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I am pleased to transmit to you the 1989 Annual Report of the National
Committee on Vital and Health Statistics, as required by the
Committee'’'s Charter.

The Committee had a productive and rewarding year, which included
significant collaboration with various DHHS agencies and outside
organizations. Activities included completion of a revised Uniform
Ambulatory Care Data Set, in tandem with an Interagency Task Force;
joint sponsorship of a Workshop on Improving Cause-of-Death Statistics
with the National Center for Health Statistics; and participation in
the Tenth Revision Conference of the International Classification of
Diseases.

The report describes the Committee’s accomplishments during 1989 and
its plans to extend and expand activities in 1990. The Committee also
seeks to be responsive to emerging health data issues which you might
identify.
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Zadd %”
Ronald G. Blankenbakér, M.D
Chairman
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Foreword

As we enter the new decade of the 1990’s, the need for accurate, timely and
understandable statistics on the health of our citizens has never been more critical.
During the 1980’s, health policymakers struggled to curb rising health care costs while
maintaining quality of care and access to high quality services. The inability to address
these issues successfully led to a progressive expansion of the size of the medically
indigent population. It became necessary to define “quality” better and to attempt to
develop new mechanisms for assessing it. Now, the “effectiveness” of health care
being provided, which includes financial considerations, is receiving special emphasis.
These challenges have been magnified by the increasing number of older persons who
utilize a disproportionately large segment of our health care resources. An indication
of our lack of public consensus on how to deal with health care financing issues is the
repeal during 1989 of most of the provisions in the Medicare Catastrophic Coverage
Act of 1988.

The 1980’s also saw_the injection into our society of a deadly virus that causes
acquired immunodeficiency syndrome (AIDS). This incompletely understood and
politically sensitive disease, which has encountered social prejudice, has reminded us
of the vulnerability of our data collection and analysis systems to external influences.

During the past decade, the National Committee on Vital and Health Statistics
became more involved in major health policy issues and less oriented toward technical
details. This, in part, has been a natural evolution, which was fueled by shrinking
resources available to the Committee to deal with detailed statistical issues. Recog-
nizing the unique role that it can play in addressing data issues that cut across
departmental programs and heavily involve the private sector, the Committee has
sought to strengthen this role in those areas where it can have the greatest positive
impact.

This report summarizes the Committee’s major activities over the past year. As
previously, we also have addressed the processes through which the full Committee
and subcommittees have functioned along with plans for the future. In these
endeavors, we have tried to address the key, current statistical issues. Special
emphasis has been placed on: quality and effectiveness of health care, minority
populations and the medically indigent, delivery of health care in ambulatory facilities,
quality of data, health care of the elderly, linkage of various data sets, medical
classification and coding, long-term health care, health care financing, disease
prevention and health promotion, assessment of health status at the community level,
and AIDS. These efforts are a good beginning, but much more needs to be done. We




hope that what has been accomplished will stimulate others to pursue greater
challenges for the improvement of health statistics in this country.

The members of the Committee deserve a special thanks for their relentless efforts.
The Department of Health and Human Services has provided the Committee with an
excellent, dedicated staff predominantly from the National Center for Health Statis-
tics and the Health Care Financing Administration, We very much appreciate the
support that they have provided to us, for without it none of the work described in this
report could have happened. We also would like to commend the involvement of all
of the various health-related organizations and agencies that have provided us with
testimony and advice that were critically important to our deliberations. The Com-
mittee has found its continuing interactions with these committed individuals
especially rewarding.

Ronald G. Blankenbaker, M.D.
Chairman, National Committee
on Vital and Health Statistics
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Executive Summary

During 1989, the National Committee on Vital and Health Statistics, in its advisory
capacity to the Department of Health and Human Services (DHHS), accomplished
the following activities through the work of the full Committee and six subcommittees:

Completed, in tandem with a DHHS Interagency Task Force, a systematic review
and revision of the Uniform Ambulatory Care Data Set (UACDS). The Report
on the proposed new UACDS was transmitted to the Assistant Secretary for
Health and disseminated widely to interested organizations in the public and
private sectors.

Jointly sponsored, with the National Center for Health Statistics (NCHS), a
Workshop on Improving Cause-of-Death Statistics, which included participation
by 46 representatives of Federal, State, and professional organizations, and
produced a number of significant recommendations.

Submitted to the Assistant Secretary for Health a report that reviewed and
supported the work of the DHHS Interagency Task Force on the Long-Term
Care Facilities Uniform Data Set and endorsed the need for a pilot test of the
data set prior to full implementation.

Approved for transmittal to the Assistant Secretary for Health a resolution
supporting the National Health Care Survey under development by NCHS and
encouraging the Secretary of DHHS to provide adequate resources for proceed-
ing with survey plans.

Provided a recommendation to the Assistant Secretary for Health that NCHS
develop a proposal to use the social security number as the unique personal
identifier in the National Health Care Survey for the purpose of linking records
and that this proposal be subject to a pilot test.

Assisted NCHS in developing an efficient mechanism for obtaining external input
to the development and policy implication of the National Health Care Survey.

Continued to address the complex issues surrounding the uses of the Interna-
tional Classification of Diseases (ICD) in the United States in an effort to provide
the necessary public-private sector interface for developing future recommenda-
tions on implementing and maintaining a classification in this country.

Continued to monitor the resolution of issues concerning a copyright of the 10th
revision of the ICD and the progress of ICD-10 towards its implementation
dates.




e Held a public hearing on the availability of data concerning access and financing
of medical care for the medically indigent population in the United States and
began a process for developing recommendations regarding the national data
requirements for this special population.

e Continued to focus on the uniformity and adequacy of data on race and ethnicity
in national health surveys to produce data on minority populations.

e Actively followed and facilitated broad discussions on the development, by the
Health Care Financing Administration, of the Minimum Data Set for Nursing
Facility Resident Assessment and Care Screening, as mandated by the 1987
Omnibus Budget Reconciliation Act.

e Resumed an active role in following the statistical aspects of physician-payment
systems and other data systems and research concerned with patient-provider
encounters in both ambulatory and hospital care settings.

e Continued to follow quality of care and patient outcome research initiatives in the
Department and agreed to focus increased attention on the importance of
emerging and projected quality and effectiveness of care activities for relevance to
existing data systems and implications for revisions to those systems.

® Provided comments to the Assistant Secretary for Health on the draft report,
Promoting Health, Preventing Disease: Year 2000 Objectives for the Nation.
Continued to follow disease prevention and health promotion statistical issues
and related data issues on acquired immunodeficiency syndrome.

