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Foreword

The Iast report of the National Committee on Vital and Health Statistics described
the Committee’s activities from 1983 to 1985, These were important formative years
during which the Committee, which had been inactive the previous 2 years, became
more broadly oriented in composition as well as direction. In contrast to earlier
years of the Committee’s activities, the extensive use of outside experts to assist
subcommittees with technical studies was significantly curtailed during this period.
Consequently, the report reflected the efforts to redirect the activities of the
Committee, which is legislatively mandated to advise the Secreta~ of the Depart.
ment of Health and Human Services, by placing emphasis on the most efficient use
of Committee resources in areas deemed to be of the most benefit to the
Department.

The current report, which reflects the Committee’s activities during the 1986
calendar year, summarizes work that benefited greatly from the previous Commit-
tees’ efforts. Several developments of 1986 are worthy of emphasis. First, the
Committee reassessed its charter and mission with the determination that its
responsibilities are indeed very broad and cover the total spectrum of health
statistical issues at the national and international levels. Recognizing that this is a
formidable task, the Committee reoriented itself so that it could maximize its efforts.
This was done through a more flexible structure that utilizes short, informative
updates from various departmental and outside agencies and individuals. Adopting
this approach, a series of issues and programs have been designated for regular
reports to the Committee to keep it up to date on current and anticipated health
statistical matters. From this”information the Committee is developing a dynamic
2-year workplan that will be modified on an annual basis.

Second, the Committee has moved to strengthen its role and voice as a represen-
tative of the private sector’s interest and concerns regarding health data collection?
analysis, publication, and interpretation. This is being accomplished both through
the broad perspective of its membership, which consists of 15 individuals who are
selected by the Secretary from among persons who have distinguished themselves in
such fields as health statistics, health planning, epidemiology, and the provision and -
financing of health services, and by serving as a forum for data issues which
significantly involve the private sector. The views and concerns that surface are
being conveyed through regular meetings and communications with appropriate
officials within and outside the Department: Special attention has been given to the
relationships between the Committee and the Office of the Assistant Secretary for
Health, through which the Committee communicates to the Secretary; theOffice of
the Director of the Health. Care ~Financing ‘Administration (H.CFA); ‘and the
National Center for Health Statistics (NCHS). Statements on-activities, issues, and
policies will be provided as issues arise. ,.,-;,,.:
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Third, the subcommittee, or working group structure of the Committee, is being
maintained and strengthened so that a maximum number of issues can be addressed
within resource limitations. However, these efforts are being oriented toward 1-year
and 2-year goals, with the view toward completion within 2 years at the most.
Additionally, individual Committee members have been designated as representa-
tives or monitors of areas or issues that do not currently require a working group or
subcommittee but are of high interest to the Committee. The full Committee is
being regularly updated on these ,activities and is applying a rigorous evaluation
procedure to each issue to determine its priority within the Committee’s workplan,
The newly established Executive Subcommittee is providing overall coordination to
the activities of the Subcommittees and the individual monitors.

Finally, the Committee has begun to work closely with NCHS in its annual
publication Health, United States. This process is encouraging Committee members
to keep abreast of current health statistical developments, and it also gives the
Committee an opportunity to provide input to the most significant statistical
reference book on health that is currently available.

Whhin this setting, the Committee addressed a number of issues in 1986 that arc
detailed within this report. Each warrants a brief comment here. A milestone report
on the Statistical Aspects of Physician Payment Systems was completed after the
receipt and assimilation of testimony from a wide variety of sources. The Subcom-
mittee working on this issue did a superb job of defining the data requirements (and
their complexities) of the users of data from patient-physician encounters in the
ambulato~ care setting. It was recommended that all items in the Uniform
Ambulatory Medical Care Minimum Data Set be thoroughly and systematically
reviewed for the purpose of developing a revised version that meets current needs.
The report and the recommendations it contains should have a significant impact on
information related to any changes in the reimbursement mechanisms for physi-
cians. The Committee transmitted the report to the Assistant Secretary for Health,
who circulated it to the departmental Health Information Policy Council (HIPC) for
review and comment. The Assistant Secretary and the HIPC, which he chairs, have
generally endorsed the report, and the Committee anticipates working with the
Department in the coming year on the recommended review of the Minimum Data
Set.

The Subcommittee on Disease Classification and Automated Coding of Medical
Diagnoses is reviewing comments on the Tenth Revision of the International
Classification of Diseases (ICD-1O), and it will participate actively in the develop-
ment of the final version of ICD-10. This Subcommittee also will monitor activities
in the area of international health data and will provide regular reports to the
Committee. Similarly, the Subcommittee on Uniform Minimum Health Data Sets
has been evaluating the Long-Term Care Minimum Data Set and, in the process, has
developed,some serious reservations about the usefulness of a single minimum data
set in the long-term care industry. A final report will be forthcoming by June 1987.

The Subcommittee on Minority Health Statistics was very active in the development
of the rationale for the standardized Hispanic identifiers on vital records, which will
have an important impact on health data collection for this population in the future.
The Subcommittee is reviewing the current and planned Department of Health and
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1 Human Services’ data collection systems, and it will assess the ability of these
systems to produce data on access to and financing of medical care for minority
uo~ulations and the medicallv indigent. A final reuort on these verv significant. .-
;ss~es will be made in the fall-of 19~7.
The Subcommittee on Data Gaps in Disease Prevention and Health Promotion has
determined that much is being done at the national level to address the needs in this
area, yet few, or only fragmented, efforts are being made at the local or State level
to collect data on disease prevention and health promotion activities. Furthermore,
the data that are collected are often not useful for State-to-State or State-to-
national comparisons. To resolve this dilemma the Subcommittee will explore the
need for an inventory of data bases (local, State, and national), address the
effectiveness of prima~ data versus model-based estimates for local or State needs,
and develop strategies that will encourage the use of shared expertise on the local,
State, and national levels. A final report on these important activities will be given
in June 1987.
The Committee has heard testimony on and is considering the need for a Nursing
Minimum Health Data Set. A report will be made to the Assistant Secretary for
Health in January 1987. Additionally, the Committee is monitoring the restructuring
of health care statistics activities at NCHS, quality of care evaluations at HCFA,
efforts to collect data related to catastrophic health care costs, data linkage needs as
they relate to specific issues or priorities, and data collection activities for health
care of the aging and occupational health. Lastly, the Committee has expressed
alarm at the quali@ of health data that is frequently released by our Government or
other agencies with resultant inappropriate or erroneous interpretation on the part
of the public. The Committee is reviewing criteria that could be used as guidelines
for any agency that wished to evaluate the quality of its data prior to release, and it
will assist such agencies in any way it can to assure that quality data and data
analyses are disseminated.
This has been a good year– busy, but grati@ing. However, the work of the
Committee has just begun, and it will continue for many years to come. Sincere
appreciation is extended to all the members of the National Committee and to the
staff of NCHS along with those throughout the Department who have been
stimulating and supportive. With
easily reach its goals and more!

Ronald G. Blankenbaker, M.D.
Chairman, National Committee

on Vital and Health Statistics

such c;ntinued back;ng, the Committee should
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Executive Summary

During 1986, the National Committee on Vital and Health Statistics, in its advisoV ~
capacity to the Department of Health and Human Services, accomplished the
following activities through the work of its five subcommittees:

●

●

●

●

●

Completed a major report on the statistical aspects of physician payment
systems, underscoring the value of standard definitions across data collection
systems.

Developed recommendations, which were accepted by the National Center for
Health Statistics, to include in the upcoming revision of the U.S. Standard
Certificates of Live Birth and Death a specific item to identi~ events to persons
of Hispanic origin.

Devoted serious attention to the application of the Uniform Minimum Data Set
concept to long-term care and reviewed the content of the current Long-Term
Care Minimum Data Set.

Maintained its role as a forum for the complex issues related to the revision of
the International Classification of Diseases.

Identified the need to focus on data ~a~s at the State and local levels for
planning and evaluating health promoti;n’programs and assessing needs.

In 1987, the Committee will continue efforts related to the above activities and will
give priority to the following additional areas:

Thorough review of the Uniform Ambulatory Medical Care Minimum Data Set.

Assessment of the abilim of the Department’s data collection systems to produce
information on access ~o and fin~ncing of health care of minorities and the
indigent,

The Committee also will monitor and consider recommendations for a varie~ of
health statistical issues that it has identified over the past year as important to the
Department and the Nation.
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Activities, Accomplishments, and
Future Plans of the National
Committee on Vital and Health
Statistics

The year 1986 was one in which the National Committee on Vital and Health
Statistics (NCVHS) strengthened many of the specific activities it had initiated
previously and also began to look more broadly at the full range of health statistical
issues encompassed by its charge. During this year, the Committee sought to achieve
a balance between conducting in-depth studies of a selected number of topics and
pursuing at a more general level all of the major health data issues affecting the
Department of Health and Human Services and the Nation, The Committee also
gave greater attention to its internal organization and procedures, as well as to
communications with agencies and officials within the Department. These emphases
were facilitated by the active role of the Executive Subcommittee, which was
established in November 1985 and held a number of meetings during 1986.

Through the existing subcommittees, the NCVHS continued to pursue work in the
following five areas that had been established as priorities in conjunction with the
Department:

● Uniform minimum health data sets.

● Disease classification and automated coding of medical diagnoses.

● Minority health statistics.

● Data gaps in disease prevention and health promotion,

● Statistical aspects of physician payment systems.

As directed by the full Committee, the Executive Subcommittee worked with each
of the five subcommittees to assure that work plans were developed and specific
products were completed or scheduled. The activities, accomplishments, and future
plans of the subcommittees are detailed in the subsequent sections of the report,
Membership lists and the charges to the subcommittees, as well as meeting dates,
are included in appendix IV.

At the same time, the Executive Subcommittee identified a variety of other
approaches for dealing with emerging health data issues within available resources,
recognizing that subcommittees should be reserved for substantive tasks requiring
the participation of several members over a period of at least a year. These
approaches, which will permit the Committee to respond to a wider range of issues,
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include receiving relevant briefings at full Committee meetingy designating indi-
vidual members to function as agents of the Committee to monitor particular issues,
gather information, and r~iew activities; developing policy statements on key health
data issues for submission to the Secretary or the Assistant Secretary for Health; and
proposing to departmental officials that selected issues should be addressed by some
agency or mechanism within the Department.

