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A Note to Delaware’s Health Care Stakeholders

The health care spending and quality benchmark initiative continues our movement
along the State’s “Road to Value” and is deeply rooted in our steadfast efforts to
improve access to affordable, quality health care for all Delawareans. As Delaware
continues to respond to the challenges created by the global pandemic, the
Department of Health and Social Services (DHSS) is committed to doing the work to
support our health care system and to transform the delivery of health care away from
volume-based care to value-based care to be consistent with the overall economic
growth of the State.

DHSS has accepted the challenge to drive change within health care, and as we position ourselves to rebound from the
global pandemic, we acknowledge the increased importance of this work. The health care spending benchmarks provide
transparency and public awareness of health care spending and quality that is beneficial for everyone in the system —
health care providers, consumers, taxpayers, insurers, and businesses.

The Department of Health and Social Services, the Delaware Health Care Commission, and the Delaware Economic and
Financial Advisory Council worked closely to establish the spending and quality benchmarks and to update them as
needed. Earlier this year, DHSS released the State’s first Benchmark Trend Report summarizing health care spending and
quality data collected for calendar year 2019. The report found that per-capita spending in our State increased 7.8% for
2019 compared to the baseline data collected for 2018. That increase was more than twice as high as the 3.8% target
spending benchmark for 2019. Our next steps include engaging health care providers, insurers, government agencies, and
consumers to peel back the layers of spending and determine why health spending increased at a rate greater than our
overall economic growth in Delaware.

| want to take a moment to extend my sincerest gratitude to the insurers, on behalf of all Delawareans, for their support and
efforts. Their cooperation through the collection and submission of data has moved us closer to our goal of identifying and
implementing strategies to mitigate the key drivers of health care costs. Their partnership and insight are essential and have
assisted us with improving the process. This initiative would not be possible without their participation.

The enclosed updated implementation manual (version 3.0) reflects the lessons learned by the Department as a result of
two data collection cycles, countless stakeholder meetings, and the development of the two data summary reports
(Preliminary Calendar Year 2018 Baseline report and the Calendar Year 2018 Benchmark Trend report). We will continue to
work with the participating insurers and various stakeholders to strengthen the data collection and reporting process. The
knowledge obtained thus far has proven to be invaluable. We now have a better and consistent understanding of our health
care quality and the spending on health care in our State.

Our goal to ensure Delawareans can access and afford quality health care will only be possible if agencies across the State
work collectively to pursue answers and solutions. The benchmarks are a means to continue the conversation about how to
improve cost and quality for the individuals we serve as patients and members in our communities.

Sincerely,

Molly K. Magarik, MS
Cabinet Secretary
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State of Delaware

Major Revisions in This Version

With the assistance of Mercer Health & Benefits LLC, DHCC has made various minor wording
changes and clarifications, label changes, formatting revisions, and other updates to make this
document easier to read and follow. The following table highlights major revisions incorporated into
this version relative to the prior version of the implementation manual:

Table 1. Major Revisions in this Version of the Benchmark Implementation Manual

Note to Stakeholders

Primary Care Services
definition

HEDIS® specifications
for applicable quality
measures

Insurer Spending Data
Insurer Spending Data

DMMA spending data
submission

Insurer due data for
spending data

Preview of
CY 2022-2024 quality
measures

Tobacco Use and High
School Students Who
Are Physically Active
guality measures

Massachusetts Report
Example

Use of Opioids at High

Dosage quality measure

Message updated
Coding logic has been updated

HEDIS® specifications have been
removed

Replace Large Provider Group with
Insurance Line of Business

Request two new columns:
Premium Revenues and Net Paid

DHCC is asking DMMA to provide
two calendar years (CYs) of
spending data (i.e., CY 2020 and
restate CY 2019)

September 1, 2021 (same as quality
data)

Added information about quality
measure set planned for next three
year cycle

Notification that these quality
measures have been discontinued
for the CY 2020 and CY 2021
reporting periods

Deleted Attachment 1 and
renumbered

Added documentation related this
replacement measure

From Secretary Magarik

Maintain consistency with other
Delaware initiatives

Comply with National Committee
for Quality Assurance requirements

Simplify/standardize data reporting
and obtain more useable data

Support computing the Net Cost of
Private Health Insurance

Consistency with insurers’ data and
get two years of DMMA spending
data with same data specifications

Ongoing COVID challenges, work
from home, etc. DHCC Intends to
use an August 1 due date next year

Provide additional advanced notice.
Previously shared at April 1, 2021
DHCC Commissioners Meeting
and posted to DHCC website.

Limited/unavailable data or focus
on other priority measures

Delaware has now produced its
own benchmark trend report.

Add current documentation
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Overview of Benchmark
Activities

Governor Carney established health care spending and quality benchmarks in Executive Order
(EQ) 25, issued on November 20, 2018. This implementation manual contains the technical and
operational steps the Delaware Health Care Commission (DHCC) and the Delaware Economic and
Financial Advisory Council (DEFAC) Health Care Spending Benchmark Subcommittee

(DEFAC Subcommittee) will need to take to implement EO 25.

Timeline of Key Activities

Delaware’s spending and quality benchmarks follow an annual cycle of activities with key dates for
specific events as noted in the table below.

Table 2. Timeline of Key Activities
1Q of CY * Release/wrap-up Benchmark Trend Report * None specific
* Respond to inquiries about Report
» Perform ad hoc analyses if needed

2Q of CY * Update/Revise implementation manual and data « May/June 2021
templates « By March 31, 2021 and
e DEFAC Subcommittee meetings May 31, 2021
e Conduct benchmark webinar for insurerss DMMA «  June 22, 2021 (this
« Send request to CMS for Medicare data year’s cycle webinar)
* ByJune 1, 2021
3Q of CY * Respond to payer questions on benchmark e As needed
process * By September 1, 2021
* Receive spending and quality data submissions (this year’s cycle data
+ Begin validation of data (request resubmissions due date)
if needed) e After data is received
4Q of CY + Complete data validation process * As soon as practical
e Compile results and produce final benchmark e Goal is to release report
trend report in the 4Q
» Conduct public meetings/share results * As needed/schedules

permit


https://governor.delaware.gov/executive-orders/eo25/
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Health Care Spending
Benchmark

The health care spending benchmark is defined as the target annual per capita growth rate for
Delaware’s statewide total health care spending, expressed as the percentage growth from the
prior year’'s per capita spending. The spending benchmark is set on a CY basis. EO 25 set the
spending benchmarks for CYs 2019-2023 as follows:

« CY 2019: 3.80%
 CY 2020: 3.50%
* CY 2021: 3.25%
« CY 2022: 3.00%
« CY 2023: 3.00%

Potential Gross State Product Methodology

As specified in EO 25, for CYs 2020-2023, the spending benchmark is the forecasted growth in
Delaware’s per capita potential gross state product (PGSP) plus the following transitional market
adjustments (i.e., add-on factors): +0.5% for CY 2020, +0.25% for CY 2021 and +0% for

CY 2022-2023.

The formula for the forecasted growth in per capita PGSP is as follows:
Expected growth in national labor force productivity
+ Expected growth in the state civilian labor force
+ Expected national inflation
— Expected state population growth

The sources for each of the components of the PGSP formula are included below in Table 3.
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Table 3. Sources for Potential Gross State Product Formula

Components Source

Expected growth in
national labor force
productivity

Expected growth in the
state civilian labor
force

Expected national
inflation

Expected state
population growth

The source is the most recently published Congressional Budget Office
Budget and Economic Outlook Report.* Included within the report is a
table of key inputs in the Congressional Budget Office’s (CBO’s)
Projections of Real Potential Gross Domestic Product, which includes the
potential labor force productivity projected average annual growth

(e.g., page 13, Table 2 of the August 2018 report for the values from
2023-2028).

The figure used to calculate PGSP should be the value forecasted for five
and 10 years into the future.

The source is the most recently published Population Projections by
Single Year, Age, Race and Sex from the Delaware Population
Consortium.

To calculate the expected growth in the state civilian labor force, DHCC
must calculate the average percentage change in civilian labor force
growth for five and 10 years into the future (e.g., in 2018, the average
annual growth was calculated by averaging the percentage growth for
years 2023-2028 from the “Delaware-Summary” tab for the “Civilian” data
row).

The source is the most recently published Congressional Budget Office
Budget and Economic Outlook Report.? Included within the report is a
table of CBO’s Economic Projections (e.g., page five, Table 1 of the
August 2018 report for CY 2023-2028).

The figure used to calculate PGSP should be the value of the Personal
Consumption Expenditures price index annual average percentage
change for five and 10 years into the future.

The source is the most recently published population projections by single
year, age, race and sex from the Delaware Population Consortium.

To calculate the expected growth in the state population, DHCC must
average the forecasted percentage change in total population growth for
years five to 10 into the future (e.g., in 2018, the average annual growth
was calculated using the percentage growth for years 2023—-2028 from the
“Delaware-Summary” tab for the “Population” data row).

For the development of the initial spending benchmarks, the period of 2023-2028 was consistent with
the desired future forecast period of five to 10 years into the future, which is a common future period
used in economic modeling. If DEFAC chooses to update the spending benchmark based on the
PGSP formula, a commensurate future period will need to be used.

1 As of May 26, 2020, the Congressional Budget Office published its Budget and Economic Outlook Reports here:
www.cbo.gov/about/products/major-recurring-reports#1.

2 |bid


https://www.cbo.gov/about/products/major-recurring-reports#1
https://www.cbo.gov/about/products/major-recurring-reports#1
https://stateplanning.delaware.gov/demography/dpc-projection-data.shtml
https://stateplanning.delaware.gov/demography/dpc-projection-data.shtml
https://www.cbo.gov/about/products/major-recurring-reports#1
https://www.cbo.gov/about/products/major-recurring-reports#1
https://stateplanning.delaware.gov/demography/dpc-projection-data.shtml
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To determine the input values for the PGSP formula, each input value should be rounded to the
nearest tenth decimal point (i.e., if the computed value of expected state population growth is 0.87%,
the value used in the PGSP formula should be rounded to 0.9%).

Using the sources listed above, the value calculated in 2018 to establish the PGSP (excluding any
transitional market adjustments) is presented in Table 4.

Table 4. Potential Gross State Product Calculation (as calculated in 2018)

Components Value from Sources |Formula
Listed in Table 3

Expected growth in national labor force productivity — 1.4% A

Expected growth in the state civilian labor force 0.1% B

Expected national inflation 2.0% @

Nominal PGSP 3.5% D=A+B+C
Expected state population growth 0.5% E

Potential per capita gross state product 3.0% D-E

Process for Annual Review of Components of PGSP for CYs 2020-2023

In order to provide advance notice to providers, insurers and the State on the value of the spending
benchmark, EO 25 provided information on the spending benchmarks for five years. Because there is
importance to providers, insurers and the State in having these values established in advance,
modifications to those values is expected to occur only if DEFAC and its Subcommittee find large
unanticipated economic changes have occurred, which warrant spending benchmark modification.

Starting in 2019, the DEFAC Subcommittee is to review all components of the PGSP methodology on
an annual basis to determine whether the PGSP growth rate has changed in a material way and
therefore requires a recommendation to change the value of the spending benchmark. To do so, the
DEFAC Subcommittee should review the most recently published values for the source data listed in
Table 3 and compare them to the values calculated for prior years to assess if the PGSP growth rate
has materially changed.

Prior to making recommendations to DEFAC on whether to utilize a recalculated PGSP using updated
forecast figures for the next year’s health care spending benchmark, the DEFAC Subcommittee is
required to solicit and consider comments from the public and interested stakeholders. Should DEFAC
approve use of a recalculated PGSP, and therefore, a new spending benchmark, EO 25 requires
DEFAC to report such changes to the Governor and DHCC no later than May 312 of the year
preceding the restated spending benchmark (e.g., by May 31, 2021 for the CY 2022 spending
benchmark). To maintain public awareness and support transparency, DHCC recommends that if a
new value of the spending benchmark is to be adopted, this change should be announced to the

3 Due to the unforeseen challenges presented by the COVID-19 pandemic, DEFAC was given the option last year to
complete its task in the fall of 2020.
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public, state agencies, payers, and providers no later than July 1 of the year preceding the restated
spending benchmark.

Process for Annual Review of Spending Benchmark Methodology for
CY 2024 and Beyond

Per EO 25, no later than March 2023 and each March thereafter, the DEFAC Subcommittee is to
review the full methodology for defining the spending benchmark. Prior to making recommendations to
DEFAC on whether to change the methodology or recalculate PGSP, the DEFAC Subcommittee is to
solicit and consider comments from the public and interested stakeholders. The DEFAC
Subcommittee should also consider the methodologies and experiences of other states operating
health care spending benchmarks, such as Massachusetts and Rhode Island.

If DEFAC decides to retain and update the PGSP formula, it will need to obtain new input values from
the sources listed in Table 3, using data that forecast growth from an appropriate future period.
Whether DEFAC decides to utilize a different methodology or a recalculated PGSP, DHCC
recommends the new spending benchmark(s) be announced to the public, state agencies, payers and
providers no later than July 1 of the year preceding its implementation.
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Methodology for Assessing
Performance Against the
Spending Benchmark

EO 25 encourages DHCC* to report each year on the performance relative to the spending benchmark
for the State as a whole, for each insurance market (e.g., Medicare, Medicaid, Commercial), for each
individual payer and for each insurance line of business. To do so, DHCC staff and/or DHCC's
contractor will need to perform a series of data collection activities and calculations.® This section
contains the recommended methodology for measuring the growth in health care spending at each
level, including which data are necessary to collect and which calculations need to be performed. This
section is organized as follows:

1.

2.

Definitions of Key Terms.

Methodology for Measuring Total Health Care Expenditures.
Data Sources for Total Health Care Expenditures.

Public Reporting of Spending Benchmark Performance.

Timeline for Measuring and Reporting the Health Care Spending Benchmark.

Definition of Key Terms

Allowed Amount: The amount the payer paid plus any member cost sharing for a claim. Allowed
amount is typically a dedicated data field in claims data. Allowed amount is the basis for measuring
the claims component of THCE.

Division of Medicaid and Medical Assistance (DMMA): The single State agency responsible for
Delaware’s Medicaid and Children’s Health Insurance Program (CHIP) program. Unless otherwise
stated, references to “DMMA” or “Medicaid” includes the CHIP program.

4 Herein, references to DHCC refer to DHCC staff and/or its contracted vendor. They do not refer to the commissioners.

5 To complete the work, it is estimated 2.5 FTEs will be needed for the two months following the annual data submissions
and 0.25 FTE required the rest of the year. These FTEs could be State staff or vendor staff contracted by DHCC.
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e Insurer: A private health insurance company that offers one or more of the following, commercial
insurance benefit administration for self-insured employers, Medicare managed care products
and/or are Medicaid managed care organization (MCO) products.

* Insurance Line of Business: The standard level of reporting benchmark-spending data insurers
will use. See Appendix A for more information.

* Market: The highest level of categorization of the health insurance market. For example, Medicare
fee for service (FFS) and Medicare managed care are collectively referred to as the “Medicare
Market.” Medicaid FFS and Medicaid managed care are collectively referred to as the “Medicaid
Market.” Individual, self-insured, small and large group markets and student health insurance are
collectively referred to as the “Commercial Market.”

* Net Cost of Private Health Insurance (NCPHI): Measures the costs to Delaware residents
associated with the administration of private health insurance (including Medicare managed care
and Medicaid managed care). It is defined as the difference between health premiums earned and
benefits incurred, and consists of insurers’ costs of paying bills, advertising, sales commissions
and other administrative costs, premium taxes and profits (or contributions to reserves) or losses.
NCPHI is reported as a component of THCE at the state, market and insurer levels. NCPHI will not
be reported at the provider level.

* Payer: Aterm used to refer collectively to both insurers and public programs submitting data to
DHCC.

» Payer Recoveries: Funds distributed by a payer and then later recouped (either through an
adjustment from current or future payments, or through a cash transfer) due to a review, audit or
investigation of funds distribution by the payer. Payment recoveries is a separate, reportable field
in insurer TME reporting.

 Pharmacy Rebates: Any rebates provided by pharmaceutical manufacturers to payers for
prescription drugs, excluding manufacturer-provided fair market value bona fide service fees.® The
computation of THCE at the State, market and payer level is net of pharmacy rebates
(i.e., expenditures are reduced by the amount of the pharmacy rebates).’

e Premium Revenues (for NCPHI): A term used to refer to an insurer’s total premium revenues for
a given Insurance Line of Business code for Delaware residents. To be used in the computation of

6 Fair market value bona fide service fees are fees paid by a manufacturer to a third party (e.g., insurer and PBM) that
represent fair market value for a bona fide, itemized service actually performed on behalf of the manufacturer, which the
manufacturer would otherwise perform (or contract for) in the absence of the service arrangement (e.g., data service feeds,
distribution service fees, and patient care management programs).

7 CMS is unable to report pharmaceutical rebates for traditional Medicare beneficiaries (i.e., FFS Medicare). Therefore, in the
computations of THCE at the State and Medicare market levels, spending will be gross of Medicare FFS pharmaceutical
rebates.
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Net Cost of Private Health Insurance. See Appendix A and Appendix E for a more detailed
description.

e Public Program: A term used to refer to payers that are not insurers. This includes Medicare FFS,
Medicaid FFS, the Veterans Health Administration (VHA), and similar entities/programs.

e Total Health Care Expenditures (THCE): The TME incurred by Delaware residents for all health
care benefits and services by all payers reporting to DHCC plus the insurers’ NCPHI.

» Total Health Care Expenditures per Capita: THCEs (as defined above) divided by Delaware’s
total state population. The annual change in THCE per capita is compared to the spending
benchmark at the State level.

e Total Medical Expense (TME): The sum of the allowed amount of total claims spending and total
non-claims paid to providers incurred by Delaware residents for all health care services. TME is
reported at multiple levels: state, market, payer and provider (if applicable). TME will be reported
net of pharmacy rebates at the State, market and payer levels in DHCC'’s annual benchmark trend
report. Payers report TME by insurance category code (e.g., Medicare and Medicare Managed
Care and Commercial — Full Claims) and at the provider level whenever possible. TME excludes
Medigap members and claims. More detailed TME reporting specifications are contained in the
Appendices of this implementation manual.

e Total Net Paid Expenditures (for NCPHI): A term used to refer to an insurer’s actual net paid
expenditures for services and benefits for a given Insurance Line of Business code for Delaware
residents. To be used in the computation of Net Cost of Private Health Insurance. See Appendix A
and Appendix E for a more detailed description.

» Veterans Health Administration (VHA): The federal agency responsible for provision of health
care benefits to veterans.

Methodology for Measuring Total Health Care Expenditures

To assess changes in the amount of health care spending, DHCC will need to calculate THCE
annually based on the data submitted by payers. DHCC should measure THCE on an aggregate
dollar and per capita basis. The aggregate dollar figure will be for informational purposes only. The
change in THCE on a statewide per capita basis will be used to assess performance against the
spending benchmark.
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THCE (aggregate dollars) =

Commercial TME + Medicare Managed Care TME + Medicaid Managed Care TME
+ DMMA TME + Medicare FFS TME + VHA TME + Insurer NCPHI
THCE per capita =

Commercial TME + Medicare Managed Care TME + Medicaid Managed Care TME
+ DMMA TME + Medicare FFS TME + VHA TME + Insurer NCPHI

Delaware Population

The percentage change in THCE per capita between the measurement CY and the prior CY will be
used to assess performance against the spending benchmark, applicable to the respective
measurement CY.

Example: If the CY 2020 (i.e., measurement year) THCE per capita amount is $9,500 and the
CY 2019 (i.e., prior year) THCE per capita amount is $9,200, the change in THCE per capita is
($9,500-$9,200)/$9,200 = 3.3%. The 3.3% change will be compared to the CY 2020 spending
benchmark as part of assessing performance and subsequent public reporting.

THCE is based on the following principles:

e It represents spending by or on behalf of Delaware residents. Spending associated with people
who live out-of-state is excluded. However, spending by or for Delaware residents on health care
that is provided out-of-state is included.

e ltincludes spending on health care services and benefits. It excludes non-medical spending, even
if such spending is made by a payer (e.g., gym memberships).

» Vision and dental spending are generally excluded except in instances where vision and dental
services are covered as a health insurance benefit or are a covered benefit under Medicaid and
Medicare.

e It represents the total allowed amount, which is inclusive of both amounts covered by payers and
out-of-pocket spending associated with insured medical expenditures (e.g., copays and
deductibles). In order to avoid double counting expenditures, health care premium payments are
not included. Also, due to the lack of available data, other out-of-pocket expenditures recorded by
providers, but not by insurers, are not included (e.g., “charity care” or spending for medical care by
residents of Delaware who cannot afford to pay providers, privately purchased health care
services).

e ltincludes all insurance market segments, including public and private payers listed in this
implementation manual, fully and self-insured and student insurance with the following limited
exceptions: the TRICARE program and health spending by the Delaware Department of
Corrections, which is not otherwise covered by Medicaid.

10
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e The administrative costs and underwriting gain/loss of insurers, referred to as NCPHI, are included
(see Section 3 for more detalil).

e TME data is only collected from a payer when that payer is the primary payer for that specific
claim. The primary payer will report on the allowed amount; the secondary payer will not. If the
secondary payer on that specific claim were to also report that claim’s allowed amount, it would
cause double counting of that amount.

 TME is adjusted (i.e., net of rebates) to account for any pharmacy rebates reported by the
payer(s).

Data Sources for Total Health Care Expenditures

Data for THCE comes from several sources. Insurers need to report TME for all lines of business, and
in some instances, insurers need to report data for the State to calculate NCPHI. Other data sources
include the Centers for Medicare & Medicaid Services (CMS), DMMA and VHA. Table 5 below outlines
the data source by THCE category and the location of the detailed specification or collection process
within this implementation manual.

