2. In schools

G. Records of physical examinations of Selec-
tive Service registrants.

H. Case-finding programs, muldtest screen-
ing programs, case registers.

I. National surveys using the schedule ofthe
Census Bureau's Current Population Survey.

J. Local surveys.

K. Miscellaneous sources (data on the back
of birth certificates, motor-vehicle accident re-
ports, industrial injury reports).

This list may not be complete, butit does in-
clude the major sources now producing records
that are or might be usable for statistical pur-
poses. It would be impossible to discuss each one
of them here, but certain characteristics ofthese
sources can be considered from the standpoint of
their usefulness for serving national needs.

The nature and scope of the data supplied by
the notifiable disease reporting system are well
known; hence, this source may be passed over
here with the comment that, though the reporting
system is indispensable, the diseases reported
constitute only a small fraction ofthetotalillness
experienced by the general population, no matter
which of the common units of measurementis used
for the comparison.

Turning to the sources in Category B, it must
first be stated that, with the possible exception of
State disability insurance plans, all of these have
a common limitatdon. This is the factor of self
selection in the coverage. In someoftheplans, by
virtue of the fact that coverage is automatic for
large groups, this factor is lessimportant, butone
still cannot use the data to make probability est-
mates for the general population.

In the State disability insuranceplans, cover-
age is complete for certainlegally definedclasses
of the population,

Another more serious limitation of the
sources in Category B arises from the restric-
tions in the type of illness covered by the insur-
ance and the termination of benefits under the
plans after a certain number of weeks have
elapsed or a certain number of dollars have been
paid. Only the broad-coverage prepayment plans,
of which the Health Insurance Plan of Greater
New York and Permanente Health Plan are given
as examples, do not suffer from this limitation,

For the most part,data from these insurance
plans relate to attended illness. Despite the limi-
tations, however, some sources in this category
have proved very valuable. As anexamplewemay
cite the Public Health Service stadsticsonindus-
trial sickness absenteeism in agroupofrepordng
organizations made up of mutual sick benefit as-
sociations, group health insurance plans, and
company relief departments. The data arelimited
to sickness and nonindustrial injuries causing
absence from work for 8 consecurive calendar
days or longer. With the exception of the reports
of illness in the armed services, these represent
the longest series of comparableillness statistics
published in the United States, going back as they
do to 1920.

The value of the records of broad-coverage
prepayment plans for special studies of attended
illness and the utilization of medical care has
been referred to previously.

Sources in Category C are limited to special
groups of the population which are entitled to fi-
nancial assistance or free medical care because
of special legislation. The Army and Navy sick-
ness and medical care statistics are the most
comprehensive statistics of the sort available on
any group in the United States. Many special
studies of importance have originated from these
sources, but, in general, the lack of represent-
ativeness of the groups included in Category C is
a major limitation to their use for most of the
purposes we have listed in Part III.

When hospiral admission or discharge rec-
ords are collected for all of the hospitals in a
large city (as was done in New York City by the
Welfare Council in 1933) so that it is possible to
relate hospitalization to a population-at-risk, the
stadstics can be useful in indicating differentials
in frequency of hospitalization in different seg-
ments of the population, Whilehospitalizedillness
represents only a small fraction of allillness re-
ceiving medical care and there is undoubtedly
great variation from one economic or social
stratum to another in the types and severity of
cases that are hospitalized, nevertheless, hos-
pitalization rates by diagnosis, age, sex, and
other characteristics of the population are much
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in demand for use in planning for facilities, serv-
ices, and personnel.

It should be remembered, however, thathos-
pital admission or discharge rates reflect only
usage of hospital facilities and must be supple-
mented by some kind of independent estimates of
demand in order to be helpful in planning.

Mental hospital statis*ics are currently pro-
viding our only national data on the magnitude of
the problem of mental illness. Strenuous efforts
are now being made by hospital administrators
and statisticians under the leadership of the Na-
tional Institute of Mental Health to improve the
statistics. Only a greater number of beds and
more medical personnel will remove one basic
limitation which is that the rates are largely de-
termined by the availability or lackof availability
of hospital care. .

Another use of hospitalization statistics re-
lated to a kmown populadon base is for obtaining
rough rates of incidence for diseases that are
rare and severe. Recent interest in aplastic ane-
mia, for example, has led to a search for hos-
pitalized case data in a known population.

Absenteeism records and routine physical
examinations vary gready in quality and useful-
ness. Only a few studies of school absenteeism
could be said to have contributed to the kinds of
needs for statistic$ mentoned in this report. The
pitfalls are: inaccurate diagnostic information,
lack of complete seasonal coverage, difficulty in
distinguishing between absence for illness and ab-
sence for other reasons, peculiar distributions by
days of the week, and the interruptions caused by
week ends and holidays. It should be possible,
however, to use absenteeism onaday-to-day bas-
is as an early index of epidemics, though the nec-
essary degree of cooperadon has in the past
proven difficult to maintain. (The causeofthe epi-
demic would probably have to be determined by
independent investigaton.)