As a guide to the full Committee in considering emerging health data issues, the
Executive Subcommittee developed a list of characteristics that could be applied to
any issue under discussion. These include the statistical and public health impor-
tance of an issue, any political implications, and the issue’s timeliness and
manageability. The characteristics, which are detailed in appendix V, are intended
to assist the Committee in clarifying and assessing a particular issue, determining the
appropriate level of Committee involvement, and establishing the issue’s priority.

Within the above framework, the Committee gave attention to a number of
important topics that had been identified by members or staff during the year and
agreed “to monitor each in the following manner during 1987:

●

●

●

●

●

4

Adequacy of national health statistical systems and capabilities.

The full Committee will take responsibility for this broad issue, beginning with
briefings by individuals knowledgeable about current health data needs and
capabilities. The Committee will also work closely with the National Center for
Health Statistics (NCHS) on development of Health, United States, the Secre-
tary’s annual report on the health of the Nation.

Quality of data and data analyses with particular interest in standards across
agencies for the release of data and for the accompanying documentation.

The Committee will work with NCHS to identi& existing guidelines for release
of health-related data and to determine whether these guidelines are adequate
and recognized throughout the Department.

Policies and opportunities regarding linkage of information from two or more
data sets.

The Committee intends to examine these data linkage issues in connection with
particular topics under study by subcommittees or individual members.

Statistics to track trends and assess the impact of new approaches in the health
care delivery system.

The Committee will review NCHS plans for restructuring its existing surveys of
health care providers, and it has assigned one member to acquire more in-depth
knowledge of the survey plans and to monitor current and future developments.

Data on quality of care and patient outcomes.



I
●

I

●

●

●

The Committee has been briefed by the Health Care Financing ‘Administration
(HCFA) on current HCFA-sponsored research, and it will continue to monitor
this area,

Data on the aging population.

One Committee member will serve as liaison to the multiple departmental
groups involved in major data collection and use of data on the elderly and will
monitor progress in this area.

Data on uncompensated care and access to care by the medically indigent.

In order to understand current data gaps and future data needs, the Committee
received a report from the Secretary’s Catastrophic Illness Study Technical
Working Groups. The Subcommittee on Minority Health Statistics will include
the topic of data on health care for the indigent in its other investigations.

Data on occupational health.

The Committee will receive periodic updates from NCHS on its activities with
the National Institute for Occupational Safety and Health and the Bureau of
Labor Statistics in this area and will monitor progress in enhancing the
occupational health data base.

International health statistical activities, including systems development, cross-
national comparisons, and collaborative” efforts. - -

.

In addition to two Committee members monitoring activities in this area, the
Subcommittee on Disease Classification will consider expanding its charge to
include gathering information related to this topic.

Throughout its activities, whether conducted through subcommittees or on a
monitoring basis, the Committee seeks to assure that its work is directly relevant to
the concerns of the Department in the health data area. Recognizing that regular
interaction with health data policymakers will help’ increase the, Committee’s
responsiveness to departmental needs, the Chairman held meetings during the year
with the Assistant Secreta~ for Health and the HCFA Administrator to discuss
current activities, and he will maintain ongoing communication with these officials
and their staffs concerning future work plans and accomplishments. The Committee
will also anticipate receiving guidance from the Department on particular issues and
will seek every opportunity to respond in a timely and appropriate manner.

The activities, accomplishments, and future

Uniform Minimum Health Data Sets

The Subcommittee on Uniform Minimum

plans of each Subcommittee follow.

Health Data ‘Sets held meetings on
January 17, April 24-25, and July 31-August 1, 1986, continuing its review ;f the
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Long-Term Care Minimum Data Set (LTCMDS). The Subcommittee heard addi-
tional testimony from Department staff and received periodic reports on the work
of two related departmental task forces, the Interagency Task Force on the
LTCMDS and the Interagency Task Force on Long-Term Care Facilities. The bulk
of the Subcommittee’s effort, however, involved internal discussion of the applica-
tion of the uniform minimum data set concept to long-term care and a review of the
content of the current Long-Term Care Minimum Data Set.

The application of the uniform minimum data set concept to long-term care is
difficult and complex. “Uniform minimum health data sets are core minimum sets
of items of information with common definitions concerning a specific aspect of the
health care system which meet the essential needs of a variety of health data users”
(DHHS, Health Information Policy Council, 1983). A uniform minimum health data
set is intended for incorporation within administrative systems and surveys of
providers and users. Its utility for policy analysis, program management, and basic
research must be sufficient to warrant the resources full implementation implies.

Long-term care does not constitute a single specific aspect of the health care system.
Rather it encompasses an extremely heterogeneous set of patient subpopulations
and provider types. It includes three major subpopulations: physically incapacitated
or impaired persons due to age, accident, or disease; chronically mentally ill persons;
and persons with mental retardation or developmental disabilities. Each subpopu-
Iation receives services from several types of institutional and noninstitutional
providers.

Providers range from institutions offering highly skilled professional services to
family members with little or no training. Although there is some overlap as single
providers serve patients from more than one subpopulation, there is considerable
independence among the ‘subpopulations, their needs, and the providers that serve
them.

The Subcommittee reviewed the content of the current LTCMDS taking account of
the heterogeneity in long-term care and the intended implementation of a uniform
minimum data set in both administrative record systems and research and survey
activities. Reconciling these factors raised a number of concerns.

Many of the items, either as currently defined or with some refinement, were clearly
appropriate for inclusion in a broadly applied LTCMDS. However, for other key
items, developing a uniform definition to yield valid comparative data on the
different subpopulations seemed impossible. In addition, the relevance of some
items for particular subpopulations and the capacity of provider types to supply
requested data appeared questionable.

Defining a unit of observation or establishing the frequency with which LTCMDS
items should be collected raised additional issues. Other service-oriented minimum
data sets–the Uniform Hospital Discharge Data Set and the Ambulatory Medical
Care Minimum Data Set –are used to collect information on episodes of care, for
example, a hospital stay or an ambulatory care encounter. The relationship between
a provider and a long-term care patient or client varies considerably across patients
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and over time. @rig-term care episodes range in duration from a few days to years,
and intensi~ of service can vary significantly within an episode as patients recover
andlor decline.

In light of these issues and concerns, the Subcommittee decided to prepare a
summary of its discussion of the items of the current LTCMDS and a statement on
the application of the uniform minimum data set concept to long-term care. This
draft document will be distributed to Committee members and experts outside the
Committee for comment in early 1987. Among the major issues that will be
presented for review are:

1. Whether it is useful to continue the development of an implementation of a
single uniform minimum health data set for long-term care. Or, alternatively,
whether the development of a family of long-term care uniform minimum data
sets should be considered. Member data sets would apply to particular
provider types that serve predominantly one of the major long-term care
subpopulations. Uniformity in definitions for variables contained in more than
one minimum data set would be maintained to the greatest extent possible.
Utility to the primary users of a single data set would not be excessively
sacrificed in pursuing uniformity across the data sets. The potential for a single
uniform minimum data set could be reviewed after the individual data sets
have been developed and tested.

2. What additional research should be undertaken regarding variables measuring
patient conditions or status, for example, activities of daily living, instrumental
activities of daily living, and behavioral measures? The value of some of these

1
variables has been well established for some subcomponents of the long-term
care population. Application to other subcomponents and validity of inter-
group comparisons may need further exploration.

3, How could existing service descriptions be improved so that they reflect
differences in resource use and cost? To what extent can existing service coding
systems be used, or what steps should be taken to develop appropriate coding
systems?

The Subcommittee will review the comments received in preparing its final report
on the LTCMDS for consideration by the Committee. The Subcommittee will also
fulfill the other elements of its current charge- review of the evaluation of the
LTCMDS and of trends in data collection and storage practices in long-term care
facilities and include its findings in the final report to the Committee.

Disease Classification and Automated Coding
of Medical Diagnoses

The Subcommittee on Disease Classification and Automated Coding of Medical
Diagnoses was established in June 1983 to address the complex issues related to the
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International Classification of Diseases (ICD) and its multiple uses. The Subcom-
mittee pursued its charge by receiving testimony from numerous public and private
sector organizations interested in this subject.

During its initial meetings, the Subcommittee identified considerable concern about
the upcoming process for developing the Tenth Revision of the ICD. In response to
this testimony, the Subcommittee recommended that the National Committee on
Vital and Health Statistics collaborate with the National Center for Health Statistics
(NCHS) in presenting three conferences to orient ICD users in the United States
about the revision process and to provide them with an opportunity to take an active
role. A conference for Federal agencies was held in December 1984, and in May
1985 medical specialty groups and other interested organizations conferred, A third
conference is planned that will focus on implementation of ICD-10 from a data
collection and processing perspective.

The Subcommittee also heard from various organizations involved with the devel-
opment, maintenance, and use of procedure codes and learned that the World
Health Organization (WHO) had no current plans for additional work on the
taxonomy of procedures. In this area, the Subcommittee recommended that a
common procedure coding system for the United States be, developed that can be
used for physician fee-for-services, diagnostic reporting, and hospital inpatient care
reimbursement and that will respond to data user needs.

In addition, the Subcommittee consulted with the Department on the development
and implementation of new ICD-9-CM codes for human T-cell lymphotropic
virus-111/Iymphadenopathy-associated virus (HTLV-111/LAV) infections, a manifes-
tation of which is acquired immune deficiency syndrome (AIDS). The new codes
were implemented October 1, 1986, for morbidity coding in hospitals, and they will
be implemented on January 1, 1987, for mortality coding.

Having accomplished the above, the Subcommittee is continuing to serve as a forum
where concerns and interests can be expressed; as a liaison between the private and
governmental sectors in health statistics; as a monitor of ongoing activities; and, at
times, as conciliator among disputants. In this regard, the Subcommittee consulted
with the WHO Collaborating Center for Classification of Diseases for North
America, located at NCHS, on the U.S. response to the second draft of ICD-10 and
provided an additional opportunity for interested parties to advance their positions
on the draft in an open forum.

