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Plan and Operation of
the Hispanic Health
and Nutrition
Examination Survey

Introduction
by Kurt R. Maurer

The Hispanic Health and Nutrition Examination Survey
(HHANES) is one of the many surveys that have been con-
ducted by the National Center for Health Statistics (NCHS)
since the 1950°’s. The NCHS health survey programs have
as their foundation the National Health Survey Act of 1956,
which has been updated periodically since its original passage
by the U.S. Congress. A portion of the 1956 act states
as follows:

The Congress hereby finds and declares—(1) that the latest
information on the number and relevant characteristics of persons
in the country suffering from heart disease, cancer, diabetes,
arthritis and rheumatism, and other diseases, injuries, and hand-
icapping conditions is now seriously out of date; and (2) that
periodic inventories providing reasonably current information
on these matters are urgently needed for purposes such as
(A) appraisal of the true state of health of our population
(including both adults and children), (B) adequate planning
of any programs to improve their health, (C) research in the
field of chronic diseases, and (D) measurement of the numbers
of persons in the working ages so disabled as to be unable
to perform gainful work.'

Subsequent to the passage of the National Health Survey
Act, work began under the authority of the Surgeon General
of the U.S. Public Health Service to meet the requirements
of the act by establishing the National Health Survey. Three
approaches to collecting data by means of the National Health
Survey were proposed. The first was to be a continuing
nationwide National Health Interview Survey (NHIS), through
which data would be collected directly from household respond-
ents by interviewers. Whereas NHIS can provide information
on illnesses known to persons, as well as impairments, acci-
dents, injuries, use of health services, and other health topics,
it cannot supply information on the prevalence of undiagnosed
and nonmanifest disease. In addition, the data are subject
to other response and interviewing biases. Hence, two supple-
mentary data collection systems were planned: Periodic record
surveys of hospital discharges, physicians’ offices, and nursing
homes; and a continuing survey using health examination
procedures. Additional discussion on the origin and plans
of the National Health Survey has recently been published
marking the 25th anniversary of the 1956 act.>

Beginning in 1960, data from household interviews and
extensive physical examinations were collected through the
National Health Examination Survey. Since 1970, when a
nutrition component was added, the survey has been called
the National Health and Nutrition Examination Survey
(NHANES). Five surveys using health-examination proce-
dures have been completed since 1960; the most recent,
NHANES II, was completed in 1980. Numerous topics have
been addressed in these surveys.>*® An examination by a
physician has been done in each of the surveys, and an
examination by a dentist has sometimes also been included.
In addition to various physiological measurements, such as
blood pressure and electrocardiogram, a substantial number
of blood and urine laboratory tests have also been performed.
The results of these surveys have been published in nearly
200 reports,” and computer microdata tapes have been released
to the public. '°

After the field work for NHANES II began in 1976,
the staff at NCHS began the process of evaluating the National
Health and Nutrition Examination Survey. In 1977, a contract
was signed with the National Academy of Public Administra-
tion (NAPA) to evaluate NHANES, with specific attention
to its utility in answering questions about nutrition-related
public health problems. An expert panel was assembled by
the Academy to address these issues. The panel recognized
a need for “...information about the health and nutritional
status both of the entire population and of many groups
within it.” One recommendation made by the NAPA panel
was that rather than beginning another national HANES im-
mediately after completion of NHANES II, NCHS should
conduct a study of the health and nutritional status of a
subpopulation group instead. Several groups were considered,
and the final recommendation was to conduct a study of
the Hispanic population in the United States. !

Throughout the history of the National Health Survey,
the mandate of the 1956 Congressional Act had been fulfilled
for the general U.S. population with the provision of data
on a wide range of health status measures. However, there
was a notable lack of comparable data for the Hispanic
population. Previous NHANES samples, although composed
of approximately 20,000 examined persons each, included
insufficient numbers of Hispanics to enable an adequate esti-
mation of health characteristics separately for Mexican-Ameri-
cans, Cuban-Americans, or Puerto Ricans, or even for the



groups combined. Thus, the goal of the Hispanic Health
and Nutrition Examination Survey (HHANES) was to produce,
for the three major Hispanic subgroups, estimates of health
and nutritional status that are comparable to estimates available
for the general population.

Following the recommendation to conduct HHANES,
a group was assembled by the NAPA panel to make recom-
mendations regarding the plan and operation of HHANES
(a list of panel members is included in appendix I). This
group met for four days in the spring of 1979 and discussed
some of the broad problems that needed to be addressed
by the survey design staff. These included questionnaires,
community and sample person cooperation, dietary intake
measurement, degree of acculturation, and staffing characteris-
tics. Also, major substantive components of the survey were
suggested. The recommendations of the NAPA panel and
the advisory group were found to be invaluable by the staff
at NCHS and were used as a general basis for the design
of HHANES.

The planning of the specific content of the HHANES
followed the guidelines used in the development of the earlier
NHANES efforts, namely:

1. Stating the purpose of the proposed information.

2. Specifying what data are needed to achieve the stated
purpose.

3. Ascertaining the best method or methods of obtaining
those data.

4. Determining whether a health examination survey is an
appropriate mechanism for collecting those data.

5. Demonstrating that the expected prevalence level is con-
sonant with the ability of the survey to determine it
within reasonable confidence limits.

6. Determining whether the data collection process can be
adequately standardized.

7. Specifying the costs related to equipment, laboratory
work, personnel, and other aspects of data collection
and analysis.

8. Ranking the proposed topics according to priority. '

An additional criterion was considered: The proposed
survey component should allow comparisons with the general
population, requiring such components to be very similar
to those included in NHANES I (1971-73) or NHANES
II (1976-80). These nine criteria were meant to serve as
guidelines; exceptions were occasionally made for topics
thought to be particularly relevant to the study population

(such as detailed questions on health services utilization,
which might be more appropriate for a household interview
study). A few new topics were also included because recent
advances in technology enabled study of certain conditions
in a population setting. For example, gallbladder ultrasono-
graphy and impedance audiometry were included in HHANES,
although their inclusion in previous studies had been
impractical.

This report is intended to be of use to persons with
various interests in HHANES. Those who plan to use pub-
lished reports of survey results will find the information
on the design and operation of the studies helpful for proper
interpretation of the published results. Users of microdata
tapes from the study may require a greater technical under-
standing of the survey so that the selection of specific research
topics and analytic methods will be consonant with the research
methods employed in the study. In addition, researchers who
plan to conduct their own community studies may be interested
in replicating some of the procedures used in HHANES.

To fulfill the needs of each of these groups, this report
presents the rationale for the study and documentation of
the survey content and methods. It also documents the data
preparation procedures and the measures that were taken
to assure the quality of the data collection. The main body
of the report is divided into three major sections: Survey
Planning and Development, Survey Operations, and Survey
Analysis. Additional information is contained in the appen-
dixes, beginning with the names of many of the nearly 150
persons from outside NCHS who contributed to the design
and operation of this complex survey. They are listed in
appendix I. Appendixes II and III contain a summary of
the data collection methods used in HHANES and, for quick
reference, an outline of the examination components by age
group. Appendixes IV through XI are described in the relevant
chapters. Examples of the data collection forms used in the
survey are contained in appendix XII.

Although many of the concepts and topics covered by
the report could be included in more than one chapter, a
decision was made to limit detailed discussion of a particular
procedure or target condition to only one—sometimes arbitrar-
ily chosen—chapter. For example, there is considerable over-
lap between the chapters on health status assessment and
nutritional status assessment, but to avoid repetition or frag-
mentation, the various issues are discussed in only one of
the chapters, with references to the detailed discussion in-
cluded wherever pertinent.
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Chapter 1
Cross-cultural aspects
by Fernando M. Trevino, Ph.D.

The major design features incorporated to increase the
cultural sensitivity, validity, and reliability of the Hispanic
Health and Nutrition Examination Survey (HHANES) are
discussed in this chapter. Several obstacles to the development
and implementation of HHANES were immediately encoun-
tered. First, the National Center for Health Statistics (NCHS)
had never conducted a survey on a specific ethnic population
before. Second, NCHS had few Hispanic or Spanish-speaking
staff members and few staff members who were familiar
with Hispanic cultures. Third, existing NCHS survey instru-
ments had never been translated into Spanish; thus, there
were no Spanish-language questionnaires that could serve
as models for HHANES instrument development. No other
agency or institution had ever conducted a survey of such
magnitude across the three major Hispanic national origin
groups. Because such a cross-cultural effort had never been
attempted, there was little experience from which NCHS
could benefit.

To address these issues and to involve as many Hispanic
researchers as possible in the planning of the HHANES,
four task forces, consisting of experts in the areas of Hispanic
health and nutrition, were convened in the summer of 1980.
(See appendix I for a list of members of each of the task
forces.) The Health Services Task Force made recommenda-
tions regarding how best to assess Hispanics’ use of and
need for health services and their perceived barriers to care.
The Dietary Task Force made recommendations to NCHS
on how best to tailor the dietary component of the survey
to assess the Hispanic diets. The Translation Task Force
developed and monitored the extensive translation process
required in the development of the HHANES Spanish language
instruments. The Outreach Task Force developed a community
outreach plan to inform local communities and leaders of
data collection efforts in their communities in hopes of secur-
ing a maximum response rate in the survey. With the input
received from the task forces, NCHS staff members developed
an initial set of questionnaires and examination protocols.

Translation

Many researchers questioned whether a single set of
Spanish-language instruments could effectively be used with
Mexican-Americans, Puerto Ricans, and Cuban-Americans,
given their dialectical differences. For HHANES it was de-
cided that the goal of the translation process would be to
produce a single Spanish-language version of the question-
naires that would be conceptually equivalent to the English

and equally understandable to persons in each Hispanic sub-
group. In order to accomplish this task, all forms were to
be translated independently by translators from each of the
three groups and differences in usage would later be recon-
ciled. A description of the method devised by the Translation
Task Force follows.

Before beginning the translation process, all instruments
were first developed in English. The resulting questionnaires
were then subjected to a rigorous forward-back translation
methodology. (For a detailed discussion of translation issues
in cross-cultural research see reference 13.) All items to
be translated (more than a thousand sets of question and
answer categories) were sent for forward translation to three
independent translators—a Mexican-American, a Puerto
Rican, and a Cuban-American. Translators were instructed
to translate the instruments into idiomatic Spanish appropriate
for their group. The ensuing three Spanish translations were
sent to three other translators of the same Hispanic groups
who, without having seen the original English-language docu-
ments, were asked to translate the Spanish instruments back
into English.

NCHS staff members then compared the original English-
language source documents to the back-translated English-lan-
guage questionnaires, evaluating the conceptual and structural
equivalence of each item. Conceptual equivalence was defined
as the absence of differences in meaning or content between
the two versions. Structural equivalence referred to equiva-
lence in vocabulary, syntax, spelling, and punctuation. Con-
ceptual and structural equivalence were viewed as being inde-

Figure 1. Translation equivalence rating model

Conceptual equivalence
+

Structural T 1 3

equivalence _ 2 4

Code 1 =Unit versions are equivalent in both dimensions:
No major structural differences; and
no essential differences in meaning or content.

Code 2 =Unit versions are mostly equivalent:
Some structural differences; but
no essential differences in meaning or content.

Code 3 = Unitversions are mostly unequivalent:
No structural differences; but
differences in meaning or content.

Code 4 = Unit versions are not equivalent in either dimension:
Some structural differences; and
differences in meaning or content.




pendent measures (that is, the two versions could be conceptu-
ally equivalent without being structurally equivalent, and vice
versa). The equivalence rating model is depicted in figure I,

Concurrently, the three Spanish translations were sent
to three independent reviewers: a Mexican-American, a Puerto
Rican, and a Cuban-American. The reviewers rated each
item of “their” language version for equivalence (using the
equivalence rating model) with the same item from the other
two Spanish versions. For example, the Puerto Rican reviewer
compared the translation done by the Puerto Rican translator
with those of the Cuban- and Mexican-American translators.
In addition to scoring the translations for conceptual and
structural equivalence, each reviewer was asked to specify
which translator had achieved the best translation for that
item.

The results of the English to English and Spanish to
Spanish comparisons were reviewed and reconciled by the
Translation Task Force. It was as yet uncertain whether
one Spanish translation could be conceptually equivalent for
the three major Hispanic groups. However, in the interest
of research comparability and operational simplicity, it was
decided to proceed with developing and testing a single
Spanish language set of instruments. The Task Force members
were therefore instructed to develop a single translation of
each item, after reviewing subgroup language differences.

There were two predominant problems that arose in the
development of a single Spanish translation. First, certain
words were understood by the members of each of the three
subgroups but had different meanings for them. For example,
the word “almuerzo” is understood by Puerto Ricans and
Cubans to mean “lunch.” Among Mexican-Americans, how-
ever, “almuerzo” commonly refers to “breakfast.” To rectify
this type of conceptual unequivalence, it was decided to
use a descriptive phrase that would be conceptually equivalent
for the three subgroups, yet might not reflect their common
language usage or their preferred word choice. In this example,
in the questions referring to “lunch,” the word “almuerzo”
was replaced with the phrase “la comida de mediodia,” which
literally means ““the midday meal.” The second type of problem
in achieving a single translation revolved around certain con-
cepts or things for which the subgroups use different words.
For example, in the development of the questions on smoking,
the word ‘“‘cigar” became problematic because each subgroup
has a different word for cigar. Puerto Ricans call a cigar
a “cigarro,” whereas Cubans use the word ‘“tabaco,” and
Mexican-Americans use “puro.” This type of dilemma was
resolved using an alternate word structure within the question.
The item, “About how many cigars a day do you smoke?”
was translated as “Cudntos (puros/tabacos/cigarros) fuma por
dia mas o menos?’ In such an altermate word situation,
interviewers were trained to use the word appropriate to
the subgroup of the respondent when phrasing the question.

The English and Spanish questionnaires were then tested
in the Bronx, New York; Miami, Florida; and El Paso,
Texas. (See chapter 7 for a description of the pilot testing
process.) Translation problems were identified during the
pilot tests through interview observation, interviewer debrief-
ing, and questionnaire edits. These translation problems were

resolved by a team of bilingual Hispanic researchers who
were familiar with the English questionnaires and were know-
ledgeable regarding the conceptual intent of each question.
The resulting HHANES instruments were subjected to a final
test (the “dress rehearsal”) in San Antonio, Texas. However,
the translations continued evolving as minor problems were
discovered during the first few months of data collection.

In both the household interview and the examination,
respondents were given the choice of participating in either
English or Spanish. In a few instances, respondents started
the interview in one language but decided to switch to the
other language in the course of participating in the survey.
The vast majority of sample persons who stated they wanted
to be interviewed In one language participated throughout
the survey in that language.

Survey content

As discussed earlier, one goal of HHANES was to produce
estimates of health characteristics of Hispanics that could
be compared with similarly obtained data on the general
population. But in determining the exact content of the survey,
it was recognized that an approach of merely repeating the
NHANES II survey components in translation would not
adequately address many important issues of interest to His-

panic health researchers. .
To identify some of the health issues of particular impor-

tance to Hispanics, and with the intent of making HHANES
as culturally sensitive as possible, a literature review was
conducted. Not surprisingly, the review yielded few investiga-
tions of Hispanic health and nutritional status. Results of
local area studies, for example, suggested that some portions
of the Mexican-American population may experience a greater
prevalence of adult onset diabetes® and gallstones' than
that of the general population. By including measures of
these conditions for a wider population of Hispanics, the
HHANES could produce normative data to compare with
data from the Mexican-American studies and the general
population.

In the past, the health examination surveys relied heavily
on the examination component and the biochemical and an-
thropometric measurements in their data collection. However,
because one focus of HHANES was health care needs assess-
ment (in general and relative to particular diseases), more
emphasis had to be given to the interview portion of the
survey than was traditional. For reasons of data comparability,
questions from NHIS or other national surveys were used
whenever possible rather than developing new, noncomparable
questions. However, for several areas of inquiry, appropriate
existing questions were not available from any major survey.
In these instances, NCHS planners developed new questions
with the assistance of the Health Services and Dietary Task
Forces or other consultants in the appropriate field.

Several questionnaire components were developed in an
effort to measure special characteristics and needs of the
Hispanic population. Because studies have indicated
differential patterns of health services utilization among His-
panics, '6-'7 HHANES included a series of questions to meas-



ure various aspects of utilization, including information on
usual source of care, waiting time, travel time, satisfaction
with care received, and barriers encountered in receiving
care. Pilot testing revealed that the use of folk healers seemed
to be too sensitive a topic to be measured in any detail
in this survey. Hence, only one question was included dealing
with consultation with a curandero, sobador, herbalist, or
spiritualist.

Many researchers believed that some measure of accul-
turation was essential for the analysis of health care utilization
and other data. Several acculturation scales were considered
for inclusion in HHANES. All of these scales were limited
by the fact that they had been specifically developed for
one of the subgroups and had been validated for only that
group. In the final analysis, the acculturation scale developed
by Cuellar, Harris, and Jasso'® for use in 2 Mexican-American
clinical population was selected because it was deemed to
be an effective and concise instrument. The scale was modified
at NCHS to make it applicable to all three Hispanic subgroups
included in the survey. When pilot testing revealed the need
to reduce the length of all survey components, the acculturation
section was shortened to include only those items that, as
reported by the authors, accounted for most of the variance
in acculturation score. The shortened acculturation section
included questions on the respondent’s language usage and
preference and on the ethnic identification and nativity of
the respondent and of his or her parents,

Operational aspects

For purposes-of sample selection, persons were separated
into eligible and ineligible categories defined by self-reported
ethnicity or “national origin.” Eligible families were those
in which at least one member was identified as being Mexican,
Mexican-American, Chicano, or “Hispano” in the Southwest;
Cuban or Cuban-American in Dade County, Florida;, and
Puerto Rican or Boricuan in the New York City area. After
a family was designated as being “cligible” based on these
criteria, a differential age subsampling scheme was applied
in order to select certain family members to receive the
extended interview and examination. These persons are re-
ferred to as “sample persons.” (For more detail on the sampling
procedures, see chapter 5.) The sample design for HHANES
led to the selection of more sample persons per family than
in previous NHANES, often with entire families being
selected. (However, it should be noted that, because of the
definition of family eligibility, occasionally non-Hispanic fam-
ily members were selected.) The greater number of sample
persons per eligible family allows greater analysis of familial
aggregation of disease prevalence and assessments of
similarities in health behavior and service utilization at the
individual level within the family.

Eligible sample persons could only be selected if they
were living in their usual place of residence at the time
of the HHANES interview. In order to maximize the inclusion
of migrant farm workers in the sample, HHANES planners
purposely sequenced the stand locations so as to collect data
during the months from October to April at local survey

sites that serve as homebase to large numbers of migrant
agricultural workers. This time period corresponds to the
time when migrant workers are most likely to be at their
usual place of residence.

In an effort to encourage sample person participation
in the survey and to ensure the cross-cultural validity of
the data, several procedures were incorporated into the opera-
tion of HHANES. All HHANES personnel expected to have
significant interactions with sample persons were bilingual
in English and Spanish and almost all were Hispanic. These
personnel included the household interviewers, dietary inter-
viewers, examining physicians, and dentists, as well as the
interviewers and receptionists in the mobile examination cen-
ters. Efforts were made to fill other positions such as laboratory
technologists and radiologic technicians with bilingual staff,
When this was not possible, the non-Spanish-speaking staff
members were provided with basic instruction in conversa-
tional Spanish so that they could establish at least minimal
dialogue with monolingual, Spanish-speaking sample persons.

A central concemn in the planning process for HHANES
was securing the participation of selected sample persons
who were undocumented workers because, in communities
in which they represented a large proportion of the population,
their health status and utilization patterns would affect the
entire population. No attempt was made to identify respondents
as being documented or undocumented because such an at-
tempt would likely have an adverse effect on the public
perception of HHANES and would certainly frighten away
a substantial portion of the sample in some locations. Instead,
undocumented persons were merely included as they fell
into the sample. Given that almost all household interviewers
were of Hispanic origin, undocumented workers who were
asked to participate were often quite candid with the inter-
viewer about their legal status and their fear of being ap-
prehended. Interviewers reassured them that all information
would be collected solely for statistical purposes and that,
by law, HHANES staff were forbidden to disclose any iden-
tifying information to any individual or agency (including
other Government agencies) without the sample person’s con-
sent (Section 308(d) of the Public Health Service Act (42
USC 242 m).) Because questions regarding legal status were
not asked, there are no data on the response rate among
undocumented workers. However, anecdotal evidence indi-
cated a favorable response rate among these persons.

Finally, a major public affairs effort was initiated and
continued throughout the survey to inform the various com-
munities of the purpose and methods of HHANES and to
solicit their cooperation and support. These outreach efforts,
which were specifically tailored to each of the three major
Hispanic subgroups, included distribution of informational
materials in English and Spanish, briefings with community
representatives, extensive use of the media, and solicitation
of support from Hispanic organizations, schools, and churches.
Throughout the survey, interest and active support were gener-
ated, resulting in increased ease of operations and improved
survey response.



Chapter 2
Health status assessment

by Claudia Scala Moy, Fernando M. Trevifio, Ph.D., and
Kurt R. Maurer

The National Health Examination Surveys (NHES) and
the National Health and Nutrition Examination Surveys
(NHANES) conducted by the National Center for Health
Statistics (NCHS) have long served as an important part
of the nation’s health monitoring systems. Traditionally, these
surveys have been designed to establish the normative distribu-
tions for certain population parameters such as height, weight,
blood pressure, and blood nutrient levels. In addition, these
surveys have been instrumental in ascertaining the prevalence
of certain chronic diseases as well as the prevalence of risk
factors for given conditions. In the latter capacity, examination
surveys help identify populations at high risk so that risk
modification programs may be targeted in a more efficacious
manner. Data from the national examination surveys have
been used to investigate risk factors found in other studies.
The health examination surveys have also been useful in
identifying health care needs.

The Hispanic Health and Nutrition Examination Survey
(HHANES) was the first special population survey ever under-
taken by NCHS. Given the language barrier faced by many
Hispanics, and given their lower income and educational
attainment relative to the general population, there were
reasons to suspect that the Hispanic population may not
have had adequate access to health care resources in this
country.’®? In view of the potentially large reservoir of
previously undiagnosed health problems among Hispanics,
and because interview surveys can only provide measures
of previously diagnosed or recognized conditions, the advan-
tages of collecting data primarily through examinations rather
than solely by interview are obvious. The design for HHANES
placed an emphasis on identifying the unmet health care
needs of Mexican-Americans, Puerto Ricans, and Cuban-
Americans.

HHANES relied on five principal data collection
methodologies—physical examinations, diagnostic testing, an-
thropometry, laboratory analyses, and personal interviews.
(Samples of all of the data collection forms are contained
in appendix XII.) Care was taken to incorporate questions
and procedures from other national surveys so that the informa-
tion collected on Hispanics could be compared with that
collected for the general population through NHANES, the
National Health Interview Survey (NHIS), the National Survey
of Family Growth (NSFG), and other federally sponsored
surveys.

The laboratory analyses, diagnostic tests, and medical
and dental examinations were designed to provide an objective
assessment of unmet health care needs relative to specific

target conditions. The HHANES household interview compo-
nent was greatly enlarged over those used in the previous
national examination surveys to provide data on perceived
health care needs relative to the target conditions as well
as to provide data on general patterns of health care utilization,
health practices, barriers to the use of care, health insurance
coverage, and other such factors that may relate to the health
status of the Hispanic population. Questions concerning par-
ticipation in governmental health and nutrition programs were
also included so that the health outcomes of these programs
may be better evaluated.

For each examined person, the physician recorded diag-
nostic impressions of any suspected conditions that were
believed to be life threatening, on a downward course, or
causing a functional limitation. For each suspected condition,
the basis of the physician’s clinical judgment (medical history,
physical examination, or both) was indicated, as were the
confidence with which this assessment was made, the severity
of the suspected condition, and whether or not the sample
person had comsulted a physician regarding the condition
during the past year. The examining physician also rated
the level of health (excellent, very good, good, fair, or
poor) of each examined person. This rating was recorded
so that a physician’s assessment of an individual’s health
status could be compared with the person’s own perceived
health status and also with objective indicators of health
status.

There are limitations to the ability to assess health care
needs by means of HHANES because of several factors
inherent in the survey design. First, diagnostic impressions
and health care needs assessments are based on a limited
physical examination at a single point in time with no diagnos-
tic followup for persons with abnormal findings. Second,
the physical examination, of necessity, focused on certain
selected chronic conditions; it was not designed to provide
a comprehensive determination of health status or total need
for care.

The remainder of this chapter consists of a discussion
of each major target condition or component, delineating
the precedent for the data collection, the developmental back-
ground, and the methodology employed to study the condition
in the Hispanic population. (Nutritional aspects of several
of the components are discussed in chapter 3.) For some
of the target conditions, sufficient data were collected to
allow the differentiation of persons with positive findings
into at least three categories related to need for health care:



1. Persons with positive findings who were unaware of
the presence of their condition (previously undiagnosed
and/or asymptomatic).

2. Persons who were aware of their condition (diagnosed

and/or symptomatic) but were not being treated for it.

Persons who were aware of the condition and were under

treatment for it.
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For hypertension it may be possible to designate a fourth
category, consisting of persons whose condition is determined
to be “under control” based on previous diagnosis, treatment
history, and survey findings. Hence, persons in the first
two categories could be said to have an “unmet health care
need” relative to that condition, whereas persons in the latter
two categories have received care.

Diabetes

Although the exact prevalence of diabetes among persons
of Hispanic origin is unknown, it is generally believed to
be one of the major health problems of that population.
Several studies have indicated that diabetes is more prevalent
among persons of Mexican ancestry (that is, of American
Indian and European admixture) than among the white popula-
tion of the United States.'* Data from NHANES II*' and
NHIS?? indicate that the overall prevalence in the United
States of diagnosed diabetes is about 3 percent, with wide
variation by age and sex. The prevalence of previously undiag-
nosed diabetes estimated from NHANES II was equally high.?’
If, as has been shown by surveys such as NHIS,"” some
Hispanic groups utilize preventive or routine health services
with less frequency than the general population, then they
may have a higher level of previously undiagnosed diabetes.

Thus, to establish the prevalence of diabetes and impaired
glucose tolerance for Hispanics, and to assess the need for
health care related to this condition, diabetes was selected
as a major component for HHANES. The National Institute
of Arthritis, Diabetes, Digestive and Kidney Diseases
(NIADDK) sponsored a 75-gram, 2-hour oral glucose toler-
ance test, which was conducted on a random half-sample
of examinees 20-74 years of age. As was done in NHANES
II, the test was administered in the morning following an
overnight fast of 10-16 hours. This procedure, endorsed
by the American Diabetes Association and the World Health
Organization, has been recommended to provide uniform
international criteria for the diagnosis of diabetes and impaired
glucose tolerance.??

The results of the laboratory component for diabetes,
the physician’s diagnostic impressions and statement of health
care needs, and an extensive medical history interview enable
both the determination of the prevalence of the disease among
Hispanics and the evaluation of the level of unmet health
care needs pertaining to diabetes. Several factors associated
with diabetes, such as obesity and dietary intake (discussed
in chapter 3), were measured in HHANES. In addition,
several possible sequelae of diabetes were examined in the
survey, including kidney and cardiovascular diseases, retinal
changes, and limitation of activity. Analysis of the results
of the oral glucose tolerance test in relation to HHANES

examination and interview data for risk factors, related condi-
tions, and complications or outcomes, will contribute signi-
ficantly to the knowledge of the epidemiology of diabetes
for the Hispanic population. The interview and examination
provide data that enable classification of diabetic individuals
into the three health care needs categories described earlier.
Responses to questions on previous diagnosis and basis of
the diagnosis, utilization of medical care for diabetes, and
prescribed treatments, including compliance with drug treat-
ments (ascertained via the questions on medicine and vitamin
use), together with the physician’s impressions, allow the
determination of health care needs.

Hypertension

Hypertension affects millions of persons in the United
States, leading to high levels of morbidity and mortality.
In the past, there has been considerable research related
to the epidemiology of hypertension, focusing on risk factors
and comparing the prevalence among white and black popula-
tion groups. Very little is known about hypertension among
Hispanics in this country. It has been hypothesized that Mexi-
can-Americans in the Southwest, due to their relatively low
socioeconomic status and underutilization of the health care
system, may be a particularly high risk group for undiagnosed
hypertension.?*%°

A great deal of money and effort have been spent in
recent years to educate the public about the prevalence and
dangers of hypertension, which is both a disease in itself
and a risk factor for cardiovascular and kidney diseases.
Yet, because of the persistence of misinformation and in-
adequate health care, there is still thought to be a high
level of undiagnosed and untreated hypertension.?® This level
has been estimated for the general population of the United
States using data from NHANES II, and with an expanded
hypertension component in HHANES, the analytical potential
for the Hispanic population is enhanced.

As in NHANES, blood pressure was measured for all
examined persons 6 years of age or older. Measurements
were taken at two different times during the physician’s
examination according to a standardized protocol that required
5 minutes of relative immobility in a sitting position im-
mediately before the blood pressure was taken.?’ Because
of the survey objective of assessing health care needs in
relation to diagnosed conditions, additional information was
ascertained through a detailed medical history interview. The
National Heart, Lung, and Blood Institute recommended mod-
ifications to NHANES II and NHIS questions so that hyperten-
sive individuals may be classified into four control status
categories, which are an elaboration of the three levels de-
scribed earlier:

1. Previously undiagnosed.

2. Diagnosed, but not currently under treatment (including
persons not complying with prescribed treatment regi-
mens).

3. Diagnosed and currently under treatment, but not under
control.

4. Diagnosed, under treatment, and currently under control.



Differentiation of hypertensives into these categories was
made possible through questions on screening and diagnosis,
treatment modalities, compliance with treatment, and health
care visits for monitoring blood pressure. Other parts of
the medical history interview, the dietary interview, and the
examination and laboratory assessments provide information
on related conditions, risk factors, and sequelae of
hypertension.

Heart disease

Heart disease is acknowledged as the single most impor-
tant health problem in the United States today. Its contribution
to mortality and morbidity in the U.S. population is well
documented. More deaths are due to heart disease than to
any other cause,™® and it is the most frequent cause of limita-
tion of activity.” Moreover, diseases of the heart place a
heavy burden on the health care system, with about 11 million
outpatient visits each year attributable to these conditions.°
Considerable research on the epidemiology of coronary heart
disease has led to an understanding of many of the factors
related to its development. Through examination procedures
and interviews, data were collected by means of NHANES
I and II to establish the prevalence of coronary heart disease
and some of its risk factors in the general population. Similar
data for Hispanics were collected in HHANES. For diagnostic
purposes, standard 12-lead and Frank lead electrocardiograms
were recorded for all persons 20-74 years of age. Posterior-an-
terior chest X-rays were taken for the same age group, and
lateral chest X-rays were taken for persons 45-74 years of
age for the diagnosis of lung pathology and left ventricular
hypertrophy, and for assessment of lung volume. (No chest
X-rays were taken for women who suspected that they were
pregnant.)

The medical history interview included a series of ques-
tions developed by Rose to screen for angina pectoris and
myocardial infarction. This questionnaire has been used widely
in the past 20 years for estimating the prevalence of angina
pectoris and myocardial infarction in populations.3'-32 The
questions were designed so that the degree of severity of
symptoms could be measured and compared with results
of the electrocardiogram and other tests. A subset of the
Rose questions was included in NHANES I1 and may be
useful for comparison with HHANES. Other survey compo-
nents assessed coronary heart disease risk factors and other
related information. Levels of serum cholesterol, triglycerides,
and high density lipoproteins were measured. Determinations
of body weight, blood pressurc, and resting heart rate were
also made. Dietary intake intformation, smoking history, and
reported use of birth control pills were collected as well.

Gallstones

Despite high incidence and prevalence in the United
States of persons with gallstones, very little work has been
done to determine the epidemiology of the disease. Data
from the 1975 NHIS showed the incidence of gallbladder
disease to be nearly 400,000 new cases per year.** However,

considering the inability of an interview survey to identify
asymptomatic or undiagnosed “cases,” it is likely that the
actual magnitude of gallbladder disease in the United States
may be much higher. Estimates as high as 1 million new
cases of gallstones per year’* or prevalence of persons with
undiagnosed (“silent”) gallstones around 10 million®* have
been suggested. Whatever the actual number of persons with
gallstones in the total U.S. population, an even higher preva-
lence is suspected among Mexican-American adults.!® The
cost of gallstones and gallbladder disease is high, both in
terms of dollars spent directly for health care and in terms
of associated disability and resultant economic loss. Cholecys-
tectomy is one of the most common operations in this coun-
try,>® costing an estimated $5 billion annually.> Gallbladder
disease can lead to a considerable degree of disability. Data
from NHIS show that a large proportion of persons with
gallbladder conditions (20.8 percent in 1975) reported eight
or more bed days resulting from that condition in the year
prior to interview.3*

In its 1979 report to the U.S. Congress, the National
Commission on Digestive Diseases recommended collabora-
tion between NIADDK and NCHS to collect data on the
prevalence of digestive diseases, specifically gallstones.?” As
a result, NIADDK supported and funded the inclusion of
a gallstones component in HHANES. Through examinations,
tests, and interviews, data were collected to meet the following
objectives:

® To estimate the prevalence of persons with undiagnosed
gallstones and of persons surgically treated for gallstones
according to age, sex, and other demographic factors.

® To investigate risk factors thought to be associated with
the occurrence of gallstones.

® To study the association of various symptoms with the
presence of gallstones.

The objective of estimating the prevalence of persons
with gallstones is best met through an examination survey
such as HHANES, because a large proportion of all gallstone
cases—perhaps 50 percent or more—are asymptomatic, or
are symptomatic but undiagnosed. To establish diagnoses,
HHANES included a real-time diagnostic ultrasound procedure
that took approximately 20 minutes to complete; was noninva-
sive, highly sensitive, and highly specific; and involved no
known risk to examinees.*® The examination was administered
to a random half-sample of examinees 20-74 years of age—the
same group designated for the oral glucose tolerance test.
Participants were required to fast for at least 6 hours before
the ultrasound examination.

Numerous other survey components will be helpful to
researchers examining the relationship between gallbladder
disease and related conditions and possible risk factors. Previ-
ous pregnancy or use of oral contraceptives may be associated
with gallstones among women. The Dietary Questionnaire,
the anthropometric data, the extensive medical history inter-
views, the physician’s examination, and other tests and proce-
dures provide information that can be used in studying these
associations among current gallstone cases as well as among
persons who have been surgically treated.



To study the association of reported symptomatology
with gallstones, a history of symptoms related to gallstones
was included. This history included questions on previous
diagnosis of gallstones, gallbladder X-rays, and surgery for
gallstones or gallbladder disease. Further questions ascertained
occurrence, frequency, and descriptive information on various
symptoms, including nausea, vomiting, pain in the abdomen
or lower chest, and specific types of distress following eating.
These questions were designed to constitute a standardized
interview that could recreate the same type of information
normally obtained by a physician during a clinical medical
history.

Dental disease

Data from NHIS have shown that Hispanics in all age
groups tend to receive dental care less frequently than the
general population.?® The absence of care or the delay in
seeking needed care poses a serious threat to the future
dental health of children; poor dental health status can lead
to poor nutritional status. So that the prevalence of dental
disease and related health care needs among Hispanics could
be assessed, a dental examination and interview were included
in HHANES.

In NHANES I, a comprehensive dental examination was
performed for the general population. The aim in HHANES
was to replicate, as much as possible, the same procedures
used in NHANES I and in the National Dental Caries Preva-
lence Survey conducted by the National Institute of Dental
Research (NIDR) on school-age children. The measures of
dental health and disease,***! to be developed in collaboration
with NIDR based on findings from HHANES are as follows:

® A decayed, missing, filled (DMF) surface index so that
differences in disease experience can be studied among
different population groups.

® A dental restorative treatment needs index, which can
be used to estimate the number and types of dental
services and personnel required to provide comprehensive
dental care for the Hispanic population.

¢© A simplified oral hygiene index, which measures the
amount of debris and calculus on selected surfaces for
six predesignated teeth that are present.

© A periodontal index, which permits comparison of the
prevalence of periodontal disease for Hispanics with the
general population.

¢ For edentulous persons, a determination as to whether
a full denture is absent or present, and if present, whether
it is defective.

o A clinical assessment by the examining dentist of “severe”
malocclusion, with notation of present or past orthodontic
treatment.

As in the physical examination, no treatment was offered
to sample persons in need of care, but they were provided
with a report of significant findings.

10

The dental care sections of the Adult and Child Sample
Person Questionnaires complemented the dental examination
in measuring perceived dental health status, utilization of
services, and dental habits. Data from these interviews allow
classification into the health care needs categories and provide
a focus for public health information programs. Information
on the use of fluoride and data on nutritional practices from
the Dietary Questionnaire will provide additional insight into
risk factors and outcomes of dental disease.

Otitis media and hearing problems

Otitis media, or middle ear disease, is the most frequent
pediatric diagnosis made in the United States. Studies have
estimated overall prevalence to be in the 15- to 20-percent
range; more than two-thirds of preschool children experience
at least one bout of the disease at some time in their lives,
and a substantial number of those children have recurrent
attacks. Otitis media may involve acute symptoms, such
as earache, fever, temporary hearing loss, and effusion.
Chronic otitis media, characterized by effusion and limited
tympanic compliance, may often be asymptomatic and undiag-
nosed.** If the Hispanic population is a medically underserved
group, then there may be a higher prevalence rate for chronic
otitis media with resulting hearing loss among Hispanics
than has been observed among the general population. A
genetic role in predisposition to middle ear disease has been
suggested.*> HHANES data may show whether Hispanic chil-
dren have prevalence rates of chronic otitis media different
from rates for other population groups when differences in
health services utilization are taken into account.

The HANES programs present a unique opportunity to
contribute to the knowledge of the prevalence and impact
of otitis media. Beginning with HHANES, screening for
possible middle ear disease was accomplished through a com-
bination of physician’s examination findings and tympanomet-
ric data, Taken by itself, otoscopic examination of the eardrum
is very subjective and fraught with difficulties. It is not
unusual for the ear canal to be obstructed by wax so that
the eardrum is obscured. (HHANES physicians did not attempt
to remove wax.) Even if the tympanic membrane can be
seen, signs of disease may be very subtle and hence subject
to interobserver variability.** Therefore, to enhance the physi-
cian’s diagnostic capabilities, the relatively new procedure
of impedance tympanometry was included in HHANES. This
procedure involves placing in the external ear canal a small
hand-held probe through which a tone of fixed frequency
is directed. The mobility of the eardrum in response to the
tone is simultaneously recorded electronically while the pres-
sure in the ear canal is varied. This simple, inexpensive,
rapid, sensitive, and objective technique is useful for detecting
middle ear effusion as well as for identifying noneffusive
middle ear disease.****%6 Tympanometry was performed on
all examinees in HHANES.



In addition to the tympanometry, hearing levels for per-
sons 6—74 years of age were measured by puretone audiometry.
Although of limited value in detecting otitis media, the au-
diometry findings enable the study of associations between
hearing loss and history of middle ear disease and may
be useful in establishing functional impairment. The relation-
ship between the physician’s observations and results of the
tympanometry and audiometry will be examined in conjunc-
tion with information on past or current treatment by tym-
panostomy tubes or ear surgery, as reported in the interview.

The National Academy of Sciences has stated that the
presence of otitis media in an individual is an excellent
indicator of the lack of medical care utilization.*’ Results
from the various HHANES examination components and tests,
as well as responses t0 questionnaire items on previous occur-
rence and treatment of infections and hearing problems, allow
classification of individuals according to health care needs.
Additional questionnaire data on visits for routine or sick
care will be useful for evaluating the importance of otitis
media as a health care needs issue.

Immunization

Beginning in 1977, the Department of Health and Human
Services (DHHS) began efforts to increase parental awareness
about the importance of immunization against childhood dis-
eases. At that time it became apparent that little was known
about the level of protection among children in the U.S.
population. Data from the United States Immunization Sur-
veys, sponsored by the Centers for Disease Control, and
from the 1976-79 National Health Interview Survey were
collected solely by interview; the addition of serological testing
in HHANES provides important information to verify reported
immunization history.

With the objectives of estimating the level of protection
among Hispanic children and the number of immunized chil-
dren, measuring the relationship between immunizations and
level of protection, and measuring access to preventive medical
care and continuity of care, the Bureau of Health Care Delivery
Assistance of the Health Resources and Services Administra-
tion sponsored an immunization history and serum assays.
The only immunization assessment included was for the DPT
shot (diphtheria, pertussis, tetanus) because DPT shots are
routinely given by primary care physicians on first encounters,
and it can generally be assumed that children who have
not begun a DPT series have not received any other routine
immunizations. Because the immunizations for diphtheria,
pertussis, and tetanus are all given together in one DPT
shot, serum antibody levels were measured for only one
disease. Tetanus was chosen for the following two reasons:

® Tetanus antitoxin antibodies are found only in individuals
who have received at least 1 or 2 shots (representing
at least 1 or 2 contacts with the medical care system).
Tetanus immunity is gained by immunization and rarely
by natural means because it is a rare disease that often
leads to death instead of increased antibody levels, and
immunity is not passed among persons. Diphtheria im-

munity, on the other hand, may be acquired naturally
because the disease is still common in some parts of
the world.

® Tetanus assay is technically feasible for HHANES. Unlike
assay methods for pertussis, those for tetanus are stand-
ardized and suitable for this survey; for example, the
serum may be frozen without any alteration of the
antibodies.

Because some people who have not received routine
DPT immunizations could still prove to be immune to tetanus,
questions on receiving tetanus shots without the diphtheria
and pertussis components and reasons for having the shots
administered were included.

Tuberculosis

Although the prevalence of tuberculosis (TB) in the United
States has been declining over the past few decades, recent
data show that the overall prevalence rate for Hispanics is
twice that for non-Hispanics.*® Of particular concern is the
contribution to the TB pool by foreign-born residents—specif-
ically legal Hispanic immigrants who may have been infected
but showed no evidence of active disease on entry to the
United States, and illegal immigrants with TB infection or
active disease.*’ The recent surge in Cuban immigration and
the constant stream of immigrants across the Mexican border,
in combination with such predisposing social condifions as
overcrowding and low income and education levels, indicate
that TB is likely to remain a serious public health problem
among some Hispanic groups.

As a result of local support and interest in the California
survey sites and in Dade County, Fla., HHANES included
a special study in those areas to estimate levels of exposure
to tubercle bacilli. The study included a skin test involving
the injection of 5 tuberculin units of purified protein derivative
(PPD). The PPD was injected by a nurse in the mobile
examination center at the time of the physical examination.
Test results were read and recorded by a nurse 48-72 hours
Iater, either in the respondent’s home or at the examination
center. Persons infected with TB react to the PPD, producing
induration and swelling around the injection site. Swelling
of 10 or more millimeters was considered a positive reaction
in HHANES. The TB skin test was done on all examinees
6 months through 74 years of age, beginning with the twelfth
Southwest location (Los Angeles) and continuing through
the Dade County phase of HHANES. Also, the household
interview included questions on history of having tuberculosis
and any exposure to persons with active disease. These data
will be useful for comparing TB exposure levels among
Hispanics with findings for the general population from
NHANES 1. In addition, chest X-rays for all nonpregnant
examinees 20 years of age or over may allow estimation
of the level of radiographically apparent tuberculosis in the
Hispanic population. Although in this survey no data on
immigration status or length of residency in the United States
were collected, information on country of birth and level
of acculturation may be useful in analysis of the TB data.
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Vision

As part of the effort to measure the general level of
unmet health care needs among Hispanics, a vision component
was included in HHANES. Refractive errors constitute the
most common source of impaired visual acuity in the U.S.
population. The prevalence of those common, correctable
disorders that are in excess among Hispanics compared with
the general U.S. population may be an indication of the
fack of access to the medical care system by this population
group. Inadequate correction, or no correction, of impaired
visual acuity that is correctable can be interpreted as “unmet
need.”

The vision assessment consisted of three main compo-
nents: A vision screening, a routine physical examination
of the eyes, and a questionnaire section on history of vision
problems and use of corrective lenses. The vision screening
included tests of near vision, binocularity of vision, and
distance vision. The tests were administered in the order
listed above to minimize the changes in lighting to which
the eyes had to adjust. The tests were given by the dentist,
who was trained in vision testing methods, to all sample
persons 6-19 years of age and to a random half-sample
of those 20-74 years of age. The tests were administered
in the dental examining room immediately following comple-
tion of the dental examination. The conditions of the vision
screening tests adhered largely to the procedures outlined
in the report of the National Academy of Sciences-National
Research Council Committee on Vision.>°

The near vision test determined visual acuity at up to
four fixed distances from 30 to 60 centimeters (cm). A
test card consisting of Sloan letters or, for illiterate examinees,
Landolt Rings, was positioned at 40 cm from the eyes,
using a bar with a chin rest on one end and a metal frame
that held the card and could be moved to pre-marked distance
settings. This procedure provided a means for conducting
the near vision test at standard distances. Persons who were
unable to read the 20/20 line at 40 cm were also tested
at 60 cm, 50 cm, and 30 cm. Examinees who wore glasses
for near vision and remembered to bring them to the examina-
tion center were tested first without correction and then with
correction. Contact lens wearers were tested only with correc-
tion to avoid the problem of having to remove and reinsert
the lenses. For persons who forgot their glasses or contact
lenses, this information was recorded, but obviously only
uncorrected vision could be tested. The examiners were not
always able to ascertain the reason that glasses were prescribed
(near or distance vision), so beginning in the Dade County
phase, examinees’ glasses were analyzed by a lensometer
to determine the correction.

Binocularity was assessed using the Random Dot E (RDE)
test, which is valuable for determining the presence of
amblyopia and for producing conservative estimates of
stereoacuity thresholds. The test, developed primarily for
use with young children, is simple, accurate, and quick,
and makes minimal demands on the subject.>’ In HHANES,
examinees were given polarized glasses to be worn during
the test (the glasses were used over any corrective lenses);
they were then shown an RDE test card and a stereo blank

" card and asked to identify the RDE card. The two cards
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look identical to persons with impaired binocularity, whereas
those with normal vision can easily distinguish the outline
of an apparently recessed “E” on the test card. The test
was conducted first at 50 cm and again at 100 cm. To
minimize the problem of guessing, the test was repeated
four times at each distance. A passing score depended on
choosing the correct card all four times.

Distance vision was tested using a chart with Sloan
Letters or Landolt Rings. The basic test distance was 4
meters. However, because of space limitations in the examina-
tion center, this distance was simulated by placing the chart
with reversed Sloan letters on an illuminated box on one
wall of the examination room and situating a mirror of high
optical quality on the opposite wall. The examinees then
read the reflection in the mirror. This procedure allowed
the determination of distance visual acuity as poor as 20/
200+ . To investigate the validity of this procedure, up to
four randomly selected sample persons each day were retested
using an actual 4-meter test distance in another part of the
examination center.

Distance vision was measured for each eye separately
and for both eyes together. Persons who wore glasses for
distance vision were tested with uncorrected vision for both
eyes first, followed by tests with correction for the left and
right eyes separately, and then both eyes. Contact lens wearers
were tested, with corrected vision only, first for each eye
separately and then for both eyes. Examinees who had no
corrective lenses, and those who forgot to bring them to
the examination center, had their uncorrected vision tested,
each eye separately, and then both eyes together. To control
bias resulting from memorization of the chart, the examiner
alternated the eye to be tested first—sample persons with
even numbers had the right eye tested first, and odd-numbered
sample persons began with the left eye.

Of course, visual acuity measurement as part of a screen-
ing test cannot by itself differentiate losses of acuity caused
by errors of refraction from those attributable to eye diseases
or injuries. Routine physical examination of the eye, per-
formed by the physician (not an ophthalmologist) permitted
the identification of various eye conditions that may contribute
to impaired visual acuity. Ophthalmoscopic examination can
also provide a basis for assessing health care needs related
to eye conditions. For instance, the presence of florid cataracts
in the central visual axis, a condition usually corrected by
surgical removal of the lens, may indicate a lack of access
to surgical care. The eye examination also could identify
diabetic and hypertensive retinopathy. Although many of the
observable changes to the retina occur despite the treatment
of these diseases, lack of treatment and progression of these
diseases to more serious stages can be determined through
the ophthalmoscopic examination in conjunction with findings
from the physical examination, laboratory serum assays, and
medical interview. The routine physical inspection of the
eye also determined the prevalence of scleritis and other
visible inflammations of the eyeball. Pupil reactivity and
other neurologic and ophthalmologic conditions were noted
as well. Because neither an ophthalmologist nor more sophisti-
cated equipment were employed for HHANES, other common
pathologic conditions of the eye, such as astigmatism, macular



degeneration, and noncentral cataracts, could not be identified.
The household medical history questionnaires contained sec-
tions on history of vision trouble and use of corrective lenses
for adults and children.

Kidney disease

Estimates of the prevalence of kidney disease and norma-
tive data relative to kidney disease do not exist for the
Hispanic population. The effect of serious renal disease on
the individual and the medical care system suggests a need
for data that are not available from any other source. Assess-
ment of kidney disease is particularly suitable for HHANES
because of the hypothesized underutilization of health services
among Hispanics, which means that many cases of kidney
disease may be undiagnosed. Lack of treatment can lead
to severe kidney damage later in life.

The examination phase of the kidney assessment was
similar to the component used in NHANES II. It consisted
of a number of urine assessments to determine urine protein,
specific gravity, glucose, and ketones. Urine sediment was
examined microscopically for red cells, white cells, epithelial
cells, casts, and crystals. Other biochemical assessments re-
lated to kidney disease were serum creatinine and urea nitro-
gen. Several other survey components are useful for interpret-
ing these laboratory data. A brief history of kidney problems
and urinary infections was obtained during the household
interview. The relationship between kidney disease and
diabetes, hypertension, and cardiovascular disease can be
studied using data from both the interview and examination.

Liver disease

By means of NHANES II, information on the prevalence
of liver disease was collected for the general population.
The intent of the liver component of HHANES was not
merely to produce comparable prevalence estimates for the
Hispanic population. Rather, it was included so that the
association of liver disease with pesticide exposure and with
level of alcohol consumption could be investigated. In con-
junction with its alcohol consumption interview component,
the National Institute on Alcohol Abuse and Alcoholism
(NIAAA) sponsored a standard battery of liver function tests
(including bilirubin, SGOT, and SGPT). Other survey data,
including liver disease history as reported in the household
interview, and physicians’ observations of the signs and
symptoms of liver disease, are of value in the analysis of
the laboratory assessments.

Alcohol consumption

Although for a number of years national and other large-
scale surveys have produced data related to drinking patterns
for the U.S. population, no such data for a representative
sample of Hispanics have been available until now. As part
of the Hispanic Initiative announced by the Department of
Health and Human Services in 1979, the Alcohol, Drug
Abuse, and Mental Health Administration (ADAMHA) was
requested to document the nature and extent of alcohol prob-

lems within this population group. With the support and
collaboration of NIAAA, an alcohol consumption component
was included in HHANES. NIAAA’s objectives addressed
by this survey component were:

® To characterize drinking patterns and practices for the
three major Hispanic subgroups.

® To compare data on drinking patterns and practices among
Hispanics with national survey data and with data on
other ethnic population subgroups.

® To relate the quantity, frequency, and variability of al-
cohol consumption with health parameters and health
conditions found in the survey.

The HHANES alcohol consumption component consisted
of a set of questions designed to measure the quantity, fre-
quency, and variability of drinking. It was administered by
an interviewer to all examinees 12-74 years of age in the
examination center, which provided a private setting. These
questions were developed by NIAAA and NCHS staff, who
were advised by a group of outside experts knowledgeable
in the area of alcohol survey methodology. The questions
were designed to describe in detail the respondent’s pattern
of drinking over the 4 weeks preceding the interview and,
in a separate series, over the previous 12 months. Detail
on the types of beverages consumed, typical amounts, fre-
quency of consumption of each, and maximum amounts con-
sumed was obtained. Similar questions were asked of former
drinkers, referring to the period immediately preceding the
last drink. Although it is not possible to diagnose “alcoholism”
on an individual basis from these data, it is expected that
the data obtained will permit ranking of respondents according
to relative level of consumption as heavy, moderate, or light
drinkers, or as abstainers. The procedures in this component
replicate those from earlier NIAAA surveys, thus allowing
comparisons of patterns of alcohol use in Hispanic populations
with consumption patterns for other groups. A similar set
of questions was included in the 1983 NHIS, with the obvious
benefit of providing parallel data for the general population
during the same time period that HHANES was operational.
Other measures of alcohol intake used for HHANES, as
in previous NHANES data collection efforts, included reports
in the 24-hour dietary recall and food frequency questions.
Data collected by the different methodologies used within
HHANES will be compared.

Analysis of data from such sources as NHANES I, the
NCHS Hospital Discharge Survey, and mortality statistics
has implicated alcohol as an important risk factor for many
diseases.>® Although these data relate to the general U.S.
population, there is some evidence from small, community-
based surveys that the health of the Hispanic population
may be at even greater risk from the effects of alcohol
because of greater overall intake and larger proportions of
heavy drinkers.>* Data collected by means of HHANES pro-
vide the opportunity to relate levels of alcohol consumption
to measures of health status for individuals in the Hispanic
population. These data may in turn be compared with similar
data for the general U.S. population collected in previous
national surveys. The basis for these analyses includes
biochemical assessments of liver function as well as reports
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of health status, depressive symptomatology, and other dis-
eases suspected to be related to alcohol intake, such as kidney
problems and heart disease. Also of interest in this survey
is the possible interaction of dietary intake and alcohol con-
sumption for the three Hispanic subgroups, which may be
compared to that of the general U.S. population.