School physical examinations are usually a
poor. source of information on the health of chil-
dren. Here and there one hears of communities
that have improved the examination procedure and
made real use of the results, butrecentefforts to
use the records from the roudne examinations
for statistical purposes are rare,

Physical examinations insome industries and
also in other programs, such as that of the Farm
Security Administrarion, have been the basis of a
large number of special studies. When the exami-
nations are uniformly and thoroughly carriedour,
and when there is not too great a factor of selec-
tivity determining which individuals come for ex-

amination, the compilation of statistics from the.
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results is very worthwhile. With a few exceptions,
however, the programs of physical examinatons
are restricted to the employees of a particular
plant or industry, and there is no basis for gen-
eralization of the results. Furthermore, the type
of information that is obtained from the usual
physical examination is not particularly valuable
for the uses listed above. This is because the
examinadon identifies various conditions thatmay
be indicative of the existence of disease, condi-
tions such as hypertension, anemia, overweighrt,
refractive errors, and so forth, but the results
of followup to determine diagnoses are only
rarely available, Nor is it usually possible tode-
termine from the records what medical care has
been received for the conditions discovered.

The same can be said for the Selective Serv-
ice examination records. The interpretationof the
voluminous data from this source has beena sub-
ject of controversy. To what extentdotheyreflect
poor health in the age groups of the registrants?
What is the effect of changing standards for ad-
mission on the recorded information? What is the
effect of differing practice from one induction cen-
ter to another? The consensus of statisticians
seems to be that only the most limited generali-
zations are possible.

Category H is intended to cover the programs
which have case-finding and case-following as
their objective. Some of these, such as the mass
chest X-ray screening, have reached millions of
people. In all of them the use of the results for
purposes of measurement is plagued by onegreat
question: What about the people who chose not to
be examined? Recently there have been several
studies aimed at determining the characteristics
of those who did not appear for screening, There
had not been any instance priorto1952of an inte-
gration for measurement purposes of multitest
screening with other measuring techniques. Be-
fore long, however, we shall have the results of
the surveys of the Commissionof Chronic Illness.
(See above.) It seems likely that the combination
in one survey or scries of surveys of muldtest
screening with physical examinations and inter-
viewing (i. e., disease detection examinations) of-
fer the greatest promise for providing morbidity
data of the breadth required to meet the national
needs. Such studies as are now under wayare lo-
cal in nature, but they will teach us a great deal
about the feasibility of applying the same methods
in more extensive surveys.

The number of diseases for which there
exists a screening test that can be carried out on
a mass scale is still small, and the efficiency of
the screening tests now in use (their ability to
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pick up a large proportion of existing cases with-
out too many false positives and false negatives)
is not accurately known. Much work is yet to be
done in this field, but the technique of mass
screening, devised for case-finding, may eventu-
ally extend greatly the usefulness of morbidity
statistcs.

Surveys remain the most useful, flexible, and
in many ways the most reliable source of statis-
tics on morbidity and utilization of medical serv-
ices. They are also, unfortunately, the most ex-
pensive source in cost per case of illness dis-
covered. Nevertheless, there is one survey based
on an accurately representative national sample
which can provide estimates for alimited number
of items at a very reasonable cost. This is the
Census Bureau's Current Population Survey
(C.P.S.). The monthly visiting of a sample of ap-
proximately 25,000 households, carried on by the
Bureau, is primarily for the purposeof collecting
economic and demographic dataonthelabor force,
such as unemployment, movement in and out of the
labor force, hours of work, and so forth. It is
possible to add to the schedule of this interview,
by arrangement with the Census Bureau, a maxi-
mum of, perhaps, six to ten questionsonany sub-
ject of importance to the Government, providing,
of course, that the questions only require infor-
mation that the household respondent, usually the
housewife, can supply. On several occasions this
means has been employed to obtain some limited
data on morbidity. Over a period of time the
C.P.S. could be used to accumulate a fair volume
of morbidity statisdcs relating to the noninsdtu-
tional population of the United States. The source
has, however, the following drawbacks: (1) the
sample was designed to produce only national es-
tmates whereas morbidity statistics are needed
at least on a regional basis; (2) the amount of in-
formation that can be collected in any one survey
is very small and the calls upon the C.P.S. by
various agencies of the Government are so nu-
merous that the monthly survey is usually booked
up well in advance; (3) the population of resident
institutions is not covered in the surveys, but it
should be possible to sample such institutions
separately; (4) the Census Bureau wouldhavedif-
ficulty training and maintaining a staff of the
specialized coders who code causes of illness
and, consequently, the studies conducted so far
have had to be designed to avoid this coding. (If a
regular program of surveys were conducted, this
last difficulty could probably be overcoine by de-
tailing coders to the Census Bureau,)

The outstanding advantage of the morbidity
estimates supplied by the C.P.S. is that an esti-

mate of sampling error can also be provided, ow-
ing to the fact that the 25,000 households consti-
tute a probability sample. Furthermore, inter-
viewers are carefully trained, and the Census
field offices provide good supervision, Results
are available relatively promptly.

In conclusion, one opinion sometimes heard
is that it should be possible to combinedata from
these many existing sources, including the noti-
fiable disease reports, to make a comprehensive
body of statistics on disease incidence and prev-
alence in the United States. A little studyindicates
thar this cannot be done. Not only are there seri-
ous gaps (particularly in information for rural
populations), but also the difficulties in putting to-
gether statistics from such a wide variety of
sources with differing definitions, completeness of
coverage, systems of classification, and soforth,
are overwhelming.

Nevertheless, if the fragmentary sources
listed above are looked upon as supplementary in-
formation to be used for improving the accuracy
and scope of data obtained from national surveys,
they offer many possibilities. Some of the poten-
tialities of the use of existingrecords as auxiliary
to a survey are being explored in the California
Morbidity Research Project. (See above.)