In addition to monitoring the progress toward the development of ICD-10 and
participating in the formulation of U.S. recommendations to the WHO, the
Subcommittee intends to carry out the following activities:

● The Subcommittee will seek to determine whether the Tenth Revision will be
adequate to meet the clinical needs of this country, If a modification such as that
carried out for ICD-9 is deemed necessary, the Subcommittee will advise as to
the planning, development, and implementation of such an activity+

. The Subcommittee will monitor activities related to procedure coding and will
seek clarification on whether a U.S. revision of Volume 3 will be necessary, In
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May 1986, a Subcommittee member attended a meeting that was convened by
the Health Care Financing Administration (HCFA) to open discussion among
people interested in procedure coding. As a result of that meeting, the American
Medical Association (AMA) and the American Hospital Association agreed to
co-chair a task force that would outline and set priorities for the objectives of a
common procedure coding system. This task force was charged to undertake a
thorough evaluation of the purpose and scope of the ICD-9-CM, Volume 3, and
the AMA’s Current Procedural Terminology (CPT-4), which is the basis for the
HCFA Common Procedure Coding System; to evaluate the feasibili~ of
developing a new procedure coding system to achieve the objectives of a
common system; to estimate the costs, both direct and indirect, of developing
and implementing a new procedure coding system or converting or adapting one
of the existing systems; and to formulate a system for periodic revisions of any
proposed classification system.

● In the area of procedure coding, the Subcommittee will also monitor the
activities of the ICD-9-CM Coordination and Maintenance Committee, which
was formed within the Department of Health and Human Sewices in September
1985 to identify major needs for modifications, additions, or deletions to the
ICD-9-CM procedure codes.

Minority Health Statistics

When the National Committee on Vital and Health Statistics (NCVHS) approved
the charge to the Subcommittee on Minority Health Statistics (formerly a work
group) at its February 6, 1986, meeting, the Committee directed that initial priority
should be given to the following two items of the charge, with a final report on those
items due by June 1987:

● Item 1—Review the cooperative efforts between the Department of Health and
Human Services (DHHS) and the States directed at developing standardized
Hispanic identifiers in vital statistics records..

● Item 5 – Review current and planned DHHS data collection systems, assess their
ability to produce data on minorities, and make appropriate recommendations.

The Subcommittee met on April 25, 1986, to hear presentations from experts
concerning the process used to revise the U.S. Standard Certificates of Live Birth
and Death and on the pros and cons of alternate approaches to identi$ Hispanics
in the proposed 1989 revision of the standard certificates.

Although no item to identi~ events occurring to Hispanics is on the current
standard certificates (implemented in 1978), the Subcommittee learned that Na-
tional Center for Health Statistics (NCHS) staff have strongly encouraged States to
include such an item; and, currently, 25 registration areas do identi~ births to
Hispanic parents and 24 areas identify deaths of Hispanics. Ten areas accomplish
this by asking if the persons involved are Hispaniq and, if the answer is yes, what the
specific Hispanic origin or descent is. The remaining 15areas use a general question
on origin or descent.
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The Panel to Evaluate the U.S. Standard Certificates established in 1983 to consider
recommendations for the revised certificates included State registrars and statisti-
cians, representatives of users of vital statistics data, and representatives of those
who have responsibility for completion of the record. Subgroups were established to
review each type of certificate (for example, birth, death), and a Parent Group was
designated to review the recommendations from each of the subgroups and to make
the final recommendations on content and format.

Input from others was sought via the mailing of approximately 6,400 questionnaires
to about 1,800 persons and organizations. All recommendations received were
reviewed and considered by the panel of experts.

Two criteria for items to meet in order to be included on the standard certificates
were set by the panel at its first meeting. They were: (1) an item must be of
demonstrable need for legal purposes or for public health or research program
purposes; and (2) there must be a reasonable assumption that data on an item can
be obtained with a fair amount of accuracy and completeness.

The panel recognized the need to include an item that would enable identification
of vital events occurring to Hispanics. The panel felt that in order to achieve an
adequate level of completeness it was necessary to have an item that a majority of
States would feel comfortable adopting, both States with a large Hispanic popula-
tion and States with few Hispanics.

After much discussion, the Parent Group recommended an open-ended question
that asked for ancestry. The question included six prompts– the first three were
Mexican, Puerto Rican, and Cuban, and the remaining prompts were at the
discretion of the registration area. It also recommended that in States with a large
Hispanic population (either currently having the Hispanic origin question or
preferring that question) an Hispanic origin question might be substituted.

This approach was considered acceptable by most registration areas, and it
permitted the identification of a number of ethnic minority groups. In addition,
there was a concern that if the principal recommendation were a specific Hispanic
origin question many areas would not consider the alternate ancest~ question.

The following concerns about the recommendation were expressed by persons at the
Subcommittee meeting

1. Hispanics are the only minority group for which Congress has specifically
mandated that DHHS and other agencies collect data. Failure to recommend
the Hispanic origin question is not considered consistent with this mandate.

2. Use of the term “ancestry” has not been tested, so the reliability and validity
of information obtained using that term is unknown.

3. The Hispanic origin question is most directly comparable to the U.S. Bureau
of the Census decennial census enumeration, thereby providing comparability
to this important source of denominator data.
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4. NCHS publishes Hispanic natality data, and it will soon publish Hispanic
mortality data using information obtained by asking about origin or descent. A
change to asking about ancestry would result in data of unknown comparability
and thereby hinder trend analyses.

5. Identification of Hispanics using a question about ancestry rather than a direct
question about Hispanic origin is not acceptable to Hispanics, particularly
when the underlying purpose is to identi& Hispanics.

6. Coding information from an ancest~ question will be considerably more
complex and costly than coding information from an Hispanic origin question.

At the conclusion of the meeting, the Subcommittee members unanimously felt that
the Hispanic origin question was the better way to identi~ Hispanics and that the
Hispanic identifier should be used on the standard certificates of birth and death.
For areas having small Hispanic populations, the Subcommittee recommended that
the ancestry question be substituted.

The Subcommittee asked the chairperson of the panel of experts who developed the
recommendations for the revised standard certificates to query members of the
Parent Group to see if they would be willing to reverse the recommendation so that
the preferred item would ask about Hispanic origin or descent.

The Parent Group met and considered this possibility. In their deliberations, Parent
Group members expressed concern that in order to reverse the decision on ancestry,
they would have to ignore their criteria for placing an item on the certificates. If this
were done, several other items that were rejected based on those criteria should be
reconsidered. Given this concern, and the fact that the Group had officially been
disbanded, the Parent Group members elected to let the original decision stand.

At the June 6 meeting of the National Committee, the Subcommittee presented a
report on its April 25 meeting along with a recommendation that the revision to the
U.S. Standard Certificates of Live Birth and Death include an item to identi~ events
to persons of Hispanic origin. The preferred item recommended would ask if
individuals are of Hispanic origin; if the answer is yes, then the specific origin
question would be asked. For States unable to adopt this approach, the alternative
would be a general ancest~ question with the first three of six parenthetic examples
being Hispanic groups. The Committee accepted the recommendation of the
Subcommittee and recommended that the Director, NCHS, include it in the revision
of the Standard Certificates. This recommendation was followed by the NCHS, the
agency responsible for development and promulgation of the standard certificates.

Having completed item 1 of its charge, the Subcommittee met on September 29,
1986, to develop a workplan for item 5. At this meeting, the Subcommittee agreed
that its activities in the coming year should revolve around assessment of the
Department’s abilities through its data collection systems to produce information on
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access to and financing of health care of minorities. The Subcommittee further
agreed to review only those data systems that meet the following criteria:

1. The data system is continuous or is conducted with periodicity.

2. The data system includes a sufficiently large sample size so as potentially to be
able to produce reliable estimates for different minority groups.

3. The data system is adaptable to modifications.

On October 9, the NCVHS reviewed and approved the workplan submitted by the
Subcommittee for item 5 of its charge. A report containing recommendations is to
be provided at the fall 1987 NCVHS meeting. Given the focus of the Subcommittee’s’
investigation, it was asked also to consider issues relating to data on access to and
financing of health care for the indigent population.

Data Gaps in Disease Prevention and Health
Promotion

The Subcommittee on Data Gaps in Disease Prevention and Health Promotion,
which also evolved from a work group, concluded that many of the gaps that existed
in data required to assess overall national progress toward the 1990 Objectives for
the Nation have been closed since 1982 with new natitial surveys. The problem of
data gaps centers now on State and local data required for assessing needs and
planning and evaluating health promotion programs. Meetings have been held by
individual Subcommittee members with Federal officials and national organizations
(such as the Association of Schools of Public Health and the Association of State
and Territorial Health Officials) attempting to address these problems.

Federal agencies with major interests and capacities to support State and local data
needs, identified by the Subcommittee, include the Centers for Disease Control
(CDC), National Center for Health Statistics (NCHS), National Center for Health
Services Research (NCHSR), National Institute on Occupational Safe~ and Health
(NIOSH), and Office of Disease Prevention and Health Promotion (ODPHP). For
example:

●

●

●
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The Center for Health Promotion and Education at CDC has subsidized and
provided training for State and local behavioral risk factor surveys using a
common instrument and interviewing and sampling procedures.

NCHS has cooperated with CDC in the foregoing surveys and has nurtured State
and local uses of national data in a variety of ways. NCHS also works with State
vital and health statistics offices or centers. The Center sponsored a seminar in
Rhode Island in August to acquaint potential users with NCHS data sets, with
emphasis on the 1985 National Health Interview Survey Health Promotion and
Disease Prevention questionnaire.

NCHSR held a conference in the fall of 1985 on data needs at the State level for
health promotion.



. NCHS, in cooperation with the Bureau of Labor Statistics (BLS) and NIOSH, is
pursuing possible uses of NCHS, NIOSH, and BLS data and other sources to
measure worker injuries and occupational health.