Table 5. Data Sources for Total Health Care Expenditures

THCE Category Data Source Location of Data
Specification/Collection
Process in Manual

Expenditures From Insurers

Insurer full claim (comprehensive ~ TME reported by insurers Appendix A
coverage with no carve-outs)
calculated values

Insurer partial claim (coverage with TME reported by insurers, with Appendix A
carve-outs, such as pharmacy or actuarial estimates produced by

behavioral health) calculated insurers

values

Insurer non-claim payments TME reported by insurers Appendix A

calculated values

Prescription drug spending for Insurers (and CMS) Appendix A and C
Medicare Part D.8

8 CMS will provide DHCC with allowed amounts for Medicare FFS beneficiaries with a stand-alone PDP, for Medicare
managed care beneficiaries with stand-alone PDP and Medicare Advantage Prescription Drug plans (MAPD) (in aggregate).
Stand-alone PDP spending will not be collected from insurers to avoid double-counting. Because CMS provided Part D
expenditure data includes all forms of Medicare managed care, to avoid double counting, DHCC should only use CMS
provided Part D Total Expenditures data to report Medicare market level pharmacy spending. When reporting at the insurer
level, the insurer reported Part D pharmacy data could be used. See Appendix C for more information on reporting Medicare
Part D spending data.

11
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THCE Category Data Source Location of Data
Specification/Collection
Process in Manual

Expenditures From Public Programs

DMMA claim (Medicaid, FFS, and  Delaware DMMA Appendix B
other) calculated values

Medicare FFS claim (Parts Aand  CMS Appendix C
B) and all Part D calculated values

VHA summarized data Veterans Health Administration Appendix D

Net Cost of Private Health Insurance

Insurer NCPHI Calculated data submitted by the  Appendix E
insurers or obtained through
public sources

Pharmacy Rebates

Insurers Pharmacy rebate data filing by Appendix A
insurers
Medicaid program Pharmacy rebate data filing by Appendix B

Delaware DMMA and in some
limited amount by the insurers®

Population Statistics
Population of Delaware U.S. Census Bureau Appendix F

Insurer Total Medical Expense Data

TME represents all allowed amounts for medical and service expenses for the Delaware resident
population and will be reported by payers for all applicable members (including fully and self-insured
members).

Annually, DHCC will ask applicable insurers to submit spending data using the specifications outlined
in Appendix A and the template provided as Attachment 2. Specifications for public programs to
submit their TME data are included in Appendices B—D with the Medicare template provided as
Attachment 1 and the DMMA template provided as Attachment 4. Table 6, below, lists that insurers
should report for their commercial, Medicare managed care and Medicaid managed care markets.'®

° DMMA currently prohibits the Medicaid managed care plans from collecting pharmacy rebates on all drugs on the State’s
preferred drug list (PDL). Since the PDL is very comprehensive, the Medicaid managed care plans typically report little to no
rebates of their own collection.

10 This table represents the largest insurers in the Delaware insurance market as of 2018. Because the market may change,
this table may need to be updated over time. The intent of Governor Carney’s EO 25, is to capture data from all major
insurers for all market segments in the State.

1
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Table 6. Insurers Requested to Report TME Data by Market

Insurer Commercial Medicare Medicaid
Fully and Managed Care |Managed Care
Self-Insured

Aetna v v

AmeriHealth Caritas v

Cigna v v

Highmark Blue Cross Blue Shield Delaware v v

UnitedHealthcare v v

The TME data includes claims and non-claims payments!! for a specific CY (i.e., incurred in/dates of
service). Payers should submit these data based on allowed amounts, which include paid claims as
well as patient cost-sharing amounts, such as copayments, coinsurance and deductibles.

Payers are expected to adjust expenditure data for a reasonable and appropriate estimate of unpaid
claims liability (i.e., incurred but not reported (IBNR) or incurred but not paid (IBNP)) using actuarially
sound principles, when claims run-out alone is not sufficient.

A payer only reports TME spending when it is the primary insurer on the claim, as secondary
coverage expenditures would generally double count a portion of the allowed amount by the primary
insurer. Even though an individual enrolled with an insurer can have other forms of health insurance,
the reporting of TME data are based on whether the insurer was primary on the respective claim
not whether the member had other forms of insurance. For example, for members enrolled in Medicaid
managed care who also have Medicare coverage (e.g., dual eligible), the insurer must report as part of
its TME data submission the allowed amount for all claims for which it was the primary payer

(e.g., a large portion of long-term care services incurred by those members).

In some circumstances, insurers are only able to report claim payments for a subset of medical
services due to benefit design, in which the contracting employer may “carve-out” some services, such
as behavioral health or pharmacy services, and contract for their coverage separately from the main
medical coverage. In these instances, insurers are unable to obtain the payment information and do
not hold the insurance risk for the carved out services. To estimate the full TME amount for partial
claim population, the insurer will need to make actuarial adjustments based on the reported
partial-claim TME data. An actuarial adjustment will allow DHCC to include the full spending estimated
amounts without having to collect data from carve-out vendors. For example, for those members for
whom pharmacy benefits are carved out, the insurer might include its commercial market book of
business average pharmacy spending per member per month (PMPM) for the same year, calculated
on members who had pharmacy coverage, applied to all member months for which the carve-out
applied. Before this adjustment is made, insurers should discuss appropriate methodologies with

11 Claims payments are payments to providers associated with a health care claim. Non-claims payments are payments to
providers not associated with a claim, and include capitation payments, pay-for-performance bonuses, risk settlements, care
management payments, etc.

13



Delaware Health Care Spending and Quality Benchmarks State of Delaware
Implementation Manual Version 3.0

DHCC, recognizing there is no standardized approach to this estimate, but that actuarially sound
principles should be used.

Appendix A includes instructions for insurers to separately submit pharmacy rebate data so DHCC
can subtract pharmacy rebates from THCE and TME at the market and insurer levels. Payers will
need to proportionally allocate total pharmacy rebates by line of business to Delaware resident
members, unless rebates can be directly associated to a specific line of business. Pharmacy TME
spending data on a service category basis is to be reported gross of rebates. Pharmacy rebates will be
reported separately to enable DHCC to compute TME net of rebates.

Net Cost of Private Health Insurance Data

The final component of THCE is NCPHI. This element captures the costs to Delaware residents
associated with the administration activities and underwriting gain/loss of insurers. It is the difference
between health premiums earned and benefits incurred. It includes all categories of administrative
expenditures including net additions to reserves, rate credits and dividends and profits and losses.

DHCC will need to calculate NCPHI for all Delaware residents whose insurers are submitting data to
DHCC, using data obtained from insurers and other public sources. NCPHI should exclude
out-of-state residents covered under Delaware-based insurance plans. The recommended
methodology DHCC should follow in order to calculate NCPHI is included in Appendix E.

Public Reporting of Spending Benchmark Performance

To publicly report on performance against the spending benchmark, DHCC will report at the State
level, with several “drill-down” analyses as the data permits. The following specifications propose the
minimum level of public reporting DHCC should undertake. The specific type and content of public
reporting of performance relative to the spending benchmark will likely evolve over time, and thus, this
implementation manual will be updated as the public reporting processes change. DHCC's annual
benchmark trend report should include engaging and easy to understand text and graphics and
provide meaningful views of the data.

The term “per capita” is generally reserved for when total spending data is reported at the State level
using Delaware’s total population in the denominator of the per capita calculation. When reporting
spending data at the market or insurer level, DHCC should report the data on a per member per year
(PMPY) basis, which uses member counts applicable to the respective market or insurer in the PMPY
calculation. As such, the change in PMPY values is not directly comparable to the spending
benchmark, but comparisons of market and insurer level PMPY changes can be informative relative to
the statewide spending benchmark.
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Table 7. Recommended Levels for Public Reporting of Performance Against Spending
Benchmark

State level Aggregate and per capita Report TME and NCPHI
Compare per capita rate of ~ components as applicable
change against benchmark

Commercial market

Medicare market!?

Medicaid market*®

Aggregate and PMPY
Compare PMPY change
relative to the benchmark
Aggregate and PMPY
Compare PMPY change
relative to the benchmark
Aggregate and PMPY

Compare PMPY change
relative to the benchmark

Report TME and NCPHI
components as applicable

Report TME only
(NCPHI not applicable)

Report TME only
(NCPHI not applicable)

VHA Aggregate and PMPY Report TME only
Compare PMPY change (NCPHI not applicable)
relative to the benchmark

Insurer level (e.g., Highmark and PMPY Report TME and NCPHI

AmeriHealth), by line of business
(e.g., Medicare managed care and
Medicaid managed care)

Compare PMPY change components as applicable

relative to the benchmark

Insurance Line of Business PMPY

Compare PMPY change
relative to the benchmark

Report TME only on PMPY
basis if applicable

Collecting Total Medical Expense Data by Service Category

The TME data specifications for payers requires data to be reported by major service category
(e.g., hospital inpatient, hospital outpatient, and pharmacy). By analyzing service category spending,

12 This includes Medicare FFS and Medicare managed care, but does not include Medigap members or claims. Medicare
managed care will also be reported separately in the Insurer Level category; however, Medicare FFS will not. Medicare FFS
is not reported separately as the denominator to calculate the PMPY is not available. Medicare FFS will report data on
individual lines of coverage (Part A, Part B, and Part D) and each line of coverage will have its own enrollment figures, which
cannot be combined for risk of duplicating beneficiaries in the denominator. DHCC could conceivably report PMPY by line of
coverage, but is not comparable to commercial insurance, which does not separate out hospital insurance, medical
insurance, and pharmaceutical insurance, therefore making interpretation of the data confusing to the reader.

13 This includes Medicaid FFS and Medicaid managed care. Medicaid managed care will also be reported separately in the
Insurer Level category; however, Medicaid FFS will not. Medicaid FFS data is not comparable in nature to the calculated data
reported by insurers since the population in Medicaid FFS consists of small populations eligible for different sets of services,
and not always a beneficiary’s full spending.

14 The VHA data does include a Veteran Population count, which can be used to compute a PMPY value for informational
purposes. However, the data available from the VHA consists of spending by veterans within the VHA system and does not
cover the spending those veterans receive from non-VHA health care facilities, possibly underestimating their spending.
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DHCC is able to understand the scale of changes in individual service categories and the share of
TME spending changes attributable to each service category.

A goal with the collection of TME data is to obtain summary level payer data segmented into a
manageable number of distinct service categories all payers can consistently and accurately report.
However, in reality, there may be limitations on some payers’ ability to report data at the desired
service category level. Therefore, DHCC will collect service category data at the highest level. Ideally,
all payers will utilize a standardized list of claims codes by service category to enable better
comparisons across payers or markets. However, to create a standardized, hierarchical-based service
category coding algorithm requires a time-intensive effort on behalf of DHCC to define the categories,
or an agreement to use a pre-defined list, like one developed by the Health Care Cost Institute.®
Payers would also likely have to undergo a resource-intensive effort to configure their reporting to
comply with DHCC's service category coding logic. Therefore, unless the implementation manual
contains specific coding logic for a service category (e.g., primary care services), each payer will
interpret the service category instructions in their own way. A standardized, hierarchical-based service
category-coding matrix for all service categories may be included in a future version of this
implementation manual.

The highest-level individual service categories for the submission and subsequent reporting of TME
claims data from all payers consists of the following common service categories for claims data:

e Hospital Inpatient

» Hospital Outpatient.

* Professional, Primary Care

» Professional, Specialty Care

e Professional, Other

e Long-Term Care

« Pharmacy (gross of rebates)®
* Other

* Pharmacy Rebates (separately reported)

More information on what specific types of services are included in each of the respective service
categories is provided within the payer technical specification appendices. DHCC will acknowledge
when analyzing and reporting these data publicly there may be some limitations in consistent

15 See: www.healthcostinstitute.org/images/pdfs/HCCl 2016 Methodology v1.0 1.23.18.pdf

16 Insurers with both Medicare managed care and stand-alone PDP lines of business must exclude their stand-alone PDP
data from their TME submission. Stand-alone PDP expenditure data will be obtained from CMS.
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interpretation across payers, for the duration these categories are not defined with a specific coding
logic.

Reporting Spending Data by Insurance Line of Business

DHCC will request insurers submit spending data by their applicable Insurance Line of Business code.
It is not expected all insurers will have data for all Insurance Line of Business codes. Data to be
reported at the Insurance Line of Business code level are:

*  Premium Revenues (for use in NCPHI calculations)

e Total Net Paid Expenditures (for use in NCPHI calculations)

* Member Months

* Pharmacy Rebate (must be a negative value)

e Health Status Risk-Adjustment Score

* Claims Spending Data

* Non-Claims Spending Data

The Insurance Line of Business codes are the same codes insurers have previously been asked to
report their member months. This revision extends that same level of reporting to other data fields as
noted previously. The Insurance Line of Business codes are shown in the following table. These line of
business codes are mutually exclusive ensuring insurers do not duplicate any of their reported

spending data.

Table 8. Insurance Line of Business Codes

Line of Business Line of Business Category Code Description
Category Code

901 Individual

902 Large Group, Fully Insured

903 Small Group, Fully Insured

904 Self-insured

905 Student Market

906 Medicare Managed Care (excluding Medicare/Medicaid Duals)

907 Medicaid/CHIP Managed Care (excluding Medicare/Medicaid Duals)
908 Medicare/Medicaid Duals

909 Other
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Timeline for Measuring and Reporting the Health Care Spending
Benchmark

EO 25 originally called for DHCC to publish its annual benchmark trend report in the fourth quarter of
each CY following the respective reporting/data year. However, depending on the data collection and
validation process, the release of the annual benchmark trend report may need occur in the first
guarter following the year the data is collected (e.g., CY 2020 report issued in Q1 2022). The goal
remains to release the report in the fourth quarter of the CY in which the data is received.

Last year, CY 2018 and CY 2019 spending data was collected. Based on lessons learned, CY 2019
data will be collected again along with CY 2020 data for the first time as part of this year’s data
collection process to ensure better year-over-year comparisons of payer submitted data. DHCC
intends to collect at least two years of data in each annual cycle to ensure year-over-year comparisons
are as “apples-to-apples” as practical.

Prior to data requests being submitted to insurers, DHCC may need to complete some activities to
finalize Appendix A, including identifying the final list of insurance line of business codes for which
insurers will report data, and update a website where insurers can access file submission instructions
and other key details related to the spending (and quality) benchmarks.

More information regarding the benchmarks process can be found DHCC's website:
https://dhss.delaware.gov/dhcc/global.html
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)
Health Care Quality Benchmarks

Delaware has established eight health care quality benchmark values intended to foster accountability
at multiple levels for improved health status and health care quality in the State. The purpose of this
section is to describe the process for DHCC to facilitate data collection and evaluate performance
against the quality benchmarks. This section includes five parts:

* Key Terms and Common Acronyms.
* Overview of CY 2019-2021 Measures.
e CY 2019-2021 Quality Benchmarks.
* Annual Review of Changes to Measure Specifications.
* Preview of the CY 2022-2024 Quality Benchmarks.
« Data Collection.
— Request for Information.
— Calculating Delaware Performance Against the Benchmark.

Key Terms and Common Acronyms

 Annual Improvement Goal: The defined percentage point or other calculation the measure is
requited to increase or decrease in order to meet the applicable benchmark.

* Annual Quality Benchmark: A measure of frequency describing the annual performance target
for a priority Delaware population-health or quality-of-care concern. Performance relative to an
annual quality benchmark is assessed at the State level and depending upon the measure, its data
source, market,” insurer, and potentially provider levels.

» Aspirational Quality Benchmark: A measure of frequency describing the five-year performance
goal for a priority Delaware population-health or quality-of-care concern. To be discontinued in
consideration of the three-year cycle for quality benchmark evaluation.

» Behavioral Risk Factor Surveillance System (BRFSS): A health-related telephonic survey,
which collects state data about U.S. residents regarding their health-related risk behaviors, chronic
health conditions and use of preventive services.

17 Excluding Medicare FFS and Medicare managed care.
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* Centers for Disease Control and Prevention (CDC): National health protection agency with
responsibilities including detecting and responding to new and emerging health threats, and
promoting healthy and safe behaviors, communities and environment.

e CDC Wonder — Multiple Cause of Death (MCD): CDC Wonder is a system for disseminating
public health data and information. The MCD data available on CDC WONDER are county-level
national mortality and population data. Data are based on death certificates for U.S. residents. For
the purposes of the benchmark, state level information is utilized.

e Health Care Effectiveness Data and Information Set (HEDIS®): Standardized performance
measures developed and maintained by the National Committee for Quality Assurance (NCQA).
These measures are designed to allow consumers and purchasers to compare plans against
national or regional benchmarks.

* Health Status Measures: These measures quantify certain population-level characteristics of
Delaware residents.

* Health Care Measures: These measures quantify performance on health care processes or
outcomes associated with Delaware residents. Performance is assessed at the state, market,
insurer, and provider levels.

e National Committee for Quality Assurance (NCQA): Organization that works to improve health
care quality through the administration of evidence-based standards, measures, programs and
accreditation.

e Prescription Monitoring Program (PMP): State program/entity with goal to reduce misuse of
controlled substances in Delaware and to promote improved professional practice and patient
care. PMP will be the source of data for the Use of Opioids at High Dosage quality measure.

e Youth Risk Behavior Survey (YRBS): Includes national, state, territorial, tribal and local
school-based surveys to monitor health behaviors, which contribute to death, disability and social
problems in youth. Typically conducted every two years.

Overview of CY 2019-2021 Quality Measures

For the CY 2020 reporting period (and expected for CY 2021), Delaware originally established eight
quality benchmarks, but has since discontinued two measures for the CY 2020-2021 performance
period. The two discontinued benchmarks are Tobacco Use in Adults and High School Students Who
Were Physically Active. The measures were discontinued due to lack of available data and/or a shift in
Delaware’s focus to other priorities. Use of Opioids at High Dosage was selected as the new
opioid-related health care measure. Consistent with the spending benchmark, the quality measures
apply to Delaware residents only. The active and discontinued measures are described in the table
below:
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Table 9. Quality Measures

Measure Description Market Data Source/Technical
Name Specifications®

Health Status Measures
Adult obesity  The percentage of adults All State BRFSS, CDC

with a body mass index https://www.cdc.gov/brfss/
(BMI) greater than or equal o
to 30 weight (kg)/height -l
(m2), as defined by the i%fgﬁiff.iﬁ?ﬁé?
CDC.
High school Discontinued for the
students who  CY 2020-2021 performance
were period
physically
active
Opioid-related Number of opioid-related All State CDC — Wonder: MCD Data
overdose overdose deaths per https://wonder.cdc.gov/wonder/help/mc
deaths 100,000 persons, as defined d.html
by the CDC.

Multiple Cause of
Death

Tobacco use Discontinued for the
CY 2020-2021 performance
period

Health Care Measures

Use of opioids The percentage of the All State Delaware Prescription Monitoring

at high dosage population = 18 years of age Program
who received a prescription =N
for opioids at an average

daily dose = 90 morphine Delaware Opioid
milligram equivalents (MME) U EernamaL e b
for =2 15 total day supply

during the CY.

Emergency For members 18 years of Commercial Claims

department age and older, a https://mww.ncga.org/hedis/measures/
utilization risk-standardized measure (NCQA-HEDIS®, modified??)

(EDU) of the emergency

department (ED) visits

18 Note the surveys and the technical specifications included here are the original sources used to calculate the baseline.

19 Rather than use the HEDIS® observed-to-expected ratio, NCQA recommended, and Delaware has adopted, use of a
risk-standardized rate for the quality benchmark. The specification used for the Delaware quality benchmark is adapted
from NCQA’s HEDIS® 2018 EDU measure, by using risk-standardized rates instead of the risk-adjusted ratio of
observed-to-expected ED visits
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Interviewer’s Script

Landline

Form Approved
OMB No. 0920-1061
Exp. Date 3/31/2018

Public reporting burden of this collection of information is estimated to average 27 minutes per
response, including the time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection of
information. An agency may not conduct or sponsor, and a person is not required to respond to
a collection of information unless it displays a currently valid OMB control number. Send
comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden to CDC/ATSDR Reports Clearance Officer; 1600
Clifton Road NE, MS D-74, Atlanta, Georgia 30333; ATTN: PRA (0920-1061).

NOTE: Interviewers do not need to read any part of the burden estimate nor provide the
OMB number unless asked by the respondent for specific information. If a respondent asks
for the length of time of the interview provide the most accurate information based on the
version of the questionnaire that will be administered to that respondent. If the interviewer
is not sure, provide the average time as indicated in the burden statement. If data collectors
have questions concerning the BRFSS OMB process, please contact Carol Pierannunzi at

ivk7@cdc.gov.

HELLO, | am calling for the __(health department) . My name is (name) . We are gathering
information about the health of _(state) residents. This project is conducted by the health department
with assistance from the Centers for Disease Control and Prevention. Your telephone number has been
chosen randomly, and | would like to ask some questions about health and health practices.

Is this __(phone number) ?

If "No”

Thank you very much, but | seem to have dialed the wrong number. It's possible that your
number may be called at a later time. STOP

Is this a private residence?

READ ONLY IF NECESSARY: “By private residence, we mean someplace like a house or
apartment.”

Yes [Go to state of residence]
No [Go to college housing]
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No, business phone only

If “No, business phone only”.

Thank you very much but we are only interviewing persons on residential phones lines at this
time.

STOP

College Housing

Do you live in college housing?

READ ONLY IF NECESSARY: “By college housing we mean dormitory, graduate student or
visiting faculty housing, or other housing arrangement provided by a college or university.”