Drug abuse

The use of illicit drugs and the abuse of licit drugs
constitute a major threat to the health of certain portions
of the U.S. population. Studies have linked the use of psycho-
tropic drugs with numerous diseases, including mental illness,
cardiovascular effects, and pulmonary conditions. The 1979
Surgeon General’s Report on Health Promotion and Disease
Prevention included drug use on its list of major risk factors
contributing to most of the premature morbidity and mortality
in the United States. Data from the 1977 National Survey
on Drug Abuse> indicated that the prevalence of drug abuse
was increasing in the general population. For example, the
prevalence of marijuana use for adolescents (12-17 years
of age) was 16.1 percent, and among adults (18 years of
age and over) was 8.2 percent. These figures represent signifi-
cant increases over the previous year. The National Survey
on Drug Abuse has been the major source of national estimates
of drug abuse prevalence in the untreated population. Although
Hispanics have been included as they came into the sample,
their numbers were insufficient to allow the generation of
prevalence estimates. However, other data sources, such as
ethnographic studies and clinical studies, have suggested that
the prevalence rate of drug use among Hispanics may be
different from that of the general population. For certain
substances, such as marijuana and inhalants, the prevalence
rates may be significantly higher among Hispanics than among
others.>®

To address this issue in a direct manner, as well as
to do its part in helping ADAMHA carry out the Hispanic
Initiative, the National Institute on Drug Abuse (NIDA) sup-
ported the inclusion of a drug abuse component in HHANES.
Specifically, NIDA wished to estimate the lifetime and current
prevalence of illicit marijuana, cocaine, inhalant, and sedative
use in the Hispanic population. )

The HHANES drug component consisted solely of a
short series of questions geared to the assessment of duration
and frequency of use of marijuana, cocaine, and inhalants
and the lifetime prevalence of use of sedatives for “nonmedical
reasons.” These questions were included in the Adult Sample
Person Supplement, which was interviewer-administered in
a private room in the examination center. It was hoped
that the private setting and assurances of confidentiality would
encourage respondents to answer truthfully these sensitive
questions on illicit behavior. All examinees 12-74 years of
age were asked about sedative and marijuana use. Only persons
12-44 years of age were asked about inhalants and cocaine.

Depression

Psychiatric epidemiology has long been a subject of inter-
est to researchers and to those who plan mental health services
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and programs. However, a lack of reliable data on the inci-
dence and prevalence of mental illness among Hispanics
and other population groups limits the ability to study etiologi-
cal factors or to understand and address the needs of the
underserved population. In the past, numerous studies de-
signed to measure the level of psychiatric symptoms and
diagnoses have been undertaken on clinical and general popu-
lation groups, using a variety of methodologies and producing
diverse results. Few attempts to assess prevalence of psychiat-
ric disorder among Hispanics have been made, and most
of those concerned Mexican-Americans only. Those studies
that have been published produced conflicting results. Reviews
of admissions for psychiatric treatment show that Mexican-
Americans are underrepresented in treatment facilities relative
to their representation within the community population,>¢
However, results from community-based general population
surveys diverge, some indicating that the prevalence rate
of psychological problems among Mexican-Americans is
higher than for the general population and some leading
to the opposite conclusion.’® The hypothesis that Mexican-
American underrepresentation in treatment facilities reflects
barriers to mental health services and is not a relevant indicator
of need for care has been supported by researchers.’”->8
Nevertheless, regardless of the reason for their lower rates
of treatment for mental illness, the Hispanic population is
likely to have an increased prevalence, relative to the general
population, of demographic factors associated with mental
illness, such as low socioeconomic, educational and employ-
ment status, and cultural and language barriers.

To address the Hispanic Initiative goal of gathering infor-
mation on the epidemiology of mental disorders among His-
panics, the National Institute of Mental Health (NIMH) de-
veloped a component for HHANES. The primary objective
of this component was to obtain prevalence rates of mental
illness among the three Hispanic subgroups so that compari-
sons could be made with rates obtained for the general popula-
tion and to assess levels of need for care. This information
is important for planning mental health facilities and programs
for Hispanics. Additional objectives were to study aspects
of the association between physical and mental health and
to assess the extent to which epidemiological research results
obtained in the general population could be generalized. Be-
cause sample persons were clustered within families, it is
also possible to study the family configuration of certain
psychiatric symptoms and diagnoses. This is important be-
cause of the growing interest in the effects of heredity on
the occurrence of mental disorders.

As a result of time constraints and other logistical consid-
erations, the mental health component was limited to depres-
sion, which constitutes the most common psychiatric disorder
in the general population. NIMH sponsored the administration
of two survey instruments, the Center for Epidemiological
Studies Depression Scale (CES-D) and a portion of the Diag-
nostic Interview Schedule (DIS). They were administered
by an interviewer in a private room in the examination center
to all examinees 20-74 years of age. The CES-D is a short
(20-item) scale that measures current general depressive
symptomatology.>®-%° It has been used extensively both in



general population studies and in surveys of Hispanic
groups.®!-52 Comparison of data for Hispanics from HHANES
with earlier data for the general population is possible because
the NHANES I Augmentation Survey also included the CES-
D, administered in a similar setting and context. A portion
of the DIS was included in HHANES to produce interval-level
measurement of depressive symptomatology as well as to
yield diagnoses of depression for this population. The DIS,
which was developed for the assessment of current and lifetime
prevalence of psychiatric disorders in the general population,
is a revision of earlier diagnostic questionnaires. Through
a highly structured interview that includes specified probes
to ascertain symptom severity, interviewers with no clinical
training in psychiatry may obtain sufficient information for

diagnoses of certain disorders. Only rarely should the judgment
of an expert be required for the classification of “borderline”
cases. Several articles discussing the development and validity
of the DIS and of the Spanish version are available.%3-%
The results of the HHANES data collection effort will be
compared with the results of other NIMH-sponsored applica-
tions of the DIS that were undertaken during the same period.%
Additional sections of HHANES should provide insight for
the analysis of the depression data. Level of alcohol consump-
tion, illicit drug use, and degree of acculturation may relate
to the etiology of depression for this population. At the
very least, data from this survey may indicate new directions
for future research.
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Chapter 3
Nutritional status assessment

by Dale C. Hitchcock, Ronette Russell-Briefel, Dr.P.H.,
Clifford L. Johnson, and Connie M. Dresser

Central to the National Health and Nutrition Examination
Survey (NHANES) programs have been the assessment of
the nutritional status of the U.S. population and the measure-
ment of changes in that status over time. Nutritional status
assessment is the comprehensive measurement and description
of factors or parameters that affect nutritional status at a
given time. Nutritional monitoring, then, is the measurement
of changes over time, requiring repetition of comparable
measurements at regular intervals.’!"®” Traditionally, these
broadly specified goals have been accomplished through the
NHANES programs by using an approach that involves the
collection of data from a dietary interview, a medical history,
laboratory tests, body measurements, and a physician’s
examination.

The Hispanic Health and Nutrition Examination Survey
(HHANES) was designed to provide baseline health and nutri-
tion information comparable to that available from the earlier
surveys. Nutrition-related findings, including distributions of
nutrient intake, height, weight, and biochemical values, have
been published for the general U.S. population from the
earlier surveys.®®7% Although these findings have usually
been reported for both white and black persons, the National
Center for Health Statistics (NCHS) has never been able
to report similar findings for the Hispanic population.

In addition to collecting data for the publication of norma-
tive distributions of population parameters, NCHS has in-
creased efforts over the years to expand the type and use
of the data collected in NHANES to address research questions
regarding relationships between nutrition and the health condi-
tions targeted in the surveys. Analyses of data from the
present study may generate new issues specific to the nutri-
tional status of Mexican-Americans, Cuban-Americans, and
Puerto Ricans.

The objectives of this chapter are first to outline the
different data collection methodologies used in HHANES
and then to discuss how the data may be analyzed in association
with the survey’s target conditions and other major nutrition
issues. These issues encompass associations between diet,
nutritional status, and health, as well as concems in the
area of public health nutrition. Research topics that may
be investigated using HHANES data include diseases and
conditions such as anemia, obesity, cardiovascular disease,
hypertension, diabetes, digestive disorders, and dental caries.
Public health nutrition issues that may be addressed include
the adequacy of dietary intake, the need for food fortification,
the use of vitamin and mineral supplements, participation
in food programs, infant feeding practices, and the growth
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of Hispanic children. Even though much of this analysis
of course focuses on the Hispanic population, many of the
topics and issues involved are not limited by ethnicity or
culture.

Methodology

Dietary questionnaire

In the two previous NHANES programs, the 24-hour
recall and a 3-month food frequency questionnaire were uti-
lized to collect data on dietary intake and food consumption
patterns. To maintain comparability with the earlier surveys,
the same dietary methods were used for HHANES. The
actual data collection instrument used (see appendix XII)
was developed with the assistance of the Dietary Task Force,
whose members were knowledgeable about the dietary prac-
tices of Mexican-Americans, Cuban-Americans, and Puerto
Ricans (see appendix I). The Dietary Questionnaire combined
an English and a Spanish version on the same form and
was administered by trained bilingual interviewers.

The 24-hour recall was included in HHANES to provide
information on the dietary intake of the target populations,
the contribution of selected foods and food groups to total
nutrient intake, the frequency of consumption of food items,
and the relationship of dietary intake to other dietary practices,
including vitamin and mineral usage, frequency of meals
and snacks, and typical sources of meals. As in previous
NHANES programs, the dietary recall data were collected
with the aid of abstract food models. Following the dietary
interview, each food item reported was assigned a numerical
food code, which was in turn linked to a nutrient data base.
Further description of the food models, the food code manual
used by the interviewers, and the nutrient data bank used
for analysis of the data may be found in appendix IV.

The food frequency section of the Dietary Questionnaire
was designed to indicate qualitative aspects and patterns of
typical foods or food-group consumption among Hispanics.
The food items used as examples to represent foods from
broader groups were selected with the help of the Dietary
Task Force. These examples were changed in some instances
as a result of pilot testing. The food frequency section also
estimated an individual’s typical food pattern, which may
be associated with measures of health status. In addition,
the Dietary Questionnaire contained questions on the uses
and types of special diets, the use of table salt, and other
dietary practices.



Medical history data

The sample person questionnaires, administered to chil-
dren and adults, included questions designed to collect nutri-
tion-related information and history relevant to the target
conditions of the survey. These questionnaires also contained
detailed sections focusing on the use of vitamin and mineral
dietary supplemenis and questions about participation in food
programs, such as school lunch and the Supplemental Food
Program for Women, Infants, and Children (WIC).

Laboratory determinations

Biochemical, hematological, and urinary assessments
were included to provide objective evidence of the health
and nutritional status of individuals with respect to anemias
and other blood cell disorders. vitamin deficiencies, toxic
levels of substances, and the risk or likelihood of disease.
Many of the assessments included in NHANES II were also
included in this survey to allow comparison of various blood
nutrient levels for Hispanics with those obtained for the
general U.S population, and to provide baseline estimates
of these values for the Hispanic population. Other tests,
although not performed in earlier surveys, have standardized
laboratory procedures and are likely to be repeated in future
national surveys. A complete list of laboratory determinations
included in the survey, and the laboratories at which they
were performed, may be found in appendixes V and VI.

Anthropometry

The major purposes of HHANES body measurements
were to assist in the determination of normal growth patterns
for Hispanic children, to develop normative distributions of
height and weight, and to estimate the prevalence of obesity
in the Hispanic population. Similar measures have been col-
lected in the past for the general population. Height, weight,
skinfold, and other anthropometric measurements were col-
lected by trained technicians using standardized equipment
and multiple measurements. Body frame size was assessed
by measuring bitrochanteric (hip) breadth and elbow breadth,
as in NHANES 1II, as well as biacromial (shoulders) breadth
and biiliac crest breadth, which were added for this survey.

Clinical signs

In NHANES I and II, many items indicating either clinical
or subclinical signs of malnutrition were included as part
of the physician’s examination. In the review of unpublished
data from these surveys, an advisory group found that there
was a high degree of variability among physicians reporting
these clinical signs and that most of the signs were infrequently
reported, nonspecific in nature, and of uncertain diagnosis.
As a result of this review, only a few clinical signs relating
primarily to vitamin deficiencies were included in the
HHANES physician’s examination. These were limited to
observed conditions of the eye and skin such as xerophthalmia,
keratomalacia, follicular hyperkeratosis, petechiae, pellagrous
dermatitis, and ecchymoses.

Nutrition-related conditiens

Although HHANES was not designed to test specific
hypotheses regarding the relationship of nuirition to chronic
conditions, the survey does provide a unique set of nutrition-
and health-related population data that may be utilized to
investigate or to formulate general hypotheses on the associa-
tions between dietary intake, nuiritional status, and health.
Many prevalent diseases or conditions, such as diabetes,
hypertension, and obesity, and their trecfment, are related
to nutritional practices and dietary inrake. Several of these
nutrition-related chronic diseases and conditions are discussed
in terms of the analytical opportunities that HHANES data
afford.

Iron status and anemia

It is generally agreed that the most common single nutri-
tional deficiency in the majority of countries is iron defi-
c:iency,7l which may be due to nutritional causes, blood
loss, impaired iron absorption. or other reasons. Dietary intake
inadequate to meet normal physiological needs is often cited
as the major source of iron deficiency. Hematological and
biochemical measurements related to iron status included in
both NHANES I and NHANES II have been used to assess
the iron status of the general population.’>”* The Expert
Scientific Working Group, convened by the Federation of
American Societies for Experimental Biology as part of a
contract for the Food and Drug Administration (FDA), estab-
lished to assess the iron nutritional status of the U.S. popula-
tion based on NHANES II data. concluded that no single
biochemical indicator is diagnostic of iron deficiency.”® The
combined use of several indicators of iron status provides
a much better measure of iron status.

As indicators of iron status, hemoglobin, hematocrit,
red and white cell counts, protoporphyrin, serum iron, total
iron binding capacity and serum femritin were determined
in HHANES. Percent transferrin saturation, mean corpuscular
volume (MCYV), mean corpuscular hemoglobin (MCH), and
mean corpuscular hemoglobin concentration (MCHC) were
also calculated. Additional tests (serum folate, red cell folate,
and differential leukocyte count) were performed on a special
subsample of the HHANES population. The criteria for inclu-
sion in this subsample are outlined in appendix VII and
were based on high or low hematological values and the
selection of a control group.

This hematological and biochemical information may be
analyzed in conjunction with data on symptoms, signs, and
treatment of anemias collected during the physician’s examina-
tion, the dietary interview, the reproductive history questions,
and other related questionnaire sections. Using models defined
in previous analyses of NHANES II data,”® the iron status
of the Hispanic population may be compared with that of
the white and the black populations.

17



Overweight and obesity

Overweight (defined as excess body weight for height) -

and obesity (defined as excess body fat or adipose tissue)’*7>
have been strongly associated with the development of certain
chronic diseases, including adult-onset diabetes and hyperten-
sion.” Obesity has also been implicated as an independent
risk factor in the development of coronary heart disease.””*’®
In addition, gallbladder disease is more common in the
obese.'>7® Estimation of the prevalence of overweight and
obesity in childhood is equally important because it has been
related to an increased likelihood of overweight and obesity
in adulthood.”®

Besides the increased physical health risks, overweight
and obesity affect psychological and emotional health.” Data
on behavioral aspects of eating, such as food patterns, snack-
ing, and whether breakfast is typically eaten, were collected
by means of HHANES. Responses to questions about changes
in appetite and weight were also gathered as part of the
Diagnostic Interview Schedule’s depression section. Informa-
tion on the use and type of special diets, the use of prescription
and nonprescription diet pills, and food frequency data provide
additional information for investigating factors related to over-
weight and obesity.

Prevalence estimates of overweight and obesity in children
and adults from HHANES can provide important information
about the Hispanic population, which can be compared with
estimates for the white and black populations from previous
NHANES. In addition, associations between overweight and
obesity and nutrient intake, dietary practices, demographic
variables, and health characteristics may be studied. Data
on self-perception of weight status were collected for sample
persons 6 years of age and older. For each sample person
under 12 years of age, information on the parent’s attitude
concerning the child’s weight was obtained. This attitudinal
data may provide insight into dietary habits and behavioral
aspects of overweight and obesity.

Coronary heart disease

The prevalence of coronary heart disease risk factors
among U.S. Hispanics is generally unknown. Coronary heart
disease (CHD), the leading cause of death for adults in
the United States, is one of the target conditions included
in HHANES, as discussed in chapter 2. The major risk
factors for CHD—elevated serum cholesterol, hypertension,
cigarette smoking, and obesity—were all measured in the
survey.’®-80-82 Each of these risk factors is related to dietary
intake. For example, high blood pressure has been linked
with obesity and dietary variables such as the consumption
of salt, sodium, potassium, and alcohol.®982-85 Cigarette
smoking has also been associated with different dietary pat-
terns.?® In addition, diabetes, another target condition, is
related to increased risk of peripheral vascular disease.”®

Hypertension

Hypertension, a major risk factor in the development
of stroke and heart disease,%9-2:83 is another target condition
measured in HHANES. Relatively little information is avail-
able on the relationship of known risk factors to blood pressure
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levels in Hispanics. HHANES nutrition data relevant to hyper-
tension include caloric, calcium, sodium, and potassium in-
takes, alcohol consumption, salt use, and overweight and
obesity.?> The nutrition data, in combination with the medical
history, blood pressure, biochemical data (serum calcium,
potassium, and sodium), and clinical data, may be utilized
to study associations between diettand the prevalence and
treatment of hypertension in Hispanics. Compliance with
suggested dietary treatment can be investigated using the
medical history information and the dietary recall and food
frequency data for known hypertensives.

Diabetes

Diabetes, particularly the adult-onset type, is one of
the target conditions believed to be more prevalent in Hispanics
than in the general population.'#®” Diabetes and impaired
glucose tolerance are related to obesity and other health
and medical factors, such as parity and oral contraceptive
use.®® HHANES will provide useful data that may allow
researchers to study the association between environmental
or nutritional factors and diabetes. For example, a pertinent
research question might be as follows: If Hispanics are a
group at high nisk of developing diabetes, are there nutrition
habits or nutrients that are related to diabetes that are indepen-
dent of, or additive to, other factors such as obesity? Addition-
ally, dietary habits and compliance with recommended ireat-
ment could be investigated in individuals with known diabetes.

Digestive diseases

A diet that includes a variety of foods has been recom-
mended as a means of consuming sufficient quantities of
essential nutrients, yet many persons experience difficulty
digesting certain food items. A series of questions about
problems with digestion, primarily for use in conjunction
with the gallbladder disease component of the survey, was
included in the Adult Sample Person Questionnaire. These
questions concern the occurrence of symptoms of digestive
problems and the types of foods that may initiate digestive
distress. ‘

A number of digestive diseases, such as gallbladder dis-
ease and ulders, may be related to nutritional factors. In
addition, dieté\ry treatment is commonly used to reduce dietary
symptoms. Increased prevalence of gallstones has been linked
to various nutritional factors, including increased food con-
sumption, obesity, consumption of relatively small proportions
of vegetable protein, high consumption of unsaturated fats,
and low consumption of vegetables and fruit.?>°° The study
of the association of dietary factors to digestive disease would
include the use of nutrition data on dietary intake, food
habits, and the use of special diets in combination with
the disease history and medical findings.

Alcohol consumption

Data on alcohol consumption provide cultural as well
as health and nutritional information, The diets of persons
consuming large quantities of alcohol (beer, wine, or hard
liquor) may lack nutrients that are obtainable from a diet



composed of a variety of foods, the absence of which may
lead to a deficiency in those particular nutrients.®!*>? Alcohol
consumption can also decrease the ability to utilize nutrients;
thus, nutritional status may be altered. From a nutritional
standpoint, alcohol is also important because of the relative
amount of empty calories it supplies in the diet. Alcohol
can affect blood chemistries such as lipids (cholesterol,
triglycerides), lipoproteins (HDL-cholesterol), blood glucose,
and liver enzymes (for example, SGOT).®!:92 The contribution
of alcohol consumption to overall nutrient intake should be
considered in research relating dietary intake to such diseases
as cardiovascular disease, liver disease, and hypertension.

Dental health

Dental care services are utilized less frequently by His-
panics than by the general population.®® Dental health may
relate to availability of services, cost, education, and dietary
intake. Certain food items and food groups, particularly those
high in sugar, have been shown to be associated with the
development of dental caries.®® Data from HHANES may
be used to investigate other issues, including the relationship
between decayed, missing, and filled (DMF) surface index
and the calcium to phosphorus dietary intake ratio; dietary
patterns and nutritional adequacy of edentulous adults or
persons whose teeth are indicated for extraction; and associa-
tions between vitamin C intake and dental health.

Risk factors for cancer and osteoporosis

While HHANES was not designed to investigate the
causal nature or relationship of nutrition to cancer and os-
teoporosis, data on the prevalence of risk factors and dietary
intake patterns that may be related to these discases were
collected. Various health and research agencies are interested
in population data on dietary intake and risk factors that
can be compared between particular groups.

Certain dietary patterns and nutrients have been associated
with a risk of developing certain types of cancer. It has
been suggested that the consumption of vitamins A and C,
carotene, fat, alcohol, and fiber, and blood levels of certain
nutrients (for example, blood retinol), may be related to
the risk of developing certain types of cancer.®**> Data on
food patterns, nutrient intake, and serum retinol were collected
by means of HHANES and may provide data for comparison
to other population groups.

Although HHANES did not include a component designed
to diagnose osteoporosis—a condition that is currently of
great nutrition research interest primarily in women—data
on suspected risk factors, such as age at menopause, smoking,
body mass index, and calcium and protein intake were col-
lected. Among the possible etiologies of primary osteoporosis,
current data point to two probable causes: Deficiency of
estrogen and deficiency of calcium intake.’® HHANES is
the first large-scale study to describe the calcium intake
and dietary pattern of Hispanic women, and questions are
included about reproductive history and use of estrogens.

Public health nutrition issues

Dietary adequacy

Data from the 24-hour dietary recall may be used to
estimate the total food and nutrient consumption within popula-
tion groups. These estimates of average intake can be used
to describe the nutritional adequacy of the diets of Hispanic
groups and subgroups. This is often accomplished by compari-
son to a standard, such as the Recommended Dietary
Allowance.®’

The U.S. Dietary Guidelines contain recommendations
concerning consumption of fat, cholesterol, sodinm, sugar,
alcohol, and fiber, as well as maintenance of ideal body
weight and consumption of a variety of foods.”® The survey’s
dietary data may be used to monitor changes in the intake
of these nutrients and changes in food patterns over time.
Analysis of survey data may indicate the need for further
education on nutrition to meet these dietary guidelines.

The many types of clinical data collected by means
of the survey provide objective evidence to be used in conjunc-
tion with the dietary data to assess the health and nutritional
status of individuals and groups with respect to anemias,
blood disorders, and vitamin and mineral deficiencies and
toxicities. For example, vitamin A status assessment was
continued for HHANES because of the FDA requirement
for further information on the prevalence of vitamin A defi-
ciency and toxicity in the population. Vitamin A deficiency
has been suspected as a significant nutritional problem among
Hispanics, especially in children and people in the low income
group.”® In addition, vitamin A is of research interest both
because of epidemiologic evidence linking it to the prevention
of cancer and because of the potential for toxicity by self-treat-
ment with vitamin A supplements. The FDA has identified
the need for additional information on the vitamin A status
of the population. Vitamin A data from past NHANES pro-
grams and from HHANES may be used to determine the
prevalence of deficiency and toxicity and to identify population
groups at risk in order to develop appropriate policy.

Food fortification

Monitoring changes in nutritional status and other factors
can lead to modifications in fortification policy for specific
nutrients.'® Before the FDA will alter current food fortifica-
tion policy, four criteria must be met:

1. There must be adequate biochemical or other physiologi-
cal evidence that a nutritional problem or deficiency
exists within a population group.

2. The level of intake of the nutrient in question must
be low within the targeted group.

3. The proposed level of fortification must not be harmful
or lead to toxicity-

4. The food items proposed for fortification must be con-
sumed in adequate amounts by the targeted population. !
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NHANES programs constitute the primary source of evi-
dence of nutrient deficiencies or toxicities in the population,
and NHANES data supplemented with other data, such as
information obtained during the Department of Agriculture’s
food consumption surveys, may be used to review food fortifi-
cation policy.!% The FDA has allocated substantial resources
to study iron, zinc, and folate fortification issues using indi-
cators available from NHANES I1.72192.193% HHANES will
provide similar data for Mexican-American, Cuban-American,
and Puerto Rican population subgroups.

Vitamin and mineral supplement use

Measurement of the use of vitamin and mineral supple-
ments is important information for determining the level of
intake and for interpreting biochemical data for nutrition
assessment. As part of the sections on use of medicines
and vitamins contained in the sample person questionnaires,
each individual was asked about the use of vitamin and
mineral supplements during the previous two weeks. If the
answer was positive, the interviewer asked to see the relevant
containers, and then recorded the brand name, the quantity
of each vitamin or mineral taken, and the frequency of use.
This questionnaire was more detailed than that used in the
previous NHANES and may provide benchmark data for
subsequent NHANES programs.

The comparison of data on dietary intake and laboratory
measures of nutritional status for supplement users and nonus-
ers may indicate whether those who take vitamin or mineral
supplements require them for nutritional adequacy. In addition,
data on the prevalence of supplement use in the Hispanic
population can be compared with estimates for the general
population. The use of certain supplements, such as vitamin
A, is also of concern because of the potential toxicity related
to chronic use.

Participation in food programs

One of the goals of the National Nutrition Monitoring
System®” is to provide the kind of surveillance system that
would enable Congress and other groups to evaluate the
effectiveness and adequacy of various food programs. Al-
though HHANES was not designed to permit detailed evalua-
tion of the efficacy of federally funded food programs in
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the U.S. Hispanic population, several issues may be addressed.
In addition to providing information about the proportion
of the Hispanic population participating in these programs,
HHANES data may be used to draw comparisons between
food program participants and nonparticipants regarding many
of the nutrition-related measurements obtained in the survey;
for example, iron status in children or dietary adequacy in
older adults. These data may also suggest the need for educa-
tion about the availability of food programs.

The questions concermning food program participation were
asked as part of the Family Questionnaire and the sample
person questionnaires. Information about participation in the
WIC program was collected for children under 12 years
of age; school-age persons were asked about participation
in school breakfast and school lunch programs; and all sample
persons over age 60 were asked about home delivery of
meals or group meals served through government programs,
volunteer organizations, and churches.

Infant feeding practices and growth

Questions on infant feeding practices included in
HHANES were based on those used in NHANES II and
in the 1981 NHIS. These questions dealt with breastfeeding,
the use of infant formula, and the introduction of solid food.
This information will be useful for assessing infant feeding
practices, which bear on the nutritional status and growth
of children. These data for Hispanics may be compared with
data collected in NHANES II and NHIS for white and black
persons and may suggest important cultural differences con-
cerning infant feeding practices.

Infant feeding practices have direct influence on the nutri-
tional status and growth of children. Body weight and height
(or length) are important indicators of the nutritional status
of infants and children and have been used in the previous
NHANES and NHES surveys to produce growth charts for
distribution to pediatricians and researchers around the
world.'® Growth patterns for Mexican-American, Cuban-
American, and Puerto Rican children will provide data that
may be compared with the standard growth charts produced
from the earlier surveys. Moreover, Tanner staging was per-
formed during the physician’s examination to estimate the
maturational stage of youths 10—17 years of age.!%



Chapter 4

Assessment of environmental
exposure to selected toxic
chemicals

by Trena M. Ezzati and Claudia Scala Moy

In the earlier National Health and Nutrition Examination
Surveys, NHANES I and II, the National Center for Health
Statistics (NCHS) collected data from the general population
on elements in water and body burdens of lead, pesticides,
carbon monoxide, and cadmium. In the Hispanic Health and
Nutrition Examination Survey (HHANES), the Environmental
Protection Agency (EPA) and the Centers for Disease Control
(CDC) sponsored an environmental health component de-
signed to provide data on the Hispanic population’s exposure
to lead as well as exposure to, and body burden of, selected
pesticides.

Statistics relating exposure and body burden levels to
occupation, geographic region, employment status, age, sex,
ethnic group, socioeconomic status, place of residence, and
selected health and nutritional factors may be useful to environ-
mental health researchers, regulators, and public health pro-
gram planners. Data on type and extent of exposure to pes-
ticides as reported in personal interviews, as well as actual
measures of concentration of selected residues in body fluids,
will enable the comparison of the exposure to environmental
pollutants within the Hispanic population to that in the general
U.S. population as determined in the earlier surveys. Addi-
tional components included in HHANES may provide informa-
tion on health effects associated with exposure to these sub-
stances. A questionnaire section for women on reproductive
history, including information on children born with congenital
birth defects, is an example of such a component. Other
interview and examination sections will provide additional
information for the study of health effects associated with
exposure to these pollutants.

Pesticide exposure

As part of a cooperative agreement with NCHS, the
National Human Monitoring Program of EPA participated
in the assessment of the Hispanic population’s exposure to
selected pesticides by evaluating the amount and type of
exposure as reported by respondents and by measuring the
concentrations of specific residues and metabolites in blood
and urine specimens collected from a subsample of study
participants. (Appendix VIII contains a list of the target
compounds in both serum and urine.) The pesticide subsample
consisted of a half-sample of persons 12-19 years of age
and the group 20-74 years of age who had not been scheduled
for the glucose tolerance test. One blood and one urine
specimen from each subsample person were shipped to the
EPA Toxicant Analysis Center (TAC) for chemical analysis.

Field controls, consisting of field blanks and field-spiked
specimens, were supplied by TAC to the collection site to
monitor specimen degradation and contamination occurring
in the field.

So that the relationship between pesticide body burdens
and direct pesticide contact in the home or workplace can
be examined, questions on type and frequency of exposure
were included, with the major emphasis being on agricultural
contact with pesticides. Many of the chemicals included in
this study are known to accumulate in the body over time.
Therefore, a brief history of experience with farm work
or pesticide processing or application was obtained to aid
in the examination of the origins of pesticides in the body,
and to determine the relationship between length of exposure
and body burden. Questions on agricultural jobs performed
and crops worked with were included as an indirect measure
of the classes of pesticides used. Data on contact with pes-
ticides through ingestion of water or food at risk of contamina-
tion and direct accidental contact with pesticides also were
collected. In addition to the occupational exposure, pesticide
exposure In the home or other environments was also mea-
sured. Questions were included on household and other use
of pesticides during the 12 months preceding the household
interview, and again for the 7 days prior to the examination.

Certain signs or symptoms suspected to be associated
with exposure to pesticides or industrial compounds were
assessed in the physical examination. These measures included
superficial examination of the eyeball (conjunctival injection),
observation of acute dermatologic conditions (for example,
contact dermatitis and chloracne), report of nausea, and acute
and subacute neurologic findings. Because HHANES is a
cross-sectional survey, there are limitations regarding the
ability to determine relationships between environmental pol-
lutants, signs and symptoms of disease, and disease itself.
Furthermore, it may take several years before a health effect
is manifested as a result of acute or chronic exposure to
chemical environmental agents. Nevertheless, HHANES pes-
ticide data may be important in determining the exposure
prevalence for the Hispanic population by geographic location
and occupation, and the survey will provide comparative
data for the statistics collected on body burdens of pesticides
for the national probability sample in NHANES II.

Lead exposure

Lead exposure is another major environmental public
health concern. The common sources of human exposure
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to lead in the environment include gasoline, old paint, and
food. Other sources of lead exposure include dust, soil,
water, glazed ceramic vessels, and pewter containers.

Three systems within the human body appear to be espe-
cially sensitive to the effects of high levels of lead: The
blood forming systems, the nervous system, and the renal
system. Furthermore, the potential damage to health as a
result of lead exposure is greatest for infants and very young
children (5 years of age or less) for the following reasons:

0  The health effects of lead occur at lower threshold levels
in children.

® Children have a greater tendency than adults to ingest
items other than food (pica behavior) that contain lead;
for example, soil, paint chips, plaster, or newsprint.

® Children tend to absorb greater proportions of lead than
do adults at comparable levels of intake.

® The high lead levels in children primarily affect the
central nervous system whereas in adults the effect is
primarily on the peripheral nervous system. 106

The importance of reducing human exposure to lead
has been clearly recognized by public health officials. Less
Iead is now used in food cans than in the past, and public

concemns over lead-base paints have helped to eliminate their
use. EPA initially began limiting the amount of lead in
gasoline because it attacks catalytic converters. Subsequently,
EPA began monitoring the amount of lead-containing gasoline
produced. A lead phasedown process was implemented in
1976, and by 1980, lead used in gasoline was reduced to
86,500 tons—less than one-third the amount used in 1970.1%¢
During this same time period, from 1976 to 1980, data
from NHANES II showed a decline in the blood lead levels
for the U.S. civilian noninstitutionalized population.’®’

To provide comparable data for the Hispanic population,
blood lead determinations were performed for all HHANES
participants by the Center for Environmental Health at the
Centers for Disease Control. Quality control of the laboratory
analysis included independent duplicate assessments within
the same analytic run.

These laboratory determinations, as well as the interview
data on place of residence (that is, whether urban or rural
and size of place) can be used to relate the distribution
of blood lead levels and the prevalence of abnormal levels
to the individual’s place of residence. Selected demographic,
socioeconomic, and other health and nutritional data will
provide data for statistical analysis.



Chapter 5
Sample design and estimation
procedures

by Joe Fred Gonzalez, Jr., Trena M. Ezzati, Andrew A. White,
Ph.D., James T. Massey, Ph.D., Josefina Lago, and Joseph
Waksberg

Introduction

The general structure of the HHANES sample design
was similar to that of the previous National Health and
Nutrition Examination Surveys. All of these studies have
used complex, multistage, stratified, clustered samples of
defined populations. The major difference between HHANES
and the previous surveys is that HHANES was a survey
of three special subgroups of the population in selected areas
of the United States rather than a national probability sample.
The four stages of selection were primary sampling units
or PSU’s (counties or small groups of contiguous counties),
segments (clusters of households), households, and eligible
persons. This chapter describes the broad design specifica-
tions, the definition and construction of the universes of
PSU’s, the stratification and selection methods that were
used at each stage of the design, and the basic framework
for constructing estimates for the survey.

Design specifications

The planning phase and survey objectives for HHANES
have been discussed in previous chapters. The survey specifi-
cations that directly affected the sample design were as
follows:

® HHANES should be a probability sample survey whose
target population consists of civilian noninstitutionalized
“eligible” Hispanics; that is, Mexican-Americans in the
Southwest; Puerto Ricans in the New York City area
(defined as selected counties in New York, New Jersey,
and Connecticut); and Cuban-Americans in Dade County
(Miami), Fla.

f0 The eligible Hispanics 6 months—19 years of age and

45-74 years of age should be oversampled to improve
the reliability of estimates of their health characteristics
and nutritional status.

® The total sample size selected for HHANES should result
in approximately 12,000 examined persons.

® An average of two to three sample persons should be
selected from each sample household.

® The number of sample persons selected at each survey
location within each PSU should be approximately equal.

® The data collection mechanism used for NHANES II
should be used for HHANES, with appropriate modifica-
tions (as a result of different or new health and laboratory
tests). At any time during the survey period, two of

the three medical examination centers should be operating
in different locations while the third is being serviced
or relocated.

® The total data collection period should be about 2V%
years.

® The average length of an individual examination should
be between 2 and 3 hours, with variations depending
on the age of the examinee. The time required to examine
a preschooler should be less than 1 hour, and the time
for an adult should not exceed 2V to 3 hours.

® Based on experience from previous surveys, the PSU’s
should be composed of single counties, or small groups
of contiguous counties.

Definition of the universe and primary
sampling units

Ideally, the target population for HHANES should be
all households with at least one member of Hispanic origin.
However, the United States includes States and counties with
very small numbers or proportions of Hispanics. If sampled,
the costs of screening enough households to locate a reasonable
sample size in these areas would be quite high. Consequently,
HHANES was restricted to those counties in the three target
areas of the country that had a sufficient number or proportion
of - Hispanics to render it economically feasible to screen
households and to operate an examination center over a 4-
to 7-week time period.

Using 1980 Census data, counties from the three target
survey areas were distributed into cells according to the
percent and number of Hispanics in the respective county.'%®
Counties were identified for inclusion in one of the three
sampling frames if they satisfied any one of the four following
criteria, based on a2 combination of the county’s total number
of Hispanics and the proportion of the total 1980 county
population that was of Hispanic (Mexican, Puerto Rican,
Cuban, and “other” Hispanic) origin:

1. The county Hispanic-origin population was greater than

or equal to 30,000.

2. The county Hispanic-origin population was greater than
or equal to 10,000 and less than 30,000, and it constituted
at least 5 percent of the total county population.

3. The county Hispanic-origin population was greater than

or equal to 5,000 and less than 10,000, and it constituted
at least 10 percent of the total county population.
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4. The county Hispanic-origin population was less than
5,000, and it constituted at least 15 percent of the total
county population.

As a result of the above criteria, 229 counties were
identified and grouped into 210 PSU’s, each PSU defined
as a single county or a small group of contiguous counties
with a 1980 Hispanic population of at least 1,000. The
HHANES Mexican-origin universe for the Southwest con-
sisted of 193 PSU’s (figure 2); the HHANES Puerto Rican-ori-
gin universe for the New York City area consisted of 16
PSU’s (figure 3); and the HHANES Cuban-origin universe
consisted of only 1 PSU, Dade County (Miami), Fla.

The HHANES Mexican-origin universe of first-stage units
(193 PSU’s) included ab01it\84< pércent of the 1980 Mexican-
origin population in the United States and about 97 percent
of the 1980 Mexican-origin population in the 5 southwestern
States. As a means of reducing screening costs (the screening
procedure will be described later), a small proportion—usually
less than 10 percent—of the Mexican-origin population in
low Hispanic density areas within each sample PSU was
not covered. That is, those block groups (BG’s) or enumeration

districts (ED’s) as defined by the U.S. Bureau of the Census
that did not contain a minimum number (between 50 and
100) of eligible Hispanics were excluded. A BG is a combina-
tion of numbered census blocks, a subdivision of census
tracts, or a block numbering area as defined in areas for
which there are block statistics. In areas where census blocks
were not established, ED’s—geographic areas containing ap-
proximately 300 housing units—were used. The count of
eligible Hispanics within a given BG or ED was defined
as the number of Mexican-origin persons plus a certain (PSU-
specific) proportion of persons of “other Spanish” origin
who were assumed to be of Mexican origin. (This is discussed
in more detail in a later section of this chapter.) Hence,
with the exclusion of the noncovered counties and the out-of-
scope BG’s and ED’s, the net coverage rate of the 1980
Mexican-origin population in the five southwestern States
was approximately 87 percent (.97 x .90).

The HHANES Cuban-origin universe, which consisted
of only-ene PSU, Dade County (Miami), Fla., included
about 57 pércent of the 1980 Cuban-origin population of
the United States and about 96 percent of the Cuban-origin
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Figure 2. HHANES Mexican-origin universe
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Figure 3. HHANES Puerto Rican-origin universe

population of Dade County itself after the exclusion of low
Hispanic density BG’s.*

The HHANES Puerto Rican-origin universe of first-stage
units (16 PSU’s) included about 59 percent of the 1980 Puerto
Rican-origin population in the United States and about 90
percent of the Puerto Rican-origin population in the defined
universe for the New York City area after the exclusion
of BG’s and ED's with low Hispanic density.

Even though HHANES was not designed as a national
Hispanic survey, and no national estimates for Hispanics
can be made, the three HHANES universes included approxi-
mately 76 percent of the 1980 Hispanic-origin population
in the United States.

“Because the official date of the 1980 Census was April 1, 1980, the
Cubans who came to the United States in the period immediately following
April 1 were not included in the 1980 Census count. It is generally believed
that at the time of the survey most of them were in Dade County. As
a result, the proportion of the Cuban-origin population in Dade County
covered by the survey was probubly greater than 96 percent.

Because three separate universes were created, direct
statistical inferences may be made for the Mexican-origin
population residing in the defined universe for the five south-
western States, for the Puerto Rican-origin population residing
in the defined universe for the New York City area, and
for the Cuban-origin population residing in Dade County
(Miami), Fla.

Stratification of primary sampling units

Stratification of units prior to sample selection is a tech-
nique that is widely used in scientific sampling. The goal
of stratification is to reduce the variance of the survey estimates
by forming strata that are composed of homogeneous units.
For a multistage design, this can be accomplished in part
by partitioning the universe of PSU’s into optimally
homogeneous strata. Based on sampling theory,'® PSU’s
should be stratified according to the survey variables of inter-
est; however, estimates of survey variables are generally

25



unknown prior to the conduct of a particular survey. In
addition, it is impossible to select a small subset of survey
variables for stratification of a multipurpose survey designed
to yield estimates of a large number of variables. Therefore,
stratification is usually based on the sociodemographic charac-
teristics that are believed to be correlated with the survey
variables. The following discussion of stratification in
HHANES is extracted from a paper by Gonzales and White,
presented at the 1982 annual meeting of the American Statisti-
cal Association.'"?

The 1980 Census information for the Mexican-origin
population in the southwestern PSU’s was unavailable prior
to stratification; therefore, information based on Hispanics
of all origins was used for the stratification process. The
characteristics of the PSU’s in the five southwestern States
that were used as stratification variables were:

Number of Hispanics.

Percent Hispanic.

Ratio of the 1980 to the 1970 Hispanic population.
Median income.

Percent urban.

For the New York City area component of HHANES,
the corresponding stratification variables were in terms of
the number of Puerto Ricans. Stratification was not required
for the Miami-area component of HHANES because only

one PSU, Dade County, was sampled.
A critical sample design requirement for HHANES was

that each stratum in the Southwest be of approximately equal
Hispanic population size, and that each New York City-area
stratum consist of approximately equal Puerto Rican popula-
tion size. This was a requirement because equal-size strata
generally minimize sampling variances, at the same time
permitting roughly the same number of sample interviews
and examinations at each survey location. This requirement
was satisfied by forming equal size strata (clusters), and
then applying the same sampling fraction to each stratum.

The Statistical Analysis System (SAS) routine PROC
CLUSTER, which is described in the SAS User’s Guide,'"!
was used to stratify the HHANES PSU’s in the Southwest
and the New York City area. The SAS PROC CLUSTER
routine employs a hierarchical algorithm''? to identify clusters
of elements having similar attributes. There are various types
of distance criteria to measure the closeness (similarity) be-
tween elements or clusters of elements. This SAS procedure
used complete linkage as the distance criterion. Each PSU,
which had five stratification characteristics, was treated as
a multivariate element—that is, as a vector observation. Com-
plete linkage measured the similarity between two clusters,
that is, the largest pairwise distance between a vector observa-
tion in one cluster and a vector observation in the other
cluster. One major drawback of the algorithm is its inability
to impose constraints on the cluster sizes, Nevertheless, itera-
tive application of the SAS procedure controlled the clustering
process to yield strata of approximately equal size. The cluster
analysis was performed separately for the Southwest and
the New York City area universes.

As mentioned earlier, PSU’s were characterized as vector
observations in 5-dimensional vector space because there were

Nk L=
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five stratification variables. As a consequence of the form
of distance measure used—Euclidean (linear)— the variables
or elements of the vector observations with the largest absolute
magnitude dominate the distance measure (for example, popu-
lation totals versus percents or ratios). To resolve this inequita-
ble contribution from each stratification variable to the distance
measure, equalization was achieved by ranking on the same
scale. This method also ensured that equal importance was
assigned to each variable by transforming the vectors of
observed PSU values to vectors of rank values.

Operational, cost, and time considerations, as well as
desired precision of survey estimates, dictated that HHANES
be conducted at 14 different locations (counties) in the South-
west, seven counties in the New York City area, and one
in Florida (Dade County). Because one PSU per stratum
was to be drawn, it was necessary to form 14 strata in
the Southwest and seven strata in the New York City area.

Because of their sizable Hispanic populations, the counties
of Los Angeles, Calif. and Bexar (San Antonio), Tex., were
identified as self-representing (certainty) PSU’s; that is, they
were selected with probability equal to 1. In the New York
City area, the counties of the Bronx, Kings, and New York,
with their large numbers of Puerto Ricans, were identified
as certainty PSU’s.

After removing the certainty PSU’s from the universe,
each noncertainty stratum was successively identified and
withdrawn from the universe without replacement. Then a
new stratum cutoff size was computed by dividing the remain-
ing Hispanic population in the universe by the number of
strata yet to be formed. In practice, it was impossible to
achieve exactly the same size for each stratum; therefore,
a tolerance level of plus or minus 10 percent from the cutoff
value was allowed for the noncertainty strata. Prior to invoking
the SAS clustering algorithm on each successive run, the
SAS PROC RANK routine was used to re-rank the raw
variables of the remaining PSU’s in the universe. The above
procedures were repeated until all of the PSU’s were stratified.

Part of the SAS PROC CLUSTER output included a
cluster map. This map was vital for the formation of the
strata (clusters) because it graphically illustrated the hierarchi-
cal path followed in producing the desired clusters. Figure
4 demonstrates a fictitious example of a cluster map. Each
full column of asterisks on the map represents 2 PSU. Down
the far left side of the map, the number of clusters appears
for each hierarchical level of clustering. The uppermost row

Figure 4. Example of a cluster map

PSU Hispanic population
Numberofciusters N; Nz Nz Ng Ns Ns Ny Ng Ng Ny

1 * * * * * * * £ * *
* * * * * * * *dk % *
* * gk K * * * Jokedk ko *
* kdkk kkk k * * * *kk * *
* Kk dedkeok & Jekke * Jkk Kk *
* dkk khk & *kk * ek dek Kk ok *

Frdkode hedkk Kkk k *okk ok
Fdk dekk kkk X K ke ke Fehk Fedek dokd ok
hdk kdkk hkdk kkk kdk ok Yekk dekk dkk ok
ek hdok kddk kkk ddkk kkok dkdk kdk kkd ok

dkk hkk* *

“ DL, OOND OO

NOTE: N;(i=1,..,,10) denoles the Hispanic populatlon of the ' PSU.



on the map shows the initial hierarchical level of clustering,
in which each PSU’s vector of ranks is treated as a single
cluster. The lowest row on the map represents one cluster
of all the PSU’s remaining in the universe. As the cluster
map is read downward and across, one can see how adjacent
columns (PSU’s) collapsed hierarchically to form clusters.

Candidate clusters were screened and the cluster that
amalgamated the earliest (that is, had smallest distance meas-
ures or was “closest” together) and achieved plus or minus
10 percent of the current stratum cutoff size was selected.
If all of the constrained clusters had populations that were
too large, the subcluster that formed first within the size
constraint was selected as a stratum.

Selection of primary sampling units

As previously mentioned, for the Miami area, Dade
County was the only PSU selected; and for the New York
City area, one PSU per stratum was selected with probability
proportional to size (PPS). The Southwest and the New York
City area universes of PSU’s were stratified according to
the five demographic characteristics discussed earlier.
Moreover, it was deemed desirable to maximize the probability
that the proportion of sample PSU’s in each of the five
southwestern States would correspond to the proportion of
the eligible population in each State. Therefore, during PSU
selection for the Southwest, a slightly modified version of

a procedure introduced by Goodman and Kish!'? and sum-
marized in Kish!'* was employed to obtain a balanced sample
with respect to State while retaining a true probability sample
design. A detailed description of this controlled selection
process and its application to health examination surveys
is given in other NCHS reports.®!!?

The goal of controlled selection was to introduce controls
beyond stratification into the sampling process. As applied
in past health examination surveys, the first step involved
defining a set of admissible patterns to ensure that sampling
according to any pattern would result in the desired distribution
of PSU’s across the control classes. A pattern was ascer-
tained admissible when, for each control class within the
pattern, the number of PSU’s was within 1 of the number
expected if a sample of the same number of PSU’s were
to be drawn strictly at random from the universe with prob-
abilities proportional to PSU size. The total set of patterns
was formed such that the probability of selecting any given
PSU in the universe was proportional to its population. Each
pattern within the set was usually assigned a probability
of selection based on the accumulated size of the sample
PSU’s within the pattern. The sum of the probabilities of
selection over all patterns was held equal to 1. A pattern
was then picked at random.

For the southwestern States, having State as the single
control variable during selection allowed the procedure to

Table A. Primary sampling units, by number and percent Hispanic population and target number of sample persons: Hispanic Health and Nutrition Examination

Survey, 1982-84

Primary Target
sampling unit Total 1980 1980 Hispanic number of

within Survey Hispanic Percent population sample

survey area focation population’ Hispanic® in straturm® persons

Southwest area
All Primary SaMPING UMIlS . ..o u i ch ittt st n e o st n et et s et e e e e e r e e e e a e ke e e e e e ke e e 10,000
Los Angeles, Calif* ........... Los Angeles, Calif. ................ 2,065,727 27.6 2,065,727 2,435
Bexar, Tex? .. .............. San Antonio, TeX. . ...oieiniiiiannn 460,911 46.6 460,911 543
Harris, Tex. ......ivviinnnns Houston, Tex. .......ccveininnnnn. 369,075 153 479,816 565
ElPaso, Tex. ............... ElPaso, TeX. . ...iiviiiicnnannnnnn 297,001 61.9 493,459 582
San Diego, Calif. ............. SanDiego. Calf. .................. 275,176 14.8 561,507 662
Cameron, Tex. .............. Harlingen, Tex.  ................... 161,632 77.1 532,890 628
Santa Clara, Calif. ............ SandJose, Calf. ................... 226,611 17.5 425,610 502
Pima, Ariz. ..., ..o Tueson, Arz. . 111,418 21.0 514,450 606
Contra Costa, Calf. .......... Concord, Calf.  .................... 55977 8.5 457,644 539
Glasscock-Midland, Tex. ...... Midland, Tex. .............c..cu... 12,699 15.1 545,812 643
Alameda, Calif. .............. Oakland Calif. .................... 129,962 11.8 489,476 577
Weld, Colo.  ................. Greeley, Colo.  .................... 21,017 17.0 544,237 641
Quay, NMex. ............... Tucumean, NMex. ................ 3,753 35.5 454,839 536
Bee, Tex. ... ........ii..n. Beevile, Tex. .......cooviinecnnnnn 11,914 45.8 458.653 541
New York City area
PV L= T =T oo 0 Ty 3,913
Bronx, NY2 ... .. ..., Bronx. NY ... . 320,098 27.4 320,098 1,062
Kings, NYS ...l Brooklyn, NY. ... ... ... 279,646 12,5 279,646 928
New York, N.Y® ... ... ....... Manhattan, N.Y. .................. 166,328 11.6 166,328 552
Fairfield, Conn.  .............. Brdgeport, Conn.  ................. 29,527 a7 101,796 338
Hudson,N.J. ................ North Bergen,N.J. ................. 55,828 10.0 101,332 336
Nassau, N.Y. ............. .. Carle Place, N.Y.  .................. 13,984 1.1 108.817 361
Queens, NY. _.............. Queens, N.Y. ... ..., 83,425 4.4 101,206 336
Miami area
Dade County, Fla. ............ Mami, Fla. ... oot 407,253 25.1 407,253 2,266

'Forthe New York Cily area this calumn represents Lhe- tatal 1980 Puerto Rican populalion and for the Miami area the (olal 1980 Cuban population

2Forthe New York City area this column represents the percent Puerto Rican population and for the Miami area the percent Cuban population

3For the New York City area lhis column represents lhe total 1980 Puerto Rican population in the stratum and for the Miami area the 1980 Cuban population in the stratum.
“Because of their large Hispanic populations, these counties were identified as sell-representing, or certainty (prabability equalio 1), PSU's.

27




be modified to some extent for simplicity. The goal was
to preserve the representation of the five southwestern States,
and at the same time to select the final sample of 14 PSU’s
(selecting one PSU per stratum) with probability proportional
to their Hispanic population. Thus, for the Southwest, 100
equally probable patterns were defined so that each pattern
detailed for each stratum which State (of those represented
in the stratum) should contribute the single PSU to represent
that stratum in a potential sample based on that pattern.
These patterns were defined so that the number of patterns
that would include any given PSU in a final sample was
proportional to its Hispanic population.

The actual procedure used differed from the usual practice
in Goodman and Kish’s controlled selection'!® in that some
of the 100 patterns were duplicates. As applied previously,
patterns were not usually assigned equal probabilities, and
indeed the duplicate patterns could have been collapsed and
assigned proportionally higher selection probabilities.
Nevertheless, by allowing duplicates, pattern construction
was made somewhat more straightforward, and the same
goal was accomplished. One of the 100 admissible patterns
was then selected by simple random sampling. The State
representation having thus been set for each stratum, the
final PSU’s were selected using PPS sampling from among

the PSU’s dictated by the selected pattern for each stratum.
Table A shows the sample PSU’s selected for the three
phases of HHANES and the target number of sample persons
for each PSU.

Selection of segments and households

The within-PSU sampling procedures were designed to
achieve the target number of sample persons, as shown in
table A, and to yield an approximate self-weighting sample
of households such that every household would have about
the same probability of selection. Within the PSU’s selected
at the first stage of sampling, the in-scope population consisted
of all households and residents of group quarters (noninstitu-
tional) containing one or more eligible Hispanics. Certain
types of living quarters—institutions, Indian reservations, and
military installations—were considered out of scope for the
survey.