. The ODPHP maintains the central tracking system for monitoring progress on
the Objectives for the Nation. That office has discussed the possibility of
modifying the system to permit States to add items peculiar to their own
objectives or concerns.

. The Intergovernmental Health Policy Project at the George Washington Uni-
versity prepared a report for the ODPHP, “A Review of State Activities Related
to the Surgeon General’s Health Promotion and Disease Prevention Objectives
for the Nation.”

The New England Conference on Health Promotion and Illness Prevention brought
out data previously unpublished and revealed problems of dat incompatibilities

Jamong the New England States. Several other States have pub “s ed their proceed-
ings of conferences on long-range planning for disease prevention and health
promotion. Data gaps are identified in several of these.

One Subcommittee member reported on his project in Virginia to develop a chronic
disease morbidity surveillance system through primary care practitioners. This could
have major implications for augmenting communicable disease reporting.

Private sector resources include health insurance companies, food distributors, and
business health care coalitions interested in many forms of data pertaining to the
health care costs incurred on behalf of workers.

In light of the above activities, a workplan for the coming year was proposed by the
Subcommittee and accepted by the National Committee on Vital and Health
Statistics at its October 1986 meeting. The workplan will focus on three areas of
activity related to data gaps for health promotion and disease prevention:

1.

2.

3.

Explore the need for an inventory of existing national data bases that could be
useful at the State or local level and for a description of selected State and local
data bases that have been shown to be useful.

Identi& “considerations” for determining when to use primary data vs. model
based estimates.

Develop and promote strategies for the use of “shared expertise.”

The Subcommittee will, over the next year, develop a series of recommendations
related to the three areas outlined above. Draft recommendations will be developed
and presented for discussion at the public forum offered by the Prevention ’87
Conference to be held in Atlanta, Ga., April 10-12, 1987. A final set of recommen-
dations will be presented to the Committee at the June 1987 meeting.
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Statistical Aspects of Physician Payment
Systems

The Subcommittee on Statistical Aspects of Physician Payment Systems, which
began as a work group in 1984 and evolved into a subcommittee in 1985, continued
its efforts to assess current and anticipated needs of users of data from the
patient-physician encounter in the ambulatory care setting. During fiscal year 1986,
the Subcommittee held two meetings on October 15, 1985, and January 14, 1986, to
receive additional testimony from public and private insurers and researchers,
Participants included representatives of the Medicare and Medicaid programs, the
Department of Defense, the Veterans Administration, the Centers for Disease
Control, a commercial insurer, a Blue Cross Blue Shield plan, a self-insured
employer, and a health planning group.

The Subcommittee presented a major report on its findings, conclusions, and
recommendations to the National Committee on Vital and Health Statistics
(NCVHS) at its meeting on June 6, 1986. The report emphasized the increasing
plurality of data uses and of sites of care in the ambulatory arena and underscored
the value of standard definitions to facilitate comparison of different data bases
across systems and to achieve as much uniformity as possible at the national level,
The NCVHS approved the report and submitted it to the Assistant Secreta~ for
Health in July 1986. Because of the considerable interest in both the public and
private sectors in the issues investigated by the Subcommittee, the report was
distributed by the National Center for Health Statistics in the Working Paper Seriesj
and it is being published as an NCHS Series 4 report.

The Assistant Secretary for Health circulated the report to the Health Information
Policy Council (HIPC), which he chairs, for review and, based on the Council’s
comments, he respondedto the Committee in November 1986.The HIPC concurred
with the National Committee’s recommendation to conduct a thorough and
systematic review of all items of the Uniform Ambulatory Medical Care Minimum
Data Set over the coming year for the purpose of developing a revised version that
meets current and anticipated needs. The Council will consider establishing an
interagency task force under its auspices to conduct a concurrent review of the
minimum data set from the point of view of internal programmatic needs and uses,

The Subcommittee looks forward to working with the Department on this joint
endeavor, and it also will provide continuing liaison with the evolving data systems
related to physician services and payment.

The Executive Summary of the Subcommittee’s report follows.



Executive ”Summa~ of the Subcommittee’s Report : ; . ~ . ,,,
...., ,,1.;! .,, !

Intrgductiqg , ~ , ,,, . ,,. ,. ,!, ,,

A number of forces are curreritly’ converging ‘to increase ~hter~st in ambulatory care
data and stimulate reevaluation of the Uniform Ambulatory Medical Care Mini-
mum ‘Data Set. “The ~hahging patterns for delivering and financing patient care are
all having an impact on the ambulatory care arena. Procedures previou&ly performed
exclusively within hospitals increasingly are now taking place on an ambulatory or
outpatient basis. ‘The technological advancements and changes in insurance cover-
age that have made these shifts possible have stimulated the growth of various
alternate care sites, such as free-standing surgical centers and urgicenters, as well as
the expansion of existing hospital outpatient services. The public and private
commitment in this decade to health promotion and disease prevention has been
reflected in a growing interest in prima~’ care and self-help involving ambulato~
care services. The emphasis in care for our aging population is also on independent
living and ambulatory care.

The emerging interest in ambulatory care services has coincided-with the growing
focus on reimbursement for physician services. Current approaches being consid-
ered by the Department of Health and Human Services (DHHS) for reimbursing
physician inpatient setilces all have implications for ambulatory care’ services, as,
well.

Recognizing the numerous statistical issues involved in current and future policy
choices for delivering and reimbursing physician services, the National Committee
on Vita! and Health Statistics (NCVHS) formed a work group in May 1984 to gather
further information and to ‘make recommendations to the full Committee. The
ultimate goals of the Work Group’s inquiry were to encourage comparability and
standardizatio~ to enhance the multiple utility of data bases; to assure that data
requirements by third-party payers and others were justified; and to prevent
unnecessary duplications. Underlying the effort was the conviction that in times of
decreasing resources, high quality statistics become increasingly important in
making optimal allocation decisions. The Work Group was also aware that there
would be growing pressure on the analysis of ambulato~ care data and that
development of standard definitions, adoption “of those standards, and training in
their application would be necessay first steps toward turning that data into useful
information.

The Work Group formed by the full Committee met on three occasions between
June and October 1984 to obtain information on current and proposed departmen-
tal data activities and to identify issues that would merit further NCVHS study and
assessment. The Work Group concluded that the evolving” activities related to
changes in methods for physician reimbursement, particularly in the ambulatory
care setting, are likely to have significant implications for specific data areas and for
the comparability of data through time and across health care settings. Continuing
liaison among the Health Care Financing Administration (HCFA), the National
Center for Health Statistics (NCHS), and the NCVHS concerning the data systems
to support these activities was considered desirable, at least until the systems have
been fully defined. Therefore, the Work Group recommended to the NCVHS at its
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meeting in December 1984 that: a, stibcommittee be established to pravide this
liaison and that it address the following tasks as its charge:

●

●

●

Determine more clearly the specific needs of users of data from patient
,phyqigianl encounters, in the ambulatory ca~e setf~g:,, , ,

1..
:.
Develo~~a. schernat~c o~ehiew of ~he flqw’ of data ‘from various ambulato~
+ettings into the “rnult~ple ,da~a bases. ‘” ,

. ..” ,’. , ,,
Define better the different site; of care in the ambulatory setting and the ~ues
of se~lc’es delivered so” that understanding of’ data ‘require-merits ca~ *be
improved., .-. .

,,
The results of these tasks were to be input intothe possible review and revision of
the Uniform Ambulatory Medical Care Minimum Data Set, which was developed by
the NCVHS in the mid-1970’s and revised in 1980 but has never been officially acted
upon by DHHS.

The National Committee accepted the recommendations of the Work Group and
designated a Subcommittee on Statistical Aspects of Physician Payment Systems,
consisting of Wdliam R. Felts, Jr., M.D., Chairman, Professor of Medicine at
George Washington University Medical Center; Theodore Allison, Vice President
for Government and Industry Relations, Metropolitan Life Insurance Company
and Carmault Jackson, Jr., M.D., Medical Advisor for Baptist Memorial Hospital
System in San Antoniol Texas. Staff from NCHS and HCFA were requested and
assigned to work with the Subcommittee.

The Subcommittee held four meetings to receive testimony on June 19, September
10, and October 15,1985, and January 14,1986, in order to pursue further the Work
Group goals and to address the specific tasks included in its charge. Following the
extensive information received from the Medicare program during the Work Group
meetings, the Subcommittee continued to be updated on Medicare activities and
sought to obtain comparable information from other public and private insurers.
The latter provided an overview of the ambulatory care data requirements and of
the flow of data for the patient-physician encounter in their respective programs or
organizations, discussed uses of data and data problems, and described any work
currently underway to resolve data inadequacies and to improve data quality,
Researchers and planners who use data from the patient-physician encounters also
contributed to the discussions. Dr. Felts and Dr. Jackson, both of whom have had
extensive involvement with provider data systems and strong affiliations with
national professional organizations, offered the additional perspective of practicing
physicians. A representative of the American Medical Association and other
observers representing professional associations also attended the sessions.

The purpose of these meetings was to:

. Gather information related to the Subcommittee’s charge,

. Anticipate changes in physician payment systems that may require collection and
analysis of additional items of data.
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Several themes emerged from the numerous presentations heard, by, the Subcom-
mittee: ,,

●

●

●

●

●

●

●

●

.All presenters recognized the increasing need for ambulato~ care data., , ..
,, .,. , ,,. ,,, ,.

Demands on ambulatory care data systems for.more extensive data el?mentsand
more comparative analyses will continue to increase. .Those collecting and
analyzing the datam.ust exercise caution that the quali~ a,nd,context of th~ data
merit the interpretations that are ‘made. The, community ,of users must assure
accurate, meaningful, and responsible reporting.

There are both many commonalities and some ,signifi~ant. .differenfe~ ,in, the
needs of data users. The data variations stem prirnardy from adrninistyative. . .
requirement. ,..