Yes [Go to state of residence]
No
If "No”,

Thank you very much, but we are only interviewing persons who live in a private residence or
college housing at this time. STOP

State of Residence

Do you currently live in (state) ?
Yes [Go to Cell(ular) Phone]
No
If “No”
Thank you very much, but we are only interviewing persons who live in the state of at this
time. STOP

NOTE: Items in parentheses at any place in
the questions or response DO NOT need to
be read.
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INTERVIEWER NOTE: Telephone service over the internet counts as landline service (includes
Vonage, Magic Jack and other home-based phone services).

Cell(ular) Phone

Is this a cell(ular) telephone?

Read only if necessary: “By cell(ular) telephone we mean a telephone that is mobile and usable
outside of your neighborhood.”

If “Yes”

Thank you very much, but we are only interviewing by land line telephones and for
private residences or college housing. STOP
No

CATI NOTE: IF (College Housing = Yes) continue; otherwise go to Adult Random Selection
Adult

Are you 18 years of age or older?

1 Yes, respondent is male [Go to Page 6]
2 Yes, respondent is female [Go to Page 6]
3 No

If "No”,

Thank you very much, but we are only interviewing persons aged 18 or older at this
time. STOP

Adult Random Selection

| need to randomly select one adult who lives in your household to be interviewed. Excluding adults living
away from home such as students away at college, how many members of your household, including
yourself, are 18 years of age or older?

Number of adults

If Ill'll
Are you the adult?

If "yes,"
Then you are the person | need to speak with. Enter 1 man or 1 woman below (Ask
gender if necessary). Go to page 6.

|f uno'u
Is the adult a man or a woman? Enter 1 man or 1 woman below. May | speak with [fill
in (him/her) from previous question]? Go to "correct respondent” on the next

page.
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CATI NOTE: CATI program to subtract number of men from number of adults provided

How many of these adults are men and how many are women?

Number of men

So the number of adult women in the household is

Number of women

is that correct?

The person in your household that | need to speak with is

If "you," go to page # 10 (correct page).

To the correct respondent:

HELLO, | am calling for the __(health department) . My name is (name) . We are gathering
information about the health of _(state)  residents. This project is conducted by the health department
with assistance from the Centers for Disease Control and Prevention. Your telephone number has been
chosen randomly, and | would like to ask some questions about your health and health practices.






Cell Phone

Form Approved

OMB No. 0920-1061
Exp. Date 3/31/2018

Public reporting burden of this collection of information is estimated to average 27 minutes per
response, including the time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection of
information. An agency may not conduct or sponsor, and a person is not required to respond to
a collection of information unless it displays a currently valid OMB control number. Send
comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden to CDC/ATSDR Reports Clearance Officer; 1600
Clifton Road NE, MS D-74, Atlanta, Georgia 30333; ATTN: PRA (0920-1061).

NOTE: Interviewers do not need to read any part of the burden estimate nor provide the
OMB number unless asked by the respondent for specific information. If a respondent asks
for the length of time of the interview provide the most accurate information based on the
version of the questionnaire that will be administered to that respondent. If the interviewer
is not sure, provide the average time as indicated in the burden statement. If data collectors
have questions concerning the BRFSS OMB process, please contact Carol Pierannunzi at

ivk7 @cdc.gov.

HELLO, | am calling for the __(health department). My name is (name) . We are gathering
information about the health of _(state)  residents. This project is conducted by the health department
with assistance from the Centers for Disease Control and Prevention. Your telephone number has been
chosen randomly, and | would like to ask some questions about health and health practices.

Is this a safe time to talk with you?

Yes [Go to phone]
No

If " Non ,
Thank you very much. We will call you back at a more convenient time. ([Set up
appointment if possible]) STOP

Phone

Is this __ (phone number) ?

Yes [Go to cell(ular) phone]
No [Confirm phone number]
If "No”,

Thank you very much, but | seem to have dialed the wrong number. It's possible that your
number may be called at a later time. STOP
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Cell(ular) Phone

Is this a cell(ular) telephone?

Adult

READ ONLY IF NECESSARY: “By cell(ular) telephone, we mean a telephone that is
mobile and usable outside of your neighborhood.”

Yes [Go to adult]
No

If "No”,

Thank you very much, but we are only interviewing cell telephones at this time. STOP

Are you 18 years of age or older?

1 Yes, respondent is male [Go to Private Residence]
2 Yes, respondent is female [Go to Private Residence]
3 No

Thank you very much, but we are only interviewing persons aged 18 or older at this time.
STOP

Private Residence

Do you live in a private residence?

READ ONLY IF NECESSARY: “By private residence, we mean someplace like a house
or apartment.”

Yes [Go to state of residence]
No [Go to college housing]

College Housing

Do you live in college housing?

READ ONLY IF NECESSARY: “By college housing we mean dormitory, graduate
student or visiting faculty housing, or other housing arrangement provided by a college or
university.”

Yes [Go to state of residence]
No

If "No”,

Thank you very much, but we are only interviewing persons who live in a private
residence or college housing at this time. STOP





State of Residence

Do you currently live in (state) ?
Yes [Go to landline]
No [Go to state]
State

In what state do you currently live?

ENTER FIPS STATE
Landline
Do you also have a landline telephone in your home that is used to make and receive calls?
READ ONLY IF NECESSARY: “By landline telephone, we mean a “regular” telephone in your
home that is used for making or receiving calls.” Please include landline phones used for both

business and personal use.”

Interviewer Note: Telephone service over the internet counts as landline service (includes
VVonage, Magic Jack and other home-based phone services.).

Yes
No

If College Housing = “Yes”, do not ask Number of adults Questions, go to Core.

NUMADULT
How many members of your household, including yourself, are 18 years of age or older?
Number of adults

(Note: If college housing = ”yes” then number of adults is set to 1.)

NOTE: Items in parentheses at any place in
the questions or response DO NOT need to
be read.
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I will not ask for your last name, address, or other personal information that can identify you. You do not
have to answer any question you do not want to, and you can end the interview at any time. Any information
you give me will be confidential. If you have any questions about the survey, please call (give appropriate
state telephone number).

Core Sections

Section 1: Health Status

1.1 Would you say that in general your health is—
(90)
Please read:
1 Excellent
2 Very good
3 Good
4 Fair
Or
5 Poor
Do not read:
7 Don't know / Not sure
9 Refused
Section 2: Healthy Days — Health-Related Quality of Life
2.1 Now thinking about your physical health, which includes physical illness and injury, for
how many days during the past 30 days was your physical health not good?
(9192
o Number of days
8 8 None
77 Don’'t know / Not sure
99 Refused

10





2.2

2.3

Now thinking about your mental health, which includes stress, depression, and problems
with emotions, for how many days during the past 30 days was your mental health not
good?

(93-94)

Number of days

None [If Q2.1 and Q2.2 =88 (None), go to next section]
Don't know / Not sure

Refused

© N o]
© N o]

During the past 30 days, for about how many days did poor physical or mental health
keep you from doing your usual activities, such as self-care, work, or recreation?

(95-96)
o Number of days
8 8 None
77 Don’t know / Not sure
99 Refused

Section 3: Health Care Access

3.1

3.2

Do you have any kind of health care coverage, including health insurance, prepaid plans
such as HMOs, government plans such as Medicare, or Indian Health Service?

(97)
1 Yes [If using Health Care Access (HCA) Module go to Module 4,
Q1, else continue]
2 No
7 Don’t know / Not sure
9 Refused

Do you have one person you think of as your personal doctor or health care provider?

If “No,” ask: “Is there more than one, or is there no person who you think of as
your personal doctor or health care provider?”
(98)

1 Yes, only one

2 More than one

3 No

7 Don’t know / Not sure
9 Refused
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3.3 Was there a time in the past 12 months when you needed to see a doctor but could not
because of cost?

(99)
1 Yes
2 No
7 Don’t know / Not sure
9 Refused

CATINOTE: If using HCA Module, go to Module 4, Q3, else continue.

3.4 About how long has it been since you last visited a doctor for a routine checkup? A
routine checkup is a general physical exam, not an exam for a specific injury, illness, or
condition.

(100)
1 Within the past year (anytime less than 12 months ago)
2 Within the past 2 years (1 year but less than 2 years ago)
3 Within the past 5 years (2 years but less than 5 years ago)
4 5 or more years ago
7 Don't know / Not sure
8 Never
9 Refused

CATI NOTE: If using HCA Module and Q3.1 =1 go to Module 4, Question 4a or if using HCA
Module and Q3.1 =2, 7, or 9 go to Module 4, Question 4b, or if not using HCA Module go to next
section.

Section 4: Exercise

4.1 During the past month, other than your regular job, did you participate in any physical
activities or exercises such as running, calisthenics, golf, gardening, or walking for
exercise?

(101)
1 Yes
2 No
7 Don’'t know / Not sure
9 Refused
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Section 5: Inadequate Sleep

ol

51

On average, how many hours of sleep do you get in a 24-hour period?

INTERVIEWER NOTE: Enter hours of sleep in whole numbers, rounding 30 minutes (1/2 hour) or

more up to the next whole hour and dropping 29 or fewer minutes.

L Number of hours [01-24]
77 Don’t know / Not sure
99 Refused

Section 6: Chronic Health Conditions

(102-103)

Has a doctor, nurse, or other health professional EVER told you that you had any of the following? For
each, tell me “Yes,” “No,” or you're “Not sure.”

6.1

6.2

6.3

6.4

(Ever told) you that you had a heart attack also called a myocardial infarction?

Yes

No

Don’t know / Not sure
Refused

O NN P

(Ever told) you had angina or coronary heart disease?

Yes

No

Don’t know / Not sure
Refused

O NN P

(Ever told) you had a stroke?

Yes

No

Don’t know / Not sure
Refused

O ~NN -

(Ever told) you had asthma?

Yes

No

Don’t know / Not sure
Refused

O NN P

[Go to Q6.6]
[Go to Q6.6]
[Go to Q6.6]

(104)

(105)

(106)

(107)

13





6.5

6.6

6.7

6.8

6.9

Do you still have asthma?
(108)

Yes

No

Don’t know / Not sure
Refused

O NN P

(Ever told) you had skin cancer?

(109)
Yes
No
Don’t know / Not sure
Refused

O NN P

(Ever told) you had any other types of cancer?

(110)
Yes
No
Don’t know / Not sure
Refused

O NN P

(Ever told) you have chronic obstructive pulmonary disease (COPD), emphysema or
chronic bronchitis?

(111)
Yes
No
Don't know / Not sure
Refused

O NN P

(Ever told) you have some form of arthritis, rheumatoid arthritis, gout, lupus, or
fibromyalgia?

(112)
Yes
No
Don’t know / Not sure
Refused

O NN P

INTERVIEWER NOTE: Arthritis diagnoses include:

e rheumatism, polymyalgia rheumatica

e osteoarthritis (not osteoporosis)

e tendonitis, bursitis, bunion, tennis elbow

e carpal tunnel syndrome, tarsal tunnel syndrome
e joint infection, Reiter’'s syndrome

e ankylosing spondylitis; spondylosis

e rotator cuff syndrome

14
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e connective tissue disease, scleroderma, polymyositis, Raynaud’'s syndrome
e vasculitis (giant cell arteritis, Henoch-Schonlein purpura, Wegener’s granulomatosis,
polyarteritis nodosa)

6.10 (Ever told) you have a depressive disorder (including depression, major depression,
dysthymia, or minor depression)?

(113)
1 Yes
2 No
7 Don't know / Not sure
9 Refused
6.11 (Ever told) you have kidney disease? Do NOT include kidney stones, bladder
infection or incontinence.
INTERVIEWER NOTE: Incontinence is not being able to control urine flow.
(114)
1 Yes
2 No
7 Don't know / Not sure
9 Refused
6.12 (Ever told) you have diabetes? (115)

If “Yes” and respondent is female, ask: “Was this only when you were pregnant?”
If respondent says pre-diabetes or borderline diabetes, use response code 4.

Yes

Yes, but female told only during pregnancy
No

No, pre-diabetes or borderline diabetes
Don’t know / Not sure

Refused

O~NPhWNBE

CATINOTE: If Q6.12 =1 (Yes), go to next guestion. If any other response to Q6.12, go to Pre-
Diabetes Optional Module (if used). Otherwise, go to next section.

(116-117)

6.13 How old were you when you were told you have diabetes?
Code age in years [97 = 97 and older]

98 Don‘t know / Not sure
99 Refused
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CATI NOTE: Go to Diabetes Optional Module (if used). Otherwise, go to next section.

Section 7: Oral Health

7.1

7.2

How long has it been since you last visited a dentist or a dental clinic for any reason?
Include visits to dental specialists, such as orthodontists.
(118)

Read only if necessary:

1 Within the past year (anytime less than 12 months ago)

2 Within the past 2 years (1 year but less than 2 years ago)
3 Within the past 5 years (2 years but less than 5 years ago)
4 5 or more years ago

Do not read:

7 Don’'t know / Not sure

8 Never

9 Refused

How many of your permanent teeth have been removed because of tooth decay or gum
disease? Include teeth lost to infection, but do not include teeth lost for other reasons,
such as injury or orthodontics.

NOTE: If wisdom teeth are removed because of tooth decay or gum disease, they
should be included in the count for lost teeth.

(119)
1 1t05
2 6 or more but not all
3 All
8 None
7 Don’t know / Not sure
9 Refused
Section 8: Demographics
8.1 Areyou ...
(120)
1 Male Note: This may be populated from
2 Female information derived from
9 Refused screening, household enumeration.

However, interviewer should not
make judgement on sex of
respondent.
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8.2 What is your age?
(121-122)
. Code age in years
07 Don’t know / Not sure
09 Refused
8.3 Are you Hispanic, Latino/a, or Spanish origin? (123-126)
If yes, ask: Are you...
INTERVIEWER NOTE: One or more categories may be selected.
1 Mexican, Mexican American, Chicano/a
2 Puerto Rican
3 Cuban
4 Another Hispanic, Latino/a, or Spanish origin
Do not read:
5 No
7 Don’t know / Not sure
9 Refused
8.4 Which one or more of the following would you say is your race?
(127-154)

INTERVIEWER NOTE: Select all that apply.

INTERVIEWER NOTE: 40 (Asian) or 50 (Pacific Islander) is selected read and code subcategories
underneath major heading.

Please read:
10 White
20 Black or African American
30 American Indian or Alaska Native
40 Asian

41 Asian Indian

42 Chinese

43 Filipino

44 Japanese

45 Korean

46 Vietnamese

47 Other Asian

17





50 Pacific Islander
51 Native Hawaiian
52 Guamanian or Chamorro
53 Samoan
54 Other Pacific Islander
Do not read:
60 Other
88 No additional choices
77 Don't know / Not sure
99 Refused

CATI NOTE: If more than one response to Q8.4; continue. Otherwise, go to Q8.6.

8.5 Which one of these groups would you say best represents your race?

INTERVIEWER NOTE: If 40 (Asian) or 50 (Pacific Islander) is selected read and code subcategory
underneath major heading.

(155-156)

10 White
20 Black or African American
30 American Indian or Alaska Native
40 Asian

41 Asian Indian

42 Chinese

43 Filipino

44 Japanese

45 Korean

46 Vietnamese

47 Other Asian
50 Pacific Islander

51 Native Hawaiian

52 Guamanian or Chamorro

53 Samoan

54 Other Pacific Islander
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8.6

8.7

8.8

Do not read:
60 Other
77 Don’'t know / Not sure

99 Refused

Are you...?
(157)
Please read:
1 Married
2 Divorced
3 Widowed
4 Separated
5 Never married
Or
6 A member of an unmarried couple
Do not read:
9 Refused
What is the highest grade or year of school you completed?
(158)

Read only if necessary:

Never attended school or only attended kindergarten
Grades 1 through 8 (Elementary)

Grades 9 through 11 (Some high school)

Grade 12 or GED (High school graduate)

College 1 year to 3 years (Some college or technical school)
College 4 years or more (College graduate)

OO WNE

Do not read:

NOTE: Items in parentheses at any place in
the questions or response DO NOT need to
be read.

9 Refused

Do you own or rent your home?
(159)

Own

Rent

Other arrangement
Don’t know / Not sure
Refused

O ~NWN P

INTERVIEWER NOTE: “Other arrangement” may include group home, staying with friends or
family without paying rent.

NOTE: Home is defined as the place where you live most of the time/the majority of the year.
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INTERVIEWER NOTE: We ask this question in order to compare health indicators among people
with different housing situations.

8.9 In what county do you currently live? (160-162)

___ ANSI County Code (formerly FIPS county code)
7 7 7 Don'tknow/ Not sure
999 Refused

8.10 What is the ZIP Code where you currently live? (163-167)
o ZIP Code
177777 Don't know / Not sure
99999 Refused

CATI NOTE: If cell(ular) telephone interview skip to 8.14 (QSTVER GE 20)

8.11 Do you have more than one telephone number in your household? Do not include
cell phones or numbers that are only used by a computer or fax machine. (168)
1 Yes
2 No [Go to Q8.13]
7 Don't know / Not sure  [Go to Q8.13]
9 Refused [Go to Q8.13]
8.12 How many of these telephone numbers are residential numbers?
(169)
_ Residential telephone numbers [6 = 6 or more]
7 Don’t know / Not sure
9 Refused
8.13 Do you have a cell phone for personal use? Please include cell phones used for
both business and personal use.
(170)
1 Yes
2 No
7 Don't know / Not sure
9 Refused
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8.14

8.15

8.16

8.17

Have you ever served on active duty in the United States Armed Forces, either in
the regular military or in a National Guard or military reserve unit?

INTERVIEWER NOTE: Active duty does not include training for the Reserves or
National Guard, but DOES include activation, for example, for the Persian Gulf War.

(171)
1 Yes
2 No
Do not read:
7 Don’t know / Not sure
9 Refused

Are you currently...?

INTERVIEWER NOTE: If more than one, select the category which best describes
you.

(172)

Please read:
1 Employed for wages
2 Self-employed
3 Out of work for 1 year or more
4 Out of work for less than 1 year
5 A Homemaker
6 A Student
7 Retired
Or
8 Unable to work
Do not read:
9 Refused
How many children less than 18 years of age live in your household?

(173-174)
o Number of children
8 8 None
99 Refused

Is your annual household income from all sources—
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8.18

8.19

ol

If respondent refuses at ANY income level, code ‘99’ (Refused)

Read only if necessary:

04 Less than $25,000 If “no,” ask 05; if “yes,” ask 03
($20,000 to less than $25,000)

03 Less than $20,000 If “no,” code 04, if “yes,” ask 02
($15,000 to less than $20,000)

02 Less than $15,000 If “no,” code 03; if “yes,” ask 01
($10,000 to less than $15,000)

01 Less than $10,000 If “no,” code 02

05 Less than $35,000 If “no,” ask 06

($25,000 to less than $35,000)

06 Less than $50,000 If “no,” ask 07
($35,000 to less than $50,000)

07 Less than $75,000 If “no,” code 08
($50,000 to less than $75,000)

08 $75,000 or more

Do not read:

77 Don’'t know / Not sure
99 Refused

Have you used the internet in the past 30 days?

1 Yes
2 No

7 Don't know/Not sure
9 Refused

About how much do you weigh without shoes?
NOTE: If respondent answers in metrics, put “9” in column 178.

Round fractions up

(175-176)

(177)

(178-181)
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Weight
ounds/kilograms)

77 Don’t know / Not sure
99 Refused

About how tall are you without shoes?
(182-185)

NOTE: If respondent answers in metrics, put “9” in column 182.

Round fractions down

_ Height

(f t / inches/meters/centimeters)
7777 Don't know / Not sure
99/99 Refused

If male, go to 8.22, if female respondent is 45 years old or older, go to Q8.22

8.21

To your knowledge, are you now pregnant?
(186)

Yes

No

Don't know / Not sure
Refused

O NN P

The following questions are about health problems or impairments you may have.

Some people who are deaf or have serious difficulty hearing may or may not use equipment to
communicate by phone.

8.22

8.23

Are you deaf or do you have serious difficulty hearing?
(187)

Yes

No

Don't know / Not Sure
Refused

O NN P

Are you blind or do you have serious difficulty seeing, even when wearing glasses? (188)
1 Yes

2 No

7 Don’'t know / Not Sure
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8.24

8.25

8.26

8.27
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9 Refused

Because of a physical, mental, or emotional condition, do you have serious difficulty

concentrating, remembering, or making decisions?

1 Yes

2 No

7 Don’t know / Not sure

9 Refused

Do you have serious difficulty walking or climbing stairs? (190)
1 Yes

2 No

7 Don’t know / Not sure

9 Refused

Do you have difficulty dressing or bathing? (191)
1 Yes

2 No

7 Don’t know / Not sure

9 Refused

Because of a physical, mental, or emotional condition, do you have difficulty doing

errands alone such as visiting a doctor’s office or shopping? (192)
1 Yes

2 No

7 Don’t know / Not sure

9 Refused

Section 9: Tobacco Use

(189)

9.1

Have you smoked at least 100 cigarettes in your entire life?

(193)

INTERVIEWER NOTE: “For cigarettes, do not include: electronic cigarettes (e-cigarettes, NJOY, Bluetip),
herbal cigarettes, cigars, cigarillos, little cigars, pipes, bidis, kreteks, water pipes (hookahs) or marijuana.”

NOTE: 5 packs =100 cigarettes

1 Yes

2 No [Go to Q9.5]
7 Don’t know / Not sure  [Go to Q9.5]
9 Refused [Go to Q9.5]
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9.2

9.3

9.4

9.5

ol

Do you now smoke cigarettes every day, some days, or not at all?