We must conclude, however, that it is not
possible to fill the urgent needs for national sta-
tistics on the incidence and prevalence of dis-
eases, injuries, and impairments and ontheurili-
zation of medical services by relying solely upon

. records now being collected or data currently

avaijlable.

How Other Countries

Have Met This Problem

Three other countries are now engaged in the
collection of national morbidity data by means of
surveys. These countries are: Canada, Denmark,
and Great Britain. In the case of the first two
countries the surveys have a limited duration
while the survey of Sickness in England and
Wales is a continuing program.

The Canadian Sickness Survey, for which the
field work is now complete, involved the visiting
at intervals of a month of some 10,000households
scattered throughout Canada. The survey lasteda
full year and was expectedto costinthe neighbor-
hood of $500,000. The following quorations from
an article in the bulletin of the Canadian Depart-
ment of Health and Welfare (December 1950) de-
scribe the type of data to be obtained and the gen-
eral objectives of the survey:
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"Some of the importantinformationthatisex-
pected to emerge from the survey will include
the amount and distribution of acute illness
for the survey year in various sections of our
population—how much time is lost and how
much it costs. Much information on the extent
and nature of chronic illness such as arthri-
tis, diabetes, and cancer will also be de-
termined along with the amount of disability
and cost involved in treating and caring for
such conditons.
"As well as learning much abour various
communicable diseases (measles, influenza,
etc.) and noncommunicable diseases such as
arthritis, cancer, and high blood pressure,
the groundwork will be laid for moredetailed
research projects into various aspects of the
diseases .. ..
""Public health authorities have realized for
many years the shortcomings of our current
knowledge of acute and chronic sickness and
disability, so that a need for such a survey
has existed for some time. Some statisticson
illness have been available for years in the
form of communicable disease reports,in-
dustrial sickness reports, and hospital rec-
ords, bur these figures have often been far
from complete. They have not, in any case,
represented an accurate total of Canadian
illness. Health authorities feel that a more
accurate knowledge of thehealth and sickness
of Canadians is indispensable for mapping
public health plans both for present and for
future needs. The present survey isdesigned
to produce this knowledge. It is alsorealized
that the present project is nota surveyto end
all surveys and that other applications of
similar methods may be used in the futureto
provide health indices in provinces and com-
munities,"

The objectives of the 3-year survey being
conducted by the National Health Service of Den-
mark are very similar to those stated for the
Canadian survey. The Danish project began in
June 1951 and it, too, involves monthly visitsto a
sample of households. A translation of a state-
ment by the National Health Service gives the fol-
lowing types of data that will be produced for the
population of the country:

1. Diseases not treared by a doctor with the

patient's own unverified diagnoses.

2. Diseases treatedby a doctor with diag-

noses verified by the doctors themselves,

3. Hospitalized diseases reported not only

according to the usual extracts from hos-
pital records, bur specified in regard to
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sex, age, duration, personal and social
conditions, etc,

4. The relation between patient's diagnoses
and doctor's diagnoses in cases treated
and verified by doctors.

During the course of the survey, information
on the illnesses of approximately 100,000 differ-
ent persons over 15 years of age will be obtained.
In addition to this survey there will be a special
study of hospitalized cases in Denmark for one
year beginning in 1952,

In Great Britain periodic surveys of illness
among persons over 16 years of age are being
made by a government social surveyorganization
on behalf of the Ministry of Health. They were
initiated in October 1943 and with a few inter-
rupuons have provided statistics for every month
since that time. Although the Sickness Survey was
originally set up to meer the emergency needs of
a country in the depths of total war, it was found
to be so useful that it was not abandoned at the
end of the war. So far as can be ascertained it is
a permanent fixture.

The questions on the schedule relate to all
illness and injuries experienced during a two-
month period whether a doctor was consulted or
not, the amount of time the person was confined
to bed and unable to go to work, the number of
visits of or visits to the doctor or dentist, and the
length of stay in the hospital. The causeof illness
1s coded in some detail.

In reply to a letter from a member of this
Subcommittee regarding possible gaps in thedata
now being collected in the survey of Sickness, Dr.
Percy Stocks, Medical Statistician, inthe General
Register Office of England and Wales, referred
to his paper, "Measurement of the Public Health"
(British Medical Bulletin, 1951, Vol. 7, No. 4, pp.
312-316) and stated as follows:

"The major gaps, and how they can be filled,

are mentioned in the paper. The diagnostic

detail is of course inadequate for many pur-
poses such as studies of neoplasms, but for
large fields of sickness which cannort be as-
sessed berter at present in any other way it
is adequate. Geographic detail can be obtained
by aggregating records of one or more
years; it would be useful of course if that
could be done more quickly for shortperiods,
but that would involve a sample size which
would be too costly; and in England and Wales
it may be possible to meet that need partly
by National Insurance certifications of unfit-
ness for work. I do not know of any items

which could be profitably added to the sched-
ule for regular use, but from time to time



special questions are appendedover alimited

period for research purposes astheoccasion

arises (e. g., concerning deafnessto assess
the need for provision of hearing aids).

"The only need for earlier diagnosis and

medical attention which I think to be im-

portant with the present arrangements for

medical care relates tomalignantneoplasms,
but I am not of the opinion that a Survey of

Sickness should be usedto attemptto improve

that posidion."

