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D1.ABETES 


The need to find and control cases of diabe-
tes, and thus to prevent or  to postpone disability 
and deaths due to it-rather than excessive prev- 
alence-makes this chronic disease one of the 
major health problems in the United States today. 
Diabetes mellitus ranks far below such chronic 
conditions a s  heart disease. and hypertension in 
number of cases and deaths, but it is neverthe-
less eighth among the 10 leading causes of death, 
and fifth among diseases usually regarded a s  
chronic, exceeded only by diseases of heart, can- 
cer, vascular lesions of the central nervous sys-
tem, and general arteriosclerosis, in that order. 
For the year ending Decemkr 1958, there were 
27,500 deaths caused by diabetes mellitus, with a 
rate of 15.9 per 100,000 population.' 

The introduction of insulin in 1922, and con- 
6nued research since then to improve it and other 
therapeutic measures fortunately have changed 
the status of diabetes from a disease with a very
serious outlook to one that, if diagnosed early, in 
many cases can be controlled, thus permitting the 
patient to live practically a normal life? In order 
to locate the diabetic or the potential diabetic, 
large-scale mass screening programs have been 
organized and conducted over the past 20 years 
by Federal and local health agencies and such 
private organizations as the American Diabetes 
Association. The results of these efforts, and of 
such studies asthat of Wilkerson and Krall!3 have 
led investigators to the opinion that the number of 
unsuspected cases of diabetes in this country may 
be equal to the known' cases or  very nearly so. 

The volume of medical literature on allphases
of this disease is enormous. Much has been pub- 
lished on the statistics of diabetes, in terms of 
both the known and the undiscovered cases. Prev-
alence estimates based on the results of physical 
exminations and clinical ,records will obviously
differ from estimates from the findings in house- 
hold interview surveys. Objectives, techniques, 
definitions, and resulting estimates may vary con- 
siderably even between studies of the same general 
class and time period. It is to be expected that 

This r e p o r t  was prepared by Louise  E. Bollo. o f  
t h e  U. S. N a t i o n a l  Heal th  Survey a t a f f .  

differences should exist between estimates ob- 
tain@ from records prepared by trained clinical 
examiners and those resulting from responses 
given by 'household members who may or  may not 
be co-operative and well-informed. 

Diabetes prevalence data includ'ed here can 
of course deal only 'with those cases: (1) which 
have been diagnosed; (2) about which the family 
has been informed; and (3)which are believed by 
ethejamily to have been present in the year prior 
to the interview. 

. 
SOURCE AND 


CLASSIFICATION OF DATA 

: Data on diabetes presented in this report a r e  
based primarily on replies tofour "illness-recall" 
questions: 

1. Were you sick at any time last week or  
the week before? 

2. Last week or  the week before did you 
take any medicine or  treatment for any 
condition? 

3. 	 At the present time do you have any ail- 
ments or  conditions that have lasted for 
a long time'? (If frNo'')Even though they 
don't bother you all the time? 

4. 	 Has anyone in the family.. .had any of 
these conditions during the past 12 
months? (Interviewer reads list of ma- 
jor chronic conditions which includes 
"diabetes.'I) 

Positive responses may come from any one 
or more of the four questions. The unduplicated 
positive replies serve a s  the basis for estimates 
of the prevalence of diabetes in the population. 
Because these estimates are based on a contin- 
uing sample of household interviews throughout a 
24-month period July 1957-June 1959, the preva- 
lence is actually the average number of cases of 
diabetes reported by the people during that period. 

Additional questions a r e  asked to obtain in- 
formation about medical attention and disability. 
Replies to these are used to establish the extent -to which diabetics have medical care and are or 
are not restricted or limitedin their daily living. 

1 
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Reports of "diabetes" were assumed to mean 
"diabetes mellitus," and were classified under 
category 260 (diabetes mellitus), of the Interna- 
tional Classification of Diseases, 1955 Revision. 
It is possible that cases such a s  "renal diabetes," 
"bronze diabetes," or  "diabetes insipidus" could 
have been reported only as "diabetes," but these 
conditions are too infrequent to have any appre- 
ciable effect on the results. However, if the re-
spondent knew and reported such modifiers as 
"renal," "bronze," "insipidus," the appropriate 
codes for these would have been selected. Terms 
such a s  Itsugar in urine," or Itsugar in blood," 
were not counted a s  cases of diabetes unless dia- 
betes was also mentioned. 

Impairments and certain other conditions re-
ported to be due to diabetes were recorded sep-
arately under their own code numbers, but the 
code 260 was also applied. Minor symptoms due 
to diabetes were coded only to the diabetes cate- 
gory. Code 260 was assigned only once per per-
son with diabetes and is the only condition code 
included in these data. Therefore the total cases 
with mention of diabetes, complicated or  uncom- 
plicated, represent the total number of diabetics 
in the survey. I 

Terminology used by the household members 
did not constitute a problem because if they knew 
and reported that they had diabetes they used the 
single term "diabetes" in nearly all cases. The 
matter of self-diagnosis is considered to be a 
minor source of error  because the layman is very
unlikely to believe that he has diabeies unless hk ,
has been told by a medical person that he has this 
condition. 

A description of the statistical design of the 
household survey and general qualifications of the 
data presented in this report is given in Appendix 
I. Particular attention is called to the section in 
Appendix I on Reliability of Estimates, which in- 
cludes tables of sampling errors  and instruction 
for their use. Explanations and definitions of 
special terms and concepts a re  presented in Ap-
pendix 11. 

RREVALENCE OF DIABETES 

ACCORDING TO SEX AND AGE 


Based' on U. S. National Health Survey data 
collected during the period July 1957-June 1959, 
the prevalence of diabetes in the United States is 
estimated to be 1%million cases, a rate of 9 cases 
per 1,0001population. This figure probably rep- 
resents a slight underestimate of the known cases 
since it does not include the diabetics living in 
old-age homes and other resident institutions. 

The 1935-36 National Health Survey provided 
an estimate of roughly 3 known cases of diabetes 
per 1,000 population. On the basis of this rate a 
national estimate of 660,000 cases as of 1937 was 
madeL4 Reasons for the large increase in cases 

of diabetes over the past 20-25 years undoubtedly 
include the continuing national concentration upon 
case-finding, mentioned earlier in this report, the 
increase in the population particularly of the older 
age groups, the increased longevity of diabetics, 
and the possibility that physicians a r e  now diag- 
nosing as diabetes quite mild cases,based on lab- 
oratory findings, which in 1935 would not have 
been called diabetes. 

A s  indicative of the prevalence rates found 
studies conducted by means of clinical exami- 

nations of samples of the population, the previously 
mentioned study of Wilkerson and Kral13'in Ox-
ford, Massachusetts, in 1946 and 1947, and the 
studies conducted under the sponsorship of the 
Commission on Chronic Illness in Baltimore, 
Maryland: ' and Hunterdon County, New Jersey, 
(1953-54)6 I may be cited. In Oxford, a prevalence 
rate of 17 per 1,000 population was found. The 
Baltimore and Hunterdon County studies' yielded 
rates of 27 per 1,000 and 10 per 1,000, respec-
tively. In each instance the prevalence rate in-
cluded, of coui-se, both the previously known cases 
and those discovered during the study. 