(194)
1 Every day
2 Some days
3 Not at all [Go to Q9.4]
7 Don’'t know / Not sure  [Go to Q9.5]
9 Refused [Go to Q9.5]

During the past 12 months, have you stopped smoking for one day or longer because
you were trying to quit smoking?

(195)
1 Yes [Go to Q9.5]
2 No [Go to Q9.5]
7 Don’'t know / Not sure  [Go to Q9.5]
9 Refused [Go to Q9.5]
How long has it been since you last smoked a cigarette, even one or two puffs?
(196-197)

01 Within the past month (less than 1 month ago)

02 Within the past 3 months (1 month but less than 3 months ago)
03 Within the past 6 months (3 months but less than 6 months ago)
04 Within the past year (6 months but less than 1 year ago)

05 Within the past 5 years (1 year but less than 5 years ago)

06 Within the past 10 years (5 years but less than 10 years ago)

07 10 years or more
08 Never smoked regularly
77 Don’t know / Not sure

99 Refused

Do you currently use chewing tobacco, snuff, or snus every day, some days, or not at all?
Snus (rhymes with ‘goose’)

NOTE: Snus (Swedish for snuff) is a moist smokeless tobacco, usually sold in

small pouches that are placed under the lip against the gum. (198)
1 Every day

2 Some days

3 Not at all

Do not read:

7 Don’t know / Not sure

9 Refused
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Section 10: E-Cigarettes

Read if necessary: Electronic cigarettes (e-cigarettes) and other electronic “vaping” products include
electronic hookahs (e-hookahs), vape pens, e-cigars, and others. These products are battery-powered
and usually contain nicotine and flavors such as fruit, mint, or candy.

10.1  Have you ever used an e-cigarette or other electronic “vaping” product, even just one time, in

your entire life? (199)
1 Yes
2 No [Go to next section]
7 Don’t know / Not Sure
9 Refused [Go to next section]

10.2 Do you now use e-cigarettes or other electronic “vaping” products every day, some

days, or not at all? (200)
1 Every day
2 Some days
3 Not at all
7 Don’t know / Not
9 Refused

Section 11: Alcohol Consumption

111 During the past 30 days, how many days per week or per month did you have at least

one drink of any alcoholic beverage such as beer, wine, a malt beverage or liquor?
(201-203)

1__ Days per week
2 __ Daysin past 30 days
888 Nodrinks in past 30 days [Go to next section]
777 Don't know / Not sure [Go to next section]
999 Refused [Go to next section]

11.2 One drink is equivalent to a 12-ounce beer, a 5-ounce glass of wine, or a drink with one

shot of liquor. During the past 30 days, on the days when you drank, about how many
drinks did you drink on the average?
(204-205)
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NOTE: A 40 ounce beer would count as 3 drinks, or a cocktail drink with 2 shots
would count as 2 drinks.

L Number of drinks
77 Don’t know / Not sure
99 Refused

11.3 Considering all types of alcoholic beverages, how many times during the past 30 days
did you have X [CATI X =5 for men, X = 4 for women] or more drinks on an occasion?
(206-207)
L Number of times
88 None
77 Don’'t know / Not sure

99 Refused

114 During the past 30 days, what is the largest number of drinks you had on any occasion?
(208-209)
_ Number of drinks
77 Don’'t know / Not sure
99 Refused

Section 12: Immunization

Now | will ask you questions about the flu vaccine. There are two ways to get the flu vaccine, one is a
shot in the arm and the other is a spray, mist, or drop in the nose called FluMist™.

121 During the past 12 months, have you had either a flu shot or a flu vaccine that was
sprayed in your nose?
(210)

Read if necessary: A new flu shot came out in 2011 that injects vaccine into the skin with a very small
needle. It is called Fluzone Intradermal vaccine. This is also considered a flu shot.

1 Yes
2 No [Go to Q12.3]
7 Don’t know / Not sure  [Go to Q12.3]
9 Refused [Go to Q12.3]
12.2 During what month and year did you receive your most recent flu shot injected into your

arm or flu vaccine that was sprayed in your nose?
(211-216)
__/____  Month/Year

7717777 Don’'t know / Not sure
99/9999 Refused
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12.3 A pneumonia shot or pneumococcal vaccine is usually given only once or twice in a

person’s lifetime and is different from the flu shot. Have you ever had a pneumonia shot?
(217)

1 Yes
2 No
7 Don't know / Not sure
9 Refused

12.4. Since 2005, have you had a tetanus shot? (218)
If yes, ask: “Was this Tdap, the tetanus shot that also has pertussis or whooping cough
vaccine?”
1 Yes, received Tdap
2 Yes, received tetanus shot, but not Tdap
3 Yes, received tetanus shot but not sure what type
4 No, did not receive any tetanus since 2005
7 Don’t know/Not sure
9 Refused

Section 13: Falls

If respondent is 45 years or older continue, otherwise go to next section.

The next questions ask about recent falls. By a fall, we mean when a person unintentionally comes to rest
on the ground or another lower level.

13.1 In the past 12 months, how many times have you fallen?
(219-220)
_ Number of times [76 =76 or more]
88 None [Go to next section]
77 Don’'t know / Not sure  [Go to next section]
99 Refused [Go to next section]

13.2  [Fill in “Did this fall (from Q13.1) cause an injury?”]. If only one fall from Q13.1 and
response is “Yes” (caused an injury); code O1. If response is “No,” code 88.
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How many of these falls caused an injury? By an injury, we mean the fall caused you to
limit your regular activities for at least a day or to go see a doctor.

(221-222)
. Number of falls [76 =76 or more]
88 None
77 Don’t know / Not sure
99 Refused
Section 14: Seatbelt Use
14.1 How often do you use seat belts when you drive or ride in a car? Would you say—
(223)
Please read:
1 Always
2 Nearly always
3 Sometimes
4 Seldom
5 Never
Do not read:
7 Don’t know / Not sure
8 Never drive or ride in a car
9 Refused

CATI note: If Q14.1 = 8 (Never drive or ride in a car), go to Section 16; otherwise continue.

Section 15: Drinking and Driving

CATI note: If Q11.1 =888 (No drinks in the past 30 days); go to next section.

15.1 During the past 30 days, how many times have you driven when you've had perhaps too
much to drink?
(224-225)

Number of times

5 5 None
77 Don’'t know / Not sure
99 Refused
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Section 16: Breast and Cervical Cancer Screening

CATI NOTE: If male go to the next section.

The next questions are about breast and cervical cancer.

16.1 A mammogram is an x-ray of each breast to look for breast cancer. Have you ever had a

mammogram?
(226)
1 Yes
2 No [Go to Q16.3]
7 Don’'t know / Not sure  [Go to Q16.3]
9 Refused [Go to Q16.3]
16.2  How long has it been since you had your last mammogram?
(227)
1 Within the past year (anytime less than 12 months ago)
2 Within the past 2 years (1 year but less than 2 years ago)
3 Within the past 3 years (2 years but less than 3 years ago)
4 Within the past 5 years (3 years but less than 5 years ago)
5 5 or more years ago
7 Don’t know / Not sure
9 Refused
16.3 A Paptestis a test for cancer of the cervix. Have you ever had a Pap test? (228)
1 Yes
2 No [Go to Q16.5]
7 Don’'t know / Not sure  [Go to Q16.5]
9 Refused [Go to Q16.5]
16.4  How long has it been since you had your last Pap test?
(229)

Within the past year (anytime less than 12 months ago)
Within the past 2 years (1 year but less than 2 years ago)
Within the past 3 years (2 years but less than 3 years ago)
Within the past 5 years (3 years but less than 5 years ago)
5 or more years ago

Don’t know / Not sure

Refused

O~NOOPWNPE

Now, | would like to ask you about the Human Papillomavirus (Pap-uh-loh-muh virus) or HPV test.
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16.5 An HPV testis sometimes given with the Pap test for cervical cancer screening.

Have you ever had an HPV test?

(230)
1 Yes
2 No [Go to Q16.7]
7 Don’t know/Not sure  [Go to Q16.7]
9 Refused [Go to Q16.7]
16.6  How long has it been since you had your last HPV test?
(231)
1 Within the past year (anytime less than 12 months ago)
2 Within the past 2 years (1 year but less than 2 years ago)
3 Within the past 3 years (2 years but less than 3 years ago)
4 Within the past 5 years (3 years but less than 5 years ago)
5 5 or more years ago
7 Don't know / Not sure
9 Refused
CATI NOTE: If response to Core Q8.21 =1 (is pregnant); then go to next section.
16.7  Have you had a hysterectomy?
(232)
Read only if necessary: A hysterectomy is an operation to remove the uterus (womb).
1 Yes
2 No
7 Don’t know / Not sure
9 Refused
Section 17: Prostate Cancer Screening
CATI note: If respondent is <39 years of age, or is female, go to next section.
Now, | will ask you some questions about prostate cancer screening.
17.1 A Prostate-Specific Antigen test, also called a PSA test, is a blood test used to check

men for prostate cancer. Has a doctor, nurse, or other health professional EVER talked
with you about the advantages of the PSA test?

(233)
Yes
No
Don't Know / Not sure
Refused

©~NN PR
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17.2

17.3

17.4.

17.5.

17.6.

ol

Has a doctor, nurse, or other health professional EVER talked with you about the

disadvantages of the PSA test? (234)
1 Yes

2 No

7 Don’t Know / Not sure

9 Refused

Has a doctor, nurse, or other health professional EVER recommended that you have a

PSA test? (235)
1 Yes

2 No

7 Don’t Know / Not sure

9 Refused

Have you EVER HAD a PSA test? (236)
1 Yes

2 No [Go to next section]

7 Don’'t Know / Not sure [Go to next section]

9 Refused [Go to next section]

How long has it been since you had your last PSA test? (237)

Read only if necessary:

1 Within the past year (anytime less than 12 months ago)
2 Within the past 2 years (1 year but less than 2 years)

3 Within the past 3 years (2 years but less than 3 years)
4 Within the past 5 years (3 years but less than 5 years)
5 5 or more years ago

Do not read:

7 Don’t know / Not sure

9 Refused

What was the MAIN reason you had this PSA test —was it ...?
(238)
Please read:

Part of a routine exam

Because of a prostate problem

Because of a family history of prostate cancer
Because you were told you had prostate cancer
Some other reason

abhwdNPEF
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Do not read:
7 Don’t know / Not sure
9 Refused

Section 18: Colorectal Cancer Screening

CATI note: If respondent is < 49 years of age, go to next section.

The next questions are about colorectal cancer screening.

18.1 A blood stool test is a test that may use a special kit at home to determine whether the
stool contains blood. Have you ever had this test using a home kit?
(239)
1 Yes
2 No [Go to Q18.3]
7 Don't know / Not sure  [Go to Q18.3]
9 Refused [Go to Q18.3]
18.2 How long has it been since you had your last blood stool test using a home kit?
(240)
Read only if necessary:
1 Within the past year (anytime less than 12 months ago)
2 Within the past 2 years (1 year but less than 2 years ago)
3 Within the past 3 years (2 years but less than 3 years ago)
4 Within the past 5 years (3 years but less than 5 years ago)
5 5 or more years ago
Do not read:
7 Don't know / Not sure
9 Refused
18.3 Sigmoidoscopy and colonoscopy are exams in which a tube is inserted in the rectum to

view the colon for signs of cancer or other health problems. Have you ever had either
of these exams?

(241)
1 Yes
2 No [Go to next section]
7 Don't know / Not sure  [Go to next section]
9 Refused [Go to next section]
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18.4 For a SIGMOIDOSCOPY, a flexible tube is inserted into the rectum to look for problems.
A COLONOSCOPY is similar, but uses a longer tube, and you are usually given
medication through a needle in your arm to make you sleepy and told to have someone
else drive you home after the test. Was your MOST RECENT exam a sigmoidoscopy or
a colonoscopy?

(242)
1 Sigmoidoscopy
2 Colonoscopy
7 Don’t know / Not sure
9 Refused
18.5 How long has it been since you had your last sigmoidoscopy or colonoscopy?
(243)

Read only if necessary:

1 Within the past year (anytime less than 12 months ago)

2 Within the past 2 years (1 year but less than 2 years ago)

3 Within the past 3 years (2 years but less than 3 years ago)

4 Within the past 5 years (3 years but less than 5 years ago)

5 Within the past 10 years (5 years but less than 10 years ago)
6 10 or more years ago

Do not read:

7 Don't know / Not sure

9 Refused

Section 19: HIV/AIDS

The next few questions are about the national health problem of HIV, the virus that causes AIDS. Please
remember that your answers are strictly confidential and that you don’t have to answer every question if
you do not want to. Although we will ask you about testing, we will not ask you about the results of any test
you may have had.

19.1 Not counting tests you may have had as part of blood donation, have you ever been
tested for HIV? Include testing fluid from your mouth.
(244)
1 Yes
2 No [Go to Q19.3]
7 Don’'t know / Not sure  [Go to Q19.3]
9 Refused [Go to Q19.3]
19.2 Not including blood donations, in what month and year was your last HIV test?
(245-250)
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NOTE: If response is before January 1985, code “Don’t know.”
CATI INSTRUCTION: If the respondent remembers the year but cannot remember
the month, code the first two digits 77 and the last four digits for the year.

/ Code month and year

7717777 Don't know / Not sure
99/9999 Refused / Not sure

19.3 | am going to read you a list. When | am done, please tell me if any of the situations apply to
you. You do not need to tell me which one. (251)

You have used intravenous drugs in the past year.

You have been treated for a sexually transmitted or venereal disease in the past year.
You have given or received money or drugs in exchange for sex in the past year.

You had anal sex without a condom in the past year.

You had four or more sex partners in the past year.

Do any of these situations apply to you?

1 Yes

2 No

7 Don’t know / Not sure
9 Refused

Closing Statement or Transition to Modules and/or State-Added Questions

Closing statement
Please read:

That was my last question. Everyone’s answers will be combined to help us provide information about
the health practices of people in this state. Thank you very much for your time and cooperation.

Or
Transition to modules and/or state-added questions
Please read:

Finally, | have just a few questions left about some other health topics.
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Optional Modules

Module 1: Pre-Diabetes

NOTE: Only asked of those not responding “Yes” (code = 1) to Core Q6.12 (Diabetes awareness
guestion).

1. Have you had a test for high blood sugar or diabetes within the past three years?
(300)
1 Yes
2 No
7 Don’t know / Not sure
9 Refused

CATI note: If Core Q6.12 = 4 (No, pre-diabetes or borderline diabetes); answer Q2 “Yes” (code = 1).

2 Have you ever been told by a doctor or other health professional that you have pre-diabetes or
borderline diabetes?

If “Yes” and respondent is female, ask: “Was this only when you were pregnant?”

(301)
1 Yes
2 Yes, during pregnancy
3 No
7 Don’t know / Not sure
9 Refused
Module 2: Diabetes
CATI note: To be asked following Core Q6.13; if response to Q6.12 is "Yes" (code = 1)
1. Are you now taking insulin?
(302)
1 Yes
2 No
9 Refused
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2. About how often do you check your blood for glucose or sugar? Include times when
checked by a family member or friend, but do NOT include times when checked by a
health professional.

(303-305)

Times per day

Times per week
Times per month
Times per year
Never

Don’t know / Not sure
Refused

O~NOOP~rWNPE
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Interviewer Note: If the respondent uses a continuous glucose monitoring system (a sensor
inserted under the skin to check glucose levels continuously), fill in ‘98 times per day.’

3. About how often do you check your feet for any sores or irritations? Include times when
checked by a family member or friend, but do NOT include times when checked by a
health professional.

(306-308)

Times per day

Times per week
Times per month
Times per year

No feet

Never

Don’t know / Not sure
Refused

O~NOUThWNPR
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4, About how many times in the past 12 months have you seen a doctor, nurse, or other
health professional for your diabetes?
(309-310)

Number of times [76 = 76 or more]
None

Don’'t know / Not sure

Refused

© N o]
© N o]

5. A test for "A one C" measures the average level of blood sugar over the past three
months. About how many times in the past 12 months has a doctor, nurse, or other
health professional checked you for "A one C"?

(311-312)

Number of times [76 = 76 or more]

None

Never heard of “A one C” test

Don’t know / Not sure

Refused

© N © ]
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CATI note: If Q3 =555 (No feet), go to Q7.
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About how many times in the past 12 months has a health professional checked your feet
for any sores or irritations?

(313-314)
o Number of times [76 = 76 or more]
88 None
77 Don't know / Not sure
99 Refused

When was the last time you had an eye exam in which the pupils were dilated? This
would have made you temporarily sensitive to bright light.

(315)
Read only if necessary:
1 Within the past month (anytime less than 1 month ago)
2 Within the past year (1 month but less than 12 months ago)
3 Within the past 2 years (1 year but less than 2 years ago)
4 2 or more years ago
Do not read:
7 Don'’t know / Not sure
8 Never
9 Refused
Has a doctor ever told you that diabetes has affected your eyes or that you had
retinopathy?
(316)
1 Yes
2 No
7 Don't know / Not sure
9 Refused
Have you ever taken a course or class in how to manage your diabetes yourself?
(317)
1 Yes
2 No
7 Don't know / Not sure
9 Refused
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Module 3: Healthy Days (Symptoms)

The next few questions are about health-related problems or symptoms.

1. During the past 30 days, for about how many days did pain make it hard for you to do
your usual activities, such as self-care, work, or recreation?
(318-319)
o Number of days
8 8 None
77 Don’'t know / Not sure
99 Refused
2. During the past 30 days, for about how many days have you felt sad, blue, or depressed?
(320-321)
_ Number of days
8 8 None
77 Don't know / Not sure
99 Refused
3. During the past 30 days, for about how many days have you felt worried, tense, or
anxious?
(322-323)
_ Number of days
8 8 None
77 Don’t know / Not sure
99 Refused
4, During the past 30 days, for about how many days have you felt very healthy and full of

energy?

(324-325)
o Number of days
8 8 None
77 Don’t know / Not sure
99 Refused
Module 4: Health Care Access
1. Do you have Medicare?
(326)
1 Yes
2 No
7 Don't know/Not sure
9 Refused
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Note: Medicare is a coverage plan for people age 65 or over and for certain disabled people.

2. What is the primary source of your health care coverage? Is it... (327-328)
Please Read
01 A plan purchased through an employer or union (includes plans purchased through

another person's employer)

02 A plan that you or another family member buys on your own

03 Medicare

04 Medicaid or other state program

05 TRICARE (formerly CHAMPUS), VA, or Military

06 Alaska Native, Indian Health Service, Tribal Health Services
Or

07 Some other source

08 None (no coverage)

Do not read:

77 Don't know/Not sure

99 Refused

INTERVIEWER NOTE: If the respondent indicates that they purchased health insurance through
the Health Insurance Marketplace (name of state Marketplace), ask if it was a private health
insurance plan purchased on their own or by a family member (private) or if they received
Medicaid (state plan)? If purchased on their own (or by a family member), select 02, if Medicaid

select 04.

CATI NOTE: Go to Core Q3.2.

Other than cost, there are many other reasons people delay getting needed medical care.

Have you delayed getting needed medical care for any of the following reasons in the

past 12 months? Select the most important reason. (329)
Please read

1 You couldn’t get through on the telephone.

2 You couldn’t get an appointment soon enough.

3 Once you got there, you had to wait too long to see the doctor.

4 The (clinic/doctor’s) office wasn’t open when you got there.

5 You didn’t have transportation.

Do not read:

6 Other (specify) (330-354)
8 No, | did not delay getting medical care/did not need medical care

7 Don’t know/Not sure

9 Refused
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CATI NOTE: Go to Core Q3.4.

CATINOTE: If Q3.1 =1 (Yes) continue, else go to Q4b.

4a.

4b.

In the PAST 12 MONTHS was there any time when you did NOT have ANY health
insurance or coverage?

(355)
1 Yes [Go to Q5]
2 No [Go to Q5]
7 Don'’t know/Not sure [Go to Q5]
9 Refused [Go to Q5]
CATI Note: If Q3.1 =2, 7, or 9 continue, else go to next question (Q5).
About how long has it been since you last had health care coverage?
(356)

O~NOOPA~WNP

6 months or less

More than 6 months, but not more than 1 year ago
More than 1 year, but not more than 3 years ago
More than 3 years

Never

Don’t know/Not sure

Refused

How many times have you been to a doctor, nurse, or other health professional in the
past 12 months?

88
77
99

(357-358)

Number of times
None

Don’t know/Not sure
Refused

Not including over the counter (OTC) medications, was there a time in the past 12
months when you did not take your medication as prescribed because of cost? (359)

1 Yes

2 No

Do not read:

3 No medication was prescribed
7 Don’t know/Not sure

9 Refused
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7. In general, how satisfied are you with the health care you received? Would you say—
Please read: (360)
1 Very satisfied
2 Somewhat satisfied
3 Not at all satisfied
Do not read:
8 Not applicable
7 Don’t know/Not sure
9 Refused
8. Do you currently have any health care bills that are being paid off over time?
(361)

INTERVIEWER NOTE:

This could include medical bills being paid off with a credit card, through personal loans, or bill
paying arrangements with hospitals or other providers. The bills can be from earlier years as well
as this year.

INTERVIEWER NOTE: Health care bills can include medical, dental, physical therapy and/or
chiropractic cost.

Yes

No

Don’t know/Not sure
Refused

O NN -

CATI NOTE: Go to Core Section 4.

Module 5: Health Literacy

1. How difficult is it for you to get advice or information about health or medical topics if you need it?
Would you say itis ... (362)

Please read

Very easy

Somewhat easy

Somewhat difficult

Very difficult

| don'’t look for health information

ukhwnNeE

Do not read

7. Don't know/not sure
9. Refused
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INTERVIEWER NOTE: Respondent can answer based on any source of health or medical
advice or information. If the respondent asks what is meant by advice or information,
interviewer re-reads the question to the respondent. If the respondent still doesn’t understand,
interviewer can say, “You can think about any source of health or medical advice or
information.”