Further, block groups (BG’s) and enumeration districts
(ED’s) with low eligible Hispanic density were excluded
from each of the three universes to reduce the costs of
the household screening procedures. The overall goal was
to attain a minimum of 90-percent coverage of the eligible
Hispanic population within each sample PSU, although this

TableB. Expected coverage of the eligible Hispanic population within the Southwest primary sampling units (PSU’s): Hispanic Heaith and Nutrition Examination

Survey, 1982-84

Percent ‘other Minimum number of Expected Percant

Spanish” included eligible Hispanics percent BG'sorEd'sin

Southwest PSU's as eligible perBG or ED' coverage PSU excluded’
Los Angeles, Calif. . .. .......... 50 100 939 41
Bexar, Tex. .. ............... 75 100 97.6 33
Harris, Tex. .. ... ... ... ...... 40 100 89.1 65
ElPaso, Tex. . ............... 80 100 99.2 9
San Diego, Calif. . . ... ... _..... 70 90 90.0 46
Cameron, TeX. . .. ...« 75 100 98.7 20
Santa Clara,Calif. . ... .. ....... 60 100 90.1 55
Pima, Ariz. .. .. ... ., 75 100 90.5 47
Contra Costa, Calif. . . .......... 75 50 85.7 52
Glasscock-Midland, Tex. ... ....... 75 50 90.0 50
Alameda, Calif. . .............. 75 50 88.8 48
Weld,Colo. .. ............ ... 100 a0 89.8 51
Quay, NMex. . ............... 100 100 97.7 40
Bee, Tex. ... ... ............ 100 100 99.0 18

"BG =block group; ED = enumeration district.

NOTE:" For the purpose of estimating the expected coverage for HHANES in the Southwest, “sligible Hispanics” were classified as all Mexican-Americans and a proportion of “ather Spanish” assumed to
be “Hispanos,” as eslimated irom 1970 Census data as shown in the first column.

Table C. Expected coverage of the eligible Hispanic population within the Dade County and New York City area primary sampling units (PSU’s): Hispanic Health
and Nutrition Examination Survey, 1982-84

Minimum number of Expected Percent

Miami and eligible Hispanics percent BG'sorEd’sin
New York City area PSU's perBGorED’ coverage PSU excluded'
Dade, Fla. ... o i i e e e 100 Cuban-Americans 96.2 49
Bronx, N.Y. ... i 100 Puerto Ricans 96.4 34
Kings, N.Y. .. e 50 Puerto Ricans 93.3 54
New York, N.Y. ... 100 Puerto Ricans 91.9 61
Queens, N Y. .. e 25 Puerto Ricans 80.0 50
Nassau, NY. ..ot e e e 6 Puerto Ricans 90.0 6
Fairfield, Conn. .. ... ... e e 35 Puerto Ricans 80.0 80
Hudson, NoJ. ... e e e e e e 80 Puerto Ricans 90.2 56

1BG =hlock groups; ED = enumeration district.
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goal had to be slightly relaxed in a few PSU’s. The minimum
number of eligible Hispanics per BG or ED varied between
50 and 100 persons in the Southwest (table B), and between
6 and 100 persons in the New York City area (table C).
In the Miami area, there was a minimum of about 100
eligible Hispanics per BG or ED (table C).

After eliminating BG’s and ED’s that were out of scope,
the remaining BG’s and ED's were sorted by two stratification
variables: An economic index and Hispanic density. The
economic index was based on contract rent in areas where
rental housing dominated and on home value in areas of
predominantly owned homes. More specifically, within each
survey site, BG’s and ED’s were sorted in the following
way:

® Primary Sort. Percent of population in BG or ED that
was eligible Hispanic. Three groups—less than 30 per-
cent, 30-59.9 percent, and 60 percent or more.

® Secondary Sort. Owner versus renter, classification based
on which one was more than 50 percent of the occupied
housing in the BG or ED.

® Final Sort. Alternating ascending and descending order
of median value of home in owner areas and median
rent in rental areas.

This sequencing sort automatically had the effect of stratifica-
tion when a systematic sample of segments was selected.

The Secondary Sampling Units (SSU’s) were “segments.”
In urban blocked areas, a segment was defined as a block
or group of neighboring blocks (generally contiguous). In
Quay, N. Mex., which was a nonblocked PSU, the selection
of segments was a two-step process. ED’s were selected
first, and then segments were manually mapped and selected
from the sampled ED’s. The frame used for the sampling
of blocks and ED’s was the STF-1B tape from the 1980
Census. In order to determine a probability of selection for
each segment within a PSU, a measure of size (MOS) was
established for each segment based on these 1980 Census
data. The MOS was calculated by multiplying the estimated
number of eligible Hispanics in a segment by the age-specific
household sampling rates. The MOS established for each
segment in the Southwest and in the New York City area
corresponded to the number of sample persons expected from
the segment. It included only eligible Hispanics and was
approximately equal to the sum of three-fourths of the esti-
mated number of persons 6 months—19 years of age, plus
one-half of those 2044 ycars of age, plus all of those
45-74 years of age living n the segment. In the Miami
area (Dade County), the MOS for each segment was approxi-
mately equal to the sum of all of those 6 months—19 years
of age, plus two-thirds of those 2044 years of age. plus
all of those 45-74 years of age living in the segment.

The age-specific rates that were used to compute the
MOS of segments were also used to select sample persons
within sampled households (to be described in detail later).
The age-specific sampling rutes were established to ensure
sufficient sample sizes in the desired estimation cells. These
sampling rates were therefore used to compute the MOS
of segments because they reflected the number of expected

sample persons somewhat better than total population or total
households, and thus provided greater control of segment
size.

One of the sampling goals for HHANES was to design
the within-PSU sampling procedures to yield a desired six
sample households (approximately 18 sample persons) per
segment. In order to achieve this goal it was necessary to
inflate the target of 18 sample persons to a minimum of
27 sample persons per segment. Therefore, a minimum MOS
of 27 was established. This minimum MOS included a suffi-
cient number of households to achieve the target sample
size and a reserve to allow for important changes in the
age distributions or in the total population of the area since
1980. An MOS was calculated for each block and ED.
If the block MOS was less than 27, the block was combined
with as many of the subsequent blocks from the sorted list
as necessary to reach the minimum of 27. However, the
combinations were kept within a BG. If the combination
of blocks reached the end of the BG without reaching 27,
the combination was added to the immediately preceding
block or blocks. The individual blocks, combinations of
blocks, or area segments within ED’s were the actual sampling
units (segments).

In selecting the sample of segments, a skip interval
was determined by dividing the total PSU measure of size
by the number of segments required to yield the target number
of sample persons for the PSU. Using a random start between
0 and the skip interval, a systematic sample of segments
was selected with probability proportional to size (PPS).
That is, the probability of selection depended on the MOS
for each segment. After selecting the sample segments, house-
holds were listed within each segment. The sample was
designed so that every household would have approximately
the same probability of selection; therefore, a systematic
sample of households was selected based upon the segment
MOS. For example, if the segment MOS was 54, then a
systematic sample of .5 (27 divided by 54) of the households
within the segment was selected.

A modified Perkin's Stop Rule,!'® a sequential sampling
procedure, was employed in order to achieve, as closely
as possible, the target number of sample persons in each
PSU. The maximum sample of households within each seg-
ment consisted of a basic sample of households plus several
groups of reserve households. Each group of reserve house-
holds was a random subsample of households sampled within
the segments selected in the PSU’s. As the household sampling
was being accomplished within a PSU, progress in connection
with achievement of the target sample size was closely moni-
tored. If it appeared that enumeration of sample persons
within households was less than that predicted based on
the MOS, reserve households were added to the basic sample
in groups until the target sample was achieved. In certain
PSU’s, it was necessary to remove some households from
the sample because of greater numbers of sample persons
than anticipated. The households to be removed were randomly
designated to reduce any potential biases resulting from the
procedure.
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Selection of sample persons

After the sample households had been identified, the
composition of the household was determined by interviewers
using the Household Screener Questionnaire (appendix XII).
The main purpose of the screening interview was to identify
eligible Hispanic families and to select sample persons from
these families to be interviewed and examined. Beginning
with a household reference person, who was the person or
one of the persons who owned or rented the dwelling unit,
the names of all household members were listed on the
questionnaire, ordered by family. (For this survey, a “family”
consisted of all household members who were related by
blood, marriage, or adoption.) To ensure that the sample
person selection procedure could be applied in a standardized
manner, household members were listed in a prescribed order.
Family 1 included the reference person and his or her spouse,
followed by the remaining members of the reference person’s
family, listed according to age, from oldest to youngest.
All other household members who were unrelated to the
reference person were considered to be part of separate
families. Within these secondary families, a similar order
for listing members was followed; that is, family head, spouse,
and other members in order of age.

For each individual household member, relationship to
the reference person (or family head, in the case of secondary
families within the household) was ascertained, and national
origin or ancestry was obtained using a precoded list of
categories. (See Household Screener Questionnaire and
Flashcard S1 in appendix XII.) Eligibility for the survey
was determined by family unit. A family was considered
eligible if at least one family member’s reported national
origin or ancestry met the criteria for eligibility appropriate
to the survey location. These criteria were as follows:

Survay location National origin or ancestry

Southwestern PSU's ...... Mexican or Mexicano,
Mexican-American
Chicano, Hispano, Spanish-American or
Spanish (when no other country of
origin was mentioned)

New York, New Jersey,

and Connecticut PSU's . ... Puerlo Rican and Boricuan

Dade County, Fla., PSU . Cuban and Cuban-American

In cases of multiple origins reported for an individual,
the person was considered eligible if any one of the reported
origins met these criteria.

If a family was eligible for the survey, all members
of that family were eligible to be selected for the extended
interview and examination. To ensure sufficient sample size
in desired estimation cells, sample persons were selected
according to the sampling rates shown in figure 5. Each
family member’s age was obtained, and the interviewer classi-
fied each household member between the ages of 6 months
and 74 years into one of three age categories: 6 months—19
years, 2044 years, and 45-74 years. The particular sampling
patterns to be used for selection of sample persons within
the three age groups were indicated on each Household
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Screener Questionnaire before it was

interviewer.

assigned 1o an

Figure 5. Within-household sampling rates, by survey area and age:
Hispanic Health and Nutrition Examination Survey, 1962-84

Survey area and age Sampling rale

Southwest and New York City area

6months=19years .............c..covivevnnns /4
2044vyears .. ... . 1/2
L = L 1

Miami (Dade County)

6months—19years ... ............... P 1
2044 YBAS . ..ot 2/3
45-74years ....... e e 1

The hypothetical example in figure 6 illustrates how
the sampling rates were applied in the Southwest. The informa-
tion in figure 6 shows that there are two families in one
household. In Family 1, two of the members are reported
as being of non-Mexican descent; however, because at least
one of the members is of Mexican descent, all of the members
are eligible for the Southwestern phase of the survey. Family
2 in this household is not eligible. Amada and Rosa Perez
are both classified as being of “Other Latin American” descent
(category 9 on card S1), with “Nicaraguan” specified. There-
fore, Family 2 is not considered eligible, and no sample
persons would be selected from that family.

Patterns “B,” “F,” and “K” are specified on the sample
person selection table for this household. For the eligible
family of four, there are three adults (ages 47, 50, and
33) and one child (age 18). The number of persons in each
of the three age groups is 1, 1, and 2, respectively. The
sample person selection table indicates that pattern B is to
be followed for the age category “6 months-19 years,” requir-
ing that the second, third, fourth, sixth (and so on) person
listed in that age group be selected as a sample person.
This means that Luis may not be selected as a sample person
because he is the first person in that age group, and pattern
B starts with the second person. Therefore, there is no sample
person for that age group. In the sample person selection
table for the age category 2044 years, pattern F is circled.
Pattern F requires that the first, second, fifth (and so on)
person in the category 2044 years of age be selected. Because
Margaret is the first and only person in that age category,
she is selected as a sample person. In the third and final
category, persons 45-74 years, there is only one sampling
pattern, and that is pattem K. The instruction for pattern
K is to include all persons between the ages of 45 and
74 years. In the example, there are two persons within this
age group, Mary and Juan, both of whom are sample persons.



FAMILY #1
2c. HAND CARD S1. Pleass give me the number of the group or
28. NAME 2b. {F NOT groups that reprasents —'s national origin or ancestry.
COMPLETED 2d. ELIGIBLE FAMILY?
ASK: What is (21 B Yes (2e) 20 No (NEXT FAMILY OR Q.3)
I lation- e
,h;p’,:(;g;_ 2e. Whatis —'s |2f. |25 MARKONE | 2h. SAMPLE PERSON
PERSON)? date of birth? |AGE: | (NUMBER ALL SP’s
EE— USE SEQUENTIALLY
CHT. M%S-' S WITHIN FAMILY)
FIRST, MIDDLE, LAST :3 D.AY : @ Y@ Té:(;s' \:CEIS' 2i. NS#
. REF riShi/melican
Mary Timenez emson | O |04 112.[35 |47 X)
Juan Jimenez husband | T |42 |05 |34 |50 @
Zry3h-American O
Marsart Ocsborn | nieee. | 0 |05 12215733 (X
Luis Jimenez Son 2 l12.|24|63 |48 | X
FAMILY #2
2c. HAND CARD S1. Please give me the number of the group or
2a. NAME 2b. IF NOT groups that represents — s national origin or ancestry.
COMPLETED 2d. ELIGIBLE FAMILY?
ASK: Whiat is 10 Yes (2¢)  2J%No (NEXT FAMILY OR Q.3)
—h.—'stralatlon- 2e. Whatis —3 |2f. 29. MARK ONE { 2h. SAMPLE PERSON #:
ship to date of birth? |AGE: (NUMBER ALL SP's
(HEAD)? Use | . © SEQUENTIALLY
CHT. M?:" O - WITHIN FAMILY)
FIRST, MIDDLE, LAST @ 2 D:( : @ 6' YRS, \:CS_ 2i. I:—is#
A .
Amada Perez HEAD | Q | Abardguds
Roso daughter | 9 /l//'v_afai uapr

SAMPLE PERSON SELECTION TABLE

PERSONS PERSONS PERSONS
6 months — 19 years 20 years — 44 years 45 years — 74 years
A @) O
1st, 2nd, 3rd, 5th, 6th, 7th, 9th, 10th, 11th 1st, 2nd, 5th, 6th, 9th, All
10th
s
2nd, 3rd 4th, 6th, 7th, Bth, 10th, 11th, 12th 3rd, 41h, 7th, 8th, 11th, !
12th
c H
1st, 3rd, 4th, 5th, 7th, 8th, Sth, 11th, 12th 151, 2nd, 4th, 5th, 7th,

8th, 10th, 11th

D 1
1st, 2nd, 4th, 5th, 6th, 8th, 9th, 10th, 12th 2nd, 3rd, 5th, 6th, 8th,
9th, 11th, 12th
E J
All 1st, 3rd, 4th, 6th, 7th,

9th, 10th, 12th

Figure 6. Example of household composition table and sample person selection table used in the Hispanic Health and Nutrition Examination Survey, 1982—84
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Estimation procedures

HHANES was designed so that estimates could be pro-

duced for the three separate target populations. The estimates
were derived through a multistage estimation procedure that
was designed to yield statistics that come close to minimizing
the mean square errors of desired estimates. The procedure
consisted of four basic components:

1.
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Inflation of sample person observations by the product
of the reciprocals of the probabilities of selection at
each stage of the design (PSU, segment, houschold and
sample person).

Adjustment for nonresponse within homogeneous
sociodemographic cells to reduce the potential bias at-
tributable to nonresponse, under the assumption that with-
in cells the characteristics of the respondents are similar
to those of the nonrespondents.

Adjustment for noncoverage within the PSU to reduce
the potential bias due to the exclusion of BG’s and
ED’s with few Hispanic residents.

Poststratified ratio adjustment by age and sex to make
the final sample estimates of the population correspond
to Bureau of the Census estimates of the civilian nonin-
stitutionalized target population.



Chapter 6
Informed consent, safety, and
referral process

by Dale C. Hitchcock

Early in the development of the Hispanic Health and
Nutrition Examination Survey (HHANES), the planners de-
cided that the National Center for Health Statistics (NCHS)
had an obligation to the sample persons to maximize the
benefits of their participation. The need to fulfill this obligation
stemmed in part from the public’s growing sophistication,
which has resulted in people wanting to know what personal
benefits, if any, may be gained from participation in such
surveys. The survey planners’ obligation stemmed also from
their growing awareness of the Hispanic population’s low
level of utilization of health care services, for whatever the
reasons might be. As an example of the latter point, the
examination phase of the survey was seen to be the first
extensive physical examination that many participants in the
survey had ever received. In addition, the various Hispanic
advisory groups involved in the planning of the survey warned
the planners that more had to be done in this survey in
terms of benefits to the sample persons than in previous
surveys if HHANES was to gain the widespread community
support necessary for its success. Changing Federal regulations
regarding informed consent procedures and human subject
safety requirements also necessitated changes in many proce-
dures that had been employed in earlier NHANES surveys.

This chapter discusses those procedural changes im-
plemented in HHANES for the purpose of improving the
benefit to the sample people, 1n the overall context of confiden-
tiality, human subject safety, informed consent, and reporting
of findings.

Confidentiality

As in all NCHS surveys, sample persons for HHANES
were guaranteed that their participation would be kept confi-
dential. In accordance with Section 308(d) of the Public
Health Service Act, NCHS assured each respondent that the
confidentiality of all responses to this survey would be main-
tained and that any information from questionnaires or other
records that identified individuals would not be disclosed
without securing prior written consent from the respondent.
A discussion of the confidentiality regulations applying to
NCHS programs is available.!!? Certain of these regulations
are important to users of data collected by means of HHANES,
particularly to those researchers wishing to use the public
use data tapes generated from the survey. Obviously the
names and addresses of sample persons are not included
on these data tapes; nor are certain other identifying variables.

Furthermore, to reduce the risk of disclosing the identification
of individuals, it is NCHS policy to withhold from data
tapes information that identifies a survey location (primary
sampling unit) populated by fewer than 100,000 persons.
For users of HHANES data, this means that although NCHS
will be able to provide aggregate statistics for highly populated
counties such as Bexar County, Tex., similar information
for less populated counties such as Bee County, Tex., cannot
be provided.

Human subject safety and informed consent

Human subjects in research are also protected by the
National Research Act, Public Law 93-348. Related require-
ments are listed in the Code of Federal Regulations, Title
45, Part 46. The purpose of the regulations is to safeguard
both the rights and the welfare of subjects involved in human
research. To assure compliance with these regulations, it
was the responsibility of the sponsoring agency, NCHS, to
convene an institutional review board (IRB). For HHANES,
the IRB had two major responsibilities: (1) to assure that
legally effective informed consent would be obtained from
each sample person; and (2) to determine if there were any
risks involved in participation in the survey, and if so, to
certify that any risks to the subjects would be outweighed
by the benefits. Balanced impartiality was a major consider-
ation in the selection of members for the IRB. The members
included experts in areas such as the delivery of health care
and included both men and women, Hispanics and non-
Hispanics.

Four examination components were identified for presen-
tation to the IRB to be considered for human subject safety
concemns. Presentations were made by NCHS staff and consul-
tants to the IRB concerning the equipment and procedures
used in the electrocardiogram, X-ray. tuberculin test, and
ultrasound portions of the medical examination. In addition,
questionnaires thought to cover potentially sensitive areas,
such as reproductive history, alcohol consumption, mental
health, and use of drugs, were reviewed. Although the mem-
bers of the IRB were satisfied that the risk to a sample
person participating in the survey appeared minimal, the
consensus was that the proposed method of obtaining informed
consent could be improved. Thus, the IRB initially voted
to withhold certification until NCHS revised the necessary
operational procedures.

33



Consequently, certain modifications were made to the
informative materials developed to communicate the nature
of the survey to the sample people, and new procedures
were developed to obtain informed consent. The approved
procedures used in HHANES were as follows. Each household
falling into the screening sample was sent a letter briefly
describing the survey and explaining that an interviewer would
call on that family shortly. After administering the household
questionnaires for an eligible family, the interviewer discussed
the examination phase of the survey with each sample person
and gave the family a brochure. This brochure was developed
to convey the contents of the examination, the voluntary
nature of participation in every phase of the survey, the
purpose of the study, and the confidentiality with which
any information collected would be treated. After the sample
person had a chance to review the brochure and ask any
questions, the interviewer presented him or her with the
Consent to Examination and Request to Furnish Results form.
Sample persons were asked to read and sign this form as
an indication of their willingness to participate in the study.
All sample persons 12 years of age or older were asked
to sign the consent form. For children under 18 years old,
the signature of the parent or guardian was also obtained.
The consent forms used in HHANES are shown in
appendix IX.

The consent form, which was available in both English
and Spanish, discussed the research nature of the program,
the content of the examination, and the length of time a
sample person might expect to be in the examination center.
The form also pointed out that slight discomfort might be
experienced during certain procedures. The interviewer was
instructed to allow ample time for the sample persons, their
guardians, or representatives to read the material contained
in the consent form. An effort was made to have the form
signed in the home, but sample persons could, at their option,
either bring the signed form with them when they came
to the examination center, or have additional questions an-
swered at the examination center before they signed. Upon
completing the form, which also was used to secure permission
to forward the results of the examination to the sample person’s
own physician or clinic, sample persons were given a copy.
A signed consent form was required before the examination

was given to any person.

Members of the IRB also felt that the survey placed
a considerable time burden on the sample persons, and that
NCHS should strive to see that participants were compensated
for their time to the extent possible, particularly because
the survey was designed as a research vehicle and could
not offer treatment to the participants. In previous NHANES
surveys, each sample person received remuneration in appreci-
ation for participating in the examination; each person’s travel
expenses to the Mobile Examination Center were covered;
child care arrangements were made; and results of the examina-
tion were forwarded to each sample person’s physician or
clinic. With these considerations as a foundation, NCHS
staff developed new procedures designed primarily to ensure
that the benefits that sample persons would obtain from their
participation in the examination would, to the extent possible,
have the maximum benefit to their personal health.
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Report of findings

The new system required a thorough effort by NCHS
outreach coordinators to provide opportunities for those sample
persons who did not have a usual source of health care
to choose a clinic or doctor’s office to which reports of
findings from their examination could be sent to ensure appro-
priate interpretations. The NCHS outreach coordinators con-
tacted county health officials and other community sources
in each area to obtain a list of clinics that were expected
to be both acceptable and accessible to sample persons with
no usual source of care; payment information was also included
on this list. The same approach was used for sources of
dental care.

Basically, there were three circumstances in which com-
munication between NCHS and a sample person’s source
of health care were made, based on the severity of the
findings. This discussion refers to each of these circumstances
as “levels.” Level I was used to identify those situations
in which a medical emergency was discovered by a member
of the HHANES examination team and verified by the staff
physician, who further determined that the medical findings
required immediate attention by a health care provider. An
emergency medical kit was kept in each examination center
so that emergency treatment could be given when absolutely
necessary. However, the preferred manner of handling the
medical emergencies was to contact local rescue squads,
ambulance services, and hospital emergency rooms, the tele-
phone numbers of which were kept posted in the examination
center. A Level I contact with a health care provider on
behalf of a sample person was rare.

A more frequent occurrence was a Level II contact.
This occurred when the examination staff determined that
there were major medical findings that could be expected
to cause adverse effects within 30 days, and the findings
had not been previously diagnosed, attended, manifested,
or communicated to the examinee by his or her health care
provider. When such a condition was identified upon review
of the examination and questionnaire information, the staff
physician explained his or her concern to the person and
urged that an appointment with a medical care provider be
made in the next 2 or 3 weeks. The physician checked
to see that the sample person had indicated a health care
provider on the consent form and then sent a letter to that
provider indicating the findings from the examination and
stating that the sample person had been advised to contact
that doctor or clinic. The same procedure was used by the
staff dentists. Positive ultrasonography results indicating
gallstones required the physician to mail a special letter ex-
plaining why the test was done, indicating the findings,
and reminding the provider that surgery for the removal
of asymptomatic gallstones may not be necessary.

Level III contacts provided routine findings from the
survey to the sample person’s source of health care. As
in previous NHES and NHANES programs, a report of find-
ings was mailed to each sample person’s health care provider
upon the compilation of the data needed for this report.
Where in the past only one letter was used to communicate
findings, two letters were used in HHANES. (Examples of



the letters are in appendix X.) The first report contained
the findings from the examination that were readily available
and dependent only upon the staff and equipment in the
examination center. These included findings from the physi-
cian’s examination; some laboratory results, such as hemato-
crit, hemoglobin, cell counts and urinalysis; and copies of
the chest X-rays and ECG tracings for sample persons receiv-
ing those tests. The report was designed to be similar to
the laboratory report of findings obtained by physicians in
private practice, with an explanation that the findings came
from a screening examination and that no attempt was made
by the staff physician to integrate the findings into a diagnosis.

Routine reports of dental findings were also mailed directly
from the examination center to each sample person’s source
of dental care.

A second report of findings was sent after NCHS received
the results of urine and blood analyses performed under
contract by outside laboratories. Efforts were made in all
laboratory contracts and interagency agreements o ensure
that findings would be reported more quickly than had been
possible in earlier NHANES programs. Abnormally high or
low laboratory values were communicated as soon as possible
by telephone to NCHS so that special communications could
be made to the health care provider involved.
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Chapter 7
Pilot testing

by Kurt R. Maurer and Dale C. Hitchcock

After the plans for the survey had been developed,
thoughts and efforts turmed to assessing the adequacy and
feasibility of these plans. As in the previous examination
surveys,%® detailed pilot tests were planned; however, because
of the cross-cultural nature of the Hispanic Health and
Nutrition Examination Survey (HHANES), it was necessary
to expand the pilot test format. In addition to the usual
need to test and to refine questionnaire design and
construction, examination procedures, sample design, and
sample person selection procedures, emphasis had to be
directed to testing the translation of the documents, the
proposed outreach methodology, and the cultural acceptability
of the various components and the survey as a whole.

To achieve these basic objectives, three communities,
each predominantly composed of one of the target groups,
were selected for pilot testing. The primary objective of
the first two tests, held in the Bronx, N.Y. (September
28 through October 27, 1981, with 185 sample persons),
and Miami, Fla. (November 16 through December 11, 1981,
with 240 sample persons) was to evaluate the adequacy of
the questionnaires in both English and Spanish. Were the
concepts to be measured adequately conveyed to the sample
person? Were the response categories appropriate? Were the
terms well chosen with regard to the educational level of
the population to be surveyed? Did the respondents have
the information required to answer the questions, and would
they be willing to give the interviewer the requested
information? Which questions might be better asked in the
Mobile Examination Center as they were too sensitive to
ask in the household? It was necessary also to evaluate
the Spanish translation to determine whether it was
conceptually equivalent to the English and whether the single
translation would be equally understandable to persons in
each of the three groups to be included in the study; that
is, Mexican-Americans, Cuban-Americans, and Puerto
Ricans.

The third pilot test was held in El Paso, Texas, between
January 4 and March 19, 1982, and included 462 sample
persons. In addition to testing the questionnaires and
translations, a physical examination was incorporated. This
El Paso pilot study was the first attempt to test the procedures
of the main survey under the then current plans.

In addition to questionnaire construction (and translation)
and examination protocols, many other survey features needed
to be developed and tested before the survey went into the
“field.” Sample design and sample person selection procedures
were among these, Response rates are of perennial concern
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when typically about 25 percent of those selected for the
survey do not participate in the examination. To keep response
rates as high as possible, the survey design staff knew that
trust and understanding must be engendered in the overall
Hispanic community, in the local communities, and, most
importantly, among those individuals selected for participation
in the study. To encourage this trust and understanding,
outreach procedures were developed, and staff was hired
to implement these procedures. (See chapter 8 for a description
of the outreach efforts.) These activities, part of a public
affairs initiative, were also tested in each of the pilot studies.

Three methods were available for reviewing the pilot
tests: Observation, forms review, and debriefings. It was
known that traditional observation of interviews would be
difficult because many of the NCHS staff members were
not bilingual or bicultural. Hence, it was decided that allowing
staff members to observe interviews would be unwise because
of the effect that they might have on the rapport between
the bilingual and bicultural interviewers and the sample
persons. However, the few bilingual NCHS staff members,
along with several of the contractors’ supervisory staff, were
involved in observing as many interviews as was practical.
With this somewhat limited opportunity for observation of
interviews, added emphasis was given to interviewer
debriefing and forms review for the identification of sample
selection and questionnaire design problems. In the El Paso
pilot test, where attention turned primarily to evaluating the
examination procedures, sample persons were observed (with
discretion) undergoing the examination. Many of the survey
design staff also underwent the examination. The number
of persons being examined daily was kept low in the beginning
to allow the operations staff to become more experienced
with the new protocols and to allow adequate time to resolve
equipment problems and deficiencies in the protocols. As
a result, debriefing of the staff was a constant, intensive
process throughout the pilot test. The survey design staff
reviewed many of the examination forms for evidence of
recording errors, inconsistencies, and lack of adherence to
procedures. Weekly staff meetings were held to give the
operations staff opportunities to air their concerns and
problems. The design staff then could review these problems
and discuss potential solutions with the operations staff.

After the three pilot studies were completed, a period
of 2 months was allocated to complete re-evaluation of the
survey procedures and materials. With such ambitious plans
for pilot testing, the need for systematic approaches to the



analysis of the testing results became apparent. The results
of each pilot test, including observations, forms review, and
debriefing, were compiled in rather extensive internal
evaluation reports. These reports served as a means of
communicating among the many people working on the survey
as well as those in policymaking positions at NCHS. Because
the evaluation reports included results, probiems, and proposed
solutions, they also served as a means of focusing the attention
of the staff and those in policymaking positions to bring
about better solutions.

Following the review of the pilot test results and
subsequent revisions, the procedures and materials were
subjected to a final test. This last test, referred to as the
“dress rehearsal,” was mounted in San Antonio, Texas (July

9-August 7, 1982, including 384 sample persons). By that
time, the survey was thought to be ready and final preparations
had been made. The intent of the dress rehearsal was not
so much to evaluate the procedures that had already been
extensively tested; rather, it was an opportunity to refine
these procedures and to attain more experience and proficiency
in administering the survey before initiating actual data
collection. In addition, in the San Antonio dress rehearsal,
the quality control and data processing systems that had
been developed were tested. Following the completion of
the dress rehearsal, a few minor changes were made, and
the survey was finally ready. However, some minor
modifications were made in the survey data collection forms
and procedures as late as the eighth location to be surveyed.
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Survey Operation



Chapter 8
Data collection

by David L. Larson, Jean S. Findlay, John E. Mounts, and
Sandra S. Smith

Introduction interview (which encompassed identification of the sample
o . ) . ) and the administration of several questionnaires) and the

The provision of standardized data is a major goal in examination.
the planning and operation of a health survey such as the
Hispanic Health and Nutrition Examination Survey
(HHANES). The objective of standardization of data collection
is the production of data of uniform quality throughout the Primary
entire survey period, from person to person and location sampling
to location. This requires standardization of the setting and al:nr;nsif\t;:gd
equipment as well as of the individual procedures. In
HHANES, as in the previous National Health and Nutrition
Examination Surveys, a standardized setting was provided
by the use of mobile examination centers housed in trailers l l
that traveled from site to site. Detailed protocols were de- ¢
veloped for each data collection technique; frequent extensive Public affairs Addresses Site
training and retraining and a wide variety of quality control {communty level) selected selection
measures (discussed in chapter 9) were instituted to ensure l l
the standardization of the survey procedures and equipment.

For the first time in a HANES, NCHS contracted with Household Field
a private company (Westat, Inc.) to provide members of sereening office setup
the field team and to assume responsibility for several aspects i l
of the data collection, including many of the day-to-day
functions of the field offices and examination centers. At Sample Examination
the same time, NCHS field staff, including supervisors and :;r:cotgz ‘;‘Z’tﬁr
technical personnel, as well as the headquarters staff, actively
participated in the data collection and monitoring of the l l
contractor’s work. -

This chapter contains a description of the operation of F::;s:;ﬂd T;s“tg:gt;r:‘d
HHANES, focusing primarily on the logistics of running of equipment
this complex survey. The operation at each survey location
involved a number of different activities, which are outlined
in figure 7. Preliminary activities included selection of a Examination
primary sampling unit or PSU (see chapter 5 for a description data collection [€
of the sample design and selection), scheduling of the survey
at the selected location, establishing community contacts to l
publicize the survey, and selection and preparation of the Reports of
specific sites for the setup of the examination center and findings
the field office, where all survey operations were coordinated

and documented. The data collection phase at each survey
location consisted of two main components: the household Figure 7. Flow chart of activities at a survey location
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Sequencing and scheduling of survey
locations

The HHANES was conducted over a 2'4 year period,
from July 1982 until December 1984. During that time,
data were collected in 31 survey locations. The locations
were sequenced depending on several logistic considerations:
Avoiding the North in the winter months and the South
in the summer, surveying migrant workers when residing
in their wintertime homes, and increasing operating and cost
efficiency. The planners decided to survey the Mexican-Amer-
ican population first because it was the largest of the three
Hispanic groups being studied. Previous experience showed
that it would take about 18 months to survey the 10,000
sample persons representing this population. The plan for
the Southwest was to start in Texas, move west through
Colorado, New Mexico, and Arizona, and complete the region
by moving through California from south to north. Following
the close of the Southwest phase in December 1983 the
survey moved to Dade County, Fla., for 14 weeks. Data
collection then progressed to the New York City area, begin-
ning in May 1984 and ending in December 1984.

In the Southwest each survey location had a target sample
size of between 536 and 662 sample persons. There were
17 locations: six in Texas, one in Colorado, one in Arizona,
one in New Mexico, and eight in California, all combining
to form the Mexican-American part of the survey. For
maximum operating and cost efficiency, the locations were
paired so that travel time between the paired locations operat-
ing concurrently was reduced to a minimum. The pairs then
were placed in such a pattern that travel time between the
sets of pairs was as short as possible. Because operationally
the optimum number of sample persons per location was
approximately 500, the Dade County, Fla., PSU was split
arbitrarily into four sites of 566 sample persons each, all
operating from the same field office, so movement of the
examination centers was not necessary. For the Puerto Rican
part of the survey, the seven PSU’s were divided into nine
sites, seven in New York, one in New Jersey, and one
in Connecticut.

To assign estimated dates for the various activities related
to the operation of a survey location, it was necessary to
consider the time required to move trailers and personnel
between the locations; to do household screening and inter-
viewing; to set up the examination center, including calibration
and testing of all equipment and procedures; to conduct exami-
nations; and to allow for staff vacation time. Estimates for
these times were developed using NCHS past experience,
the contractor’s experience, and the projected ratio for each
location of eligible households to households screened.

Public affairs

As mentioned in chapter 1, an Outreach Task Force
was formed to evaluate the special conditions that would
surround and influence a survey of Hispanics. Recognizing
that major cultural and language barriers existed in the His-
panic communities, the task force articulated some concepts

and approaches for the development of an outreach plan
intended to promote participation in HHANES. To interpret
and carry out the guidelines provided by the Outreach Task
Force, a HHANES Public Affairs Task Force was established.
The Public Affairs Task Force designed, developed, im-
plemented, and coordinated a public affairs initiative, which
was an integral part of the survey operations. The objectives
of the public affairs effort were to inform national and local
audiences about the survey, to help overcome cultural barriers,
to elicit community support and cooperation, and thereby
to increase survey response by those selected to participate
in the survey. This public affairs initiative was designed
to encompass national, regional, and local approaches, and
to use both community and media contacts. At the national
and regional levels the objective was to inform target audiences
(national and local Hispanic groups, health and other profes-
sional organizations, data users, decision makers, and the
general public) of the purpose, usefulness, and projected
outcome of the survey. At the local level the objectives
focused on increasing community acceptance of the survey
as well as on increasing participation.

The HHANES opened in San Antonio, Tex., in July
1982 with a major briefing for the media, government officials,
and representatives from major national Hispanic and health
organizations. Other major national briefings and presentations
were given at various points during the survey to announce
general entry into another area of the country, These events,
which usually involved the news media and Hispanic health,
political, educational, religious, civic, business, and grass
roots community organizations, were geared toward providing
validity to and recognition of the presence of the survey
in the region; toward informing the general public of the
survey’s purpose, location, and schedule in an area; and
toward soliciting general support from regional, State, and
local officials, Hispanic organizations, and the public. In
addition to the initial briefing in San Antonio, regional brief-
ings were held in Los Angeles and San Jose, Calif.; in
Miami, Fla.; and in New York City.

Prior to beginning survey operations in each new location,
advance visits were made to the survey areas to inform
officials and Hispanic leaders of the schedule, to solicit their
support, to develop a list of key contacts and organizations,
and to determine the area’s unique characteristics and any
specific problems or needs. Such visits were also made to
inform leaders and the general public about the purpose,
scope, procedures, and eventual outcome of the survey.

In addition to the briefings and community contacts,
a2 wide range of promotional materials was developed to
explain both to the target Hispanic audiences and to the
general public the purposes and operation of the survey.
This effort also was designed to generate acceptance of the
survey in general and cooperation with interviewers and medi-
cal staff in the examination trailers at each site. Many of
these promotional materials, produced in both English and
Spanish, were designed for use throughout the survey in
all locations. Other special materials were developed to fit
the requirements of each community. For example, Fernando
Valenzuela, pitcher for the Los Angeles Dodgers baseball
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team, was featured in a television public service announcement
(PSA) and posters used in the Southwest. Luis Oquendo
and Velia Martinez, members of the cast of the Public Broad-
casting Service series, “Qué Pasa, USA?”, and Miami televis-
ion host Rolando Barral, were used in radio PSA’s in the
Miami area, and Oquendo and Martinez also were used in
posters. Actress Rita Moreno was featured in radio PSA’s,
posters, and a letter of endorsement used in the New York
City area. Special fliers, news releases, and other printed
materials were generated for local use in each location. A
question and answer sheet covering commonly asked questions
about the survey was prepared for staff use.

Household interviewing

Data collection in HHANES began with a household
interview. Before the opening of the examination center in
a survey location, and continuing during its operation, the
sample persons were identified, detailed questionnaires were
administered, and appointments were made for the examina-
tion. The sample person selection and the assignment of
particular questionnaires and examination components for each
sample person depended on the age at the time of the screening
interview. The elapsed time between the interview and the
examination appointment was quite variable, with a number
of sample persons having a birthday during that period. Be-
cause the examination was administered according to the
age at interview, it is important for users of the data to
be aware of the lag time; the date of interview, date of
examination, and date of birth are all available for each
examined person.

Interviewing staff

Hired by Westat and its subcontractor, Development As-
sociates, the household interviewing staff consisted of about
25 bilingual persons, most of whom were also bicultural
and of the background appropriate to the area being surveyed.
Within a data collection phase, the corps of interviewers
remained fairly constant. In the Southwest, for example,
it seemed more efficient to have the interviewers travel from
location to location rather than to attempt to hire and train
a new group of interviewers every few months. Not only
did this save time and money, but because the interviewers
naturally became increasingly proficient as time went on,
they were more effective at convincing sample persons of
the importance of the health examination. In addition to
the main household interviewers, special screening interview-
ers were hired in some areas that had a small proportion
of Hispanics relative to the out-of-scope population. These
interviewers were not necessarily bilingual because much
of their time had to be spent identifying and “screening
out” non-Hispanic residents of the survey area. When an
eligible household was found, one of the regular interviewers
was sent back to complete the household interview.

Before the opening of each of the three major HHANES
phases, and occasionally at other times when new interviewers
were hired, Westat conducted week-long interviewer training
sessions. These sessions, which were often observed and
monitored by NCHS design staff, consisted of lectures, films
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illustrating listing procedures and interviewing techniques,
mock interviews, written exercises, and practice interviews
with materials prepared in advance by the trainers. In the
first few days following training, new interviewers were often
observed conducting household interviews, and their work
was checked closely. Retraining was provided at any time
throughout the survey that it became necessary.

The household interview

In the household interview, several questionnaires were
administered in order to screen the household for eligibility
and to obtain the necessary demographic and health informa-
tion from selected sample persons. The questionnaires used
in the household were as follows:
® The Household Screener Questionnaire, administered

once at each selected address, for determining household

composition and eligibility and for selecting sample
persons.

® The Family Questionnaire, administered once for each
family containing sample persons, which included sec-
tions on family relationships, basic demographic informa-
tion, Medicare and health insurance coverage, participa-
tion in income assistance programs, and housing
characteristics.

® The Child Sample Person Questionnaire, for sample
persons 6 months through 11 years of age, which included
sections on a number of health status issues, health care
utilization, infant feeding practices, participation in meal
programs, school attendance, and language use.

® The Adult Sample Person Questionnaire, for sample
persons 12-74 years of age, which included sections
on health status measures, health services utilization,
meal program participation, and acculturation level.

(Samples of the actual questionnaires are contained in

appendix XII.)

An important concept in the household interview phase
was that of “eligible respondent,” which varied depending
on the specific questionnaire being administered. Household
composition, ethnicity, and age of household members could
be reported by any knowledgeable household member who
was at least 18 years old or who had been married. Since
a household might contain more than one family, an eligible
respondent for the Family Questionnaire was a member of
that family who was at least 18 years old and who lived
in the household. (If there was no family member 18 years
old or older, the head of the family or any member who
had ever been married was acceptable as the respondent.)
For the sample person questionnaires, in which detailed
personal information was obtained for each sample person,
the respondent rules varied according to age. Persons at
least 18 years old had to respond for themselves, unless
they were physically or mentally unable to be interviewed.
For sample persons 12-17 years of age, either self- or proxy-
response was acceptable. For sample persons under the age
of 12, proxy respondents were required, except for a few
questions addressed directly to children 6-11 years of age.
An acceptable proxy respondent was a family member at
least 18 years of age, preferably a parent or guardian of
the sample person.



% IR :
% Staff room ® ® :vatow . E
2 g
7 B 5
J L <
— ]
é ® Lavatory —
% | omat Dark room
| ] L
l @
® ® 'g
@ ® ®
I
Entrance

(® Reception area—The coordinator, who directed the flow of examinees through
the center, verified the names and addresses of sample persons, took their
temperatures, and provided them with exam gowns and specimen cups for
urinalysis.

@ Dietary interview rooms—Dieticians determined general patterns of food
consumption and asked for a 24-hour recall of foods consumed using food
models to establish quantities.

® Interview room—An interviewer administered a medical questionnaire covering
the following subjects: alcohol consumption, drug abuse, depression, smoking,
pesticide exposure, and reproductive history. Information on the use of
medicines and vitamins in the past 24 hours was aiso obtained.

@ Dental and eye exam room—A dentist performed a dental examination and
administered a vision test.

® Laboratory—A technician divided the blood and urine specimens for analysis. A
portion of each sample was tested in the laboratory for certain hematological
properties. The remainder was further subdivided, labeled, processed, and
prepared for shipment to various analytic laboratories.

® X-ray and uftrasound room—Technicians took posterior-anterior and left lateral

chest X-rays and performed an ultrasonography of the gallbladder.

@ Venipuncture room—A nurse took blood samples for biochemical testing and
provided sample persons with Glucola for the giucose tolerance test to
measure the prevalence of diabetes.

Physical exam room—A physician performed a medical examination, focusing
on the cardiovascular, gastrointestinal, neurological, and musculoskeletal
systems, and recorded impressions of overall health, nutritional and weight
status, and health care needs.

@ Audiometry and impedance room—A technician performed an audio test to
determine hearing levels and a tympanic impedance test to measure the
elasticity of the eardrum.

Electrocardiogram room—A technician took an electrocardiogram using the
standard 12 leads and Frank leads as part of the determination of prevalence of
heart problems.

@ Body measurements room—A technician took a variety of body measurements,
including height, weight, skinfolds, upper arm girth, elbow breadth, and hip width
to assess growth, development, and obesity in sample persons.

Figure 8. Floor plan and functions of the mobile examination center

In the initial contact with a selected household, the
interviewer determined “eligibility,” that is, whether any
household members were of the Hispanic background
appropriate to the survey location (Mexican-American in the
Southwest, Cuban-American in Dade County, or Puerto Rican
in the New York City area). If, after three attempts, the
interviewer was unable to talk with a household member,
information on household composition and ethnic origin of
the household members was obtained from at least two
neighbors so that the eligibility of the nonrespondent household
could be determined.

If one or more eligible families lived in the household,
a preselected sampling pattern was followed to choose specific
family members to participate in the extended interview and

examination. The interviewer then explained the survey and
administered the sample person questionnaires and the Family
Questionnaire. Then, the interviewer called the field office
to make an appointment for each sample person to have
the examination. At that time, a six-digit sample number
was assigned according to the sample person’s age and whether
or not the sample person was in the fasting or nonfasting
sample. An examination appointment was then scheduled
at the sample person’s convenience; the major restriction
on appointment scheduling was that persons in the fasting
half-sample, who were designated to receive the glucose
tolerance test and gallbladder ultrasound examination, had
to be scheduled in the morning since the glucose tolerance
test required an overnight fast of 10 to 16 hours. (Persons
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in the fasting group who were unable to make a morning
appointment were given the ultrasound examination in the
afternoon or evening if they had fasted at least 6 hours,
but the glucose tolerance test was only given in the morning.)
Before leaving the household, the interviewer informed the
sample persons that each would be given $20.00 as a token
of appreciation after receiving the examination, as well as
either taxi fare or mileage costs of driving to and from
the examination center. Then the interviewer obtained from
the sample persons written consent to be examined and to
allow NCHS to release the examination findings to a physician
or clinic of their choosing (specified on the consent form).

After the interviewer completed all aspects of the
household interview, the field office was responsible for
continuing contact with the sample persons. One week before
the scheduled examination, a reminder letter was sent.
Included in this letter were any special instructions, such
as a reminder to bring glasses for the eye examination,
and, for those in the fasting group, a reminder not to eat
the morning of the examination. Two days before the
scheduled examination, a person from the field office
contacted the sample person by telephone or, if the household
had no telephone, by personal visit as an additional reminder.
If an appointment was cancelled or the sample person failed
to appear for the scheduled appointment, the contractor staff
made further efforts to persuade the person to come. An
immediate attempt to contact the person was made in order
to emphasize the importance of the individual’s participation,
and followup contacts were continued until another
appointment was made, or it became abundantly clear that
the sample person wished never to hear about the survey
again.

The examination

The examination center

As mentioned earlier, examinations were conducted in
mobile examination centers. These facilities consisted of sets
of three trailers arranged side by side with connecting passage-
ways. As in the previous NHANES, there were three complete
examination centers, two operating simultaneously and the
third in transit. The use of the examination centers provided
a standardized setting for all the examination components
in all of the survey areas. Figure 8 contains a diagram
and description of the floor plan and functions of the examina-
tion center. The layout and flow of the examination centers
were similar to those in NHANES 11, although the facilities
had to be renovated to accommodate the examination compo-
nents new for HHANES.

The design of the examination center and the
characteristics of the equipment used for data collection in
HHANES were determined according to several criteria:

® Could off-the-shelf equipment be operated reliably in
the mobile examination centers without extensive
modification?

®  Could the equipment be calibrated?

® Could the staff be taught to operate the equipment so
that the results were accurate and reproducible?
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® Could the equipment fit into the available space?

® Could the equipment produce data that would be accepted
by the scientific community?

® Could the equipment be maintained?

Occasionally equipment had to be designed and crafted
especially for HHANES. This was done only if the test
was essential to the survey, and the mobile examination
center environment would not permit the standard method
to be used or the equipment normally used in a clinical
setting was unable to provide reliable statistical data for
survey purposes.

Logistics

The movement of the field personnel, equipment, and
supplies from location to location or from headquarters to
field was a task quite often taken for granted, but one that
required a great deal of effort. As mentioned earlier, the
schedule for each survey location was developed taking into
consideration the time required to set up the trailers and
ship the supplies. The trailer travel time was absorbed in
the schedule because, with three trailer systems and only
two examination teams, one set of trailers was always available
to “leap-frog” to a future location while examinations were
still being conducted at another site. To complicate the moving
schedules, twice a year the two examination teams were
mixed up to try to prevent them from developing what is
known as “drift in technique,” a phenomenon that often
happens during long surveys such as HHANES.

The supplies had to be sent to each location before
examination center setup. The supply system was based on
accurate inventories produced at the close of each survey
location and sent to the headquarters. Many of the supplies
were shipped directly from the individual suppliers to each
site, but the rest were sent from headquarters stock. The
decision as to what would be stored by headquarters was
based on the availability and shelf life of the item and on
any shipping hazards. The Centers for Disease Control shipped
supplies that needed special clearances or that were related
to the laboratory quality control program. All shipping arrange-
ments were made well in advance of the time the trailers
and staff arrived at the new location.

Before examinations started at a survey location, the
field office and examination center had to be set up. The
office setup process started with advance arrangements, includ-
ing securing contracts for the office space, furniture, and
telephones. The examination center was set up in two steps.
The first step, usually requiring 1 day unless there were
complications, included the parking and leveling of the trailers,
the deployment of the passageways to form the examination
center, and the connection of the electrical and plumbing
systems. The second step consisted of unpacking and setting
up the equipment and instruments, calibrating them, unpacking
the supplies, and testing the equipment and procedures during
a practice examination session.

Examination staff

Selecting, hiring, training, and keeping personnel for
any project is difficult; staffing for HHANES was especially



difficult because of the requirement that many staff be bilin-
gual, the constraints of holding medical examinations in trail-
ers, and the requirement that staff be on continuous travel
status.

Because examinations were always being conducted in
two examination centers simultaneously, there were two com-
plete examination teams, each of which included both govern-
ment and contractor employees. The positions of medical
doctor, dentist, dietary interviewer, and interviewer were
filled by the contractor since they necessitated a great deal
of communication with sample persons and, therefore, re-
quired fluency in both Spanish and English. Members of
the NCHS examination staff included health and laboratory
technicians, nurses, examination coordinators, and dietary
coordinators. After the staff members were hired, they were
trained by expert consultants in each of the data collection
areas. These training sessions were held before the pretests,
before the dress rehearsal, and after the survey started. During
the survey, each consultant visited the examination sites in
the field at least four times a year to monitor the data
quality and to retrain if necessary.

Examination center operation

At the examination center the staff was prepared to
examine 20 sample persons per day, 5 days a week, ordinarily
Tuesday through Saturday. There were two examination ses-
sions per day, held during the morning, afternoon, or evening
for the convenience of the sample persons. Occasionally

it was necessary to hold Sunday sessions. The examination
required about 2 to 3'2 hours, depending on the ages and
the number of persons being examined at a session.

At the examination center, a coordinator directed
examinees through the various examination procedures accord-
ing to a flow system. The purposes of the flow system
were to keep to a minimum the time examinees were in
the examination center and to use examination staff efficiently.
Because the time required for the various exam components
varied and because all examinees did not receive the same
components, the flow system had to be flexible and dependent
on which examiner was available and which examinee had
been waiting the longest. Another consideration was the possi-
ble interaction between examination components. Since the
glucose challenge (Glucola) could have an effect on the
urinalysis, electrocardiogram (ECG), and gallbladder ul-
trasound results, a urine specimen was collected and the
ECG and ultrasound procedures were done before the glucose
tolerance test was begun. Descriptions of the various tests
and examination procedures are contained in other chapters
of this report.

Under certain circumstances (described in chapter 6),
major medical findings expected to lead to complications
within 1 month of the examination were immediately for-
warded to the physician specified by the affected sample
person. In general, though, results of the various examination
components were sent to each examinee’s physician about
4 weeks after the close of a survey location.
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Chapter 9
Quality control

by Jean S. Findlay and Trena M. Ezzati

Introduction

Two sources of error may enter into survey data collection
activities. The first type is sampling error, the error that
occurs because data were collected from only a sample of
the total population of interest. The other source is nonsam-
pling error, the error that arises at various stages of the
data collection from such sources as measurement and record-
ing errors in the examination and errors in the interview
attributable to interviewer mistakes, recall problems, poor
questionnaire design, or problems with the translations. This
chapter describes the various HHANES data collection proce-
dures with respect to their potential sources of error and
the steps taken to reduce that error. The procedures for
measuring nonsampling error are also described so that data
users may have a basic overview of its effect on the survey
results.

Quality control of the sampling
procedures and process

Sampling error arises at all stages of sampling, from
selection of the primary sampling units (PSU’s) to identifica-
tion of individual sample persons. Errors in the sampling
process can result in noncoverage or incorrect coverage of
persons and places. The ability to use survey data to describe
the universe population (that is, Mexican-Americans in
selected areas of the Southwest, Cuban-Americans in Miami,
and Puerto Ricans in the New York City area) depends
on controlling or adjusting for errors in the sample design
or selection process.

Primary sampling unit selection

Although there were rules by which the primary sampling
units (PSU’s) were defined and stratified (see chapter 5 for
a description of the sample design), some of the procedures
were subjective; however, because these decisions were made
before sample selection, there was no bias in the selection
process. The stratification was reviewed to detect any grossly
incorrect procedure, and, to ensure that no PSU was included
in more than one stratum or omitted entirely, the stratum
populations were totaled and compared with the total published
counts for the States. There was no formal quality control
procedure in relation to the selection of the sample PSU’s.
However, various verification checks were made to ensure
that the procedures were performed correctly.
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Household listing

The quality of the household listing process was checked
in three ways. First, household interviewers checked for struc-
tures completely missed as well as for missing dwelling
units within buildings that had had at least one dwelling
unit already listed. The interviewers did these checks on
a subsample of the addresses. Any new dwelling units found
were added to the sample in such a way that the probabilities
of selection of the dwelling units were known. Second, a
supervisor replicated each lister’s work just after training
was completed and compared the two listings. If the lister’s
work was acceptable, more work was assigned. Third, the
supervisor accompanied each lister at least once during the
field listing period at each survey location to observe and
provide instruction if necessary.

Sample selection

Selection of the survey sample was accomplished in
two steps. The first was to screen listed households to identify
the eligible households, those containing at least one member
who belonged to the Hispanic group eligible in the area
being studied. The second step was to draw a sample of
the members of those families containing at least one eligible
Hispanic. This final stage of sample selection, which was
done by applying predetermined probabilities based on age
to each family member, resulted in the selection of persons
to receive the extended interview and examination. (A discus-
sion of within-household sample selection is contained in
chapter 5.) The screening and sample selection procedures
were verified at several points. In the field, two supervisors
independently verified that all households and families had
been correctly categorized as eligible or ineligible and also
ensured that the within-household sampling pattern had been
applied correctly. Any errors found were corrected before
the survey location closed so all identified sample persons
had the chance to be examined. After the close of a location,
the Household Screener Questionnaires from households with
sample persons were checked during data processing a third
time for correct sampling procedure. Likewise, the question-
naires from nonsampled households were checked for errors.
Adjustments to the sample were made as required.