The estimate of 9 cases per 1,000 population 
produced by the health-interview phase of the 
present National Health Survey is only slightly 
higher than the rates found in two other recent 
interview surveys: 8.7 per 1,000 in the 1955-57 
Hagerstown, Maryland, study' and 7.7 per 1,000 
in the Kansas City Metropolitan Area Health Sur- 
vey (Dec. 1954-Jan. 195fj? 

A lower rate of 5.5 per 1,000 was reported in 
the California Health Survey (1954-55)?Remein! 
who estimated the prevalence of k n o b  diabetes 

I in the United States for the year 1958 to be 8.8 
per 1.000 population, has commented upon this low 
California rate a s  follows: "The relationship be- 
tween mortality and prevalence is by no means a' sure one, but the mortality rate from diabetes in 
California is only two thirds that of the United 
States as a whole. It istherefore conceivable that 
the prevalence of known diabetes is considerably
less in California than in the nation as a whole." 

Diabetes is essentially a disease of middle 
and old age, as indicated in figure 1and table 1. 
Two thirds of all diabetics reportedin the survey 
were 55 years of age or older. Females outnum- 
ber males in every age group over 45, most no-
ticeably at ages 65-74 (table A). The rate per
1,000persons drops for both sexes after 74 years 
of age, but more sharply for females thd! for 
males of this age; it is probable that the exclusion 
of patients in resident institutions accounts for 
some of this drop. 

The survey estimate of the prevalence of di- 
abetes among persons in the younger age groups, 
particularly those under 25, should be interpreted
with great caution. It is generally recognizedthat 
diabetes is rare among young people, but the sur-
vey figure of 0.9 per 1,000persons under 25 years 
of age could be quite unrealistic because of e r ro r s-of sampling. 
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R a t e  per  1,000 p o p u l a t i o n  

10 2 0  30 4 0  " AGE- I I \ I I I 

All oges 

Under 25 

25-44 

45-54 

55- 64 

65-14 

75 i  

Figure 1. Number of persons reported t o  have di-1 
abetes  per 1,000 population by sex and age. 

Prevalence 

per 1,000
population Ratio of 


Age females 

to males- 


Fe- Male

male 


AII ages-- I 10.0 ! 8.0 1 1.25 
-

(*> ("1 
4.9 0.79 

11.2 1.22 

25.2 1.25 

34.4 1.46 

31.5 1.23 


DIABETES ACCORDING TO 

MEDICAL CARE STATUS 


Table 1 shows that practically all cases had 
been attended by a physician at some time, and 
that a very large proportion (about 92 percent) 

were "under care" a t  the time of the interview' 
(table B). Persons "under care'' a re  those for 
whom a positive response was obtained to the 
question "Do you stilltake any medicine o r  treat- 
ment that the doctor prescribed for diabetes? Or 
follow any advice he gave?" The smallpercent of 
all diabetics who replied "no" were those who may 
not have fully understood the question, o r  those 
who may have been feeling well  a t  the time and 
were risking the cessation of control measures. 

Table B. Number and percent of cases of 

diabetes under medical care: United 

States, July.1957-June 1959 


cases 

of 


'Age 
 I I Per-
abetes Number
di-
 cent 
/(in thousands) I 

~ 1 1 '  1,530
ages--
67 


199 

24 6 90.2 

424 92.5 

416 93.3 

177 89.8 


' DISABILITY DUE TO DIABETES 
There are a number of factors inherent in the 

nature of this, disease, its age and sexdistribution 
and i ts  potential for control, which are'likely to 
make it a relFtively minor cause of disability, 
especially when institutionalized cases a re  ex- 
cluded. The survey findings point out the con- 
siderable extent to which many diabetics regard 
themselves a s  not restricted o r  limited because 
of this condition. I t  is possible, of course, that 
some who had disabling complications of diabe-
tes-such a s  failing vision or nephritis-attrib-
uted their disability to the complication only, and 
not to the underlying diabetes. 

The 1% million cases of diabetes were re-
sponsible for less than 2 million work-loss days 

. among the "usually working" population, withabout 
1million of these days among males, and 705,000 

.	among females. This low figure is not surprising, 
since the majority of diabetics, sick o r  well, a r e  
not members of the "usually working" population 
either because of their age, retirement status, o r  
because they a r e  females keeping house. 

Ninety percent of the diabetics indicated that 
they had no chronic limitation of mobility due to 
diabetes. Even among diabetics over 65 years of 

- \  
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age (some 593,000 persons), 82 percent considered 
that this disease did not limit their ability to get 
around freely in the house o r  outside. 

Seventy-five percent of the total reported that 
their diabetes did not affect the kinds or  amounts 
of their day-to-day- activities-working; keeping
house, going to school, or  whatever else that 
usually occupied them (table 2). Females over 
65 years of age had the greatest amount of con- 

, tinuing limitation of this kind. 
Table 3 indicates that 85 percent of all dia- 

betics had had no bed-disability days, because of 
diabetes, in the 12 months prior to the interview. 

Disability attributable to diabetes in terms of 
the number of davsis shown in table 4. A day of 
restricted activity, by definition, is any day on 
which a person had to cut down on his usual ac-
tivities for a whole day because of his condition 
whether o r  not he was confined to bed. Diabetes 
was responsible for about 30 million restricted- 
activity days of which 13million were bed-disa- 
bility days. When distributed among all diabetics 
the average number of restricted-activity days 
per case per year due to diabetes was about 20, 
with the average number of bed-days being 8.5. 

Figure 2 shows the distribution of bed-days 
due to diabetes among all diabetics by age and 
sex. Females 65 years of age and older experi- 
enced more bed disability than any of the other 
age-sex groups. 

A G E  

Figure 2. Average annual number or bed-disabil i ty  
days due to diabetes per diabetic  by sex and 
age. 

- ,  

, 

It is perhaps more realistic to consider the 
number of bed-days due to diabetes in relation 
only to those diabetics who had actually experi- 
enced bed disability since it has been shown in 
table 3 that 85 percent of all diabetics had had 
bed-disability days. When averaged among the 15 
percent who had had any bed-days (one o r  more), 
the number of bed-days in a year due to diabetes 
becomes 56.2, with persons over 65 experiencing 
about 80 days per year (table C ) .  

Number of bed-days 
due to  diabetes  

Age Per 
Per diabet ic  

diabeti? having 1+ 
bed-days 

A l l  ages-- 8.5 56.2 

0-44------------ 2.9 16.4 
45-54----------- 8.8 58.2 
55-64----------- 7 . 1  52.9
65-74----------- '10.8 78.6 
75+------------- 14.5 79.9 

I I 

SUMMARY 
The average prevalence of known cases of 

diabetes, based on an estimatefrom the U.S. Na-
tional Health Survey household interview sample, 
was a 1% million cases, corresponding to a rate of 
9 per 1,000 population. The rate per 1,000 per-
sons was higher among females than among males 
in each age group over 45, most noticeably at ages 
65-74 where the prevalence rate for femaEes was 
50.3, and for males, 34.4. 