® Began discussion of the Committee’s role in improving health status and health
care assessment at the community level.

e Agreed to consider whether there was a need to reexamine the data elements and
definitions contained in the Uniform Hospital Discharge Data Set.

® Reviewed and provided comments on the 1989 publication of Health, United
States.

In 1990, the Committee will continue and expand efforts related to many of the above
activities.




Activities, Accomplishments,
and Future Plans of the
National Committee on Vital
and Health Statistics

The National Committee on Vital and Health Statistics (NCVHS) continued, during
1989, to work with a broad constituency of interested groups in the public and private
sectors to enhance the collection and use of health statistics.

During the year, the Committee carried out substantive activities in the following
selected areas through its active subcommittee structure:

e Medical classification systems

o TLong-term care statistics

® Ambulatory and hospital care statistics

e Health statistics for minority and other special populations

® Health care statistics

The activities, accomplishments, and future plans of the subcommittees are detailed
in the subsequent sections of this report. Membership lists, meeting dates, and
charges for the subcommittees are included in appendix IV. The legislative authority,
the charter, and the membership list and meeting dates of the full Committee can be
found in appendixes I, I1, and III, respectively.

The NCVHS Executive Committee and the full Committee gave consideration
throughout the year to the many specific issues raised by the subcommittees and also
addressed several additional topics, as described below.

In a continuing effort to be as responsive as possible to the full range of health data
issues impacting the country, the Committee devoted time at its June meeting
specifically to discuss the process for setting the NCVHS agenda. This discussion
reaffirmed the need regularly to assess new and emerging issues in a systematic way
and to determine their priority relative to current Committee activities. It was agreed
to set aside time at each full Committee meeting for this purpose and, to the extent
possible, to take into account the list of Characteristics for Assessing Emerging Issues
that was developed by the Executive Subcommittee in 1986 and is contained in
appendix V of the NCVHS 1986 Annual Report.




Earlier in the year, the Committee had received presentations on the universe of
Public Health Service health data systems and on departmental health data systems
and data needs. The Committee also met with the Office of Medical Applications
of Research, National Institutes of Health, to discuss their data needs for
technology assessment and transfer activities. As in previous years, the Committee
worked with the National Center for Health Statistics (NCHS) on the
development of Health, United States, the Secretary’s annual report on the health of
the Nation.

The quality of health care data is an ongoing concern of the NCVHS, and, in
recent years, the Committee has taken a particular interest in improving the quality
of cause-of-death information reported on the death certificate. Because this issue
also is of keen interest to NCHS and the States, the NCVHS and NCHS
collaborated during 1989 on sponsoring a Workshop on Improving Cause-of-Death
Statistics. The workshop, which took place October 15-17, 1989, included
participation by 46 representatives of Federal, State, and professional or-
ganizations. The overwhelming need recognized by all participants was for a
broad-based educational effort involving physicians, the public, and policymakers.
The Committee received a preliminary report on the workshop at its November
meeting and expects to review the final report and recommendations at its
February 7-9, 1990, meeting. Following this review, the NCVHS plans to transmit
the report with comments to the Assistant Secretary for Health.

Although the Subcommittee on Disease Prevention and Health Promotion
Statistics has been inactive for the past year and a half, the full Committee has
continued to follow related activities in the Department and the broader
community. Specific attention has been directed to the process for developing the
Year 2000 Objectives for the Nation, and the NCVHS received several
presentations and provided comments to the Department on this activity. The
Committee considers the Year 2000 process a blueprint for disease prevention and
health promotion during the next decade and views with enthusiasm the central
role given to the development of adequate data at the Federal, State, and local
levels for tracking and motivating progress. During its November meeting, a group
of members agreed to convene over the next several months to discuss the
Committee’s role in improving health status and health care assessment at the
community level.

The Committee also has taken a strong interest in quality and effectiveness of care
activities within the Department, and it has received several presentations from the
Health Care Financing Administration (HCFA) on this topic. The Committee was
briefed during 1989 on the development by HCFA of a uniform clinical data set,
and it intends to hold discussions in 1990 with the Public Health Service about the
new initiatives in effectiveness of care research authorized by the 101st Congress.
At the suggestion of the Executive Subcommittee, each NCVHS subcommittee
agreed at the November NCVHS meeting to consider incorporating relevant
quality and effectiveness of care data issues into its charge.

Data linkage was identified by the NCVHS several years ago as an extremely
important statistical issue. In 1989, the Committee focused specifically on one
aspect of this issue, when a resolution was passed on the use of a unique personal
identifier in the National Health Care Survey under development by NCHS. Also

4




during the year, the National Association of Health Data Organizations issued a
report by a panel of experts that recommended “. . . a strategy be developed for a
unique Personal Identification number system to be used by providers, insurers,
purchasers, and regulators . . ..” The panel specifically asked the NCVHS to give
priority consideration to help implement this recommendation. The NCVHS will
continue to examine the many complex issues involved in obtaining and using a
unique identifier across data systems in the coming year.

NCHS provides periodic briefings on occupational and international health
statistics, each of which is being monitored by an individual NCVHS member.
Briefings also have been received on statistical activities by the Public Health
Service to describe the incidence, prevalence, distribution, and impact of human
immunodeficiency virus and related disorders, including acquired immu-
nodeficiency syndrome. Most recently, a Committee member has begun to
monitor data issues related to reproductive, child, and family health.

Throughout all the activities described above and in the subsequent sections of this
report, the National Committee has striven to identify and follow key health
statistical issues as they emerge and develop and to make specific, indepth
contributions where appropriate opportunities exist.




Medical Classification Systems

During 1989, the Subcommittee on Medical Classification Systems continued efforts
to address the issues surrounding the use of the International Classification of
Diseases (ICD) in this country. The testimony received and the working sessions
were focused on the status of ICD-10, the development of coding guidelines,
specialty-specific classifications, the coordination and maintenance function, and a
single-procedure coding system. Insofar as the experience with ICD-9-CM will likely
be a prototype for the implementation and maintenance of ICD-10, the Subcommit-
tee sought public and private opinions of that experience and asked for recommen-
dations for future modifications where those were appropriate.

Background

The Subcommittee on Medical Classification Systems was established in 1987 as a
continuation of the Subcommittee on Disease Classification and Automated Coding
of Medical Diagnoses, which had been functioning since 1983, The National Com-
mittee on Vital and Health Statistics (NCVHS) had long been committed to
addressing the complex issues related to classification systems and the diversity of
their application.

Current Year’s Activities

The Subcommittee held three meetings during 1989—April 17-18, June 9, and
October 10-11. These meetings combined public testimony and discussion with
working sessions of the Subcommittee membership in an effort to provide the
necessary public-private sector interface in addressing the issues that follow.