Statistics on sickness and injury claims un-
der the National Insurance Acts are also being
obtained in Great Britain. 'The Ministry of Na-
tional Insurance has arranged for a 10-percent
random sample to be taken of all claims to a
sickness benefit, a 20-percent random sample of
industrial injury benefit claims, and a 100-percent
analysis to be made of the industrial disease
claims. In the sample for sickness benefit the
diagnosis is associated with age, sex, marital

status, duration of incapacity, industry, occupa-
tion, locality, and other relevant factors; for in-
jury benefit cases the circumstances in whichthe
accident or disease arose is also associated."
("Note on Morbidity Statistics in England and
Wales," World Health Organization Morbidity
Conference, WHO/HS/Morb. Conf./3, 3 October
1951.)

To provide a population-at-risk for these
statistics from claims there will also bea 3-per-
cent sampling of the records on all persons reg-
istered under the National Insurance Acts.

Other developments in Great Britaininclude:
(1) a pilot study for what may become a nartional
sample of discharge or death records for hos-
pital inpatients; and (2) a pilot study to explore
the possibility of collecting information about
patients and illnesses treated by general prac-
tidoners, based on records maintained by these
practitioners.

PART VI

Recommendations:

Types of Data to be Collected in Order to Meet U. S. Needs

As the discussion in Part V indicates, there
exists a multiplicity of possible sources of data,
each dealing more or less adequately with some
segment of the population and with some dis-
eases., For the reasomns stated, however, these
sources camnot be brought together to providethe
material for an objective picture of the amount
of disease, disability, or medical needs atthena-
tonal, regional, or local level.

Function of National Morbidity Surveys

We recommend that a continuing national
survey be conducted, adequate to provide re-
gional estimates at intervals of two years and
estimates for the nadon as a whole at quarterly
intervals. Its purpose would be to obtain data on
the prevalence and incidence of disease,injuries,
and impairments, on the nature and duration of
the resulting disability, and on the amount and
type of medical care received. Thedata would be
obtained from a probability sample of households
(with special provision for the sampling of insti~
tutions including hotels).

The suggested maximum interval of 2 years
between publications of results from the continu-

ing national survey seems adequate to us at the
present ime to serve the major needs outlinedin
Part III. However, we recommend that the field
work be organized in such a way that more fre-
quent surnmarizations may be made for the nation
as a whole if the need should arise, We further
recommend the use of a relatively small corpsof
interviewers for the field work with interviewing
conducted during a part of each month, rather
than a larger corps of interviewers working at
less frequent intervals. This will have the ad-
vantage of permitting more intensive training of
interviewers at no extra cost. It alsoshouldmake
possible closer supervision of the field work.
Furthermore, the special studies will requirethe
establishment of a permanent governmentunit for
effective planning and administration. Instead of
expanding and contracting this staff before and
after large intermittent national surveys, it would
be better to have continuous field work under the
charge of a small staff of fixed size and high
competency.

Current interests center in chronic diseases
rather than in acute diseases with a marked sea-
sonal pattern. Nevertheless, seasonal changes
make it desirable to have survey results which
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apply to a whole calendar year, or calendar
years. Field work conducted during a partofeach
month can be planned in such a way that results
may be summarized at the end of a year or two
years. With slight modificadons quarterly changes
may also be watched if necessary. Experience in-
dicates that two visits to each household will im-
prove the completeness of reporting of chronic
diseases present. The panel of households can be
changed several times during a year in order to
give a better sample coverage for annual or
biennial averages.

In a survey of national scope, itwill presum-
ably be necessary to employ part-time lay inter-
viewers for the most part. For diagnosed ill-
nesses, experience in previous morbidity surveys
indicates that lay interviewers, if competently
trained, can obrain data which permit a classifica-
ton into meaningful diagnostic categories in the
International Statistical Classificadon of Dis-
eases, Injuries, and Causes of Death (6th revi-
sion). Diagnoses reported by the household re-
spondent will be checked with the medical prac-
titioner if tests now in progress show that this
method is practical and useful.

The importance of providing data that are
usable at the local level has been noted earlier in
this report. From the existing knowledge about
differentials in morbidity rates andin availability
of medical care in different parts of the country,
it is our opinion that satisfactory data for use at
local levels will be obtained from a survey large
enough so that dara can be published separately
for each of some 50 regions into which the coun-
try can be divided. Several methods of making
this subdivision have been examined by the Sub-
committee. It is suggested that 10 of theseregions
be the 10 largest metropolitan areas. For there-
malining 40 regions, one of the following alterna-
tives is suggested;

1. A geographic subdivisioninto 10 areas,and
within each area, a stratification by city
size into 4 strara,

2. A geographic subdivisioninto 13 areas, and
within each area, a stratification by city
size into 3 strarta.

3. A geographic subdivision into 20 areas,
and within each area, a stratificadion into
2 strata—urban and rural,

The best choice depends on therelative mag-
nitude of geographic differentials inmorbidicty and
medical care, as compared with differentials that
are associated with size of city. Bytheuse of one
of these plans, or some combination of them, we
believe that each region will be sufficiently homo-

34

geneous so that a local area can safelyutilize for
its purposes the survey data for the region in
which the area lies.