Data currently collected by public and private insu~ers, meet most, of their
,, ,,

current needs for reimbursement, but the data may be quite inadequate for
alternative reimbursement method:. Third-party payers .are.interested i,nrev~ew-
ing quality of care and .in conducting relevant research. H~~ever7 }he basic ~.ata
needed for processing and paying claims co,ntinue’to gover,n th~~r d“ata’requlre-
rnents, and data are more limited for other uses, ~, “

!,, ’”, .1
$.” ,,

Many public programs and private insurers and {heir ;rade &rgaiiizat;ons
currently are undertaking efforts to achieve greater uniformity within their-own
data systems.

.,, , ,. .,1. .,’,

Presenters also supported the concept of standard ‘definitions ko facilitate
comparison of different data bases across systems’ and to achieve’ ai much
uniformity as possible at the national level. There is particularly’wide support for
standardization of coding systems a’tid definitions of units of patient ksr~i Less
support, was expressed for standardized claim forms; although’ many data
collectors and users recognize their advantages. ,,

The Subcommittee believes that the Part B Medicare Data System (BMAD)
represents the most important step at the national level to standardize and use
aggregate data on physician services for policy evaluation.. ,,.,, ..-

:, .’, ,’
Increasing demands of employers for data from thereimbursement systems may
force greater standardization of data. .,,-. ,,..
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Even as public and private insurers move toward greater use of cavitation, some
forms of which require considerably less data’ for teimbtirsement, ”management
information from the encounter level will continue to be needed to assess
quality, efficiency, cost, and accessibility of care.

Although data needs for operational purposes may become more decentralized
under cavitation, there remain needs for data at the national level to evaluate
policy options, recommend program changes, and monitor petiormance, In a
dynamic situation such as currently exists in the health care arena, data can
provide a clue as to whether specific medical interventions and reimbursement
mechanisms are having a positive, negative, or neutral impact on the outcome of
medical care.

Some of the needs for policy relevant information and health services research
can be met by survey data, and such survey mechanisms must be supported.
Current survey data on ambulatory medical care are collected on an intermittent
basis and are quite limited in their coverage of different types of outpatient
facilities. Information obtained by surveys differs from that acquired in remu-
neration data bases and, therefore, is not redundant but complementary.

It is timely to undertake a full review of the adequacy of the Uniform
Ambulatofi Medical Care Minimum Data Set. The c~rrent data set defines
those items that should be entered in the records of all ambulatory health care,
A revision should bring the data set into accordance with the Uniform Hospital
Discharge Data Set by specifying those items that should be abstracted
uniformly from existing records.

Although it was not the -charge of this Subcommittee to undertake a systematic
review of the Uniform Ambulatory Medical Care Minimum Data Set nor to develop
a fill rew-sion, the extensive presentations received by the Subcommittee did address
many of the key items in the data set. The Subcommittee’s findings and conclusions
related to these items follow

●

●

Patient Identification

Much of the testimony was supportive of a unique patient identifier across the
health care system that would facilitate managed care and linkage of records.
Subcommittee members recognize both the advisability of a unique patient
identifier and the difficulty of implementation. Confidentiality and privacy
concerns make this an extremely complicated issue that requires more deliber-
ation.

Provider Identification

Presentations supported the need for a unique number that distinguishes the
provider from all other providers and that is the same for the provider in all
settings where he maybe in practice. The Subcommittee members concur with
this requirement. ~
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● Place of Service

Presentations before the Subcommittee frequently addressed the increasingly
different settings for services that are developing in the health care system. The
Subcommittee concluded that a consensus group, such as the CPT Editorial
Board or the NCVHS, should evaluate the definitions currently in use for place
of service and determine the extent to which standardization is feasible. Survey
mechanisms, such as the NCHS National Ambulatory Medical Care Sumey,
should continue to be supported to address some of the research questions, with
attention to more specifici~ of sites.

● Diagnosis

Presenters recognized the value of accurate recording of patient problems and
diagnoses, but they reported that this information is frequently unavailable in
ambulatory care reimbursement systems and often is of questionable quality
where available. The Subcommittee reaffirmed the importance of capturing
information on all patient problems and diagnoses requiring attention at the
encounter to make judgments on medical necessity and appropriateness of
services, to plan resource allocation, and to carry out other policy analyses. The
members concluded that the development of guidance and instructions on
collecting and coding diagnosis in the ambulatoV setting should be a consensus
activity and that the Federal Government, as an interested participant, should
be a convenor of this activity. The Subcommittee further determined that the
International Classification of Diseases (ICD-9-CM) is widely used by systems
coding diagnoses and should continue as the standard coding convention for this
purpose. Separate information on the patient’s stated reason for encounter can
be useful for planning, administrative, and research purposes. The ICD should
be the basis for any reason-for-encounter classification system.

● Procedures

Testimony reinforced the value of uniform coding of procedures and the positive
impact that the HCFA Common Procedure Coding System (HCPCS) has had on
standardization. The Subcommittee reaffirmed the NCVHS position that strong
efforts should be made to develop a single procedure coding system for inpatient
and ambulato~ care in the United States. The Subcommittee further believes
that HCPCS, which is a live system based on CPT-4, should be the core for a
national common procedure code for physician services. Concerning coding of
nonphysician services, the Subcommittee supports the considerable work car-
ried out for HCPCS and encourages continuation of this work. Additional study
on implementation of a common coding system for both physician and nonphy-
sician services should be undertaken.

Summary

The Subcommittee has addressed each aspect of its charge, as follows:

● The Subcommittee has established excellent liaison with NCHS and HCFA, as
well as between the public and private sectors. In many respects, the NCVHS
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●

●

●

●

20

seems uniquely qualified to play this role for data issues that cut across
departmental programs and heavily involve the private sector.

Through the series of meetings with representatives from the public and private
:ectors, the Subcommittee has made significant progress in identi&ing more
clearly the specific needs of users of data from patient-physician encounters in
the ambulatory care setting.

Discussions with users have provided input to acschematic overview of the flow
of data from various ambulatory settings into the various data bases in the
fee-for-service environment. Because the data systems differ considerably
depending upon the method of reimbursement, it is difficult to capture the
variations in one schema. However, the diagram does help to demonstrate some
of the data requirements, complexities, and interrelationships.

Presentations by various public and private insurers have described the multiple
definitions and distinctions for ambulatory sites of care. Further work is required
to evaluate the definitions currently in use and to determine the extent to which
standardization is feasible. The Subcommittee has recommended that this
activity be carried out by a consensus group, such as the CPT Editorial Board or
NCVHS, and be supplemented by survey mechanisms.

The Subcommittee’s investigation has underscored the value of a Uniform
Ambulatory Medical Care Minimum Data Set. This report summarizes the
Subcommittee’s findings and conclusions related to specific items in the data set
that were addressed by the various presentations. Because some items require
further study and others were not considered, the Subcommittee recommends a
thorough and systematic review of all items in the Uniform Ambulatory Medical
Care Minimum Data Set for the purpose of developing a revised version that
meets current needs. This review and revision process should be carried out by
the NCVHS and, concurrently, by an interagency task force established within
the Department. The interagency task force should also have input to the
definition of sites of care. Such an approach would parallel the process used for
the reexamination of the Uniform Hospital Discharge Data Set and the
Long-Term Care Minimum Data Set; and it should be coordinated with these
two data sets to assure comprehensiveness, minimize redundancy, and facilitate
episode linkage. Attention should also be given to training in use of the data set,
to other approaches for
meaningful analyses.

assuring data quality, and to standards for reliable and



Appendix 1. Legislative Authority for
the National Committee on Vital and
Health Statistics From the Public
Health Service Act

Section 306 subsection (k) of Public Health Service Act

(1) There is established in the Office of the Secretary a committee to be known as
the National Committee on Vital and Health Statistics (hereinafter in the
subsection, referred to as the “Committee”) which shall consist of fifteen
members.

(2) (A) The members of the Committee shall be appointed by the Secretary from
among persons who have distinguished themselves in the fields of health
statistics, health planning, epidemiology, and the provision of health
services, Except as provided in subparagraph (B), members of the
Committee shall be appointed for terms of three years.

(B) Of the members first appointed–
(~) five shall be appointed for terms of one year,
(11) five shall be appointed for terms of two years, and
(iii) five shall be appointed for terms of three years,

as designated by the Secretary at the time of appointment. Any member
appointed to fill a vacancy occurring prior to the expiration of the term
for which his predecessor was appointed shall be appointed only for the
remainder of such term. A member may serve after the expiration of his
term until his successor has taken office.

(3) Members of the Committee shall be compensated in accordance with section
208(c).

(4) It shall be the function of the Committee to assist and advise the Secretary–
(A) to delineate statistical problems bearing on health and health services

which are of national or international interest;
(B) to stimulate studies of such problems by other organizations and agencies

whenever possible or to make investigations of such problems through
subcommittees;

(C) to determine, approve, and revise the terms, definitions, classifications,
and guidelines for assessing health status and health services, their
distribution and costs, for use (i) within the Department of Health and
Human Services, (ii) by all programs administered or funded by the
Secretary, including the Federal-State-local cooperative health statistics
system referred to in subsection (e), and (iii) to the extent possible as
determined by the head of the ageney involved, by the Veterans’
Administration, the Department of Defense, and other Federal agencies
concerned with health and health services;

(D) with respect to the design of and approval of health statistical and health
information systems concerned with the collection, processing, and
tabulation of health statistics within the Department of Health and
Human Services, with respect to the Cooperative Health Statistics
System established under subsection (e), and with respect to the
standardized means for the collection of health information and statistics
to be established by the Secretary under subsection (j)(i);
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(E)

(F)

(G)

to review and comment on findings and proposals developed by other
organizations and agencies and to make recommendations for their
adoption or implementation by local, State, national, or international
agencieq
to cooperate with national committees of other countries and with the
World Health Organization and other national agencies in the studies of
problems of mutual interest; and
to issue an annual report on the state of the Nation’s health, its health
services, their costs and distributions, and to make proposals for
improvement of the Nation’s health statistics and health information
systems.