2. How difficult is it for you to understand information that doctors, nurses and other health
professionals tell you? Would you say itis ... (363)

Please read

1. Very easy

2. Somewhat easy
3. Somewhat difficult
4. Very difficult

Do not read

7. Don't know/not sure
9. Refused

3. You can find written information about health on the Internet, in newspapers and magazines, and
in brochures in the doctor’s office and clinic. In general, how difficult is it for you to understand
written health information? Would you say it is ... (364)

Please read

Very easy

Somewhat easy

Somewhat difficult

Very difficult

| don't pay attention to written health information

uhkhwnNe

Do not read

7. Don’t know/not sure
9. Refused

Module 6: Caregiver

People may provide regular care or assistance to a friend or family member who has a health problem or
disability.

1. During the past 30 days, did you provide regular care or assistance to a friend or family member who
has a health problem or disability? (365)
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INTERVIEWER INSTRUCTIONS: If caregiving recipient has died in the past 30 days, say
“I'm so sorry to hear of your loss.” and code 8.

1. Yes

2. No [Go to Question 9]
7 Don't know/Not sure [Go to Question 9]
8 Caregiving recipient died in past 30 days [Go to next module]
9 Refused [Go to Question 9]

What is his or her relationship to you?

INTERVIEWER NOTE: If more than one person, say: “Please refer to the person to whom
you are giving the most care.”

(366-367)
01 Mother
02 Father
03 Mother-in-law
04 Father-in-law
05 Child
06 Husband
07 Wife
08 Live in partner
09 Brother or brother-in-law
10 Sister or sister-in-law
11 Grandmother
12 Grandfather
13 Grandchild
14 Other relative
15 Non-relative/Family friend
77 Don’t know/Not sure
99 Refused
3. For how long have you provided care for that person? Would you say... (368)
1 Lessthan 30 days
2 1 month to less than 6 months
3 6 months to less than 2 years
4  2yearsto less than 5 years
5 More than 5 years
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4. In an average week, how many hours do you provide care or assistance? Would you say...
(369)

7 Don’t Know/ Not Sure
9 Refused

Up to 8 hours per week

9 to 19 hours per week

20 to 39 hours per week
40 hours or more

A WN P

Don’'t know/Not sure
Refused

[(oRN|

5. What is the main health problem, long-term iliness, or disability that the person you care for has?
(370-371)
IF NECESSARY: Please tell me which one of these conditions would you say is the major
problem?

[DO NOT READ: RECORD ONE RESPONSE]

Arthritis/Rheumatism

Asthma

Cancer

Chronic respiratory conditions such as Emphysema or COPD
Dementia or other Cognitive Impairment Disorders
Developmental Disabilities such as Autism, Down’s Syndrome, and Spina Bifida
Diabetes

Heart Disease, Hypertension, Stroke

Human Immunodeficiency Virus Infection (HIV)

10  Mental llinesses, such as Anxiety, Depression, or Schizophrenia
11  Other organ failure or diseases such as kidney or liver problems
12  Substance Abuse or Addiction Disorders

13 Injuries, including broken bones

14 Old age/infirmity/frailty

15  Other

O©COoO~NOOUTA,WNPE

77 Don’t know/Not sure
99 Refused

6. Inthe past 30 days, did you provide care for this person by... (372)
Managing personal care such as giving medications, feeding, dressing, or bathing?

1 Yes
2 No

7 Don't Know /Not Sure
9 Refused
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7. Inthe past 30 days, did you provide care for this person by... (373)

Managing household tasks such as cleaning, managing money, or preparing meals?

1 Yes
2 No

7 Don't Know /Not Sure
9 Refused

8. Of the following support services, which one do YOU most need, that you are not currently
getting?
(374)

[INTERVIEWER NOTE: IF RESPONDENT ASKS WHAT RESPITE CARE IS]: Respite care
means short-term or long-term breaks for people who provide care.

[READ OPTIONS 1 - 6]

Classes about giving care, such as giving medications
Help in getting access to services

Support groups

Individual counseling to help cope with giving care
Respite care

You don't need any of these support services

OOk, WN PR

[DO NOT READ]

7 Don't Know /Not Sure
9 Refused

[If Q1 =1o0r 8, GO TO NEXT MODULE]

9. Inthe next 2 years, do you expect to provide care or assistance to a friend or family member who

has a health problem or disability? (375)
1 Yes
2 No

7 Don’t know/Not sure
9 Refused

Module 7: Cognitive Decline

CATI NOTE: If respondent is 45 years of age or older continue, else go to next module
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Introduction: The next few questions ask about difficulties in thinking or remembering that can make a
big difference in everyday activities. This does not refer to occasionally forgetting your keys or the name
of someone you recently met, which is normal. This refers to confusion or memory loss that is happening
more often or getting worse, such as forgetting how to do things you’ve always done or forgetting things
that you would normally know. We want to know how these difficulties impact you.
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1. During the past 12 months, have you experienced confusion or memory loss that is happening
more often or is getting worse? (376)
1 Yes
2 No [Go to next module]

7 Don't know [Go to Q2]
9 Refused [Go to next module]

2. During the past 12 months, as a result of confusion or memory loss; how often have you given up
day-to-day household activities or chores you used to do, such as cooking, cleaning, taking
medications, driving, or paying bills? (377)
Please read:

1 Always

2 Usually

3 Sometimes
4 Rarely

5 Never

7 Don't know
9 Refused

3. As a result of confusion or memory loss, how often do you need assistance with these day-to-day
activities? (378)
Please read:

1 Always

2 Usually

3 Sometimes

4 Rarely [Go to Q5]
5 Never [Go to Q5]
7 Don't know [Go to Q5]
9 Refused [Go to Q5]

CATI NOTE: If Q3 =1, 2, or 3, continue. If Q3=4,5,7,0r 9 go to Q5.

4, When you need help with these day-to-day activities, how often are you able to get the help that
you need? (379)
Please read:
1 Always
2 Usually
3 Sometimes
4 Rarely
5 Never
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7 Don't know
9 Refused
5. During the past 12 months, how often has confusion or memory loss interfered with your ability
to work, volunteer, or engage in social activities outside the home? (380)
Please read:
1 Always
2 Usually
3 Sometimes
4 Rarely
5 Never
7 Don't know
9 Refused
6. Have you or anyone else discussed your confusion or memory loss with a health care
professional? (381)
1 Yes
2 No
7 Don't know
9 Refused

Module 8: Sugar Sweetened Beverages

Now | would like to ask you some questions about sugary beverages.

1. During the past 30 days, how often did you drink regular soda or pop that contains
sugar? Do not include diet soda or diet pop. (382-384)

Please read: You can answer times per day, week, or month; for example, twice a day, once a week, and
so forth.

1__  Times per day
2 __ Times per week
3 __  Times per month

Do not read:
None

Don't know / Not sure
Refused

© ~ 0
© ~ 0
© ~
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2. During the past 30 days, how often did you drink sugar-sweetened fruit drinks (such as
Kool-Aid and lemonade), sweet tea, and sports or energy drinks (such as Gatorade and
Red Bull)? Do not include 100% fruit juice, diet drinks, or artificially sweetened drinks.

Please read: You can answer times per day, week, or month: for example, twice a day, once a week,
and so forth. (385-387)

1__  Times per day
2 Times per week
3 Times per month

Do not read:
888 None

777 Don't know / Not sure
999 Refused

Module 9: Menu Labeling

1. The next question is about eating out at fast food and chain restaurants. When calorie
information is available in the restaurant, how often does this information help you decide
what to order?

(388-389)
Please read:
01 Always
02 Most of the time
03 About half the time
04 Sometimes
05 Never
Do not read:
06 Never noticed or never looked for calorie information
08 Usually cannot find calorie information
55 Do not eat at fast food or chain restaurants
77 Don't know / Not sure

99 Refused
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Module 10: Marijuana Use

1. During the past 30 days, on how many days did you use marijuana or hashish? (390-391)

01-30 Number of Days

8 8. None [Go to next module]
7 7. Don't know/not sure [Go to next module]
9 9. Refused [Go to next module]

2. During the past 30 days, how did you use marijuana? Please tell me all that apply. Did you....

[INTERVIEWER NOTE: Use clarification in parentheses only if needed. Please slowly read
all modes in succession]

Smoke it? (for example: in a joint, bong, pipe, or blunt) (392-397)
Eat it? (for example, in brownies, cakes, cookies, or candy)
Drink it? (for example, in tea, cola, alcohol)
Vaporize it? (for example in an e-cigarette-like vaporizer)
Dab it? (for example using butane hash oil, wax or concentrates)
or
6 Was it used in some other way?

u pr WN =
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Don’t know/Not sure
9 Refused

Module 11: Sleep Disorder

I would like to ask you a few questions about your sleep patterns.

1. Over the last 2 weeks, how many days have you had trouble falling asleep or staying asleep
or sleeping too much? (398-399)

_____01-14 days

88 None
77 Don’t know/Not sure
99 Refused
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2. Over the last 2 weeks, how many days did you unintentionally fall asleep during the day?
(400-401)
____01-14 days

88 None
77 Don’t know/Not sure
99 Refused

3. Have you ever been told that you snore loudly? (402)

Yes

No

Don’t know/Not sure
Refused

O NN -

4. Has anyone ever observed that you stop breathing during your sleep? (403)

INTERVIEWER NOTE: Also enter “yes” if respondent mentions having a machine or
CPAP that records that breathing sometimes stops during the night.

Yes

No

Don’t know/Not sure
Refused

O NN -

Module 12: Adult Asthma History

CATI NOTE: If "Yes" to Core Q6.4; continue. Otherwise, go to next module.

Previously you said you were told by a doctor, nurse or other health professional that you had asthma.

1. How old were you when you were first told by a doctor, nurse, or other health
professional that you had asthma?
(404-405)
L Age in years 11 or older [96 = 96 and older]
97 Age 10 or younger
98 Don’t know / Not sure
99 Refused
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CATI NOTE: If "Yes" to Core Q6.5, continue. Otherwise, go to next module.

2. During the past 12 months, have you had an episode of asthma or an asthma attack?
(406)
1 Yes
2 No [Go to Q5]
7 Don't know / Not sure  [Go to Q5]
9 Refused [Go to Q5]
3. During the past 12 months, how many times did you visit an emergency room or urgent
care center because of your asthma?
(407-408)
L Number of visits [87 = 87 or more]
8 8 None
98 Don't know / Not sure
99 Refused
4. [If one or more visits to Q3, fill in “Besides those emergency room or urgent care

center visits,”] During the past 12 months, how many times did you see a doctor, nurse
or other health professional for urgent treatment of worsening asthma symptoms?

(409-410)
o Number of visits [87 = 87 or more]
8 8 None
98 Don’t know / Not sure
99 Refused
5. During the past 12 months, how many times did you see a doctor, nurse, or other health
professional for a routine checkup for your asthma?
(411-412)
o Number of visits [87 = 87 or more]
8 8 None
98 Don’t know / Not sure
99 Refused
6. During the past 12 months, how many days were you unable to work or carry out your
usual activities because of your asthma?
(413-415)
___ Number of days
8 8 8 None
7 7 7 Don't know / Not sure
9 9 9 Refused
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Symptoms of asthma include cough, wheezing, shortness of breath, chest tightness and
phlegm production when you don’t have a cold or respiratory infection. During the past
30 days, how often did you have any symptoms of asthma? Would you say —

(416)
NOTE: Phlegm (‘flem’)
Please read:
8 Not at any time [Go to Q9]
1 Less than once a week
2 Once or twice a week
3 More than 2 times a week, but not every day
4 Every day, but not all the time
Or
5 Every day, all the time
Do not read:
7 Don't know / Not sure
9 Refused

During the past 30 days, how many days did symptoms of asthma make it difficult for you
to stay asleep? Would you say —

(417)

Please read:
8 None
1 One or two
2 Three to four
3 Five
4 Six to ten

Or
5 More than ten
Do not read:
7 Don't know / Not sure
9 Refused

During the past 30 days, how many days did you take a prescription asthma medication
to PREVENT an asthma attack from occurring?

(418)
Please read:
8 Never
1 1to 14 days
2 15 to 24 days
3 25 to 30 days

Do not read:
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7 Don’t know / Not sure
9 Refused
10. During the past 30 days, how often did you use a prescription asthma inhaler DURING

AN ASTHMA ATTACK to stop it?

(419)

INTERVIEWER INSTRUCTION: How often (number of times) does NOT equal number of puffs. Two
to three puffs are usually taken each time the inhaler is used.

Read only if necessary:

OO WNE O

Never (include no attack in past 30 days)
1 to 4 times (in the past 30 days)

5 to 14 times (in the past 30 days)

15 to 29 times (in the past 30 days)

30 to 59 times (in the past 30 days)

60 to 99 times (in the past 30 days)

100 or more times (in the past 30 days)

Do not read:

7
9

Don't know / Not sure
Refused

Module 13: Influenza

CATI Note: If Q12.1 =1 (Yes) then continue, else go to next module.

Earlier, you told me you had received an influenza vaccination in the past 12 months.

Please read only if necessary:

At what kind of place did you get your last flu shot/vaccine?

01
02
03
04
05
06
07

(420-421)

A doctor’s office or health maintenance organization (HMO)

A health department

Another type of clinic or health center (Example: a community health center)
A senior, recreation, or community center

A store (Examples: supermarket, drug store)

A hospital (Example: inpatient)

An emergency room
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08 Workplace
09 Some other kind of place

10 Received vaccination in Canada/Mexico (Volunteered — Do not read)
11 A school
77 Don't know / Not sure (Probe: “How would you describe the place where you

went to get your most recent flu vaccine?”
Do not read:

99 Refused

Module 14: Adult Human Papillomavirus (HPV)

CATI note: To be asked of respondents between the ages of 18 and 49 years; otherwise, go to next
module.

NOTE: Human Papillomavirus (Human Pap-uh-loh-muh virus);
Gardasil (Gar-duh- seel); Cervarix (Sir-var- icks)

1. A vaccine to prevent the human papillomavirus or HPV infection is available and is called
the cervical cancer or genital warts vaccine, HPV shot, [Fill: if female “GARDASIL or
CERVARIX”; if male “ or GARDASIL”]. Have you EVER had an HPV vaccination?

(422)
1 Yes
2 No [Go to next module]
3 Doctor refused when asked [Go to next module]
7 Don’t know / Not sure [Go to next module]
9 Refused [Go to next module]
2. How many HPV shots did you receive?
(423-424)
o Number of shots
03 All shots
77 Don'’t know / Not sure
99 Refused
Module 15: Shingles
CATI NOTE: If respondent is > 49 years of age go to next module.
1. Shingles is caused by the chicken pox virus. It is an outbreak of rash or blisters on the

skin that may be associated with severe pain. A vaccine for shingles has been available
since May 2006; it is called Zostavax®, the zoster vaccine, or the shingles vaccine. Have
you had this vaccine?

(425)

Yes

No

Don’t know / Not sure
Refused

O NN P
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Module 16: Excess Sun Exposure

1. In the past 12 months, how many times did you have a red OR painful sunburn that
lasted a day or more?
(426)

Zero

One

Two

Three

Four

Five or more

Don't know / Not sure
Refused

O~NOOhWNPEFEO©

Module 17: Cancer Survivorship

CATI note: If Core Q6.6 or Q6.7 =1 (Yes) or Q17.6 = 4 (Because you were told you had prostate
cancer) continue, else go to next module.

You've told us that you have had cancer. | would like to ask you a few more questions about your cancer.

1. How many different types of cancer have you had?
(427)
1 Only one
2 Two
3 Three or more
7 Don’t know / Not sure  [Go to next module]
9 Refused [Go to next module]
2. At what age were you told that you had cancer?
(428-429)
_ Code age in years [97 = 97 and older]
98 Don’t know / Not sure
99 Refused

CATI note: If Q1= 2 (Two) or 3 (Three or more), ask: “At what age were you first diagnosed with
cancer?”

INTERVIEWER NOTE: This question refers to the first time they were told about their first cancer.

57





CATI note: If Core Q6.6 =1 (Yes) and Q1 =1 (Only one): ask “Was it “Melanoma” or “other skin
cancer™? then code 21 if “Melanoma” or 22 if “other skin cancer”

CATI note: If Core Q16.6 = 4 (Because you were told you had Prostate Cancer) and Q1 =1 (Only
one) then code 19.

3. What type of cancer was it?
(430-431)

If Q1 =2 (Two) or 3 (Three or more), ask: “With your most recent diagnoses of cancer, what type of
cancer was it?”

INTERVIEWER NOTE: Please read list only if respondent needs prompting for cancer type (i.e.,
name of cancer) [1-30]:

Breast
01 Breast cancer

Female reproductive (Gynecologic)

02 Cervical cancer (cancer of the cervix)

03 Endometrial cancer (cancer of the uterus)
04 Ovarian cancer (cancer of the ovary)

Head/Neck

05 Head and neck cancer

06 Oral cancer

07 Pharyngeal (throat) cancer
08 Thyroid

09 Larynx

Gastrointestinal

10 Colon (intestine) cancer
11 Esophageal (esophagus)
12 Liver cancer

13 Pancreatic (pancreas) cancer
14 Rectal (rectum) cancer

15 Stomach

Leukemia/Lymphoma (lymph nodes and bone marrow)
16 Hodgkin's Lymphoma (Hodgkin’s disease)

17 Leukemia (blood) cancer

18 Non-Hodgkin’s Lymphoma

Male reproductive
19 Prostate cancer
20 Testicular cancer

Skin
21 Melanoma
22 Other skin cancer
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Thoracic
23 Heart
24 Lung

Urinary cancer:

25 Bladder cancer

26 Renal (kidney) cancer
Others

27 Bone

28 Brain

29 Neuroblastoma

30 Other

Do not read:

77 Don’t know / Not sure

99 Refused

4, Are you currently receiving treatment for cancer? By treatment, we mean surgery,
radiation therapy, chemotherapy, or chemotherapy pills.
(432)
1 Yes [Go to next module]
2 No, I've completed treatment
3 No, I've refused treatment [Go to next module]
4 No, | haven't started treatment [Go to next module]
7 Don't know / Not sure [Go to next module]
9 Refused [Go to next module]
5. What type of doctor provides the majority of your health care?
(433-434)

INTERVIEWER NOTE: If the respondent requests clarification of this question, say: “We want to
know which type of doctor you see most often for iliness or regular health care (Examples: annual exams
and/or physicals, treatment of colds, etc.).”
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Please read [1-10]:

01 Cancer Surgeon

02 Family Practitioner

03 General Surgeon

04 Gynecologic Oncologist

05 General Practitioner, Internist

06 Plastic Surgeon, Reconstructive Surgeon
07 Medical Oncologist

08 Radiation Oncologist

09 Urologist

10 Other
Do not read:
77 Don’t know / Not sure

99 Refused

Did any doctor, nurse, or other health professional EVER give you a written summary of
all the cancer treatments that you received?
(435)

Read only if necessary: “By ‘other healthcare professional’, we mean a nurse
practitioner, a physician’s assistant, social worker, or some other licensed
professional.”

Yes

No

Don’'t know / Not sure
Refused

O NN P

Have you EVER received instructions from a doctor, nurse, or other health
professional about where you should return or who you should see for routine cancer
check-ups after completing your treatment for cancer?

(436)

Yes

No [Go to Q9]
Don’'t know / Not sure  [Go to Q9]
Refused [Go to Q9]

O NN P

Were these instructions written down or printed on paper for you? (437)

Yes

No

Don't know / Not sure
Refused

O NN B

60





With your most recent diagnosis of cancer, did you have health insurance that paid for all
or part of your cancer treatment?
(438)

Yes

No

Don't know / Not sure
Refused

O NN P

INTERVIEWER NOTE: “Health insurance” also includes Medicare, Medicaid, or other types of state
health programs.

10.

11.

12.

13.

Were you EVER denied health insurance or life insurance coverage because of your
cancer?

(439)
1 Yes
2 No
7 Don’t know / Not sure
9 Refused
Did you participate in a clinical trial as part of your cancer treatment?
(440)
1 Yes
2 No
7 Don't know / Not sure
9 Refused
Do you currently have physical pain caused by your cancer or cancer treatment?
(441)
1 Yes
2 No [Go to next module]
7 Don’'t know / Not sure  [Go to next module]
9 Refused [Go to next module]
Is your pain currently under control?
(442)
Please read:
1 Yes, with medication (or treatment)
2 Yes, without medication (or treatment)
3 No, with medication (or treatment)
4 No, without medication (or treatment)

Do not read:
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7 Don’t know / Not sure
9 Refused

Module 18: Clinical Breast Exam for Women'’s Health

CATI NOTE: If respondent is male, go to the next section.

1. A clinical breast exam is when a doctor, nurse, or other health professional feels the
breasts for lumps. Have you ever had a clinical breast exam?

(443)
1 Yes
2 No [Go to next module]
7 Don't know / Not sure  [Go to next module]
9 Refused [Go to next module]
2. How long has it been since your last breast exam?
(444)

Within the past year (anytime less than 12 months ago)
Within the past 2 years (1 year but less than 2 years ago)
Within the past 3 years (2 years but less than 3 years ago)
Within the past 5 years (3 years but less than 5 years ago)
5 or more years ago

Don't know / Not sure

Refused

O~NOOP~rWNPRE

Module 19: Prostate Cancer Screening Decision Making

CATI NOTE: If core section Q17, question 4 =1 (has had a PSA test) continue, else go to next
module.