Status of ICD-10

1989 marked a major milestone for ICD-10, with the convening in September of the
10th Revision Conference of the International Classification of Diseases at the World
Health Organization in Geneva, Switzerland. The Subcommittee was encouraged to
find that the structure and content of ICD-10 reflects the needs and suggestions of the
U.S. users. Clinical specialty societies and other interested groups gave generously of
their time and expertise to assure the flexibility and utility of the classification in
multiple settings. As a result, ICD-10 contains far greater detail than any of its
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predecessors, detail that will discriminate among clinical entities as well as provide
appropriate descriptors for alternate care settings.

The arrangement of ICD-10 reflects some internal reorganization to align chapters
with related content, and all chapters are considered a part of the classification,
replacing the concept of chapters that were considered “supplementary.” An alpha-
numeric structure was adopted, permitting future expansion to occur within the
current framework. In addition, ICD-10 will be published as a three-volume set:
Volume I, Tabular List; Volume II, Standards, definitions, and rules for use; and
Volume I, The Alphabetic Index.

Although the World Health Organization (WHO) expects to implement ICD-10 in
January 1993 for international reporting, the United States may require some delay in
that time table. The Health Care Financing Administration (HCFA) has indicated
that the earliest implementation for its programs would be October 1994, and more
likely October 1995. Implementation schedules for the morbidity programs of the
National Center for Health Statistics (NCHS) or for mortality vital statistics programs
also are unknown. The potential use of different (and disparate) classifications for
morbidity and mortality has not yet been addressed.

Copyright of ICD-10

The copyright issue occupied a prominent place on the agenda of each meeting of the
Subcommittee during 1989. In 1988 the Subcommittee had expressed concerns over
the proposed WHO copyright of ICD-10, concerns that were shared by both NCHS
and HCFA. In October 1988, the Department of Health and Human Services had
sent aletter to WHO expressing the United States’ position on the copyright issue. The
need to satisfy expanded demands for health information and the need to prevent
competing or discordant classifications were cited among the reasons why the United
States would need to create a modification of ICD-10. Copyright restrictions could
have prevented such a modification effort. At the November 1988 meeting of the
" NCVHS, the Subcommittee had recommended, and the NCVHS endorsed, the
important concept that there be no copyright by WHO that would impede the use of
ICD-10 in this country.

In responding to the Department’s letter of October 1988, WHO had indicated the
need for a copyright to protect public interest, the volume of the ICD sales, and the
quality of the ICD modification. Although the WHO response also suggested that
there was no intent to claim copyright when the code was used for official government
purposes, in the United States the determination of “official” uses is not made easily.
There was a need to discuss practical ways of cooperation to assure the interest of
both parties.

The Subcommittee pursued this issue with departmental and private sector represen-
tatives during its 1989 meetings. The U.S. delegation to the Revision Conference met
with WHO officials during the conference in Geneva to further these discussions and
to achieve a consensus on how to proceed. The discussions in Geneva led to the
understanding that the U.S. Government could be granted broad authorization over
the use of ICD-10 in this country. WHO ultimately requested a disciplined cooper-
ation from member States that wish to modify the code, asking that they be informed
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of any intent to modify, the rationale for modification, and a report on the experience
with the modified code. This was intended to protect the role of centralization over
classification decisions.

U.S. Modification of ICD-10

The United States historically has taken the lead in modifying the ICD for use in
morbidity applications. Initially modest, the modifications grew more extensive with
each successive revision, culminating in the structural modification and enhancements
contained in ICD-9-CM. WHO has not been unresponsive to the morbidity applica-
tions of the ICD. Each ICD revision contained more detail, and the dual classification
(dagger-asterisk) system implemented in ICD-9-CM and retained in ICD-10 was
intended to satisfy user preference.

Providing for morbidity application in ICD-10 would not demand an extensive
structural modification, but would likely be focused on several key issues:

e The use of 5th digits in ICD-10.

¢ Modification of instructional notations designed for mortality coding for applica-
tion to morbidity.

® Insertion of rubrics added to ICD-9-CM and not provided for in ICD-10.

Specific work plans for the creation of a U.S. modification await further
recommendations.

Maintenance of the Classification

Assuring continued use of the classification in the multiple program needs requires
that certain maintenance functions be fulfilled. Among these are:

e Controlling the use of code extensions by different specialties.
e Defining criteria for the creation of extensions.

® The addition of rubrics for newly described disease complexes, e.g., AIDS or
Lyme Disease.

® Response to coding questions.
® Creation and approval of coding guidelines.

e The need to review (for accuracy) the constant proliferation of materials related
to the classification.

Structures currently exist to address some of the aspects of the maintenance

requirements. Based on testimony received by the Subcommittee, important criteria
for evaluating the structures include mechanisms for educational support and
information dissemination of coding changes, modifications, guidelines, etc.; coding
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skills; and comparability of coding among care sites. Additional discussion has
centered on the adequacy and representation of current review bodies, timeliness of
decisions, and responsiveness to morbidity data applications beyond reimbursement.

Uniform Procedure Code

The Subcommittee retains consideration of a uniform procedure code as part of its
ongoing agenda. Although no formal proposals have been forthcoming, the Subcom-
mittee continues to monitor the progress of the American Medical Association’s
contract with Coopers and Lybrand and their analysis and recommendations of the
cost benefit of a single procedure code.

Preliminary Report on the Use of ICD Codes for Nursing Homes

Dr. Robert Mullin, a Subcommittee member, chaired a working group that met in
January 1989 to receive testimony on the use of ICD codes in the long-term care’
environment. The working group heard testimony from the NCHS National Nursing
Home Survey staff, the American Medical Record Association Section on Long-Term
Care, and HCFA’s Office of Research and Demonstrations. Both the testimony and
additional discussion focused on the definitional differences of principal diagnosis in
alternate care settings and concerns over the applicability of acute care coding
guidelines to alternate care.

Continuing Work Plan

The Subcommittee intends to carry out the following work plan in 1990:

e Continue to monitor the progress of ICD-10 towards its implementation dates.

® Review and make recommendations concerning the structure and process
necessary for a clinical application of ICD-10 in the United States.

® Review and make recommendations concerning the structure and process
necessary for continued Government responsibility as well as formation of a
public and private sector coalition to implement and maintain a classification in
the United States.

® Provide liaison with the ICD-9-CM Coordination and Maintenance Committee.

® Assess the benefits and costs of converting to a single-procedure code in the
United States.

® Address other medical classification systems as the need arises.




