NCHS Dataline
THE NATIONAL HEALTH CARE SURVEY:
CHANGE IS IN THE AIR
The National Nursing Home Survey is developing
mechanisms to use computer-assisted data collection
to capture expanded and more timely information on
nursing homes and their residents. The National Hospital Discharge Survey (NHDS) will test the feasibility
of collecting data on medications, one of the fastest
growing segments of health care expenditures, and
the National Hospital Ambulatory Medical Care Survey (NHAMCS) will present new data on the adequacy
of emergency department services and equipment for
children. These are some new activities planned for
the family of surveys known collectively as the National Health Care Survey (NHCS).
The National Center for Health Statistics (NCHS),
part of the Centers for Disease Control and Prevention, monitors characteristics of the health care system
and the nation’s utilization of health care services
through the NHCS. Data from these surveys can help
answer questions about the epidemiology of health
conditions and diseases, the content of the medical
encounter, patient health status, the volume and nature of services provided, the quality of care received,
and disposition following care. Major strengths of the
surveys are that they provide the most up-to-date nationally representative data on health care utilization
and provide a wide range of information on trends in
utilization and changes in the health care delivery
system.
Information on the background, current status, and
recent ﬁndings of the NHCS surveys are presented in
this article. New plans are discussed, including changes
to surveys and an increased focus on their use for
responding to emerging health policy and public
health issues. This article also describes new options
and formats for accessing data and research ﬁndings
from these surveys.
INDIVIDUAL SURVEYS
The NHCS surveys collect data from health care establishments to describe characteristics of the system, the
patients who receive health care services, and the content of health care encounters. Key NHCS survey components include:
• National Hospital Discharge Survey (NHDS)
• National Survey of Ambulatory Surgery (NSAS)

• National Ambulatory Medical Care Survey
(NAMCS)
• National Hospital Ambulatory Medical Care
Survey (NHAMCS)
• National Home and Hospice Care Survey
(NHHCS)
• National Nursing Home Survey (NNHS)
Summary information on these surveys is provided
in Figure 1.
Each component survey begins with a sample of
providers or establishments, followed by a sample of
patient encounters or episodes. Using encounter forms
developed by NCHS staff, as well as administrative
and/or medical records maintained by providers, the
surveys collect data on patient demographics (such as
age, gender, and race/ethnicity), expected source of
payment, diagnoses (at admission and at discharge),
diagnostic tests, services provided, and disposition of
care. In addition, they provide information on the
providers and health care establishments themselves—
information on stafﬁng, facility/physician characteristics, types of services offered or provided, managed
care participation, and government ﬁnancing of health
care services.
Because the surveys are complementary, using common variable deﬁnitions and coding schemes, data
can be directly combined to study issues that span the
health care system. For example, data from the NAMCS
and NHAMCS may be directly combined to estimate
utilization of ambulatory care services1 or the surveys
can be analyzed individually to look at overall trends
in utilization in a speciﬁc type of setting. Data may be
combined with other NCHS surveys to study public
health and health policy issues. For example, a recent
study combined data from the NNHS with NCHS’s
National Health Interview Survey to study the prevalence of chronic conditions among the elderly, using
both datasets to provide better national estimates of
the burden of these conditions.2
Participation in the surveys is voluntary, and every
effort is made to minimize the burden on the individual practitioner or institution. Data are collected
with the legal guarantee of conﬁdentiality, and the
surveys’ data processing and reporting procedures
ensure that no information that could possibly identify an individual physician, practice, institution, or
patient are released to the public or the research
community.
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Figure 1. Characteristics of NHCS components

Survey

Type of data

Years fielded

Current sample size (approximate)

National Hospital Discharge
Survey (NHDS)

Hospital discharges

1965–present

Approximately 500 hospitals
in sample in 2000; 300,000
discharges

National Survey of
Ambulatory Surgery (NSAS)

Ambulatory surgery
discharges

1994–1996

500 facilities in 1996;
120,000 discharges

National Ambulatory Medical
Care Survey (NAMCS)

Visits to office-based
physicians

1973–1981, 1985,
1989–present

3,000 physicians in 2000;
27,400 encounters

National Hospital Ambulatory
Medical Care Survey (NHAMCS)

Visits to emergency
and hospital outpatient
departments

1992–present

488 hospitals in 2000; 25,600
emergency department
encounters; 27,500 outpatient
department visits