(5) In carrying out health statistical activities under this part, the Secretary shall
consult with, and seek the advice of, the Committee and other appropriate
professional advisory groups.
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Appendix Il. Charter

NATIONALCONNITTEEON VITALAND HEALTHSTATISTICS

PURPOSE

The Secretaryis chargedunderSection306 of the PublicHealthService
Act, as amended,42 USC242k, with the responsibilityto collect,analyze
and disseminatenationalstatisticson vitalevents;the extentand nature
of illnessand disability-ofthe populationof the UnitedStates;the
impactof illnessand disabilityof the populationon the economyof the
UnitedStates,and on otheraspectsof the well-beingof its population;
environmental,social,and otherhealthhazards;determinantsof health;
healthresourcesand the supplyof servicesby healthinstitutions;
utilizationof healthcare;healthcarecostsand financing;family
formation,growth,and dissolution;to undertakeresearch,demonstrations,
and evaluationsrespectingnew or improvedmethodsfor obtainingcurrent
data on the mattersreferredto above;to undertakeepidemiologicalresearch,
demonstrations,and evaluationson suchmatters;to provideselectedtechnical
assistanceto Stateand localjurisdictions;to coordinatehealthstatistical
and epidemiologicalactivitiesof the Department;and to engagein cooperative
endeavorswith othercountriesto fosterresearchconsultationand training
programsin statisticalactivities.

This Comittee shal1 provideadvice,consultation,and assistanceand
make recommendationsto the Secretarythroughthe AssistantSecretaryfor
Healthon policiesand plansin developingmajor nationalsystemsof health
dataCO1lectionin the Department,on coordinationof Federalhealthdata
requirements,and on analysisovera widerangeof questionsrelatingto
generalhealthproblemsof the population,healthcareresources,the use
of healthcare servicesand healthcarefinancingand expenditures.In
thesematters,the Committeeshal1 consultwith the HealthCareFinancing
Administration(HCFA)and othercomponentsof the Department,otherFederal
entitiesand non-Federalorganizationsas appropriate.

AUTHORITY

42 USC 242k,Section306 of the PublicHealthServiceAct, as amended.
The Committeeis governedby provisionsof PublicLaw92-463 which sets
forthstandardsfor the formationand use of advisorycommittees.

FUNCTION

It shallbe the functionof the Co.pinitteeto assistand advisethe Secretary:

(A)to delineatestatisticalproblemsbearingon healthand healthservices
whichare of nationalor internationalinterest;
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(B)to stimulatestudiesof suchproblemsby otherorganizationsand agencies
wheneverpossibleor to make investigationsof suchproblemsthrough
subcommittees:

(C)to determine,approveand revisethe terms,definitions,classifications,
and guidelinesfor assessinghealthstatusand healthservices,their
distributionand costs,for use: (i)withinthe Departmentof Healthand
HumanServices;(ii)by all programsadministeredor fundedby the Secretary;
and (iii)to the extentpossibleas determinedby the head of the agency
involved,by the VeteransAdministration,the Departmentof Defense,and
otherFederalagenciesconcernedwith’healthand healthservices;

(D)with respectto the designof and approvalof healthstatisticaland
healthinformationsystemsconcernedwith collection,processing,and
tabulationof healthstatisticswithinthe Departmentof Healthand Human
Services,and with respectto the standardizedmeansfor the collection
of healthinformationand statisticsto be establishedby the Secretary
undersubsection(j) (1);

(E)to reviewand cement on findingsand proposalsdevelopedby other
organizationsand agenciesand to make recommendationsfor theiradoption
or implementationby local,State,national,or internationalagencies;

(F)to cooperatewith nationalcommitteesof othercountriesand with the
WorldHealthOrganizationand othernationalagenciesin the studiesof
problemsof mutual interest;

(G) in the developmentof a reporton the stateof the Nation’shealth,
its healthservices,their costs and distributions,to make proposalsfor
improvementof the Nation’shealthstatisticsand healthinformationsystems,
at such intervalsas may be requiredby the Congress;

(H) in establishingstandardsto assurethe qualityof healthstatistical
and epidemiologicaldata collection,processing,and analysis;and

(I)with respectto data on the effectsof the environmenton health.

STRUCTURE

The Committeeshallconsist,of 15 members,includingthe Chairperson.
The membersof the Committeeshallbe appointedby the Secretary,or designee,
from amongpersonswho have distinguishedthemselvesin the fieldsof
healthstatistics,healthplanning,epidemiology,andtheprovisionof
healthservices. The Secretary,or designee,shallappointthe Chairfor
a one-yearperiod,renewableat the discretionof the Secretaryor designee.

Membersshallbe invitedto serveforoverlappingthree-yearterms, Terms
of more than two years are contingentuponthe renewalof the Committee
by appropriateactionprior to its termination.Any memberappointedto
fil1 a vacancyoccurrinqpriorto the expirationof the term for which
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his/herpredecessorwas appointedshal1 be appointedonly for the remainder
of suchterm. Amember may serve afterthe expirationof his/herterm
untilhis/hersuccessorhas been appointed”

Subcommitteescomposedof membersof the parentCommitteemay be established
to providethe Comittee with backgroundstudyand proposalsfor consideration
and action. The Chair shallappointmembersfrom the parentCommitteeto
the subcommitteesand designateaChair for each subcommittee.The Chair
shallappointad hoc subcommittees,composedsolelyof membersof the
parentCommittee,as necessaryto addressspecificissuesfor consideration.
Thesubcommitteesshal1 maketheirrecommendationsto theparentCommittee.
Timelynotificationof the subcommitteesand ad hoc subcommittees,including
chargesand membership,shallbe made in writ-the DepartmentCoinmittee
ManagementOfficerby theExecutiveSecretaryof theCommittee.

Managementand supportservicesshallbe providedby the NationalCenter
for HealthStatisties,Officeof the AssistantSecretaryfor Health.

MEETINGS

Meetingsshal1 be held at the cal1 of the Chair,but not lessthan annuallY,
with the advanceappnval of a Governmentofficialwho shall also approve
the agenda. A Governmentofficialshal1 be presentatal1 meetings.

Meetingsof the subcommitteesshallbe held,as necessary,at the call of
the respectiveChair,with the advanceapprovalof a Governmentofficial
whoshallalsoapprovetheagenda.A Governmentofficialshall.bepresent
at all subcommitteemeetings. All subcommitteesshallreporttheirfindings
to the Comittee.

Meetingsshal1 be opento the publicexceptas determinedotherwiseby
the Secretary;noticeof allmeetingsshallbe givento the public.

Meetingsshal1 be conducted,andrecordsof the proceedingskept,as required
by the applicablelaws and departmentalregulations.

COMPENSATION

Memberswhoarenotfull-timeFederalemployeesstial1 be paidat therate
of$100 perday,plusperdiemandtravelexpensesin accordancewiththe
StandardGovernmentTravelRegulations.

ANNUALCOST ESTIMATE

Estimatedannualcost for operatingthe Committeeand Subcommittees,including
compensationand travelexpensesf;r membersbut
is $88,759. Estimatedannualman-yearsof staff
at an estimatedannualcostof $62,666.

excludingstaffsupport, -
supportrequiredis 1.9,
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REPORTS

An annualreport shallbe submittedto the Secretarythroughthe Assistant
Secretaryfor Health,not laterthan December7 of eachyear, which shall
contain,as a minimum,a listof membersand theirbusinessaddresses,
the Committee’sfunctions,dates and placesof meetings,and a summaryof
Comittee activitiesand recommendationsmade duringthe fiscalyear, A
copy of the reportshall be providedto the DepartmentCommitteeManagement
Officer.

TERMINATIONDATE

The durationof the NationalComittee on Vitaland HealthStatisticsis
continuing,and anew chartershall be filed no laterthan July23, 1988,
the date of the expirationof the next two-yearperiodfollowingthe date
of the statuteestablishingthis advisorycommittee,in accordancewith
section14(b)(2)of PublicLaw 92-463.

APPROVED
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Appendix Ill. Roster of the National
Committee on Vital and Health
Statistics

Department of Health and Human Services
Office of the Assistant Secretary for Health

Roster

Chairman

Ronald G, Blankenbaker, M.D. (1987)
Vice President for Medical Affairs
St. Vincent Hospital

and Health Care Center
2001 West 86th Street
Indianapolis, Indiana 46260

& Oficio

Manning Feinleib, M.D., Dr.P.H.
Director, National Center for

Health Statistics
3700 East-West Highway
Hyattsville, Maryland 20782

fiecutive Secreta~

Gail F. Fisher, Ph.D.
Associate Director for Program

Planning, Evaluation, and
Coordination

National Center for Health Statistics
3700 East-West Highway
Hyattsville, Maryland 20782

Cuirent Membership
(Date Appointment Expires)

Elizabeth L. Barrett-Connor, M.D.
(1987)

Department of Community
and Family Medicine

School of Medicine, University of
California at San Diego, M-007

La Jolla, California 92093

William R. Felts, Jr.l M.D. (1987)
Professor of Medicine
George Washington Univ. Medical

Center
2150 Pennsylvania Ave., NW.
Rm. 405C
Washington, D.C. 20037

Ms. Mary Anne Freedman (1989)
Director, Division of Public

Health Statistics
Vermont Department of Health
P.O. Box 70
Burlington, Vermont 05402

Lawrence W. Green, Dr.P.H. (1987)
Director, Center for Health

Promotion Research and
Development

Univ. of Texas Health Science Center
Houston, Texas 77225

Mr. James K. Hutchison (1989)
Chief Actuary
The Blue Cross/Blue Shield

Association
676 North St. Clair Street
Chicago, Illinois 60611

Carmault B. Jackson, Jr., M.D. (1987)
Medical Advisory Services
16902 Hidden Timber Wood
San Antonio, Texas 78248

William H. “Krby,Jr,, M.D. (1989)
401 Walpole Court
Timonium, Maryland 21093
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George C. Myers, Ph.D. (1988)
Center for Demographic Studies
Duke University
2117 Campus Drive
Durham, North Carolina 27706

Lloyd F. Novick, M.D., M.P.H. (1988)
Director, Center for Community

Health
New York State Health Department
Governor Nelson Rockefeller

Empire State Plaza
Corning Tower Building, Rm. 503
Albany, New York 12237

John D. Reid, Ph.D. (1989)
Graduate Professor of Sociolo~
Howard University
Mailing address:
Versailles Plaza
2400 Queens Chapel Road, Apt. 105
Hyattsville, Maryland 20782