In addition to the above work of the Subcommittee, the full Committee has requested
that, during 1990, indepth presentations be made in the following three areas related
to medical classification systems;

® Current processes for maintaining and modifying the ICD-9-CM and the Amer-
ican Medical Association’s Current Procedural Terminology (CPT-4) coding
systems.

¢ Discussion with the Physician Payment Review Commission and the Prospective
Payment Assessment Commission and other concerned parties on possible
impacts of resource-based relative value scales on medical coding and related
topics.

® Accountability of the medical classification management process in areas such as
agenda setting, issue determination, and opportunity for public comment,
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Long-Term Care Statistics

During 1989, the Subcommittee on Long-Term Care Statistics reviewed the DHHS
Interagency Task Force Report on the Long-Term Care Facilities Uniform Data Set.
The Subcommittee was supportive of the efforts and recommendations of the Task
Force and endorsed the need for a pilot test of the data set prior to full
implementation because of the proposed screening change to identify facilities. The
Subcommittee’s report was approved by the National Committee on Vital and
Health Statistics, (NCVHS) at its June 1989 meeting and transmitted to the
Assistant Secretary for Health. The Subcommittee is continuing to monitor the
Long-Term Care Client Uniform Data Set, which is expected to be available from the
Department of Health and Human Services for review during the coming year, and
the progress on the Health Care Financing Administration (HCFA) nursing home
resident assessment instrument, and will consider the latter’s ramifications for the
quality and availability of long-term care statistics. In the coming year, the
Subcommittee will develop recommendations in these and related areas.

Recommendation

The 1989 Subcommittee report can be found in appendix V and includes the following
summary:

The Subcommittee endorses the effort to identify long-term care facilities in their
multiple forms, especially the intent to identify mental health and general health
care facilities in the same data set. However, because the screener approach is
new and its ramifications unclear, the Subcommittee recommends that the data
set be pilot tested and that an evaluation of its effect be conducted before
large-scale application by Government and private sector nursing facilities is
endorsed. To this end, the Subcommittee plans to monitor progress on the
implementation of an evaluation project and would like to be apprised of the
design, execution, and results when they become available. Such an evaluation
phase is critical to the ultimate usefulness of the Long-Term Care Facilities
Uniform Data Set. The Subcommittee prefers the term uniform rather than
minimum because the latter may be viewed as a constraint and suggests that these
are the only data to be collected.

Background

In 1984, the predecessor to the current Subcommittee had been asked to comment on
the adequacy of a proposed Long-Term Care Minimum Data Set (LTCDS), now
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referred to as the Long-Term Care Client Uniform Data Set. It recommended that
efforts with this data set be directed first at nursing home applications. Subsequently,
in 1988, the newly named Subcommittee on Long-Term Care Statistics provided
rationale and recommendations in two related areas: a nursing services list and a
functional status classification. In July 1988, NCVHS was charged to review the final
report of the DHHS Interagency Task Force on the Long-Term Care Facilities
Uniform Data Set. Concurrently, the Subcommittee on Long-Term Care Statistics
undertook this review and continued other efforts on its work plan.

Current Year’s Activities

Review of the Long-Term Care Facilities Uniform Data Set was completed by the
Subcommittee and endorsed by the full Committee in June 1989. The Subcommittee
also focused considerable attention during the year on HCFA’s Minimum Data Set
for Nursing Facility Resident Assessment and Care Screening. This data set was
mandated by the 1987 Omnibus Budget Reconciliation Act. In a series of meetings,
the Subcommittee heard reports on the minimum data set from HCFA contractors,
who are developing the resident assessment instrument, as well as from industry,
State, academic, and private sector representatives. Different perceptions of the
content of the data set, time required to complete the form, and uses and value of the
data surfaced, ranging from favorable to quite critical.

Subsequently, the HCFA contractor provided the Subcommittee a draft report of the
findings of a small-scale trial completed in two States and a modified and shortened
data form resulting from the experience. Throughout 1990, the Subcommittee will
continue to monitor the development of this minimum data set and the reaction of the
community very closely and will be assessing the results from the expanded 10-State
trial of the minimum data set that was fielded in October 1989. A presentation on the
activity by the HCFA project officer was given to the full NCVHS in November 1989,

The original law mandating the resident assessment instrument also provided for the
possible development of a national nursing bome client data base using information
from the assessment. Although the successful implementation of the minimum data
set would have first priority, the opportunity for a national data system for yet
undetermined uses is being explored by the Subcommittee.

Part of the 1987 Nursing Home Reform Act included a provision for mandatory
prescreening and an annual review of residents with mental illness and mental
retardation. The Subcommittee heard a report on the status and ramifications of this
requirement from a HCFA representative. There are potential problems with the
definitions and implementation of this law. The Subcommittee will monitor this arca
because of its importance for future data collection and because of the Subcommit-
tee’s charge to consider possible linkage of long-term care to mental health data
bases.

The Subcommittee is monitoring data on the aging population, The Chairman, or his
representative, attended meetings of the U.S. Government-sponsored Forum on
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Aging-Related Statistics in June and November 1989 and will plan to attend future
meetings. Areas of mutual interest will be explored.

Continuing Work Plan

The Subcommittee intends to carry out the following work plan in 1990:

Review the Interagency Task Force report on the Long-Term Care Client
Uniform Data Set.

Monitor the Interagency Forum on Aging-Related Statistics planning for a
possible longitudinal health and retirement study, consideration of the White
House Conference on Aging, and discussion of the Year 2000 goals for older
persons.

Monitor the final development of a resident assessment instrument for nursing
homes by HCFA, review the Secretary’s recommendation, and consider the
potential problems in implementation, such as resource needs, as well as
opportunities for the formation of a national data base to improve patient care.

Consider any recommendations for a survey of board and care homes.

Continue a review of quality of life assessment strategies in long-term care
facilities.

Examine possible linkage of long-term care to mental health data bases.

Encourage better descriptions of bed supply rates for long-term care and their
variation in the country.
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Ambulatory and Hospital
Care Statistics

The Subcommittee on Ambulatory Care Statistics completed a major element of its
charge with the submission of the Report on the Uniform Ambulatory Care Data Set
(UACDS) to the National Committee on Vital and Health Statistics (NCVHS) at the
June 1989 NCVHS meeting. The Report represented 2 years of work on the UACDS
by the Subcommittee and an Interagency Task Force chaired by the Health Care
Financing Administration (HCFA). Although initially two separate reports were
envisioned, the close working relationship that developed between the Subcommittee
and Task Force resulted in consensus on a single uniform data set. The full
Committee and the Interagency Task Force each submitted the report to the
Assistant Secretary for Health in June. The Department will be considering
dissemination and implementation issues over the coming year, and the Subcom-
mittee will monitor this process.