Virtually all cases had been attended by a 
physician at sometime and about 92 percent were 
stillunder careby,or instructionfrom, a physician 
at the time of the interview. 

Ninety percent of the reported cases showed 
no chronic mobility limitation, and 75 percent 
were not chronically restricted a s  to daily ac- 
tivities. Eighty-five percent of the diabetics had 
had no bed-disability days in the year prior to in- 
terview because of diabetes. However, among 
those who had been confined to bedfor one or more 
days because of this condition, the average annual 
number of such days was 56.2, with persons over 
65-experiencing about 80 days per year. 
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Table 1. Averaae prevalence o f  diabetes accordina t o  medical care s ta tus  as  refiorted an rntervrews and averaqe prev- 
alence per 1,000 populat ion by sex and aqe: Uni ted States, July 1957-June 1959 

[Data are based on household interviews during July 1957-June 1959. Data refer to the civi I ian noninstitutlonal pop- 
ulation of the United States. The survey design, general qualifications, and information on the reliability of the 
estimates are given in Appendix I. Definitions of terms are given in Appendix li] 

I w 

Sex and age 
\ 

Total  
cases 

Total  
cases 

Average number i n  thousands Rate per 1,000 population 

1,530 1,525- 1.404 9.0 9.0 8.3 

67 
199 

66 
198 

61 
181 

0.9 
4.4 

0.9 
4.3 

0.8 
4.0 

246 
424 

246 
423 

222 
392 

12.4 
28.4 

12.4 
28.3 

11.2 
26.3 

416 
177 

416 
176 

388 
159 

42.9 
35.6 

42.9 
35.4 

40 .O 
32.0 

Male-
660 657 588 8.0- 8.0 7.1 

40 
106 

39 
106 

36 
97 

1.1 
4.9 

1.0 
4.9 

1.0 
4.4 

108 
181 

108 
179 

94 
163 

11.2 
25.2 

11.2 
24.9 

9.7 
22.7 

156 
68 

156 
67 

138 
60 ' 

34.4 
31.5 

34.4 
31.1 

30.5 
27.8 

Female-
8 7 1  868 816 10.o 10.0 9.4 

~ 

27 
93 

27 
- 92 

26 
84 

0.7 
3.9 

0.7 
3.9 

0.7 
3.5 

139 
244 

138 
244 

129 
229 

13.7 
31.5 

13.6 
31.5 

12.7 
29.6 

260 
109 

259 
109 

250 
99 

50.3 
38.8 

50.1 
38.8 

48.4 
35.2 
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Table 2. Averaqe number o f  d i a b e t i c s  and number and percent  whose d iabetes caused no ch ron ic  l i m i t a t i o n  o f  a c t i v i t y  
us reported an rntervaews by sex and aqe: Uni ted States, Ju l y  1958-June 1959 

Data r e f e r  t o  t h e  c i v i  l i a ~ n o n i n s t i t u t i o n a l  pop- 
u l a t i o n  of  t h e  Un i ted  States. The survey design, general q u a l i f i c a t i o n s ,  and in fo rma t ion  on t h e  r e l i a b i l i t y  o f  t h e  
est imates a re  g iven i n  Appendi t  I .  

[Data a re  based on household i n te rv iews  du r ing  Ju l y  1958-June 1959. 

D e f i n i t i o n s  of  terms a re  g iven i n  Appendix 111 

Sex and age 

Diabetics whose diabetes  caused, 
of a c t i v i t y  

d iabe t ics  

( i n  thdusands) 
Percent 

1,530 1,147 75.0 

67 
199 

246 
424 

59 
151 

191 
337 

88.1 
75.9 

77.6 
79.5 

. 

t 

1 

( 

416 
177 

296 
112 

71.2 
63;3 

M ale-
660 522 79.1 9 

40 
106 

108 
181 

36 
' 85 

90 
147 

90.0-
80.2 

83.3 
81.2 

- 3 

'1 

156 
68 

118 
47 

75.6 
69.1 

I 

871 6 24 71.6 

27 
93 

139 
244 

23 
66 

10 2 
190 

85.2 
71.0 

73.4 
77.9 

. 
260 
109 

178 
65 

, 68.5 
59.6 

Est imates in t h i s  t a b l e  a r e  based'on t h e  second yea r  o f  d a t a  c o l l e c t i o n  only. 
1.25 t imes t h e  standard e r r o r s  shown i n  Appendix I .  

Therefore, t h e  s tandard e r r o r s  are 

, 
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r a b l e  3 .  Averaqe number o f  d i a b e t i c s  and number and percent whose diabetes caused no bed d i s a b i l  i t y  os r e e o r t e d  an 
a n t e m s e w s  by sex and m e :  United States, J u l y  1957-June 1959 

[Data are based on household interviews dur ing July 1957-June 1959. Data r e f e r  t o  the  c i v l i i a n  n o n i n s t i t u t i o n a l  pop-
u l a t i o n  o f  the United States. The survey design, general q u a l i f i c a t i o n s ,  and informat ion on the  r e l i a b i l i t y  o f  the 
estimates are given i n  Appendix I. D e f i n i t i o n s  o f  terms are given i n  Appendix 111 

I Diabetics whose diabetes caused 
Number of 


Sex and age diabetics 
 Number 
 Percent 

(in thousands) 


1,530 1,300: 85 .O 

67 
199 

' 53 
166 

79.1 
83.4 

246 
424 

20 9 
367 

85 .O 
86.6 

416 
177 

359 
145 

86.3 
81.9 

660 -562 85.2 


40 32 80 .O 
106 91 85.8 

108 91 84.3 
181 152 84 .O 

156 138 88.5 

68 58 85.3 


871 7 38 84.7 


27 21 77.8 

93 76 81.7 


139 118 84.9 

244 215 88.1 


260 220 84.6 

109 88 80.7 


560256 0 - 60 - 2 
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Table 4. Averaae annual number of d i s a b i l i t y  days associated w i t h  d iabe tes  LIS reported In a n t e r v a e w s  and number of  
days p e r  d i a b e t i c :  Un i ted  States,  J u l y  1957-June 1959 

b a t a  a re  based on household i n t e r v i e w s  du r ing  J u l y  1957-June 1959. Data r e f e r  t o  t h e  c i v i l i a n  n o n i n s t i t u t i o n a l  pop-
u l a t i o n  of t he  Un i ted  States.  The survey design, general q u a l i f i c a t i o n s ,  and in format ion on t h e  r e l i a b i l i t y  o f  t h e  
est imates a re  g i ven  i n  Appendix I. D e f i n i t i o n s  o f  terms a r e  g i v e n  i n  Appendix 1 1 3  