Quality control of nonsampling error

Response rates and efforts to reduce
nonresponse

One type of error occurring in perhaps all surveys, espe-
cially those in which participation is voluntary, is that due
to nonresponse. If there is a large proportion of nonrespondents
whose characteristics differ from the respondents with respect
to the measurements being made, the ability to generalize
from survey data may be compromised just as if persons
were erroneously left out of the sample. The potential effect
of any nonresponse bias is greater when response rates are
low. Therefore, a major effort was made in HHANES, as
in all previous NCHS health examination surveys, to reduce
the magnitude of nonresponse.

Even though the full effect of nonresponse bias never
can be really known, rough estimates of bias can be made
for an interview and examination survey such as HHANES
by comparing household interview data from sample persons
who were examined with interview data from those who
were not examined. Because the interview response rate is
substantially higher than the examination response rate, nonre-
sponse bias with respect to selected health characteristics
may be estimated from the large amount of medical history
data available on nonexamined sample persons.

The following is an illustration of how bias due to nonre-
sponse can be evaluated, using estimated data from the South-
west phase of HHANES. Of the total sample, 100 percent
of the households were successfully screened and classified
as eligible or ineligible based on ethnic origin. For approxi-
mately 90 percent of the sample persons selected from the
eligible households, information on demographic characteris-
tics, including educational level, occupation, and income,
was collected. Approximately 85 percent of the sample persons
completed the Sample Person Questionnaire containing the
medical history information. Finally, about 75 percent of
the sample persons in the Southwest received the examination.
Since the examination is the most important analytic compo-
nent of any HANES, a survey “respondent” was one who
completed the examination as well as all interview compo-
nents. A “nonrespondent,” then, was a sample person who
was not examined, regardless of whether or not any interview
data had been obtained. The 25 percent of the sample persons
who did not complete the examination can be divided into
three groups:

1. Those for whom medical and demographic interview
data were collected.
2. Those for whom demographic information only is avail-

able.
3. Those about whom nothing is known.

A comparison of the interview data from these first
two groups and the examined group may provide some under-
standing of the extent of bias due to nonresponse to the
examination. The group for whom no data are available
accounts for roughly 10 percent of the original sample and
remains a potential source of unmeasurable error. It is possible
that these persons differ substantially from those who were
located and agreed to participate. The issues of nonresponse

bias''812° and factors related to participation '2°'2 in health

examination surveys are discussed in several reports.

Before the start of data collection at a survey location,
efforts were made to inform the selected community of the
purpose and methods of HHANES in order to gain general
acceptance of the survey and to increase response (this public
affairs program is discussed in Chapter 8). However, because
a considerable loss of respondents occurs between the inter-
view and examination phases of data collection, most efforts
at increasing response to HHANES were directed at making
the examination experience more appealing. Some methods
used in HHANES included adapting the schedule of examining
sessions to suit the needs of each particular locality; scheduling
examination appointments at the convenience of the sample
persons; scheduling whole families together for the examina-
tion; using bilingual, mostly Hispanic interviewers and exam
staff members; printing the questionnaires in both Spanish
and English; locating the examination centers in convenient
and socially acceptable places; providing free transportation
to and from the examination center; providing for baby sitting;
obtaining permission from the schools for student examinees
to miss classes; sending the examination results to the
examinee’s personal health care provider; and giving each
examined person $20 as a token of appreciation. Also, an
extensive follow-up system was used to help sway sample
persons who refused the examination or broke their
appointments.

Two adaptations to the traditional HANES sample design
were made primarily to improve response rates. The number
of sample persons selected per family was increased over
what it had been in past surveys, and the geographic size
of the PSU’s was again reduced (as it was in NHANES
1) so the travel distance between the segments and the exami-
nation center was as short as possible.

Quality control of household interviews

Assuring the quality of the household interview data
was a long, thorough process. First, the efforts of many
people combined to develop and pretest the questionnaires
in both Spanish and English and to ensure that the two
versions were equivalent. Precise definitions of questionnaire
terms were written and incorporated into detailed instruction
manuals. Then, to administer the household interview, the
HHANES contractor recruited and hired interviewers who
were not only fluent in both Spanish and English but who
were for the most part of the specific Hispanic cultural heritage
eligible for selection in the area where the survey was being
conducted at the time. Before the interviewers went into
the field, they went through an intensive training program
specific to the survey and its questionnaires. Later retraining
sessions were conducted as necessary.

Verification of completed questionnaires with respondents
is a procedure often used in interview surveys to be sure
the questionnaires have not been falsified. For HHANES,
however, a verification procedure for completed question-
naires was not used because all interviewed sample persons
either were given the examination or were contacted again
after the initial interview as a followup to a broken examination
appointment or a refusal. The expectation was that during
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the examination or the followup contacts, any falsification
of the questionnaires would be discovered. Therefore, since
the only cases that seemed subject to falsification were those
classified as either vacant or not dwelling units, 10 percent
of those cases were verified to assure the validity of the
sample. If anyone discovered that an interviewer had falsified
questionnaires, the interviewer was immediately removed from
the job, and all work done by this person was verified
or redone to the extent necessary to assure the validity of
the data.

One of the most direct methods of monitoring used in
all NCHS health examination surveys is observation of the
interviews by NCHS and contractor staff. In HHANES, how-
ever, the amount of interview observation was somewhat
limited by the scarcity of bilingual staff. Still, observation
of the household interviews helped identify a number of
problems that would have otherwise remained undetected.

Field edits were a very important part of quality control.
Interviewer supervisors edited completely the first 25 question-
naires done by each interviewer. If these were satisfactory,
then key item edits were substituted for complete edits until
the supervisor was convinced that the interviewer’s work
was of consistent, high quality. But, if the complete edits
indicated the interviewer’s work did not meet standards, the
supervisor worked with the interviewer to help improve the
quality of that person’s work. Then if the complete edits
showed the work had improved sufficiently, only key item
edits were done for a period of time. However, if unable
to meet the standards of quality required, the interviewer
was released.

Also, throughout the survey NCHS field staff edited
all questionnaires completely and informed the interviewer
supervisors of any error patterns existing so interviewers
could be corrected. Whenever possible NCHS field personnel
sent each questionnaire containing errors to the mobile exami-
nation center on the day of the sample person’s examination
so the correct information could be retrieved directly from
the examinee. Members of the NCHS and contractor’s head-
quarters staff also made frequent field visits to edit forms.
These processes led to the discovery of problems, either
interviewer errors or questionnaire deficiencies, that needed
attention.

Quality control of the examination

Quality control of the health examination had the two
goals of reducing systematic and random measurement error
for each examination component and of quantifying what
error remained wherever possible. Among the quality control
measures that applied to the examination taken as a whole
were the standardized environment provided by the three
identical sets of mobile examination centers, detailed written
instructions available for all procedures, specialized training
of examiners before they collected data, periodic retraining
of examiners to reduce the “drift” in technique inherent in
long surveys, formal transmittal procedures to account for
and to send the data from the field to the processing center,
documentation of any unusual occurrences that may have
affected the data, review of all examination forms before
examinees left the examination center, and a practice examina-
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tion session conducted on nonstudy persons the day before
regular examinations began at each location to be sure all
the equipment and staff were functioning properly.

Other elements of the field quality control program applied
individually to the various components of the examination.
For example, the technicians calibrated the equipment and
instruments used for ultrasonography, electrocardiography
(ECG), audiometry, tympanometry, X-rays, body measure-
ments, and the laboratory procedures. These calibrations were
done at various intervals depending on the instrument, some
as often as before each examination, others once per survey
location, weekly, daily, or twice daily. The survey also
employed a biomedical engineer whose responsibility it was
to ensure that the equipment always functioned at the high-per-
formance levels required.

For the two examination components that were actually
interviews, the Dietary Questionnaire and the Adult Sample
Person Supplement, the dietary coordinator at each location
edited a sample of each interviewer’s work and discussed
the results of the edits with the interviewer, pointing out
any problems revealed.

As with the household interview component of HHANES,
observation of the data collection was an important quality
control measure. Various staff persons from both NCHS
and the contractor periodically visited the field to observe
specific components of the examination. For many of the
examination components, expert consultants visited the field
at least four times a year to observe the procedures under
their respective jurisdictions. Following a visit, the consul-
tant’s findings were discussed with the appropriate examiner,
who was retrained in the proper technique if necessary. The
examinations for which this quality control procedure was
used were the physician’s and dental examinations, the vision
test, audiometry, tympanometry, body measurements, ul-
trasonography, and the laboratory procedures. A variation
on this was to tape record interviews that could not be
casily observed, such as the dietary interview. For these
the consultant listened to the tapes to verify that the interviews
were being conducted properly and retrained the interviewers
if necessary. For all these examination components the consul-
tants’ written reports documented the quality of the data
gathered at the times of the observations.

Certain examination components, such as ECG, tym-
panometry, X-rays, and ultrasonography, yielded hard docu-
ments. The films and tracings produced by these components
had to meet a number of standards of quality to be acceptable.
If they did not meet the standards according to the technicians’
self-evaluation, the technicians repeated them. The supervis-
ory and chief technicians regularly evaluated the films and
tracings and retrained the technicians when necessary. Further-
more, the ECG’s were recorded not only on paper as tracings
but also on tapes that were analyzed by computer. Any
abnormal ECG’s detected by the computer were read by
experts to ensure that the computer diagnoses were correct
or to adjust them if necessary.

For two examination components, assistants recorded the
findings on the examination form in order to free the hands
of the examiner to do the procedure. This process was used



to reduce the chance of recording error for body measurements
and the dental examination. Because the recorder for body
measurements was one of the health technicians, the
examiner’s measurement technique was checked as the mea-
surements were recorded.

Another quality control measure used for audiometry
and body measurements was the comparison over time of
the mean or median measurements taken by the health techni-
cians at each location. If any abnormal variability appeared,
the supervisory technician and the appropriate consultant
checked the measurement techniques and corrected the techni-
cians when warranted.

Replicate data

Even though many methods were used to keep measure-
ment error to a minimum, some degree of measurement
error may be left in the data. Therefore, another objective
of the quality control program was to determine the extent
of this error. To do this, the survey collected replicate data,
either by rereading hard documents produced by the proce-
dures, such as X-rays, ECG’s, and photographs of height
measurements, or by repeating procedures exactly as they
had been done originally. The scope and frequency of collec-
tion of replicate data varied greatly. For example, on the
one hand, the technicians replicated readings for hematocrit
and hemoglobin as often as on every examinee. On the
other hand, complete replicate examinations (except for X-
rays) were performed on a small sample of examinees who
volunteered to participate a second time. The purposes of
the different sets of replicate data varied as well. Many
replicates were done to enable supervisors or consultants
to monitor the quality of the data regularly, so problems
could be detected and corrective measures taken before quality
was adversely affected. Other replicates were collected for
use at the end of the survey to describe the measurement
error contained in certain sets of data.

The group of examinees who would receive a second
complete examination consisted of volunteers rather than a
statistical subsample of examinees because the nonresponse
problems associated with a statistical subsample would have
been enormous. The possible bias resulting” from the use
of a nonstatistical sample was not of prime importance because
the main interest was not with the values of the measurements
themselves but rather with the errors in the measurements.
In addition to quantifying measurement errors, the complete
replicates would allow the assessment of real intraindividual
variation over a 2- to 3-week period. This real variation
can be of great concern also, especially for such data collection
techniques as the body measurements.

During the first few weeks at a survey location most
sample persons were asked after their examinations if they
were willing to return 2 to 3 weeks later for a second full
examination. Generally, about 12 volunteers at each survey
location were scheduled for re-examination. Whenever possi-
ble, the components of the replicate examination were done
by an examiner other than the one who did the original.
Operationally, there were problems getting the desired number
of complete replicate examinations, often because few

examinees volunteered, even fewer showed up, or the exami-
nation slots were needed for original examinations.

Although the full-scale replicate examinations were the
single most ambitious undertaking of replicate data gathering
in HHANES, other replicate measurements were periodically
performed for the purposes of monitoring and evaluating
inter- and intra-examiner variability. For example, replicate
data were gathered by consultants or supervisors designated
as “standards” who went to the field periodically and replicated
such examination components as the dental examination, vi-
sion test, blood pressure, and body measurements. These
replicates were mainly used as a basis for monitoring the
measurement process and retraining the examiners in the
proper techniques if necessary. Additionally, for body mea-
surements and ultrasonography, intertechnician replicates were
regularly collected, providing at the end of the survey a
large pool of replicate data from which to describe the mea-
surement error in these two examination components.

Sometimes, instead of replicating a procedure, an expert
reread the hard document produced by the procedure. This
was done for ultrasonography, tympanometry, X-rays, and
body measurements. For instance, to evaluate the readability
of the ultrasound films and to evaluate the technicians’ deter-
minations of normal or abnormal gallbladder, a sample of
films was sent to the Johns Hopkins University to be indepen-
dently evaluated by two expert radiologists. The sample con-
sisted of all films of abnormal gallbladders and of about
10 percent of the films of normal gallbladders. Any disagree-
ments between the evaluations of the two experts were recon-
ciled by a third radiologist from the National Institutes of
Health. After comparing the diagnoses of the experts with
those of the technicians, analysts produced measures of agree-
ment. Also, for much of HHANES, the technicians recorded
each ultrasound examination on videotape. Then experts
evaluated these tapes for correct procedures and diagnoses.

Two procedures were used for the quality control of
the tympanometry. All abnormal tracings were reread by
an expert from the National Institutes of Health, and correc-
tions to the data were made when indicated. In addition,
in order to assess the quality of the tympanograms and the
extent of measurement error, a sample of 10 percent of
all of the tracings was reread so that the expert’s independent
evaluation of the findings could be compared with the techni-
cians’ determination of normal or abnormal impedance.

As mentioned earlier, a recorder entered the body mea-
surement values as the technician took the measurements.
As a safeguard against recording error in the essential measure-
ments of standing height and weight, extra quality control
devices were implemented. For body weight, the scale auto-
matically printed the weight in kilograms on the body measure-
ment recording form. For height, the technician took an
instant photograph of the height scale setting for each standing
height measurement and read the measurement to be recorded
from the photograph, not directly from the scale. The camera
was perpendicular to the height scale so that the picture
taken of the measurement was devoid of any parallax that
might have occurred if technicians of different heights had
read the measurements directly from the scale. Then later,
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all the height photographs and weight printouts were compared
with the hand-recorded entries on the forms. The data were
corrected when recording errors were found.

For the X-ray examination component, two experts inde-
pendently interpreted all the posterior-anterior and lateral chest
X-rays. They later discussed their findings and resolved any
differences between interpretations. Both the individual and
combined findings were available to analysts of the X-ray
data.

Quality control of laboratory processing

Various laboratory assessments were made in the mobile
examination center laboratory the same day the blood and
urine specimens were obtained; numerous other tests were
performed under contract by outside laboratories. Different
systems were developed to monitor the quality of both levels
of analysis.

Mobile examination center laboratory

A significant amount of instrument quality control took
place in the analysis of examinees’ blood samples; for exam-
ple, control specimens were used to check the Coulter Cell
Counter daily. As discussed earlier, the various instruments
were also checked and calibrated at the beginning of each
survey location, and preventive maintenance was performed
as scheduled with results recorded in an instrument log book.
The laboratory technicians did all hematocrit and hemoglobin
determinations in duplicate. In order to assure quality in
hematology, each technician participated in the Centers for
Disease Control Proficiency Testing Program at least 4 times
a year.

The Clini-Tek instrument used for urinalysis automatically
read the reagent strips. Therefore, variability in lighting,
visual acuity and color matching, and technician timing and
technique, was virtually eliminated. In addition, the machine
automatically recalibrated itself, thus removing the need for
calibration by the laboratory technicians. Instrument perfor-
mance checks were produced daily and proficiency testing
was done 4 times a year.

Contract laboratories

At the practice examination session for each location,
the technicians split the blood drawn from examinees and
sent pairs of tubes to the various laboratories performing
HHANES laboratory analyses. Each split duplicate was sent
to the laboratory in the same shipment with the original
but with a different identifying number.

In addition to the blind-split duplicates, the various labora-
tories participating in HHANES routinely performed their
own replicate and quality control determinations. Whenever
differences larger than predetermined tolerances occurred,
the analyses were repeated. Generally two types of quality
control systems were used by the chemical laboratories:
“bench” quality control pools inserted by the analyst in each
analytical run to monitor the day-to-day analysis, and “blind”
quality control samples placed in vials, labeled, and processed
s0 as to be indistinguishable from regular HHANES samples.
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Quality control of the data processing

Another major survey operation, that of data processing,
included the data input, editing, and imputation procedures.
Processing of the data was an integral part of the HHANES
operation. Quality control of the data processing began from
the time the data collection forms were received at the NCHS
data processing center in Research Triangle Park (RTP),
North Carolina, and continued through the data editing pro-
cess. Although a thorough discussion of this process is pre-
sented in chapter 10, a brief description of the HHANES
data processing program and the associated quality control
measures is presented below.

In HHANES, as in previous DHES surveys, some data,
such as ECG’s, were recorded directly on magnetic tape
for immediate computer use. Other data, such as X-rays,
ultrasonograms, tympanograms, height photos, and weight
printouts, were recorded in the form of hard documents.
But the majority of HHANES data were collected by interview-
ers and examiners checking boxes and making written entries
with numbers or words in appropriate spaces on standard
forms, thus requiring computer processing of the data
collected.

The objectives of the HHANES data processing program
were to detect and correct field collection errors, control
the processing operation, and provide data, ready for analysis,
in a timely fashion. Although clerical edits to detect missing
and inconsistent data were performed in the field, the actual
processing of data began after the data collection forms arrived
at RTP. There the processing started with an accounting
of all the interview and examination forms for each survey
participant. One quality control measure was implemented
to make it easier to catch errors in the recording of the
basic five-digit number assigned to each sample person. Dur-
ing the final stage of sample selection, a single computer-gen-
erated check digit was added to the sample number. Then,
during data processing, if a computer edit found that the
check digit disagreed with the sample number on a particular
record, the record was rejected and either the sample number
or the check digit corrected. After all identification numbers
and basic demographic variables were verified, the majority
of the interview and examination data collection forms were
then subjected to clerical edits of some nature to determine
whether or not the forms had been properly completed and
to correct as many errors as possible. Following the completion
of the clerical editing, the records were keyed with 100-percent
verification. Computer edits were then performed for each
field on each form, and a computer printout was produced
for all records containing inconsistencies. The corrected rec-
ords were edited again, and this process continued until
there were no edit failures. Frequency counts for the various
data sets were produced and the results sent to DHES for
review. Finally a structure check was completed for each
sampled household to determine inconsistencies between
forms. After RTP made the data tapes available to DHES
for processing, internal quality control tabulations were gener-
ated and evaluated. One facet of this internal quality control
was the comparison of means, medians, and percentiles for



various examination data with those from previous HANES might indicate internal laboratory drift, or problems with
programs or with other data published in the literature. In the laboratory quality control or methodology.
addition, the laboratory data were monitored for trends which
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Chapter 10
Data processing

by Sandra T. Rothwell and Marie Leahy

The data processing portion of the Hispanic Health and
Nutrition Examination Survey (HHANES) operation was a
large and critical element. Through this system, field-collected
data in the form of questionnaires, examination forms,
laboratory reports, X-rays, and electrocardiogram recordings
were translated into machine-readable electronic information
suitable for analysis. This chapter presents an overview of
several aspects of the data processing of these various types
of data, including the flow of data from the field to NCHS,
preliminary editing and coding, quality control of coding
and keyboarding, and substantive review and re-editing of
the data.

Flow of data

As described in previous chapters of this report, a number
of different types of data were collected by means of
HHANES. The four basic data collection categories, each
of which involved a distinct system for collecting and
preparing the data, were questionnaires and examination
forms, X-rays, electrocardiogram recordings, and blood and
urine specimens for biochemical analysis. A brief description
of the flow of each data type, from collection through editing
and transmittal of data to NCHS for processing, follows.

Questionnaires and examination forms

Questionnaires that were administered in the household
were collected and logged-in at the field office each day,
where they were edited for omissions and other errors. The
Sample Person Questionnaires (containing the medical history
information) for those who scheduled examination
appointments were sent to the examination center; thus, any
missing information could be collected, and the physician
could refer to the medical history information during the
examination. Following the examination, these questionnaires
were returned to the field office, where they were combined
with the other household questionnaires and prepared for
transmittal to the NCHS data processing center. The Dietary
Questionnaire and the Adult Sample Person Supplement,
which were administered in the examination center, were
edited in the field office and then boxed for shipment with
the other questionnaires. Examination forms remained in the
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examination center until they were edited and prepared for
shipment. Transmittal of all of the questionnaires and
examination forms occurred in stages throughout each survey
location, but, in general, all materials pertaining to an
individual sample person were transmitted at the same time.

X-rays

During the examination, two chest X-rays were produced
for diagnosis of various cardiovascular, lung, and chest
conditions and for measurement of heart size. Two sets of
copies of the X-rays were made, one of which was included
in the routine reports of findings sent to each sample person’s
physician. The second set was analyzed under contract by
two radiologists who interpreted the X-rays independently,
compared their findings and resolved any differences in
interpretation. The results then were keyed to tape and sent
to NCHS for further processing.

Electrocardiogram recordings

In the examination center, electrocardiographic signals
were digitized and recorded on cassette tape. The cassette
tapes then were copied to 9-track tape and sent to Dalhousie
University in Nova Scotia for measurement and interpretation
of the recordings. The electrocardiogram findings were keyed
to tape and sent to NCHS. A separate list of persons with
abnormal findings also was sent to ensure the inclusion of
the information in the physician’s report of findings.

Laboratory data

Blood and urine specimens were collected and subjected
to an extensive battery of analyses, some of which were
performed by laboratory technicians in the examination center;
others were analyzed under contract by various laboratories.
The diagram in figure 9 is a simplified flow diagram of
the laboratory data production process, showing the various
paths followed for different types of specimens or analyses.

Detailed information on tests performed, descriptions of
applicable subgroups, and a list of responsible contract labora-
tories are included in appendixes V-VII.
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Figure 9. Summary of laboratory data flow

Preparation of preliminary data tapes

Most of the data processing performed by NCHS involved
the preparation of interview and examination data. Unlike
the other types of data previously discussed, which were
sent to NCHS in the form of data tapes, the questionnaires
and examination forms contained handwritten entries that
required several preliminary steps before the final data tapes
could be produced.

Forms accounting

The first step in the system was to account for all the
forms received from the field offices. Included in this initial
step was the validation of critical data fields—age, sex,
and identification number. Reports on interview and
examination status and response rates were generated based
on this process of forms accounting.

Clerical editing and keyboarding

After all accounting was completed for a survey location,
each questionnaire and examination form was read by a
clerical editor. This system provided a means of detecting
before data entry any instances in which the data on the
forms appeared to be inconsistent. It was preferable to correct
these situations early in the cycle rather than to keyboard
obviously incorrect information that inevitably would be
rejected. In addition, the clerical editor looked for the types
of items that cannot be checked easily with a computer.
For instance, the editor would read comments written in
the margins of the collection form or review the comments
in residual categories. Such otherwise unusable information
frequently enabled manual backcoding into the specified
precoded categories; in other instances, it facilitated
interpretation of unclear entries. The clerical editors also




checked for skip pattern errors, read most of the check items
on the forms, looked at a few consistency problems (although
most of these were left to the computer edits), and completed
the industry and occupation coding according to U.S. Bureau
of the Census coding specifications.

All of the clerical editing was performed twice, both
to verify the editing and to check the validity of the industry
and occupation codes. A record was kept of all clerical
editing errors and decisions for purposes of continued
monitoring and training of the clerical staff.

Keying and verification occurred after clerical edits were
completed. For HHANES, cluster type key-to-disk data entry
equipment was used because it was capable of handling
large data entry jobs, could be programmed to perform some
tests of validity and consistency, allowed data entry operators
to change jobs with ease, and was equipped with
communications for the submission of jobs. In addition to
being programmed to detect range and validity errors on
individual fields, the data entry formats also controlled most
of the skip patterns so that in many cases it was virtually
impossible to enter data that should have been skipped. These
functions provided an additional level of verification of entries
and clerical editing.

All data were keyed twice. This 100-percent verification
not only ensured the best possible quality in the data
conversion, but also obviated the need for another subsystem
for sample quality control.

Review and re-editing of data

The final step in production of data tapes ready for
release to the public included re-editing and statistical quality
control analysis. Substantive editing of the interview and
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examination data was accomplished in several stages. Edit
programs for each data set were designed to check for proper
format, range, and basic internal consistency. After these
edits had been run, preliminary tabulations were reviewed
by statisticians, analysts, and subject matter experts for editing
accuracy, completeness, and adherence to interview and
examination protocol. This review, as well as a statistical
analysis of the data to compare means, medians, and
distributions of some of the laboratory and examination
findings with data from earlier HANES and other sources,
revealed occasional deficiencies in the edit specifications or
programs and problems in the data collection. Reviewers’
recommendations in some cases resulted in changes in data
collection or laboratory analysis procedures.

As a result of this review stage, numerous additional
within- or across-form consistency edits were incorporated.
All data were again read by the revised edit programs, with
records containing inconsistent entries rejected and verified
by comparing keyed values with the entries on the original
data collection forms. The cycle of editing, rejecting,
reviewing, and correcting errors was repeated until it was
determined that no additional corrections could be made.
In many cases, apparently inconsistent or unlikely values
were left unchanged on the data tapes if they had been
coded and keyed correctly and could not be reconciled with
other available data. Depending on the particular data
collection document or the specific health topic involved,
missing values were sometimes imputed. All imputed values
have been flagged on the data tapes so that researchers can
distinguish between reported data and imputed data. This
entire process of editing and imputing resulted in data tapes
that were essentially “clean” and ready for analysis.
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Chapter 11
Approaches for the analysis of
data

by Mary Grace Kovar, Dr.P.H.

Introduction to the problem

The sample design and estimation procedures that were
described in chapter 5 mean that special procedures should
be used to analyze data from the Hispanic Health and Nutrition
Examination Survey (HHANES). The theory and a design-
based analytic approach to data from surveys such as HHANES
were presented in a monograph designed to aid users of
data from the first National Health and Nutrition Examination
Survey (NHANES 1).'2% The purpose of this chapter is not
to repeat the theory given in that monograph but to provide
users of HHANES data with some examples of what happens
under different approaches and to provide some guidance
to help them make their own decisions.

This is a design-based approach; that is, the sample
design is taken into account in the analysis. There are other,
model-based, approaches. The reader who is interested in
investigating them might start with the Hansen, Madow,
and Tepping paper, the comments on that paper and the
references given by those commenting.'?” The design-based
approach is suggested here, not because it is the best or
only approach for all possible analyses, but because it is
a pragmatic approach that appears to yield reasonable results.

There are two aspects of the HHANES design that must
be taken into account in analysis. One is the sample weights;
the other is the complex sample design. Weights are needed
to estimate means, medians, and other descriptive statistics.
Weights and the strata and primary sampling units (PSU’s)
from the sample design are needed to estimate variances
and test for statistical significance.

Each person in the sample represents a large number
of people in the U.S. population. If each sample person
represented the same number of people in the population,
that is, if they had equal probabilities of selection, the data
could be used without weights to study relationships. Because
they do not, the sample weights, which incorporate the selec-
tion probabilities, a nonresponse adjustment, and poststratifi-
cation, must be used to produce the correct population esti-
mates. The weights are on HHANES data tapes and instruc-
tions for using them are in the tape documentation. Most
widely available software packages have an option for incor-
porating weights in the analysis. The information needed
for computing the variances is also on the data tapes. The
need for incorporating the sample design is not as readily
apparent as the need for incorporating weights. Furthermore,
the instructions are not as straightforward, and very few
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of the widely available software packages have this as an
option.

Most of the methods of statistical analysis taught in
classes and most of the software currently available for data
analysis depend on the assumption of simple random sampling.
In surveys with complex sample designs, the assumption
of simple random sampling is seldom appropriate. It usually
leads to estimating smaller variances than those estimated
taking the complex sample design into account. The smaller
variances lead to finding more differences statistically signifi-

- cant than would be found using the complex sample design.

The design effect, defined as the ratio of the variance
of a statistic from a complex sample to the variance of
the same statistic from a simple random sample of the same
size, that is,

. Vanance complex sample
Design effect =

Variance Simple random sample

is often used to show the impact of the complex sample
design on variances. If the design effect is near 1, the complex
sample design has little effect on the variances and one
could consider assuming simple random sampling for the
analysis. 7

However, design effects in NHANES I and II were
rarely near 1 and their size was inconsistent. Table D shows
selected design effects for NHANES I. One might expect
that in smaller population groups the people would be more
homogeneous and the design effect would be reduced. That
was often the case for age groups in which the variable
under consideration was correlated with age, but even in
that instance the design effect was not negligible. For popula-
tion groups defined by other measures, such as drinking
and smoking categories, the design effects were highly incon-
sistent, and were sometimes less than one.

Note also that equal sample sizes do not necessarily
mean that the design effects are equal. There were 195
current smokers who did not drink and 165 who were heavy
drinkers. Yet the design effect for the first group was 0.723
and for the second group it was 1.742 for the same response
variable (mean periodontal index).

In the NHANES, there was usually only one person
selected from each household. However, in HHANES there
is clustering within households with an expected average



Table D. Selected design effects from the first National Health and Nutrition
Examination Survey

Variable Samplesize  Design effect
Decayed, missing, and filled teeth
1-74yearsofage...................... 20,749 4.648
1-17yearsofage ...................... 7,104 2.108
1824 yearsofage ..................... 2,297 3.287
Systolic blood pressure
6-74yearsofage ...................... 17,658 5.963
3544 yearsofage..................... 2,317 2.696
S564yearsofage ..................... 1,255 1.476
Calories
1-74yearsofage ...................... 20,749 7.431
25-34yearsofage ..................... 2,694 2117
65-74yearsofage ..................... 3,466 3.283
Mean periodontal index (P1)
Does not drink—never smoked ........... 417 1.823
Does not drink—current smoker . . ......... 195 0.723
Moderate drinker—never smoked ......... 178 2.190
Moderate drinker—current smoker . . ....... 483 1.932
Heavy drinker—current smoker . .......... 165 1.742
White—currentsmoker .. ................ 851 2.756
Black—current smoker .................. 230 1.488

NOTE: Design effect = Variance compiox sampie
VaHance simpie random sampie

SOURCE: National Center for Health Statistics, J.R. Landis, J.M. Lepkowski, S.A. Eklund, and
S.A. Stehouwer: A statistical methodology for analyzing data from a complex survey, the first
National Health and Nutrition Examination Survey. Vital and Health Statistics. Series 2, No. 92.
DHHS Pub. No. (PHS) 82-1366. Public Health Service. Washington. U.S. Govemment Printing
Office, Sept. 1982.

of three persons per family and there is great interest in
measures, such as use of medical care, where family members
may tend to behave like one another. For example, children
in the same family may be much more like one another
in receiving immunizations than they are like children in
a neighboring family. We might expect the design effects
to be larger in that case.

Because there was no family clustering in NHANES,
there are no data from that survey to estimate its impact
on the design effects. However, all family members are
included in the National Health Interview Survey (NHIS);
data from that survey can be used to show the possible
impact of family clustering.

The overall design effect for whether children had re-
ceived medical care within an interval deemed adequate for
preventive care was 2.76 (table E). Family clustering obvi-
ously had an impact on the design effects. The smallest
value was in families of fewer than four people. The largest
was in families of six or more people. If simple random
sampling is assumed, the standard error in families with
six or more people was 8 percent higher than in families
with three or fewer people. It was 88 percent higher when
the complex sample design is incorporated. '%3

It is interesting to note that there is relatively little varia-
tion in the design effects when the children were classified
by a geographic variable compared with the variation when
they were classified by a family characteristic. Also, as in
NHANES, equal sample sizes did not result in equal design
effects.

Some examples from NHANES I and NHIS will illustrate
the importance of incorporating the weights and the sample
design in analyses. The examples from NHANES 1 illustrate
three possible strategies (shown in figure 10 below): Using
the sample counts and assuming simple random sampling
(option 1), incorporating the weights and assuming simple
random sampling (option 2), and incorporating both the
weights and the complex sample design (option 3). In the
NHIS example only options 2 and 3 are illustrated because
NHIS is essentially a self-weighting sample; the probabilities
of selection are equal in the basic design. Incorporating the
weights makes very little change in the estimates.

Figure 10. Strategies for analysis of complex sample data

Inciusion of

Option Sample weights Complex sample design
1 No No
2 Yes No
3 Yes Yes

Data in table F illustrate the effect of the three strategies
on means. The sampling probabilities in NHANES I were
based on age. Therefore, incorporating the weights should
have relatively little effect on the estimated means when
the people are classified by age. As can be seen, the means
under option 1 do not differ greatly from the means under
option 2. Nor do the standard errors of the means differ
very much. Since both options 2 and 3 are based on weighted
data, the means are precisely the same. However, the standard
errors under option 3, which incorporates the complex sample
design, are very much larger than the standard errors under
option 2, which assumes simple random sampling.

Data in table G illustrate the effect of the three strategies
on proportions when adults are classified by race and smoking
status. Sampling probabilities were not based on these vari-
ables, and incorporating the weights should have more effect
on the estimated proportions within subcategories than when
age was the control variable. As can be seen by comparing
the proportions under option 1 with those under option 2,
it does. The estimated proportions under option 2 and 3
are precisely the same and are not shown for option 3.
Only the standard errors are shown to illustrate the effect
of incorporating the complex sample design.

Data in tables H, J, and K illustrate the effects of the
three strategies on test statistics. Table H illustrates a multiple
regression model. (Some of the basic data were shown in
table F.) Incorporation of the weights changes both the regres-
sion coefficients and the r-statistics somewhat. Incorporation
of the complex sample design results in larger standard errors
of the coefficients and, consequently, smaller r-statistics. The
effect on race was especially pronounced; the #-statistic was
7.42 under option 2 but 3.50 under option 3. In contrast,
the r-statistic for sweets, which was 7.17 under option 2,
was 6.43 under option 3.

Table J illustrates hypothesis tests for the data in table
G. The Q statistic for the effect of race was so large that,
even though incorporating the weights and the complex sample
design in the analysis reduced it, it remained significant
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Table E. Estimates of standard errors and design effects for whether children have received care within an interval adequate for preventive care for specified
subpopulations of children and youths under 18 years of age, National Health Interview Survey, 197576 annual average

Standard Error
Number of Proportion
children in with adequate Simple Complex Design
Variable thousands interval random sample sample effect
Total ... 73,234 0.8566 0.001295 0.002152 2.76
MDMA'
YOS oo 56,563 0.8829 0.001352 0.001933 2.04
NO ... 11,249 0.7315 0.004178 0.006855 2.69
PHONE?
YOS e 65,061 0.8671 0.001331 0.001948 2.14
NO ... 7,852 0.7705 0.004746 0.008343 3.09
FAMSIZE®
1-8 12,789 0.9090 0.002543 0.002693 1.12
PPN 21,063 0.8963 0.002101 0.002687 1.64
< Z O 17,081 0.8598 0.002656 0.003170 1.42
BOrmMOre ........cocoiininininnnnn 22,301 0.7864 0.002744 0.005067 3.41
EDHEAD*
O~11 24,771 0.7953 0.002563 0.004240 2.74
2 25,888 0.8678 0.002105 0.002960 1.98
183ormore .......... .., 21,874 0.9161 0.001875 0.002383 1.62
Residence®
SMSA .. 53,324 0.8701 0.001456 C.002415 275
NOon-SMSA ........................ 19,910 0.8204 0.002720 0.004562 2.81
Outpatient department in the
county of residence
YOS e 49,782 0.8718 0.001498 0.002514 2.82
NO .. 23,452 0.8242 0.002486 0.004182 2.83

"Mother has had contact for medical care within year.

2Telephone in the household.

IFamily size (number of persons).

“Education of the family head (completed years).

SResidence in standard metropolitan statistical area (SMSA) or outside SMSA.

NOTE: Design effect = Variance compiex sampte

Variance simpie random sample

SOURCE: M.G. Kovar: A methodological study of factors associated with whether children receive adequate medical care. Institute of Statistics Mimeo Series. No. 1428. Chapei Hill, N.C. Department of
Biostatistics, University of North Carolina, 1982.

Table F. Number of examined persons, estimated means, estimated standard errors of the mean, and design effects for the number of decayed, missing,
and filled (DMF) teeth from the first National Heaith and Nutrition Examination Survey: United States, 1971-74

Option 1 Option 2 Option 3

Number of Mean Standard Mean Standard Mean Standard Design

Age examined persons DMF  errorofmean DMF  errorof mean DMF  errorof mean effect

1-74years ............... 20,749 14.935 0.0793 14.723 0.0748 14.723 0.1613 4.648
1—17years ............... 7,104 3.338 0.0457 3.965 0.0484 3.965 0.0703 2.108
18-24years .............. 2,297 12.050 0.1339 11.924 0.1305 11.924 0.2367 3.287
25-34years .............. 2,694 16.872 0.1434 16.918 0.1397 16.918 0.2618 3.512
3544years .............. 2,327 21.27 0.1595 21.436 0.1523 21.436 0.2481 2.654
45-54vyears .............. 1,599 22.515 0.1993 22.826 0.1893 22.826 0.2320 1.503
65-64years .............. 1,262 25.234 0.2280 25.744 0.2140 25.744 0.2790 1.700
65-74years .............. 3,466 27.608 0.1202 27.727 0.1151 27.727 0.1536 1.780

SOURCE: National Center for Health Statistics, J.R. Landis, J.M. Lepkowski, S.A. Eklund, and S.A. Stehouwer: A statistical methodology for analyzing data from a complex survey, the first National Health
and Nutrition Examination Survey. Vital and Health Statistics. Series 2, No. 92. DHHS Pub. No. (PHS) 82-1366. Public Health Service. Washington. U.S. Government Printing Office, Sept. 1982.

at the 0.05 level. However, the effect of smoking and the
interaction term, which were significant at the 0.05 level
under the simple random sampling assumption, were no longer
significant when the complex sample design was incorporated.

In general, using the weights changed the estimates;
using the complex sample design changed the standard errors
and therefore changed the test statistics. In both examples,
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the standard errors were larger when the complex sample
design was incorporated and the test statistics were smaller.
In some cases, the conclusions would not be affected, but
in others they would be.

A final example from the National Health Interview Sur-
vey data that were given in table E confirms this observation
(table K). Whether a proportion or a logit was used for



Table G. Number of examined persons, proportion of persons with periodontal index (P}) greater than zero, estimated standard errors of the proportions,
and design effects, by race and whether current cigarette smoker from the first National Health and Nutrition Examination Survey detailed sample: United
States, 1971-74

Unweighted Weighted
Option 1 Option 2 Option 3
Population estimate

Current Number of Proportion P! Standard of examined persons Proportion Pl Standard  Standard Design

Race  cigarette smoker examined persons greater than zero error (in thousands) greater than zero error error effect
White Yes ........... 851 0.588 0.0169 1,076 0.574 0.0151 0.0250 2.756
White No ........... 1,574 0.478 0.0126 1,727 0.449 0.0120 0.0225 3.534
Black Yos ........... 230 0.748 0.0286 171 0.697 0.0351 0.0427 1.488

Black No ........... 264 0.758 0.0264 163 0.705 0.0357 0.0547 2.341

SOURCE: National Center for Health Statistics, J.R. Landis, J.M. Lepkowski, S.A. Eklund, and S.A. Stehouwer: A statistical methodology for analyzing data from a complex survey, the first National Health
and Nutrition Examination Survey. Vital and Health Statistics. Series 2, No. 92. DHHS Pub. No. (PHS) 82-1366. Public Health Service. Washington. U.S. Government Printing Office, Sept. 1982.

Table H. Summary of multiple regression models for the number of decayed, missing, and filied (DMF) teeth on age, race, sex, and sweets for 6,349 examined
persons ages 11-30 from the first National Health and Nutrition Examination Survey: United States, 1971-74

Regression Standard error
Variable coefficient of coefficient t-statistic Design effect

Unweighted simple random sample design (option 1)

Age . ... 0.685 0.0130 52.42
Race ................... .. ...... 0.875 0.0899 9.73
Sex ... —0.491 0.0752 —6.52
Sweets ................ .. ... ... 0.057 0.0070 8.21

Weighted simple random sample design (option 2)

Age . ... 0.705 0.0125 56.29
Race ................... .. .. .... 0.795 0.1072 7.42
SeX ... ~0.465 0.0698 —6.65
Sweets ........................... 0.049 0.0068 717

Weighted complex sample design (option 3)

AE ... 0.705 0.0209 33.67 2.789
Race ................... ... ..., 0.795 0.2277 3.50 4.494
SOX L ~0.465 0.0928 -5.01 1.769
Sweets ........................... 0.049 0.0077 6.43 1.254

NOTE: ... = category not applicable.

SOURCE: National Center for Health Statistics, J.R. Landis, J.M. Lepkowski, S.A. Ekiund, and S.A. Stehouwer: A statistical methodology for analyzing data from a complex survey, the tirst National Health
and Nutrition Examination Survey. Vital and Heaith Statistics. Series 2, No. 92. DHHS Pub. No. (PHS) 82-1366. Public Health Service. Washington. U.S. Government Printing Office, Sept. 1982.

Table J. Hypothesis tests for variation in the proportion of persons with periodontal index (Pl) greater than zero, by race and smoking status from the first
National Health and Nutrition Examination Survey detailed sample: United States, 1971-74

Chi-square test criteria and significance levels

Unweighted simple Weighted simple Weighted
random sample design random sample design complex design .
Source of Degrees Design
variation of freedom Q p—value Q p—value Q p—value effect
Race ........... ... it 1 98.59 0.00 50.20 0.00 26.02 <0.01 1.932
Smoking .............. . il 1 5.04 0.02 4.78 0.03 227 0.13 2.103
Race xsmoking .................... 1 7.22 0.01 6.11 0.01 2.92 0.09 2.103

SOURCE: National Center for Health Statistics, J.R. Landis, J.M. Lepkowski, S.A. Eklund, and $.A. Stehouwer: A statistical methodology for analyzing data fram a complex survey, the first National Health
and Nutrition Examination Survey. Vital and Health Statistics. Series 2, No. 92. DHHS Pub. No. (PHS) 82-1366. Public Health Service. Washington. U.S. Government Printing Office, Sept. 1982.
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Table K. Comparison of @ statistics for adequacy of medical care, by selected variables, simple-random sample (SRS), and complex sample designs, and of
proportion and logit models from the National Health interview Survey: United States, 1975-76

Proportion model Logit mode!
Source of Degrees
variation of freedom SRS Complex SRS Complex
Q-statistic

IO ot s 4 3.63 3.78 1.51 0.79

Variable
MDMA' L. 1 428.45 276.37 674.41 498.61
PHONEZ ... . . ... i 1 181.40 87.67 235.64 122.10
FAMSIZE® .. ... ... . 3 340.93 187.86 401.57 232.79
MDMAXPHONE .. ... ... ... ..o, 1 16.87 12.17 0.78 0.99
MDMAXFAMSIZE ................... ... ...... 3 6.10 3.96 25.31 18.53
PHONEXFAMSIZE ........................... 3 36.11 17.62 13.07 9.34

"Mother has had contact for medical care within year.
2Telephone in the household.
3Family size (number of persons).

SOURCE: M.G. Kovar: A mathodological study of factors associated with whether children receive adequate medical care. Institute of Statistics Mimeo Series. No. 1428. Chapel Hill, N.C. Department of

Biostatistics, University of North Carolina, 1982.

the analysis, the Q statistics were smaller when the complex
sample design was incorporated.

Strategies

The data analyst with the public use data tape can use
any of the three options. However, option 1 can lead to
incorrect estimates and variances, while option 2 should lead
to correct estimates but inappropriate variances. Option 3
should lead to both correct estimates and appropriate variances,
but option 3 requires more statistical expertise and more
computer time than the other options.

An approach that is sometimes used for data from surveys
with complex sample designs is to compute an overall design
effect and then use it as a multiplier. That is, the analysis
is done assuming simple random sampling; then each variance
is multiplied by a constant design effect. A standard error
is multiplied by the square root of the design effect. The
problem with this approach is that, as was shown earlier
in this chapter, there is seldom an overall design effect
that applies to all dependent variables or to all control vari-
ables. However, the use of an overall design effect is better
than assuming simple random sampling.

Another strategy that 1s sometimes used is to compute
variances for a set of selected statistics. The set is chosen
so that (a) the entire range of sample sizes from the smallest
to the largest subgroup is included; and (b) “like” statistics,
that is, those with similar distributions, are included in the
same set. A regression line is then fitted to the estimated
variances and the values read from the regression line are
used in analysis. This is the approach that is used for the
National Health Interview Survey. The curves from the regres-
sion equation are included in all Vital and Health Statistics
Series 10 publicationsg, and the user reads the values from
the published curves. This approach has occasionally been
used for the presentation of NHANES data. It is a useful
approach for presentation when a large number of statistics
are being presented and when showing all of the standard

60

errors would vastly increase the size or number of tables.
However, it is based on the size of the population subgroup,
and clustering and interclass correlations vary widely among
subgroups of the same size.

As a practical matter, the best strategy seems to be
to explore hypotheses and eliminate inconsequential variables
under option 2. To avoid eliminating variables that might
be significant in the final analysis, the p-value should be
higher than the value that will be used for the final inferences.
Setting the p-value higher, say 0.10 or 0.15 rather than 0.05,
will protect the analyst from incorrectly eliminating a variable
if the design effect is less than 1, or if further analysis
will reveal new relationships.

Relationships found to be statistically or substantively
important under options ! or 2 can then be investigated
under option 3. The sample weights and the estimated var-
iance-covariance matrix for the estimates can be incorporated
in all final models and used for inferential conclusions.

A variant of option 3 is the only approach available
to users of the published data. It is impossible to publish
the full variance-covariance matrix because of the space it
would take. Only variances, standard errors, or relative stan-
dard errors are presented in NCHS publications. Users of
the published data can only use these variances and assume
that the covariances are zero.

There will be some loss of precision because the
covariances are seldom zero; the subpopulations being com-
pared are not usually from independent samples. However,
the variances alone will work very well for many purposes.

The effect of using only the estimated variances and
assuming that the covariances are zero has been investigated
in some studies.'?''3® The data are too extensive to show
here, but the covariance terms were rarely zero, and they
were negative in about one-third of the elements in all of
the variance-covariance matrixes calculated. Such deviations
from the assumption of zero covariances will obviously affect
the results to some extent. Therefore, the full matrix should
be used if at all possible.



Implementation

The analyst is always limited to the variables that are
available on the data set, can be constructed from those
on the data set, or can be linked from another data set.
Within those limitations, a decision about which variables
are important needs to be made. The selection should be
made on substantive and theoretical grounds, with the decision
based on research and the literature. There is a risk, however,
in limiting oneself to the variables that have been used in
the past. The previous research may also have been based
on limited data that did not include all of the important
variables. In addition, knowledge and conditions may have
changed since the original research was done. This may
be especially important for social and policy research.

Therefore, it is desirable to have a method of examining
all of the available variables, ranking them in importance
according to some criterion, and selecting the most important.
In a large data set, a rational method of selecting variables
is crucial. Computational methods for simultaneously examin-
ing all of the information while incorporating the complex
sample design are not available.

All of the widely available software packages have pro-
grams that can be used for screening. The analysis in the
Series 2 report referred to earlier'?® used OSIRIS IV'3! for
the examples. Two examples using SAS'*? are in
appendix XI.

Regression techniques are often used to screen variables.
They are particularly useful for continuous variables. Step-
wise regression programs are widely available. The “all pos-
sible regression” programs are extremely useful, because many
variables can be screened simultaneously with very little
computer time.

The analyst using regression for screening should re-
member that most regression programs are fitting linear regres-
sions, and in exploratory data analysis there may not be
any reason to assume that the relationships are linear. The
continuous variable of interest can be transformed, of course,
and it may be necessary to make a transformation before
using a regression technique. It may also be useful to include
interaction terms, at least for the variables that appear to
be important. Finally, in using regression for screening, it
is advisable to make separate cross-tabulations to be certain
that the numbers in the cells are really sufficient for analysis.

Procedures for screening categorical variables have not
been used as frequently as regression techniques and are
not as widely available or known. Higgens and Koch'??
proposed a procedure for categorical variables that is analogous
to step-wise regression and can be used to obtain a reasonable
subset. The only commercially available software to imple-
ment this approach is PARCAT.'** However, the procedure
can be approximated by successive subdivisions of frequency
tables.

Following are some final caveats about screening. First,
set the p-value high enough that borderline variables are
not excluded. Second, if there is prior knowledge that one
variable is highly associated with the response variable, screen
within each category of that variable. Third, check in advance

for outliers that will distort relationships. If there are any,
make decisions about how to treat them.

Implementation of option 3 requires the ability to weight
the data to the population estimates and to incorporate the
sample design in estimating the variances. The information
needed to do both is on HHANES public use data tapes.

To produce population estimates, use the weight that
is appropriate for the variable under investigation. There
is a weight for the interviewed sample, the examined sample,
and for each subsample. In SAS, the weight is incorporated
by a WEIGHT statement (PROC FREQ) or a FREQ statement
(PROC UNIVARIATE and PROC TABULATE). Incorporat-
ing the weights will produce the correct population estimates;
it will not produce the correct variance estimates or test

statistics.
To produce variance estimates it is necessary to assume

that the sample was selected with more than one primary
sampling unit (PSU) in each stratum. The HHANES sample
was selected with one PSU in each stratum (see chapter
5). The PSU’s have been paired to produce pseudostrata,
each with two PSU’s, numbered 1 and 2, on the public
use data tapes. These pseudostrata are used to compute the
variances.

Obtaining a consistent variance-covariance matrix from
a survey with a complex sample design is not always simple.
The development of computer programs to produce estimates
of the variance-covariance matrixes from surveys with such
designs has been slow and are still not in wide use. There
are three approaches that have been developed of which
only two, the balanced half-sample replication and the Taylor
series approximation, currently have software packages that
are commercially available for analytic use. The BRR program
of the National Center for Health Statistics'>* and the OSIRIS
package of the University of Michigan'>! depend on a balanced
half-sample replication method. The SURREGR program of
the Research Triangle Institute'*® and the SUPER CARP
program of the Iowa State University'>’ depend on a Taylor
series approximation. If the sample size is sufficiently large
and there are sample persons in each PSU, they all give
approximately the same estimates of the variances and
covariances. !38-140

It should be noted that, if the sample size is small
or if the sample size in many strata or primary sampling
units is zero, the variance programs will not give the same
estimates. The estimates produced by the different programs
may vary by a factor of two or more.'*' Before beginning
the analysis, the analyst should examine the distribution of
the sample by PSU’s and, if necessary, create different pairings
of the PSU’s. For example, if many pairs have observations
in only one of the PSU’s, PSU’s could be combined with
one another so that all PSU’s have at least one observation
(the number of PSU’s and strata will be smaller). The method
of pairing apparently had little influence on the variance
estimates for NHANES 1.'4? Whether or not this holds true
for other surveys has not been examined.

Incorporation of the complex sample design into regres-
sion analyses requires only a regression program that takes
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the sample design into account.

SURREGR is a regression program that runs under SAS,
which computes regression statistics and their sampling errors
for data from clustered sample designs using a Taylor series
approximation.'*® It was used for analyses of the lead data
from NHANES I1.'** The control file for that analysis is
given as example 1 in appendix XI.

Categorical data analysis requires an appropriate program
that permits the incorporation of the variance-covariance ma-
trix from the complex sample into the analysis. At present,
the only approach to categorical data analysis that does so
is the Grizzle-Starmer-Koch linearized model.'** There are
theoretical considerations (and the practical consideration of
having sample persons in most, if not all, of the PSU’s),
but given a consistent estimate of the variance-covariance
matrix, the approach is practical and reasonable. Fortunately,
a computer program to implement this weighted least squares
approach, GENCAT, is available.'4’

The vector of proportions, together with their variances
and covariances, can be computed within SAS using SUR-
REGR. Any other computing algorithm designed to compute
a vector and a consistent estimate of its covariance structure
could be used instead. The vector of sample proportions
and its covariance matrix is then entered directly into the
weighted least squares program.

Using this approach, the goodness of fit of models can
be evaluated using the Wald statistic

Q0 = (F-Xb)' VI (F-Xb)

When the model fits and and the data are derived from
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a simple random sample, Q asymptotically follows the chi-
square distribution. Even when the covariance matrix is esti-
mated from a sample with a complex design, the same result
should hold for large samples. (See, for example, Shuster
and Downing. 46)

The weighted least squares estimator for the parameter
vector, B, can be obtained from the survey data as

B=X'V-Xy'x' v'F

When the fit of the model is adequate by the Wald
statistic criteria, it is possible to examine the individual param-
eters to reduce the model. This test statistic is also asymptot-
ically distributed as a chi-square random variable when the
null hypothesis is true. The predicted values will adequately
describe the statistically important sources of variation in
the data and will have smaller sampling errors than the
observed estimates. The smaller sampling errors result from
using the entire sample to estimate the variances for the
predicted functions, and the errors for the observed values
are estimated from the sample in each subclass.