After the completion of the UACDS, the Subcommittee resumed an active role in
following the statistical aspects of physician payment systems and other data
systems and research concerned with patient-provider encounters. A new charge for
the Subcommittee was approved by the full Committee at the November NCVHS
meeting. Because many of the issues covered in the charge also have relevance for
hospital care data, the Subcommittee’s name was changed to the Subcommittee on
Ambulatory and Hospital Care Statistics. The Subcommittee will pursue several
elements of its new charge in the coming year.

Recommendations

The Report on the Uniform Ambulatory Care Data Set of the Subcommittee on
Ambulatory Care Statistics and the Interagency Task Force on the UACDS can be
found in appendix VI. The report is the result of a thorough and systematic review of
the Uniform Ambulatory Medical Care Minimum Data Set, which was published in
1981. An earlier version of the data set had been published in 1976.

The current report recommends a common core of data items with uniform

definitions for inclusion in the records of all ambulatory health care and for uniform
abstraction from existing records into ambulatory care data bases. The common core
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delineates information that characterizes the patient, the provider, and the encounter.
The report also recommends definitions of “provider,” “ambulatory care,” and
“encounter.”

The purpose of the UACDS is to improve the comparability of ambulatory care data
by defining a core of items most likely to be needed by a variety of users for multiple
applications. The Subcommittee consulted widely with both public and private sector
organizations in developing the data set and believes that, as a result, the report
represents a broad consensus on both the data elements and definitions for a core
UACDS. Overall conclusions and recommendations are as follows:

o The NCVHS Subcommittee and the Interagency Task Force believe that a
common data set is essential to carrying out stewardship responsibilities for
programs that finance or directly provide ambulatory care. Research efforts also
will be enhanced by conformance with uniform categories and definitions.

e Theitems in the data set are the common core of data recommended for adoption
in the health care delivery and financing programs of the Department of Health
and Human Services that require data on individual ambulatory encounters on a
continuing basis.

® When items in this data set are included in other departmental data systems, such
as those conducted as part of research and survey programs, the recommended
definitions and minimal classifications should be followed.

¢ Tt further is recommended that other Federal and State organizations, as well as
institutions, professional organizations, and insurance companies that collect
ambulatory care data, endorse the definitions and agree to use the data set to the
maximum extent possible.

e TItisexpected that there will be a phase-in period during which data collectors will
implement recommended data items that currently are not being collected.
Additional evaluation and fieldtesting may be required for some items.

e The ability to link records is considered an essential aspect of the data set.

e Programs and other organizations collecting and using health data must assume
the responsibility for safeguarding those data and protecting citizens® rights to
confidentiality under applicable laws and regulations and must modify ap-
proaches or seek solutions where inadequate safeguards exist.

e Relevant billing instruments should capture adequate data for current and
emerging applications, and it is important that they be updated as frequently as
necessary to be consistent with the most current recommendations on data items
and definitions.

Background

The Subcommittee on Ambulatory Care Statistics was formed at the June 1987
NCVHS meeting as a direct outgrowth of the work of the Subcommittee on Statistical
Aspects of Physician Payment Systems. The latter began as a work group in 1984, with
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the concurrence of the Assistant Secretary for Health, and had recommended in its
final report that a thorough and systematic review of all items in the Uniform
Ambulatory Medical Care Minimum Data Set be undertaken by the NCVHS and the
Department. The Subcommittee on Ambulatory Care Statistics was created specifi-
cally to respond to this recommendation and to provide liaison with the Interagency
Task Force, which was established by the Assistant Secretary for Health in the spring
of 1987 to carry out the departmental review of the data set. Following completion of
this major activity, the Subcommittee’s charge was revised in November 1989 and its
name was changed to the Subcommittee on Ambulatory and Hospital Care Statistics.

Current Year’s Activities

During the first half of 1989, the Subcommittee held several meetings separately and
in conjunction with the Interagency Task Force to develop the revised Uniform
Ambulatory Care Data Set. In March, the Interagency Task Force submitted the draft
final report to the Assistant Secretary for Health for informal circulation to agencies
within the Department for comments. Concurrently, the Subcommittee sent the draft
report to the extensive list of external organizations and individuals who had shown a
continuing interest in the Subcommittee’s work. On May 2, the Subcommittee and
Interagency Task Force held a joint meeting to discuss all comments received from
the agencies and the external reviewers. The report was then finalized for transmittal
to the NCVHS and to the Department in June 1989.

The Subcommittee began developing and reviewing suggestions for updating its
charge at a working session held during the June NCVHS meeting. This process
continued at a meeting held on August 24 and was finalized at the November 1989
- NCVHS meeting, when the full Committee approved a revised charge and change in
name for the Subcommittee. The August 24 meeting also provided the opportunity
for the Subcommittee to receive an update on a variety of HCFA data activitics
related to patient-provider encounters and to be briefed on data implications of
physician payment reform legislation under consideration by the U.S. Congress.

The Subcommittee continues to follow with interest the implementation by HCFA of
the requirement in the Medicare Catastrophic Coverage Act of 1988 for physicians to
code diagnostic information on all bills. Implementation of the Unique Physician
Identification Number for every physician who provides services for which Medicare
payment is made also is being followed. Both diagnostic coding and unique provider
identification are recommended in the UACDS.

Development by HCFA of the Common Working File offers considerable promise for
improving Medicare claims processing, and it also has data and research implications.
The system will operate through nine regional sectors and will include on-line
eligibility information and linked Part A and Part B claims data for every Medicare
beneficiary in the sector. The ability to link data on patients from different sources and
about different encounters is an important aspect of the UACDS.

The Subcommittee also is following research and demonstration activities on pro-
spective payment methodologies for ambulatory care, with particular emphasis on
different approaches for defining products of ambulatory care.
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Over the past few years, the NCVHS has raised the need to review and possibly revise
the Uniform Hospital Discharge Data Set (UHDDS); and, at the June NCVHS
meeting, the Subcommittee agreed to consider this issue further. Following discussion
at the August 24 meeting, the Subcommittee included in its charge a commitment to
assess the need to reexamine the data elements and definitions contained in the
UHDDS. As part of this assessment, the Subcommittee will consider the congruence
of the UHDDS to the UACDS and the adequacy of the Medicare Uniform Bill
(UB-82) as the principal vehicle for collecting the UHDDS.

Continuing Work Plan

The Subcommittee will pursue the following work plan in 1990:

Monitor the responses within the Department of Health and Human Services to
the final report on the UACDS.