Function of Special Studies

Although the general surveys will furnish
basic data not at present available, there willre-
main numerous important gaps. Notonly willdiag-
nosdc detail be insufficient for many purposes but
no information will be obtained from these gen-
eral surveys about nonmanifest illnesses. Fur-
thermore, accurate data will be obtained only for
diseases of relatively high prevalence and inci-
dence.

Undiagnosed disease will appear inthe sched-
ules either as symptoms, or as diagnoses notac-
companied by evidence that they were made by a
physician. It would be desirable to follow through
on cases of this type by a diagnostc appraisal.
Probably, only a subsample of such cases would
need to be studied.

The identification of nonmanifest diseases,
i.e., diseases which canbeidentified by diagnostdc
measures but which have not yet caused symptoms
recognized by the patient as such, is animportant
part of modern preventive medicine. This can be
done either by the complete examinadon method,
by prior application of screening tests, followed
by more definitive diagnostic examinations in
those with positive tests, or by a combination of
these methods, with a short physical examination
serving, in effect, as one of the screening tests.
There is already sufficient experience at hand
(notably in the five pilot studies which were spon-
sored by health departments in cooperaton with
the Public Health Service?) to indicate that such
methods of finding nonmanifest disease are prac-
ticable and fruitful. However, up to the present,
it has not been possible to apply thesemethods to
a representative sample of the adult population.
(School health examinations, in areas where they
are adequately performed, represent, in part,
case-~finding of nonmanifest disease in the school
population, but not of the total population of school
age.) The services required to provide treatment

2The scudiea were conducted in; Richmond, Vitginia; Aclanca,
Ga.; 22 councties in Alabsma; Boswn, Masas.; and Indianspolis, Ind.
This is by no means a complece list of the screening scudies that
have conmibured to the developmenr of the technique.



for the conditions found cannot be estimated until
the prevalence of nonmanifest disease in the gen-
eral population is known, If a study of nonmanifest
disease is made, a study of undiagnosed disease
should also be included.

Consequently, itisrecommendedthata series
of special studies be conducted in addition to the
seneral curveys. The principal functions of these
special studies will be as follows:

1. To obtain data on undiagnosed and non-
manifest disease, by means of laboratory screen-
ing, detection and physical examinations of sub-
samples drawn from the general surveys.

2. To obtainnecessarydata, whereitis lack-
ing, on the natural course of a disease or on the
effectiveness of medical care or rehabilitation
programs.

3., To collect statistics on the methods of
payment and costs of medical care and totest the
accuracy of these by making use of outside
sources.

4, To assemble any data from the existing
studies and sources described in Part V as may
be useful for supplementing the findings of the
national survey.

5. To attack methodological problems re-
lating to the measurement of morbidity and the
relationship of such measurements to the pro-
vision of medical care.

6. To evaluate existing medical care pro-
grams and local studies such as the various mul-
titest programs, the Framingham Project, etc., in
cases where such evaluations will contribute to
knowledge of techniques for obtaining desired data.

Requests for Datec That

are not Feasible to Meet

Needless to say, a combined program ofgen-
eral and special studies will fail to meet numer-
ous requests for dara by particular bodies. Ingen-
eral, the methods proposed are not suitable where
great diagnostic detail is demanded orwheredis-
eases or conditions that are rare are to be
studied.

Investigations to determine the extentof men-
tal illness, alcoholism, narcotic addiction, use of
habit-forming drugs, and special disease entities
of rare frequency could not feasibly be included
in the general morbidity survey or any of the spe-
cial studies that would be a part of the general
program, Accordingly, it is recommended that
such investigatons be undertaken independently by
those groups and agencies which are primarily
concerned with each specific problem.

PART VII

Recommendations on Survey Design

Major Specifications of
Accuracy and Detail

The national survey will be conducted on a
continuous basis providing quarter-yearly mor-
bidity startistics for each of 11 metropolitanareas
and 3 population-size classes in 13 regions. The
specifications would provide for two interviews
(3 months apart) with each of the sample house-
holds and, when the sample results are cumulated
over a two-year period, they should permitofes-
timates (for each of the 50 areas) such that the
relative sampling error would be less than 50
percent for characteristics that occur in more
than 1 percent of the population. For characteris-
tics of greater frequency, the coefficients of vari-
ation of estimates in each of the merropolitan
areas and population-size classes withineach geo-

graphic region should be less than X percent for
characteristics that occur in more thanY percent
of the national population as showninthe following
table:

X h'd
S0 1
15 10
12 15
9 25
S 50
3 75
2 90

Separate estimates are needed for these 11
metropolitan areas: (1) New York, (2) Chicago,
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(3) Los Angeles, (4) Philadelphia, (5) Detroirt,
(6) Boston, (7) San Francisco, (8) Pittsburgh,
(9) St. Louis, (10) Cleveland, and(11) Washington,
D. C. Separate estimates are needed also for the
following geographic regions: (1) New England,
(2) New York, Pennsylvania, and New Jersey,
(3) Maryland, Virginia, North Carolina, and Del-
aware, (4) Georgia, Florida, and South Carolina,
(5) Alabama, Mississippi, and Louisiana, (6)
Illinois, Indiana, and Ohio, (7) Wisconsin and
Michigan, (8) North and South Dakota, Nebraska,
Kansas, Minnesota, and lowa, (9) Kentucky, Ten-
nessee, and West Virginia, (10) Missouri and Ar-
kansas, (11) Oklahoma, Texas, New Mexico, and
Arizona, (12) Montana, Idaho, Wyoming, Nevada,
Utah, and Colorado, (13) Washington, Oregon, and
California. And within each of the geographic re-
gions, estimates are needed for these three pop-
ulation groups: (1) rural, including places under
2,500, (2) cities of from 2,500 up to 50,000, and (3)
cities of 50,000 or over.