William J. ScanIon, Ph.D. (1988)
Co-Director
Center for Health Policy Studies
Dept. of Community/Family Medicine
Georgetown Univ. School of

Medicine
2233 Wisconsin Avenue
Washington, D.C. 20007

Fernando M. Trevino, Ph.D. (1987)
Associate Professor
Dept. of Preventive Medicine

and Community Health
Gail Borden Bldg., Rm. 202
The Univ. of Texas Medical Branch
Galveston, Texas 77550

Karel M. Weigel, R.R.A. (1989)
Coordinator, Records Unit
Dept. of Medical Statistics

and Epidemiology
Mayo Clinic
200 S.W. First Street
Rochester, Minnesota 55905

MembersRetired During 1986

Robert H. Barnes, M.D, (1982-1986),
Chairman– 1983-1986

1014 East Blaine Street
Seattle, Washington 98102

Mr. Theodore Allison (1983-1986)
Vice President
Government and Industry Relations
Metropolitan Life Insurance

Company
One Madison Avenue
New York, New York 10010

Mr. Walter P. Bailey (1983-1986)
Chief, Office of Cooperative Health

and Demography
State Budget and Control Board
Rempert C. Dennis Bldg., Rm. 337
1000 Assembly Street
Columbia, South Carolina 29201

Jerome H. Grossman, M.D.
(1985-1988)

Chairman and Chief Executive
Officer

New England Medical Center, Inc.
Boston, Massachusetts 02111

Suzanne S. Harris, Ph.D. (1983-1986)
Deputy Assistant Secretary for

Food and Consumer Services
U.S. Dept. of Agriculture
Administration Building, 207W
Washington, D.C. 20250

Grayson B. Miller, Jr., M.D.
(1983-1986)

Division of Epidemiology
Virginia Department of Health
109 Governor Street
Richmond, Virginia 23219

Meeting Dates

All meetingsheld in Washington,D.C.

November 7-8, 1985
Februaxy 6-7, 1986
June 5-6, 1986
October 9-10, 1986
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Appendix IV. Subcommittees of the
National Committee on Vital and
Health Statistics

Executive Subcommittee

Roster

Ronald G. Blankenbaker, M.D.
(1987), Chairman

Vice President for Medical Affairs
St, Vincent Hospital

and Health Care Center
2001 West 86th Street
Indianapolis, Indiana 46260

William R. Felts, Jr., M.D. (1987)
Professor of Medicine
George Washington Universi~

Medical Center
2150 Pennsylvania Ave., NW.,

Rm. 405-C
Washington, D.C. 20037

Carmault B. Jackson, Jr.$ M.D. (1987)
Medical Adviso~ Services
16902 Hidden Timber Wood
San Antonio, Texas 78248

George C. Myers, Ph.D. (1988)
Center for Demographic studies
Duke University
2117 Campus Drive
Durham, North Carolina 27706

staff

Gail Fisher, Ph.D., NCHS
Jack Anderson, NCHS
Marjorie S. Greenberg, NCHS

Meeting Dates

Meetings held in Washington, D. C.

November 8, 1985
February 5, 1986
June 6, 1986

Meeting held in Portland, Maine

August 6-8, 1986

Functions and Process for the Executive Subcommittee, NCVHS

Background

At the November 8, 1985, meeting of the National Committee on Vital and Health
Statistics (NCVHS), based upon the recommendations of the Ad-hoc Subcommittee
on Policy and Directions, there was established an Executive Subcommittee of the
NCVHS.

Pupose

The Executive Subcommittee was established to assist the Chairman of the NCVHS
in administering the activities of the NCVHS to facilitate and expedite accomplish-
ment of policies determined by the full Committee and in providing liaison with
governmental and nongovernmental organizations. The functions and procedures
governing the Executive Subcommittee are subject to approval and modification by
the full Committee.

Composition

The Chairman of the NCVHS is the Chairman of the Executive Subcommittee.
Additionally, the Chairman of the NCVHS shall appoint, subject to ratification of
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the full Committee, three members to the Executive Subcommittee on an annual
basis, with the option of reappointment, if appropriate. When appropriate, the three
members will be selected one member each from those who have 1, 2, or 3 years,
respectively, remaining in their terms of appointment to the NCVHS, The NCVHS
Executive Secretary, or designee, will be an ex officio member of the Executive
Subcommittee.

Functions

Specific responsibilities of the Executive Subcommittee are tw

● Identi@ and recommend issues for full Committee and subcommittee attention.

● Develop Committee agendas, with a view towards planning several agendas in
advance.

● Develop annual NCVHS Report.

● Coordinate and facilitate subcommittee activities.

● Advise National Center for Health Statistics or other appropriate agency on
allocation of annual NCVHS budget and on resource needs for future years.

● Conduct other business delegated to it by the full Committee.

Proceduresand Process

The Executive Subcommittee is empowered to act between full Committee meetings
on those activities delegated to the Subcommittee their actions are subject to
ratification by the full Committee. All meetings will be published in the Federal
Register, and they are held in conformance with the Federal Advisory Committee
Act.

Specific activities include:

10

2.

3.
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In interim periods between the full Committee meetings of the NCVHS, the
Executive Subcommittee will monitor, through telephone calls, mail, and/or
meetings, the progress of work and other activities relevant to the current
approved program of the full Committee. Working with staff and subcommit-
tee chairmen, activities will be facilitated and problems and issues identified
and resolved to accomplish the planned program.

The Executive Subcommittee will review work plans developed by the subcom-
mittees and make recommendations to the full Committee.

The Subcommittee may confer with chairmen of other subcommittees or with
others to consider particular problems or issues impacting on the work of the
full Committee. These may include senior personnel in the Department and
other public and private agencies with interest in considerations appropriate to
the responsibilities of the Committee.



4.

5.

6.

7.

Minutes of any meetings of the Subcommittee will be prepared and mailed to
the full Committee membership and/or presented at the next full Committee
meeting. If work progresses by mechanisms othe; than meetings, appropriate
reports will be made to the full Committee membership.

The Chairman of the NCVHS or designee will report on the activities of the
Subcommittee at each full meeting. This report will include an outline of the
areas of concern of the Subcommittee and proposed plans for subsequent
followup and activity.

In unusual events where some actions previously not approved by the
Committee may be required by the NCVHS and a meeting has not been
scheduled, the Subcommittee may consider alternatives and make recommen-
dations to the full Committee by mail or telephone. With concurrence,
approved actions may be taken by the Chairman or other formally appointed
representatives of the Committee.

In the absence of the Chairman at an Executive Subcommittee or full
Committee meeting, the Executive Subcommittee member with the most
seniority on the NCVHS would act as Chairman.

Subcommittee on Uniform Minimum Health
Data Sets

Roster

William J. ScanIon, Ph.D. (1988),
Chairman

Co-Director
Center for Health Policy Studies
Dept. of Community/Family Medicine
Georgetown University School of

Medicine
2233 Wisconsin Avenue, NW.
Washington, D.C. 20007

Elizabeth L. Barrett-Connor, M.D.
(1987)

Department of Community
and Family Medicine

School of Medicine, University of
California at San Diego, M-007

La Jolla, California 92093

George C. Myers, Ph.D. (1988)
Center for Demographic Studies
Duke University
2117 Campus Drive
Durham, North Carolina 27706

Staff

Henry Mount, NCHS
Joan Van Nostrand, ‘NCHS
Richard J. Havlik, M.D., NCHS
Aurora Zappolo, HCFA

Meeting Dates

All meetings held in Washington, D. C.

January 17, 1986
April 24-25, 1986
June 4, 1986 ‘
July31-August 1, ‘1986
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Charge to Subcommittee on Uniform Minimum Health Data Sets

Since 1969, the Department has been working on the development and promulga-
tion of uniform mmlmum health data sets and has made important progress,
particularly in the area of the Uniform Hospital Discharge Data Set (UHDDS), The
recently established Health Information Policy Council (HIPC) chaired by the
Assistant Secreta~ for Health is, by Secretarial charter, the new focal point for
these efforts within the Department. The Council has made some decisions
regarding the next steps to be taken on Uniform Minimum Health Data Sets and
requests the assistance and recommendations of the National Committee on Vital
and Health Statistics (NCVHS) in several areas. The charge reflects the specific
requests made by the HIPC.

It shall be the charge to this Subcommittee to:

1.

2.

3.

4.

5.

6.

7.

8.
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Review and evaluate the current Uniform Hospital Discharge Data Set in light
of current developments and identified problems. (This is a version approved
by a former Secretary and another one published by the NCVHS.) This review
is to be conducted in cooperation with an interagency task force comprised of
representatives of departmental programs that would be affected by changes in
the data set.

Identi@ specific problems or inadequacies in the UHDDS coverage of items,
item content, and definitions. Recommend additions, deletions, and modifica-
tions to the data set.

Consider current trends in data collection and storage practices within the
hospital and recommend ways and means of collecting and recording the
‘UHDDS so that it is readily retrievable.

Prepare a written report of the review and recommendations for submission to
the HIPC by September 1, 1983.

Review and evaluate the current Long-Term Care Minimum Data Set
(LTCMDS) in terms of the findings and recommendations of the first test and
in light of identified needs.

This review is ,to be conducted in cooperation with an interagency task force
comprised of representatives of departmental programs that would be affected
by the data set.

Identi& specific problems or inadequacies in,the LTCMDS coverage of items,
jtem content, and definitions. Recommend additions, deletions, and modifica-
tions to the data set.

Consider current trends in data collection and storage, practices within
long-term care facilities and recommend ways and means of collecting and
recording the LTCMDS so. that it is readily retrievable. ,,

Prepare a written report of the review and recommendations for submission to
the HIPC.