Follow the efforts of the Uniform Claim Form Task Force for the HCFA 1500 to
seck greater standardization of the definitions in use for place or site of health
care services.

Provide continuing liaison with the Health Care Financing Administration, the
National Center for Health Statistics, and other relevant agencies concerning the
statistical aspects of physician payment systems and other data systems and
research concerned with patient-provider encounters.

Develop a recommendation to the full Committee on whether to undertake a
review and revision of the UHDDS. Address in this recommendation concerns
about improving the recording of external cause-of-injury codes (E-codes) in
hospital discharge data,

Follow the status of relative value scale research and related physician payment .
reform legislation and the associated data requirements.

Consider the importance of emerging and projected quality and effectiveness of
care activities for relevance to existing data systems and implications for revisions
to those systems.
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Health Statistics for Minority and
Other Special Populations

The Subcommittee on Minority Health Statistics directed its attention during 1989
to the availability of data concerning access and financing of medical care for the
medically indigent population in the United States. A public hearing was held to
provide background information on the data issues, and the Subcommittee pre-
sented an interim report to the National Committee on Vital and Health Statistics
(NCVHS) at the Committee’s November meeting. In the coming year, the Subcom-
mittee will focus and develop recommendations regarding the national data require-
ments for the medically indigent population. This expansion of the Subcommittee’s
charge was reflected in a recommendation presented by the Subcommittee at the
November NCVHS meeting for a new charge and a change in name to the
Subcommittee on Health Statistics for Minority and Other Special Populations.
These changes were endorsed by the full Committee. The Subcommittee also will
continue to review the uniformity and adequacy of the coding of race and ethnicity
in national health surveys to produce data on minority populations.

Findings

At the November 1989 meeting of the NCVHS, the Subcommittee on Minority
Health Statistics presented an interim report that summarized its findings on the data
needs of the medically indigent population. The following points were emphasized:

o Current data appear to be inadequate to address the needs of indigent care.

® The definition of the “medically indigent” tends to be operationally defined by
reimbursement programs and thus varies by program and locality.

e Standardized definitions would facilitate comparisons across studies that will
increase understanding of the problem.

e Data that currently are collected to cover this population vary in terms of intent
and detail, thus providing little on which policy issues can be derived or resolved.

Background

The Subcommittee on Minority Health Statistics was established by the NCVHS in
1986 after the Secretary’s Task Force on Black and Minority Health noted that there
was need for data on minority populations and identified a need to improve and fully
utilize available sources of data.
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Subsequently, the Subcommittee recognized the need to expand its focus on popula-
tions defined by race and/or ethnicity to include other groups whose health status and
health care utilization needs and patterns required special attention that could not be
addressed adequately through current data systems. To reflect this expanded focus,
the Subcommittee’s name was changed in November 1989 to the Subcommittee on
Health Statistics for Minority and Other Special Populations.

Current Year’s Activities

Early in 1989, the Subcommittee agreed to look into the issue of indigent care data
based on its recognition that (1) the number of persons without health insurance in
the United States and their problems with access to medical care has emerged as one
of the most compelling health policy issues of the 1980’s, (2) new health care delivery
and financing trends are exacerbating problems of access and financing health care
and, (3) little attention has been given to the data problems associated with defining
the “medically indigent” population, estimating its size, evaluating the adequacy of its
care, and determining its cost.

In this connection, the Subcommittee conducted a public hearing on May 3, 1989, to
receive testimonies on data issues of the medically indigent population. Presentations
were made by representatives of agencies within the Public Health Service and
agencies and associations in the private sector. Three issues commonly held high
priority concerns. The first was inadequacy of current data, including missing
populations, the need for local data, and the causes and extent of medical indigence.
The second was the need for standardization of definitions for medical indigence,
poverty, uninsured status, and uncompensated and/or charity care. The third issue
concerned policy coordination and funding for the collection and analysis of medical
indigence data. The type of data currently collected does not represent a comprehen-
sive plan of attack to gain mastery of the problem.

At the September 6, 1989, Subcommittee meeting, the newly appointed Director of
the Office of Minority Health and the newly appointed Associate Director of Minority
Health, Centers for Disease Control (CDC), were invited attendees. The primary
objective of this meeting was to acquaint these two officials with the charge and
interests of the Subcommittee and to set the stage for identifying mutual areas of
endeavor that could benefit from supportive or collaborative efforts.

The Office of Minority Health expressed a strong commitment to work with the
Subcommittee and indicated that the most pressing area for collaborative efforts
related to developing strategies to address the serious need for data for State and local
areas. The Associate Director of Minority Health, CDC, also expressed his concern
over the dearth of data available to assess State and local health problems.

In presenting its interim report at the November NCVHS meeting, the Subcommittee
concluded that the data issues surrounding medical indigence are sufficiently impor-
tant for the National Committee to address. Because these issues overlap minority
health data issues in many aspects, the Subcommittee recommended that they become
part of its charge and work agenda. The full Committee concurred.

19




Continuing Work Plan

The Subcommittee intends to carry out the following work plan in 1990:

20

Conduct a survey of the uniformity and adequacy of the coding of race and
ethnicity on national health surveys for the purpose of determining the ability of
the data systems to produce data on minority populations.

Meet periodically with the Office of Minority Health and collaborating offices,

Develop standardized conceptual and operational definitions of medical indi-
gence.

Conduct a survey of agencies to determine what health data they are collecting
relative to the medically indigent population.

Continue to pursue various avenues to encourage the Health Care Financing
Administration and the Social Security Administration to improve the racial and
ethnic identifiers in the Medicare and Medicaid data systems.



Health Care Statistics

During 1989, the Subcommittee on Health Care Statistics monitored the plans by the
National Center for Health Statistics (NCHS) to carry out the Subcommittee’s
earlier recommendation that the National Academy of Sciences (NAS) be asked to
form a panel to provide advisory support on developing the National Health Care
Survey. This effort culminated in the award by NCHS of a contract to the NAS
National Research Council for such a panel study. The Subcommittee also developed
a resolution of support for the National Health Care Survey, which urged the
Secretary to provide adequate resources to proceed with survey plans. This
resolution was approved by the National Committee on Vital and Health Statistics
(NCVHS) at its February meeting and transmitted to the Assistant Secretary for
Health,

The Subcommittee’s review, in late 1988, of the adequacy of existing data sets to meet
the proposed coverage of settings by the National Health Care Survey had revealed
that the personal identifier was defined differently in each of the three major data
sets. The respective chairs of the Subcommittees on Health Care Statistics, Ambu-
latory Care Statistics, and Long-Term Care Statistics were requested at the
February NCVHS meeting to try to reach some agreement on a recommendation for
the use of a consistent personal identifier for the client across the different
components of the National Health Care Survey. A recommendation was presented
at the June meeting and approved, with modification, by the full Committee for
transmittal to the Assistant Secretary for Health.