Disability days associated with diabetes 


Sex and age Restricted activity Bed disability 


Average number Per diabetic Average number Per diabetic 

(in thousands) per year (in thousands) per year 


30,376 19.9 12,983 8.5 

3,173 11.9 772 2.9 

5,539 22.5 2,154 8.8 


8,143 19.2 3,017 7.1 

8,9038 21:4 4,482 10.8 


4,619 26.1 2,558 14.5 


I 

11,228 17.O 4,349 6.6 

932 6.3 30 3 2.1 

2,428 22.5 916 8.5 


3,866 21.4 1,493 8.2 
2,680 17.2 852 5.5 

1,323 19.5 785 11.5 

19,148 22 .o 8,634 9.9 

2,241 18.7 469 3.9 

3,111 22.4 1,238 8.9 


4,277 17.5 1,524 6.2 
6,223 23.9 3,630 14.O 

3,296 30.2 1,774 16.3 

IO 




Table 5. Averaqe p o p u l a t i o n  used in o b t a i n i n q  r a t e s  shown i n  t h i s  p u b l i c a t i o n  by aqe and sex: Un i ted  States,  J u l y  
1957-June 1959 


[Data a re  based on household i n t e r v i e w s  d u r i n g  J u l y  1957-June 1959. Data r e f e r  t o  t h e  c i v i  I i a n  n o n i n s t i t u t i o n a l  pop-
u l a t i o n  o f  t h e  Un i ted  States.  The survey design, genera l  q u a l i f i c a t i o n s ,  and i n f o r m a t i o n  on t h e  r e l i a b i l i t y  Of  t h e  
es t ima tes  a re  g i ven  i n  Appendix I. D e f i n i t i o n s  o f  terms are g i ven  i n  Appendix 1 1 3  


5 Both sexes Male Female 

Persons Persons Persons

Age 
 Total with Total with Total with 


diabetes diabetes diabetes 


Average population in thousands 


1,530 82,633 660 I 87,202 I 871 


67 37 ,233 40 37 ,593 ' 27 

199 21,854 106 23,725 93 


246 9,675 108 10,157 139 

424 7,183 181 7,747 244 


416 4,530 156 5,167 260 

177 2,157 68 2,812 10 9 


NOTE: Fo r  o f f i c i a l  p o p u l a t i o n  es t ima tes  f o r  more genera l  use, see Bureau o f  t h e  Census r e p o r t s  on t h e  c i v i l i a n  

p o p u l a t i o n  o f  t h e  Un i ted  States, i n  C u r r e n t  Popu la t i on  Reports: Se r ies  P-20, P-25, P-50, P-57, and P-60. 


L 
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APPENDIX I 


TECHNICAL NOT 

Background of This Report 

This report on Diabetes is one of a series of sta-
tistical reports covering separate health-related top- 
ics which a re  prepared by the U.S. National Health Sur- 
vey. The report is based on informationcollected in the 
continuing nationwide sample of households in the 
Health Interview Survey, which is a main aspect of the 
program.

The Health Interview Survey uses a questionnaire 
which, in addition to personal and demographic char- 
acteristics, elicits information on illnesses, injuries, 
chronic conditions, medical care, dental care, and hos- 
pitalization. A s  interview data relating to each of these 
various broad subject areas a re  tabulated and analyzed, 
separate reports a r e  issued covering one or  more 
specific topics. The present report contains data for 
104 weeks of interviewing ending June 28, 1959. 

The population covered by the sample for the 
Health Interview Survey is the civilian population liv- 
ing in the United States at the time of the household in- 
terview. Although the sample collection covers persons 
who a re  inmates of institutions, data for these persons 
a re  not included in the figures given in these reports. 
Alsothe sampledoes not include members of the Armed 
Forces, United States nationals living in foreign coun- 
tries, and crews of vessels. 

Statistical Design of the 
Health lntervlew Survey' 

General plan.-The sampling plan of the survey 
follows a multistage probability design which permits 
a continuous sampling of the civilian population of the 
United States. This plan utilizes the 1,900 Primary 
Sampling Units consisting of counties, groups of con-
tiguous counties, and Standard Metropolitan Statistical: 
Areas into which the country has been divided. The 
first stage of the design consists of drawing a sample 
from these Primary Sampling Units (PSU's). During the 
first 18 months of the Health Interview Survey the sam- 
ple size was 372 PSU's. This was increased to 500 
PSU's in January 1959. However, the basic sampling 
design and methods of estimating remained unchanged 
during the two-year period covered by this report. The 
number of ratio estimating classes shown subsequently 
in this Appendix are those which applied to the first 18 
months of the survey. 

With no loss in general understanding, the remain- 
i ng  stages of the sampling can be telescoped and treated 
in this discussion as an ultimate stage. Within PSU's. 
then, ultimate stage units called segments a re  defined, 
also geographically, in such a manner that each seg- 
ment contains an expected six households. Each week a 
random sample of about 120 segments is drawn. In the 
approximately 700 households in those segments, per-
sons are  interviewed concerning illnesses, injuries, 

ES ON METHODS 

chronic conditions, disability, and other factors related 
to health. 

The household' members included each week a re  
a representative sample of the population so that sam- 
ples for successive weeks can be combined into larger 
samples for, say, a calendar quarter, a year, or  more. 
Thus the design permits both continuous measurement 
of characteristics of high incidence or  prevalence in 
the population and, through the larger consolidated 
samples, more detailed analysis of less common char- 
acteristics and smaller categories. The continuous col- 
lection has administrative and operational advantages 
a s  well a s  technical assets, since it permits field work 
to be handled with an experienced, stable staff. 

Sample size and geographic detail.-The national 
sample plan during the 24-month period ending June 
1959 included approximately 235,000 persons from 
73,000 households in 12,200 segments. The over-all 
sample was designed in such a fashion that tabulations 
can be provided for various geographic sections of the 
United States and for urban and rural sectors of the 
Nation. 

Collection of data.-The field operations for the 
household survey a re  performed by the Bureau of the 
Census under specifications established by the Public 
Health Service. In accordance with these specifications 
the Bureau of the Census designs and selects the sam- 
ple, conducts the field interviewing, andedits and codes 
the questionnaires. Tabulations are  prepared by the 
Public Health Service using the Bureau of the Census 
electronic computers. 

Estimating methods.-Each statistic produced by 
the survey is the result of two stages of ratio estima- 
tion. In the first  of these, the factor is the ratio of the 
1950 decennial U.S. total population count to the esti-
mated population in 1950 of the U.S. National Health 
Survey's first-stage sample of PSU's. This factor is 
applied separately for more than 50 color-residence 
classes. 

Later, ratios of sample-produced estimates of the 
population to official Bureau of the Census figures for 
current population in about 60 age-sex-color classes 
are  computed, and serve a s  second-stage factors for 
ratio estimating. 

The effect of the ratio estimating process is to 
make the sample more closely representative of the 
population by age, sex, color, and residence, thus re-
ducing sampling variance. 

As noted, each week's sample represents the pop- 
ulation living during that week and characteristics of 
that population. Consolidation of samples over a time 
period such a s  a calendar quarter produces estimates 
of average characteristics of the United States popula- 
tion for that calendar quarter. 