The control file for the last column of table K is given
as example 2 in appendix XI. That control file includes
the transformation of the variable of interest, a proportion,
to a logit. This transformation is especially useful if the
proportion is near 0 or near 1.'47 A discussion of the analysis
is in Kovar. '8

The control files for the NHANES 1 analyses in the
tables using OSIRIS IV & PSALMS are in Series 2 No.
92.126
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National Institute of Mental Health
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Rene Jahiel, New York University Medical Center

Richard A. Hodder, Uniform Services, University of Health
Sciences

Harry P. Wetzler, Uniform Services, University of Health
Sciences '
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Frank Leo, The Johns Hopkins University
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Appendix i
Summary of data collection
instruments and procedures

Questionnaires administered in the household

Household Screener Questionnaire

This questionnaire was used in each household to
determine household composition and eligibility (that is,
appropriate Hispanic ethnicity) and for the selection of sample
persons.

Family Questionnaire

This form was administered to each eligible family and
contained 5 sections: a) a family relationship chart which
determined kinship for sample persons under 20 years of
age; b) a family characteristics section, which obtained for
heads of families and all sample persons basic demographic
information, such as race, education, place of birth,
occupation, and marital status; ¢) a section on Medicare
and health insurance coverage; d) questions on participation
in income assistance programs; and e) selected housing
characteristics, family income, and participation in food stamp
programs.

Child Sample Person Questionnaire

This questionnaire, for persons 6 months through 11
years of age, included sections on birth characteristics,
congenital and other chronic conditions, infant feeding,
functional impairment, weight status, pesticide exposure,
school attendance, language use, participation in meal
programs, and medicine and vitamin usage. Detailed data
relating to health status assessment and health care needs
were collected in sections on health services utilization, dental
care, anemia, vision, hearing, TB exposure, and immunization
status. A few questions obtaining self-reports of ability to
see and hear at school and perceived weight status were
included for children 6-11 years of age.

Adult Sample Person Questionnaire

For sample persons 12-74 years of age, this questionnaire
included items on health habits, tuberculosis, anemia,
smoking, weight status, functional impairment, chronic
conditions, pesticide exposure, acculturation, meal programs,
and medicine and vitamin usage. To address the issues of
health care needs and health status assessment, detailed
sections on health services, dental care, diabetes, vision,
hearing, hypertension, digestive disease, and cardiovascular
conditions were included. Finally, the full name, father’s
name, and social security number were obtained to facilitate
linkage with the National Death Index.
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Questionnaires administered in the
mobile examination center

Dietary Questionnaire

For each sample person, a trained dietary interviewer
recorded the quantity of every item of food or drink consumed
during the previous day, thus enabling estimates to be made
of calories, protein, carbohydrates, fat, unsaturated fats,
cholesterol, and specific vitamins and minerals consumed
during the recall period. A food frequency section ascertained
usual patterns of food consumption measured by daily and/or
weekly frequency of consumption of foods within a number
of groupings, including milk, meat, fish, eggs, fats and
oils, legumes and nuts, cereals, fruits, vegetables, and
alcoholic beverages. Additional questions on special diets
and dietary practices were included in this questionnaire.

Adult Sample Person Supplement

This questionnaire was administered to examined persons
12-74 years of age. It contained sections on recent pesticide
exposure, cigarette smoking for persons 12-19 years of age,
reproductive history for females, alcohol consumption, drug
abuse, and, for persons 20-74 years of age, depression.

Examination by physician

A physician performed and recorded a medical
examination giving special attention to specified findings
related to hearing, vision, gallbladder disease, and the
cardiovascular, neurological, and musculoskeletal systems.
The physician also assessed overall health status, nutritional
status, and weight status and noted diagnostic impressions
and related health care needs.

Special clinical procedures and tests

Ultrasound examination of the gallbladder

For the purpose of estimating the prevalence of gallstones,
an ultrasound examination was conducted on a specified
subsample of examinees 20-74 years of age.

Dental examination

All examined persons received an examination that in-
cluded the following measures of dental health: 1) a decayed,
missing, filled (DMF) surface index, 2) a dental restorative



treatment needs index, 3) a simplified oral hygiene index,
4) a periodontal index, 5) an assessment of need for and
quality of full dentures, and 6) an assessment of malocclusion.

Vision screening

Examined persons 6-74 years of age were tested for
visual acuity. The near vision and distance vision tests
involved reading test cards with Sloan letters or Landolt
rings set at standard distances from the eyes. Binocularity
of vision was tested by using the Random Dot E (RDE)
test.

Tympanic impedance

For the purpose of assessing levels of effusive and
noneffusive middle ear disease, impedance tympanometry
was performed on all examined persons. In this procedure,
the mobility of the tympanic membrane is induced and
recorded electronically under varied air pressures in the ear
canal.

Puretone audiometry

This test, conducted on examined persons between the
ages of 6 and 74, permitted determination of threshold levels
of hearing for frequencies of 500, 1000, 2000, and 4000
hertz for each ear.

Electrocardiograms

Electrocardiographic signals, for examined persons 20-74
years of age, were digitized and recorded on magnetic tape.
This provided normative data on amplitude, duration, interval
and axis measurements, and permitted interpretations of heart
disease according to the Minnesota classification code.

Body measurements

Measurements were made on all examinees and included
standing height and/or recumbent length, depending on age;
body weight; triceps and subscapular skinfolds; and various
other measurements.

Hair collection

A small sample of hair was collected from each examined
person 12-74 years of age and analyzed for selected trace
elements. These data, which were collected for the Centers
for Disease Control for methodological purposes, can be
related to body burdens or stores of the elements and to
overall nutritional and health status.

Tuberculin skin test

In the California and Dade County, Fla. PSU’s, examinees
were injected with 5 tuberculin units of purified protein
derivative (PPD) to test for exposure to tuberculosis.
Examinees were examined at the examination center or at
home 2 to 3 days later by a trained nurse who read and
recorded the test results.

X-rays

Two chest X-rays were made, as follows:

Posterior-anterior (PA)

This X-ray of persons 20-74 years of age was used
for the determination of heart size and diagnosis of
cardiovascular conditions, lung and chest conditions, and
structural deformities.

Lateral

Taken of persons 45-74 years of age, this X-ray provided
an additional parameter for the determination of heart size.
No X-rays were taken of pregnant women.

Urine tests

The following tests were performed on casual samples
of urine:

N-Multistix tests

These urinary dipstick tests for qualitative protein, glu-
cose, ketones, bilirubin, blood, urobilinogen, pH, and bac-
teriuria (nitrite test) were done for examined persons 6-74
years of age.

Urinary sediments

Sediments including red cells, white cells, and casts
were measured for persons 674 years of age.

Analysis for pesticide levels

Urine samples from a half-sample of examined persons
12-74 years of age were tested for the presence of alkyl
phosphate residues and metabolites, carbamate residues,
phenolic compound residues, and malathion metabolites. Ap-
pendix VIII contains a complete listing of the pesticide residues
and metabolites that were determined.

Tests on blood samples

Tests on blood samples provide a broad range of informa-
tion related to health and nutrition. The particular tests per-
formed varied with the specific target condition and age
group (see chapter 2 for discussions of target conditions
and appendix V for a summary of tests performed by age

group).
Oral glucose tolerance test (OGTT)

This test involved the collection of blood specimens
from examined persons while they were in a fasting state
as well as at 1 and 2 hours after the glucose challenge.
The test was performed on a specified half sample of examined
adults 20-74 years of age to provide estimates of the preva-
lence of diabetes and impaired glucose tolerance.

Liver function tests

Biochemical liver tests, performed on examined persons
20-74 years of age, included bilirubin, SGOT, SGPT, and
alkaline phosphatase.
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Anemia-related laboratory tests

For the diagnosis of anemia, tests on blood samples
included protoporphyrin, iron, total iron-binding capacity,
red cell folates, serum folates, serum ferritin, and abnormal
hematological indices.

Other biochemical nutritional tests

These tests included albumin and vitamin A.

Serum lipids

Because of their relevance to cardiovascular disease, de-
terminations were made of serum cholesterol, triglycerides,
and high density lipoprotein (HDL).

Biochemical tests for body burden
from environmental exposures

Levels of lead (all persons) and organochlorine pesticide
residues and metabolites (half-sample of persons 12-74 years

74

of age) were determined. Tests for carboxyhemoglobin and
thiocyanate were performed on a half sample of persons
3-74 years of age for the first 12 examination sites only.

Hematology

The hematological determinations included hemoglobin,
hematocrit, red blood cell count, white blood cell count
and differential analysis, and red blood cell morphology.

Kidney function

The serum creatinine test for kidney function was per-
formed on blood samples.

Syphilis serology

The serology determinations for syphilis for examined
persons 12-74 years of age included qualitative and quantita-
tive ART, a FTA-ABS, and MHA-TP.
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Examination components by age

groups

6 months-5 years

6-11 years

12-19 years

20-74 years (nonfasting)

20-74 years (fasting)

Physician exam
Dental exam

Dietary interview
Body measurements
TB skin test’
Tympanic impedance

Venipuncture®

Physician exam
Dental exam

Dietary interview
Body measurements
TB skin test'
Tympanic impedance
Audiometry

Vision test
Venipuncture

Urine

Physician exam
Dental exam

Dietary interview
Body measurements
TB skin test’
Tympanic impedance
Audiometry

Vision test
Venipuncture

Urine

Hair collection

Physician exam
Dental exam

Dietary interview
Body measurements
TB skin test’
Tympanic impedance
Audiometry

Vision test
Venipuncture

Urine

Posterior-anterior chest X-ray
Lateral chest X-ray®
Electrocardiogram

Physician exam
Dental exam

Dietary interview
Body measurements
TB skin test’
Tympanic impedance

Venipuncture

Urine

Hair collection
Posterior-anterior chest X-ray
Lateral chest X-ray*
Electrocardiogram

Oral glucose tolerance test
Ultrasound examination

'Conducted under special arrangements in the Califoria and Dade County, Florida sites.
2Fingerstick only for 6 months—3 years of age.

3For persons 45-74 years of age.
NOTE: ... = category not applicable.
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Appendix IV

Description of food models,
food coding manual, and
nutrient data base

Food models

The data collection tools used by the HHANES dietary
field staff included those used in the previous NHANES
programs: A revised set of abstract food models similar to
those developed at Tulane University'“® and a food coding
manual developed by the NCHS staff. The abstract models
offered advantages of minimal cost, minimal display and
storage space requirements, and, compared with the models
used in the previous NHANES surveys, reduced bias in
the reporting of types of food eaten and improved accuracy
of food quantification.

A major shortcoming of the food models used in the
previous NHANES programs was that they were not designed
to be used interchangeably. For example, dietary interviewers
observed that if a respondent could not equate the food
container with a food model selection, he or she had difficulty
in reporting amounts of foods consumed. In the revised food
model system, each model used in the interview had universal
application across foods. Respondents were able, for example,
to quantify the amount of string beans they had consumed
using a model representing a coffee cup, if this model seemed
best to represent the actual amount of that food. The model
set included abstract mounds, squares, discs, spheres, wedges,
and thickness sticks, as well as the typically used plastic
serving utensils and dishes. Accurate volume measurement
was determined for each model and all models were labeled
with unique identifiers. The food model changes simplified
coding procedures during the 24-hour recall interview,
minimized the need for interviewers to perform calculations,
and expedited data processing.

Food code manual

A great deal of emphasis was placed on developing
and pretesting the food code manual for HHANES. There
was much discussion between NCHS staff members, the
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Dietary Task Force, the data collection contractor’s staff,
and others concerning the specificity of the food coding
manual. Both the detail with which a respondent could be
expected to describe a food and the practicality of attempting
to maintain accurate brand name nutrient data over the course
of a long survey were issues considered during the discussion
of the manual. It was finally decided to use a condensed
and reorganized version of the coding manual developed
by the U.S. Department of Agriculture (USDA) for its 1977—
78 Nationwide Food Consumption Survey (NFCS).!'%® The
HHANES coding manual began with a core of food items
and, as new items were reported, was updated using codes
and verbatim descriptions from the USDA manual. A small
number of codes for food items came from other sources
as identified in the following section.

Nutrient data base

The nutrient data base consisted of foods corresponding
to those in the food code manual, with nutrient levels expressed
in 100-gram edible portions. The nutrient composition data
were obtained from the following sources: The USDA’s 1977—
78 NFCS nutrient data base, the special data base developed
by USDA for use in Puerto Rico as part of the 1977-78
survey; nutrient composition from USDA’s Handbook 456'%°;
commercial data obtained during NHANES II; and data de-
rived from recipe calculations. This almost total reliance
on the USDA data bank will provide comparability between
the HHANES and NFCS programs.

NOTE: A list of references follows the text.



Appendix V
Blood and urine assessments by
specimen types and age groups

Age

Test 6 months—5 years’ 6-11 years 12-19 years 20-74 years (nonfasting) 20-74 years (fasting)

Whole biood

lead . . ... ... .. ... ... ...
Protoporphyrin . . . . . ... ... ...
Red blood cell folate® . . . . . ... ..
Complete blood counts (CBC)® . . . . .

) X X X
x X X X
> X X X
>xX X X X
oKX X X

Serum

fron .. ... X
Total iron binding capacity . . . .. .. X
Ferrtin . . . ... ............ X
Folate? . .. ............... X
Differential count® . . . ... ...... X
Vitamins Aand E . . .. ... .. ... X
Glucose . . . ... ............

Cholesterol . . . ... ..........

Triglycerides . . . . ... ... .....

High density lipoprotein . . . . ... ..
Pesticides (organic}) .. ...... ... X
Syphilis serology . . . . ... . ... .. X
Albumin . . . .. oo

Total protein . . . . .. .........

Alkaline phosphatase . . ... ... ..

LDH . .. ...

SGOT . . . ... ... . ... ...,

Phosphorus . . . . . ... ........

Udicacid ... ..............

Total bilirubin . . . . .. ... ... ...

Calcium . . . ...............

Urea Nitrogen . . . . .. ... ... ..

Creatinine . . . . .............

Total CO2 . . . . . .. . ..o o ...

Chloride . . . ...............

Sodium . .. ... ... .. ... ...

X X X X X X
XX X X X X
XXX X X X X X
XXX XX XX XXX

X X

XX XXX XKXXXKXXKXXX XXX

MKXXK KX XKHKXXXXXNX:

Tetanus . . . .. ............. X X

Serum and hair samples

Plasma
Oral glucose tolerance test . . . . . .. X

Urine

N-Multistix . . . .............. X X X X
Pesticides . . . ... ... ........ X X

'Fingerstick only for persons 6 months—3 years of age.

2Spacial hematological subsample onty (See appendix VI for explanation of the inclusion criteria).

:Includes hematocrit, hemogiobin, red and white cell counts, mean corpuscular volume, mean corpuscular hemoglobin, and mean corpuscular hemoglobin concentration.
4-5 years of age.

SPerformed on a subset of the samples coliected as a pilot test only.

NOTE: X = category applicable.
NOTE: ... = category not applicable.
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Appendix VI
Laboratories for blood
and urine assessments

Laboratory component Laboratory
Biochemistry and Center for Environmental
hematology' Health and Center for

Infectious Disease, Centers
for Disease Control, Atlanta,
Ga.

Chemistry profile® Primate Research Institute,
New Mexico State
University, Holloman AFB,

N.Mex.
Cholesterol, triglycerides, Lipid Research Center,
and HDL Johns Hopkins University,

Baltimore, Md.

Pesticides Toxicant Analysis Center,
Environmental Protection
Agency, Bay Saint Louis,
Miss.

Trace metals (hair) Center for Environmental
Health, Centers for Disease
Control, Atlanta, Ga.

'Protoporphyn'n, RBC folate, serum folate, lead, oral glucose tolerance,
vitamin A, vitamin E, iron, total iron binding capacity, syphilis, tetanus,
ferritin.

*Tests performed on the Centrifichem 500: Albumin, total protein, alkaline
phosphatase, cholesterol, LDH, SGOT, uric acid, total bilirubin,
creatinine, glucose, calcium, urea nitrogen, total carbon dioxide, chloride,
SGPT, inorganic phosphorus.

Tests performed on the IL 343 Flame Photometer: Sodium, potassium.
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Appendix VI
Criteria for inclusion in the
special hematological subsample

[On the basis of these hematological indices, a sample person was selected for the special
hematological subsample, for which serum and red cell folate and differential smear
analyses were performed. A control group consisted of those normal sample persons
whose identification numbers ended in 8. in addition, all females 1B-44 years of age
were included]

Value

Assessment according to sex and age Less than Greater than
White cell count (number x 10° per fiter) 35 13.0
Red cell count (number x 102 per liter)

Males, 16 years of age and over 4.0 6.0

Females, 16 years of age and over 3.8 6.0

Both sexes, under 16 years of age 3.8 6.0
Hemoglobin (g/dL — grams per deciliter)

Males, 16 years of age and over 135 185

Females, 16 years of age and over 115 165

Both sexes, under 16 years of age . 11.0 "
Hematocrit (percent)

Males, 16 years of age and over 38.0 56.0

Females, 16 years of age and over 32.0 50.0

Both sexes, under 16 years of age 31.0 "
Mean corpuscular volume (fl—femtoliter)

Both sexes, 16 years of age and over 79.5 105.0

Both sexes, under 16 years of age 74.5 100.0

'Upper value not specified.
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Appendix Vil
Pesticide target compounds

Serum Urine
Aldrin Carbofuranphenol
alpha-BHC 2,4-D
beta-BHC Dicamba
gamma-BHC Isopropoxyphenol
delta-BHC 3-Ketocarbofuran
og -DDD Malathion Dicarboxylic Acid
pp’-DDD Malathion Monocarboxylic Acid
op’-DDE alpha-Naphthol
pp’-DDE para-Nitrophenol
op’-DDT Pentachlorophenol
pp’-DDT Silvex
Dieldrin 24,5T
Endrin 2,4,5-Trichlorophenol
Heptachlor Epoxide 3,5,6-Trichloro-2-pyridinol
ngtachlor
Héxachlorobenzene
Mirex
Oxychlordane
PCB’s

trans-Nonachlor
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Appendix IX
Consent forms — SapTe Namber

OMB No.: 0937-0078
roval Expires: 2/85
PHS # 6219 App P

9/81 CONSENT TO EXAMINATION AND REQUEST TO FURNISH RESULTS

Please read the following information and sign your name to indicate that you have read and
understand this important information about the examination procedures used in our survey.

You can expect to be in the Examination Center about 3 hours. You will receive a medical
examination by a physician and a dental examination by a dentist. We will measure your
height and weight. A nutritionist will ask you about the food you eat. We will also take
blood and urine specimens for laboratory tests and give you a test for tuberculosis.
Depending on your age, we may give you a chest x-ray, an electrocardiogram, tests for
hearing, vision, diabetes, gallstones, venereal disease, and liver disease. In addition,
gou will be asked questions about your mental well-being and use of alcohol and other
rugs.

We use standard medical procedures administered by doctors, dentists, nurses and trained
technicians. We would like to point out that as during any similar physical examination,
there may be some discomfort or soreness resulting from the collection of a blood
specimen or from the administration of the tuberculin skin test. If you are chosen to
receive a chest x-ray, this will add to your total lifetime exposure to x-rays.

The intent of the survey is to provide a picture of the health and nutritional status of the
Hispanic population. We will not be able to provide any medical treatment or medication to
you. However, in the course of our examination, we will determine important health
information about you and with your permission we will provide this information to your
doctor or clinic. The medical information and other personal data ¢btained in this survey
are kept in the strictest of confidence. The individual findings collected on each person
in the survey are combined and used only for research and statistical purposes. By law, the
information you provide cannot be used for any other purpose without your written
permission.

If you have any questions about the survey or your participation in it, or have any problems
as a result of the examination, you should contact either our staff at the Mobile
Examination Center or at our headquarters in the Washington, D.C. area. The Mobile
Examination Center will be in your area from to . The
office is open from 9 a.m. to 5 p.m., Tuesday through Saturday.” You may also call
Mr. David L. Larson at our headquarters at (301) 436-8267 after the Mobile Examination
Center has left your area.

Remember, your participation in this survey and any part of the examination is completely
voluntary. There is no penalty if you refuse to take part in the survey or in any of the
procedures involved in the examination.

1 HAVE READ AND UNDERSTAND THE INFORMATION PRESENTED AND CONSENT TO PARTICIPATE
IN THE EXAMINATION.

Signature of sample person if Date
12 years of age or over

PARENT OR GUARDIAN MUST ALSO SIGN IF SAMPLE PERSON IS UNDER 18 YEARS OF AGE.

Signature of parent or guardian bate

Interviewer Date Witness(if required) Date

1 WOULD LIKE THE SUMMARY OF MY EXAMINATION RESULTS TO BE SENT TO THE ADDRESSES
BELOW:

Name of Physician or Clinic Name of Dentist or Dental Clinic

Street Address Street Address

City State Zip Code City State Z1p Code



SAMPLE NUMBER
PHS No. 6219 OMB No.: 0937-0078
9/81 Approval Expires: 2/85

CONSENTIMIENTO PARA EL EXAMEN Y SOLICITUD PARA PROVEER LOS RESULTADOS

Por favor lea la informacidn siguiente y firme su nombre para indicar que usted ha lefdo y entiende esta
informacidn importante sobre los procedimientos del examen que se usan en nuestro estudio.

Usted puede contar con estar en el Centro de Examen alrededor de 3 horas. Un médico le har un
examen médico y un dentista le har& un examen dental. Mediremos su altura y peso. Una
nutricionista le har§ preguntas sobre la comida que usted come, También tomaremos muestras de
sangre y orina para hacer pruebas del laboratorio y le haremos una prueba para la tuberculosis.
Seg%m su edad puede ser que le har&n una radiografia del pecho, un electrocard:ograma. pruebas
de oido y visibn, la diabetes, el cllculo biliar, enfermedad venérea, y enfermedad del higado.
Ademés, le har&n preguntas sobre su estado mental y su uso de alcohol y otras drogas.

{isamos procedimientos médicos corrientes administrados por médicos, dentistas, enfermeras y técnicos
entrenados. Quisiéramos advertirle que asi como en cualquier examen {isico, puede ser que haya un
poco de malestar como resultado de la coleccidn de la muestra de sangre. Si usted es escogido para
recibir un rayo X del pecho, &sto se le agregar8 a su exposicidn total de vida a las radiografias.

El propbsito de este estudio es presentar un cuadro del estado de la salud y nutricidn de la poblacibn
hispana. No podremos facilitarle ningln medicamento o tratamiento médico. Sin embargo, en el curso
de nuestro examen, determinaremos importante informacidn de salud sobre usted y con su permiso
facilitaremos esta informacidn a su médico o clinica. La informacibn médica y otros datos personales
obtenida en este estudio ser&n guardados estrictamente confidencial. Los resultados individuales
recopilados sobre cada persona en la encuesta se combinaran y se usaran s&lo para propdsitos de
estudios y estadisticas de salud. Por ley no podemos entregar la informacidn que usted nos dé a

nadie sin su permiso escrito.

Si necesita mas informacidn sobre la encuesta o su participacjon en eila, o si usted tiene algunos
problemas como resultado del examen médico, por favor comuniguese con nuestro personal en el Centro
de Examen Mbvil o en nuestra oficina principal en Washmgton, D.C. EI Centro de Examen M&vil estaré
en su area el al . Laoficina est4 abierta de 9 a.m. a 5 p.m., martes a sabado.
También puede llamar al Sefior David L. Larson en nuestra oficina principal al teléfono (301) 436-8267
después de que se haya ido el Centro de Examen Mbvil de su &rea.

Recuérdese que su participacidn en esta encuesta y cualquier parte del examen es completamente
voluntaria. No hay ninguna obligacidn si no quiere participar en la encuesta o en cualquier
procedimiento del examen.

YO HE LEIDO Y ENTIENDO LA INFORMACION PRESENTADA Y CONSIENTO PARA
PARTICIPAR EN EL EXAMEN.

PRIMER Y SEGUNDO NOMBRE Y APELLIDO DE PERSONA MUESTRA

Firma de la persona muestra si Fecha
12 aiios de edad o més

PADRE, MADRE, O GUARDIAN TAMBIEN TIENE QUE FIRMAR 51 LA PERSONA MUESTRA
TIENE MENOS DE 18 ANOS DE EDAD.

Firma del padre, madre o guardian Fecha

Entrevistador Fecha Testigo (si se requiere) Fecha

QUIERO QUE UN SUMARIO DE LOS RESULTADOS DE MI EXAMEN SEA MANDADO A LA
DIRECCION SIGUIENTE:

Nombre del Médico o Clinica Nombre del Dentista o Clinica Dental

Direccion Direccion

Ciudad Estado Zona Postal Ciudad Estado Zona Postaf



Appendix X
Reports of findings

Form PHS 6214-12

98 82
Department of Health and Human Services
Public Health Service
Office of Health Research, Statistics, and Technology
National Center for Health Statistics
Hyattsville, MD 20782
HISPANIC HEALTH AND NUTRITION EXAMINATION SURVEY
REPORT OF FINDINGS |
Doctor's
Name
and
Address

Dear Doctor:

Recently the person named on the enclosed page was a sample person who voluntarily participated as an examinee in the
Hispanic Health and Nutrition Examination Survey conducted at special facilities of the U.S. Public Health Service. The
objectives of the Survey are to obtain information on the health and nutrition status of the U.S. Hispanic population, 6
months to 74 years of age. The examination is not, and was not intended to be, a substitute for a visit to the examinee’s
physician, nor was it intended to be a complete examination. No attempt has been made by our staff physician to diagnose
those conditions dependent on a thorough review of findings from the various components of the examination. At the
request of the examinee, however, we do send a report of findings from certain selected procedures to the physician he or
she indicates.

Enclosed is a report which notes any physical findings which our physician thought were significant and should be
brought to your attention {i.e., for which no treatment had been sought or no history given). Also reported are some test
results and laboratory data, and a copy of a chest X-ray and an ECG tracing are enclosed. Although we are not engaged in
follow-up treatment of our findings, we appreciate the cooperation of our examinees and hope that we can contribute to
their medical care by making this information available to you.

In addition to the blood and urine analyses performed on ali survey participants, certain examinees are selected to receive
other tests, such as serum levels of cholesterol, trace elements, and certain pesticide compounds. Some of these tests
require more time than others to process. If any of these tests were performed for this person, findings will be forwarded
as soon as they are available.

Sincerely yours, W

Arnold Engel, M.D.
Medical Advisor



Department of Health and Human Services
Public Health Service
National Center for Health Statistics
Hyattsville, MD 20782

HISPANIC HEALTH AND NUTRITION EXAMINATION SURVEY

NOTES ON TESTS AND PROCEDURES

Medical examination—A physician examined each sample person. The physician’s examination included the head and neck, chest {cardiopulmo-
nary), abdemen, and extremities (musculoskeletal and neurological), however, a rectal examination was excluded. X-Rays and EKG—A 12-lead
EKG and A - P chest X-ray (unless contraindicateg) were done for examinees 25-74 years.

HEMATOLOGY—SCREENING LIMITS—***

Determination

Age group Micro-hematocrit
Vol. %
Age 1 31
Ages 2-11 34
Males 12-16 years” 39
Females 12-16 36
Adult Males 41-52
Aduit Females 36-48
Pregnant Females 33-42

Cyanmet-hemoglobin

Hgb Gm%

10.0
11.0
13.0
115
14.0-16.5
12.0-145
10.5-14.0

RBC/cc

3.8-5 2 mill.
3.8-5.2 mill.
4.5-5.56 miil.
4.2-5.2 mill.
4.6-6.2 mill.
4.2-5.4 miil.
3.7-4.9 mill.

Coulter counter

Coulter counter
WBC/cc

7.0-16.0 thou.
6.0-15.0 thou.
4.5-10.0 thou.
4.5-10.0 thou.
4.3-10.0 thou.
4.3-10.0 thou.
5.0-12.0 thou.

*

*

*Marked variation with age for hematocrit, hemoglobin, and red blood ceils for males in puberty.
**Marked variation with age for white blood cells in age group 2-11.
**+Results outside the screening limits are considered to warrant further investigation of the examinee.

Urinalysis - Dip and read method using the Ames Clini-Tek. A standard microscopic procedure was also used.

Audiometry - Air conduction readings are reported in decibels with respect to audiometric zero (ANSI), which is considered normal.

ROUGH GUIDELINES FOR dB REPORT AT 500-2000 cps.
60-70 dB - Moderate (difficulty with loud speech)
75-100 dB - Severe {hears only amplified speech)
105 or more - Profound {usually cannot understand amplified speech)

25 dB or less - Hearing normal or more acute
30-40 dB - Near normal (difficulty with faint speech)
45-55 dB - Mild (difficulty with normal speech)

BLOOD PRESSURE VISION
First reading / Second reading / O Not done Distance Vision | Near Vision
IMPEDANCE AUDIOMETRY SCREENING TEST AUDIOGRAM — Decibels REye LEye| 200
CPS |500 | 1000 | 2000 |4000| 20/ 20/__| Acuity at 40cm
0O Positive 00 Negative 0 Notdone | Right .
(See attached letter for indication of = Z\(l)'rt.:;z:t()n Worse than
positive results.) Left O With 20/333 O
URINE O Not done correction
Albumin O Neg 0 30 mg/dl O Notdone | O Notdone
O 100mg/di O =300mg/dl O Not done CHEST X-RAY
CoTTosTETSS ST m o mm T 0O Enct d O Notd
Sugar O Neg 0O Trace O .25g/dl HEMATOLOGY O Not done nelose ot done
0O .bg/di O =1.0g/dl ECG
—————————————————————————————————— Hematocrit vol%
I . 0O Encl d N
Nitrite (Bacteriuria) O Pos 0 Neg Hemoglobin gm% nclose G Not done
__________________________________ TUBERCULIN TEST
Biood O Pos 0 Neg RBC count mill/cc mm 00 Negative
WBC count thou/cc O Not done O Not read
OTHER CLINICAL FINDINGS
EXAMINEE'S EQ/I!\EAI?I;NON AGE | REIGHT fom)
NAME AND
ADDRESS SEX WEIGHT (kg)
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Doctor’s
Name and

Hispanic Health and Nutrition Examination Survey

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

REPORT OF FINDINGS I

Address

Dear Doctor:

Earlier we forwarded to you a report of clinical findings obtained during the Hispanic Health and Nutrition Examination Survey on
the examinee named below. At that time we explained that results from certain other tests would take longer to obtain and would
be sent when available. The enclosed findings report contains these results.

Please be reminded that the objectives of the Survey are to obtain information on the health and nutrition status of the U.S.
Hispanic population, 6 months to 74 years of age. The examination is not, and was not intended to be, a substitute for a visit to
the examinee’s physician, nor was it intended to be a complete examination. At the request of the examinee, however, we do send

a report of certain selected procedures to his or her physician.

Sincerely yours,

EXAMINEE’S NAME & ADDRESS
Arnold Engel, M.D.
Medical Advisor
Date of Examination
TEST RESULT NORMAL LIMITS
GLUCOSE TOLERANCE TEST
FASTING mg% <115
1 HOUR mg% <200
2 HOUR mg% <140
IRON (SERUM) ug% 50-175
IRON BINDING CAPACITY (IBC) (SERUM) ug% 290-500
PROTOPORPHYRIN (WHOLE BLOOD) ug% 33-90
LEAD (WHOLE BLOOD) ug% <30
VITAMIN A (SERUM) 20-80 - Adults
ug¥h 20-50 - Children
CHOLESTEROL (SERUM) mg% <300
TRIGLYCERIDES (SERUM) mg% <300

A VALUE OF XXX IN THE RESULTS FIELD INDICATESTHAT THE TEST WAS NOT DONE FOR THIS PERSON.

OTHER LABORATORY FINDINGS ARE ATTACHED WHEN APPLICABLE.

OTHER SIGNIFICANT BLOOD AND URINE RESULTS

OTHER SIGNIFICANT EXAMINATION FINDINGS

Form PHS 6214-12 (1/83)

NCHS sample number



Form PHS 6214-13

9/8-82
Confidentiality has been assured examinees as set forth in 22 F.R 1687
Department of Health and Human Services
Public Health Service
National Center for Heaith Statistics
Hyattsville, MD 20782
HISPANIC HEALTH AND NUTRITION EXAMINATION SURVEY
REPORT OF DENTAL FINDINGS

Dentist's
Name and
Address

Dear Doctor:

Recently the person named in this report was among those who had voluntary examinations at special mobile facilities
operated by the Public Health Service.

The dental examination of the Hispanic Health and Nutrition Examination Survey is not, and is not intended to be, a
substitute for the examination usually given to persons seeking care from their own dentist. Neither a dental history nor
X-rays are taken, and therefore the findings are solely the result of what can be seen at the time of the examination. The
examinee named in this report requested that it be sent to you.

If you have any questions about the Survey, please write.

Sincerely,

{Examining Dentist)

Examinee’s name and address Age Date of examination

THE INDEX ASSESSMENTS USED IN THE SURVEY REVEAL:

O No conditions which suggest that the examinee should be seen by you before the next regular appointment.

O One or more of the following conditions that suggest a clinical examination is desirable to determine whether or not
treatment is needed before the next regular appointment.

0 Decayed teeth [0 Oral debris and/or calculus
O Gingivitis and/or periodontal disease O Malocclusion
O Other conditions — Specify
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Appendix XI
Examples of analytic
approaches

Example one

Definition of the model

In the blood lead trend analysis, a mixed model was
used to compute the predicted percent reduction in average
blood lead levels from the beginning (February 1976) to
the end (February 1980) of NHANES II. SURREGR was
used for this model with a continuous dependent variable
and both categorical and continuous independent variables.

SURREGR was also useful for obtaining age-adjusted
means by regressing the response variable on the continuous
variable “age.”

Definition of population subgroups of interest
(control variables)

In the blood lead trend analysis, population groups of
interest were all persons 6 months through 74 years of age,
males, females, whites, blacks, preschool-aged children 6
months through § years), children aged 6-17 years, and
adults aged 1874 years.

Selection of demographic covariates (main
effects)

Prior information about the distribution of the dependent
variable was used to define categories. The magnitude of
the association to account for with the dependent variable
and the sample sizes were both taken into account.

Determination of the complete model used for
regression

Prescreening using ordinary least squares, SAS PROC
STEPWISE, OPTIONS/MXR, STEPWISE, FORWARD,
BACKWARD (attachment A)

e In the blood lead analysis, the objective was to obtain
a model with all of the main effects and the most important
first-order interaction terms.

® Using this prescreening process reduced the number of

variables and gave a model that was manageable using
SURREGR. It also circumvented some of the problem
of having insufficient observations in each of the paired
pseudo-PSU’s.

Additional screening using Taylor Linearization, SAS
PROC SURREGR, OPTION/TAYWLS (attachment B).

® Each variable in the model obtained from the prescreening
process was initially checked to make sure there were
enough observations in pairs of pseudo-PSU’s.

® In the blood lead analysis, the model obtained from
the prescreening process was used as a starting point
to eliminate additional variables deemed as making no
significant contribution to the overall variability in blood
lead levels. In this process, the criterion used was that
the F-statistic of the main effect or first-order interaction
term had to be significant at p = 0.10 to remain in
the model.

Determination of the reduced model used for
computing predicted values

The complete model obtained through the screening pro-
cess using SURREGR was then used as a starting point
for determining the reduced model within each of the popula-
tion subgroups.

e In the blood lead trend analysis, main effects and first-
order interactions were eliminated from the model if
the F-statistic was not statistically significant at p =
0.05. However, main effects were left in the model
if they were involved in a significant interaction term
regardless of the significance level of their F-statistics.
Also the variables set up to define the downward trend
(ORDER and ORDER1) always remained in the model.

® After the reduced model had been determined, the inter-
cept, mean values, and regression coefficients from the
SURREGR output were used to compute the predicted
values.
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ATTACHMENT A

// J0B AND SETUP CARDS
//SYSIN DD

DATA;

INFILE IN;

INPUT SAMNUM 1-5 STAND 1-2 URBAN 11 SMSA 12 PSU 13-15
SEGMENT 16-19 EXAMINED 36 AGEMO 45-46 AGEYR 47-48

SEX 55 RACE 56 EDUC 62-63 WORK 65 INDUST 73-75

OCCUP 76-78 INCOME 107-108 MO 184-185 DA 186-187 YR 188-189
INTRVWED 208 REGION 209 STRATUM 324-325 PAIR 326

WEIGHT 300-305 SAMPLE 397 LEAD 701-703
LEADDATA 7043
* RECODES ARE AS FOLLOWS;

IF LEAD = 0 OR LEAD GE 70 OR SAMPLE = 1 OR LEADDATA = 0

THEN LEAD = .;
AGE1l = .3
IF AGEYR GE O AND AGEYR LE 5 THEN AGEl = 13
IF AGEYR GE 6 AND AGEYR LE 17 THEN AGE1l = 2;

IF AGEYR GE 18 AND AGEYR LE 74 THEN AGEl = 3;

CHILD = 0;
IF AGE1 = 1 THEN CHILD = 13
TEEN = 03
IF AGE1 = 2 THEN TEEN = 13
SEX1 = 03

IF SEX = 1 THEN SEX1 = 13

IF URBAN LE 2 THEN URBAN =
IF URBAN GE 3 AND URBAN LE
IF URBAN = 8 THEN URBAN =

RURAL = 03

IF URBAN = 2 OR URBAN = 3 THEN RURAL = 1;

IF INCOME GE 11 AND INCOME LE 18 THEN INCOME
IF INCOME GE 19 AND INCOME LE 22 THEN INCOME
IF INCOME = 88 THEN INCOME = .;

13
7 THEN URBAN = 23
33

INC1 = 03
IF INCOME = 2 THEN INC1 = 13
IF INCOME = . THEN INC1 = .;
SOUTH = 03

IF REGION = 3 OR REGION = 4 THEN SOUTH = 13

1 1]

IF MOD(MO,3)=0 AND DA GE 21 THEN MON=MOD(M0+1,12);

ELSE MON=MO;

SEASON = INT((MON-1)/3);

IF SEASON = . THEN SEASON1 = 13
ELSE SEASON1 = SEASON + 13
WINTER = 03

IF SEASON1 = 1 OR SEASON1 = 2 THEN WINTER = 1;

0,76))/28;

ORDER = (MDY(MO,DA,YR)-MDY(2,2
= 03

IF ORDER LE 34 THEN ORDER1
ELSE ORDER1 = ORDER-34;



55.
55.
56.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
57.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.

1
2

RACE1 = 0;

IF RACE = 2 THEN RACE1 = 1;
AS1 = CHILD*SEX1;
AS2 = TEEN*SEX1;
AR1 = CHILD*RACE1;
AR2 = TEEN*RACE1;
AUl = CHILD*RURAL;
AU2 = TEEN*RURAL;
AI1 = CHILD*INC1;
AI2 = TEEN*INC1;
AWl = CHILD*WINTER;
AW2 = TEEN*WINTER;
ANl = CHILD*SOUTH;
AN2 = TEEN*SOUTH;
SR1 = SEX1*RACE1l;
SU1 = SEX1*RURAL;
SI1 = SEX1*INC1;
SW1 = SEXI*WINTER;
SN1 = SEX1*SOUTH;
RI1 = RACE1*INC1;
RU1 = RACE1*RURAL;
RW1 = RACE1*WINTER;
RN1 = RACE1*SOUTH;
UI1l = RURAL*INC1;
UW1 = RURAL*WINTER;
UN1 = RURAL*SOUTH;

WN1 = WINTER*SOUTH;
LNLEAD = LOG(LEAD);
IF LEAD = . THEN LNLEAD = .;
KEEP ORDER ORDER1 LEAD WINTER SEX1 CHILD TEEN
RURAL INC1 SOUTH RACE1 LNLEAD AS1 AS2 ARl AR2
AUT AU2 AI1l AI2 AWl AW2 AN1 AN2 SR1 SU1 SI1 SW1
SN1 RI1 RU1 RW1 RN1 UI1 UWI1 UN1 WN1
PROC STEPWISE;
MODEL LNLEAD=ORDER ORDER1 CHILD TEEN SEX1 RACE1 RURAL INCI
WINTER SOUTH AS1 AS2 AR1 AI1l AI2 RUI RW1 UN1/MAXR;
!l
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ATTACHMENT B

// JOB AND SETUP CARDS

//SYSIN DD ;

DATA;

INFILE IN;

INPUT SAMNUM 1-5 STAND 1-2 URBAN 11 SMSA 12 PSU 13-15
SEGMENT 16-19 EXAMINED 36 AGEMO 45-46 AGEYR 47-48
SEX 55 RACE 56 EDUC 62-63 WORK 65 INDUST 73-75
0CCUP 76-78 INCOME 107-108 MO 184-185 DA 186-187 YR 188-189
INTRVWED 208 REGION 209 STRATUM 324-325 PAIR 326
WEIGHT 300-305 SAMPLE 397 LEAD 701-703
LEADDATA 704;

* RECODES ARE AS FOLLOWS;

IF LEAD = 0 OR LEAD GE 70 OR SAMPLE = 1 OR LEADDATA =0
THEN LEAD = .3

AGE1 = .;

IF AGEYR GE O AND AGEYR LE 5 THEN AGEl = 1;

IF AGEYR GE 6 AND AGEYR LE 17 THEN AGE1l = 2;

IF AGEYR GE 18 AND AGEYR LE 74 THEN AGE1l = 3;

CHILD = 0;
IF AGEYl = 1 THEN CHILD = 13
TEEN = 03
IF AGE1 = 2 THEN TEEN = 13
SEX1 = 03

IF SEX = 1 THEN SEX1 = 13
IF URBAN LE 2 THEN URBAN =
IF URBAN GE 3 AND URBAN LE
IF URBAN = 8 THEN URBAN =
RURAL = 03

IF URBAN = 2 OR URBAN = 3 THEN RURAL = 13

IF INCOME GE 11 AND INCOME LE 18 THEN INCOME
IF INCOME GE 19 AND INCOME LE 22 THEN INCOME
IF INCOME = 88 THEN INCOME = .;

13
7 THEN URBAN = 2;
33

Won
~n
we

INC1 = O3
IF INCOME = 2 THEN INC1 = 13
IF INCOME = . THEN INC1 = .;
SOUTH = 03

IF REGION = 3 OR REGION = 4 THEN SOUTH = 1;

IF MOD(MO,3)=0 AND DA GE 21 THEN MON=MOD(M0+1,12);
ELSE MON=MO;

SEASON = INT((MON-1)/3);

IF SEASON = . THEN SEASON1 = 1;

ELSE SEASON1 = SEASON + 1;

WINTER = 0;

IF SEASON1 = 1 OR SEASON1 = 2 THEN WINTER = 1;
ORDER = (MDY(MO,DA,YR)-MDY(2,20,76))/28;

IF ORDER LE 34 THEN ORDER1 = 0;

ELSE ORDER1 = ORDER-34;



RACE1 = 0;
IF RACE = 2 THEN RACEl1l = 1;

AS1 = CHILD*SEX1;
AS2 = TEEN*SEX1;
AR1 = CHILD*RACEl;
AI1 = CHILD*INC1;
AI2 = TEEN*INC1;
RU1 = RACE1*RURAL;
RW1 = RACE1*WINTER;
UN1 = RURAL*SOUTH;

LNLEAD = LOG(LEAD)
IF LEAD = . THEN LNLEAD = .;
KEEP ORDER ORDER1 LEAD WINTER SEX1 CHILD TEEN
RURAL INC1 SOUTH AS1 AS2 RACE1 LNLEAD STRATUM PAIR WEIGHT
AR1 AI1l AIZ2 RU1 RW1 UN1;
* FOR WEIGHTED HANES II DATA ANALYSIS, ONE MUST FIRST
SORT BY STRATUM AND PSEUDO-PSU;
PROC SORT; BY STRATUM PAIR;
* THEN PROCEED WITH SURREGR TO OBTAIN REGRESSION COEFFICIENTS
AND STANDARD ERRORS;
PROC SURREGR MISSPSU BETA TAYWLS;
MODEL LNLEAD=ORDER ORDER1 CHILD TEEN SEX1 RACE1 RURAL INC1
WINTER SOUTH AS1 AS2 AR1 AIl AI2 RU1 RW1 UNI1;
STRATUM STRATUM1;
PSU PAIR;
WEIGHT WEIGHT;
//

g1



Example two

YES MDMA YES PHONE LOGIT
SATURATED NESTED MODEL
// JOB card(s) TIME=15,REGION=1008K
//STEP1 EXEC SAS,TIME.SAS=30,REGION.SAS=300K
//SAS.WORK DD UNIT=3350,SPACE=(TRK,(480,160),RLSE)
//CHILD DD DSN=STUDY,UNIT=3400-6,DISP=(0LD,KEEP),
// VOL=SER=000000
//VAROUT DD DSN=WYL.ACCT.XXX,DISP=(NEW,CATLG),UNIT=3350,
//SPACE=(TRK, (15,5) ,RLSE) ,DCB=RECFM=FB
//SYSIN DD *
DATA;
SET CHILD.STUDY;
KEEP MDADEQ PHONE UNIT FAMSIZE MDMA EDHEAD MDPA T21316
STRATUM PSEUDO;
* ALL UNKNOWNS CHANGED TO UNIT UNKNOWN AND
KEPT FOR VARIANCE COMPUTATIONS;
* DEFINE POPULATION;
* YES MDMA VISIT YES PHONE;
IF MDMA GE 2 THEN UNIT=.;
IF PHONE GE 2 THEN UNIT=.;
* DEFINE STRATA;
STRATUM=PSEUDO/2 + .5;
STRATUM=INT (STRATUM);
* SORT BY STRATUM AND PSU IF TAPE NOT IN SORT;
PROC SORT;
BY STRATUM PSEUDO;
* CALCULATE VARIANCE-COVARIANCE MATRIX;
PROC SURREGR MISSPSU BETA DATAOUT;
CLASSES UNIT FAMSIZE EDHEAD MDPA;
LEVELS 1 4 5 3;
MODEL MDADEQ=UNIT*FAMSIZE*EDHEAD*MDPA/NOINT;
STRATUM STRATUM;
PSU PSEUDO; WEIGHT
T21316;
DATA NULL ;
SET DUMMYMO1;
FILE VAROUT;
PUT (BOO1-B060) (4*E15.8/);
//STEP2 EXEC LARGEN,TIME=2
//FTOSF001 DD DSN=WYL.ACCT.XXX.MATRIX,DISP=(OLD,KEEP)
//SYSIN DD

5 3 5 1 0 YES MDMA,YES PHONE,SATURATED
60 60 1 (4E15.8)

1 (4E15.8)

1 2 120 2 1 (2F2.0)

4 1 (60F1.0/60F1.0)
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(60F1.0)
1
0000000000000001
0000000000000000000000000000001
0000000000000000000000000000000000000000000001
8 1 16 (60F1.0) EDHEAD
01
001
0001
00001
00000000000000001
000000000000000001
0000000000000000001
00000000000000000001
00000000000000000000000000000001
000000000000000000000000000000001
0000000000000000000000000000000001
00000000000000000000000000000000001
00000000000000000000000000000000000000000000001
000000000000000000000000000000000000000000000001
0000000000000000000000000000000000000000000000001
00000000000000000000000000000000000000000000000001
8 1 8 (60F1.0) MDPA
000001
0000001
000000000000000000001
0000000000000000000001
0000000000000000000000000000000000001
00000000000000000000000000000000000001
00000000000000000000000000000000000000000000000000001
000000000000000000000000000000000000000000000000000001
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3 1 8 (60F1.0) INTERACTION 1
00000001
000000001
0000000001
00000000001
000000000001
0000000000001
00000000000001
000000000000001

8 1 8 (60F1.0) INTERACTION 2
00000000000000000000001
000000000000000000000001
0000000000000000000000001
00000000000000000000000001
000000000000000000000000001
0000000000000000000000000001
00000000000000000000000000001
000000000000000000000000000001

8 1 8 (60F1.0) INTERACTION 3
00000000000000000000000000000000000001
000000000000000000000000000000000000001
0000000000000000000000000000000000000001
00000000000000000000000000000000000000001
000000000000000000000000000000000000000001
0000000000000000000000000000000000000000001
00000000000000000000000000000000000000000001
000000000000000000000000000000000000000000001

8 1 8 (60F1.0) INTERACTION 4
00000000000000000000000000000000000000000000000000001
000000000000000000000000000000000000000000000000000001
0000000000000000000000000000000000000000000000000000001
00000000000000000000000000000000000000000000000000000001
000000000000000000000000000000000000060000000000000000001
0000000000000000000000000000000000000000000000000000000001
00000000000000000000000000000000000000000000000000000000001
000000000000000000000000000000000000000000000000000000000001
!/l

For reanalysis of the data when the variance-covariance matrix is
on disk, the first 1ines are the following;

// J0B card(s) TIME=2,REGION=1008K

/*SETUP PROGRAMMER,?,,,INP=NONE

// EXEC LARGEN,TIME=1

//FTO5F0001 DD DSN=WYL.DHES.XXX.MATRIX,DISP=(OLD,KEEP)



Appendix XII

Data collection forms for the
Hispanic Health and Nutrition
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Adult Sample Person Questionnaire, Ages 12-74 Years

English . . . o 216
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Control Record . . . . . . .. . L 371
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Audiometry (Air), Ages 6-74 Years . . . . . ... 389
Vision Test, Ages 6-74 Years . . . . . . . . .. 390
Glucose Challenge Questionnaire, Ages 20-74 Years

English . . . o 392

Spanish . . . . . 394
Hair Collection Questionnaire, Ages 12-74 Years

English . . . . o 396

Spanish . . ... 398
Ultrasound Examination of the Gallbladder, Ages 20-74 Years . . . . . . . . . . . . . . . . . . 400
Dental Examination, Ages 6 Months—74 Years . . . . . . . . . . .. ... ... 406
Flashcard Booklet, Household Interview . . . . . . . . . . . . ... 409

English . . . . oo 409

Spanish . . . ., 416
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Book

of books.

Department of Health and Human Services
Public Health Service

PHS = 6216
OMB: 0937-0078
Approval Expires: 2/85

Office of Health Research, Statistics and Technology

National Center for Health Statistics

HISPANIC HEALTH AND NUTRITION EXAMINATION SURVEY

HOUSEHOLD SCREENER QUESTIONNAIRE (528)

LANGUAGE OF
INTERVIEW

1 & English _ NS¢

TIME BEGAN

2 U Spanish - TIME ENDED _ _:_ _ ;B;ﬁ

STAND SEGMENT SERIAL

ADDRESS:

NOTICE: Information contained on this form which would permit identification of any individual or establishment
has been collected with a guarantee that it will be held in strict confidence, will be used only for purposes stated for this
study, and will not be disclosed or released to others without the consent of the individual or the establishment in accord-

ance with Section 308(d) of the Public Health Service Act {42 USC 242 m).
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and we are conducting a survey for the U.S. Public Health

INTRODUCTION: Hello, I'm

Service (SHOW ID CARD). A letter was sent to you recently explaining the survey, which is called the Health and Nutri-
tion Examination Survey and is about your family’s health. [IF RESIDENT DOES NOT REMEMBER LETTER, HAND

NEW COPY.] All the information that you give us will be kept in the strictest confidence. Your name will not be attached

to any of your answers without your specific permission.

Before we begin | would like to verify your address. (INCLUDE HOUSE NO., APT. NO., OR OTHER IDENTIFI-

a.
CATION AND ZIP CODE.)

State Zip Code

City

b. Is this also your mailing address? 1 O same as a.
(MARK BOX OR SPECIFY IF
DIFFERENT. INCLUDE ZIP CODE.)

State Zip Code

City

Interviewer Name:

Reviewer’s Name:
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HOUSEHOLD COMPOSITION

1a. To begin, how many people live in this household?
Number

b. What is the name of the person or one of the persons who owns or rents this home?
(ENTER NAME ON FIRST LINE OF FAMILY TABLE 1.)

JF ONLY ONE PERSON LIVES IN HOUSEHOLD, GO TO 1f.
OTHERWISE CONTINUE.

¢. What is the name of (REF. PERSON)’s spouse, if any, who lives in this household?
(ENTER NAME ON SECOND LINE OF FAMILY TABLE 1.)

d. And the other members of this household who are related to (REF. PERSON): What are their names? Let’s begin with
the oldest. (ENTER NAME(S) IN AGE ORDER IN FAMILY TABLE 1.)

e. Are there any other persons not related to (REF. PERSON) living in this household?

@ 1 O Yes 2 3 No

(IF YES: ENTER NAMES IN ADDITIONAL FAMILY TABLES, ESTABLISHING A HEAD OF HOUSEHOLD
AND ORDERING EACH FAMILY BY SPOUSE AND THEN FAMILY MEMBERS IN AGE ORDER)



66

f. 1 have listed {READ ALL NAMES). Have | missed: Yes* No
Any babies or small children? . . . .. ..o ovueon e 10 2 0
Any lodgers, boarders, or persons in your employ who live here? . . . . . . @ 1 20
Anyone who usually lives here but is now away from home? . . . . ... .. 1+ O 2 0
Anyone else stayinghere? . ... .. ... ... . L i i, 1 d 2]
g. Do any of the persons in this household have a home anywhere else? . . ... .. 10 2
*APPLY HOUSEHOLD MEMBERSHIP RULES. PROBE IF NECESSARY:
Where does —— usually live and sleep; here or somewhere else?
h. Are any of the persons in this household now on full-time active duty with the Armed Forces of the
United States?
1 Yes (GO TO 1) @ 2 O No (GO TO PAGE 3)

i.  Whois this? Anyone Else? (DELETE PERSON FROM FAMILY TABLE BY DRAWING LINE THROUGH NAME.)

j. FOR EACH PERSON IN ARMED FORCES, ASK: Where does —— usually live and sleep; here or somewhere else?

(SPECIFY “‘Living at home’” OR “Not living at home'" IN PERSON’S LINE.)

IF SCREENER REFUSAL, ASK:

i)  What is the national origin or ancestry of the persons living in this household?

@ specify¥

living in this household {Mexican/Puerto Rican/Cuban)?

i) (IF “DK" OR REFUSED IN i}): Is the national origin or ancestry of any of the persons

@ 1 [J Yes 2 ONo g9 (0 Don't Know
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HOUSEHOLD COMPOSITION TABLE

STEPS:

QL WN =

go to Question 3 on page 4.