Recommendations

At the February meeting of the NCVHS, the following resolution was passed, based
on the recommendation of the Subcommittee on Health Care Statistics:

The National Health Care Survey is a mechanism through which the National
Center for Health Statistics (NCHS) proposes to combine many of its existing
provider-based surveys into an integrated survey system, relying to the extent
possible on approved minimum data sets. This system will use an integrated
sampling approach which should improve the analytic utility of the surveys. It will
also attempt to eliminate data gaps and expand coverage of providers to
important new areas (e.g., emergency rooms). In addition, the survey will provide
NCHS with a framework for pursuing follow-up studies of patients in all surveyed
settings, thus enabling the development of data on outcomes, subsequent care,
and other information.
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The National Committee on Vital and Health Statistics supports NCHS in its
development of this important data system and encourages the Secretary to
support the Center with adequate resources to proceed with its plans to
implement the survey as quickly as possible. We also urge that every effort be
made to attain optimal sample sizes, depending on goals, and work toward
continuous collection cycles in all of these surveys.

The following resolution on the use of a personal identifier in the National Health
Care Survey was passed by the NCVHS at its June meeting and transmitted to the
Assistant Secretary for Health:

The National Health Care Survey is an initiative to collect and combine
information from several separate data systems. Some of these systems contain
personal identifiers; others do not. In order to evaluate the care received by all
segments of the population, not just through a course of illness but over time, it
is essential in this survey to link patient records across data systems. The social
security number is the only practical patient identifier that could be used for this
purpose, and the cost of creating a new identifier would be prohibitive. Therefore,
the National Committee on Vital and Health Statistics recommends that the
National Center for Health Statistics (NCHS) develop a proposal to use the social
security number in the National Health Care Survey for the purpose of linking
records and that this proposal be subject to a pilot test. In doing so, established
procedures, consistent with the strictures of the Privacy Act and Section 308(d) of
the Public Health Service Act, will be used to protect confidentiality.

The letter transmitting the above resolution to the Assistant Secretary for Health
noted that, “There was a strong consensus on the Committee for the concept of a
unique personal identifier to allow for linkage of patient records. The majority of the
Committee members supported the use of the social security number for this
purpose . . . . A minority, while favoring the concept, believed further clarification was
needed on the statutory provisions under which the social security number would be
collected and protected.”

Background

After receiving several presentations from NCHS about the development of the
National Health Care Survey, the NCVHS determined that this was a significant
activity that merited more attention by the Committee. During the June 1988 meeting,
the Subcommittee on Health Care Statistics was established to review the NCHS
plans for the survey and monitor the survey’s development.

Current Year’s Activities .

A major focus of the Subcommittee’s charge is to assist the NCHS in obtaining
sufficient internal and external input to the development and policy implication of the
National Health Care Survey. This process began in 1988 with a recommendation to
NCHS by the Subcommittee that the NAS be asked to form a panel to provide
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advisory support on developing the survey. During 1989, the Subcommittee moni-
tored NCHS plans to carry out this recommendation. NCHS awarded a contract to
the National Research Council of NAS in August, and a member of the Subcommit-
tee was asked and agreed to serve on the advisory panel. Recognizing that the survey
development had major implications for the future availability of health care
information, the Subcommittee also prepared a resolution of support for the survey,
which was adopted by the full Committee in February.

Review of the adequacy of existing data sets to meet the proposed coverage of settings
by the National Health Care Survey was another key responsibility in the Subcom-
mittee’s charge. As part of this review, the Subcommittee noted various inconsisten-
cies among the Uniform Hospital Discharge Data Set, the Uniform Ambulatory Care
Data Set, and the Long-Term Care Uniform Data Set. These inconsistencies were
discussed with the respective subcommittees that were addressing these data sets, and
in most cases it was felt that comparable statistics could be developed from the
different care settings.

The issue of a need for a consistent personal identifier to facilitate record linkage
across the individual surveys and with external data files was raised with the full
Committee in February. Although survey development could proceed without this
issue being resolved, it was felt that recommending policy in this area would be useful.
The chairs of the Subcommittees on Health Care Statistics, Ambulatory Care
Statistics, and Long-Term Care Statistics were charged with the responsibility to
develop a recommendation by the June meeting. Concluding that the social security
number (SSN) was the only unique identifier currently available that would enable
NCHS to link records in data bases held by NCHS and other Government agencies,
the proposed recommendation encouraged NCHS to attempt to obtain the patient’s
SSN in provider-based surveys for use as the primary personal identifier. This
recommendation related only to the NCHS use of the SSN in the National Health
Care Survey and did not modify the current minimum data sets.

The full Committee considered the proposed recommendation at its June meeting
and passed a modified version, recommending that NCHS develop a proposal to use
the SSN in the National Health Care Survey for the purpose of linking records and
that this proposal be subject to a pilot test.

Continuing Work Plan

The Subcommittee considers the contract between NCHS arid NAS an efficient
mechanism for obtaining external input to the National Health Care Survey. Further,
the Subcommittee has completed its initial review of the uniform data sets related to
the survey and believes that future work on these data sets can be carried out by other
NCVHS subcommittees. Nonetheless, the NCVHS believes that it is appropriate,
either through the current Subcommittee or another approach, to follow the
development of the NAS study and to stay involved with the National Health Care
Survey on a periodic basis. At the November NCVHS meeting, it was agreed that
consideration of the future status of this Subcommittee would take place in early 1990
in conjunction with discussion of restructuring several subcommittees in order to be
more responsive to the need for data to assess health status and health care at the
community level.
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Appendix l. 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

®

@
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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 this

subsection, referred to as the “Committee”) which shall consist of sixteen
members.

(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 four years.

B) (i) In the case of membership terms on the Committee under this
subsection (as in effect prior to January 1, 1988) which expire in
calendar year 1988, the appointments to three such terms in such
calendar year shall be for a period of four years and the
appointments to two such terms in such calendar year shall be for
a period of three years, as designated by the Secretary.

(ii) In the case of membership terms on the Committee under this
subsection (as in effect prior to January 1, 1988) which expire in
calendar year 1989, one such term shall be extended for an
additional consecutive one-year period, as designated by the
Secretary.

(iii) In the case of membership terms on the Committee under this
subsection (as in effect prior to January 1, 1988) which expire in
calendar year 1990, two of such terms shall each be extended for
an additional consecutive one-year period, as designated by the
Secretary.