For prevalence statistics based on two years of 
data collection, figures a re  first calculated for each 
calendar quarter by averaging estimates for all weeks 
of interviewing in that quarter. Prevalence data based 
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on eight quarters of interviewing are  then obtained by 
averaging the eight quarterly figures. 

For statistics measuring the number of occur-
rences during a specified time period, a similar com- 
putational procedure is used, but th? statistics have a 
different interpretation. For the disability-day items, 
the interviewer asks for the respondent's experience 
over the two calendar weeksprior to the week of inter- 
view. Then, the estimated quarterly total for a statistic 
is simply 6.5 times the average two-week estimate 
produced by the 13 successive samples taken during 
the period. Thus, the experience of persons interviewed 
during a year-experience which actually occurred for 
each person in a tko-calendar-week interval prior to 
week of interview-is treated in analysis a s  though it 
measured the total of such experience occurring in the 
year. For most statistics such interpretation leads to 
no significant bias. A s  noted earlier, the interviewing 
and estimation procedures a re  designed to reproduce 
the experience during the reference period of the ques- 
tionnaire only for the population stil l  living at the time 
of interview. 

' _  
General Qualifications 

Nonresponse.-Data a re  adjusted for nonresponse 
by a procedure which *putes to persons in a house- 
hold not interviewed the characteristics of persor$ in 
households which were interviewed in the same seg- 
ment. The total noninterview rate is 5 percent; 1 per-
cent is refusal, and the remainder is accounted for by 
other reasons, such a s  failure to find any household re-
spondent after repeated trials. 

The interview process.-The statistics presented 
in this report a r e  based on replies secured by inter- 
viewing members of the sampled households. Each per-
son, 18 years and over, available at the time of inter- 
view, is interviewed individually. Proxy respondents 
within the-household a re  employed for children and for 
adults who are  not available at the time of the inter- 
view, provided the respondent is closely related to the 
person about whom information is being obtained. 

There are  limitations to the accuracy of diagnos-
tic and other information collected in household inter- 
views. For diagnostic information the household re-
spondent, can, a t  best, pass on to the interviewer only 
the information the physician has given to the family. 
For conditions not medically attended, diagnostic infor- 
mation is often no more than a description of symp-
toms. However, other types of facts such a s  the num- 
ber of disability days caused by the conditioncan be ob-
tained more accurately from household members than 
from any other source. 

Rounding of .numbers.-The original tabulations on 
which data in this report 'are bas% show all estimates 
to the nearest whole unit. All  consolidations a re  made 
from these original tabulations before the numbers are  
rounded to the nearest thousand for the published tables. 
Derived statistics such a s  rates and percent distribu- 
tions are  computed after the estimates have been round- 
ed. Rounding to thousands has been done throughout this 
report even though, because of sampling error, the es-
timates may not be accurate to that detail. 

Population figures.-Some of the published tables 
include population figuresfor specified categories. Ex-
cept for certain over-all totals by age and sex (which 
are  independently estimated), these figures a re  based 
on the sample of households in the U.S. National Health 
Suqey. They a re  given primarily for the puzpose of 
providing denominators for rate computation, and for 

this purpose a re  more appropriate for use with the ac- 
companying measures of health characteristics than 
other population data which may be available. In some 
instances they will permit users to recombine published 
data into classes more suitable to their specific needs. 
With the exception of the over-all totals by age and sex 
mentioned above, the population figures-may in some 
cases differ from corresponding figures (which a re  de-. 
rived from different sample surveys) published in re-
ports of the Bureau of the Census. For population data 

-for general use, see the official estimates presented in 
Bureau of the Census reports in the P-20, P-25, P-50, 
P-57. and P-60series. 

,Re1iobility of Estimates 
Since the estimates a re  based ona  sample, they 


may differ somewhat from the figures that would have 

- been obtained if a complete census had been taken using 

the same schedules, instructions, and interviewing per-
sonnel and procedures. A s  in any survey, the results 
a re  also subject to measurement error. 

Thestandard error is primarily a measure of Samy 
pling variability, that is, the variations that might oc-
c u r  by chance because only a sample of the population 
is surveyed. A s  calculated for this report, the stand- 
ard error  also reflects part of the variation which 
arises in the measurement process. It does not include 
estimates of any biases which might lie in the data. The 
chances a re  about 68 out of 100 that an estimate from 
the samplediffers from the value obtainedfrbm a com- 
plete census by less than the standard error. The 
chances a re  about 95 out of 100 that ?he difference is 
less than twice the standard error and about 99 out of 
100 that it is less than 2%times a s  large. 

In order to derive standard errors  which a re  ap- 
plicable to a wide variety of health statistics and which 
can be prepared at a moderate cost, a number of ap- 
proximations a re  required. A s  a result, tables I through 
111, included in this Appendix should be interpreted a s  
providing an estimate of the standard error rattier than 
a s  the precise standard error for any specific .statis- 
tic. 

The following guides will enable the reader to de- 

termine sampling errors  for the statistics presented 

in this report: 


1. Approximate standard errors  for estimates of 
the number of cases of a chronic condition, the 
number of disability days associated with a 

I chronic condition, and the number of persons in 
a population group,' ,are obtained from the ap- 
propriate columns of table I. 

2. 	 Approximate standard errors  for percentage
distributions of a chronic condition accurding to 
the number of bed-disability days or  the extent 
of activity or  mobility limitation associated with 
it a r e  given in table 11. 

3. Approximate standard errors  for prevalence es-
timates of a chronic condition per 1,000 per- 
sons in an age, sex, or color group or  per 1,000 
total population a re  obtained from table 11. Since 
table I1 is set up for the estimation of the stand- 
ard error  of a rate per 100, the prevalence per 
1,000 must first be converted to a percentage; 

/ 	 table I1 is then entered with this percentage and , 
the number of persons in the category (base of 

'The number o f  persons i n  an age, sex,or c o l o r  group, 
o r  t h e  t o t a l  number o f  persons in t h e  p o p u l a t i o n  i s  n o t  
s u b j e c t  t o  sampling e r r o r .  
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the percentage). The entry in the body of the 
table must then be multiplied by 10 to apply to 
the rate per 1,000 persons. 

4. 	 Approximate standard e r ro r s  of percentage dis- 
-	 tributions of disability -days associated with a 

chronic condition (not computed in this report) 
a r e  given in table 111. 

5. 	 A rough approximation of the standard e r ro r s  
for rates showing the average number of dis- 
ability days per "persons with the condition*- 
per year" is obtained by taking the square root 
of the sum of the square of the standard e r r o r  
of the numerator used in obtaining the rate di- 
vided by the numerator itself and the square of 
the standard e r ror  of the denominator used di- 
vided by the denominator itself, and then mul- 
tiplying by the rate. This computation will nor-
mally give an overestimate of the true sampling 
error.  