6. Complete 2i after exam appointment has been made.

. After listing household, ask Questions 2b and 2c as appropriate for (first/next) family listed.
. Determine if eligible Hispanic household member in family unit, and mark 2d.
. If eligible family unit, complete 2e, f and g. Complete 2h after Sample Person Selection.
. Repeat Steps 2 and 3 for second family in household; if three or more families, use additional Household Screener Questionnaires.
. If any eligible family unit in household, proceed to Sample Person Selection on page 4. If no eligible family in household,

FAMILY =1

2a. NAME

FIRST, MIDDLE, LAST

2b. IF NOT
COMPLETED
ASK: What is
——'s relation-
ship to (REF.
PERSON)?

®

2c. HAND CARD S1. Please give me the number of the group or
groups that represents ——'s national origin or ancestry.

2d. ELIGIBLE FAMILY?

@1 (0 Yes (2¢) 201 No (NEXT FAMILY OR Q.3)

date of birth? |AGE:
USE
CHT.

MO | DAY | YR

CHCHCHCONT,

6
MOS.-
19
YRS.

@

20-44
YRS.

O

2. Whatis —'s |2f. | 25. MARK ONE

45-74
YRS.

2h. SAMPLE PERSON #:
(NUMBER ALL SP’s
SEQUENTIALLY
WITHIN FAMILY)

2i. NCHS #

REF.
PERSON
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FAMILY #2

2a. NAME

FIRST, MIDDLE, LAST

2b. IF NOT
COMPLETED
ASK: What is
——'s relation-
ship to
(HEAD)?

®

2c.

HAND CARD S1. Please give me the number of the group or
groups that represents ——'s national origin or ancestry.

2d.@_IGIBLE FAMILY?

100 Yes (2e) 2 [J No {(NEXT FAMILY OR Q.3)

2e. Whatis —'s |2f. 2.
date of birth? [AGE:
CHT. 19

MO | DAY} YR YRS.

ClCHCHCNO

MARK ONE

YRS.

©

20-44145-74

YRS.

2h. SAMPLE PERSON #:

(NUMBER ALL SP’s
SEQUENTIALLY
WITHIN FAMILY)

2i. NCHS #

HEAD
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SAMPLE PERSON SELECTION GUIDE

Using the table below select Sample Person(s) following the pattern circled for each age category.

e For each Sample Person selected, circle mark in column 2g and complete column 2h on page 3.

SAMPLE PERSON SELECTION TABLE

PERSONS
6 months — 19 years

PERSONS
20 years — 44 years

PERSONS
45 years — 74 years

A

1st, 2nd, 3rd, 5th, 6th, 7th, 9th, 10th, 11th

F

1st, 2nd, 5th, 6th, 9th,
10th

B
2nd, 3rd, 4th, 6th, 7th, 8th, 10th, 11th, 12th

G

3rd, 4th, 7th, 8th, 11th,
12th

C

1st, 3rd, 4th, 5th, 7th, 8th, 9th, 11th, 12th

H

1st, 2nd, 4th, 5th, 7th,
8th, 10th, 11th

D

1st, 2nd, 4th, 5th, 6th, 8th, 9th, 10th, 12th

2nd, 3rd, 5th, 6th, 8th,
9th, 11th, 12th

All

J

1st, 3rd, 4th, 6th, 7th,
Oth, 10th, 12th

K

Alf

NOTE: e Sample selection patterns E, H, | and J are to be used only in Dade County, Florida.
® Sample selection patterns A, B, C, D, F and G are to be used only outside of Dade

County, Florida.

@ Sampie selection pattern K is to be used in all locations.
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ASK EVERYONE:

3.  Would you give me your telephone number in case my office wants to check my work?

Telephone No. ( )

Area Code

@ 10 No telephone

7 0 Refused
4. DATEOFINTERVIEW: | | | I 1|
MONTH DAY YEAR

5. CHECK ONE:
1 O No eligible families. THANK RESPONDENT AND TERMINATE INTERVIEW.

2 O Eligible family({ies), no Sample Person(s). THANK RESPONDENT AND
TERMINATE INTERVIEW,

3 O Eligible family(ies), with Sample Person(s}. COMPLETE SAMPLE PERSON
QUESTIONNAIRE(S) FOR EACH SAMPLE CHILD (AGE 6 MONTHS —
11 YEARS) AND EACH AVAILABLE SAMPLE ADULT (AGE 12 — 74
YEARS): THEN COMPLETE APPROPRIATE FAMILY QUESTIONNAIRES(S).
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PHS # 6216

Book of books. OMB: 0937-0078

Approval Expires: 2/85

Department of Health and Human Services
Public Health Service
Office of Health Research, Statistics and Technology
National Center for Health Statistics

HISPANIC HEALTH AND NUTRITION EXAMINATION SURVEY
HOUSEHOLD SCREENER QUESTIONNAIRE (528)

LANGUAGE OF
INTERVIEW

10
R (0)-(e) TIMEBEGAN _ _:__ ZD‘:S
2 X Spanish - TIME ENDED _ _:_ _ ;Sf,':,

STAND SEGMENT SERIAL

ADDRESS:

NOTICE: La informacion contenida en este formulario que permitiria identificar a cualquier individuo o establecimiento ha
sido recogida con la garantia que serd mantenida en la mas estricta confidencialidad, sera usada sélo para los propdsitos esta-
blecidos para este estudio, y no sera divulgada o entregada a otros sin el consentimiento del individuo o del establecimiento
de acuerdo con la Seccion 308(d) de la Ley del Servicio de Salud Pablica — Public Health Service Act (42 USC 242m).
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y estamos haciendo una encuesta para el Servicio de Salud Pablica

INTRODUCTION: Hola, soy
de los EE.UU.A (SHOW ID CARD)}. Recientemente se le mandé una carta explicindole |a encuesta, parte del Estudio de

Salud y Nutricidn y que se trata sobre la salud de su familia. (IF RESIDENT DOES NOT REMEMBER LETTER, HAND
NEW COPY.) Toda la informacién que usted nos dé sera mantenida en a mas estricta confidencialidad. Su nombre no

serd juntado con ninguna de sus respuestas sin su expreso permiso.

Antes de comenzar quisiera verificar su direccion. (INCLUDE HOUSE NO., APT. NO., OR OTHER IDENTIFICA-

a.
TION AND ZIP CODE.)

State Zip Code

City

b. ¢Es esta también su direccion postal? 1 [0 same as a.
{MARK BOX OR SPECIFY IF DIFFERENT.,
INCLUDE ZIP CODE.)

State Zip Code

City

Interviewer Name:

Reviewer’'s Name:




HOUSEHOLD COMPOSITION

904

1a. Para comenzar, {cuantas personas viven en esta casa? —_
number

b. ¢Como se llama la persona o una de las personas que es dueiio o que (renta/alquila) esta casa?
(ENTER NAME ON FIRST LINE OF FAMILY TABLE 1.)

IF ONLY ONE PERSON LIVES IN HOUSEHOLD, GO TO 1f.
OTHERWISE CONTINUE.

¢c. {Como se Hama el esposo(a) de (REF. PERSON), si tiene esposo(a), que vive en esta casa?
(ENTER NAME ON SECOND LINE OF FAMILY TABLE 1.)

d. ({Como se llaman los otros miembros de esta casa que son parientes de (REF. PERSON)? Vamos a empezar con
el mayor. (ENTER NAME(S) IN AGE ORDER IN FAMILY TABLE 1))

e. (Hay algunas personas que no son parientes de {REF. PERSON) pero que viven en esta casa?

@ 10Si 2 [0 No

(IF YES: ENTER NAMES IN ADDITIONAL FAMILY TABLES, ESTABLISHING A HEAD OF HOUSEHOLD
AND ORDERING EACH FAMILY BY SPOUSE AND THEN FAMILY MEMBERS IN AGE ORDER.)

f. Yo he puesto en la lista (READ ALL NAMES). ¢He dejado: st No
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Alglin bebé o nifios pequefios? . . ... ... ..ttt i e 10 20

Algunos huéspedes, alojados o personas en su empleo que viven aqui? . @ 10 2 [
Alguicn que vive aqui usualmente pero estd fuera de la casa ahora? .. .. 10 2 O
10 200

Algun otro quese queda aqui? .. ... ...t e

{Tienen algunas de las personas en este hogar un hogar en cualquier otro lugar? 10 2 0,

*APPLY HOUSEHOLD MEMBERSHIP RULES. PROBE |IF NECESSARY:
é¢Dénde vive y duerme —— usualmente; aqui o en otro lugar?

{Estan algunas de las personas en este hogar en servicio activo de las Fuerzas Armadas de los Estatos Unidos a
horario completo?

@ 1 O S (GO TO 1i) 2 O No (GO TO PAGE 3)

¢Quién es? ¢Algin otro? (DELETE PERSON FROM FAMILY TABLE BY DRAWING LINE THROUGH NAME.)

FOR EACH PERSON IN ARMED FORCES, ASK: ¢Dénde vive y duerme —— usualmente; aqui o en otro lugar?
(SPECIFY “Living at home’’ OR *'not living at home" IN PERSON'S LINE.)

IF SCREENER REFUSAL, ASK:

i)  ¢Cudl es el origen nacional o ascendencia de las personas que viven en este hagar?

@ specify

ii) IF“DK”OR REFUSED IN i): ¢Es el origen nacional o ascendencia de cualquiera de las
personas que viven en este hogar (mexicano/puertorriquefio/cubano)?

@ 1 S/ 2 ONo g [0 No Sabe
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HOUSEHOLD COMPOSITION TABLE

STEPS:

O RN~

6. Complete 2i after exam appointment has been made.

After listing household, ask Questions 2b and 2c as appropriate for (first/next) family listed.
Determine if eligible Hispanic household member in family unit, and mark 2d.
. If eligible family unit, complete 2e, f and g. Complete 2h after Sample Person Selection.
. Repeat Steps 2 and 3 for second family in’household; it three or more persons, use additional Househoid Screener Questionnaires.
If any eligible family unit in household, proceed to Sample Person Selection on page 4. If no eligible family in household,

go to Question 3 on page 4.

FAMILY #1

2c. HAND CARD S1. Por favor, déme el nimero del grupo o grupos que

2a. NAME 2b. IF NOT : : i _—
COMPLETED representa (n) el origen nacional o ascendencia de .
ASK: 2d. ELIGIBLE FAMILY?
¢Cuil es el @ 100 Yes (2¢) 2 O No (NEXT FAMILY OR Q.3j
parentesco 2e. (Cuales la 2f. 29. MARK ONE 2h. SAMPLE PERSON #:
:antre —y 1 fecha de AGE: ~(NUMBER ALL SP’s
(REF. i nacimiento  |USE Mgs SEQUENTIALLY
PERSON): de ——? CHT. - WITHIN FAMILY)

FIRST, MIDDLE, LAST MO | DAY| YR Y1Rgs %0;;4 ‘\‘(5:84 2i. NCHS #
REF.

PERSON
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FAMILY #2

2a. NAME

FIRST, MIDDLE, LAST

2b. IF NOT
COMPLETED
ASK:

{Cudl es el
parentesco

entre ——y
(HEAD)?

©)

2¢, HAND CARD S1. Por favor, déme el nimero del grupo o grupos que

representa (n) el origen nacional o ascendencia de ——.

2d. ELIGIBLE FAMILY?
100 Yes (2e) 2 O No (NEXT FAMILY OR Q.3)

2h. SAMPLE PERSON #:
(NUMBER ALL SP’'s

2e. (Cudlesla 2f. 29. MARK ONE

fecha de AGE: 6
nacimiento USE MOS SEQUENTIALLY
de ——? CHT. g WITHIN FAMILY)
MO | DAY | YR 19 |20-44/45-74 2i. NCHS #
YRS.|YRS.|YRS. '

SACICHCHONOHCND

HEAD
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SAMPLE PERSON SELECTION GUIDE

® Using the table below select Sample Person(s) following the pattern circled for each age category.

® For each Sample Person selected, circle mark in column 2g and complete column 2h on page 3.

SAMPLE PERSON SELECTION TABLE

PERSONS
6 months — 19 years

PERSONS
20 years — 44 years

PERSONS
45 years — 74 years

A

Ist, 2nd, 3rd, 5th, 6th, 7th, 9th, 10th, 11th

F

1st, 2nd, 5th, 6th, 9th,
10th

B
2nd, 3rd, 4th, 6th, 7th, 8th, 10th, 11th, 12th

G

3rd, 4th, 7th, 8th, 11th,
12th

c

1st, 3rd, 4th, 5th, 7th, 8th, 9th, 11th, 12th

H

1st, 2nd, 4th, 5th, 7th,
8th, 10th, 11th

D

1st, 2nd, 4th, 5th, 6th, 8th, 9th, 10th, 12th

2nd, 3rd, 5th, 6th, 8th,
9th, 11th, 12th

All

J

1st, 3rd, 4th, 6th, 7th,
9th, 10th, 12th

K

All

NOTE: ® Sample selection patterns E, H, | and J are to be used only in Dade County, Florida.
® Sample selection patterns A, B, C, D, F and G are to be used only outside of Dade

County, Florida.

® Sample selection pattern K is to be used in all locations.
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ASK EVERYONE:

3. (Podria darme su nimero de teléfono en caso de que mi oficina quisiera verificar mi trabajo?

Nidmero de teléfono ( )

Cifra de area
@ 10 No hay teléfono

7 O No quiso darlo

4. DATEOF INTERVIEW: | | | R 1|
MONTH DAY YEAR

5. CHECKONE:
1 O No eligible families. THANK RESPONDENT AND TERMINATE INTERVIEW.

2 O Eligible family(ies), no Sample Person(s). THANK RESPONDENT AND
TERMINATE INTERVIEW,

3 O Eligible family({ies), with Sample Person(s), COMPLETE SAMPLE PERSON
QUESTIONNAIRE(S) FOR EACH SAMPLE CHILD (AGE 6 MONTHS —
11 YEARS) AND EACH AVAILABLE SAMPLE ADULT (AGE 12 — 74
YEARS); THEN COMPLETE APPROPRIATE FAMILY QUESTIONNAIRES(S).
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FAMILY QUESTIONNAIRE (520)

NOTICE: Information contained on this form which would permit identification of any individual or establish-
ment has been collected with a guarantee that it will be held in strict confidence, will be used only for purposes
stated for this study, and will not be disclosed or released to others without the consent of the individual or the
establishment in accordance with Section 308(d) of the Public Health Service Act (42 USC 242m).

WESTAT
ID #:

STAND #

SEGMENT #

SERIAL #

FAMILY #
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ADDRESS:

Apt. No,

City

State

Zip Code

INTERVIEWER NAME:

REVIEWER NAME:

LANGUAGE OF INTERVIEW

& English

O Spanish

@

TIME BEGAN _____ __;S 22
- 10 am
TIMEENDED____ ___ )5 °"
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A. FAMILY RELATIONSHIPS

A-1.

ENTER SP # AND FIRST NAME
OF EACH SP IN FAMILY AGED 19
OR UNDER. |IF NO SUCH SP’s, GO
TO A-2. ‘

/

SP # FIRST NAME
/

SP # FIRST NAME
/

SP # FIRST NAME

A-2. CHECKITEM: A-6. Does their natural father live in this household?
10 No SP’s aged 19 or under (B-1) (IF YES, SPECIFY WHICH PERSON)
2 0 Two or more children in A-1 (A-5) 1 O Not a HH member
3 0 One child in A-1 (A-3) 2 O Sample Person — SPECIFY SP #_____
3 O HH member, not a SP
A-3. Does ——'s natural father live in this household?
(IF YES, SPECIFY WHICH PERSON) A-7. Do (Names in A-1) (all) have the same natural
@-@ 1[J Not a HH member mother?
207 Sample Person — SPECIFY SP # 0y 20 N (A-9)
30 HH member, not a SP
A-4., Does ——'s natural mother live in this household? | A-8. Does their natural mother live in this household?

(IF YES, SPECIFY WHICH PERSON)

@ 100 Not a HH member

2 [0 Sample Person — SPECIFY SP # } (B-1)
3 [0 HH member, not a SP

(IF YES, SPECIFY WHICH PERSON)

1 [0 Not a HH member

2 [0 Sample Person — SPECIFY SP # ____
3 [0 HH member, not a SP

A-5. Do (Names in A-1) (all) have the same natural A-9. CHECKITEM:
father? 10 “Y*in A5 and A-7 (B-1)
20 “Y”in A5 and “N” in A-7 (A-11)
1 0 Y (A-6) 2 [J N (A7) 30 “N"”in A-5 (A-10)
ASK FOR EACH CHILD BEFORE GOING IF “Y"” IN A-7, GO TO B-1.
TO A-11.
A-10. Does ——’s natural father live in this household? A-11. Does ——'s natural mother live in this household?

(IF YES, SPECIFY WHICH PERSON) (PROBE
IF NECESSARY:: Is this the same as for ——7?)

1 O Not a HH member

2 [ Sample Person — SPECIFY SP #_____
3 O HH member, not a SP

(33430 O Same as other child — CHILD’s SP #___

10 Not a HH member
2 [0 Sample Person — SPECIFY SP #____
3 HH member, not a SP

o 0 Same as other child — CHILD's SP #_____

1] Not a HH member
2 (1 Sample Person — SPECIFY SP #____

3 [ HH member, not a SP

(IF YES, SPECIFY WHICH PERSON) (PROBE
IF NECESSARY: : Is this the same as for ——?)

1 J Nota HH member

2 [0 Sample Person — SPECIFY SP #_____
3 0 HH member, not a SP

o O Same as other child — CHILD'sSP # _____

1 O Not a HH member
2 [0 Sample Person — SPECIFY SP #____
3 O HH member, not a SP

(5)(59)0 O Same as other child — CHILD's SP# ___

10 Not a HH member
2 [J Sample Person — SPECIFY SP #_____
3 0 HH member, not a SP
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SP # FIRST NAME
SP = FIRST NAME
SP = FIRST NAME
SP = FIRST NAME
SP # FIRST NAME
SP # FIRST NAME
SP # FIRST NAME

(=)H(+3)o 01 Same as other child — CHILD's SP #___

10 Not a HH member
20 Sample Person — SPECIFY SP #
30 HH member, not a SP

-o O Same as other child — CHILD's SP # ___

10 Not a HH member
2 Sample Person — SPECIFY SP #_____
3 [0 HH member, not a SP

—oEI Same as other child — CHILD’s SP #____

1 Not a HH member
20 Sample Person — SPECIFY SP #_____
3] HH member, not a SP

o O Same as other child — CHILD's SP #_____

10 Not a HH member
20 Sample Person — SPECIFY SP #_____
30 HH member, not a SP

@@ o[ Same as other child — CHILD'sSP #____

10 Not a HH member
20 Sample Person — SPECIFY SP #___
30 HH member, not a SP

o[ Same as other child — CHILD'sSP #_____

10 Not a HH member
20 Sample Person — SPECIFY SP #_____
30 HH member, not a SP

oEl Same as other child — CHILD’s SP #___ _

1O Nota HH member
2] Sample Person — SPECIFY SP#___ _
30 HH member, not a SP

o O Same as other child — CHILD's SP # ___

10 Not a HH member
2 [0 Sample Person — SPECIFY SP #_____
3 O HH member, not a SP

0 O Same as other child —- CHILD's SP#____

1[0 Not a HH member
2 [0 Sample Person — SPECIFY SP #____
3] HH member, not a SP

o O Same as other child — CHILD's SP #
10

Not a HH member
20 Sample Person — SPECIFY SP #_____
300 HH member, not a SP

OD Same as other child — CHILD's SP #
10

Not a HH member
2 Sample Person —SPECIFY SP #____
3 HH member, not a SP

0 O Same as other child —CHILD's SP #___
1 0 Not a HH member

2 O Sample Person — SPECIFY SP #
30 HH member, not a SP-

o O Same as other child — CHILD'sSP #_____

10 Not a HH member
20 Sample Person — SPECIFY SP#______
30 HH member, not a SP

o O Same as other child — CHILD's SP #____
10

Not a HH member
20 Sample Person — SPECIFY SP #_____
30 HH member, not a SP
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FAMILY CHARACTERISTICS

FILL FIRST COLUMN FOR HEAD OF FAMILY, THEN COMPLETE
REMAINING COLUMN(S) FOR (OTHER) SAMPLE PERSON(S) IN

NCHS USE ONLY

FAMILY.
B-1. Name (TRANSCRIBE FROM PAGE 3 OF SCREENER) B-1
B-2. SP number (TRANSCRIBE FROM PAGE 3 OF SCREENER; USE 99 FOR HEAD, IF NOT SP) B-2 (HEAD OF FAMILY)
B-3. Age (TRANSCRIBE FROM PAGE 3 OF SCREENER}) B.3 MONTHS YEARS
B-4. Sex B-4 1 [ Male 2 [J Female
B-5. ENTER OBSERVED RACE FOR EACH PERSON WHOM YOU ARE ABLE TO OBSERVE. B-5 10w 208 300 9 [J Not obs.
B-6. In what state or foreign country was —— born? (ENTER THE NAME OF THE STATE OR
FOREIGN COUNTRY) B-6 [ T[] state or foreign country
IF UNDER 5 YEARS OLD, MARK “NEVER ATTENDED.” B-7
001 Never attended or
Kindergarten only (B-9)
Elem. . ... 1 2 3 4 5 6 7 8
B-7.  What is the highest grade or year of regular school —— has ever attended? High . . ... 9 10 11 12
(CIRCLE APPROPRIATE NUMBER) College ...1 2 3 4 5+
B-8. Did —-— finish (number in B-7) (grade/year)? B-8 10 Yes 2 [ No
8.9 o] Under 14
| 13 Married — spouse in HH
B-9. IF UNDER 14, MARK FIRST BOX AND GO TO B-10. OTHERWISE ASK: 20 Married — spouse not in HH
Is —— now married, widowed, divorced, separated or has —— never been married? 3[J Widowed
) 4[] Divorced
(IF MARRIED, REFER TO HOUSEHOLD COMPOSITION AND MARK ACCORDINGLY ) 5 [1 Separated
6 [ Never married
10 under 17 yrs. old (NEXT SP)
B-10. CHECK ITEM B-10 200 17+ yrs. old (B-11)
B-11. Did —— ever serve in the Armed Forces of the United States? B-11 10 Yes 2 0J No




B-12. During the past 2 weeks, did —— work at any time at a job or business, not counting work around B-12 10 Yes (B-17) 2 (0 No
the house? (INCLUDE UNPAID WORK IN THE FAMILY (FARM/BUSINESS}.)
B-13. Even though —— did not work during those 2 weeks, did —— have a job or business? B-13 10 Yes 2 [0 No
B-14. Was —— looking for work or on layoff from a job? B-14 10 Yes 2 [0 No (B-16)
10 Looking (B-18)
B15. Which, looking for work or on layoff from a job? B-15 2 0 Layoff (B-17)
30 Both (B-17)
10 “Yes" in B-13 (B-17)
B-16. CHECK ITEM: RK Y IF “NO” IN B-14. -
16. C ITEM: MARK A BOX ONLY IF “NO B-16 20 “No in BA3 (NEXT SP)
. Employer
B-17. For whom did — work? ENTER NAME OF COMPANY, BUSINESS, ORGANIZATION, OR
OTHER EMPLOYER, B-17
&
. . Lo . . . B-18
B-18 For whom did —— work at — last full-time civilian job ot business lasting 2 consecutive weeks or
more? ENTER NAME OF COMPANY, BUSINESS, ORGANIZATION, OR OTHER EMPLOYER.
B-19. What kind of business or industry is this? (For example, TV and radio manufacturing, retail shoe B.19 Industry
store, State Labor Department, farm.) )
Occupation
B-20. What kind of work was —— doing? (For example, electrical engineer, stock clerk, typist, farmer.) B-20
Duties
B-21. What were ——'s most important activities or duties at that job? (For example, types, keeps B-21
account books, files, sells cars, operates printing press, finishes concrete,)
COMPLETE FROM ENTRIES IN B-17 THRU B-21; —— self-employed in own business,
IF NOT CLEAR ASK: professional practice, or farm? B-22 Class of worker
IF NOT FARM, ASK: Is the 1P
B-22. Was —— an employee of a private company, business incorporated? 20F
business or individual for wages, salary Yes. .« v | 30§
orcommission?. . ............. P No............... SE a0 L
—— a Federal government employee? , .. F —— working without pay in family 500 |
—— a State government employee?. . . .. S business or farm?. . .. ...... WP s O SE
—~— a local government employee?. . . .. L —— never wprked or never worked 70 WP
at a full-time civilian job lasting o0 NEV
2weeksormore . ......... NEV

Lib
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B3 MONTHS YEARS B-3 MONTHS YEARS B-3 MONTHS YEARS
Bf4 10 Male 2 [0 Female B-4 10 Male 2] Female B-4 10 Male 2] Female
B-5 10W 208 30 0 90 Notobs. | B5 10W 208 300 o0 Notobs. | B5 10W 208 330 90 Not obs.
B-6 I:]:D State or foreign country B-6 E]:D State or foreign country B-6 D:Ij State or foreign country
00[] Never attended or 00[] Never attended or 00[] Never attended or
B-7 Kindergarten only (B-9) B-7 Kindergarten only (B-9) B-7 Kindergarten only {B-9)
Elem. . ... 1 2 3 4 5 6 7 8 Elem. .. .. 1 2 3 4 5 6 7 8 Elem. .. .. 1 2 3 4 65 6 7 8
High ... .. 9 10 11 12 High ... .. 9 10 11 12 High .. ... 9 10 11 12
College ...1 2 3 4 b+ College ... 1 2 3 4 b+ Coliege ...1 2 3 4 b+
B-8 100 Yes 20 No B8 10 Yes 20 No B8 10 Yes 20 No
0 0 Under 14 0 O Under 14 o O Under 14
1 [J Married — spouse in HH 1 0 Married — spouse in HH 10 Married — spouse in H.H
B-9 2 [J Married — spouse notin HH | B-9 2 [ Married — spouse not in HH B-9 2 [J Married — spouse not in HH
3 [0 Widowed 3 [0 Widowed 3 (J Widowed
4 [J Divorced 4 (J Divorced 4 [1 Divorced
5 (] Separated 5 {J Separated 5 [1 Separated
6 O] Never married & O Never married 6 UJ Never married
B-10 1] Under 17 yrs. old (NEXT SP) B-10 10 Under 17 yrs. old (NEXT SP) B-10 1 O Under 17 yrs. old (NEXT SP)
i 20 17+ yrs. old (B-11) 2 [1 17+ yrs. old (B-11) 2 00 17+ yrs. old (B-11)
B-11 10 Yes 20 No B-11 10 Yes 20 No B-11 10 Yes 20 No
812 1 Yes (B-17) 2 No B-12 1 0O Yes (B-17) 2 ] No B-12 10 Yes (B-17) >0 No
B-13 101 Yes 20 No B-13 10 Yes 20No | B13 10 Yes 20 No
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B-14 10 Yes 200 No (B-16)| B-14 10 Yes 20 No (B-16) | B-14 10 Yes 20 No (B-16)
130 Looking (B-18) 10 Looking (B-18) 1 O Looking (B-18)
B-15 20 Layoff (B-17) B-15 2 O Layoff (B-17) B-15 2 O Layoff (B-17)
3 [J Both (B-17) 3 O Both (B-17) 3 [0 Both (B-17)
10 *Yes" in B-13 (B-17) 10 “Yes” in B-13 (B-17) 10 "Yes" inB-13 (B-17)
B-1 B-16 B-16
6 2 "No" in B-13 (NEXT SP) 2 0O “No" in B-13 (NEXT SP) 2 [0 “No” inB-13 (NEXT SP)
Employer Employer Employer
B-17 B-17 B-17
& & &
B-18 B-18 B-18
Industry Industry Industry
B-19 B-19 B-19
820 Occupation B.20 Occupation 8.20 Occupation
Duties Duties Duties
B-21 B-21 B-21
B-22 . Class of worker B-22 Class of worker B-22 Class of worker

1OP
200 F
ads
al] L
s 1
e O SE
70 wpP
o [0 NEV

10P
20 F
ads
a0 L
sO 1
e 0 SE
70 WP
o0 NEV

1OP
20 F
3]s
a0 L
s 1
6 J SE
70 WP
o[ NEV
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C. HEALTH INSURANCE

Medicare is a Social Security health insurance program for disabled persons and for persons 65 years old and over. People covered by Medicare have a card
that looks like this. (SHOW CARD F-1)

[0 Yes, one or more SP’s covered

coverage? TRANSCRIBE THE INFORMATION FROM THE CARD OR MARK THE “CARD
NOT AVAIL.” BOX.

C-1.  (Is/Are) {name(s) of all SP's in family) now
covered by Medicare? [J No, na SP’s covered (C-6) ,
oo . L
ASK FOR EACH SP. MARK BOX IN EACH COLUMN BEFORE ASKING C-3.
C-2. Is —— now covered by Medicare? 2 13 Cov. 2 U Notcov. o L1 DK
FOR EACH PERSON WITH “COVERED" IN C-2, ASK C-3 AND C-4.
C-3. Is — now covered by the part of Social Security Medicare which pays for hospital bills? C-3 @ 1 [ Yes 2 [0 No 9 O DK
C-4 Is —— now covered by that part of Medicare which pays for doctor’s bills? This is the Medicare plan for
' c4
which —— or some agency must pay a certain amount each month, @ 10 Yes 2 U No s U DK
ASK C-5 FOR EACH PERSON WITH “DK" IN C-3 AND/OR C-4. + O Hos
C-5. May | please see the Social Security Medicare card(s) for —— {and ——) to determine the type of C-5 » 0 Medp.

3 (J Card not avail.

C-6. We are interested in all kinds of health insurance plans except those which pay only for accidents.
(Not counting Medicare) (Is/Are) (name(s) of all SP’s in family)
now covered by a health insurance plan which pays any part O Yes
of a hospital, doctor’s, or surgeon’s bill? [J No (C-12)

C-7. What is the name of the plan? (RECORD IN TABLE H.I.; RETURN TO C-8.)

C-8. (Is/Are) (names of all SP'S) now covered by any other health

[ Yes (REASK C-7 & C-8)
O No (C-9)

insurance plan which pays any part of a hospital, doctor’s,
or surgeon’s bill?
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TABLE H.I.

PLAN 1

C-9. Does this (name) plan pay any
part of hospital expenses?

C-10. Does this plan pay any part of doctor’s or surgeon’s
bills for operations?

@) 10Yes 20 No s[J DK

C-11. Is — covered under this (name) plan?

10 Ye 20 No 9 DK
@ S (MARK BOX EOR EACH SP-) c-11 @ 1 D Cov. 2 Not cov. o J DK
PLAN 2 C-10. Does this plan pay any part of doctor’s or surgeon’s
bills for operations?

C-9. Does this (name) plan pay any

part of hospital expenses? @ 10 Yes 20 No 90 DK

C-11. Is — covered under this {name) plan?
@) 1OYes 20No 0 DK (MARK BOX FOR EACH 8P c-11 10 Cov. 20 Notcov. s 0O DK
PLAN 3 C-10. D-oes this plan pay any part of doctor’s or surgeon’s
bills for operations?
C-9. Does this (name) plan pay any )
name 2
part of hospital expenses? @ 10 Yes D No °0 DK
C-11. s — covered under this (name) plan?
10 Yes 200 No 90 DK (MARK BOX FOR EACH P} c-11 @ 10 Cov. 20 Notcov. o [0DK
C-12. CHECK ITEM: REVIEW C-2 AND C-11, AND MARK BOX FOR EACH SP. IF ALL COVERED, 1 O Covered
GO TQ SECTION D. IF NOT, CONTINUE. c12 2 [J Not covered, under 65 yrs. old
3 [ Not covered, 65+ yrs. old

ASK C-13 — C-15 FOR EACH PERSON “NOT COVERED." @91 2 3 4 5 6 7 8 9

C-13. Many people do not carry health insurance for various reasons. (SHOW CARD F-2) 7
C-13 | 10

Which of these statements describes why —— is not covered by any health insurance? {|F 65+): SPECIFY

or Medicare?
C-14. Any other reason? o1 1 O Yes (REASK C-13 & C-14)

’ @ 2 O No

MARK BOX IF ONLY ONE REASON GIVEN; OTHERWISE ASK: el Only one reason in C-13

C-15. What is the main reason —— is not covered by any health insurance? (IF 65+): or Medicare? c-15 OR 1 2 3 4 5 6 7 8 97
10
SPECIFY
6
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2 [0 Not cov.

2 (O Not cov.

1 O Cov.

1 O Cov.

B o

@1DY95

@1DYes

@HZIYes

@1DYes

1 O Hosp.
2 [0 Med.

3 [ Card not avail.
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Cc-1 1 O Cov. 2 O Not cov, s 0DKJ C-11 1 00 Cov. 2 0 Not cov, 9 O DK|] C-11 1 [J Cov, 2 [0 Not cov. 9 0 DK
C-11 10 Cov. 20 Notcov. 90 DK | C-11 10 Cov. 20 Notcov. o0 DK| C-11 10 Cov. 20 Notcov. e[ DK
C-11 @1 O Cov. 2 0 Not cov. o[ DK | C-11 @ 1 0O Cov. 2 [0 Not cov. o O DKJ] C-11 @1 O Cov, 2 O Notcov. 9 O DK
1 0O Covered @ 1 O Covered @ 1 O Covered
C-12 2 O Not covered, under 65 yrs. old C-12 2 [0 Not covered, under 65 yrs. old C-12 2 O Not covered, under 65 yrs. old
3 O Not covered, 65+ yrs. old 3 0 Not covered, 65+ yrs. old 3 J Not covered, 65+ yrs. old
C-131234567897 C-131234567897 C-131234567897
10 10 10
SPECIFY SPECIFY SPECIFY
1 0 Yes (REASK C-13 & C-14) 1 0O Yes (REASK C-13 & C-14) 1 O Yes (REASK C-13 & C-14)
C-14 - -1
@ZDNO C14 @2DNO C4@2DN0
00 Only one reason in C-13. oo O Only one reason in C-13 oo O  Only one reason in C-13
c1s c1o -

OH123456789/

10
SPECIFY

0H123456787
10

SPECIFY

OR123456787

10
SPECIFY
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D.

INCOME ASSISTANCE

D-2.

D-3.

D-1. (Does/Do) (name(s) of all SP’s in family) now receive assistance through the ’Aid to Families with
Dependent Children’’ Program, sometimes called “AFDC" or “ADC""?
O Yes 0 No (D-3) O DK (D-3)
D-2

ASK FOR EACH SP: is —— included in the AFDC assistance payment?

(Dou/Do) (name(s) of aII SP s) now receive the “Supplemontal Security Incomo” or “SSI"

- @1DYes 2 0O No

P P P PR P P S DR DR DL L

gold-colored chack?
O Yes O No {D-5) O DK (D-5)
D4,

ASK FOR EACH SP: Does —— receive this check?

There Is a national program calied Madicaid which pays for health care for porsom In need.
(In this State it is also called

(has/have) (name(s) of SP’s) received health care which has been or will be paid for by
Medicaid (or )?

O Yes O No (D-7) 0O DK (D-7)

.) During the past 12 months, |

D4

(Does/Do) (n amegsl of all SP’s) now have a Medicaid (or

ASK FOR EACH SP: Did —— receive this care?

like this? SHOW MEDICAID CARD.,

} card which looks |

1EJYes 2 0 No

COLUMN, BEFORE ASKING D-10.

1 O Current
2 [0 Expired
3 [ No card seen
4 O Other card seen 7

0O Yes 0 No (D-10) 0 (b-10) 7
D-8. ASK FOR EACH SP: Does —— have a Medicaid (or ) card? D-8 1 O Yes 2 O No 9 0 DK
ASK FOR EACH SP WITH “YES” IN D-8. D9 @ [J Medicaid card seen
D-9. May | please see ——'s (and ——'s , . .) card(s)? MARK APPROPRIATE BOX(ES) IN EACH SP's 7

SPECIFY
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health care?

O Yes 0O No (D-12) 0O DK ({D-12)

. ASK FOR EACH SP: |s —— covered?

@njves 2 O No 9 O DK

{Does/Da) (name(s) of all SP's) now receive military retirement payments from any branch of the
Armed Forces or a pension from the Veteran’s Administration? Do not include VA disability
compensation.

O Yes O No (D-15) O DK (D-15)

D-13.

ASK FOR EACH SP: Does —— reéeive these payments or the pension?

D-13

@ﬂ]Yes 2 O No o [0 DK

ASK FOR EACH PERSON WITH ““YES" IN D-13.

1|:| AF 2 O VA 3 O Both

. Which does —— receive; the Armed Forces retirement, the VA pension, or both?

{Is/Are) (name(s) of all SP's) now covered by CHAMP-VA, which is medical insurance for dependents
or survivors of disabled veterans?

O Yes 0 No (D-17) O DK (D-17)

. ASK FOR EACH SP: s —— covered by CHAMP-VA?

@ﬂ]Yes 2 O No 9 [1 DK

(Is/Are) (name(s) of all SP's) now covered by any other program that provides health care for military
dependents or survivors of military persons?

O Yes U No (D-19) O DK (D-19)

. ASK FOR EACH SP: Is —— covered?

D-18

1DYes 2 O No s O DK

. CHECKITEM: REFER TO B-3 AND B-11 AND MARK FIRST APPLICABLE BOX.

D-19

@1 [0 Under 17 vears (NEXT SP)
2 01 “No" in B-11 (NEXT SP)
30 ""Yes" in B-11 (D-20)

D-20.

Does — have a disability related to —— service in the Armed Forces of the United States?

D-20

1 00 Yes (D-21) 2 O No (NEXT SP)

D-21.

Does —— now receive compensation for this disability from the Veteran's Administration?

D-21

1|:| Yes 2 O No
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NCHS USE ONLY

B-1

NCHS USE ONLY

NCHS USE ONLY

B-1

B-2

. @1 O Yes

D-6

2 4] No

9 O DK

D-6

1 O Yes

2 O No s [0 DK

D6

D-8

; EI Yés

2 [0 No

9 O DK

D-8

1DYes 2 O No 9 O DK

D-8

2 0 No

2 [J No

1 O Yes

D-9

@ O Medicaid card seen7

1 O Current
2 O Expired
3 (O No card seen
4 [0 Other card seen7

5

SPECIFY

D-9

@ O Medicaid card seen7

1 O Current
2 O Expired
3 [0 No'card seen
4 [J Other card seen7

5

SPECIFY

D9

@ 0 Medicaid card seen7

1 [0 Current
2 [J Expired
3 [ No card seen
4 [J Other card seen 7

5

SPECIFY
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2 0 No 9 O DK

2 O No o [0 DK

D-13 @1 O Yes 2 O No o O DK | D13 @1 O Yes 2 O No o 0 DK | D-13 @1 O Yes 2 0 No o 00 DK
D-14 1 O AF 2 00 VA a0 Both | D-14 1 0O AF 2 0 VA a0 Both| D-14 1 O AF 20 VA 3 O Both
D-16 @1 O Yes 2 0 No o0 DK | D-16 @1 0 Yes 2 O No s ODK | D16 @1 O Yes 2 0 No o O DK

9 0 DK

2 [0 No

D-19 10 Under 17 years (NEXT SP) D-19 @1 0 Under 17 years (NEXT SP) D-19 @1 O Under 17 years (NEXT SP)
2 00 “No” in B-11 (NEXT SP) 2 O “No” in B-11 (NEXT SP) 20 “No'" in B-11 (NEXT SP)
30 “*Yes” in B-11 (D-20) 3 O "*Yes” in B-11 (D-20) 30 **Yes” in B-11 (D-20)
D-20 1 O Yes (D-21) 2 O No (NEXT SP) D-20 1 O Yes (D-21) 2 CINo (NEXT SP) D-20 1 O Yes (D-21) 2 O No (NEXT SP)
D-21 1 O Yes 20 No D-21 1 O Yes 2 0 No D-21 1 O Yes 2 0 No
9
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E.

HOUSING AND INCOME

E-1. How many rooms are in this ——? Count the kitchen but not the bathroom. E-1 Rooms
number
E-2. Qo YOl.J hav'e access to comp!ete kitchen facilities in (this house/these living quarters); that is, a kitchen E-2 100 Yes 27 No
sink with piped water, a refrigerator and a range or cookstove?
E-3. What is the main fuel used for heating this home? E-3 o1 [ Qil
02 [J Natural gas
03 [ Electricity
04 [] Bottled gas (propane)
05 [] Kerosene
o6 [1 Wood
07 (1 Coal
o8 (J Other 09
SPECIFY
oo (0 No fuel used
E-4. What is the main heating equipment for this home? E4 01 [J Steam or hot water with radiators or

convectors

02 [ Central warm air furnace with ducts
to individual rooms, or central heat
pump

03 [ Built-in electric units (permanently
installed in wall, ceiling, or base-
board)

04 [J Floor, wall or pipeless furnace

o5 [0 Room heaters with flue or vent,
burning oil, gas, or kerosene

06 [1 Room heaters without flue or vent,
burning oil, gas, or kerosene

07 (O Heating stove burning wood, coal,
or coke

o8 [ Fireplace(s)

09 [ Portable electric heater(s)

10 O Other (SPECIFY) 1!

00 (J No heating equipment used (E-7)
99 [J Don't know




(-4

E-5. Are any other types of equipment used for heating this home? (IF MORE THAN ONE TYPE IS

MENTIONED, MARK ONLY THE ONE USED MOST.)

E-5

@

o1 0
o2 O
o3 O
0a O
os [
o6 1
07 O
os [
oo O
100

oo [

Steam or hot water with radiators or
convectors

Central warm air furnace with ducts
to individual rooms, or central heat
pump

Built-in electric units (permanently
installed in wall, ceiling, or base-
board)

Floor, wall or pipeless furnace
Room heaters with flue or vent,
burning oil, gas, or kerosene

Room heaters without flue or vent,
burning oil, gas, or kerosene

Heating stove burning wood, coal,

or coke

Fireplace(s)

Portable electric heater(s)

Other (SPECIFY) 11

No other heating equipment used (E-7)

E-6. What is the main fuel used by this additional equipment?

E-6

o100 Oil
02 [0 Natural gas
03 [J Electricity
04[] Bottled gas (propane)
05 [0 Kerosene
o6 0 Wood
07 O Coal
os [1 Other 09
SPECIFY
00 (0 No fuel used

10
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o00dJ 200 T

. i i ing i is home?
E-7. What is the main fuel used for cooking in this hom £.7 o1 O Oil
02 O Natural gas
03 J Electricity
o4 [] Bottled gas (propane)
os O Kerosene
08 [J Wood
07 {1 Coal
08 O Other %®
SPECIFY
00 O No fuel used
E-8. Do you have air-conditioning — either individual room units, a central system or evaporative cooling? | g.g 10 Yes 2] No (E-10)
E-9.  Which do you have? E-9 1 0 Individual room unit
2 [J Central air-conditioning
3 [J Evaporative cooling

E-10. Was the total combined family income during the past 12 months — that is, yours, (read names of all E-10 1 $20,000 or more
family members, including Armed Forces members living at home) more or less than $20,000? Include (HAND CARD F-3)
money from jobs, Social Security, retirement income, unemployment payments, public assistance, 20 Less than $20,000
and so forth. Also include income from interest, dividends, net income from business, farm or rent, (HAND CARD F-4)
and any other money income received.

READ PARENTHETICAL PHRASE IF ARMED FORCES MEMBER LIVING AT HOME OR IF
NECESSARY.

E-11. Of those income groups, which letter best represents the total combined family income during the E-11 CARD F-4 CARD F-3
past 12 months (that is, yours, (read names, including Armed Forces members living at home)}? e -
Include wages, salaries, and the other items we just talked about. - . 210

o1dA 1 K u

o2 B 120L 22(] VvV

03] C 130M 230 W

oa 0D 140N 24 X

o6 O E 1500 20Y

os 0 F 16JP 26 (] Z

o7 G 170 Q 27 2Z
os 0 H 18 O R

oo ]I 1908
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E-12. Did any members of this family receive any Government food stamps in any of the past 12 months?
(That is, from (name of month) last year, up through {name of month) this year.}

E-12

@ 100 Yes 20 No (E-20)

E-13. In how many months of the past 12 months did any member of this family receive food stamps?

E-13

Months
NUMBER

E-14. Did this family receive any Government food stamps in (name of last month)?

E-14

@ 10 Yes (E-16)200 No

E-15. In which month did any member of this family last receive food stamps?
SPECIFY NAME OF MONTH.

E-15

MONTH

E-16. For how many persons were those food stamps authorized?

E-16

@ —_ Persons

NUMBER

E-17. What was the total face value of those food stamps received by this family in (last month/month
in E-15)?

E-17

E-18. Did this family spend more for food (last month/month in E-15) than the value of your food stamps?

E-18

@ 10 Yes 201 No (E-20)

E-19. How much more?

E-19

E-20. Is your family receiving food stamps at the present time?

E-20

10 Yes 2 No

"
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A. PARENTESCOS FAMILIARES

A

ENTER SP # AND FIRST NAME
OF EACH SP IN FAMILY AGED 19
OR UNDER. IF NO SUCH SP's, GO
TO A-2.

/

SP # "FIRST NAME
/

SP # FIRST NAME
/

SP # FIRST NAME

A-2. CHECKITEM:

@ 10 No SP’s aged 19 or under (B-1)
2 O Two or more children in A-1 (A-5)
3 (] One child in A-1 (A-3)

A-3.

A-6. (Vive en este hogar su padre biologico?
(IF YES, SPECIFY WHICH PERSON)
1 [J Nota HH member
2 [J Sampie Person — SPECIFY SP #___
3 [J HH member, not a SP

(IF "S1”", SPECIFY WHICH PERSON)
.@ 10 Not a HH member

3(J HH member, not a SP

2 [J Sample Person — SPECIFY SP = : (B-1)

{Vive en este hogar'el padre bioldgico de ——?
(IF “Si"", SPECIFY WHICH PERSON) A-7. (Tienen (todos) (names in A-1) la misma
@@ 10 Not a HH member madre biologica?
20 Sample Person — SPECIFY SP # ___ 108 200 N (A-9)
3 [J HH member, not a SP
A-4. ¢Vive en este hogar la madre biolégica de ——? A-8. ¢Vive en este hogar su madre biologica?

(IF 'SI”", SPECIFY WHICH PERSON)

1 O Not a HH member

2 [J Sample Person — SPECIFY SP # ___
3 0 HH member, not a SP

A-5. (Tienen (todos) (names in A-1) el mismo
padre biologico?

10 S (A-6)

2 0 N (A7)

A-9. CHECKITEM:
10 S in A-5 and A-7 (B-1)
20 “S”in A-5and “N”in A-7 (A-11)
30 “N”in A-5(A-10)

ASK FOR EACH CHILD BEFORE GOING

TO A-11.

¢Vive en este hogar el padre biologico de ——?
(IF “S1””, SPECIFY WHICH PERSON) (PROBE
IF NECESSARY: ¢Es el mismo de ——7?)

1 {0 Not a HH member

2 [0 Sample Person — SPECIFY SP #_____
3 0 HH member, not a SP

((3943))o0 O Same as other child — CHILDs SP #___

1[0 Not a HH member
2 [1 Sample Person — SPECIFY SP #_____
3 0 HH member, not a SP

(3349 001 Same as other child — CHILD's SP #____

10 Not a HH member
2 [0 Sample Person — SPECIFY SP #___

3 HH member, not a SP

IF “S"” IN A-7, GO TO B-1

¢Vive en este hogar la madre biologica de ——?
(IF “S1”, SPECIFY WHICH PERSON) (PROBE
(F NECESSARY: (Esla misma de ——7?)

A-11,

10 Not a HH member
2 [0 Sample Person — SPECIFY SP #___
3 0 HH member, not a SP

(59:(5)0 0 Same as other child — CHILD'sSP # ____
10

Not a HH member
2 1 Sample Person — SPECIFY SP #_____
3 O HH member, not a SP

(=590 O Same as other child — CHILD's SP# ___

10 Not a HH member
2 [0 Sample Person — SPECIFY SP #____
3 O HH member, not a SP
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SP # FIRST NAME
SP # FIRST NAME
SP # FIRST NAME
SP # FIRST NAME
SP # FIRST NAME
SP # FIRST NAME
SP # FIRST NAME

(o) Same as other child — CHILD's SP #___

10
203
30

..oD

Not a HH member
Sample Person — SPECIFY SP #____
HH member, not a SP

Same as other child — CHILD'sSP # ____

10 Not a HH member

20
ad

@@

10
20
3

@0
14
20
aldl

@@OD

10
20
30

@@e0
10
20
3

CCi

23
al

Sample Person — SPECIFY SP #___
HH member, not a SP

Same as other child — CHILD'sSP #_____
Not a HH member

Sample Person — SPECIFYSP #_____
HH member, not a SP

Same as other child — CHILD'sSP #____

Not a HH member
Sample Person — SPECIFY SP =_____
HH member, not a SP

Same as other child — CHILD'’s SP =____

Not a HH member
Sample Person —~ SPECIFY SP =_____
HH member, not a SP

Same as other child — CHILD'sSP=_____

Not a HH member
Sample Person — SPECIFY SP £
HH member, not a SP

Same as other child — CHILD's SP %___ _,
0 Nota HH member

Sample Person — SPECIFY SP #
HH member, not a SP

(70H(72)o 01 same as other child — CHILD's SP # ___

10 Not a HH member
2 [ Sample Person — SPECIFY SP #
a [ HH member, not a SP

o 0 Same as other child — CHILDs SP #_____

1 0 Not a HH member
2 [0 Sample Person — SPECIFY SP #_____
3 HH member, not a SP

0 0 Same as other child — CHILD's SP #

10 Not a HH member
20 Sample Person — SPECIFY SP #_____
a0 HH member, not a SP

OD Same as other child — CHILD's SP #

10 Nota HH member

2 Sample Person — SPECIFY SP #__

30 HH member, nota SP

(22:(29a 0 Same as other child — CHILD's SP #___

1 0 Not a HH member
2 [ Sample Person — SPECIFY SP #
a0 HH member, not a SP

0 O Same as other child — CHILD's SP #

10 Not a HH member
2 Sample Person — SPECIFY SP #____
ad HH member, not a SP

0 [0 Same as other child — CHILD's SP #____ _

10 Not a HH member
2{1 Sampie Person — SPECIFY SP #_____
a0 HH member, not a SP
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B. CARACTERISTICAS DE LA FAMILIA

NCHS USE ONLY
FILL FIRST COLUMN FOR HEAD OF FAMILY, THEN COMPLETE
REMAINING COLUMN(S) FOR (OTHER) SAMPLE PERSON(S) IN
FAMILY.
B-1. Name (TRANSCRIBE FROM PAGE 3 OF SCREENER) B-1
B-2. SPnumber (TRANSCRIBE FROM PAGE 3 OF SCREENER; USE 99 FOR HEAD, {F NOT SP) B-2 (HEAD OF FAMILY)
B-3. Age (TRANSCRIBE FROM PAGE 3 OF SCREENER) 8.3 MONTHS YEARS
B-4, Sex B-4 10 Male 2 0 Female
B-5. ENTER OBSERVED RACE FOR EACH PERSON WHOM YOU ARE ABLE TO OBSERVE. B-5 @ 10W 20B 300 o0 Notobs.
B-6. {En clal estado o pais extranjero nacié ——? (ENTER THE NAME OF THE STATE OR
FOREIGN COUNTRY) B-6 D:D Estado o pais extranjero
IF UNDER 5 YEARS OLD, MARK “NEVER ATTENDED." B-7 e
00[] Nunca asistié o sélo
“’Kindergarten’’ (B-9)
Primaria 1 2 3 4 5 6 7 8
B-7.  (Cudl es el grado més alto de la escuela regular que —— haya asistido en su vida? Secundaria @ 10 11 12
(CIRCLE APPROPRIATE NUMBER) Universidad 1 2 3 4 5+
B-8. (Termindé —— el (number in B-7) (grado/afio)? B-8 10 Si 2 No
8.9 01 Menos de 14
’ 10 Casado — spouse in HH
B-9. IF UNDER 14, MARK FIRST BOX AND GO TO B-10. OTHERWISE ASK: 20 Casado — spouse not in HH
{Esta —— ahora casado, es viudo, divorciado, separado o nunca se casd? 30 Viudo
(IF MARRIED, REFER TO HOUSEHOLD COMPOSITION AND MARK ACCORDINGLY.) 4[] Divorciado
5 O Separado
6 (0 Nunca casado
B-10 10 under 17 yrs. old (NEXT SP)
B-10. CHECKITEM 203 17+ yrs. old (B-11)
B-11. ¢Sirvio —— en las Fuerzas Armadas de los Estados Unidos? B-11 10 S 2 O No
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B-12.