Members of the Committee shall be compensated in accordance with section

208(c).

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 agency involved, by the Veterans’ Admin-
istration, the Department of Defense, and other Federal agencies con-
cerned 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 tabu-
lation of health statistics within the Department of Health and Human
Services, with respect to the Cooperative Health Statistics System estab-
lished 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)(1);

(E) 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
agencies;

(F) 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

(G) 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 improve-
ment 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
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THESECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

CHARTER
NATIONAL COMMITTEE ON VITAL AND HEALTH STATISTICS
PURPOSE

The Secretary is charged under Section 306(k) of the Public Health Service

Act, as amended, 42 U.S.C. 242k(k), with the responsibility to collect, analyze
and disseminate national statistics on vital events; the extent and nature of
i1lness and disability of the population of the United States; the impact of
illness and disability of the population on the economy of the United States,
and on other aspects of the well-being of its population; environmental, social,
and other health hazards; determinants of health; health resources and the
supply of services by health institutions; utilization of health care; health
care costs and financing; family formation, growth, and dissolution; to
undertake research, demonstrations, and evaluations respecting new or improved
methods for obtaining current data on the matters referred to above; to
undertake epidemiological research, demonstrations, and evaluations on such
matters; to provide selected technical assistance to State and Tocal
Jjurisdictions; to coordinate health statistical and epidemiological activities
of the Department; and to engage in cooperative endeavors with other countries
to foster research consultation and training programs in statistical activities.

This Committee shall provide advice, consultation, and assistance and make
recommendations to the Secretary through the Assistant Secretary for Health on
policies. and plans in developing major national systems of health data collection
in the Department, on coordination of Federal health data requirements, and on
analysis over a wide range of questions relating to general health problems of
the population, health care resources, the use of health care services and
health care financing and expenditures. In these matters, the Committee shall
consult with the Health Care Financing Administration {HCFA)} and other components
of the Department, other Federal entities and non-Federal organizations as
appropriate.

AUTHORITY

Section 306(k) of the Public Health Service Act, as amended, 42 U.S.C. 242k(k).
The Committee is governed by provisions of Public Law 92-463 which sets forth
standards for the formation and use of advisory committees.

FUNCTION

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; and
{ii1) to the extent possible as determined by the head of the agency 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 collection, processing, and tabulation of
health statistics within the Department of Health and Human Services, and with
respect to the standardized means for the collection of health information and
statistics to-be established by the Secretary under subsection {j) (1);

(E) to review and comment on findings and proposals developed by other
organizations and agencies and to make recommendations for their adoption or
implementation by Tocal, State, national, or international agencies;

(F) 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;

(G) in the development of a report on the state of the Nation's health, its
health services, their costs and distributions, to make proposals for improvement
of the Nation's health statistics and health information systems, at such
intervals as may be required by the Congress;

(H) in establishing standards to assure the quality of health statistical and
epidemiological data collection, processing, and analysis; and

{1} with respect to data on the-effects of the environment on health.

STRUCTURE

The Committee shall consist of 16 members, including the Chairperson. The
members of the Committee shall be appointed by the Secretary, or designee,

from among persons who have distinguished themselves in the fields of health
statistics, health planning, epidemiology, and the provision of health services.
The Secretary, or designee, shall appoint the Chair for a one-year period,
renewable at the discretion of the Secretary or designee.

Members shall be invited to serve for overlapping four-year terms.” Terms of
more than two years are contingent upon the renewal of the Committee by
appropriate action prior to its termination. Any member appointed to fill a
vacancy occurring prior to the expiration of the term for which his/her
predecessor was appointed shall be appointed only for the rémainder of such
term. A member may serve after the expiration of his/her term until his/her
successor has been appointed.
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Subcommi ttees composed of members of the parent Committee may be established

to provide the Committee with background study and proposals for consideration
and action. The Chair shall appoint members from the parent Committee to the
subcommitiees and designate a Chair for each subcommittee. The Chair shall
appoint ad hoc subcommittees, composed solely of members of the parent Committee,
as necessary to address specific issues for consideration. The subcommittees
shall make their recommendations to the parent Committee. Timely notification
of the subcommittees and ad hoc subcommittees, including charges and membership,
shall be made in writing to the Department Committee Management Officer by the
Executive Secretary of the Committee.

Management and support services shall be provided by the National Center for
Health Statistics, Centers for Disease Control.

MEETINGS

Meetings shall be held at the call of the Chair, but not less than annually,
with the advance approval of a Government official who shall also approve the
agenda. A Government official shall be present at all meetings.

Meetings of the subcormittees shall be held, as necessary, at the call of the
respective Chair, with the advance approval of a Government official who shall
also approve the agenda. A Government official shall be present at all
subcommittee meetings. Al1 subcommittees shall report their findings to the
Committee.

Meetings shall be open to the public except as determined otherwise by the
Secretary; notice of all meetings shall be given to the public.

Meetings shall be conducted, and records of the proceedings kept, as required
by the applicable laws and departmental regulations.

COMPENSATION

Hembers who are not full-time Federal employees shall be paid at the rate of
$188 per day, plus per diem and travel expenses in accordance with the Standard
Government Travel Regulations.

ANNUAL COST ESTIMATE

Estimated annual cost for operating the Committee and Subcommittees, incTuding
compensation and travel expenses for members but excluding staff support, fs
$93,024. Estimated annual man-years of staff support required is 2.5, at-an
estimated annual cost of $102,478.
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REPORTS

An annual report shall be submitted to the Secretary through the Assistant

Secratary for Health, not later than January 31 of each year, which shall

coltain as a minimum a 1ist of members and their business addresses, the

Committee's functions, dates and places of meetings, and a summary of

Committee activities and recommendations made during the fiscal year. A

Sggy of the report shall be provided to the Department Committee Management
icer,

TERMINATION DATE

The duration of the National Committee on Vital and Health Statistics is
continuing, and a new charter shall be filed no Tater than July 23, 1990, the
date of the expiration of the next two-year period following-the date of the
statute establishing this advisory committee, in accordance with Section 14(b)(2)
of Public Law 92-463.

APPROVED

Quit 20, 17T lpirrr B

7 74 Date 0tis R. Bowen, M.D. -
Secretary
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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

Chairman

Ronald G. Blankenbaker, M.D. (1990)
Vice President for Medical Affairs
St. Vincent Hospital
and Health Care Center
2001 West 86th Street
Indianapolis, Indiana 46260

Ex Officio

Manning Feinleib, M.D., Dr.P.H.
Director

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

Executive Secretary

Gail 