Example: 
It is estimated that each person with diabetes has 

an average of 8.5 days of bed disability per year be-
cause ofdiabetes (table 4). The numerator of 12,983,000 
bed-disability days (table 4) has a standard e r ro r  of 
1,367,000. The denominator of 1,530,000persons with 
diabetes (table 1)has a standard e r ro r  of 71,000.Using 
these numbers a s  shown below yields an answer of 1.0, 
the standard e r ror  of the _estimated rate. 

l N o t e  t h a t  where t h e  r a t e  r e f e r s  t o  persons i n  a d i s -  
ease category,  r u l e  5 appl ies,  even i f  t h e  group i s  f u r -  

- t h e r  subd iv ided  by age, sex, o r ' c o l o r .  

Table I. Standard e r r o r s  of estimates of ag-
grega te s  

(All numbers shown i n  thousands) 

Per sons Di sab i l i t ySize  of estimate w i t h  days
diabetes 

18 -
40 -
60 400 
80 560 
100 720 ' 
130 960 
180 1,200 

~ 

240 1,760 
260 2,160 

280 2,800 . 

320 4,400 ' - 6,400 ,- 12,000- 16 ,800 
, - 25,600 


I l l u s t r a t i o n  o f  use o f  t a b l e  I.-The est imated number 
of  persons who have rece ived  medica l  a t t e n t i o n  f o r  d ia -  ,. 
betes i s  1.525.000 ( t a b l e  I ) .  S ince  t h i s  f i g u r e  i s  no t  
shown i n  the  t a b l e ,  i t  i s  necessary t o  i n t e r p o l a t e  f o r  
t h e  standard e r r o r .  The s tandard e r r o r  f o r  an es t ima te  
o f  1,000,000 i s  60.000 and t h e  s tandard  e r r o r  f o r  an es- 
t i m a t e  of 2,000,000 is 80,000. I n t e r p o l a t i o n  g i ves  71.COO 
as t h e  s tandard e r r o r  f o r  I.525.000. 

. 




Table 111. Standard errors of percentages 
' based on d i s a b i l i t y  days 

When the For estimated percentages of 
base of the I I I 

\ 
percentage 2 or 5 or 10 or 25 or 5o

i s : 98 95 90 75
1 I I 1 I( i n  thousands) 

The approximate standard 
error (expressed i n  

percentage points) i s :  

2.9 4.5 5.4 7.8 10.3 

1.3 2.0 2.4 3.5 4.6 

0.9 1.4 1.7 2.5 3.3 

0.6 1.0 1.2 1.8 2.3 


0.6 0.8 1.0 1 1.4 1.9 
0.4 0.6 0.8 1.1 1.4 

0.3 0.5 0.6 0.8 1.0 

0.2 0.3 0.4 1 0.6 0.7 

I l l u s t r a t i o n  of use of t a b l e  11.-Of t h e  871.000 fe-
males repo r ted  as hav ing diabetes,, 71.6 petcent  had no 
c h r o n i c  l i m i t a t i o n  o f  a c t i v i t y  ( t a b l e  21. S ince n e i t h e r  
o f  these va lues  can be read d i r e c t l y  from t h e  tab le ,  i n -
t e r p o l a t i o n  may be c a r r i e d  o u t  as fo l l ows :  f o r  a base 
o f  500.000 a s t a t i s t i c  o f  50 percent-has a s tandard er-
r o r  o f  4.6 percentage p o i n t s  and a s t a t i s t i c  o f  75 per- 
c e n t  has a s tandard e r r o r  o f  3.5 percentage p o i n t s .  In-
t e r p o l a t i n g ,  w i t h  a base o f  500.000 an es t ima te  of 71.6 
pe rcen t  would have a s tandard e r r o r  of 3.6 percentage 
p o i n t s .  Corresponding c a l c u l a t i o n s  w i t h  a base of  
1,000.000 produce a s tandard e r r o r  o f  2 .6 percentage 
p o i n t s .  A f i n a l  i n t e r p o l a t i o n  between these two r e s u l t s  
y i e l d s  an es t ima te  of  2.9 percentage p o i n t s  f o r  a Sta- 
t i s t i c  o f  71.6 percent  w i t h  a base of 871.000. (A l though  
i n t e r p o l a t i o n  has been c a r r i e d  o u t  i n  two dimensions 
he re  t o  i l l u s t r a t e  t h e  use o f  t h e  tab le,  a s imp le  scan- 
n i n g  o f  t h e  t a b l e  w i  I I p rov ide  an approximate answer 
which w i l l  u s u a l l y  be s u f f i c i e n t . ]  

. 

!, 

When the For estimated percentages of 
base of the 
percentage 2 or 5 or 10 or 25 or

i s: 98 95 90 75 50
I '  I .I 1
( i n  thousands) 

The approximate standard 
error (expressed in  

percentage points) i s :  

2,500------- 3.4 5.2 7.2 10.4 12.0 
12,500------- 1.5 2.3 3.2 4.6 5.4 
25,000------- 1.0 1.7 2.2 3.3 3.8 
50,000----- -- 0.7 1.2 1.6 2.3 2.7 

75,000------- 0.6 1.0 1.3 1.9 2.2 
125,000------- 0.5 0.7 1 :o 1.4 1.7 
250,000------- 0.3 0.6 0.7 1.0 1.2 
500 ,OOO-----:- 0.-2 0.4 0.5 0.7 0.9 

I l l u s t r a t i o n  o f  use o f s t a b l e  I l l . - O f  t h e  30.376.000 
r e s t r i c t e d - a c t i v i t y  .days due t o  d iabetes,  29.3 percent  
were f o r  persons 65-14 yea rs  o f  age. Since n e i t h e r  o f  
these va lues can be read d i r e c t l y  from t h e  t a b l e ,  i n t e r -
p o l a t i o n  may be c a r r i e d  o u t  as f o l l ows :  w i t h  a base of 
25.000.000 a s t a t i s t i c  o f  25 percent  has a s tandard er-
r o r  o f  3.3 percentage p o i n t s  and a s t a t i s t i c  o f  5 0  per- 
cen t  ha: a s tandard e r r o r  o f  3.8 percentage po in ts .  In-
t e r p o l a t i n g ,  a s t a t i s t i c  of 29.3 percent  w i t h  a base Of. 

25,000,000 would have a s tandard e r r o r  o f  3.4 percent-
age po in ts .  Corresponding c a l c u l a t i o n s  w i t h  a base o f  
50.000,OOO produce a s tandard e r r o r i  o f  2.4 percentage 
p o i n t s .  A f i n a l  i n t e r p o l a t i o n  between these two r e s u l t s  
y i e l d s  a s tandard e r r o r  o f  3.2 percentage p o i n t s  f o r  a 
s t a t i s t i c  o f  29.3 pe rcen t  w i t h  a base o f  30,376,000. 
iA l though  i n t e r p o l a t i o n  has been c a r r i e d  out  i n  two d i -  
mensions he re  t o . i l l u s t r a t e  t h e  use o f  t h e  tab le ,  a sim- 
p l e  scanning o f  t h e  t a b l e  w i l l  p rov ide  an approximate 
answer which wi I I be s u f f i c i k n t  f o r  most purposes. I 

, 
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APPENDIX I I  


DEFINITIONS OF CERTAIN TERMS USED IN THIS REPORT 


Terms Relating to Chronic Conditions. 