1. Which one of the following best describes the decision to have the PSA test done? (445)
Please read:
1 You made the decision alone [Go to next module]
2 Your doctor, nurse, or health care provider made the decision alone
[Go to next module]
3 You and one or more other persons made the decision together
4 You don’t remember how the decision was made [Go to next module]
Do not read:
9 Refused
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2. Who made the decision with you? (Mark all that apply) (446-449)

Doctor/nurse /health care provider
Spouse/significant other

Other family member
Friend/non-relative

No additional choices

Don’'t know / Not sure

Refused

O~NooPr~,WNPRF

Module 20: Industry and Occupation

If Core Q8.15 =1 or 4 (Employed for wages or out of work for less than 1 year) or 2 (Self-
employed), continue else go to next module.

Now | am going to ask you about your work.
If Core Q8.15 =1 (Employed for wages) or 2 (Self-employed) ask,

1. What kind of work do you do? For example, registered nurse, janitor, cashier, auto mechanic.

INTERVIEWER NOTE: If respondent is unclear, ask “What is your job title?”
INTERVIEWER NOTE: If respondent has more than one job then ask, “What is your main job?”

[Record answer] (450-549)
99 Refused

Or
If Core Q8.15 =4 (Out of work for less than 1 year) ask,
What kind of work did you do? For example, registered nurse, janitor, cashier, auto mechanic.

INTERVIEWER NOTE: If respondent is unclear, ask “What was your job title?”

INTERVIEWER NOTE: If respondent has more than one job then ask, “What was your main job?”

[Record answer]
99 Refused
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If Core Q8.15 =1 (Employed for wages) or 2 (Self-employed) ask,
2. What kind of business or industry do you work in? For example, hospital, elementary school,
clothing manufacturing, restaurant.

[Record answer] (550-649)
99 Refused

Or

If Core Q8.15 =4 (Out of work for less than 1 year) ask,

What kind of business or industry did you work in? For example, hospital, elementary school, clothing
manufacturing, restaurant.

[Record answer]
99 Refused

Module 21: Sexual Orientation and Gender Identity

The next two questions are about sexual orientation and gender identity.

INTERVIEWER NOTE: We ask this question in order to better understand the health and health
care needs of people with different sexual orientations.

INTERVIEWER NOTE: Please say the number before the text response. Respondent can answer

with either the number or the text/word.

1. Do you consider yourself to be:
(650)
Please read:
1 Straight
2 Lesbian or gay
3 Bisexual
Do not read:
4 Other
7 Don’t know/Not sure
9 Refused
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2. Do you consider yourself to be transgender? (651)

If yes, ask “Do you consider yourself to be 1. male-to-female, 2. female-to-male, or 3. gender non-
conforming?

INTERVIEWER NOTE: Please say the number before the “yes” text response. Respondent can
answer with either the number or the text/word.

Yes, Transgender, male-to-female

Yes, Transgender, female to male

Yes, Transgender, gender nonconforming
No

A WDNPRF

Don’t know/not sure
Refused

O~

INTERVIEWER NOTE: If asked about definition of transgender:

Some people describe themselves as transgender when they experience a different gender identity from
their sex at birth. For example, a person born into a male body, but who feels female or lives as a woman
would be transgender. Some transgender people change their physical appearance so that it matches
their internal gender identity. Some transgender people take hormones and some have surgery. A
transgender person may be of any sexual orientation — straight, gay, lesbian, or bisexual.

INTERVIEWER NOTE: If asked about definition of gender non-conforming:

Some people think of themselves as gender non-conforming when they do not identify only as a man or
only as a woman.

Module 22: Random Child Selection

CATI NOTE: If Core Q8.16 = 88, or 99 (No children under age 18 in the household, or Refused), go
to next module.

If Core Q8.16 =1, Interviewer please read: “Previously, you indicated there was one child age 17 or
younger in your household. | would like to ask you some questions about that child.” [Go to Q1]

If Core Q8.16 is >1 and Core Q8.16 does not equal 88 or 99, Interviewer please read: “Previously, you
indicated there were [number] children age 17 or younger in your household. Think about those [number]
children in order of their birth, from oldest to youngest. The oldest child is the first child and the youngest
child is the last. Please include children with the same birth date, including twins, in the order of their birth.”
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CATI INSTRUCTION: RANDOMLY SELECT ONE OF THE CHILDREN. This is the “Xth” child.
Please substitute “Xth” child’s number in all questions below.
INTERVIEWER PLEASE READ:

| have some additional questions about one specific child. The child | will be referring to is the “Xth” [CATI:
please fill in correct number] child in your household. All following questions about children will be about
the “Xth” [CATI: please fill in] child.

1. What is the birth month and year of the “Xth” child?
(652-657)

- Code month and year

7717777 Don't know / Not sure
99/9999 Refused

CATI INSTRUCTION: Calculate the child’s age in months (CHLDAGE1=0 to 216) and also in years
(CHLDAGE2=0to 17) based on the interview date and the birth month and year using a value of 15
for the birth day. If the selected child is <12 months old enter the calculated months in CHLDAGE1
and 0 in CHLDAGE2. If the child is > 12 months enter the calculated months in CHLDAGE1 and set
CHLDAGE2=Truncate (CHLDAGE1/12).

2. Is the child a boy or a girl?
(658)
1 Boy
2 Girl
9 Refused
3. Is the child Hispanic, Latino/a, or Spanish origin?
(659-662)

If yes, ask: Are they...

INTERVIEWER NOTE: One or more categories may be selected

Mexican, Mexican American, Chicano/a
Puerto Rican

Cuban

Another Hispanic, Latino/a, or Spanish origin

A WNPF

Do not read:
No

5
7 Don't know / Not sure
9 Refused
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4, Which one or more of the following would you say is the race of the child?

(Select all that apply)

ol

(663-692)

INTERVIEWER NOTE: If 40 (Asian) or 50 (Pacific Islander) is selected read and code subcategories
underneath major heading.

10 White
20 Black or African American
30 American Indian or Alaska Native
40 Asian
41 Asian Indian
42 Chinese
43 Filipino
44 Japanese
45 Korean
46 Vietnamese
47 Other Asian
50 Pacific Islander
51 Native Hawaiian
52 Guamanian or Chamorro
53 Samoan
54 Other Pacific Islander
Do not read:
60 Other
88 No additional choices
77 Don't know / Not sure
99 Refused
5. Which one of these groups would you say best represents the child’s race?

(693-694)

INTERVIEWER NOTE: If 40 (Asian) or 50 (Pacific Islander) is selected read and code subcategories
underneath major heading.

10

20

White

Black or African American
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30 American Indian or Alaska Native

40 Asian
41 Asian Indian
42 Chinese
43 Filipino
44 Japanese
45 Korean
46 Vietnamese
47 Other Asian
50 Pacific Islander
51 Native Hawaiian
52 Guamanian or Chamorro
53 Samoan
54 Other Pacific Islander
Do not read:
60 Other
77 Don't know / Not sure

99 Refused

6. How are you related to the child?
Please read:
1 Parent (include biologic, step, or adoptive parent)
2 Grandparent
3 Foster parent or guardian
4 Sibling (include biologic, step, and adoptive sibling)
5 Other relative
6 Not related in any way
Do not read:
7 Don’t know / Not sure
9 Refused

Module 23: Childhood Asthma Prevalence

(695)

CATI NOTE: If response to Core Q8.16 = 88 (None) or 99 (Refused), go to next module.

The next two questions are about the “Xth” [CATI: please fill in correct number] child.
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1. Has a doctor, nurse or other health professional EVER said that the child has asthma?

(696)
1 Yes
2 No [Go to next module]
7 Don’'t know / Not sure  [Go to next module]
9 Refused [Go to next module]
2. Does the child still have asthma?
(697)
1 Yes
2 No
7 Don’t know / Not sure
9 Refused
Module 24: Emotional Support and Life Satisfaction
1. How often do you get the social and emotional support you need?
INTERVIEWER NOTE: If asked, say “please include support from any source.”
(698)
Please read:
1 Always
2 Usually
3 Sometimes
4 Rarely
5 Never
Do not read:
7 Don't know / Not sure
9 Refused
2. In general, how satisfied are you with your life?
(699)
Please read:
1 Very satisfied
2 Satisfied
3 Dissatisfied
4 Very dissatisfied
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Module 25:

Do not read:

7 Don't know / Not sure
9 Refused

Disability

Are you limited in any way in any activities because of physical, mental, or emotional

problems? (700)
1 Yes

2 No

7 Don’t know / Not Sure

9 Refused

Do you now have any health problem that requires you to use special equipment, such as
a cane, a wheelchair, a special bed, or a special telephone?

(701)
NOTE: Include occasional use or use in certain circumstances.
1 Yes
2 No
7 Don’'t know / Not Sure
9 Refused
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Asthma Call-Back Permission Script

We would like to call you again within the next 2 weeks to talk in more detail about (your/your child’s)
experiences with asthma. The information will be used to help develop and improve the asthma programs
in <STATE>. The information you gave us today and any you give us in the future will be kept confidential.
If you agree to this, we will keep your first name or initials and phone number on file, separate from the
answers collected today. Even if you agree now, you or others may refuse to participate in the future. Would
it be okay if we called you back to ask additional asthma-related questions at a later time?

(702)
1 Yes
2 No
Can | please have either (your/your child’s) first name or initials, so we will know who to ask for when we

call back?

Enter first name or initials.

Asthma Call-Back Selection

Which person in the household was selected as the focus of the asthma call-back? (703)
1 Adult
2 Child
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Multiple Cause of Death 1999 - 2016

Summary: The Multiple Cause of Death data available on WONDER are county-level national mortality and
population data spanning the years 1999-2016. Data are based on death certificates for U.S.
residents. Each death certificate contains a single underlying cause of death, up to twenty additional
multiple causes, and demographic data. The number of deaths, crude death rates, age-adjusted
death rates and 95% confidence intervals for death rates can be obtained by cause of death (4 digit
ICD-10 codes, 113 selected causes of death, 130 selected causes of infant death, drug and alcohol
related causes of death, injury intent and injury mechanism categories), place of residence
(national, region, division, state, and county), age (single-year-of age, 5-year age groups, 10-year
age groups and infant age groups), race (American Indian or Alaskan Native, Asian/Pacific Islander,
Black or African American, White), Hispanic ethnicity, gender and year. Data are also available by
place of death, month and week day of death, and whether an autopsy was performed.

Privacy policy: As of May 23, 2011, all sub-national data representing zero to nine (0-9) deaths or
births are suppressed. Corresponding sub-national denominator population figures are also
suppressed when the population represents fewer than 10 persons. As of December 12, 2011,
additional privacy constraints apply to infant mortality statistics for infant age groups and live births
denominator population figures. See Assurance of Confidentiality for more information.

Mortality The mortality data are based on information from all death certificates filed in the fifty states and
data: the District of Columbia. Deaths of nonresidents (e.g. nonresident aliens, nationals living abroad,
residents of Puerto Rico, Guam, the Virgin Islands, and other territories of the U.S.) and fetal deaths
are excluded. Mortality data from the death certificates are coded by the states and provided to
NCHS through the Vital Statistics Cooperative Program or coded by NCHS from copies of the original
death certificates provided to NCHS by the State registration offices. For more information, see

Technical Appendix from Vital Statistics of United States: 1999 Mortality

+ About suppressed data and unreliable rates:

o Sub-national data representing fewer than ten persons (0-9) are suppressed for year 1989
and later years. See Assurance of Confidentiality for more information.

o Rates are marked as "unreliable" when the death count is less than 20.

+ About cause of death classification:

o The underlying cause-of-death is defined by the World Health Organization (WHO) as "the
disease or injury which initiated the train of events leading directly to death, or the
circumstances of the accident or violence which produced the fatal injury." Underlying cause-
of-death is selected from the conditions entered by the physician on the cause of death
section of the death certificate. When more than one cause or condition is entered by the
physician, the underlying cause is determined by the sequence of conditions on the
certificate, provisions of the ICD, and associated selection rules and modifications.

o Causes of death are classified in accordance with the International Classification of Disease.
Deaths for 1979-98 are classified using the Ninth Revision (ICD-9). Deaths for 1999 and
beyond are classified using the Tenth Revision (ICD-10).

o Beginning with data for 2006, the valid ICD-10 codes used to classify causes of death
changed. Effective with the 2006 data year, 18 codes were introduced as valid causes of
death, and 4 codes were discontinued. Effective with the 2007 data year, 4 codes were
introduced as valid causes of death, and 2 codes were discontinued. See ICD-10 Changes for
more information.

o Beginning with data for 2001, NCHS introduced categories *U01-*U03 for classifying and
coding deaths due to acts of terrorism. The asterisks before the category codes indicate that
they are not part of the International Classification of Diseases, Tenth Revision (ICD-10).
Description of the specific 4-digit codes can be found at NCHS Classifications of Diseases,
and Functioning_& Disability: Appendix I. Deaths classified to the terrorism categories are
included in the categories for Assault (homicide) and Intentional self-harm (suicide) in the
113 cause-of-death list. Additional information on these new categories can be found at
NCHS Classifications of Diseases, and Functioning_& Disability: Classification of Death and
Injury Resulting_from Terrorism.

+ About race and ethnicity reporting:

o Race and Hispanic origin are reported separately on the death certificate in accordance with
standards set forth by the Office of Management and Budget. The American Indian or Alaska
Native race category includes: North, Central, and South American Indians, Eskimos, and
Aleuts. The Asian or Pacific Islander race category includes Chinese, Filipino, Hawaiian,
Japanese, and Other Asian or Pacific Islanders.




https://wonder.cdc.gov/wonder/help/CMF/TechnicalAppendix1999.pdf

https://wonder.cdc.gov/wonder/help/CMF/Appendix%20I.htm

http://www.cdc.gov/nchs/about/otheract/icd9/terrorism_code.htm



o Hispanic origin was not reported on the death certificate for some deaths. On the mortality
file, missing Hispanic origin information is coded as "not stated". There is no corresponding
population figure for this group. Therefore, deaths with Hispanic origin not stated are
excluded when death rates are calculated by Hispanic origin.

o Information included on the death certificate about the race and Hispanic ethnicity of the
decedent is reported by the funeral director as provided by an informant, often the surviving
next of kin, or, in the absence of an informant, on the basis of observation. Race and
ethnicity information from the census is by self-report. To the extent that race and Hispanic
origin are inconsistent between these two data sources, death rates will be biased. Studies
have shown that persons self-reported as American Indian, Asian, or Hispanic on census and
survey records may sometimes be reported as white or non-Hispanic on the death
certificate, resulting in an underestimation of deaths and death rates for the American
Indian, Asian, and Hispanic groups. Bias also results from undercounts of some population
groups in the census, particularly young black males, young white males, and elderly

persons, resulting in an overestimation of death rates. In "Quality of death rates by race and

Hispanic origin: A summary_ of current research, 1999 ," the authors estimate that the

misclassification and under-coverage result in overstated death rates for the white and black
populations (1% and 5%, respectively) and understated death rates for other population
groups (American Indians, 21%; Asian or Pacific Islanders, 11%; and Hispanics, 2%). See

also The validity of race and Hispanic Origin reporting_on death certificates in the United

States

o For 1979-2002, all 50 States and the District of Columbia collected race data on the death
certificates using four single-race categories (American Indian or Alaska Native, Asian or
Pacific Islander, Black, and White) in accordance with the 1977 OMB standards, allowing only
a single race to be reported. Beginning with the 2003 data year, some States began
collecting race data in accordance with the 1997 OMB standards, allowing one or more of
five race categories to be reported. In order to provide uniformity and comparability of
mortality data during the transition from the single-race format to the multiple-race format,
NCHS is "bridging" the race responses of those for whom more than one race is reported
(multiple race) to one of the single-race categories. The bridging procedure is similar to the
procedure used to bridge multiple-race population estimates. Multiple-race decedents are
imputed to a single race (White, Black, American Indian or Alaska Native, or Asian or Pacific
Islander) according to their combination of races, Hispanic origin, sex, and age indicated on

the death certificate. The imputation procedure is described in detail at NCHS Procedures for

Multiple-Race and Hispanic Origin Data

o For more discussion of race and ethnicity data, see Race and Ethnicity Questions.

+« About "Not Stated" age or ethnicity:

o Deaths of persons with "Not Stated" age or ethnicity are included in the "All Ages" and "All
Hispanic Origins" categories. Data in the "Not Stated" groups are not distributed among the
other groups. Data in the "Not Stated" age group are not included in age-specific counts,
age-specific rates or in any age-adjusted rates.

o Data for the "Not Stated" age category or the "Not Stated" Hispanic Origin category cannot
be combined with any other specified age group or Hispanic Origin categories.

o Death rates are not calculated specifically for the "Not Stated" groups because there are no
corresponding population denominator data for these groups.

o Effective April 7, 2011 for Multiple Cause of Death mortality data on CDC WONDER: data for
the "Not Stated" age category or the "Not Stated" Hispanic Origin category cannot be
combined with any other specified age group or Hispanic Origin categories.
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Population The population estimates are U.S. Census Bureau estimates of U.S. national, state, and county

data:

Source:

In WONDER:

Contents:

resident populations. The year 1999 population estimates are bridged-race intercensal estimates of
the July 1 resident population, based on the 1990 and the year 2000 census counts. The year 2000
and year 2010 population estimates are April 1 modified census counts, with bridged-race
categories. The year 2011-2016 population estimates are bridged-race postcensal estimates of the
July 1 resident population. The 2001 - 2009 population estimates are bridged-race revised
intercensal estimates of the July 1 resident population, based on the year 2000 and the year 2010
census counts (released by NCHS on 10/26/2012). The 2001 - 2009 archive population estimates
are bridged-race postcensal estimates of the July 1 resident population. For more information, see
Population Data Sources.

NCHS live-birth data are included for "Infant Age Groups" so that infant mortality rates can be
calculated. The number of live births and the population estimate for the "under one year of age"
group differ slightly, thus death rates may differ slightly when compared. For more information, see
Mortality for Infants.

The Multiple Cause of Death data are produced by the Division of Vital Statistics, National Center for
Health Statistics (NCHS), Centers for Disease Control and Prevention (CDC), United States
Department of Health and Human Services (US DHHS). See Data Source Information.

You can produce tables, maps, charts, and data extracts. Obtain death counts, crude death rates,
age-adjusted rates, 95% confidence intervals and standard errors for rates, and percentage of total.
Select specific disease and demographic criteria to produce cross-tabulated mortality measures.
Data are organized into three levels of geographic detail: national, state (including multi-state
regions and divisions) and county. The population estimates used as the denominator for rate
calculations are also shown. You can limit and index your data by any and all of the variables.
Multiple Cause of Death Data Request

Data Source Information

Additional Information

Multiple Cause of Death Data Request

Output: You can produce tables, maps, charts, and data extracts. Obtain death counts, crude

death rates, age-adjusted rates, 95% confidence intervals and standard errors for
rates, and percentage of total. Select specific disease and demographic criteria to
produce cross-tabulated mortality measures. Data are organized into three levels of
geographic detail: national, state (including multi-state regions and divisions) and
county. The population estimates used as the denominator for rate calculations are
also shown.
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Variables: You can limit and index your data by any and all of these variables:
1. Location: HHs Regions, Census Regions and Census Divisions, State, County
2. Age Groups: 10 year age groups, 5 year age groups, single-year age groups and
infant age groups
3. Race: American Indian or Alaskan Native, Asian / Pacific Islander, Black or African
American, White (archive data for years 1999-2004: Black or African American,
White, Other Race)

. Hispanic Origin: Hispanic or Latino, Not Hispanic or Latino, Not stated (Hispanic
Origin not available in archive data 1999-2004)

. Gender (Sex): Female, Male

. Year of death: 1999-2016 (Year limited in archive data: 1999-2004, or 2005-2006)

. Month of death: January through December (Month not available in archive data)

. Weekday of death: Sunday through Saturday, Unknown (Weekday not available in
archive data)

. Autopsy performed: No, Yes, Unknown (Autopsy not available in archive data)

. Place of Death: Medical Facility - Inpatient, Medical Facility - Outpatient or ER,
Medical Facility - Dead on Arrival, Medical Facility - Status unknown (years 1999-
2002 only), Decedent's home, Hospice Facility (years 2003 and later only), Nursing
home/long term care, Other, Place of death unknown (Place of Death not available
in archive data)

11. Cause of Death: underlying and multiple causes of death - ICD-10 codes, 113
Selected Causes, 130 Selected Causes (for infants), Drug/Alcohol Induced Causes
(not available in archive data), Injury Intent and Mechanism groups (not available
in archive data)

12. Urbanization: classifies population density and other factors at the county level -
pick between the 2006 or the 2013 NCHS Urban-Rural Classification Scheme for
Counties

AN

0O NNO WU

(@ }\e]

How? The Request screen has sections to guide you through the making a data request as
step-by-step process. However, to get your first taste of how the system works, you
might want to simply press any Send button, and execute the default data request.
The data results for your query appear on the Table screen. After you get your data
results, try the Chart and Map screens. Or export your data to a file (tab-delimited line
listing) for download to your computer.

For more information, see the following:
Quick Start Guide
Step 1, Organize table layout
Step 2, Select location
Step 3, Select demographics
Step 4, Select year and month
Step 5, Select weekday, autopsy and place of death
Step 6, Select underlying cause of death
Step 7, Select multiple cause of death
Step 8, Other options
'By-Variables' Select variables that serve as keys (indexes) for organizing your data. See How do I
organize my data? for more information.
Note: To map your data, you must select at least one geographical location as a "By-
Variable" for grouping your data, such as State or County.

Help: Click on any button labeled "Help", located to the right hand side of the screen at the
top of each section. Each control's label, such as the "Location" label next to the
Location entry box, is linked to the on-line help for that item.