National Home and Hospice
Care Survey (NHHCS)

Agency characteristics,
current patients, and
discharges

1992–1994, 1996,
1998, 2000

1,800 agencies in 2000;
7,440 current patients;
6,500 discharges

National Nursing Home
Survey (NNHS)

Characteristics of
nursing homes with
three or more beds;
sample of current
patients and discharges

1973–1974, 1977,
1985, 1995, 1997,
1999

1,500 nursing homes in
1999; 8,200 current residents;
6,900 discharges

RECENT FINDINGS FROM THE NHCS
Over the years, the NHDS has documented changes in
health care delivery to hospital inpatients. An important example is the ﬂuctuation in rates for cesarean
deliveries over time (Figure 2). Cesarean rates increased dramatically during the 1970s and 1980s, peaking in 1988 to 24.7 per 100 deliveries or about onequarter of the nation’s births. Rising rates drew national
attention to concerns about potential over-utilization
of this procedure and stimulated the scientiﬁc community to review evidence about its effectiveness. Concurrent with national recommendations calling for a
decline in the rate of C-sections, the next seven years
showed a decline to 20.8 per 100 deliveries in 1995.
Rates began to climb again in the late 1990s in the
face of concerns about complications that may result
from a trial of labor after a prior C-section.3
Analysis of NHDS data also chronicled the virtual
disappearance of two procedures from the hospital
inpatient setting—tonsillectomy and cataract removal.
Both procedures moved almost entirely to outpatient
surgery and are reported in the NSAS. While in the
ﬁeld in the mid-1990s, the NSAS documented the increasing numbers of medical procedures undertaken
on an outpatient basis, whether in a hospital setting or

a freestanding facility. Unfortunately, because of resource constraints the survey has not been ﬁelded
since 1996.
The NAMCS has documented shifting trends in
visits to ofﬁce-based physicians as well as in the structure of their practices. For example, in 2000 there
were an estimated 823.5 million visits to physician ofﬁces, or about 300.4 visits per 100 persons. There was
an increasing trend toward physician ownership of