Condition.-A condition is defined a s  any entry on 
the questionnaire which describes a departure from a 
state of physical or mental well-being. In the coding and 
tabulating process, conditions a re  first  classified ac-
cording to the type of disease, injury, o r  impairment, 
and then according to a number of other criteria such 
as whether they were medically attended, whether they 
resulted in disability, and whether they were acute o r  
chronic. For the purposes of each published report or 
set of tables, only those conditions recorded on the 
questionnaire which satisfy certain stated criteria a re  
included. 

Conditions, except epa i rments ,  a r e  coded by type 
according to the International Classification of Dis-
eases, 1955 Revision, with certain modifications adopt- 
ed to make the coding procedures more suitable for a 
household-interview-type survey. Impairments, con- 
sisting of selected chronic o r  permanent defects re-
sulting from disease, injury, o r  congenital malforma- 
tion, a r e  coded according t o a  special supplementary 
classification which permits their classification by type 
and site, and also by etiology. 

Chronic condition. -A condition is considered to 
be chronic if it is described by the respondent (1) in 
terms of one of the conditions on the "Check List of 
Chronic Conditions" o r  in terms of one of the impair- 
ments on the "Check List of Impairments" (Cards A 
and B, Appendix III), o r  (2) as having been first noticed 
more than three months before the interview. For this 
purpose, first noticed is defined a s  the time a t  which 
the person first felt sick or when he o r  his family was 
first told by a physician that he had a disease of which 
he was previously unaware. For a condition which is 
episodic in nature, the onset is always considered to 
be the. original onset rather than the onset of the most 
recent episode. 

Prevalence of a condition.-In general, the preva- 
lence of a condition is the estimated number of cases 
existing in a population a t  a specific point in time o r  the 
average number existing during a specified period of 
time. 
. - In the National Health Survey, the prevalence of a 

chronic condition is the number of cases reported to 
be present at the time of the interview or at any time 
during the 12 months prior to the interview. Estimates 
of the prevalence of chronic conditions may be re-
stricted to cases which satisfy certain additional cri-
teria. For example, only casesinvolving a day o r  more 
in bed during the past year o r  cases under care may 
be included. 

Medically attended condition.-A condition is con-
sidered to be medically attended if a physician has been 
consulted about it either at i t s  onset o r  a t  any time there- 
after. Medical attention includes consultation either in 
person o r  by telephonefor treatment o r  advice. Advice 
from the physician transmitted to the patient through 
the nurse is counted a s  well  a s  visits to physicians in 

clinics o r  hospitals. If during the course of a single 
visit the physician is consulted about more than one 
condition for each of several patients, each condition of 
each patient is counted a s  medically attended. 

Discussions of a child's condition by the physician 
anda  responsible member of the household are con-
sidered a s  medical attention even if the child was not 
seen a t  that time. 

For the purpose of this definition, the term "phy- 
sician" includes doctors of medicine and osteopathic 
physicians. 

Condition under care.-By under care  is meant one 
o r  more of the following: (1) currently taking medicine 
or treatment prescribed by a physician, (2) observing 
a systematic course of diet or activity prescribed by a 
physician, (3) visiting the physician regularly for check-
ing on the condition, or (4) under instruction'from the 
physician to return if some particular thing happens. 

Physician is again definedas a doctor of medicine 
o r  an osteopathic physician. 

Terms Relating to Disabi'lity 

Disability is a general term used to describe any 
reduction of a person's activity a s  a result of an acute 
or chronic condition. It is measured in numbers of dis- 
ability days, and for persons with one o r  more chronic 
conditions, it is also expressed by the extent to which 
they are limited in their major activity and theirmobility. 

Disability days.-Disability days a r e  classified ac-
cording to whether they arg days of restricted activity, 
days in bed, days in the hospital, days lost from work, 
o r  days lost from school. Al l  hospital days are,  by 
definition, days of bed disability; all days of bed disa- 
bility are,  by definition, days of restricted activity. The 
converse form of these statements is, of course, not 
true. Days lost from work and days lost from school 
a r e  also days of restricted activity for the working and 
school-age populations. Hence, restricted activity isthe 
most inclusive term used in describing disability days. 

Restricted-activity dak. -A restricted-activity day 
is one on which because of a specific illness o r  injury 
a person substantially reduces the amount of activity 
normal for that day. The type of reduction will vary 
with the age and occupation of the individual as well a s  
with the day of the week o r  the season. Restricted ac-
tivity thus covers a range from substantial reduction of 
normal activity to complete inactivity. 

Bed-disability day.-A bed-disability day is one on 
which more than half the daylight hours were spent in 
bed because of a specific illness or injury. All hospital 
days for inpatients a re  considered to be days of bed 
disability even if the patient was not actually in bed a t  
the hospital. 

Work-loss day.-A work-loss day is a normal 
working day on which a person did not work at his job 
o r  business because of a specific illness or injury. The 
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number of days lost from work is determined only for 
persons l7'years of age o r  older. 

' Chronic Activity and Mobi l i ty  l imi ta t ion  

Chronic-activity limitation. -cKronic activity lim- 
itation is ascertained for all persons with one o r  more 
chronic conditions. r See Cards C, D, E, and F, Appen-
dix 111. The replies indicate to what _extent the person 
(worker, housewife, child, or other) is limited by his 
chronic disease(s) with respect to his ability to carry 
on the major (or usual) activity of the group of which he 
is a member. The person may be completely limited; 
may be able to carry on the major activity but be lim-
ited in the w s and amounts of his activities; o r  may 
not be limited in any of these ways. 

Chronic mobility limitation.-Persons with one o r  
more chronic conditions are also classified with re-
spect to the extent to which their mobility is limited. 

. 

t 

. 

See Card G, Appendix 111. Degrees of limitation of mot 
bility include being confined to the house all the time, 
or, if able to go outside, needing the help of another 
person o r  having trouble in getting about freely. 

. 
Demographic Terms 

Age.-The age of the person on his last birthday 
r e c o z d  on the questionnaire in single years. Ages a r e  
then grouped in intervals suitable for the topic under 
discussion. 

Usually working.-A term applied t o  an individual 
17 years of age o r  older who was gaidully employed a s  
a paid employee, a self-employed person, or as  a work- 
er in a family business for more than half of the 12 
months prior to the interview. A person who does only 
volunteer o r  unpaid work-such a s  work in his own 
home or work for the church or community-is not con- 
sidered to be gainfully employed. 

.. 
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APPENDIX b!l 
QUESTIONNAIRE, 


The i tems below Show t h e  exact  content  and wording of  t h e  ques t i onna i re  used i n  t h e  household sur.vey. The a c t u a l  
ques t i onna i re  i s  designed f o r  a household as a un i tand inc ludes a d d i t i o n a l  spaced f o r  r e p o r t s  on more than onelperson. 

