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A new chartbook maps women’s health in the United States,
results from the 2002 annual survey on doctor visits are
published, and the first joint survey of health in Canada and
the United States shows both countries enjoy a high level of
health.

WOMEN’S HEALTH CHARTBOOK SHOWS
PATTERNS BY STATE FOR KEY INDICATORS
Hawaii has the lowest overall death rate for women, Colorado has the lowest rate of obesity, and Minnesota ranks best
in terms of health insurance coverage. These findings are
included in a new report, Women’s Health and Mortality
Chartbook, a collection of current state data on critical issues
of relevance to women’s health.1 Prepared by the Department of Health and Human Services’ Office on Women’s
Health and the Centers for Disease Control and Prevention
(CDC), National Center for Health Statistics (NCHS), the
report ranks each state, the District of Columbia, and Puerto
Rico for 27 indicators, including major causes of death,
health risk factors, preventive care, and health insurance
coverage.
The chartbook maps each indicator so that state and
regional patterns can be discerned. It also ranks the 27
health measures for each state to help policymakers, program officials, researchers, and others identify key issues of
importance in each state. The state tables show data by race
and ethnicity to focus on disparities and differences in each
indicator.
Each state profile in the chartbook begins with a summary statement highlighting some of the most important
issues for that state and pointing to rankings that are among
the best or worst. Although no one state scored the best in
all indicators, a number of patterns emerged. Eight of the
10 states with the highest stroke death rates were in the
South. Colorado, Hawaii, and Utah had among the lowest
death rates for heart diseases and cancers. The states with a
high proportion of women with recent mammograms and
recent cholesterol screenings clustered in the Northeast.
State differences also reflect the racial and ethnic makeup
of the state’s population. Texas, California, Arizona, and
Colorado—all with large Hispanic populations—had relatively lower rates of insurance coverage, reflecting the pattern for Hispanics in general.
The indicators chosen for the report are those that are
measured regularly at the state level, cover a wide range of
health concerns, represent a wide spectrum of disease types,
and cover the full lifespan of women, from young adults to
older women.
Among the indicators in the report are:
• Death rates for heart disease, cancer, breast cancer,
colorectal cancer, lung cancer, stroke, chronic lower
respiratory diseases, diabetes, influenza and pneumonia, unintentional injuries, and suicide;

• Health risk factors, including diagnosed high blood
pressure, obesity, no leisure-time physical activity, binge
drinking, smoking currently, no smoking during pregnancy, and eating five or more fruits and vegetables a
day;
• Preventive care utilization such as cholesterol screening, mammogram, pap smear, blood stool test, routine check-up in past two years, and early and adequate prenatal care;
• Health insurance coverage for those aged 18–64.
The chartbook reflects current public health priorities. Each
state profile includes the Healthy People 2010 target for the
indicator and shows whether the target has been met. (Healthy
People 2010 is a comprehensive, nationwide health promotion and disease prevention agenda for improving the health
of all people in the United States during the first decade of
the 21st century.) Data for the chartbook come from the
National Vital Statistics System, which collects data from
death certificates filed in state vital statistics offices and the
Behavioral Risk Factor Surveillance System, an ongoing statebased telephone surveillance system. Information in the
chartbook is drawn from Healthy Women: State Trends in
Health and Mortality, the electronic data warehouse on
women’s health (http://www.cdc.gov/nchs/healthywomen
.htm). This site has extensive data on the chartbook indicators and many other health topics.

SURVEY DOCUMENTS CRITICAL ROLE
OF PRIMARY CARE SPECIALIST
Americans made an estimated 890 million doctor visits in
2002, and a majority of those visits were to primary care
specialists, according to the latest annual report from the
NCHS National Ambulatory Medical Care Survey, which looks
at the medical care provided in physicians’ offices. Primary
care specialists (such as general practitioners, family physicians, internists, pediatricians, obstetricians, and gynecologists) play important roles in the health care system by serving as personal care physicians, providing preventive and
diagnostic services, counseling and educating patients on
appropriate health behaviors, managing and coordinating
patient care, and facilitating access to specialty and followup care. During 2002, 6 out of every 10 doctor visits (an
estimated 560 million visits) were to primary care specialists.
The paramount role of primary care specialist as personal
physician is underscored by the fact that 91% of visits to
primary care specialists were made by established patients,
and in 80% of these cases, the patient had made one or
more visits within the prior 12 months.
The survey, which collects information on visits to nonfederally employed physicians providing office-based care,
included a supplemental sample of primary care specialist
physicians in 2002 to spotlight the role of this group and
provide comparisons between primary care and other
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specialists. In 2002, about 20% of all doctor visits were to
surgical specialists (such as orthopedic surgeons and urologists) and 17% were to medical specialists (such as allergists
and dermatologists). While these medical and surgical specialists can (and do) provide primary care and preventive
services, 9 out of 10 preventive care visits are to primary care
specialists. Preventive care includes services such as general
medical exams, prenatal exams, or pap tests. Primary care
specialists are also more likely to conduct diagnostic and
screening services than surgical or medical specialists. About
one-fifth of primary care specialists made one or more home
visits during a typical week of practice (compared to about
6% of medical and surgical specialists) and during a typical
week, they averaged about 12 visits. Primary care specialists
also reported more telephone contacts with patients.
In addition to its 2002 spotlight on primary care, the new
report profiles visits to all office-based doctors. During visits
to all doctors, the most frequent patient diagnoses in 2002
were hypertension, the common cold, sore throat, diabetes,
and arthritis and joint disorders. At about two-thirds of doctor visits, patients were ordered, prescribed, or administered
one or more medications, totaling 1.3 billion drugs in 2002.
The utilization of drugs has increased by 25% over the
past decade, driven primarily by an increase in those receiving multiple drugs. The most frequent drugs prescribed
during doctor visits in 2002 were in three classes: NSAIDS
(ibuprofen and similar drugs), antidepressants, and antihistamines. From 1995 to 2002, NSAIDS use increased by 10%,
antihistamine use by 35%, and antidepressant use by 48%.
With the development of new antidepressants with fewer
side effects, most notably SSRIs (such as Zoloft, Paxil, and
Prozac), the use in children increased by 124% from 1995 to
2002.
The survey found other changes in medical care in the
past 10 years. From 1992 to 2002, the percent of visits by
patients with private insurance increased by 80% and the
percent of visits where there was no third-party payer declined by 77%. During the same period, the visit rate for
persons 45 years of age and over increased by 14%. In 2002,
about 75% of physicians used electronic billing records, but
only about 17% have electronic medical records.
The report, National Ambulatory Medical Care Survey: 2002
Summary 2 and more information about the survey conducted
can be found at http://www.cdc.gov/nchs. The survey is
part of the National Health Care Survey, which also covers
hospitals, outpatient and emergency departments, ambulatory surgery centers, nursing homes, hospices, and home
health care. The survey provides an opportunity to examine
health care across a range of settings and to monitor patterns and shifts in the way health care services are provided
and used.