Figure 2. Rate of cesarean delivery,
United States, 1970–2000
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medical practices and away from hospital-based practices. The proportion of ofﬁce visits in which a physician or physician group was the owner of the practice
increased from 74% in 1997 to 88% in 2000. The rate
of visits to ofﬁces owned by hospitals declined from
7.6% to 2.7% during this period.4
The NHAMCS has been tracking the increasing
provision of care in hospital emergency departments
at a time when the overall number of hospital emergency departments nationwide is decreasing. Emergency department visits increased 14% from 1997 to
2000 and, while recent analysis indicates that emergent cases are receiving care in a timely manner, many
non-urgent patients now wait an average of an hour or
more to be seen.5
Data from the NHHCS demonstrate the critical link
between Medicare reimbursement rates and the utilization of home health care services. The use of home
health care services increased substantially in the 1990s.
From 1992 to 1996, the rate of use of home health
care services increased from 4.8 people per 1,000 to
9.2 per 1,000. Medicare is a primary payment source
for home health care services, and in 1997, to curtail
growth in utilization, the Balanced Budget Act (BBA)
was enacted, replacing cost-based home health care
reimbursement with prospective payment. Following
enactment of the BBA, the rate of home health care
utilization declined during the transition period following the BBA to 6.9 people per 1,000 in 1998 and
then to 4.9 per 1,000 in 2000.
Data from the NNHS also document changes in the
health care system and point to the need for studies of
reimbursement and case mix. From 1985 to 1999, the
rate of current residents in nursing homes per 1,000
population declined by 5%, while the rate of discharges
increased by 80% during the same time period from
5.1 to 9.2 per 1,000. Hospital transfers to nursing homes
also increased 130% during this period, with almost
50% relying on Medicare for payment in 1999.6 These
ﬁndings suggest that some current nursing home residents may be sicker than in the past and their rapid
discharge and readmission may have considerable
implications for the Medicare program. The increase
in discharges is also indicative of a growth in the subacute population, or individuals who receive nursing
home services for rehabilitative or convalescent care.
NEW DIRECTIONS
The NHCS is a major source of data on emerging
public health and health policy issues. To keep pace
with new issues and to incorporate new content and
new approaches to data collection, the survey develop-
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ment process incorporates ongoing review and solicitation of input from public health and policy experts.
A number of survey enhancements are underway, and
the following section describes improvements in three
policy areas: long-term care; the collection of drug
data; and safety net issues.
Long-term care data
A major redesign is underway in the area of long-term
care statistics to enhance the content and quality of
the country’s nursing home data.
The NNHS is being redesigned to expand the data
items collected. The survey will collect new information on topics such as nurse stafﬁng; hospitalizations
and emergency department visits by nursing home
patients; pain assessment; medications and drug reactions; and end-of-life and palliative care services. In
addition, survey data will be linked to the Minimum
Data Set, Medicare’s system for collecting clinical and
quality of care information on nursing home residents.
This linkage will allow researchers to examine quality
of care, patient safety, and the relationship between
services received and patient outcomes. When the survey is next ﬁelded, computer-assisted data collection
will be implemented for the ﬁrst time, leading to more
efﬁcient data processing and more timely access to
research ﬁndings.
An area of signiﬁcant policy interest in the longterm care ﬁeld is the tremendous increase in the number and type of residential care facilities throughout
the country. Although these are sometimes referred to
as “assisted living” facilities, there is no uniform
deﬁnition of “assisted living” and the types of healthrelated services provided vary from facility to facility.
Currently there is no inventory of these or related
facilities. NCHS is working with the National Institute
on Aging, the Agency for Healthcare Research and
Quality, and the Ofﬁce of the Assistant Secretary for
Planning and Evaluation to produce uniform deﬁnitions and, ultimately, a uniform inventory. A national
inventory of these facilities is the critical ﬁrst step in
collecting data on health care–related issues of people
in assisted living.
Drug data
The ever-increasing numbers of drugs being prescribed, the safe use of multiple drugs, as well as their
costs are a prime focus of current health policy debates. The NAMCS and NHAMCS have been major
sources of data on drug prescribing in physicians’ ofﬁces and hospital outpatient and emergency departments. Two very important studies have recently been
published indicating the usefulness of these data in
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monitoring drug prescribing patterns and utilization
in ofﬁce-based settings.
During the 1990s the public health community became concerned that the potential over-prescribing of
antibiotics (antimicrobials) to children coincided with
increases in antimicrobial resistance. NAMCS data indicated an almost 50% increase in the prescribing of
these drugs in ofﬁce-based practice from 1980 through
1992 and, subsequently, CDC with many public and
private partners undertook a wide-ranging campaign
to promote appropriate antibiotic use. New NAMCS
data show a 40% decrease since 1990 in the rate of
children younger than 15 years of age being prescribed
these drugs.7
While use of antibiotics has declined, NAMCS data
also highlight dramatic increases in the overall use of
medications (Figure 3). The annual number of visits
to ofﬁce-based physicians increased 19% from 1985 to
1999; the number of drug mentions increased 59%
from 693 million to 1.1 billion; and in 1999, 58% of all

visits had multiple medications mentioned (a 28%
increase since 1985). The increase in medication use
occurred for all age groups, and for all types of drugs
except antimicrobials. The introduction of new drugs
to the market, expansions in drug coverage and in
managed care’s efforts to manage chronic conditions,
and direct-to-consumer advertising on television and
in other media may account for some of this increase.8
Currently the NHDS is undertaking a study to assess the feasibility of collecting drug data on hospital
inpatients. Because of the complexities of obtaining
drug data from hospital medical records, a ﬁrst step
has been to see how hospitals currently collect drug
data, where it is collected and stored in their ﬁles, and
in what format. A pilot study of collecting these data
will be ﬁelded in the near future.
Limited drug information had been collected in
past NNHS; enhanced drug information will be collected as part of the next NNHS.