Major Specifications

of the Survey Design

1. General, During a two-year period, 45,000
dwelling units will be slected for the sample, and
each sample dwelling unit will be enumerated in
two consecutive quarters resulting in a total of
90,000 enumerations. On the average, threesam-
ple dwelling units will be subsampled from the ex-
pected 9 dwelling units within each of the 15,000
sample segments. The sample segments will be
located within 500 primary sampling units se-
lected from the approximarely 2,000 such primary
sampling units in the United States. Within the
sample dwelling unit any responsible adult 18
years of age or older will serve as respondent for
himself and all related persons in the household.
Assuming a questionnaire similar to the oneused
in the San Jose Health Survey andthe HIP Survey,
a household enumeration would require about one
hour to complete.

2. Metropolitan areas. The 11 metropolitan
areas are primary sampling units selected for the
sample with certainty. About 9,000 separate dwell-
ing units, one-fifth the sample dwelling units, will
be enumerated in metropolitan areas. The enu-
merations will be approximately equally divided
among the 11 areas so that within a two-year
period about 820 separate dwelling units or 1,640
enumerations will be made in each area. Since
the enumerations will be taken monthly, there will
be about 65-70 enumerations per month in each
area. However, it is specified that during the
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first 3 enumeration months only one half that
number be made, and that each month thereafter
dwelling units that were enumerated 3 months
earlier for the first time be reinterviewed, and
an equal number of new sample dwelling units be
enumerated for the first time,

3. Geographic regions, exclusive of metropolitan
areas, There will be 489 primary sampling units
in the 13 geographic regilons. The 200 odd primary
sampling units in the Current Population Survey
will be supplemented by the necessary number of
new primary sampling units. To reduce the scat-
ter between enumeration units, it is planned that
a given primary sampling unit will be visitedonly
once a quarter. This will be accomplished by as-
signing one-third the number ofprimary sampling
units in each region to sets A,B, and C, respec-
tively. The enumeration of dwelling units in pri-
mary sampling units in set A will bemade during
the first, fourth, and seventh months and every
third month thereafter. The enumerationofdwell-
ing units in primary samplingunitsinset B will be
made during the second, fifth, and eighth months
and every third month thereafter. And, likewise,
the dwelling units in primary sampling units in
set C will be enumerated during the third, sixth,
and ninth months and every third month there-
after.

During a two-year period about 72,000 enu-
merations will be made in the 36,000 sample
dwelling units in the geographic regions. There-
fore, on the average, about 3,000 enumerations
will be made in each month in 163 primary sam-
pling units—or about 18-20 enumerations per
primary sampling unit per quarter.However,itis
specified that during the initial enumeration in a
primary sampling unit only one half the regular
number of monthly enumerations be made, and
that each quarter thereafter, the dwelling units
enumerated for the first dme a quarter earlier
be reinterviewed, and an equal number of new
sample dwelling units be enumerated for the first
tme,

Special Studies

The national survey would not meert allof the
most pressing needs for morbidity statistics un-
less it is supplemented by special studies. The
most important special studies arethosedesigned
to obrain data on undiagnosed and nonmanifest
diseases by means of physical examinations of a
sample of the U.S, populadon,

The surveys of undiagnosed and nonmanifest
diseases discussed in Part VI, can bestbe under-
taken as part of the nadonal survey but on a sub-



sample. Such a survey wouldinvolve actual physi-
cal examinations for a random subsample of the
U.S. national sample. The examinations wouldre-
quire a medical "crew" and equipment, and it
would be necessary to "bring together" the sam-
ple cases and the examining facilities. This may
mean either bringing the facilities to the subjects
(i.e., by means of completely mobile examining
units) or bringing the subject to the facilities. In
the past, screening tests have run into a high
selectivity factor. Even in screening programs
confined to a single industrial or governmental

establishment, it has not been possible to get 100
percent of the group to come in for examination.
The success of a program calling far the exami-
nation of a representative sample of theU.S. pop-
ulation depends upon the ability ro get pracrically
all (at least 90 percent) of the populationto come
in for examination. Experience with methods for
achieving this goal is not yet available and exten-
sive experimentation is necessary with mobile
examining units, publicity campaigns, special
transportation for examinees, etc.

PART VIl

Suggested Methods for Obtaining Data on Need for Medical Care _

The need for well-founded estimates of the
faciliries and services required to furnish good
medical care is generally recognized. Such es-
timates are indispensable for formulating policy
with regard to questions such as the desirable
number of physicians, nurses, dentists, techni-
cians, and related persomnmel to be trained; the
number of general and special hospital beds to be
built; the number and type of other institutions
for the care of the sick to be established, and so
forth, For some purposes interest centers pri-
marily in the total services and facilities re-
quired to provide medical and preventive care to
a specified group of people; for others, separate
estimates are wanted for people known to have a
particular disease or impairment.

The estimartion of the amount of medical care
needed in a given situation presents difficult prob~
lems. No single method of measurement is ideal.