FIRST JOINT SURVEY OF HEALTH
IN UNITED STATES AND CANADA
The overwhelming majority of Americans and Canadians
rate their health as good, very good, or excellent, but there
are differences in key risk factors and patterns of health care
in the two countries, according to the first joint survey of
health in the two countries.

The Joint Canada/United States Survey of Health, conducted by Statistics Canada and NCHS, covered measures of
health status, risk factors, health disparities, access to health
care, and quality of and satisfaction with health care services. Overall, Americans were more likely than Canadians
to report that they were very satisfied with health care (53%
compared to 44%), but findings for uninsured Americans
accounted for significant differences between the countries
in a number of categories. Because the survey contacted a
representative sample of adults in each country and asked
for exactly the same information in the same manner in a
one-time telephone interview, it achieved a degree of comparability never before attained.
In the survey, people were asked to rate their health from
poor to excellent. Some 85% of Americans and 88% of
Canadians reported that they were in good, very good, or
excellent health. Americans were slightly more likely than
Canadians to rate their health as excellent (26% compared
to 24%). This was particularly true for senior citizens; almost
twice as many Americans 65 and over (15% compared to
8%) reported they were in excellent health. Americans were
also slightly more likely to indicate that their health was only
poor or fair (15% compared to 12%). Among low-income
respondents, 31% of Americans said they were in fair or
poor health, compared with 23% of low-income Canadians.
The survey looked at measures of physical and mental health.
Overall, 25% of Americans and 24% of Canadians reported
some level of mobility limitation (problems with walking,
standing, or climbing). More Americans, particularly American women (7% compared to 4%), reported severe mobility
limitations. Approximately 8% of adults and 10% of women
in both countries had experienced a major depressive episode in the past year.
Two key risk factors—smoking and obesity—were examined. Canadians were more likely than Americans to be
current daily smokers (19% compared to 17%) and this
difference was more pronounced among older women. However, a significantly higher proportion of Americans than
Canadians are obese, primarily because among U.S. women,
the rate of obesity is nearly twice that of Canadian women.
In both countries, those with the lowest incomes report
poorer health and higher rates of severe mobility limitations
as well as higher levels of smoking and obesity.
Since the health systems and the role of public and private insurance differ in each country, another important
aspect of the report compares access to health care and
people’s satisfaction with the health care they receive. Americans were more likely to report that the quality of their
health care services in general was excellent compared with
Canadians (42% compared to 39%). Among uninsured
American respondents, 28% said the quality of the health
care services they received was “excellent,” 44% said “good,”
and 28% said “fair” or “poor.” When asked about their satisfaction with health care services in general, 53% of Americans and 44% of Canadians said they were “very satisfied,”
while 37% of Americans and 43% of Canadians said they
were “somewhat satisfied.” Among uninsured Americans,
39% were “very satisfied” with the services they received, and
40% were “somewhat satisfied.” Unmet medical needs during the past 12 months were reported by 13% of Americans
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and 11% of Canadians. Among those with an unmet need,
Americans were more likely to identify cost as the primary
barrier to health care (53% of unmet needs cases), while
Canadians cited waiting for care as the primary barrier (32%
of cases). Among the 11% of American respondents who
were uninsured, 4 out of every 10 reported an unmet medical need. Likewise, only 43% of the uninsured respondents
said they had a regular medical doctor, compared with 80%
of total American respondents and 85% of Canadian respondents.
The overall pattern of the use of prescription medicine
was similar in the two countries, with use higher among
those 65 years of age and older and among women. However, there was higher prescription drug use among Americans aged 45–64 than Canadians in this same age group.
The Joint Canada/U.S. Survey of Health was conducted
from November 2002 through March 2003 with a representative sample of civilian, non-institutionalized population of
adults 18 and over; the sample size was approximately 3,500
Canadians and 5,200 Americans. For more information about
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the survey and a copy of the report, Joint Canada/United
States Survey of Health, 2002–2003,3 check the NCHS website.
NCHS Dataline is prepared by Sandra S. Smith, MPH, Public
Affairs Officer, National Center for Health Statistics, Centers for
Disease Control and Prevention.
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