\ 
~ 

The National Health Survey i s  authorized by Public Law 652 of the 84th Congress (70 Star 489; 42 U.S.C. 305). All  infoormation which 

CONFIDENTIAL; would permit identification of the indiridlnl will be held .Cr;ctly confidential, will be used only by pertons mgaged in and for the 


pvrposcs of the runcy, and wil l  not be discbred.ol released to othcrs fm my other p u p s e s  (22 FR 1687). 


1. Quc.ciowircForm NHS-2 	 U.S. DEPARTMENTOF COKKERCE 
(4-18-58) 	 BUREAU OF M E  CENSUS 

dai- ms collectiaa & o r  tor rb= 
U.S. PUBLIC H E N m  SERVICE 

I 

NATIONAL HEALTH SURVEY 
puc.rio-irc. 

2. 	 ( 0 ) Address 01dencripio. of loc.rio. 3. Idem. ' 4. Sub 5. S.mpte b PSU 7. Sesrnemf No. 8 Set.i.1 N o - 

code sunplc 
 N-rei& I 

\ 

CJ Never m n i c dI 
I' If 14 ~ C I I I  old or ovci, ask: 	 3Under 14 y e u a  -

Elem: 1 2 3 4 ' 5  6 7 8 
the highest prod. yoycomp1a.d lp school? 

Hish: 1 2 3 4 
, (Circle highest grade completed or check "None') I 
Collese: 1 2 3 4 I +  

1. U b i8. 
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1 6  Has cayon. in th. rOmIIy. ye", yo-, me. - h d  m y  dtku c a d i l l a s  DURING 
THE PAST I2MONTHS? 

(Rend Cud A, codition by codition; recad m y  condition. 
.wmioncd b the col- l a  r k  p r . 0 ~ 1  

Table II - HOSPITALIZATION DURING PAST 12 MONTHS- For completed bospndruuon* only 
vhm ..tk a d odd,... ..... I 

. 

. 
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Card A 	 .Card C Card E , Card 0 
. \  

N A T I O N A L  HEALTH SURVEY 	 N A T I O N A L  HEALTH SURVEY M T I O N A L  HEALTH SURVEY N A T I O N A L  HEALTH SURVEY 

Check L l s t  o f  Chronic Condltlons .For: 	 For: 1 

Workers and o t h e r  persons except L h l l d r e n  from 6 t o  16 years o l d  and 
Housewives and Chi ldren B t h e r s  going t o  school 

i. Asthma 	 16. Kidney stones o r  o the r  
2.  Any a l l e r g y  	 kidney t r o u b l e  

1. Cannot work a t  a l l  a t  present. I .  Cannot go t o  school a t  a l l  a t  1. Confined t o  the  house a l l  the 
3. Tuberculos is  	 11.  A r t h r i t i s  o r  rheumatism present t ime. 	 t ime, except i n  emergencies. 

2. 	 Can work but  l i m i t e d  i n  amount 
o r  h ind of work. 2 .  Can go t o  school bu t  l i m i t e d  t o  2 .  Can go ou ts ide  but  need the  he lp  

4 .  Chronic  b r o n c h i t i s  18. Pros ta te  t r o u b l e  
5 .  	Repeated a t t a c k s  of s inus  tr ouble 1 9 .  Diabetes 

c e r t a i n  types of schools  o r  i n  ‘ o f  another  person i n  g e t t i n g  6. Rheumatic feve r  20. Thyro id  t r o u b l e  o r  3 .  Can work b u t , l i m i t e d  i n  k ind o r  
school attendance. 	 around outs ide.  7 .  Hardening o f  t he  a r t e r i e s  g o i t e r  	 amount of ou ts ide  a c t i v i t i e s .  

8. High b lood pressure 21. Epi lepsy o r  convuls ions 	 3 .  Can go t o  school bu t  l i m i t e d  i n  3 .  Can go outs ide a lone but  have 
4 .  Not l i m i t e d  i n  any o f  these ways. 

9 .  Heart  t i o u b l e  o f  any k ind  	 o the r  a c t  iv it ies.  t r o u b l e  i n  g e t t i n g  around f r e e l y .  

L O .  	 St roke  22.  Mental o r  nervous 4. Not l i m i t e d  i n  any of these ways. 4 .  Not l i m i t e d  i n  any of these ways. 
LI. 	 Trouble w i t h  va r i cose  ve ins  t r o u b l e  

12. 	 Hemorrhoids o r  p i l e s  23.  Repeated t r o u b l e  w i t h  
13. 	 Gal lb ladder  or. l i v e r  t r o u b l e  back o r  sp ine 

14. 	 Stomach u l c e r  24.  Tumor o r  cancer 

15. 	 Any o the r  ch ron ic  2 s .  ch ron ic  Shin t r o u b l e  


stomach t r o u b l e  26. Hernia o r  rup tu re  , 


:ard 	 B Card D Card F Card H 

l U T l O I I A L  HEALTH SURWKY C 	 - N A T I O N A L  HEALTH SURVEY 4 A T I O N A L  HEALTH S U W K Y  H A T I O N A L  HEALTH SURVEY 
cn 


Bhack L i s t  of impaimants l o r :  Wouaewlfe For: Chi ldren under 6 years o l d  F w I I y  Income during Past 
12 months 

t. oea ess o r  se r ious  t r o u b l e  w i t h  hear ing.  !. Cannot keep house a t  a l l  a t  . Cannot tahe p a r t  a t  a l l  i n  o rd ina ry  I. under $500 ( I n c l u d i n g  loss )  
present. p lay  w i t h  o the r  c h i l d r e n .  

!. $500 - $999 
!. Can keep house bu t  l i m i t e d  i n  . Can p lay w i t h  o the r  c h i l d r e n  bu t  2. Ser ious t r o u b l e  w i t h  seeing, even w i t h  glasses. 

amount o r  k ind  of  housework. l i m i t e d  i n  amount o r  k ind  of p lay.  I. 11.000 - $1.9993 .  Cond i t i on  present  s ince  b i r t h ,  such as c l e f t  pa la te  o r  
c l u b  	foot .  

I Can keep house bu t  l i m i t e d  i n  . not l i m i t e d  i n  any of these ways. I. $2,000 - 5 2 , 9 9 9  

ou ts ide  a c t i v i t i e s .  u. Stammering o r  o the r  t r o u b l e  w i t h  speech. 5 .  $3 ,000 - $3,999 

5 .  M iss ing  f i nge rs ,  hand, o r  arm. 	 I .  Not l i m i t e d  .In any o f  these ways. 
5 .  $4 ,000 - 54.999 

6 .  Miss ing toes, f oo t ,  o r  l eg .  I .  $5.000 - $6,999 

7 .  Cerebra l  pa lsy.  3 .  $ 7 , 0 0 0  - $9,999 

8. p a r a l y s i s  of any k ind.  p. $ ~ o , o o o and over. 
VIP 

N” 9 .  Any permanent s t i f f n e s s  o r  de fo rm i t y  o f  t he  foot  o r  leg,  
a.
VI f i nge rs ,  arm, or back. 