Subcommittee on Disease Classification and
Automated Coding of Medical Diagnoses

Roster Staff

Carmault B, Jackson, Jr., M.D. Edward Bacon, Ph.D., NCHS
(1987), Chairman Sue Meads, NCHS

Medical Advisory Services Eileen McCarthy, NCHS
16902 Hidden Timber Wood Jack Anderson, NCHS
San Antonio, Texas 78248 Harry Savitt, M.P.H., P.D., HCFA

William R. Felts, Jr., M.D. (1987)
Professor of Medicine
George Washington University

Medical Center
2150 Pennsylvania Ave., NW.,

Rm. 405-C Meeting dates
Washington, D.C. 20037

Karel M. Weigel, R.R.A. (1989) Meeting held in Washington; D. C.
Coordinator, Records Unit ,,
Dept. of Medical Statistics April 2, 1986 (Worting Sessiori)

and Epidemiology
Mayo Clinic
200 S.W. First Street

Meeting held in Bethesda, Maryland

Rochester, Minnesota 55905 December 2, 1986

Charge to Subcommittee on Disease Classification and
Automated Coding of Medical Diagnoses

The Subcommittee will continue to serve as a forum where concerns and interests
can be expressed; as a liaison between the private and governmental sectors in
health statistics; as a monitor of ongoing activities; and, at times, as conciliator
among disputants.

It shall be the charge to this Subcommittee to monitor, evaluate, and formulate
recommendations as appropriate concerning the progress in the following areas:

1. The progress toward the ~evelopment of ICD-10; to review and evaluate areas
where conflicting proposals emerge, and to, par~icipate iqhthe ~ev~lopment of
recommendations that are most compatible with priority concerns in the
United States. ., .’.,., . ,’,

2. The progress of international decisions’ regarding ICD-’1Oas related to needs
in the United Stdtes that would require the’development of an IOD’10-CM. To
,consider alternative mechanisrn,s, and suggested tim;$abl:s if an ICp-10-CM

!.’,
,,were,perceived’as neckssa$. , , ., ; ., ! .,, , , .: ,,,,
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3.

4.

5.

The progress of activities moving toward the development of a single classifi-
cation system for procedures in the United States to be used for physician
fee-for-services, diagnostic reporting, and hospital inpatient care reimburse-
ment that will respond to data user needs.

The ongoing refinement of diagnosis related groups (DRG’s), case mi%
indexes, and severity indexes.

The progress in a number of related areas such as systems for automated.-
coding of medical diagnoses, improved medical terminology and nomenclature,
and quality of diagnostic data.

Subcommittee on Minority Health Statistics

Roster Staff

Fernando M. Trevino, Ph.D., (1987), Nancy Pearce, NCHS
Chairman Nancy Hamilton, NCHS

Associate Professor Diane Makuc, Dr.P.H., NCHS
Dept. of Preventive Medicine

and Community Health
Gail Borden Bldg., Rm. 202
The Univ. of Texas Medical Branch
Galveston, Texas 77550

Mr. James K. Hutchison (1989)
Chief Actuary
The Blue Cross/Blue Shield Meeting Dates

Association
676 North St. C1air Street
Chicago, Illinois 60611

Meetings held in Washington, D.C.

John D. Reid, Ph.D. (1989) April 25, 1986

Graduate Professor of Sociolog December 8-9, 1986

Howard University
Mailing Address;
Versailles Plaza

Meeting held in Las Vegas, Nevada

2400 Queens Chapel Road, Apt. 105 September 29, 1986
Hyattsville, Maryland 20782 (Working Session)

Charge to Subcommittee on Minority Health Statistics

It shall be the charge to this Subcommittee to:

1. Review the cooperative efforts between DHHS and the States directed at
developing standardized Hispanic identifiers in vital statistics records.

2. Review the cooperative efforts to train personnel to complete vital statistics
records accurately (particularly with regard to correct coding of causes of death
and racial/ethnic identifying items).
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3.

4.

5.

6.

7.

Assess compliance with the Office of Federal Statistical Policy and Standards
Directive Number 15 among DHHS agencies that collect health data: Where
possible and desirable, further breakdown within racial and ethnic categories
should be encouraged, for example, national origin of Hispanics and Asian or
Pacific Islanders. Also, agencies should be encouraged to maintain specific
racial and ethnic identifiers when processing original data.

Explore mechanisms for matching individual records from among Government
data sets for health and statistical research purposes.

Review current and planned DHHS data collection systems, assess their ability
to produce data on minorities, and make appropriate recommendations.

Review the efforts of ongoing research programs to incorporate appropriate
research activities on minority health.

Report to the Committee on findings, recommendations for resolving issues
and problems, and suggested course; of action.

Subcommittee on Data Gaps in Disease
Prevention and Health Pro-motion

Roster

Lawrence W. Green, Ph.D., (1987),
Chairman

Director, Center for Health
Promotion Research and
Development

University of Texas Health Science
Center

Houston, Texas 77225

Ms. Mary Anne Freedman (1989)
Director, Division of Public ~

Health Statistics
Vermont Department of Health
P.O. Box 70
Burlington, Vermont 05402 .

Fernando M. Trevirio, Ph.D. (1987)
Associate Professor
Dept. of Preventive Medicine

and Community Health
Gail Borden Bldg., Rm. 202
The Univ. of Texas Medical Branch
Galveston, Texas 77550

Lloyd F. Novick, M.D., M.P.H. (1988)
Director, Center for Community

Health
New York State Health Department
Governor Nelson Rockefeller Empire

State Plaza
Corning Tower Building, Room 503
Albany, New York 12237

staff

Ronald Wilson, NCHS
Nancy Pearce, NCHS
Jack Anderson, NCHS
P. Douglas Williams, NCHS
Robert Gold, Ph.D., Dr.P.H.,

ODPHP/DHHS
Gregoq Christenson, ODPHP/DHHS”

Meeting Dates

Meeting held in Kingston, Rhode Islariti

August 25, 1986 (Working Session)

Meeting held in Las Vegas, Nevada

September 30, 1986 (Working Session)
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Charge to Subcommittee on Data Gaps in Disease Prevention
and Health Promotion

It shall be the charge of this Subcommittee to:

1.

2.

3.

4.

Participate, as NCVHS representatives, in meetings of other groups to identi~
more currently how the Subcommittee can best use and supplement the efforts
of other organizations addressing data gaps in disease prevention and health
promotion.

Compile inventory of data sources and data items related to each of the health
promotion objectives.

Recommend NCVHS role in supporting the development, maintenance,
improvement, and quality control of data systems for health promotion.

Recommend other Federal action to fill gaps and to strengthen the quali~ of
data available for policy decisions in health promotion.

Subcommittee on Statistical Aspects of
Physician Payment Systems

Roster

William R. Felts, Jr., M.D. (1987),
Chairman

Professor of Medicine
George Washington University

Medical Center
2150 Pennsylvania Ave., NW.,

Rm. 405-C
Washington, D.C. 20037

Carrnault B. Jackson, Jr., M.D. (1987)
Medical Advisory Services
16902 Hidden Timber Wood
San Antonio, Texas 78248

William H. Kirby, Jr., M.D. (1989)
401 Walpole Court
Timonium, Maryland 21093

John D. Reid, Ph.D. (1989)
Graduate Professor of Sociology
Howard University
Mailing Address:
Versailles Plaza
2400 Queens Chapel Road, Apt. 105
Hyattsville, Maryland 20782

Staff

Marjorie Greenberg, NCHS
Jim Delozier, NCHS
Alan Bradt, HCFA

Meeting dates

All meetingsheld in Washington,D.C,

October 15, 1985
January 14, 1986
January 15, 1986 (Working Session)
April 2, 1986 (Working Session)
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Charge to Subcommittee on Statistical Aspects of Physician
Payment Systems

It shall be the charge of this Subcommittee to:

10

2.

3.

Determine more clearly the specific needs of users of
physician encounters in the ambulato~ care setting.

Develop a schematic overview of the flow of data from
settings into the various data bases.

data from patient-

various ambulatory

Define better the different sites of care in the ambulatory settingand the types
of services delivered so that understanding of data requirements can be
improved.

The results of these tasks will be inDut into the possible review of the Uniform
Ambulato~ Medical Care Minimum ‘Data Set.

,, ,. .’, ,

,. ., .,,4

,!,
,,, , ,,i, ,.,
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Appendix V. Characteristics for
Assessing Emerging Issues

Nature of Issue

1.

2.

3.

4.

5.

6.
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Statistical importance

What is the issue’s importance to the collection, analysis, and dissemination of
health statistics?

Public health importance

What public health questions are related to the issue?

Political implications

What are the political implications in the following areas?
● Interagency issues.
● Public-private sector issues.
● Policy uses.
. Data confidentiality.
● Data sharing.

Timeliness

Is the issue of high current interest?

What is the probability that the Committee’s recommendations will influence
Department policy at this time?

Does the issue have short-term or long-term implications for health statistics?

Audience

What groups are interested in the issue?
●

●

●

●

●

●

●

NCVHS.
DHHS.
One agency within DHHS.
Multiple agencies within DHHS.
National interest.
States, subnational interest.
Private sector.

Appropriateness for Committee involvement

Is any other group either within or outside the Department addressing the
issue?

Can another group address the issue as well or better than the NCVHS?



How would the following unique characteristics of the Committee contribute
to the issue?
● Broad charter.
. Multidisciplinary membership.

!
● Liaison role among agencies and between public and private sectors.

7. Guidance

Has Congress, the Department, or an agency within the Department sought
guidance on the issue?

Process Issues

1.

2.

3.

4.

Manageability

Can the issue and related tasks be conceptualized?

Is it possible to collect information about the, issue?

Can recommendations be produced?

Timing

Is there adequate time to review the issue?

If tasks are defined, how much time is required to complete them?

Will the issue require short-term or long-term Committee involvement?

Required activities

Which of the following activities are desirable or required?
● Monitoring.
● Information building.
● Consensus development.
● Completion of specific tasks.
● Advocacy.

Approach

Which of the following approaches would be most appropriate for addressing
the issue?

Current Subcommittee.
New Subcommittee.
Work Group.
One member serve as agent of Committee to monitor, gather information,
represent Committee in meetings.
Policy statements.
Recommend action by another group.
Request briefing.
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