Figure 3. Trends in drug mention rates at physician office visits by patient’s age: United States, 1985–2000

SOURCE: CDC/NCHS, NAMCS 1985–2000
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Safety net issues
Critical to health care debates is the desire to ensure
that Americans do not forgo necessary care because of
a lack of insurance, insurance limitations, or inability
to pay for needed treatment. A measure of its importance is that access to health care is a leading health
indicator identiﬁed in Healthy People 2010. The term
“safety net” has been used to describe those health
care providers that serve vulnerable populations: emergency departments, rural or inner-city health care providers, and others who provide necessary services to
the uninsured or underinsured. Often the provider of
last resort, these health care professionals ﬁnd themselves increasingly burdened by growing numbers of
patients who, lacking preventive care or primary care
services, seek treatment for complications of chronic
illnesses or to cope with unmet need. Findings on
several critical safety net issues have recently been
reported by the NHCS.
One-third of ofﬁce-based physicians surveyed in the
1999–2000 NAMCS indicated that they would not accept new patients who could not pay for care, and
more than 20% would not accept new Medicaid patients. These ﬁndings suggest that individuals with fewer
resources to pay for care have less choice of physicians. Combined with data collected from hospital
outpatient and emergency departments as part of the
NHAMCS, these data show a striking pattern of variability in ambulatory care utilization. The visit rate to
ofﬁce-based physicians was 48% higher for white persons than for black persons in 2000. In contrast, the
rate for visits to outpatient and emergency departments were considerably higher for black persons than
for whites (73% and 67% higher). Closer examination
of these ﬁndings can assess the implications of these
disparities on the type of care received and how it is
provided.
The NHAMCS, in conjunction with the Health Resources and Services Administration’s Bureau of Maternal and Child Health is investigating the capacity of
small and rural hospitals to treat pediatric emergency
patients. During 2002–2003, additional rural hospitals
will be added to the sample and new questions will be
added to the survey. Data will be collected on hospital
services and stafﬁng as well as on the availability of
pediatric equipment, such as child-size blood pressure
cuffs. This project will help assess the extent to which
emergency department operations are consistent with
recommendations established by the emergency medicine community.
The NHDS has documented the use of inpatient
hospitalization for diseases that may be treated more
efﬁciently in an ambulatory setting if the illness is

䉫

307

diagnosed in a timely fashion. These hospital episodes
are referred to as avoidable hospitalizations and include admissions for diseases such as asthma and pneumonia or complications of chronic diseases such as
diabetes. Findings show that avoidable hospitalization
rates rose sharply during the period from 1980 to
1998 for all patients combined and for persons age 65
years and older. Rates for blacks, which were consistently higher than those for whites, also increased signiﬁcantly during this time period.9
Accessing data
A wealth of data about each of the component surveys
of the NHCS is available to help answer research and
policy questions. Information on each survey may be
accessed through the NHCS home page, www.cdc.gov
/nchs/nhcs.htm. Each survey-speciﬁc Web page contains information on the survey methodology, instruments, publications, examples of key ﬁndings, and
public use data ﬁles. Most public use ﬁles from all of
the surveys are now available on CD-ROM, and many
datasets are available online. Some surveys also have
ﬁles containing a number of years together to expedite their use for trend analysis.
A new source for detailed data for researchers is
the NCHS Research Data Center (RDC). Designed for
researchers outside of NCHS, the RDC allows access
to data in more detail than would be permissible to
release in public use ﬁles because of data conﬁdentiality or disclosure rules and regulations. Information
that would, if accessed with no restrictions whatsoever,
be considered identiﬁable and not releasable can under the restricted conditions of the RDC be available
for analysis on a speciﬁcally approved project, usually
developed with the assistance of the RDC staff. Examples of studies undertaken through the RDC include analyzing NAMCS data on visit and physician
characteristics to examine trends in the duration of
medical encounters or to look at the role of patient
race/ethnicity and physician specialty on the delivery
of mental health services. Data from the surveys may
be linked to other data sources, such as Census data
on median income by ZIP Code or the Area Resource
File, to study contextual factors inﬂuencing the delivery of care. Data from the American Hospital Association and Area Resource File have been linked to the
NHDS to facilitate studies of geographic variation in
the use of hospital services and procedures or the
inﬂuence of hospital characteristics.
In summary, the components of the NHCS present
a wealth of valuable information on utilization of the
health care system and its evolution over time. This set
of surveys has the potential to expand and include

Public Health Reports / May–June 2002 / Volume 117

308 䉫

NCHS Dataline

additional providers and larger sample sizes, which
would provide an even richer and more comprehensive view of health care in the US.
NCHS Dataline was prepared by Mary Moien, MS, Statistical
Consultant, and Irma Arispe, PhD, Associate Director for Science,
Division of Health Care Statistics, National Center for Health
Statistics, Centers for Disease Control and Prevention.
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