Send: Sends your data request to be processed on the CDC WONDER databases. The Send
buttons are located on the bottom of the Request page, and also in the upper right
corner of each section, for easy access.

Step 1. Organize table layout:

Group Results By: Select up to five variables that serve as keys for grouping your data. See
Group Results By below for hints.
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Measures: If checked, these measures will appear in the results table. Obtain death
counts, crude death rates, age-adjusted rates, 95% confidence intervals
and standard errors for rates, and percentage of total. Note that additional
measures for rates are available under Additional Rate Options, when you
click the "+" to open this section.

Title: Enter any desired description to display as a title with your results.

Additional Rate Options: Click the "+" to open this section, and select more measures for rates. The
options vary, depending on your selections in the Measures section above.
For example, when you check Age-Adjusted Rates in the Measures section,
then you can choose a standard population for weighting the age-adjusted
rates, or you can select criteria to define a non-standard population for
weights, in the Additional Rate Options section. For more information, see
Additional Rate Options

Group Results By...
Select up to five variables that serve as keys for grouping your data. For example, you could select to
group (summarize, stratify, index) your data by State and by County.

How? See How do I organize my data? for more information.
Hints:

1. About age-adjusted rates:
When age-adjusted rates are calculated, you cannot group the data by Age Group.

2. About Multiple Cause of Death:
When the data are grouped by Multiple Cause of Death, the table shows a row for each
cause of death mentioned, including the number of deaths and rates. Although each
death certificate has only 1 Underlying Cause of death, up to 20 causes can be
indicated in the Multiple Cause of Death field. Thus, the total count by "any mention" of
cause in the Multiple Cause of Death field may exceed the actual number of dead
persons in the selected population.

3. About charts:
You cannot make charts when your data has more than two By-Variables.

4. About maps:
To make a map, you must request data with a geographic location variable, such as
State or County, as a "By-Variable." Then click the Map tab.

Death Counts
The death counts in the data represent deaths that occurred in the 50 United States and the district of
Columbia, for the legal place of residence of the decedent. See Mortality data for more information.

Notes:

+ Death counts are suppressed for sub-national data representing zero to nine (0-9)
deaths. See Assurance of Confidentiality for more information.

+ The death counts reported for the Multiple Cause of Death field are the number of times
each specific cause of death is mentioned in the record, or "any mention" of the
specified cause of death. Up to 20 causes can be indicated in the Multiple Cause of
Death field on any single death certificate.

Crude Rates
Crude Rates are expressed as the number of deaths reported each calendar year per the factor you
select. The default factor is per 100,000 population, reporting the death rate per 100,000 persons.

Crude Rate = Count / Population * 100,000

See Frequently Asked Questions about Death Rates .

Hints:
+ Rates calculated with population estimates are per 100,000 persons by default.
However, infant mortality rates are calculated per 1,000 live births by default. See
Additional Rate Options to select the factor for rate calculations.
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* Select the precision for rate calculations in the Other Options section. When the rate
calculated for a small numerator (incidence count) is zero, you may increase the
precision to reveal the rate by showing more numbers to the right of the decimal point.

Notes:

« Rates for small populations should be interpreted with caution.

« Rates are suppressed for sub-national data representing zero to nine (0-9) deaths.
Corresponding sub-national denominator population figures are also suppressed when
the population represents fewer than 10 persons. See Assurance of Confidentiality for
more information.

+ Rates are marked as "unreliable" when the death count is less than 20. Rates are not
shown for infant age groups when the death count is less than 20, since December 12,
2011.

« Rates and populations are marked as "not applicable" when the population
denominator figure is unavailable, such as persons of "not stated" or unknown age or
Hispanic origin. Rates and populations are not available for month and weekday of
death, place of death, and whether an autopsy was performed.

+ Crude rates are helpful in determining the need for services for a given population,
relative to another population, regardless of size. Crude rates are influenced by the
underlying age distribution of the state's population. Even if two states have the same
age-adjusted rates, the state with the relatively older population (as demonstrated by
having a higher median age) will have higher crude rates because incidence or death
rates for most cancers increase with increasing age.

+ The population estimates for the denominators of incidence rates are race-specific and
sex-specific population estimates. The population estimates are aggregated from the
most detailed level selected. For example, if you have requested data for the nation
grouped by state and by county, then the populations are the county-level population
estimates aggregated to the state and national summaries. See Population Denominator
Data Sources below for more information.

« The population for "Infant age groups" is the number of live births in the given time
period. See Infant Mortality for more information.

Age-Adjusted Rates

Age-adjusted death rates are weighted averages of the age-specific death rates, where the weights
represent a fixed population by age. They are used to compare relative mortality risk among groups
and over time. An age-adjusted rate represents the rate that would have existed had the age-specific
rates of the particular year prevailed in a population whose age distribution was the same as that of the
fixed population. Age-adjusted rates should be viewed as relative indexes rather than as direct or actual
measures of mortality risk.

The year "2000 U.S. standard" is the default population selection for the calculation of age-adjusted
rates. However, you can select other standard populations, or select specific population criteria to
determine the age distribution ratios. See Frequently Asked Questions about Death Rates for more
information.

The rates of almost all causes of death vary by age. Age adjustment is a technique for "removing" the
effects of age from crude rates, so as to allow meaningful comparisons across populations with different
underlying age structures. For example, comparing the crude rate of heart disease in Florida to that of
California is misleading, because the relatively older population in Florida will lead to a higher crude
death rate, even if the age-specific rates of heart disease in Florida and California are the same. For
such a comparison, age-adjusted rates are preferable. Age-adjusted rates should be viewed as relative
indexes rather than as direct or actual measures of mortality risk.

The National Center for Health Statistics (NCHS) age-adjusts death rates using the direct method. That
is, by applying age-specific death rates (Ri) to the U.S. standard population age distribution.

R'=Xi(Psi/Ps)Ri

where Psi is the standard population for age group i and Ps is the total U.S. standard population (all
ages combined).

In the direct method, a standard age distribution is chosen and the age-specific death rates are
weighted according to the standard. A reasonable choice for the standard is the U.S. total population
(all races, both genders) for the year under study. To permit comparison of death rates from year to



https://wonder.cdc.gov/wonder/help/Infant%20Mortality



year, a standard population is used. Beginning with the 1999 data year, NCHS adopted the year 2000
projected population of the United States as the standard population. This new standard replaces the
1940 standard population that was used by NCHS for over 50 years. The new population standard
affects the level of mortality and to some extent trends and group comparisons. Of particular note are
the effects on race comparison of mortality. For detailed discussion, see:

Anderson RN, Rosenberg HM. Age standardization of death rates: Implementation of the year 2000
standard. National Vital Statistics Reports;_vol 47 no 3. Hyattsville, Maryland. National
Center for Health Statistics. 1998.

Beginning with publications of the year 2003 data, the traditional standard million population along with
corresponding standard weights to six decimal places were replaced by the projected year 2000
population age distribution (see 2000 Standard Population below). The effect of the change is negligible
and does not significantly affect comparability with age-adjusted rates calculated using the previous
method.

Age-Adjusted Rates Hints:

* Age-Adjusted Rates are optional, to select age-adjusted rates, see the Measures section in 1.
Organize table layout on the Request Form. See Additional Rate Options to select populations for
weighting the rates, and rate factors.

* Rates are calculated per 100,000 population by default. See Additional Rate Options to select the
factor for rate calculations.

* Select the precision for rate calculations in the Other Options section. When the rate calculated for a
small numerator (incidence count) is zero, you may increase the precision to reveal the rate by
showing more numbers to the right of the decimal point.

* Age-adjusted rates cannot be calculated when the data are grouped by Age Group.

* Age-adjusted rates are not calculated when only one age group is selected (the effect is a ratio of
one).

* Age-adjusted rates are not available for "Infant age groups" because the populations for these age
groups are the number of live births in the given time period, the same population denominator for
each infant age group.

« Standard age-adjusted rates (calculated with standard populations) are only available for Ten-Year
Age Groups.

Notes:

* Rates are suppressed for sub-national data representing zero to nine (0-9) deaths. Corresponding
sub-national denominator population figures are also suppressed when the population represents
fewer than 10 persons. See Assurance of Confidentiality for more information.

+ Rates are marked as "unreliable" when the death count is less than 20.

+ Rates are marked as "not applicable" when the denominator population figure is unavailable, such
as "not stated" or unknown age or ethnicity.

* Deaths of persons with "not stated" or unknown age are not included in the calculation of age-
adjusted rates.

* Age-specific death rates are rounded to 1 decimal place, before the weights are applied for the age
distributions in the standard population. This approach matches NCHS publications, yet may be
more noticeable in the precision of rates calculated for small nhumbers of deaths.

« If a "non-standard" population is selected for age-adjusted rates, then the actual population
estimates for the specified year are used to determine the specific age-distribution ratios (or
weights) used in the calculation.

+ The following standard populations (see tables below) are used for computing age-adjusted rates:

o year 2000 Standard Population

o year 2000 Standard Million Population
o year 1970 Standard Million Population
o year 1940 Standard Million Population

« The 2000 Standard Population is a projected population, developed before the April 1, 2000
enumerated Census occurred. For more information, see the following publications:

o Age Standardization of Death Rates: Implementation of the Year 2000 Standard

o Age-adjusted Death Rates: Trend Data Based on the Year 2000 Standard Population

o The Effect of Revised Populations on Mortality Statistics for the United States, 2000
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Year 2000 Standard Population for the United States

Age

All ages
Under 1 year
1-4 years
5-14 years
15-24 years
25-34 years
35-44 years
45-54 years
55-64 years
65-74 years
75-84 years
85 years and over

Number

274,633,642

3,794,901
15,191,619
39,976,619
38,076,743
37,233,437
44,659,185
37,030,152
23,961,506
18,135,514
12,314,793

4,259,173

* Based on year 2000 projected population.

Year 2000 Standard Million Population for the United States
Numbers and All Ages Proportions (Weights) *

Age

All ages
Under 1 year
1-4 years
5-14 years
15-24 years
25-34 years
35-44 years
45-54 years
55-64 years
65-74 years
75-84 years
85 years and over

Number
1,000,000
13,818
55,317
145,565
138,646
135,573
162,613
134,834
87,247
66,037
44,842
15,508

* Based on year 2000 projected population.
Note that these weights only apply to the all ages population,

the weights are calculated dynamically when age groups are selected.

Weight
1.000000
0.013818
0.055317
0.145565
0.138646
0.135573
0.162613
0.134834
0.087247
0.066037
0.044842
0.015508

Year 1970 Standard Million Population for the United States
Numbers and All Ages Proportions (Weights) *

Age

All ages
Under 1 year
1-4 years
5-14 years
15-24 years
25-34 years
35-44 years
45-54 years
55-64 years
65-74 years
75-84 years
85 years and over

Number
1,000,000
18,102
66,314
200,508
174,406
122,569
113,614
114,265
91,480
61,195
30,112
7,435

* Based on the year 1970 population.
Note that these weights only apply to the all ages population,

the weights are calculated dynamically when age groups are selected.

Weight
1.000000
0.018102
0.066314
0.200508
0.174406
0.122569
0.113614
0.114265
0.091480
0.061195
0.030112
0.007435





Year 1940 Standard Million Population for the United States
Numbers and All Ages Proportions (Weights) *

Age Number Weight
All ages 1,000,000 1.000000
Under 1 year 15,343 0.015343
1-4 years 64,718 0.064718
5-14 years 170,355 0.170355
15-24 years 181,677 0.181677
25-34 years 162,066 0.162166
35-44 years 139,237 0.139237
45-54 years 117,811 0.117811
55-64 years 80,294 0.080294
65-74 years 48,426  0.048426
75-84 years 17,303 0.017303
85 years and over 2,770 0.002770

* Based on the year 1940 population.
Note that these weights only apply to the all ages population,
the weights are calculated dynamically when age groups are selected.

959% Confidence Intervals for Rates

You can request 95% confidence intervals calculated for death rates. The method for confidence
intervals calculated for 100 or more deaths differs slightly from the method for confidence intervals
calculated for 99 or fewer deaths.

How? Click the check box to indicate the desired measure.
Notes:

« The method for confidence intervals calculated for 100 or more deaths:
The lower 95% confidence interval is the crude death rate minus (1.96 times the
standard error of the rate). The upper 95% confidence interval is the crude death rate
plus (1.96 times the standard error of the rate). LCI = R - 1.96 * S (R)
UCI=R + 1.96 * S (R)

« The method for confidence intervals calculated for 99 or fewer deaths:
The lower 95% confidence interval is the crude death multiplied by the lower 95%
confidence limit factor for a death rate based on a Poisson variable of the number of
deaths. The upper 95% confidence interval is the crude death rate multiplied by the
upper 95% confidence limit factor for a death rate based on a Poisson variable of the

number of deaths. See Vital Statistics of the United States: Mortality, 1999: Technical

Appendix Table S. LCI = R * L (0.95, D)

UCI =R * U (0.95, D)
e Where:
LCI = lower 95% confidence interval
UCI = upper 95% confidence interval
R = crude death rate R = (deaths / population) * 100,000
D = the total number of deaths upon which the rate is based.
RSE(R) = relative standard error of rate RSE(R) = 100 * square root of (1/D)
S(R) = standard error of rate S(R) = R * (RSE(R) / 100)
L = the lower 95% confidence limit factor for a death rate based on a Poisson

variable of the number of deaths. See Vital Statistics of the United States: Mortality,
1999 Technical Appendix Table S.

U = the upper 95% confidence limit factor for a death rate based on a Poisson
variable of the number of deaths. See Vital Statistics of the United States: Mortality,
1999 Technical Appendix Table S.

e For more information, refer to
o Age-adjusted Death Rates: Trend Data Based on the Year 2000 Standard Population
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o Vital Statistics of the United States: Mortality, 1999 Technical Appendix

= See the "Random Variation and Sampling Errors" section for methods.
= See "Table S" for the upper and lower confidence limit factors for death rates
based on a Poisson variable of the number of deaths.

Standard Errors for Rates
You can request standard errors calculated for death rates.

How? Click the check box to indicate the desired measure.
Notes:

* S(R) = standard error of rate S(R) = R * (RSE(R)/100)
« Where:

o R = crude death rate R = (deaths / population) * 100,000

o D = the total number of deaths upon which the rate is based.

o RSE(R) = relative standard error of rate RSE(R) = 100 * square root of (1/D)
« For more information, refer to

o Age-adjusted Death Rates: Trend Data Based on the Year 2000 Standard Population

o Vital Statistics of the United States: Mortality, 1999 Technical Appendix , see the
"Random Variation and Sampling Errors" section for methods.

Additional Rate Options:

Click the "+" to open this section. The options shown here vary, depending on the Measures
you checked in section 1. Organize table layout on the Data Request tab. For example, to
pick populations for weighting age-adjusted rates here, you must first check the box for
age-adjusted rates in the Measures section.

Calculate Rates Per: Select the factor (multiplier) for your rates. By default, all
ages rates are calculated per 100,000 persons, and rates
limited to infant age groups are calculated per 1,000
persons.
How? See How do I select items from the list box?

Archive Rates: Check the box if you wish to reproduce archive rates and
population figures from the preceding release of these
data. See Comparison with Other Releases for more
information.

How? See "How do I use a checkbox?"




http://wonder.cdc.gov/wonder/sci_data/mort/mcmort/type_txt/mcmort05/techap99.pdf

https://wonder.cdc.gov/wonder/help/QuickStart.html#CheckBox

http://www.cdc.gov/nchs/data/nvsr/nvsr49/nvsr49_09.pdf

http://wonder.cdc.gov/wonder/sci_data/mort/mcmort/type_txt/mcmort05/techap99.pdf

https://wonder.cdc.gov/wonder/help/quickStart.html#Selections

https://wonder.cdc.gov/wonder/help/quickStart.html#Checkbox



Include age-adjusted rates?

Populations for Age-
Adjusted Rates:

Non-standard Age-
Adjusted Rates:

Crude rates are reported by default. Indicate that you wish
to calculate age-adjusted rates by clicking the checkbox
under Measures in section 1. Organize table layout on the
Data Request tab. Then choose the standard population to
use for the ratios in the calculation. For more information,
see:

Age-Adjusted Rates and

Frequently Asked Questions about Death Rates.

How? See How do I use a radio button?

Notes on Age-Adjusted Rates:

» Group your data by any variable, except for Age
Groups. You are prevented from grouping the data by
age groups when requesting age-adjusted rates for
mortality data, because any single age group alone
yields a corresponding weight of 1.

» Likewise, you must select more than 1 age group
when requesting age-adjusted rates for mortality
data.

» Deaths coded to the "unknown" age groups do not
yield a proportional weight, as there is no
corresponding population value.

» Select the combined age group for all persons less
than 1 year of age. Age-adjusted rates are not
available for deaths codes to the specific Infant Age
Groups, because the representative population value
for each infant age group is the (same) number of
live births in selected time period.

If you picked standard age-adjusted rates, then the list of
possible standard populations used to calculate these age-
adjusted rates is shown. See Age-Adjusted Rates for more
information.

How? See How do I select items from the list box?

Note: The standard populations do not include
representations of all age groups included in the mortality
data. Your request criteria must combine data for the
following ranges of ages: "5 - 14 years" combined and "15
- 24 years" combined.

If you picked non-standard age-adjusted rates, then
options for selecting possible actual population criteria are
shown. The actual population values for the specified year,
race and location selections provide the age-specific
proportional weights that calculate these age-adjusted
rates. See Frequently Asked Questions about Death Rates
for more information.

How?

» See How do I select items from the list box?

» Type the desired Location code value into the box, one
code per line. Or leave the box empty for the entire US
(national population). Any region, division, state or
county code shown in the Finder at Step 2 is valid.

Note: If the same population is picked for your query
criteria and your non-standard age-adjusted rate
calculations, then the crude rates and age-adjusted rates
are identical for those data rows that represent the non-
standard population denominator.
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Step 2. Select location:

Select the place(s) of interest. Location describes geographic areas in the United States by
1. Regions for multi-state areas;
2. State and County; and also
3. Urbanization classifies population density and other factors at the county level - choose
between the 2013 or the 2006 NCHS Urban-Rural Classification Scheme for Counties.

Location

Data are available for the United States by Region, State and County, as well as by
Urbanization categories for counties. Select the location(s) for the query. Any number of
locations can be specified here.

How?
* Click a round button to switch between the State and County list, or the
Census Region and Census Division list, or the HHS Region list.
e See How do I use a Finder? for more information.
* See Finder Tool help for more hints.

Hints:

e The default is all values (the United States).

+ The Advanced mode let you easily pick several items from different parts of
the list. Items are not selected until you click the "Move" button in
Advanced mode. You may also enter values by hand, one code per line, in
the Advanced mode. Use the Finder to see the correct code format. For
example, 02 is the Alaska state code.

¢ The "plus" symbol, "+" indicates that you can open the item, to see more
items below it.

* The results to a search are shown in blue, and indicated by ">".

Region

Regions are multi-state groups. For regional data, you can group by Region, or you can
select any combination of individual regions. There are two types of regions available,
Census Regions and Health and Human Services (HHS) Regions.

How?
e See Location above for instructions.
* See also Group Results By in Step 1.

Notes:

* Region is based on the person's legal state of residence at the time of
death.

» The Regions are identified by both name and codes in data extracts.

Census Regions

The United States is split into 4 regions: Northeast, Midwest, South and West. The states
that comprise each region are shown below.

How?
e See Location above for instructions.
* See also Group Results By in Step 1.

Notes:

+ Census Region is based on the person's legal state of residence at the time
of death.

» The Regions are identified by both name and codes in data extracts.
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State abbreviation and name FIPS code
Northeast Census Region:
CT Connecticut 09
ME Maine 23
MA Massachusetts 25
NH New Hampshire 33
NJ New Jersey 34
NY New York 36
PA Pennsylvania 42
RI Rhode Island 44
VT Vermont 50
Midwest Census Region:
IL Illinois 17
IN Indiana 18
IA Iowa 19
KS Kansas 20
MI Michigan 26
MN Minnesota 27
MO Missouri 29
NE Nebraska 31
ND North Dakota 38
OH Ohio 39
SD South Dakota 46
WI Wisconsin 55
South Census Region:
AL Alabama 01
AR Arkansas 05
DE Delaware 10
DC District of Columbia 11
FL Florida 12
GA Georgia 13
KY Kentucky 21
LA Louisiana 22
MD Maryland 24
MS Mississippi 28
NC North Carolina 37
OK Oklahoma 40
SC South Carolina 45
TN Tennessee 47
TX Texas 48
VA Virginia 51
WV West Virginia 54
West Census Region:
AK Alaska 02
AZ Arizona 04
CA California 06
CO Colorado 08
HI Hawaii 15
D Idaho 16
MT Montana 30
NV Nevada 32
NM New Mexico 35
OR Oregon 41
uT Utah 49
WA Washington 53
WY Wyoming 56






Census Division

Census Divisions are multi-state groups, sub-sets of Census Regions. You can group by
Census Division, or select any combination of individual Census Divisions.

How?
e See Location above for instructions.
* See also Group Results By in Step 1.

Notes:

« Census Division is based on the person's legal state of residence at the time
of death.

« The Census Divisions are identified by both name and codes in data
extracts. To see all of the states in each division, group the data by Census
Division and by State.

+ The United States is split into 9 divisions by the Census Bureau:

Census Division 1: New England, (CENS-D1)

Census Division 2: Middle Atlantic, (CENS-D2)

Census Division 3: East North Central, (CENS-D3)

Census Division 4: West North Central, (CENS-D4)

Census Division 5: South Atlantic, (CENS-D5)

Census Division 6: East South Central, (CENS-D6)

Census Division 7: West South Central, (CENS-D7)

Census Division 8: Mountain, (CENS-D8)

Census Division 9: Pacific, (CENS-D9)

The states that comprise each Census Division are shown below.