Needed medical care may be described as
that care (in the broadest sense) which a
person would seek, if it were available, if
he knew it was available, if he were well-
informed as to what was considered desir-
able medical care, and if there were no
important economic or other barriers to his
obtaining it.

The following three methods for obtaining es-
timates of need for medical care, asdistinguished
from ordinarily obtained medical care, may be
considered:

1. By expert appraisal of the needs either of

(a) persons with one or another diseaseor

group of diseases,! or of (b) a sample of
persons, both well and sick, from thegen-
eral population. In the former procedure
the rotal picture of needs for medicalcare
would be obtained by studying diseases,
group by group, and adding the estimated
needs for these groups, including separate
estimates for preventive services and for
care required by persons with latent or
nonmanifest disease, usuallychronic. Data
from morbidity surveys would also bere-
quired, to provide a basis for combining
estdmates in the different groups. The-
validity would depend in part upon the
representatveness of the samples of per-
sons with the various diseases.

In the latter procedure representative
samples from the general population
would be studied by experts to determine
all services needed, including diagnostic,
Summarization might be in terms of cat-
egories of services rather thandiagnoses.

Ithis would be similar to the method used in the so-called Lee-
Jonea estimates from the swmdies of the Committee on the Costs of
Medical Care. Sce ““The Fundamentals of Good Medical Care® by
Roger ]. Lee and Lewis Webster Jones, assisted by Barbara Jones;
Publication No. 22 of the Commirtee on the Costs of Medical Care.
The Universicy of Chicago Press, Chicago, Illinois, 1933.
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In both procedures the validity would
depend upon the consistency among experts
in their appraisal of needs, and also upon
the extent to which people with medical
needs would actwally use facilities pro-
vided for those needs.

. By study of the services actually obtained

by groups under the most favorable con-
dirions now existing, (a) Insurance covered
groups (such as the Health Insurance Plan
of Grearer New York). To this would have
to be added an estimate for the services
not covered by the insurance plan and an
adjustment for selection of the insured
group (employed, age, etc). (b) Physician's
families. (c) Highest income group. Study
of services could be secured either from
the recipients by the journal method or by
periodic visits, or by studying a recordof
services from vendors of such services,
e.g., physicians, hospitals, outpatientclin-
ics, etc., classified by economic status of
the recipient, The last named method re-
quires, of course, thatthepopulation serv-
ed by the vendors be known and that all
sources of medical service tothat popula-
tion be included.

3. By collection of evidenceregarding claimed
or apparent shortages of services and fa-
cilides. Examples of probable shortages
for which fairly good evidence could be
obtained are (a) psychiatrists; (b) public
health physicians; (c)nurses; (d) hospital
beds (general and chronic); (e) dentists.

It should be noted that these three methods
differ in their assumptons. Method 1 is dependent
upon expert opinion as to what care is needed.
Method 2 assumes that the best care now obtained
by favored groups is a reasonable approximation
of the care which would actually be soughtand
needed by all groups, if economic and other bar-
riers were minimized. Method 3 would probably
yield the most conservative estimates of unmet
needs, since it would be based for the most part
on those unmet needs already manifest as a re-
sult of existing demand, rather than on demand
that would exist if economic and other barriers
were at a minimurmn.

A combination of a morbidity survey with
method 1 would seem to be the most convincing
and feasible method. From the standpoint of
methodology, however, it would seem desirable
that all three methods be studied. It may very
well appear that each method would supply infor-
mation not obtainable from any of the others.
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APPENDIX Il

NATIONAL HEALTH SURVEY ACT

PUBLIC LAW 652 - 84TH CONGRESS

CHAPTER 510 - 2D SESSION-S. 3076

AN ACT

To provide for a continuing survey and special srudies of sickness and disability in the United Srates, and
for periodic reports of the resulrs thereof, and for other purposes.

Be it enacted by the Senate and House of Representatives of the United
States of America in Congress assembled, That this Act may be cited as the
""National Health Survey Act'.

Sec. 2. (a) The Congress hereby finds and declares—

(1) that the latest information on the number and relevant charac-
teristics of persons in the country suffering from heart disease, cancer,
diabetes, arthritis and rheumatism, and other diseases, injuries, and hand-
icapping conditions is now seriously out of date; and

(2) that periodic inventories providing reasonably current informa=
tion on these matters are urgently needed for purposes such as (A) apprais-
al of the true state of health of our population (including both adults and
children), (B) adequate planning of any programs to improve their health,
(C) research in the field of chronic diseases, and (D) measurement of the
numbers of persons in the working ages sodisabled as to be unable to per-
form gainful work.

(b) It is, therefore, the purpose of this Act to provide (1) for a conrinuing
survey and special studies to secure on a non-compulsory basis accurate and
current statistical information on the amount, distribution, and effects of illness
and disability in the United States and the services received for or because of
such conditions; and (2) for studying methods and survey techniques for securing
such statistical information, with a view toward their continuing improvement.

Sec. 3. Part A of title IIl of the Public Health Service Act (42 U. S. C, ch.
6A) is amended by adding after section 304 the following new section:




"NATIONAL HEALTH SURVEYS AND STUDIES

Sec. 305. (a) The Surgeon General is authorized (1) to make, by sampling
or other appropriate means, surveys and special studies of the population of the
United States to determine the extent ofillness and disability and related infor-
mation such as: (A) the number, age, sex, ability to work or engage in other
activities, and occupation or activities of persons afflicted with chronic or other
disease or injury or handicapping cofdition; (B} the type of disease or injury or
handicapping condition of each person so afflicted; (C) the length of time that
each such person has been prevented from carrying on his occupation or activ-
ities; (D) the amounts and types of services received for or because of such con-
ditions; and (E) the economic and other impacts of such conditions; and (2) in
connection therewith, to develop andtestnew or improved methods for obtaining
current data on illness and disability and related information.