¢Durante las 2 semanas pasadas, ¢trabajé —— por cualquier tiempo en algin trabajo o negocio, sin B-12 10 Si(B-17) 2 [ No
contar trabajo alrededor de fa casa? (INCLUDE WORK “SIN PAGO” IN THE FAMILY
{(FARM/BUSINESS).)
B-13. Aunque —— no trabaj6 durante esas 2 semanas, {tenia —— un trabajo o negocio? B-13 10 Si 2 [J No
B-14. (Estaba —— buscando trabajo o estaba en “lay off” (desempleado por falta de trabajo) .
de un trabajo? B-14 10 S 2 [ No (B-16)
1 J Buscando (B-18)
B15. (Cudl, buscando trabajo o en “lay off” de un trabajo? B-15 2011 “Lay off” (B-17)
31 Ambos (B-17)
B-16. CHECK ITEM: MARK A BOX ONLY IF “NO' IN B-14. B-16 ; H Z' i'"s':;(‘,\?;)g o)
n B-
B-17. (Para quién trabaj6 —~? ENTER NAME OF COMPANY, BUSINESS, ORGANIZATION, OR 5 Patrén
OTHER EMPLOYER. B
&
B-18  (Para quién trabajo —— en su (ltimo trabajo o negocio civil, a tiempo completo, que durd 2 B-18
semanas seguidas o mas? ENTER NAME OF COMPANY, BUSINESS, ORGANIZATION,
OROTHER EMPLOYER.
B-19. ¢{Qué tipo de negocio o industria es esto? (Por ejemplo, fabrica de televisores y radios, zapateria de 5.19 Industria
venta al por menor, Departamento de Trabajo del Estado, finca.) ’ @
B-20. ¢Qué tipo de trabajo hacia ——? (Por ejemplo, ingeniero eléctrico, vendedor de tienda, 520 Ocupacion
mecanégrafo, agricultor.) :
B-21. (Cuales eran las actividades o deberes mas importantes de — en ese trabajo? (Por ejemplo, escribe B8-21 D:zberes
a maquina, mantiene los libros de contaduria, achiva, vende autos, mantiene la operacion de
imprenta, mezcla concreto.)
COMPLETE FROM ENTRIES IN B-17 THRU ——empleado en su propio negocio,
B-21;1F NOT CLEAR ASK: f;a;t(';? ';'::;,'IOTS':,“."; a: | B-22 Tipo de empleado
B-22. (Era —— empleado de una compafiia privada, o ' 4 S ¢hstae 10 P
un negocio, o un individuo por negocn;“mcorpora o | 200 F
pago, sueldo, o comision?. . . . . . . P Nl """"""""" se 3alls
—— empleado del gobierno federal?. .. F bai 3' T n.e. Coo a0 L
—— empleado del gobierno estatal? . .. S ——tra ajando 5in pago en un negocio sl
. T de familiaoenunafinca?. ... ... WP 1 SE
—— empleado del gobierno local? . ... L - o 6l1S
- —— nunca trabajo o nunca trabajo6 en 20 WP
un trabajo civil a tiempo completo o0 NEV
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B-3 MONTHS YEARS B-3 MONTHS YEARS B-3 MONTHS @ YEARS
B-4 10 Male 2 Female B-4 100 Male 2[J Female B-4 1] Male 2 Female
B5 10W 208 300 O 90 Notobs. | B-5 10W 2008 330 o0 Notobs. | B5 10W 208 370 90 Not obs.
B-6 [:I:D Estado o pafs extranjero B-6 H:Ij Estado o pars extranjero B-6 Dj:} Estado o pai's extranjero
00 ] Nunca asistio o sélo 00(] Nunca asistio o solo 00(J Nunca asisti6 o solo
B-7 "Kindergarten’’ (B-9) B-7 ““Kindergarten’” {(B-9) B-7 “Kindergarten’’ (B-9)
Primaria 1 2 3 4 5 6 7 8 Primaria t 2 3 4 5 6 7 8 Primaria 1 2 3 4 5 6 7 8
Secundaria 9 10 11 12 Secundaria ¢ 10 11 12 Secundaria 9 10 11 12
Universidad 1 2 3 4 5+ Universidad 1 2 3 4 5+ Universidad t 2 3 4 5+
B-8 10 Si 200 No B-8 10 Si 200 No B-8 10 si 20 No
0 [J Menos de 14 o O Menos de 14 0 [ Menos de 14
1 £ Casado — spouse in HH 1 [J Casado — spouse in HH 1 [J Casado ~ spouse in HH
B-9 2 [J Casado — spouse not in HH B-9 2 [J Casado — spouse notin HH B-9 2 (3 Casado — spouse not in HH
3 Viudo 3 O Viudo 3 [J Viudo
4 [] Divorciado 4 0 Divorciado 4 [] Divorciado
s [1 Separado s [J Separado s [] Separado
6 [J Nunca casado 6 0 Nunca casado 6 [ Nunca casado
B-10 1] Under 17 yrs. old (NEXT SP) 8-10 10 Under 17 yrs. old (NEXT SP) 810 1 [J Under 17 yrs. old (NEXT SP)
i 20 17+ yrs. old (B-11) 20 17+ yrs. old (B-11) ) 2 0J 17+ yrs. old (B-11)
B-11 10 Si 20 No B-11 10 Si 20 No B-11 10 i 20 No
B.19 103 Si (B-17) 20 No B-12 10 Si(B-17) 2 No B-12 102 Si (B-17) 2(J No
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B-13 10 Si 20 No B-13 10 Si 20 No B-13 10 Si 20 No
B-14 100 Si 200 No (B-16)| B-14 100 S 200 No (B-16) | B-14 10 Si 207 No (B-16)
1] Buscando (B-18) 1 0 Buscando {B-18) 1 [0 Buscando (B-18)
p "R, i “Lay off"” (B-17) B-15 2 [J “Lay off” (B-17)
B-15 | (208 2 [J “Lay off” (B-17) B-15 20
3 0 Ambos (B-17) 3 O Ambos (B-17) 3 [J Ambos (B-17)
10 “Si""in B-13 (B-17) 1 0 “Si” in B-13 (B-17) 1S in B-13 (B-17)
) B-16 B-16 _ .
B-16 20 “No” in B-13 (NEXT SP) 2 0 “No" in B-13 (NEXT SP) 2 [0 “No” in B-13 (NEXT SP)
Patrén Patron Patrén
B-17 B-17 B-17
& & &
B-18 B-18 B-18
Industria 8.19 Industria B.19 Industria
e | |
Ocupacion Qcupaciéon Ocupacion
B-20 B-20 B-20
Deberes Deberes Deberes
B-21 B-21 B-21
B-22 Tipo de empleado 8-22 Tipo de empleado B-22 Tipo de empleado

10O P
20 F
3ds
40 L
st
6 (1 SE
70 wp
o O NEV

1P
20F
300S
a(d L
s |
6 [1 SE
700 WP
o [0 NEV

1gre
20 F
3ds
a0 L
s
6 ] SE
700 WP
o[ NEV
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C. SEGURO DE SALUD

Medicare es un programa de seguro de salud del Seguro Social para personas incapacitadas y para personas de 65 afios 0 mas. Personas que estan
aseguradas por Medicare tienen una tarjeta que se parece a ésta (SHOW CARD F-1).

C-1.  ¢Esta(n) (name(s) of all SP’s in family) O ST, uno o més asegurado
asegurado(s) por Medicare ahora? J No, ningdn SP asegurado (C-6)
ASK FOR EACH SP. MARK BOX IN EACH COLUMN BEFORE ASKING C-3.
C-2. (Esta —— asegurado por Medicare ahora? C-2 1L Aseg 2 [ No aseg o NS

FOR EACH PERSON WITH “COVERED" IN C-2, ASK C-3 AND C-4.

el tipo de aseguranza? TRANSCRIBE THE INFORMATION FROM THE CARD OR MARK THE
“CARD NOT AVAIL.” BOX.

3 [0 Tarjeta no obtenible

C-3.  (Estd —— asegurado ahora por la parte de Medicare del Seguro Social que paga las cuentas C-3 @ 10 Si 2 I No 9 [0 NS
de hospital?
C-4. (Esta — asegurado ahora por esa parte de Medicare que paga las cuentas de médico? Este es el
4
plan de Medicare por el cual —— o una agencia tiene que pagar una cierta cantidad cada mes. c @ 10 Si 2 1 No s ONS
ASK C-5 FOR EACH PERSON WITH "“DK” IN C-3 AND/OR C-4. 1 O Hosp
C-5. (Me puede mostrar por favor la tarjeta(s) del Seguro Social de Medicare de —— (y ——) para determinar C-5 2 [ Med '

C-6. Nos interesa todo tipo de seguros de salud excepto los que pagan solo por accidentes.
(Sin contar Medicare) ¢Esta(n) (name(s) of all SP’s in {family)
asegurado(s) ahora por algin plan de seguro médico que paga [ Si
cualquier parte de la cuenta de hospital, médico, o cirujano? [J No (C-12)

C-7. ¢(CoOmo se llama el plan? (RECORD IN TABLE H.I.; RETURN TO C-8.)

C-8. (Esta(n) (name(s) of all SP’s) asegurado(s) ahora por algin otro

plan de seguro médico que paga cualquier parte de la cuentade [0 S/ (REASK C-7 & C-8)
hospital, médico o cirujano? 0 No (C-9)
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TABLE H.I.

PLAN 1 C-10. ¢Paga este plan por cualquier parte de la
cuenta de médico o cirujano para operaciones?

C-9. Este plan (name), ¢paga por )

cualquier parte de la cuenta @ 100 Si 200 No s NS

de hospital? C-11. (Esta asegurado por este plan (name)?
108 20 No 9[J NS " MARK BOX FOR EACHSP) c-11 10] Aseg. 201 Noaseg. ® (] NS
PLAN 2 C-10. ¢(Paga este plan por cualquier parte de la

cuenta de médico o cirujano para operaciones?

C-9. Este plan (name), {paga por ) )

cualquier parte de la cuenta @ 10 Si 20 No 9L NS

de hospital? ~ E s

) C-11. (Estd —— asegurado por este ptan (name)?

@ 10 Si 20 No 90 NS (MARK BOX FOR EACH SP.) Cc-11 219} 1 [ Aseq. 2 [J No aseg. 9 [J NS
PLAN 3 C-10. ¢Paga este plan por cualquier parte de la

cuenta de médico o cirujano para operaciones?

C-9. Esteplan {name), {paga por @ 10 S| 20 No o0 NS
cualquier parte de la cuenta

de hqspital? C-11. ¢Esta —— asegurado por este plan (name)?
(29) 100 Si 20 No 9L NS (MARK BOX FOR EACH SP))

@ 1] Aseq. 2 [J No aseg. 9 [JNS

C-12. CHECK ITEM: REVIEWC-2 AND C-11, AND MARK BOX FOR EACH SP. IF ALL COVERED,

GO TOSECTION D. IF NOT, CONTINUE.

C12

1 O Covered
2 [J Not covered, under 65 yrs. old
3 (O Not covered, 65+ yrs. old

ASK C-13 —~ C-15 FOR EACH PERSON “"NOT COVERED.”
C-13. Hay muchas personas que no tienen seguro de salud por varias razones. (SHOW CARD F-2)

¢Cual de esas razones describe por qué —— no esta asegurado por cualquier seguro médico?
(IF 65+): o Medicare?

C-13

1 2 3 4 5 6 7 8 9
7
10

ESPECIFIQUE

C-14. ¢Cualquier otra razéon?

c-14

s 0 Si (REASK C-13 & C-14)
@ 2 No

MARK BOX IF ONLY ONE REASON GIVEN; OTHERWISE ASK:

C-15. {Cuadl es la razén principal por la cual —— no esta asegurado por cualquier seguro médico?
(IF 654): o Medicare?

C-15

on[] Sélo unarazénen C-13
OR1234567897

10

ESPECIFIQUE
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2 O No aseg. 9 O NS

2 =

1 O Aseq.

9 O NS

2 0 No aseq.

2 [0 No aseg. 9 OO NS

1 [J Hosp.
2 [J Med.
3 [ Tarjeta no obtenible

C5

3 [J Tarjeta no obtenible

C5

@ 1 0 Hosp.

2 O Med.
3 O Tarjeta no obtenible




c-11 1 O Aseg. 2 [ No aseg. a9 (O NS C-11 1 O Aseq. 2 [ No aseg. o ONS | C-11 1 O Aseg. 2 [0 No aseg. 9 (O NS
C-11 1 O Aseq. 2 0 No aseq. s NS | C-11 1 O Aseqg. 2 [0 No aseg. aONS | C11 1 O Aseq. 2 [0 No aseq. 9 O NS.
c-11 @1 O Aseq. 2 [J No aseg. 9] NS C-11 @ 1 O Aseq. 2 (O No aseq. g OONS | C-11 @1 O Aseq. 2 O No aseg. 9 (O NS
1 O Covered @ 1 O Covered @ 1 O Covered
C-12 2 [0 Not covered, under 65 yrs. old C-12 2 [0 Not covered, under 65 yrs. old C-12 2 [J Not covered, under 65 yrs, old
3 O Not covered, 65+ yrs. old 3 0 Not covered, 65+ yrs, old 3 [J Not covered, 65+ yrs, old
C-13@1234567897 C-131234567897 C-131234567897
10 10 10
ESPECIFIQUE ESPECIFIQUE ESPECIFIQUE
1 O Si (REASK C-13 & C-14) 1 0 Si (REASK C-13 & C-14) 1 O Si (REASK C-13 & C-14)
-14 -14 C-14
¢ @2DNO C-1 @ZDNO @2DNO
00 ] Sélo una razén en C-13 00 U Sélo una razén en C-13 oo 00 Sélo unarazon en C-13
C-15 C-15 . C-15

0H123456787

10
ESPECIFIQUE

OH123456789/
10

ESPECIFIQUE

OR123456789/

10
ESPECIFIQUE
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D. ASISTENCIA DE INGRESO

D-1. ¢Recibe(n) (name(s) of all SP’s in family) ahora asistencia a través del programa *’Ayuda a Familias
con Hijos Dependientes’” algunas veces llamado “AFDC’* or “ADC’"?
0O Sy O No (D-3) O NS (D-3) 7
D-2. ASK FOR EACH SP: éEstd —— incluido en el pago de asistencia de AFDC? D-2 @ 10 Si 2 [ No 9 [J NS

D-3.

SP’'s COLUMN, BEFORE ASKING D-10.

2 [ Expired
3 No card seen
4 O Other card seen 7

5

&Recibe(n) (name(s) of all SP’s) ahora el cheque de color dorado del “/Ingreso de Seguros
Suplementarios’’ (Supplemental Security Income — *‘SS1”)?
O si O No (D-5) O NS (D-5)
D-4. ASK FOR EACH SP: {Recibe —— este cheque?
D5 Hay un programa nacional llamado Medicaid que paga por el cuidado de salud para los necesitados.
(En este estado tambien se llama .) Durante los 12 meses
pasados, ¢haln) recibido (name(s) of SP’s) cuidado de salud que ha sido o sera pagado por
Medicaid (o »?
O si 0 No (D-7) O NS (D-7)
D-6. ASK FOR EACH SP: ¢Recibié —— este cuidado? D-6 10 Si 2 0 No o O NS
D-7  (Tiene(n) (name(s) of all SP's) ahora una tarjeta de Medicaid (o ) que se parecr
a ésta? SHOW MEDICAID CARD.
O Si O No (D-10 O NS (D-10)
D-8. ASK FOR EACH SP: (Tiene —— una tarjeta de Medicaid (o )? D-8 1 a si 2 O No o O NS
ASK FOR EACH SP WITH “SI” IN D-8. D9 @ O Medicaid card seen
D-9. (¢(Me permite ver la tarjeta(s) de —— (y de —...)? MARK APPROPRIATE BOX(ES) IN EACH 1 {J Current 7

SPECIFY




. &Estéd(n) {name(s) of all SP’s) asegurado(s) ahora por cualquier otro programa de asistencia

D-10
piblica que paga por el cuidado de salud?
O si O No (D-12) 0 NS (D-12)
D-11. ASK FOR EACH SP: ¢Esta —— asegurado?

o de una pension de la Administracion de Veteranos? No incluya compensacion del VA (Administra-
cion de Veteranos) por incapacitacion.

a Si O No (D-15) O NS (D-15)
D-13. ASK FOR EACH SP: ¢(Recibe — estos pagos o la pension? D-13 @1 O si 2 O No 9 [0 NS
ASK FOR EACH PERSON WITH “Si” IN D-13.
D-14. ({Cuél recibe ——, la pension de retiro de las Fuerzas Armadas, la pension del VA o ambas? D-14 @1 O FA 2 0O VA 3 O Ambas

dependientes o sobrevivientes de veteranos incapacitados?

O si O No (D-17) O NS (D-17)

ASK FOR EACH SP: {Estda — asegurado por CHAMP-VA?

¢Esta(n) (name(s) of all SP's) ahora asegurado(s) por cualquier otro programa que provee
cuidado de salud para dependientes o sobrevivientes de personas militares?
O si O No (D-19) O NS (D-19)
D-18.

ASK FOR EACH SP: ¢(Estj —— asegurado?

D-18

2 [0 No

1DS|’

D-19. CHECK ITEM: REFER TO B-3 AND B-11 AND MARK FIRST APPLICABLE BOX. D-19 1 0 Under 17 years (NEXT SP)

20 "No” in B-11 (NEXT SP)

ad “Si"inB-11(D20)
D-20. (¢Tiene —— una incapacitacion relacionada a su servicio en las Fuerzas Armadas de los Estados Unidos? | D-20 1 O Si(D-21) 2 O No (NEXT SP)
D-21. ¢Recibe — ahora compensacion de la Administracion de Veteranos por esta incapacitacion?

D-21

2 O No

1D Si
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NCHS USE ONLY

P
101 NCHS USE ONLY

NCHS USE ONLY

B-1 B-1 B-1
B-2 B-2 B-2
D-2 @1D5r le\llo s ONS | D2 @1[}5.‘ 2 0 No s ONS | D2 20 No 9 1 NS

@1[13."

1D ST

2 1 No

D-6

1DS|'

2 O No

2 0 No

9 (0 NS

D-8

2 0 No 9 [J NS

1E|S|"

D-8

2 O No 9 [0 NS

1DS|'

D-8

2 0 No

1[] Si

90 NS

D-9

@ {0 Medicaid card seen 7

1 O Current
2 [0 Expired
3 O No card seen
4 O Other card seen 7

5

SPECIFY

D-9

@ [0 Medicaid card seen7

1 O Current
2 O Expired
3 [0 No card seen
4 [0 Other card seen7

5

SPECIFY

D-9

10 Current
20 Expired
3 [0 No card seen
4 [ Other card seen
7

@ O Medicaid card seen7

5

SPECIFY




A4S

2 O No 9 [1 NS

@njsr

9 O NS

- 2 [0 No 9 JNS

@njsr

D-13

2 0O No 9 [0 NS

@1[15?

D-13

2 O No 9 O NS

D-13

2 O No 9 (1 NS

@ﬂ] Si

3 [J Ambas

D-14

20 VA 3 O Ambas

D-14

2 (O VA 3 [J Ambas

. 1EIFA

@11:' FA

20 No 9 O NS

@njsr

D-16

a si

2 0O No

D-16

2 O No 9 O NS

@ﬂ:l Sy

2 0 No

2 0 No 9 (O NS

D-18

2 O No 9 [J NS

1|:|sr

@1 O Under 17 years (NEXT SP)
2 "No” in B-11 (NEXT SP)
a[J “Si”inB-11 (D20)

O Under 17 years (NEXT SP)

2 [J “No"” inB-11 (NEXT SP)
3 O “Si” in B-11 (D20)

D-19

@1 O Under 17 years (NEXT SP)
20 "“No” inB-11 (NEXT SP)
ad “Si"”inB-11(D20)

D-20

1 O Si(D-21) 2 O No (NEXT SP)

-D-20

O Si (D-21)

2 O No (NEXT SP)

D-20

1 0O S7(D-21)) 2 O No (NEXT SP)

D-21

20 No

1|:1 S

D-21

1|:|sr

2 0 No

D-21

2 [0 No

1[1 S
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E. VIVENDA E INGRESO
E-1.  ¢{Cuantos cuartos hay en esta —— ? Cuente la cocina pero no el cuarto de bafio. E-1 _ Cuartos
namero
E-2. (Tiene facilidades completas para cocinar en esta (casa/vivienda), es decir, un fregadero E-2 @ 10 Si 200 No
de cocina con agua de tuberia, un refrigerador y una estufa u hornillo?

E-3. ¢éCudl es el combustible principal que se usa para calentar esta casa? E-3 @ 01 [ Aceite
02 [0 Gas natural
03 O Electricidad
04 [0 Gas butano (propano)
05 [ Kerosina
06 (] Lefa
07 [ Carbon
os [J Otro 09

ESPECIFIQUE
00 [J No se uso combustible
; @1 O Sistemna de vapor o agua caliente
E-q4. <¢Cuil es el sistema de calefaccion principal de esta casa? E-4 P !

o2 O

o3 O

04 (]

os [

os LI

o7 (O
oe (J
a9 (]
10 O
oo O

ag [

con radiadores

Horno central de aire caliente con
tubos a cuartos individuales, o
bomba central de calor

Unidades eléctricas instaladas
permanentemente en la pared, el
cielo o en ¢] “’baseboard"”

Horno de piso, pared u horno sin
tuberia

Calentadores de cuarto con tubo de
caldera o cafidn de chimenea, que
queman aceite, gas o kerosina
Calentadores de cuarto sin tubo de
caldera o cafién de chimenea, que
queman aceite, gas o kerosina
Estufas gue queman carbén, lefia o
coque

Chimeneal(s)

Calentadores eléctricos portatiles
Otro (ESPECIFIQUE) 11

No se uso ninglin equipo de
calefaccion (E-7)
No sabe




. . 01 O Sistema de vapor o agua caliente
E 5. ¢Seusacualguier otro tipo de equipo para calentar esta casa? (IF MORE THAN ONE TYPE E-5

con radiadores
IS MENTIONED, MARK ONLY THE ONE USED MOST.) 02 O Horno central de aire caliente con

tubos a cuartos individuales, o
bomba central de calor

03 O Unidades eléctricas instaladas
permanentemente en la pared, el
cielo o en el "'baseboard”

04 (0 Horno de piso, pared u horno sin
tuberra

os O Calentadores de cuarto con tubo de
caldera o cafién de chimenea, que
queman aceite, gas o kerosina

o6 [J Calentadores de cuarto sin tubo de
caldera o cafidn de chimenea, que
queman aceite, gas o kerosina

07 O Estufas que queman carbon, lefia o
coque

o8 [0 Chimeneal(s)

09 [ Calentadores eléctricos portatiles

10 [0 Otro (ESPECIFIQUE) 11

00 [1 No se uso ningun otro equipo de
calefaccion (E-7)

E-6. ¢Cudl es el combustible principal que usa este equipo adicional? E-6 @ 010 Aceite

02 (J Gas natural

03 [ Electricidad

04 [J Gas butano (propano)
o5 [J Kerosina

o6 [J Lefia

07 [0 Carbon

o8 (0 Otro_o9

ESPECIFIQUE
00 (0 No se uso combustible

5148

10




0s1

E-7. (Cuil es el combustible principal que se usa para cocinar en esta casa? £.7 01 [ Aceite
02 [0 Gas natural
03 [] Electricidad
04 [0 Gas butano (propano)
o6 [0 Kerosina
06 [J Lena
07 (J Carbén
o8 [J Otro 09
ESPECIFIQUE
oo [0 No se uso combustible
E-8. iTier.le aire aconc.iicionado — ya sea unidades individuales de cuarto, un sistema central o E-8 s0 S 20 No (E-10)
abanico evaporativo?
E-9. (Cual tiene usted? E-9 1 [0 Unidad individual de cuarto
2 [0 Sistema central de aire
acondicionado
a [J Abanico evaporativo
E-10. Durante los 12 meses pasados, ¢fue el ingreso combinado total de familia, es decir, el suyo, (read E-10 1 $20,000 or more
names of all family members, including Armed Forces members living at home) mas de $20,000 o (HAND CARD F-3)
menos de $20,000? Incluya dinero de empleos, Seguro Social, ingreso de retiro, pagos de desempleo, 2[] Less than $20,000
asistencia pidblica, etc. También incluya ingreso de interés, dividendos, ingreso neto de negocio, finca (HAND CARD F-4)
o renta, y cualquier otro ingreso de dinero recibido.
READ PARENTHETICAL PHRASE IF ARMED FORCES MEMBER LIVING AT HOME OR IF
NECESSARY.
E-11. De esas categorias de ingreso, ¢{cual letra mejor representa el ingreso combinado total de familia }
durante los 12 meses pasados (es decir, el suyo (read names, including Armed Forces members living e CARDF-4 CARDF3
at home})? Incluya pagos, sueldos, y las otras fuentes de ingreso que acabamos de mencionar. .
01 A 1 OK Ou
020 B 120L 20V
03] ¢ 1B30O0M 230 W
oa 0D 141N 24[] X
9s O E 1500 250 Y
os 0 F 16[]P 262 Z
070 G 171 Q 271 27
os O H 18 0 R
oo 19 0S
1w J 2000 T




1St

E-12. (Recibio algiin miembro de esta familia algunas (estampillas para la comida/cupones de alimento)

E12| @s) 10si 20 No (E-20)
del Gobierno en cualquier de los 12 meses pasados? (Es decir, desde {(name of month) del afio pasado,
hasta (name of month) de este afio.)
E-13. ¢En cuintos de los 12 meses pasados recibié cualquier miembro de esta familia (estampillas para E-13 @ Months
la comida/cupones de alimento)? Ndmero
E-14. (Recibid esta familia (algunas estampillas para la comida/algunos cupones de alimento) del Gobierno | E-14 @ 10 Si(E-16) 20 No

en (name of last month)?

E-15. ;En qué mes recibi6 algiin miembro de esta familia (estampillas para la comida/cupones de

E-15

alimentos) por Gltima vez? SPECIFY NAME OF MONTH. MONTH

E-16. (Para cuantas personas fueron autorizadas esas (estampillas para la comida/cupones de alimentos)? E-16 @ Personas.

Ndmero

E-17. (Cual fue el (valor nominal/“face value”) total de esas (estampillas para la comida/cupones de E-17 $ 00
alimentos) que recibio esta familia en (last month/month in E-15}?

E-18. ¢Gastd esta familia mas por la comida de {last month/month in E-15) que el (valor nominal/*'face E-18 @ 10O si 20 No (E-20)
value'’) de sus (estampillas para la comida/cupones de alimentos)?

E-19. iCuinto més? E-19 $ 00
E-20. ¢Esta recibiendo su familia (estampillas para la comida/cupones de alimentos) actualmente? E-20 10 Si 20 No

1




Form PHS 6208

OMB No. 0937-0078

9/82 Approval Expires 2/85
Department of Health and Human Services
Public Health Service
Office of Health Research, Statistics, NOTICE — Information contained on this form
and Technology which would permit identification of any indivi-
National Center for Health Statistics dual or establishment has been collected with a
guarantee that it will be held in strict confidence,
will be used only for purposes stated for this study,
and will not be disclosed or released to others
without the consent of the individual or the
CHILD SAMPLE PERSON establishment in accordance with section 308(d)
QUESTIONNAIRE (522) of the Public Health Service Act (42 USC 242m).
{Ages 6 Mos.-11 Years)
HISPANIC HEALTH AND NUTRITION EXAMINATION SURVEY
WESTAT
ID No: . -
Stand No. Segment No. Serial No. Family No. SP No.
NCHS
ID No: — e

NAME (First, Middle, Last)

SEX @ AGE

1 d Male
2 0 Female

INTERVIEWER NAME: NO. @ REVIEWER NAME: NO. @
LANGUAGE OF INTERVIEW TIME BEGAN DATE OF EXAMINATION
. / /
El English @ @ 1 0 am Month  Day Year
20 Spanish 20 pm
——i—— TIME
TIME ENDED O am
@@ + O am | 00 == O pm
- i _ 2 0 pm
TRANSPORTATION

DATE OF INTERVIEW

/ /
Month Day Year

O Taxi
a Self
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CHILD SAMPLE PERSON QUESTIONNAIRE
Ages 6 Months-11 Years

Topic
A. Birth
G. Condition List
C. Dental and Anemia
F. Functional Impairment
B. Health Services
J. Meal Programs

K. Medigine/Vitamin Usage

Page

14

12

17

21

Topic
N. Medicine/Vitamin MEC
L. Respondent for Sample Child
M. Sample Child Self-response
H. School Attendance & Language Use
E. TB/Weight/Immunizations/Pesticides

D. Vision and Hearing

Page
29
28
28
16

10
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BIRTH

A1. How old (was ——’s biological mother/were you) when

years old
number

—— was born?
99 [1 DK
A2. How old (was ——'s biological father/were you) when years old
—— was born? number
g9 [0 DK
A3. Was —— born in a hospital or some other place? 1 O hospital (A4)
2 [0 other —
3 (AB6)
specify
A4. How many nights (was ——'s biological mother/were @ 00 [J none
you) in the hospital during this stay? nights
number
g9 [ DK
A5. How many nights was — in the hospital during this stay? @ oo [J none ]
- nights
number
99 O DK
A6. How much did —— weigh at birth? @ 9 O DK (A7)
PROBE FOR OUNCES IF NOT REPORTED; ENTER ———lbs______o0z(A9)

RESPONSE IN POUNDS AND OUNCES OR IN GRAMS.
OR

grams (A9)

number

5% Ibs (2500g) or more (A8)
less than 5% Ibs (25004g) (A9)
DK (A9)

A7. Did —— weigh more than 5% pounds (2500 grams) or less?

© N a
oOoo

9 Ibs (4100g) or more
less than 9 Ibs (4100g)

A8. Did — weigh more than 9 pounds (4100 grams) or less?

®| @

© N a
oaono

DK
A9. Was —— born about when expected, or was it earlier or O earlier than expected
later? O when expected (A11)

1
2
3 [0 later than expected
9 OJ DK (A11)

A10. About how much (earlier/later) than expected was ——

“nomper 120 weeks

born?
30 months
A11. Was — born with any physical or mental problem or @ 10Y 2 [0 N{A13)
defect?
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A12. Did —'s problem or defect involve (his/her)

Heart?. . . . ... . it I @ 1Oy 20N 9 0O DK
EYes? . .ottt e | 1Oy 2 0N o O DK
Ears?. . . ... .. e I @ 10Y 2 ON 9 O DK
Mouthorthroat?. . . .. .................. | 10Y 2 ON 9 0 DK
Stomach orintestines? . .. ................ I @ 10Y 2 0ON s O DK
Kidneys or urinary system?. .. . ............ I 10Y 20N 9 00 DK
Muscles, bones, orjoints? . ... ............. I 10Y 2 ON 9 OO0 DK
Brain or nervous system? .. ............... : 10Y 2 ON s O DK
A13. Did —— receive any newborn care in an intensive care 10Y 2 O N(A15)

unit, premature nursery, or any other type of special
care facility?

A14. How many nights did — stay in the special care
facility?

1 O less than 1 week
2 O 1 week — 1 month
3 [J more than 1 month

A15. Was —— ever breastfed?

10Y 2 [0 N(A18)

A16. How old was —— when —— completely stopped
breastfeeding?

oo [ still breastfeeding

10 days
number 2] weeks

a0 months

A17. How old was —— when —— was first fed formula or
regular milk on a daily basis?

5

oo OO never on a daily basis

10 days
number 2[] weeks

al] months

A18. How old was — when —— started eating solid food
(such as strained foods or any other non-liquid foods)
on a daily basis?

e — — ——— —— ——— —— — — — — |— —— — — — —

3

oo J never on a daily basis

10 days
“mumber 1 20 weeks

20 months

HEALTH SERVICES

routine health care?

B1. Would you say —'s health in general is excellent, very I 1 O excellent
good, good, fair, or poor? I 2 [ very good
3 O good
l 4 [ fair
I 5 O poor
B2. Now | would like to ask you about ——’s visits for health I @ 1 O less than 1 month
care. First | will ask about routine care, including rou- I 2 [ 1 mo. less than 6 mos.
tine checkups and immunizations when nothing is a [J 6 mos., less than 1 yr.
wrong. I 4 [ 1 yr., less than 5 yrs.
I s [J 5 or more years
How long has it been since ——"s last visit to a clinic, 9 0 DK
health center, hospital, doctor’s office or other place for | o OJ Never {B5)
|
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B3. Is there a particular clinic, health center, hospital, doc- | @ 10Y 2 0 N(B5)
tor’s office or other place that —— usually goes to for |
routine health care? |
B4. What kind of place is it — a clinic, a health center, a hospi- | @ o1 O home
tal, a doctor’s office, or some other place? I 02 [ doctor’s office or private clinic
03 0 company or school clinic
PROBE IF CLINIC: Is this a hospital outpatient clinic, I 04 [0 hospital outpatient clinic
a company or school clinic, a migrant clinic, or some I o5 [J migrant clinic
other kind of clinic? os O other clinic 97
I specify
l o8 [0 hospital emergency room
) ] -09 O community, neighborhood, or family
PROBE IF HEALTH CENTER: Is this a community I health center
health center, neighborhood health center, a fa:.“y 10 O rural health center
h_ealth center, a ruraI?heaIth center, or some other I 11 O HMO/prepaid group
kind of health center? I 12 O other place13
spacify
PROBE IF HOSPITAL: Is this an outpatient clinic or |
emergency room? l
Now | will ask about ——'s visits for health care |
when —— is sick or injured. |
B5. Is there a particular clinic, health center, hospital, | 10Y 2 0 N (B19)
doctor's office or other place that —— usually goes to
when —— is sick or injured? I
B6. IF “Y” IN B3, ASK: I @ 1 [0 same place
Is this the same (place in B4) or is it somewhere else? l
I 2 O somewhere else
IF “SAME PLACE” IN B6, REFER TO B4 AND MARK I
RESPONSE WITHOUT ASKING., OTHERWISE ASK: |
B7. What kind of place is it — a clinic, a health center, a hos- | 01 OO home
pital, a doctor’s office, or some other place? 02 O doctor’s office or private clinic (B9)
I 03 O company or school clinic
PROBE IF CLINIC: Is this a hospital outpatient clinic, | o4 [ hospital outpatient clinic
a company or school clinic, a migrant clinic, or some os [0 migrant clinic
other kind of clinic? I os O other clinic9?
specify
I 08 [J hospital emergency room
PROBE IF HEALTH CENTER: Is this a community | 09 [ community, neighborhood, or family
health center, neighborhood health center, a family I health center
health center, a rural health center, or some other kind 10 U rural health center
of health center? I :; E‘] ch:O/plrepa1|g group
other place
. i
PROBE IF HOSPITAL: Is this an outpatient clinic | spestty
or emergency room? I
B8. Is there a particular person — usually sees at the | @ 10Y 20N
(place in B7) when —— is sick or injured? |
B9. Now | would like to ask you some questions about —'s I 1 0 less than 1 month
last visit to {place in B7) when —— was sick or injured. | 2 O 1 mo. less than 6 mos.
How long has it been since that visit? | 3 S ‘15 m°5i' Iesshtha; Tyr.
4 yr., less than 5 yrs.
5 [ 5 or more years
I 9 O DK
| 6 O never (B18)
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B10.

About how long did it take — to get to the (place in I minutes
B7) for that visit? | number
PROBE IF NECESSARY: Would you say it took more I OR
than 30 minutes or less than 30 minutes? |
I 1 [0 more than 30 minutes
] ' 2 [J less than 30 minutes
B11. Did —— have an appointment for that visit? | 10V 2 0 N(B13)
N
B12. About how long was it between the time an appoint- I ooo [J less than 1 day
ment was made and the time —— actually went for that
visit? l days
| number
B13. After —— got to the (place in B7), about how long did I 10 minutes
—— have to wait before —— was taken care of at that I T —
number
visit? I 2] hours
! DO NOT READ
B14. What was the main reason for that visit? | 1 O A SICKNESS OR ILLNESS
| 2 O AN INJURY
3 [J AFOLLOW-UP VISIT
| 4 O AN INJECTION
I 5 [J FOR A PRESCRIPTION
6 (0 SOME OTHER REASON —7
I specify
B15. In general, how satisfied were you with the care —— | 1 [0 very satisfied (B17)
received at that visit? Would you say you were very I 2 [0 somewhat satisfied
satisified, somewhat satisfied, or not at all satisfied? , 3 [ not at all satisfied
T
B16. Why weren’t you completely satisfied with the health I DO NOT READ.
care —— received at that visit? |
o1 O COST TOO MUCH
PROBE FOR MAIN REASON, I 02 [0 HAD TO WAIT TOO LONG
03 [1 LANGUAGE PROBLEM — COULDN'T
| COMMUNICATE
04 (J DR. DIDN'T SPEND ENOUGH TIME
I WITH SP
| 05 [0 MISTREATED BY DR. OR OTHER
I STAFF
o6 (1 CONDITION DID NOT IMPROVE AFTER
l TREATMENT OR MEDICATION
07 [0 DR. DID NOT DIAGNOSE OR TREAT
I CONDITION
| o8 [] OTHER — 9°
I o0 00 DK SPECIFY
B17. Who took —— to the (place in B7) for that visit? | DO NOT READ. MARK ALL THAT APPLY.
| o O CHILD WENT ALONE
| 1 O MOTHER
I 2 [J FATHER
4 O OTHER HOUSEHOLD MEMBER 5__#
specify
| 6 O PERSON NOT IN HOUSEHOLD
B18. Has —— visited any other clinic, health center, doc- | 10 Y(B22) 200 N(B32)

tor’s office or other place for health care when ——
was sick or injured since that visit to the (place in
B7)?

®
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HAND CARD CSP1

PROBE IF HOSPITAL: Was this an outpatient clinic
or emergency room?

specify

B19. Many people do not have a particular place they l 1 2 3 4 5 6 2
usually go when they are sick or injured. Could you
please give me the number of the statement which is l 7 .
the main reason —— does not have a particular place |
—— usually goes? l
1. Has two or more usual doctors or places depending |
on what is wrong.
2. Has not needed a doctor. |
3. Previous dortor no longer available. I
4, Have not been able to find the right doctor.
B. Recently moved to area. |
6. Other reason — please specify. I
B20. Although you said —— has no particular place for health I @ 10Y 2 (0 N(B22)
care, is there a particular person —— usually sees if —— |
is sick or injured? |
B21. Where does —— usually see this person — at home, at a I @ o1 O home
clinic, a health center, a hospital, a doctor’s office, | 02 [J doctor’s office or private clinic
or some other place? 03 [ company or school clinic
04 [J hospital outpatient clinic
PROBE IF CLINIC: Is this a hospital outpatient clinic, I 05 [J migrant clinic
a cl‘?m:_anc}/ ofr slt?hot;I clinic, a migrant clinic, or some | o6 [J other clinic &7
other kind of clinic? specify
I o8 O hospital emergency room
I 09 [0 community, neighborhood, or family
PROBE IF HEALTH CENTER: Is this a community | health center
health center, neighborhood health center, a family 10 U rural health center
health center, a rural health center, or some other kind I 1n 0 HMO/pr6pa1lcai group
of health center? | 12 O other place p—
PROBE IF HOSPITAL: Is this an outpatient clinic I
or emergency room? |
]
L]
B22. Now | would like to ask you some questions about | @ 1 [ less than 1 month
——'s last visit to any clinic, health center, doctor’s office 2 O 1 mo., less than 6 mos.
or other place for health care when —— was sick or | 3 O 6 mos., less than 1 yr.
injured. How long has it been since that visit? I 4 [0 1 yr., less than 5 yrs.
5 [0 5 or more years
| 9 O DK
| o O never (B32)
B23. What kind of place did —— visit that time — was it a i 01 [0 home
clinic, a health center, a doctor’s office, or some 02 [ doctor’s office or private clinic
other place? l 03 [J company or school clinic
04 [0 hospital outpatient clinic
PROBE IF CLINIC: Was this a hospital outpatient | 05 [J migrant clinic
clinic, a company or school clinic, a migrant clinic, or I o6 [J other clinic_97
some other kind of clinic? specify
I 08 [J hospital emergency room
| 09 [0 community, neighborhood, or family
PROBE IF HEALTH CENTER: Was this a community health center
health center, a neighborhood health center, a family I 10 [ rural health center
health center, a rural health center, or some other | 11 0 HMO/prepaid group
kind of health center? I 12 O other placel3
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®

MARK ALL THAT APPLY.

o CHILD TOOK SELF

10 MOTHER

21 FATHER

4[] OTHER HOUSEHOLD MEMBERS__

6 0 PERSON NOT IN HOUSEHOLD

B24. About how long did it take —— to get to the (place in I @ minutes
B23) for that visit? I number
PROBE IF NECESSARY: Would you say it took more l OR
than 30 minutes or less than 30 minutes? |
1 O more than 30 minutes
I 2 [J less than 30 minutes
i
B25. Did —— have an appointment for that visit? | @ 10V 2 N (B27)
i
B26. About how long was it between the time an appointment I 0ooc [J less than 1 day
was made and the time —— actually went for that visit?
I days
| number
B27. After —— got to the (place in B23), about how long did I 10 minutes
—— have to wait before —— was taken care of at that visit? I —omma
| 20 hours
|
|
. . . DO NOT READ
B28. What th for that visit?
at was the main reason for that visi I 1 O ASICKNESS OR ILLNESS
I 2 O AN INJURY
3 O A FOLLOW-UP VISIT
I 4 O AN INJECTION
I 5 (0 FOR A PRESCRIPTION
s 0 SOME OTHER REASON? ]
| specity
T
B29. In general, how satisfied were you with the care —— I 1 O very satisfied (B31)
received at that visit? Would you say you were very I 2 [0 somewhat satisfied
satisfied, somewhat satisfied, or not at all satisfied? 3 [ not at all satjsified
|
-
B30. Why weren’t you (completely) satisfied with the health l DO NOT READ.
care —— received at that visit? l
01 [0 COST TOO MUCH
183
PROBE FOR MAIN REASON. l 02 [0 HAD TO WAIT TOO LONG
I 03 O LANGUAGE PROBLEM — COULDN'T
COMMUNICATE
l o4 [0 DR. DIDN'T SPEND ENOUGH TIME
WITH SP
I os O MISTREATED BY DR.OR OTHER
I STAFF
o6 [0 CONDITION DID NOT IMPROVE AFTER
I TREATMENT OR MEDICATION
l 07 O DR. DID NOT DIAGNQOSE OR TREAT
CONDITION
| o8 O OTHER — 09
specify
{ 99 [J DK
B31. Who took —— to the (place in B23) for that visit? | DO NOT READ.
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B32. There are some providers of health care that we some-
times go to, such as curanderos, sobadores, herbalists,
spiritualists, and others. Has — seen any of these
persons for health care during the past 12 months?

®

B33. Sometimes people have difficulties in getting medical
care. Have you had any difficulties getting medical

care for ——
1. Because care was not available when —
needed it?
2. Because of how much it cost?
3. Because you didn’t know where to go?
4, Because you didn't have a way to get there?
5. Because the hours were not convenient?
6. Because you had to wait too long to get an
appointment?
(7. Because you needed someone to take care of
your other children?)
8. Because you would lose pay from work?
9. Because you had to wait too long in the
office or clinic?
10. Because the staff at the office or clinic was
disrespectful?
11. Because you had no confidence in the staff?
12. Because they did not speak Spanish?
13. Because there were no {Hispanic) staff

members at the office or clinic?

®

®®O®E

Oe® ® ®6® ©®

10 Y(B34) 20 N
10 Y(B34) 2O N

10 Y(B34) 20 N

[}
w

4.

OO ® ®® ®

|

I

|
10 Y(B34) 20 N :
10 Y(B34) 20 N :
10 Y(834) 20 N |
10 Y(B34) 20N |
20O Y(B34) 20 N :
10 Y (B34) 200N |

|
10 Y(834) 20 N |

I
10 Y(834) 20N |
10 Y(B24) 20N |

I
10 Y(B34) 20N |

|

l

I

|

[

I

Did this problem
prevent you from
getting medical
care for ——?

10Y 2 O
10V 2 0
10V 2 0
1OYvY 2 0
10V 20
10Y 2 0
10Y 2 0
10VvY 2

10Y 2

10Y 2 O
1 OY 2

B35. About how long has it been since — had a routine phy- @ 1 O less than 1 year ago
sical examination; that is, not for a particular illness, 2 O 1 yr., less than 2 yrs.ago
but for a general checkup? 3 [0 2 yrs., less than 5 yrs.ago

4 [J 5 or more yrs. ago
5 [0 never
o 0 DK

B36. Since —— was born, how many different times has —— @ times
stayed in the hospital overnight or longer? Do not number
include the hospitalization when —— was born.

DENTAL AND ANEMIA

C1. How old was — when —— first saw someone for I 1 O under 4 yrs. old
dental care? | 2 O 4 yrs. old or older

9 O DK
|L 3 [ never (CH)
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C2. About how long has it been since —— last saw some- @ 1 O 6 months ago or less
one for dental care? 2 [ over 6 mos. to 12 mos.
3 [ over 12 mos. to 2 yrs.
4 [J over 2 yrs. to b yrs.
5 [0 more than b years
9 O DK
C3. On the average, about how many times a year does —— 1 O less than once a year
see someone for dental care? 2 [ once
3 [J twice
4 [ 3 or more times
5 [ no regular schedule
9 0 DK
C4. Has —— ever received fluoride treatments that were 13dY 20N 9 J DK
applied to — teeth during a visit to a dentist or some-
one else —— saw for dental care?

C5. CHECKITEM: REFER TO AGE OF SAMPLE CHILD.

® O

1 O under 5 yrs. old (C8)
2 [0 B+ yrs. old (C6)

C6. Does —— go to school? 10Y 2 [J N(CB8)

C7. Does — participate in a fluoride program at school? 1Oy 20N s O DK
This is a program in which fluoride tablets or rinses are
given to children to use at school.

C8. Is —— covered by health insurance that pays for dental @ 10Y 2 0N a O DK
care?

C9. Has —— ever had anemia, sometimes called *‘tired @ 1Ay 2 0 N(D1) 9 O DK(D1)
blood” or “low blood’’?

C10. Did a doctor ever say that —— had anemia? @ 103Y 2 O N(D1)

C11. Does — still have anemia? 10Y 20N

C12. Was — treated for this condition by a doctor?

e A S P
® ®

VISION AND HEARING

D1. Has —— ever had trouble seeing with one or both eyes 10Y 2 J N(D10)
when not wearing glasses or contact lenses?

D2. How old was —— when —— first began having O under 1 year old
trouble seeing? 2 [ 1-4 years old

3 [0 5-11 years old

D3. Did —— ever see a doctor about it?

® G ®

10Y 2N

D4. Does —— wear glasses or contact lenses?

— — _—.I’_____—
®

10Y 2 O N(D86)
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D5. Does — have trouble with —— vision even when I 1 0 Y(D8) 2 O N(D8)
wearing glasses or contact lenses? |
D6. Has —— ever worn glasses or contact lenses? : @ 103V 2 O N(D10)
| ]
D7. Why did — stop wearing them? ! MARK ALL THAT APPLY.
| DO NOT READ.
| @ 10O NOLONGER NEED THEM
| @ 1 O DIDN'T SEEM TO HELP
| @ 1 O INCONVENIENT
I @ 1 O OTHERZ2
specify
D8. What (are/were) ——'s glasses or contact lenses pre- I MARK ALL THAT ArFLY.
scribed for? | DO NOT READ.
| 1 00 READING/CLOSE WORK
| @ 1 O SEEING DISTANT OBJECTS
| 1 00 OTHER?2
l spacify
—
D9. How often (does/did} —— use —— glasses or contact I 1 O all of the time
lenses: all of the time, most of the time, hardly ever, or 2 [0 most of the time
never? I 3 O hardly ever
I 4 [ never
D10. CHECK ITEM: REFER TO AGE OF SAMPLE CHILD | 10 under 5 yrs. old (D13)
AND TO QUESTION Ce6. I 2 [ 5+ yrs. old, goes to school (D11)
| 3 O 5+ yrs. old, doesn’t go to school (D12)
D11. Is — able to read the blackboard from the back of the | 10Y 20N s [J DK
classroom (when wearing glasses or contact lenses)? l
D12. Were you ever told by a doctor that —— had learning or | 10Y 20N s O DK
developmental problems related to —— vision? I
D13. When was the last time —— had —— vision tested? : 1 O 6 months ago or less
2 [ over 6 mos. to 12 mos.
I 3 [0 over 12 mos. to 2 yrs.
4 [J over 2 yrs. to 5 yrs.
I 5 [0 more than 5 yrs.
I 6 [0 never
| 9 O DK
1
D14. Did —— ever have an ear infection or an earache? | 248y 1 0Y 2 O N(D18) 900.DK(D18)
|
D15. How many times has —— had an ear infection or | 1 O only once
an earache? 2 O twice
I 3 [0 3-5 times
| 4 O 6 or more times
o O DK
|
D16. Was —— ever treated by a doctor for {(any of) — ear l 10Y 2 J N(D18) o0 DK(D18)
infection(s) or earache(s)? I
D17. Did a doctor ever treat an ear infection or earache —— I 10Y 2N 90 DK

had by placing tubes in —— ear?
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D18. Has —— ever had a ruptured eardrum? I 13OY 20N s DK
D19. Has — ever had a running ear or any discharge from I 10Y 2 O N(D22) sO DK(D22)
—— ears, not counting wax in the ears? |
D20. How many times has —— had a running ear or any Ii 1 O only once
discharge from —— ear? I 2 [ twice
l 3 [0 3-6 times
4 [0 6 or more times
[ s O DK
i
D21. Did —— ever see a doctor because of this condition? I @ 10Y 20N o O DK
|
D22. Has —— ever had trouble hearing with one or both ears? ! @ 10Y 20 N(D27)
Do not include any problems which lasted just a short l
period of time such as during a cold. |
D23. How old was —-- when —— first began having trouble l @ 1 O under 1 year old
hearing? I 2 [ 1-4 years old
l 3 [ 5-11 years old
D24. Since this trouble began, has it gotten worse, gotten I 1 O gotten worse
better, or stayed about the same? | 2 O gotten better
I 3 O stayed the same
D25. Did —— ever see a doctor about it? { @ 10Y 2 [N
D26. Does.—— still have trouble hearing with one or both ears? : 10Y 20N
_ I
D27. Has —— ever used a hearing aid? I @ 10OY 20N
1
D28. How would you describe —— hearing (without a hearing I 1 O good
aid) — good, —— has a little trouble, —— has a lot of I 2 [ little trouble
trouble, or —— is deaf? I 3 O lot of trouble
4 [ deaf
|
D29. Has — ever had an operation on —— ears? | 10V z[ON
EXCLUDE HAVING TUBES PLACED IN THE l
EARS. |
D30. When was the last time —— had —— hearing tested? I 1 O 6 months ago or less
| 2 [0 over 6 mos. to 12 mos.
3 [ over 12 mos. to 2 yrs.
| 4 [0 over 2 yrs. to b yrs.
| 5 [J never
| o O DK
TB/WEIGHT/IMMUNIZATION/PESTICIDES
E1. Were you ever told by a doctor that —— had 10Y 20N

tuberculosis?
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E2. Has — ever lived in a household with a person who I 10Y 20N 9] DK
had active tuberculosis? |
E3. About how tall is —— without shoes? I 9 [0 DK
feet/ inches
| “ number number
| @ OR
| @ number centimeters
—
E4. About how much does —— weigh without clothes or I 9 [0 DK
shoes? pounds
I number
I OR
kilograms
I number
E5. For —— height, would you say —— is underweight, about I 1 [0 underweight
the right weight, or overweight? I 2 [0 about the right weight (E9)
I 3 O overweight
E6. Has —— ever seen a doctor about — weight? | @ 10V 2 [0 N(E9)
E7. Did the doctor ever recommend any treatment for —— I @ 10Y 2 [J N(E9)
weight? I
. | MARK ALL THAT APPLY.
E8. What type of treatment did the doctor recommend? l DO NOT READ.
| 3 1O MEDICATION
| 1 O REDUCING DIET
| @ 1 0 HIGH CALORIE DIET
| 1 O EXERCISE
@ 10 OTHER — _2
I specify
E9. Has — ever received a DPT shot? A DPT shot is to I 1Oy 20 N(E12) s O DK(E12)
prevent diphtheria, tetanus, and pertussis or I
whooping cough. l
E10. How many DPT shots has —— ever had? l 101
202
I 3a[d3
l a4
| 5 O 5+
E11. How old was —— when —— had the (first) DPT shot? : oo O under 1T mo.
I 100 months old { (E16)
number | 200 years old
E12. Has — ever received a shot to prevent tetanus? : 10Y 2 0 N(E16) 90 DK(E16)
E13. How many tetanus shots has —— ever had? B 1001
[ 202
l 33
a4
| s O 5+

11
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0o [J under 1 mo.

10 months old
number |20 years old

E14. How old was —— when —— had the (first) tetanus
shot?

5

E15. Why did —— receive the tetanus shot(s)? (Was it/Were O routine immunization

®

they) routine immunization(s), or did —— receive the 2 O injury or illness
shot(s) because of an injury or illness that —— had at 3 [ other_4
the time? specify

IF MORE THAN ONE SHOT RECEIVED, MARK ALL
APPLICABLE BOXES.

®
[_:.j.
<
I\
O
=

E16. Has — ever lived with anyone who was working in
farming?

E17. CHECK ITEM: REFER TO AGE OF SAMPLE CHILD.

N
@
oy
O

8 under 6 yrs. old (E20)

2 [ 6 yrs. old or older (E18)

Y 2 [0 N(E20} @ O DK(E20)

®

E18. Has — ever worked or helped out in farming, for ex-
ample in the fields or orchards?

E19. Has — worked or helped out in farming during the past
year?

®
0
<
N
a
=2

E20. (During the past five years/Since —— was born), has the
prescription medication, Kwell, been used on —— to
control head or body lice?

B G R ) A A R—
®
o
0
o
0

FUNCTIONAL IMPAIRMENT

F1. CHECK ITEM: REFER TO AGE OF SAMPLE CHILD. under 5 yrs. old (F2)

2 [J 5+ yrs. old (F4)

®
0

. F2.) |s — able to take part at all in the usual kinds of
play activities done by most (children/babies) ——
age?

Y 2 [J N(F10)

®

F3. s — limited in the kind or amount of play activities
I~ —— can do because of an impairment or health problem?

Y(F10) 2 O N(F8)

®

®

 F4.' Does any impairment or health problem now keep —— Y(F10)2 O N

from attending school?

Does — attend a special school or special classes
because of any impairment or health problem?