"(b) The Surgeon General is authorized, at appropriate intervals, to make
available, through publications and otherwise, to any interested governmental or
other public or private agencies, organizations, or groups,or to the public, the
results of surveys or studies made pursuaunt to subsection (a).

"(c) For eachfiscal year beginning after June 30, 1956, there are authorized
to be appropriated such sums as the Congress may determine for carrying out
the provisions of this section.

"(d) To assist in carrying out the provisions of this section the Surgeon
General is authorized and directed to cooperate and consult with the Depart-
ments of Commerce and Labor and any other interested Federal Departments
or agencies and with Statehealth departments, For such purpose he shall utilize
insofar as possible the services or facilities of any agency of the Federal Gov-
ernment and, without regard to section 3709 of the Revised Statutes, as
amended, of any appropriate State or other public agency, and may, without re-
gard to section 3709 of the Revised Statutes, as amended, utilize the services or
facilides of any private agency, organization, group, or individual, in accord-
ance with written agreements between the head of such agency, organization, or
group, or such individual, and the Secretary of Health, Education, and Welfare.
Payment, if any, for such services or facilities shall be made in such amounts
as may be provided in such agreement."

Sec. 4. Section 301 of the Public Health Service Act (42 U. 5. C. 241) is
amended by striking out the word "and' atthe end of paragraph (f), redesignat-
ing paragraph (g) as paragraph (h), and inserting irnmediately following para-
graph (f) the following new paragraph:

"(g) Make available, to health officials, scientists, and appropriate public
and other nonprofit institutions and organizations, technical advice and assist-
ance on the application of statistical methods to experiments, studies, and sur-
veys in health and medical fields: and",

Approved July 3, 1956.

& U.5. GOYERHMWENT PRINTING OFFICE : 1941 O—654-808
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OUTLINE OF REPORT SERIES FOR VITAL AND HEALTH STATISTICS
Public Health Service Publication No. 1000

SERIES 1-4. GENERAL SERIES. Program descriptions, methodological research, and anslytical studies of vital and health statistics.
Earlier reports of this kind have appeared in “Vital Statistics~Special Reporta® and in "Health Statistics from the National Health Survey,” Series
A and D, PHS Publication No. 584. .

Series 1: Programs and collection procedures.— Reports which describe the general programs of the Nationel Center for Health Statistics and
its offices and divisions, data collection methods used, definitians, and other material necessary for understanding of the techni-
cal charactleristics of published data.

Series 2: Dats evajuation and methods resesrch.—Studies of new statistical methodology including: experimental tests of pew survey meth-
ods, studies of vital statistics collection methods, new analytical techniques, objective evaluations of relisbility of collected data,
contribulions to statiatical theory.

Series 3: Analylical Studies.—This series comprises reports presenting anslytical or interpretive studies based on vital and health statisties.

Series 4: Documents and committee reports.—Final reports of major committees concerned with vital and health statistics and documents
such as recommended model vital registration laws and revised birth and death certificates.

SERIES 10-12. DATA FROM THE NATIONAL HEALTH SURVEY
Earlier reports of the kind appearing in Series 10 have been issued as “Health Statistics from the National Health Survey,” Series B snd C, PHS
Publication No. 584.

Series 10: Statistics on illness, accidental injuries, disability, use of bospital, medical, dental, and other services, and ather health-Telated
topics, bused on data collected in the continuing National Health Interview Survey.

Series 11: Data from the Health Examination Survey based on the direct examination, testing, and measurement of national samplea of the
population of the United States, including the medically defined prevalence of specific disenses, and distributions of the popule-
tion with respect to various physical and physioclogical measurements.

Series 12: Data from the Health Records Survey relsting to the health characteristics of persons in institutions, and on hospital, medical
nursing, and personal care received, based on natiane] samples of establishments providing these services and samples of the
residents of patients, or of records of the establishments.

SERIES 20-23. DATA FEOM THE NATIONAL VITAL STATISTICS SYSTEM
Earlier reports of this kind have been izsued in “Vital Statistics—Special Reports.”

Series 20: Various reports on mortality, tabulations by cause of death, sge, etc., time series of rates, data for geographic aress, Sutes,
cities, etc.—other than as included in annual ar monthly reports.

Series 21: Data on natality such as birth by age of mother, birth order, geographic areas, States, cities, time series of rates, etc.—compila-
tions of data not included in the regular annual volumes or monthly reports.

Series 22: Dats on merriage and divorce by various demographic [actors, geographic aress, etc.—other than that included in anoual or monthly

reports.

Series 23 Data [rom the program of sample surveys related to vital records. The subjects being covered in these surveys are varied includ-
ing topics such as mortality by socioeconomic classes, hospitalization in the last year of life, X-ray exposure during pregnancy,+
[1”-8

Catalog Card
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Origin, program, and operation of the U.S. National Hesalth Survey. A desecription of
the developments leading to enactment of the National Health Survey Act, and 2 sum-
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