Y(F10)2 O N

®

. F6. , Does —— need to attend a special school or special
' classes because of any impairment or health problem?

0O Y(F10)2 O N

kF7]' Is —— limited in school attendance because of —— Y(F10)2 O N

L health?

®

F8. Is —— limited in any way in any activities because of an oy 2 [ N(GT1)

impairment or health problem?

®

F9. In what way is —— limited? RECORD LIMITATION,

®

limitation

NOT CONDITION.

R B R B O R Ot R A
®

y
N
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F10. What condition causes this limitation? l
I condition
+
F11. When did you first notice ——’s (condition in F10)? I 1 O more than 3 months ago (G1)
PROBE |IF NECESSARY: Was it within the past 3 | O 3 months ago or less —
months or was it more than 3 months ago? |
SPECIFY IF 3 MONTHS OR LESS:
| 2 O CONDITION IS ON CARD CSP 2 (G1)
| 3 0 CONDITIONNOTONCARDCSP2 (F12)
F12. I1s this limitation caused by any other condition? : 10Y 2 [ N(G1)
F13. What other condition causes this limitation? I
I condition
F14. When did you first notice ——’s (condition in F13)? 1 {0 more than 3 months ago (G1)

O 3 months ago or less —

SPECIFY IF 3 MONTHS OR LESS:
2 [J CONDITION IS ON CARD CSP 2 (G1)
3 J CONDITION NOT ON CARD CSP 2
(REASK F12-F14)

13
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CONDITION LIST

G1. Did adoctor ever say that —— had -
IF “YES” ASK G2 - G4 BEFORE GOING G2. How old was — when first had...?
TO NEXT CONDITION.
a.  Asthma? 10Y(G2) 20 __ mos. —_yrs
b.  Other lung disease? 10 Y(G2) 20 — mos. ) — .
c.  Mental retardation? 10 Y(G4) 20 // /
d Coordination problems? 10Y(G2) 20 G — mos. __yrs
.e.  Muscle weakness/paralysis? G2) 10 v(G2) 20 @) — mos. ) —vrs.
f.  Rheumatic fever? 10Y(G2) 20 G) — mos. —yrs.
9. Rheumatic heart disease? () 10 Y(G2) 20 @) mos. @) yrs,
-h.  Other heart condition? 10 Y(G2) 2 @ —_ mos. —— yrs,
i.  Urinary infection? 10 Y(G2) 20 - mos. __ yrs.
i,  Convulsions? 10 Y(G2) 20 __ mos. __yrs.
k:  Eczema? @) 10vEG2 20 Gs) — mos. G —vrs.
. Speech problems? 10 Y(G2) 20 @) — mos. __yrs.
T e el o — e —
n.  Poisoning? 10 Y(G2) 20 —_ mos. — yrs.
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G3. Does — still have ...2 G4. Has — ever been treated by a
doctor for — ...?
_____________________ 4 ]
G) 10y 20N e O DK G 10V 20N s O DK
¢) 10V 20N s O DK @ 1ov 20N o O DK
// //,/?/; / Z @9 1Dov 20N e O DK
10Y 20N s O DK G 1OY 20N s O DK
10Y 20N s O DK 6 10v 20N e O DK
10 Y 20N o O DK 10 Y 20N s O DK
10Y 20N o O DK G 1OV 20N s O DK
10y 20N e O DK 1Oy 20N  eDDK
10 Y 20 N s O DK 10Y 20N o 0 DK
10y 2 0N s O DK 1O Y 20N s 0 DK
10Y 20N s O DK Gs9 1OY 2 0N s 0 DK
10Y 20N s O DK 1Y 20 N s O DK
gy 20N s O DK @9 1OY 20N s O DK
Vi e % 'OY 20N eDoK
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SCHOOL ATTENDANCE AND LANGUAGE USE

|
H1. CHECK ITEM: REFER TO AGE OF SAMPLE CHILD I 1 O under 5 yrs. old (H17)
AND TO QUESTION C6. I 2 O 5+ yrs. old, goes to school (H3)
| 3 [J 5+ yrs. old, not in school (H2)
H2. Has —— ever attended school? : @ 10Y 2 0 N(H16)
H3. Is —— now either going to school or on vacation I @ 1 O going to school
from school? I 2 [ on vacation from school
| 3 [ neither (H5)
H4. What grade (is —— in now/will —— be in)? I @ 00 [J nursery school
| 77 [ kindergarten {H7)
rade
| number J
1
|
H5. Why did —— stop going to school? I 1 O health problem
I 2 [J family needs child at home
3 O dropped out
4 [ other s
I spacify
—
H6. How long ago did —— stop going to school? I 00 [ less than 1 month ago
| @ ‘ 10 months
I number 20 years
IF MORE THAN 12 MONTHS AGO IN H6, GO TO I
HS. OTHERWISE ASK: |
4 @000 O none
‘;l-ﬂ. During the past 12 months, about how many days I
1 was —— absent from school because of illness? I days
) number
I
H8. Has —— repeated any grades for any reason? | 10Y 2[00 N
l
H
H9. Has —— ever skipped any grades for any reason? I 10Y 20N
i
H10. When —— first began to talk, what language did —— | 1 O Spanish
speak? 2 [ English (H13)
I 3 O other 4 T
H11. Can —— speak English now? : o0y 20 N(H13)
L
|
H12. How old was —— when —— first began to speak years old
English? | number
|
H13. What language does —— mainly spealc at home now? I 1 O Spanish
| 2 [ English
3 0O both equally
I 4 [0 other language S
I specify
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H14. What language do (——'s parents/you) mainly speak at

home now?

®

h ON o

O Spanish
O English
O both equally
O other language &

specify

Women, Infants, and Children (WIC) program?

[
I~
H15. What language (does/did) —— mainly speak at school l 1 O Spanish
in —— classes? I 2 O English
3 O both equally 1)
I 4 [0 depends on subject matter
5 O other language — 6
I specify
! MARK ALL THAT APPLY.
I DO NOT READ.
H16. Why has — never attended school? | (s5) 1 O TOO YOUNG — NO SCHOOLS AROUND FOR
| @ CHILDREN THAT AGE
1 0 HEALTH PROBLEM
I Jea 1 0 FAMILY NEEDS CHILD AT HOME
I @ 10 OTHER —2
' specify
o
|
H17. When —— first began to talk, what language did — | 1 O Spanish
speak ? 2 [ English (H20)
I 2 O other— 4 =
S =1}
l 5 [ doesn't talk yet (H21)
i
H18. Can —— speak English now? | 1Oy 2 O N(H20)
1
H19. How old was — when —— first began to speak I
. years old
English? | T
1
H20. What language does —— mainly speak at home now? l 1 O Spanish
I 2 O English
3 [ both equally
I 4 [1 other language — 5
I specify
|
H21. What language do (——'s parents/you) mainly speak 1 [0 Spanish
at home now? I 2 [ English
3 O both equally
l 4 [ other language — 5
I spacify
MEAL PROGRAMS
J1. Has —— ever received food or health care under the l 10V 2 0 N(J4) o O DK{(J4)
Women, Infants, and Children (WIC) program? l
J2. Is —— now receiving food or health care under the I 1Oy 2 0ON 9 0O DK
1

ury
~
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fill out a form to enable —— to eat lunch at school

for free or at a reduced price?

J3. How long (did —— receive/has —— been receiving) | @ 101 months
food or health care from WIC? I @ number | 27 years
J4. CHECK ITEM: REFER TO ITEM H3 I 1 O now going to school or on
I vacation (J5)
I 2 [0 neither (K1)
]
+
J5. Does the school that —— attends serve a complete I 1 0Y 200N
breakfast? I
Tl
J6. How many times a week does —— usually eat breakfast | o [ None (J10)
served by the school? l
times
l number
| o O DK
J7.  During this (past) school year did { ——'s parents/you) I 10Y 2 [ N(J9)
fill out a form to enable —— to eat breakfast at school
for free or at a reduced price? |
J8. Does — eat breakfast at school for free or at a 1 Yes
reduced price? l 2 [1 No, not eligible
l 3 O No, other reason
Ir
J9. How much does —— pay for —— breakfast per day?
P 4 I cents
I number
: o000 [ free
|
—+}
J10. Does the school that —— attends serve a complete I 10Y 20N
lunch? I
J11. How many times a week does —— usually eat lunch 0 (O None (J15)
setved by the school? l
I times
number
| 9 [0 DK
1
1
J12. During this (past) school year did ( —s parents/you) I 10Y 2 O N(J14)
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J13. Does — eat lunch at school for free or at a reduced | 1 O Yes
price? I 2 [0 'No, not eligible
3 [0 No, other reason
J14. How much does —— pay for —— lunch per day? I cents
I number
I 000 [J free
|
J15. Does —— ever bring —— lunch from home? I 1 [ Yes, always
I 2 [ Yes, sometimes
I 3 0 No (K1)
|
J16. On days that —— does not buy lunch at school, does I 1 [J Yes, always
—— buy milk? I 2 [ Yes, sometimes
I 3 [0 No (K1)
1
|
—_ —_mi ?
J17. How much does pay for milk per day? I cents
| number
I ooo [ free
1
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MEDICINE/VITAMIN USAGE

K1. During the past 2 weeks, has —— taken or used any vitamins
or minerals? 10 Y(K2) 2 O N(K5)
K2. May I see the container(s) K3. How much of the How often does ——

of ——'s vitamins and

(vitamin/mineral)

take this (vitamin/

minerals? does —— take each mineral)?
RECORD BRAND NAME time —— uses it?
1 [ tablet/capsule 2 O week
__} 2 O teaspoon T times per 2 O month
number | 3 [] tablespoon 4 [ other —
4 O other 5
specify
1 O day
1 [0 tablet/capsule 2 [J week
2 [ teaspoon times per 3 O month
number )| 3 [] tablespoon 4 [ other —
4 [ other 5
specify
10 day
1 [0 tablet/capsule 2 O week
2 [0 teaspoon times per 3 [0 month
number } 3 [J tablespoon 4 [0 other —
4 O other 5
spacify

O Continuation booklet

K5. We are interested in all kinds of medicines that people take or use. First | will ask about —— use of medicines that can be

obtained without a doctor’s prescription.

During the past 2 weeks, has —— taken or used any of the following types of medicines?
a) Cough, throat, cold or congestion medicine? 103Y 20N
b) Pain relievers, such as aspirin or Tylenol? 10V 2N
¢) Sleeping tablets, sedatives, or tranquilizers? 10Y 20N
d) Anti-depressants, stimulants, or pep pills? 13Y 20N
e) Diet pills or dieting aids? 1OY 20N
f) Laxatives? 1O0Y 20N
g) Medicines for diarrhea? 10Y 2 N
h) Medicines‘ f;r indigestion? 10Y 20N
i} Suppositories? 10Y 20N
i) Eye drops? 10Y 2 ON
k) Any other medicines, pills, or ointments for which a +OY 2 0N

doctor’s prescription is not needed?
IF YES, SPECIFY: 1
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1 0 Y(K7)

K6. During the past 2 weeks has —— taken or used any medicines for which a doctor's prescription is needed?

2 0 N(K14)

K7. May | see the container(s) of the medicine(s) —— took?
RECORD SPECIFIED INFORMATION FOR EACH,
THEN ASK QUESTIONS K8 THROUGH 13 FOR EACH.

K8.

What is the health
problem —— had for
which —— took the
(medicine)? PROBE
FOR SYMPTOM OR
CONDITION,

K9. Did —— take (dosage
reported in K7) per
(frequency reported
in K7)?

Label printed in:

1 [0 English 2 [ Spanish 3 O Both
Name:

—_—_ e e

Frequency:

IF “AS NEEDED,” ASK K8 AND GO TO NEXT
MEDICATION

py— ——_.———'ﬂ—l—.-——-———__-—_w
1 [0 Container not seen-information
furnished by respondent

10 Y (K12)

20N

Label printed in:

1 O English 2 [J Spanish 3 O Both

Name: 10 Y (K12)
L———-— — — — — R— i — — i — U ——— ——

20N
Prescribed for SP?
10y 20N

Strength: @

Dosage:

Frequency:

IF “AS NEEDED,” ASK K8 AND GO TO NEXT

MEDICATION

1 [J Container not seen-information

furnished by respondent
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K10. How much of the
{medicine) did —

K11. Did a doctor advise
—— to take (dosage in

K12. Does the {(medicine)
make —— feel bad or

K13. What does — do
when this happens?

take? K10)/{frequency in cause any side effects?
Ki0)?
1 O tablet/capsule 348
2 O teaspoon 1 O Yes 1 O Yes — SPECIFY DO NOT READ
e PROBLEM 7 & MEDICINE
3 O tablespoon 2 0 No 3 1 0 QUIT USING MEDI
a O other 2 0 DECREASE USE
2 O No 3 O CONSULT DOCTOR
GO TO NEXT
MEDICATION 4 [J CONTINUE TAKING AS
1 O day o O DK PRESCRIBED
per 2 O week
times 3 O month 5 0 OTHER —
4 [ other — 6
5 SPECIFY
specify
1 [ tablet/capsule
2 [ teaspoon 1 0 Yes 1 O Yes — SPECIFY DO NOT READ
number PROBLEM7
3 [ tablespoon 2 [ No 3 1 0 QUIT USING MEDICINE
4 [ other 2 [0 DECREASE USE
2 O No 3 [0 CONSULT DOCTOR
GO TO NEXT
1[0 day MEDICATION 4 [0 CONTINUE TAKING AS
2 O week 9 0 DK PRESCRIBED
per
times 3 [ month
4[] other — 5 O OTHER —
5 6
SPECIFY

spacity
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K7. May | see the container(s) of the medicine(s) —— took? K8. What is the health K9. Did — take {dosage

RECORD SPECIFIED INFORMATION FOR EACH, problem —— had for reported in K7) per
THEN ASK QUESTIONS K8 THROUGH 13 FOR EACH. which —— took the (frequency reported
{medicine)? PROBE in K7)?
FOR SYMPTOM OR
CONDITION.

Label printed in:

1 O English 2 [0 Spanish 3 [J Both

Name: 10 Y (K12)

T T T T T T T T T T 20N

. — — ———— e e —— —— ——— e — ]

| Frequency:

IF “AS NEEDED,” ASK K8 AND GO TO NEXT
MEDICATION.

o ——— — — — —— —— — — — e e ——— — ]

1 [ Container not seen-information furnished
441) by respondent.

Label printed in:

1 O English 2 [ Spanish 3 O Both

Name: 10 Y (K12)

- T T T T T T T T T T T 20 N

@ 1oy 20N

[ —— —— — —— — — e . — e — — ——— ——

IF “AS NEEDED,” ASK K8 AND GO TO NEXT
MEDICATION.

— — e ——— —_ e —_—— e ———— e — —]

1 0 Container not seen-information furnished

by respondent.

O Continuation booklet

24

178



K10. How much of the
(medicine) did ——

K11. Did a doctor advise

—— to take (dosage in

K12. Does the {medicine)
make —— feel bad or

K13. What does — do
when this happens?

take? K10)/(frequency in cause any side effects?
K10)?
1 O tablet/capsule 448
2 O teaspoon 1 0 Yes 1 O Yes — SPECIFY DO NOT READ
PROBLEM
number 7
3 [ tablespoon 2 0 No 3 1 O QUIT USING MEDICINE
4 O other 2 [J DECREASE USE
2 O No 3 [J CONSULT DOCTOR
GO TO NEXT
MEDICATION 4 J CONTINUE TAKING AS
10 day e 0 DK PRESCRIBED
per 2 J week
umes 3 O month 5§ O OTHER —
4 [ other — 6
5 SPECIFY
specify
1 [J tablet/capsule 448
2 [J teaspoon 1 0O Yes 1 0 Yes — SPECIFY DO NOT READ
number PHOBLEM
3 [ tablespoon 2 O No ) 7 1 0 QUIT USING MEDICINE

4 [ other

1 [ day

2 [ week

3 0 month
4 (0 other —

5

tmes

per

specify

MEDICATION
o O DK)

2 O No
GO TO NEXT

2 [0 DECREASE USE

[A)

O CONSULT DOCTOR

1Y

PRESCRIBED

5 J OTHER -
6

O CONTINUE TAKING AS

SPECIFY
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K14.

Has —— been told by a doctor to take any medicines during the past 6 months that —— did not take during

that period?

10 Y(K15)

2 0N (L1)

K15.

What are the names of the medicines that ——
did not take? (PROBE FOR BRAND NAMES,
ENTER EACH ON SEPARATE LINE. THEN
ASK K16 AND K17 FOR EACH.)

K16. What was the health problem
—— had for which the doctor
recommended the (medicine)?
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K17.

What was —— main reason
for not taking the (medicine)?

O SIDE EFFECTS

0O COST TOO MUCH

O DIDNT THINK IT WOULD WORK

O HAVEN'T YET OBTAINED MEDICINE

5 0 OTHER — SPECIFY

O SIDE EFFECTS

O COST TOO MUCH

O DIDNT THINK IT WOULD WORK

O HAVEN'T YET OBTAINED MEDICINE

s O OTHER — SPECIFY

-2

O SIDE EFFECTS

O COST TOO MUCH

O DIDNT THINK IT WOULD WORK

O HAVEN'T YET OBTAINED MEDICINE

O OTHER — SPECIFY

O SIDE EFFECTS

O COST TOO MUCH

O DIDN'T THINK IT WOULD WORK

O HAVEN'T YET OBTAINED MEDICINE

(1]

O OTHER — SPECIFY

O SIDE EFFECTS

O COST TOO MUCH

O DIDNT THINK IT WOULD WORK

O HAVEN'T YET OBTAINED MEDICINE

s O OTHER — SPECIFY

O SIDE EFFECTS

O COST TOO MUCH

O DIDNT THINK IT WOULD WORK

HAVEN'T YET OBTAINED MEDICINE

5 O OTHER — SPECIFY
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RESPONDENT FOR SAMPLE CHILD

L1.

CHECK ITEM: MARK ONE BOX.

INDICATE MAIN RESPONDENT'S RELATIONSHIP
TO SAMPLE CHILD.

®

LT 4 T N R

0 FATHER

O MOTHER

OO0 SISTER OR BROTHER
O OTHER -5

SPECIFY

SAMPLE CHILD SELF-RESPONSE

M1. CHECK ITEM: REFER TO AGE OF SAMPLE CHILD | 1 0 under 6 yrs. old (END)
I 2 O 6+ years old (M2)
]
M2. Now | have a few questions | would like to ask —— directly. I 1 O Y{M3) 2 O N (END)
Is — available now? l
M3. INTRODUCTION: | would like to ask you a few questions
about your health.
:'.
G
. . »
M4. Do you have any trouble seeing (with your glasses on)? I 10V 2 [N
M5. When you are at school, can you read the blackboard I 10Y 2 [N
from the back of the classroom (with your glasses on)? I 3 [J doesn’t go to school
|
M6. Do you have any trouble hearing? l 10V 20N
[ ]
|
M7. When you are at school, can you hear the teacher I 10OY 20N
from the back of the classroom? ' 3 [ doesn’t go to school
I
M8. Do you think that you are underweight, about the right I 1 OO0 underweight (M9)
weight, or overweight? I 2 [0 about the right weight (M13)
3 O overweight (M11)
|
1
M9. Would you like to weigh more? | 1Oy 2 O N(M13)
1
|
M10. Are you trying to gain weight? l 10 Y{M13) 2 [0 N(M13)
I
M11. Would you like to weigh less? | 10Y 2 O N(M13)
M12. Are you trying to lose weight? I[ 10Y 20N
M13. Would you say your health in general is excellent, very good l 1 [0 excellent
good, fair or poor? l 2 O very good
3 [J good
l 4 O fair
| 5 O poor
[]
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MEDICINE/VITAMIN MEC

DO NOT ASK IN HOUSEHOLD

N1. REFER TO MEDICINE/VITAMIN USAGE 1 [0 No medicine or vitamin reported (N3)
SECTION. MARK ONE BOX.
2 [ Medicine or vitamin reported (N2)
N2. When an interviewer spoke with you a few weeks ago, you mentioned —— had taken (medicine/vitamins/
minerals in questions K2, K5, and K7). Has —— taken any of these medicines during the past 24 hours?
a68) 10 Y 20N
N3. Has —— taken any (other) medicines, vitamins or minerals during the past 24 hours?
a8y 1 O Y 20N
IF ““YES” IN EITHER N1 OR N2, GO TO N3. OTHERWISE, END QUESTIONNAIRE.
N4. What are the names of all medicines, N5. How much of the {medicine/vitamin/
vitamins and minerals —— took during the mineral) did —— take during the past
past 24 hours? Any others? 24 hours?

1 O tablet/capsule
2 [ teaspoon
number 3 [0 tablespoon
4 [J other

tablet/capsule
teaspoon
tablespoon
other

number

®

®
hAWON =
gooad

1 [J tablet/capsule
2 [J teaspoon
number 3 [ tablespoon
4 [ other
1 O tablet/capsule
2 [0 teaspoon
number 3 [ tablespoon
4 [ other
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Form PHS 6208

OMB No. 0937-0078

9/82 Approval Expires 2/85
Department of Health and Human Services
~ Public Health Service NOTICE: La informacién contenida en este
Office of Health Research, Statistics, formulario que permitiria identificar a cualquier
. and Technology o individuo o establecimiento ha sido recogida con
National Center for Health Statistics la garantia que sera mantenida en la mds estricta
confidencialidad, serd usada sélo para los pro-
SPANISH VERSION pésitos establecidos para este estudio y no serd
divulgada o entregada a otros sin el consenti-
miento del individuo o del establecimiento de
CHILD SAMPLE PERSON acuerdo con la Seccion 308{(d) de la Ley del
QUESTIONNAIRE (522) Servicio de Salud Publica — Public Health Service
(Ages 6 Mos. — 11 Years) Act (42 USC 242 m).
HISPANIC HEALTH AND NUTRITION EXAMINATION SURVEY
WESTAT
ID No: . ;
Stand No. Segment No. Serial No. Family No. SP No.
NCHS
ID No: -
NAME (First, Middle, Last) SEX ®) AGE
1 O Male
2 O Female

INTERVIEWER NAME:

no. (12)

REVIEWER NAME:

NO. @

LANGUAGE OF INTERVIEW TIME BEGAN DATE OF EXAMINATION
/
1E| English 10 am Month Day Year
2K Spanish e 20 pm TIME
TIME ENDED_ 0 am
- 1+ O am — = =[] pm
—_——t— — 20 pm

TRANSPORTATION

DATE OF INTERVIEW

)

/ /
Month

Year

Day
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CHILD SAMPLE PERSON QUESTIONNAIRE
Ages 6 Months — 11 Years
(SPANISH VERSION)

@

2

Topico

Asistencia a la escuela y uso del idioma
Auto-respuesta del nifio ejemplar
Dental y anemia

Impedimento funcional

La vista y el oido

Lista de condiciones
Medicina/vitamina MEC

Nacimiento

Programas de alimento

Respondedor para nifio ejemplar
Servicios de salud
Tuberculosis/peso/inmunizacién/pesticidas

Uso de medicina/vitamina

18

30

13
10
16

31

20

28

12
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NACIMIENTO

I
A1. {Qué edad tenia (la madre biolégica de —— /usted) I afios de edad
cuando —— nacid? ndmero
| 99 O NS
|
|
A2. ¢Qué edad tenia (el padre biolégico de —— /usted) | afios de edad
cuando —— nacio? l namero
| 99 [0 NS
A3. ¢Naciéo —— en un hospital a en algin otro lugar? I 1 O hospital (A4)
l 2 [J otro —
l 3 (AB)
especifique
|
]
A4. ¢Cuantas noches estuvo (la madre biologica de —— / | @ oo [J ninguna A
usted) en el hospital durante este periodo? I —— noches
: g9 [0 NS
AB, (Cuéntas noches pasd — en el hospital durante I @ 0o [J ninguna
este periodo? | _ noches
numero
I 99 [1 NS
|
A6. (Cuanto pesdé —— al nacer? I @ o 0 NS (A7)
. libras/ onzas (A9)
PROBE FOR OUNCES IF NOT REPORTED; I nGmero nGmero
ENTER RESPONSE IN POUNDS AND OUNCES | OR
OR IN GRAMS. gramos (A9)
I nimero
|
|
A7. ¢Pes6 — mas de 5% libras (2500 gramos) o menos? I @ 1 O 5% libras (2500g) o mas (A8)
2 O menos de 5% libras (2500g)(A9)
| s O NS (A9)
]
I
A8. (Pesd —— mas de 9 libras (4100 gramos) o menos? I 1 O 9 libras {4100g) o mas
2 [ menos de 9 libras (4100g)
| s O NS
) - i
A9. (Nacié6 —— mas o menos cuando se esperaba, o nacié | 1 O maés temprano de cuando se esperaba
antes o después que se esperaba? 2 O cuando se esperaba (A11)
| 3 [0 més tarde de cuando se esperaba
| 9 O NS (A11)
A10. Mas o menos, {cuanto tiempo (antes/después) de lo | [ 1 E‘ dfas
que se esperaba naci6 —— ? | Y — ; g :::;::as
A11. ¢Naci6 — con algin problema o defecto fisico o I @ 108 2 0 N (A13)
mental? l
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A12. éEl problema o defecto de —— tuvo que ver con —

solida tal como comidas coladas u otras comidas no
liquidas diariamente?

1 Odias
@ - 2 [J semanas
numero
3 [0 meses

@1 COrAZON? . . . e e et ee e e e | G 10Os 20N 2 O NS
l050J0S? .. .. it et I 108 20N 9 OO NS
T | 9 10s 20N  eONS
labocaolagarganta? ................... I 108 2 [N 9 [ NS
el estbmago o losintestinos? . . . ... ......... I @ 108 20N 9 [0 NS
los rifiones o el sistemaurinario? . ... ........ I 10 S 20N 9 [ NS
los musculos, los huesos o las coyunturas? . . .. .. l 10 S 20N 9 (0 NS
el cerebro o el sistema de nervios? . .......... IL 108 20N 9 [0 NS
A13. {Recibié —— algin cuidado de recién nacido en una I 10Os 2 0 N{(A15)
unidad de cuidado intensivo, en una sala de recién I
nacidos prematuros, o en algin otro tipo de facilidad |
de cuidado especial? I
]
A14, (Cuéntas noches se quedé —— en la facilidad de | 1 [0 menos de 1 semana
cuidado especial? 2 00 1 semana — 1 mes
I 3 [0 md&s de un mes
]
]
A15. éSe le di6 alguna vez pecho a —— ? | 108 2 [0 N(A18)
A16. ¢{Qué edad tenia —— cuando le dejaron de dar pecho | oo [ adn se le da pecho
por completo? I ;
1 0 dias
l Amero 2 (0 semanas
| 3 [0 meses
A17. iQué edad tenia —— cuando se le di6 por primera vez I g0 [J nunca diariamente
formula o leche fresca diariamente? I 1 O dras
I 2 [ semanas
l numero a D meses
A18. éQué edad tenia —— cuando empezd a comer comida | 00 U nunca diariamente

SERVICIOS DE SALUD

1 [ excelente

B1. ¢Diria usted que la salud de —— en general es excelente,
muy buena, buena, regular, o mala? 2 L) muy buena
) ’ ‘ 3 d buena
4 [ regular
5 [0 mala
B2. Ahora quisiera preguntarle sobre las visitas de —— para

el cuidado de salud. Primero voy a preguntarle sobre
cuidado rutinario, incluyendo examenes rutinarios y
vacunas cuando nada estd mal.

¢{Cuénto tiempo hace desde la Gltima visita de — a
una clinica, un centro de salud, un hospital, una oficina
de médico o algin otro lugar para cuidado de salud
rutinario?

1 [0 menos-de un mes

2 [ 1 mes, menos de 6 meses
3 [0 6 meses, menos de un afio
4 [J 1 afio, menos de 5 afios

5 [0 5 o mds afos

s (O NS

0 [J nunca (B5)
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B3.

é¢Hay una clinica, un centro de salud, un hospital, una

1ay nic ! (= 10Os 2 O N(B5)
oficina de médico, u otro lugar en particular a que —— I
va usualmente para cuidado de salud rutinario? |
¥
l @ 01 [J casa
B4. ¢Qué clase de lugar es — una clinica, un centro de salud, 02 [J oficina de médico o clfnica privada
un hospital, una oficina de médico o algin otro lugar? |
PROBE IF CLINIC: ¢Es clinica de paciente externo de I 03 [J clinica de compafifa o escuela
hospital, una clinica de compaiiia o escuela, una clinica | 04 [J clinica de paciente externo
para trabajadores migrantes o alguna otra clase de | de hospital
clinica? o5 (J clinica para trabajadores
| migrantes
o6 [ otraclinica 07
I especifique
PROBE IF HEALTH CENTER: ¢Es un centro de salud I 08 [ sala de emergencia de hospital
de la comunidad o del vecindario, un centro de salud 09 [0 centro de salud de la comunidad,
familiar, un centro rural de salud o alguna otra clase de I del vecindario, o familiar
centro de salud? I
PROBE IF HOSPITAL: ¢Esuna clinica para paciente | 10 [ centro rural de salud
externo o sala de emergencia? I 11 0 HMO (Organizacion para el
Mantenimiento de la Salud)/
I grupo prepagado
12 [ otro lugar
I especifique
I
B5. Ah_ora voy a preguntarle sobl"e las visitas de —= para I 10'S 2 0 N(B19)
cuidado de salud cuando esti enfermo o herido.
{Hay una clinica, un centro de salud, un hospital, I
una oficina de médico, u otro lugar en particular a |
que — va usualmente cuando esta enfermo o herido? |
B6. IF 'S in B3, ASK: I @ 1 O mismo lugar
2
¢Es este el mismo (place in B4) o es otro lugar? | [ otro lugar
IF “MISMO LUGAR’' IN B6, REFER TO B4 AND |
MARK RESPONSE WITHOUT ASKING. OTHER- I
WISE ASK:
I 01 [ casa
B7. ¢éQué clase de lugar es — una clinica, un centro de | 02 [ oficina de médico o clinica privada (B9)
salud, un hospital, una oficina de médico o algin I
otro lugar?
PROBE IF CLINIC: ¢Esclinica de paciente externo I 03 [ clinica de compafiia o escuela
de hospital, una clinica de compania o escuela, una | 04 [ clinica de paciente externo
clinica para trabajadores migrantes o alguna otra clase I de hospital
de clinica? | 05 [ clinica para trabajadores
migrantes
| o6 [1 otra clinica 07
especifique
PROBE IF HEALTH CENTER: ¢Es un centro de salud I 08 [J sala de emergencia de hospital
de la comunidad o del vecindario, un centro de salud | 09 [ centro de salud de la comunidad,
familiar, un centro rural de salud o alguna otra clase | del vecindario, o familiar
de centro de salud? |
PROBE IF HOSPITAL: ¢Es una clinica para paciente | 10 O centro rural de salud
externo o sala de emergencia? | 11 OO HMO (Organizacién para el )
Mantenimiento de la Salud)
I grupo prepagado
12 [ otro lugar 13

especifique
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B8. ¢Hay alguna persona en particular que —— ve usual- I @ 108 200N
mente en (place in B7) cuando estd enfermo o herido? I
|
—
1 O menos de un me
B9. A_I'l_oradquisiera h:-lxcerlc.e allag;lnas pr:guntas sobre la Gltima | 201 r:e: meengs deSG meses
;1115|_t: e_——’a (w_) cuando estuv_o-er;fermo o I 3 O 6 meses, menos de un afio
erido. {Cuanto tiempo hace desde esa visita? 4 O 1 afio, menos de 5 afios
I 5 [ 5 afios o més
| 6 [0 Nunca (B18)
I 9 [ NS
1
B10. ¢Cuanto tiempo le tomé mas o menaos para llegar a (place | minutos
in B7) para esa visita? I ndmero
OR
PROBE IF NECESSARY: ¢Diria usted que le tomd I
mas de 30 minutos o menos de 30 minutos? l 1 O mas de 30 minutos
2 O menos de 30 minutos
|
1
B11. ¢éTuvo (una cita/un turno) para esa visita? I 108 2 [0 N(B13)
B12. éCuénto tiempo pasd més o menos entre cuando se hizo ! @ 000 [J menos de un dia
la cita y cuando —— fue a esa visita? I
| dras
ndmero
i
B13. Después de que llegé —— a {place in B7) para esa visita, I 1 O minutos
écuanto tiempo tuvo que esperar mds 0 menos antes ndmero ‘ 2 [ horas
que le atendieran? |
I
B14. éCual fue la razén principal por esa visita? DO NOT READ.
| 1 O UNA ENFERMEDAD O UN MALESTAR
| 2 0 UNA HERIDA
3 UNA VISITA DE SEGUIMIENTOQ/
I “FOLLOW-UP”
| 4 O UNA INYECCION
| 5§ OJ PARA UNA RECETA |
6 00 ALGUNAOTRARAZON?
| ESPECIFIQUE
B15. En general,_c'c.[ué satisfef:I'_lo estuvo usted con el servicio l 1 O muy satisfecho (B17)
que — recibid en esa visita? I 2 O algo satisfecho
¢Diria usta_ed que estuvo muy satisfecho, algo satisfecho 3 [ nada satisfecho
o nada satisfecho? I
| DO NOT READ.
B16. ¢Por qué no estuvo (completamente) satisfecho con | 01 [J CUESTA DEMASIADO
el cuidado de salud que —— recibi6 en esa visita? l oz [J TUVO QUE ESPERAR DEMASIADO
03 (0 PROBLEMA DE LENGUAJE — NO
PROBE FOR MAIN REASON. | PUDO COMUNICARSE :
o4 O EL MEDICO NO LE DIO
I SUFICIENTE TIEMPO AL "“SP”
| os (0 EL MEDICO U OTRO PERSONAL
NO LO TRATO BIEN 3 .
l 05 (] LA CONDICION NO MEJORO DESPUES
| DEL TRATAMIENTO O MEDICAMENTO
| o7 O EL MEDICO NO DIAGNOSTICO
! NI TRATO LA CONDICION
| o8 O OTRO — 09
ESPECIFIQUE
I 99 [J NS
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B17. ¢Quién llevd a —— a (place in B7) para esa visita?

DO NOT READ.
MARK ALL THAT APPLY.

o O EL NINO FUE SOLO
1 O MADRE
2 O PADRE
a O OTRO MIEMBRO DE LA CASA —
5

ESPECIFIQUE
6 0 PERSONA NO MIEMBRO DE LA CASA

B18. ¢Ha visitado —— cualquier otra clinica, centro de salud,
oficina de médico, u otro lugar para el cuidado de salud
cuando estaba enfermo o herido desde esa visita a

(place in B7)?

10 S (B22) 20 N (B32)

HAND CARD CSP 1

B19. Muchas personas no tienen un lugar en particular donde
usualmente van cuando estan enfermos o heridos.
éPodria usted darme el nimero de la frase que mejor
explica la razén principal por la cual —— no tiene un
lugar en particular donde usualmente va?

1 — Tiene dos o mds médicos o lugares a los que
usualmente va dependiendo del problema
que tenga.

3 — No ha necesitado médico.

3 — El médico que le atendi'a ya no esta
disponible.

4 — No ha podido encontrar el médico apropiado.

5 — Acaba de mudarse al drea.
6 — Otra razon-especifique por favor.

1.2 3 4 5 6 7

especifique

320. Aunque usted dijo que —— no tiene un lugar en parti-
cular donde recibe cuidado de salud, {hay alguna
persona en particular a quien —— ve usualmente cuando
estd enfermo o herido?

@ 108 2 O N(B22)

B21. {Do6nde ve —— a esta persona usualmente — en casa,
en una clinica, en un centro de salud, en un hospital,
en una oficina de médico o en algiin otro lugar?

PROBE IF CLINIC: ¢Es una clinica para paciente
externo de hospital, una clinica de compaiiia o escuela,
una clinica para trabajadores migrantes o alguna otra
clase de clinica?

PROBE IF HEALTH CENTER: ¢Es un centro de salud
de la comunidad o del vecindario, un centro de salud
familiar, un centro de salud rural o alguna otra clase

de centro de salud?

PROBE IF HOSPITAL: ¢Esuna clinica para paciente
externo o sala de emergencia?

casa
oficina de médico o clinica privada

clinica de compafifa o escuela

clinica para paciente externo de
hospitat

clinica para trabajadores
migrantes

otra clinica 97

8
O O oo od

especifique

sala de emergencia de hospital
central de salud de la comunidad,
del vecindario, o familiar

ano

10 [ centro rural de salud

11 O HMO (Organizaci6on para el
Mantenimiento de la Salud)/
grupo prepagado

12 [] otro lugar 13

espacifique
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1 [J UNA ENFERMEDAD O UN MALESTAR

2 [J UNA HERIDA

3 0 UNA VISITA DE SEGUIMIENTO/
“FOLLOW-UP”

a O UNA INYECCION
5 O PARA UNA RECETA
6 0 ALGUNA OTRA RAZON 7

B22. Ahora me gustaria hacerle unas preguntas sobre la ‘ @ 1 [0 menosde 1 mes
altima visita de —— a cualquier clinica, centro de salud, I 2 [J 1 mes, menos de 6 meses
oficina del médico u otro lugar para el cuidado de salud I 3 [J 6 meses, menos de 1 afio
cuando estuvo enfermo o herido. {Cuanto tiempo hace 4 (1 1 afio, menos de 5 afios
desde esa visita? I 5 [0 b afios 0 mas
I 9 (O NS
| o [ nunca (B32)
B23. {Qué clase de lugar visitd —— para esa visita — era una I 01 [ casa
clinica, un centro de salud, un hospital, una oficina de | oz O oficina de médico o clinica privada
médico o algun otro lugar? l
PROBE IF CLINIC: ¢Erauna clinica de paciente I 03 [J clinica de compafiia o escuela
externo de hospital, una clinica de compafiia o escuela, I 04 [] clinica de paciente externo
una clinica para trabajadores migrantes o alguna otra de hospital
clase de clinica? I os O clinica para trabajadores
migrantes
I 06 [ otra clinica 07
| especifique
PROBE IF HEALTH CENTER: ¢Eraun centro de l o8 [ sala de emergencia de hospital
salud de la comunidad o del vecindario, un centro de 09 [J centro de salud de la comunidad,
salud familiar, un centro rural de salud o alguna otra I del vecindario, o familiar
clase de centro de salud? |
PROBE IF HOSPITAL: ¢Era una clinica para paciente | o [ centro rural de salud
externo o sala de emergencia? 11 [0 HMO (Organizacion para el
I Mantenimiento de la Salud)/
| grupo prepagado
12 ] otro lugar 13
l especifique
B24. L'Cuént.o tiempo le tomé‘més o0 menos para llegar a I @ minutos
(place in B23) para esa visita? némero
. i OR
PROBE IF NECESSARY: ¢Diria usted que le tomo I
mas de 30 minutos o menos de 30 minutos? I 1 [J mas de 30 minutos
| 2 [J menos de 30 minutos
B25. {Tuvo {una cita/un turno) para esa visita? : @ 10S 20 N (B27)
B26. (Cuanto tiempo pasd mas o menos entre cuando se 000 [J menos de un dia
hizo la cita y cuando —— fue para esa visita? I dias
l numero
B27. Después de que llegd a (place in B23) para esa visita, l 10 minutos
{cuanto tiempo tuvo que esperar mas 0 menos antes | ——m—{2 5 horas
que le atendieran? l
!
B28. ¢Cual fue la razén principal por esa visita? | DO NOT READ.

ESPECIFIQUE




B29. En general, {qué satisfecho estuvo usted con el servicio
que —— recibid en esa visita?
éDiria usted que estuvo muy satisfecho, algo satisfecho
o nada satisfecho?

N -
oogd

muy satisfecho (B31)
algo satisfecho
nada satisfecho

B30. ¢(Por qué no estuvo {(completamente) satisfecho con
el cuidado de salud que recibi6é en esa visita?

PROBE FOR MAIN REASON.

05

06

a7

08

29

o o o o o o goco

DO NOT READ
MARK ONE BOX ONLY.

CUESTA DEMASIADO

TUVO QUE ESPERAR DEMASIADO
PROBLEMA DE LENGUAJE — NO
PUDO COMUNICARSE

EL MEDICO NO LE DIO
SUFICIENTE TIEMPO AL “SP"

EL MEDICO U OTRO PERSONAL

NO LO TRATO BIEN ) ,
LA CONDICION NO MEJORO DESPUES
DEL TRATAMIENTO O MEDICAMENTO
EL MEDICO NO DIAGNOSTICO

NI TRATO LA CONDICION
OTRO — 09

ESPECIFIQUE
NS

B31. ¢Quién llevé a —— a (place in B23) para esa visita?

H N = O

oooo

DO NOT READ.
MARK ALL THAT APPLY.

EL NINO FUE SOLO

MADRE

PADRE

OTRO MIEMBRO DE LA CASA —

5

ESPECIFIQUE

PERSONA NO MIEMBRO DE LA CASA

B32. Hay algunas personas que vemos algunas veces que
proveen cuidado de salud, tal como curanderos, soba-
dores, (herbolarios/hierberos), (espiritualistas/espiri-
tistas), y otros. En los Gltimos 12 mesas, ¢ha visto ——
a cualquiera de estas personas para el cuidad de salud?

S 20N
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B33. A veces las personas tienen dificultad

en obtener cuidado médico. {Ha tenido
usted alguna dificultad en obtener cuidado
médico para —

1.

7.

10.

1.

12,

13.

Porque el cuidado no estaba disponible
cuando lo necesitaba?

Por lo que costaba?

Porque no sabia a donde ir?

Porque no tenia como llegar?

Porque el horario no era conveniente?

Porque tenia que esperar demasiado
para obtener (una cita/un turno)?

Porque necesitaba a alguien que le
cuidara sus otros nifios?)

Porque perderia sueldo por faltar
al trabajo?

Porque tenia que esperar demasiado
en la oficina o clinica?

Porque el personal de la oficina o la
clinica le faltd el respeto?

Porque no tenia confianza en el
personal?

Porque no hablaban espafiol?

Porque no habian empleados (hispanos)
en la oficina o clinica?

(9

5

(s7) 10 S(B34)

N

10 S(B34) 2

N

1 0 S(B34)

N
O o 0O O 0O

-t

O s(B34)

-
N

0O s(B34)

1'0 S(B34)

N

-

O s(B34)

N

-

O S(B34) 2

-

O S(B34) 2

11 S(B34) 2

1 [0 S(B34) 2

1[0 S(B34) 2

1 0 S(B34) 2

O

B34. ¢Este problema
le impidid obtener
cuidado médico

para ——?

108 20N
108 200N
1008 20ON
1038 20N
1038 20N
108 20N
108 2 [N
108 2 0N
108 2 ON
108 20N
108 2 ON
1S 2 ON
108 2 [N

B35. ¢Cudnto tiempo hace mds o menos desde que
—— tuvo un examen fisico rutinario; es decir,

no para una enfermedad en particular, sino
para un examen en general?

®

O U b ON =

O hace menos de un afio

O 1 afio, menos de 2 afnos
O 2 anos, menos de 5 arios

[ 5 afios o més
O nunca
B NS

B36.

Desde que nacié ——, écuantas veces diferentes
estuvo internado una noche o mis en el hospital?
No incluya la hospitalizacidon cuando —— nacio.

)

veces

ndamero
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DENTAL Y ANEMIA

C1. ¢Qué edad tenia —— cuando —— vid por primera vez a l 1 [0 menos de 4 aios de edad
alguien para cuidado dental? l 2 [ 4 afios de edad o mayor
9 [ NS
I 3 O nunca (C5)
I
C2. Mas o menos, écudnto tiempo hace desde la Gitima I @ 1 [0 hace 6 meses 0 menos
vez que —— vid a alguien para cuidado dental? I 2 [J mds de 6 meses a 12 meses
3 [ mds de 12 meses a 2 afios
I 4 [ maés de 2 afios a 5 afios
I 5 [J mds de 5 afios
I 9 O NS
]
|
C3. En promedio, mds o menos, écudntas veces al ano I 1 O menos de una vez al afio
ve —— a alguien para cuidado dental? 2 [0 una vez
I 3 I dos veces
I 4 [J 3 veces o mas
5 [0 no tiene programa regular
| o O NS
i
C4. (Ha recibido —= alguna vez_tratamientos de fluoruro I @ 108 20N s 0O NS
que fueron aplicados a los dientes de —— durante una
visita al dentista o por otra persona a quien —— vié |
para cuidado dental? I
C5. CHECKITEM: REFER TO AGE OF SAMPLE CHILD. | 1 [0 under 5 yrs. old (C8)
| 2 [0 b+ yrs. old (C86)
|
C6. (¢Asiste —— a la escuela? I 108 2 [ N(C8)
|
T
C7. (Participa —— en un programa de fluoruro en la | 108 2 [N 9 O NS
escuela? Este es un programa en el cual se les dan a
los ninos tabletas o enjuagues de fluoruro para uso en I
la escuela. |
I
C8. (Esté asegurado —— por una péliza de salud que paga I @ 108 2N 9 [ NS
por cuidado dental? '
C9. ¢Ha tenido —— alguna vez anemia? I @ 1S 2 [J N(D1) o O NS(D1)
C10. ¢Dijo alguna vez un médico que — tenia anemia? | @ 108 2 O N(D1)
|
C11. ¢(Tiene —— anemia todavia? I 108 2N
C12. ¢Fue atendido —— para esta condicién por un I @ 108 2N
médico? |
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LA VISTAY EL OIDO

D1. ¢Ha tenido —— alguna vez problemas para ver con uno 1S 2 O N(D10)
o con ambos ojos cuando no usa (lentes/anteojos/
espejuelos) o lentes de contacto?
D2. ¢Qué edad tenia —— cuando —— empez6 a tener 227 1 O menos de 1 afio de edad
dificultades con la vista? 2 [ 1-4 afios de edad
3 [ 5-11 afios de edad

D3. ¢Vid alguna vez —— a un médico para eso? 1038 2 ON

D4. ¢Usa —— (lentes/anteojos/espejuelos) o lentes de 108 2 [J N(D86)
contacto?

D5. ¢Tiene —— problemas con la vista alin cuando usa 1[J S(D8) 2 O N(D8)

(lentes/anteojos/espejuelos) o lentes de contacto?

D6. ¢Hausado — alguna vez (lentes/anteojos/espejuelos) 10s 2 O N(D10)
o lentes de contacto?
D7. ¢Por qué dejé —— de usarlos? "SST\IE_?IE‘LEIBAT APPLY.

10 YA NO LOS NECESITABA
10 NO LE AYUDABAN
1 O INCONVENIENTES
10 0OTRO 2

®OE® |®

ESPECIFIQUE

MARK ALL THAT APPLY.
DO NOT READ.

D8. éPara qué le recetaron a —— los (lentes/anteojos/
espejuelos) o lentes de contacto?

10 LEER/HACER TRABAJOS DE CERCA
VER OBJETOS LEJANQOS

100 OTRO 2

ESPECIFIQUE

®®O®
0

—_

D9. iCon qué frecuencia (usa/usaba) —— sus (lentes/ ; S ;mdo el ti?rr;po i

anteojos/espejuelos) o lentes de contacto: todo el a0 amayoria el tiempo

tiempo, la mayoria del tiempo, casi nunca, o nunca? a0 ce:lsr::unca

nunca

D10. CHECK ITEM: REFER TO AGE OF SAMPLE CHILD 1 [ under 5 yrs. old (D13)

AND TO QUESTION C8. 2 [0 5+ yrs. old, goes to school (D11)

3 0 5+ yrs. old, doesn’t go to school (D12)

D11. éPuede —— leer el pizarrén desde atrds de la sala de 10 S 2 N 9 O NS

clase (cuando usa los (lentes/anteojos/espejuelos) o
lentes de contacto)?

D12. éLe ha dicho alguna vez un médico que — tenia
problemas de aprendizaje o de desarrollo relacionados
a lavistade — ?

108 2 0N o O NS

F—————— =

iy
o
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{alguna(s)) infeccion(es) o dolor(es) de oido?

D13. éCuéando fue la Gltima vez que le hicieron un examen l 1 O hace 6 meses o menos
delavistaa ——? | 2 O mds de 6 meses a 12 meses
l 3 [0 més de 12 meses a 2 afios
4 [0 mas de 2 afios a 5 afios
| 5 [0 méds de 5 afios
| 6 [0 nunca
9 [1 NS
t
D14, ETuv'o alguna vez —— una infeccion de oido o dolor I 10S 2 00 N(D18)e O NS(D18)
de oido?
|
D15. éCuéntas veces ha tenido — una infeccién de oido o l O solamente una vez
dolor de oido? I dos veces
3 0 3-5 veces
I [ 6 veces o més
I 9 0 NS
|
D16. ¢Ha sido —— atendido alguna vez por un médico por | 108 2 [0 N{D18)9 O NS(D18)

D17. iLe ha tratado alguna vez un médico una infeccion o 108 s ON 2 OJ NS
un dolor de oido a —— poniéndole tubos en el oido?
D18. ¢Ha tenido —— alguna vez un timpano roto? 108 2 ON 9 [J NS
D19. {Tuvo —— alguna vez un oido supurante o cualquier 108 2 [J N(D22) @ O NS(D22)

derrame del oido no tomando en cuenta la cera en
los oidos?

|
|
D20. {Cuantes veces ha tenido —- un oido supurante o | 1 [ sélo una vez
cualquier derrame del oido? | 2 [ dos veces
3 [J 3-5 veces
l 4 [0 6 veces 0 mas
l 9 [0 NS
D21. {Vid —— alguna vez a un médico debido a esta l @ 108 20N 9 O NS
condicion? I
D22, {Ha tenido —— alguna vez problemas para oir con uno I @ 10S 2 O N(D27)
o los dos oidos? No incluya ningunos problemas que l
duraron sélo un periodo corto tal como cuando tenia
catarro. |
D23. {Qué edad tenia —— cuando —— empez0 a tener l @ O menos de un afio de edad
problemas en oir? [ 2 O 1-4 afios de edad
L 3 [ 5-11 afos de edad
D24. Desde que este problema empezd, ése ha puesto peor, | 1 O peor
mejor, o se he quedado igual? I 2 O mejor
l 3 [ igual
D25. éVi6 —— alguna vez a un médico sobre eso? l @ 108 2 N
L
D26. i{Todavia tiene —— problemas en oir con uno o los I L 2 ON
dos oidos? |
L
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T
D27. ¢Ha usado —— alguna vez un {aparato auditivo/aparato
para oir/"’hearing aid’*)? I @ rus 20N
L
|
D28. {Comaé describiria usted la capacidad de —— en oir ; S buenad.f' tad
(sin aparato para oir) — buena, tiene poca dificultad, l - pocah |d|cfu alt d
tiene mucha dificultad o esta sordo? I 4 0 E;L:goa fticufta
D29. (Ha tenido —— alguna vez una operacion de los oidos? ]l 1S 2 OON
EXCLUDE HAVING TUBES PLACED IN THE EARS. l
D30. (Cuando fue la Gltima vez que le examinaron el : ; S haf:e: rEr;eses ) me1nzos
oido a —— ? mas de 6 meses a 12 meses
3 [ mas de 12 meses a 2 aflos
| 4 [ mas de 2 afios a b afos
, 5 [ nunca
\ 9 [ NS
T
TUBERCULOSIS/PESO/INMUNIZACION/PESTICIDAS l
—t
E1. ¢Le hadicho alguna vez un médico que —— tenia l 261 1018 2 0N
tuberculosis?
—}
E2. ¢Ha vivido —— alguna vez en un hogar con una persona I 10s 2 O N 9 ] NS
que tenia tuberculosis activa? |
E3. Mas o menos, {qué estatura tiene —— sin zapatos? l ° LI NS
| pies/ pulgadas
mﬁmero nﬁmero
| OR
| _ cms
| numero
E4. Mas o menos, {cuanto pesa —— sin ropa o zapatos? I 9 [0 NS
| libras
I ndmero
| OR
I _ kilos
| ndmero
E5. Para su estatura, {dirfa usted que —— esta bajo peso, I 1 0 ba!o peso )
méas 0 menos a su debido peso o sobre peso? | 2 g mds o menos a su debido peso (E9)
I 3 sobre peso
E6. ¢Ha visto —— alguna vez a un médico con relacion | @ 1 0s 2 [ N(E9)
a su peso? |
E7. (¢(Recomendé el médico alguna vez cualquier trata- | @ 10Os 2 O N(E9)
miento para el peso de —— ? ;
I
E8. ¢Qué tipo de tratamiento recomendé el médico? I géi‘é_’?;‘%;gAT APPLY.
| @) 10 MEDICINA
| 1 O DIETA PARA REDUCIR
| (79 1 O DIETA DE ALTA CALORIA
| 279) 1 O EJERCICIO
1 0 OTRO — 2
|

ESPECIFIQUE

-
N
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E9. (Ha recibido — alguna vez una inyeccién de DPT? | 1S 2 [J N(E12)9 [0 NS(E12)
La inyeccion de DPT es para prevenir la difteria, el l
tétano y la tos ferina? I
E10. ¢(Cuantas inyecciones de DPT ha recibido —— en su l 101
vida? 2 U2
I 3 03
I 4[4
i 5 [J 6+
E11. ¢Qué edad tenia — cuando recibié la (primera) ' 00 [] menos de 1 mes
inyeccion de DPT?
| (E16)
I 1 [0 meses de edad
I nimero | 2 [ afios de edad
}
E12. ¢Ha recibido —— alguna vez una inyeccion para prevenir | 1S 2 [ N(E16)2 [0 NS(E16)
el tétano? L
E13. ¢{Cuantas inyecciones ha recibido —— contra el tétano | 1 O
en su vida? l 2 12
33
4 14
! 5 [ 5+
E14. 'én(z,:i:('jad tentla —I-—tf:tuan(:o recibié la (primera) | 00 [ menos de 1 mes
i i6n contra el tétano?
l 1 [J meses de edad