State FIPS Code

Census Division 1: New England, (CENS-D1)

Connecticut 09
Maine 23
Massachusetts 25
New Hampshire 33
Rhode Island 44
Vermont 50

Census Division 2: Middle Atlantic, (CENS-D2)
New Jersey 34
New York 36

Census Division 3: East North Central, (CENS-D3)

Illinois 17
Indiana 18
Michigan 26
Ohio 39
Wisconsin 55

Census Division 4: West North Central, (CENS-D4)

Iowa 19
Kansas 20
Minnesota 27
Missouri 29
Nebraska 31

North Dakota 38



https://wonder.cdc.gov/wonder/help/QuickStart.html#Extracts



South Dakota 46

Census Division 5: South Atlantic (CENS-D5)

Delaware 10
District of Columbia 11
Florida 12
Georgia 13
Maryland 24
North Carolina 37
South Carolina 45
Virginia 51
West Virginia 54

Census Division 6: East South Central (CENS-D6)

Alabama 01
Kentucky 21
Mississippi 28
Tennessee 47

Census Division 7: West South Central (CENS-D7)

Arkansas 05
Louisiana 22
Oklahoma 40
Texas 48

Census Division 8: Mountain (CENS-D8)

Arizona 04
Colorado 08
Idaho 16
Montana 30
Nevada 32
New Mexico 35
Utah 49
Wyoming 56

Census Division 9: Pacific (CENS-D9)

Alaska 02
California 06
Hawaii 15
Oregon 41
Washington 53

HHS Regions

The Department of Health and Human Services (HHS) groups the 50 states, the District of
Columbia, and the U.S. territories into ten reporting regions, referred to as the HHS
regions. Any number of locations can be specified here.

How?
e See Location above for instructions.
* See also Group Results By in Step 1.






Notes:

« Data for Puerto Rico or any of the U.S. territories are not included.

Therefore, data for Puerto Rico and the Virgin Islands are not included in
HHS Region 2; data for Guam and American Samoa are not included in HHS

Region 9.

« HHS Region is based on the person's legal state of residence at the time of

death.

When the data are exported, separate columns show both the label and the
code for each value. To see the full list of labels and code values, request

data grouped by this region for the "All" and export the results.

Health and Human List of States

Services (HHS)
Regions

1

10

State

For state level data, you can select any combination of individual states. Or group by State
and leave the Location Finder selection at the default (all locations or the 50 United States

and the District of Columbia).

How?

Connecticut, Maine, Massachusetts, New
Hampshire, Rhode Island, Vermont

New Jersey, New York (data for Puerto
Rico, Virgin Islands are not included)

Delaware, District of Columbia, Maryland,
Pennsylvania, Virginia, West Virginia

Alabama, Florida, Georgia, Kentucky,
Mississippi, North Carolina, South Carolina,
Tennessee

Illinois, Indiana, Michigan, Minnesota,
Ohio, Wisconsin

Arkansas, Louisiana, New Mexico,
Oklahoma, Texas

Iowa, Kansas, Missouri, Nebraska

Colorado, Montana, North Dakota, South
Dakota, Utah, Wyoming

Arizona, California, Hawaii, Nevada (data
for American Samoa and Guam are not
included)

Alaska, Idaho, Oregon, Washington

e See Location above for instructions.
* See also Group Results By in Step 1.

Notes:

+ The state coded represents the person's place of legal residence at the time

of death.

» The states and the District of Columbia are identified by both state name
and Standard Federal Information Processing (FIPS) codes in data extracts.

See About FIPS Codes below.
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County

County-level data are available for the United States and the District of Columbia. For
county level data, you can select any combination of individual counties, or group by
County. Leave the Location Finder selection at the default (all locations or the 50 United
States and the District of Columbia).

How?
e See Location above for instructions.
* See also Group Results By in Step 1.

Notes:

* The county coded represents the person's place of legal residence at the
time of death.

« The counties and the District of Columbia are identified by both county
name and Standard Federal Information Processing (FIPS) codes in data
extracts.

« About FIPS Codes: The FIPS State and county codes were established
by the National Bureau of Standards, U.S. Department of Commerce in
1968. This standard set of codes provides names and codes for counties
and county equivalents of the 50 States of the United States and the
District of Columbia. Counties are considered to be the "first order
subdivisions" of each State, regardless of their local designation (county,
parish, borough, census area). Washington, D.C.; the consolidated
government of Columbus City, Georgia; the independent cities of the States
of Maryland, Missouri, Nevada, and Virginia; and the census areas and
boroughs of Alaska are identified as county equivalents. The system is
standard throughout the Federal Government. The State codes are
ascending, two-digit numbers; the county codes are ascending three-digit
numbers. For both the State and county codes, space has been left for new
States or counties. Some changes in the FIPS codes have occurred since
1968. See Location Updates for information on how these changes affect
the data.

+ About County Changes: Comparable total deaths and death rates may
be misleading for counties with changing boundaries. See Location Updates
for information on how these changes affect the data. Due to boundary
changes, data are available for some counties for a limited period of time.

The following county-level constraints apply to the Multiple Cause of Death
data:
o Alaska:

= Denali, Alaska (FIPS code 02068) only has data for year 2003 and
later. Counts and rates shown in multi-year requests show only two
years of data for this entity.

= Yukon-Koyukuk, Alaska (FIPS code 02290) - changes in deaths and
population counts between 2002 - 2003. Beginning in 2003,
deaths and population counts for a former part of Yukon-Koyukuk
are reported for Denali Borough and are no longer included with
data for Yukon-Koyukuk.

o Colorado:

= Adams, Colorado (FIPS code 08001) - changes in deaths and
population counts between 2002 - 2003. Beginning in 2003,
deaths and population counts for a former part of Adams county are
reported for Broomfield county, and are no longer included with
data for Adams county.

= Boulder, Colorado (FIPS code 08003) - changes in deaths and
population counts between 2002 - 2003. Beginning in 2003,
deaths and population counts for a former part of Boulder county
are reported for Broomfield county, and are no longer included with
data for Boulder county.
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= Broomfield, Colorado (FIPS code 08014) only has data for year
2003 and later. Counts and rates shown in multi-year requests
show only two years of data for this entity.

= Jefferson, Colorado (FIPS code 08059) - changes in deaths and
population counts between 2002 - 2003. Beginning in 2003,
deaths and population counts for a former part of Jefferson county
are reported for Broomfield county, and are no longer included with
data for Jefferson county.

= Weld, Colorado (FIPS code 080123) - changes in deaths and
population counts between 2002 - 2003. Beginning in 2003,
deaths and population counts for a former part of Weld county are
reported for Broomfield county, and are no longer included with
data for Weld county.

o Virginia:

= Alleghany, Virginia (FIPS code 51005) - changes in deaths and
population counts between 2000 - 2001. Beginning in 2001,
deaths and population counts for death counts and population
estimates for Clifton Forge city, Virginia have been combined with
Alleghany county.

= Clifton Forge city,_Virginia (FIPS code 51560) has data for years
1999 - 2000 only. Counts and rates shown in multi-year requests
show only two years of data for this entity.

Urbanization

Use the radio buttons to select either the 2006 or the 2013 NCHS Urban-Rural Scheme for
Counties. Select All Categories or any combination of values: Large Central Metro, Large
Fringe Metro, Medium Metro, Small Metro, Micropolitan (hon-metro), NonCore (non-metro).
Each county is classified as one of six categories. Each death is associated with a category
based on the county of the person's legal residence.

How?
1. Click the Radio Button above the box, to pick your preferred list.
2. See "How do I select items from the list box?," to limit your data to
selected categories in the list.

Notes:

+ These categories are from the 2006 or 2013 NCHS Urban-Rural
Classification Scheme for Counties.

* See the NCHS Urban-Rural Classification Scheme for Counties web page for
more information about the Urbanization categories.

+ The large central metro category contains counties in metropolitan
statistical areas (MSAs) of one million or more population that have been
identified by NCHS classification rules as central because they contain all or
part of a principal city of the area. The large fringe metro category contains
the remaining counties (similar to suburbs) in MSAs of one million or more.
Counties in MSAs of 250,000 to 999,999 population are assigned to the
medium metro category and counties in MSAs with populations under
250,000 are assigned to the small metro category. Nonmetropolitan
counties that are designated by the Office of Management and Budget as
belonging to a micropolitan statistical area are assigned to the micropolitan
category and the remaining nonmetropolitan counties are assigned to the
noncore category. The large central metro category is the most "urban”
category and the noncore category is the most "rural" category.

+ To understand how the classification schemes were developed, see:

o NCHS Urban-Rural Classification Scheme for Counties

o 2013 NCHS Urban-Rural Classification Scheme for Counties
* Most counties are in the same urbanization category for both the 2013 and
2006 schemes. However, for those counties whose category differs in the
two schemes, some moved from a less urban to a more urban category,
while others moved from a more urban category to a less urban category.
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For more information, see "Changes in county urbanization category: 2013
scheme versus 2006 scheme" in the report, 2013 NCHS Urban-Rural
Classification Scheme for Counties.

It is recommended that the micropolitan category not be aggregated with
metropolitan categories.

The Urbanization categories are identified by two columns, labels and
codes, in data extracts.

Step 3. Select demographics:

Limit your data for any of the following data elements:
1. Age Groups - 10 year age groups, 5 year age groups, single-year ages, infant age

groups (only standard age groups and infant age groups are available in archive data

1999-2004, and archive data 2005-2006)

WN

. Gender - All, Female, Male
. Race - All, American Indian or Alaska Native, Asian or Pacific Islander, Black or African

American, White (archive data for years 1999-2004: All, Black / African American,
Other Race, White)

4. Hispanic Origin - All, Hispanic or Latino, Not Hispanic or Latino, Not stated (not available

in archive data 1999-2004)

Note: Archive data 1999-2004 and archive data 2005-2006 include Year and Urbanization

categories for counties in section 3.

Age Groups: 10-Year Age Groups, 5-Year Age Groups, Single-Year Ages,

Infant Age Groups

First click the round radio button to show the preferred list of age groups. Then select All

Ages or any combination of the individual age groups in the list box.

How?

See How do I use a radio button?.
See How do I select items from the list box?.

Notes:

Note that the population for the infant age groups is the number of live
births in the given time period. Thus each infant age group shows the total
number of live births in that period of years. For more information about
infant age groups, see Mortality for Infants .

The population for the other age groups is the population estimate for each
age group in the given time period. The population estimates for each year
are summed together. For example, if data is requested for the age group
"15 - 19 years" in the years 2000-2001, then the population estimate for
this age group in the year 2000 is added to the population estimate for this
age group in the year 2001. The combined population estimates for the
time period are the denominator for the death rates.

Deaths of persons with "Unknown" or "Not Stated" age are included in "All"
counts and rates, but are not distributed among age groups, so are not
included in age-specific counts, age-specific rates or in any age-adjusted
rates. See About "Not Stated" age or ethnicity for more information.

Refer to Age-Adjusted Rates for a discussion on the use of age-groups in
calculating age-adjusted rates. Note that some of the age groups available
in the data are not available in the standard population tables used to
calculate age-adjusted rates. Deaths of persons of "Not stated" age are not
included in age-adjusted rate calculations. Also, age-adjusted rates are not
available for infant age groups.

Rates and Populations are reported as "Not Applicable" for any subset of
ages 85 and over, because population estimates are not available for those
ages.
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¢« Erratum: Between July 21, 2014 and August 8, 2014, the number of
deaths by Single Year of Age reported in CDC WONDER in the year 2011
were inaccurate for the following categories: "< 1 year" and "Not Stated."
We regret this error and apologize for any inconvenience.

* The age groups are identified by two columns, labels and codes, in data
extracts.

* The following age groups are available:
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10-Year Age groups:
under 1 year

1 - 4 years
5- 14 years
10 - 14 years
15 - 24 years
20 - 24 years
25 - 34 years
35 - 44 years
45 - 54 years
55 - 64 years
65 - 74 years
75 - 84 years

85 years and over

Not stated

- Or_

5-Year Age groups:
under 1 year

1 - 4 years
5 -9 years
10 - 14 years
15 - 19 years
20 - 24 years
25 - 29 years
30 - 34 years
35 - 39 years
40 - 44 years
45 - 49 years
50 - 54 years
55 - 59 years
60 - 64 years
65 - 69 years
70 - 74 years
75 - 79 years
80 - 84 years
85 - 89 years
90 - 94 years
95 - 99 years
100 years and over
Not stated
- or-

Single-Year Age groups:
under 1 year
to
100 years and over
Not stated

- Or_

Infant age groups (live births):
under 1 day
1 - 6 days
7 - 27 days
28 - 364 days

Gender





Select All Genders or any combination of other values: female, male.

How? See How do I select items from the list box?.
Note: The genders are identified by two columns, labels and codes, in data
extracts.

Race

Select All Races or any combination of other values: American Indian or Alaskan Native,
Asian / Pacific Islander, Black or African American, White. (Archive data years 1999-2004:
Black / African American, Other Race, White.)

How? See How do I select items from the list box?.
Notes:

¢ See Race and Ethnicity Questions for more information about the issues of
race categories and ethnicity in the data.

+ The Race categories are identified by two columns, labels and codes, in
data extracts.

Hispanic Origin

Select All values or any combination of other values: Hispanic or Latino, Not Hispanic or
Latino, Not stated. (Hispanic Origin data are not available in archive data 1999-2004.)

How? See How do I select items from the list box?.
Notes:

« Population denominator data are not available for the "Not stated" category,
thus rates are flagged as "not applicable.”

» Deaths of persons with unknown or "Not Stated" Hispanic origin are
included in "All" counts and rates, but are not distributed among Hispanic
Origin groups, so are not included in the Hispanic Origin specific counts and
rates . See About "Not Stated" age or ethnicity for more information.

e« See Race and Ethnicity Questions for more information about the issues of
race categories and ethnicity in the data.

« The Hispanic Origin categories are identified by two columns, labels and
codes, in data extracts.

Step 4. Select year and month:

Select any specific years or year/month dates to limit your data to the specified time of
occurrence of death. The default value is the full range of years and months in the data

collection. (Month of death is not available in archive data 1999-2004 or archive data 2005-

2006.)

How?
* The first level shows the years. Select one or more years, and then click the
Open button below the list to see the months in each year.
* See "How do I use a Finder?" for help.
» If you prefer, You can also enter date values by hand:
1. Click the link for Advanced mode. (Advanced mode is only available
when JavaScript is enabled.)
2. Use yyyy (1994) for years, yyyy/mm (1992/01) for months. Enter one
date per line.
* See Finder Tool help for more hints.

Notes:
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* Each month is considered a unique combination of year and month, such as July, 2011.

+ Rates and populations are shown as "Not Applicable" for months.

« When the data are exported, separate columns show both the label and the code for
each value.

Step 5. Select weekday, autopsy and place of death:

Limit your data for any of the following data elements:
1. Weekday of death: - Sunday through Saturday, Unknown
2. Autopsy performed: - No, Yes, Unknown
3. Place of Death: - Medical Facility - Inpatient, Medical Facility - Outpatient or ER, Medical
Facility - Dead on Arrival, Medical Facility - Status unknown (years 1999-2002 only),
Decedent's home, Hospice Facility (years 2003 and later only), Nursing home/long term
care, Other, Place of death unknown.

Note that rates and populations are shown as "Not Applicable" for Weekday, Autopsy and
Place of Death. (Weekday, Autopsy and Place of Death are not available in archive data
1999-2004 or archive data 2005-2006.)

Weekday of Death

Select All any combination of other values for the weekday of occurrence of
death: Sunday through Saturday, Unknown. (Weekday of death is not available
in archive data 1999-2004 or 2005-2006.)

How? See "How do I select items from the list box?"
Notes:

+ Note that rates and populations are shown as "Not Applicable"
for weekday of death.

e Erratum: Between December 15, 2011 and March 13, 2012,
the number of deaths by "Weekday of Death" reported in CDC
WONDER for the year 2003 were inaccurate for the following
states: California, Idaho, Montana and New York. We regret this
error and apologize for any inconvenience.

« Data are identified by two columns, labels and codes, in data
extracts.

Autopsy Performed

Select All any combination of other values for the whether an autopsy was
performed: No, Yes, Unknown. (Autopsy is not available in archive data 1999-
2004 or 2005-2006.)

How? See "How do I select items from the list box?"
Notes:

+ Note that rates and populations are shown as "Not Applicable"
for whether an autopsy was performed.

« Data are identified by two columns, labels and codes, in data
extracts.

Place of Death

Select All any combination of other values for the place of death: Medical
Facility - Inpatient, Medical Facility - Outpatient or ER, Medical Facility - Dead
on Arrival, Decedent's home, Hospice Facility, Nursing home/long term care,
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Other, Place of death unknown. (Place of Death not available in archive data
1999-2004 or 2005-2006.)

How? See "How do I select items from the list box?"
Notes:

+ Note that rates and populations are shown as "Not Applicable"
for place of death.

+ The Place of Death categories changed in 2003. The "Medical
Facility - Status unknown" category is only available in years
1999-2002. The "Hospice Facility" category is only available in
years 2003 and later. Death counts for these categories are
shown as "Missing" for those years when the data are
unavailable.

e Erratum: Between December 15, 2011 and February 22, 2012,
the number of deaths by "Place of Death" reported in CDC
WONDER for the years 1999-2002 were inaccurate for the
following categories: Decedent's home, Hospice Facility, and
Nursing home/long term care. We regret this error and
apologize for any inconvenience.

« Data are identified by two columns, labels and codes, in data
extracts.

Step 6. Select underlying cause of death:

Select categories that represent the underlying cause of death from the death
certificate. Only one underlying cause of death is indicated for each death.
Deaths are coded to the International Classification of Disease Tenth Revision
(ICD-10) codes. The ICD system is organized by chapters, sub-chapters and
codes. Selected causes are also grouped into categories for mortality analysis.
Any number of causes can be specified here. However, you can only limit data
to one of the lists for any single query.

Be sure the Radio Button is set to your choice. Pick between:

. ICD-10 Codes listed as chapters, sub-chapters and individual codes
. ICD-10 113 Groups for selected causes of death

. ICD-10 130 Groups for selected causes of infant mortality

. Drug/Alcohol Induced Causes not available in archive data)

. Injury Intent and Mechanism (not available in archive data)

a b wWNEH

Hints:

* Only those ICD codes that are used to classify underlying
causes of death in the mortality data are available in the Finder
for this section. Symptoms are not classified as underlying
causes of death.

¢ Deaths in the years 1999 and later are coded to the tenth
revision of the International Classification of Diseases (ICD-10).
There are 113 selected causes of death groups for the ICD-10
codes.

+ When you select a code, remember that some deaths are coded
to the 3 length code, and not the more detailed designation.
Thus some deaths may be excluded from your data selection if
your criteria are limited to only 4 length codes. For example,
the ICD-10 code AOQ9 is the correct specification; A09.0 will not
pick up deaths coded A09.

* The causes of death are identified by two columns, labels and
codes, in data extracts.

Notes:
« About the International Classification of Diseases:
The mortality data are compiled in accordance with the World
Health Organization (WHO) regulations, which specify that
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member nations classify and code causes of death in
accordance with the current revision of the International Statistical
Classification of Diseases and Related Health Problems (ICD). The
International Classification of Diseases is developed
collaboratively between the World Health Organization (WHO)
and 10 international centers, for purposes of ensuring that
medical terms reported on death certificates are internationally
comparable and lend themselves to statistical analysis. The ICD
has been revised approximately every 10 years since 1900 in
order to reflect changes in understanding of disease
mechanisms and in disease terminology.

* See also ICD 10th revision notes.

* Archive data 1999-2004 and archive data 2005-2005 select
underlying cause of death in step 4 on the Request Form.
Injury Intent and Mechanism, and Drug/Alcohol Induced
Causes are not available in the archive data.

ICD-10 Codes

Limit the data to any number of causes of death, for selected chapters, sub-
chapters or codes. The default selection is "all causes" of death.

How?
1. Click the Radio Button to the left of the box, to pick your
preferred list.
2. Select one or more items from the list to limit your data. The
default value for any list is all causes of death.
Hints:

o See How do use a Finder? to learn more about search
options, expanding or collapsing selected items, and
displaying details for selected items in the Finder.

o The "plus" symbol, "+" indicates that you can open the
item, to see more items below it.

o The results to a search are shown in blue, and indicated by
">

o The Advanced mode let you easily pick several items from
different parts of the list. Items are not selected until you
click the "Move" button in Advanced mode.

o You may also enter values by hand, one code per line, in
the Advanced mode. Use the Finder to see the correct code
format. For example, "I20-125" is the ICD-10 code for
ischemic heart diseases.

o See Finder Tool help for more hints.

Notes:

« The International Classification of Disease (ICD) 10th revision
is used to represent the causes of death for the years 1999 and
later. The ICD system is organized by chapters, sub-chapters
and codes.

+ ICD-10 uses a 4-length alphanumeric coding scheme. Each of
the 21 chapters in ICD-10 is classified to a letter or letters of
the alphabet. Infectious disease codes in Chapter 1, for
example, begin with an "A" or "B". Thus, Acute poliomyelitis is
associated with the codes A80.0-A80.9 and Viral hepatitis is
classified as B15.0-B19.9. The ICD 10 system begins codes
with a letter from the alphabet, followed by two numerals, then
a decimal point to indicate subordinate position, and then more
numerals. Some causes of death are represented by 3 length
codes, although most causes of death are represented by 4



https://wonder.cdc.gov/wonder/help/quickStart.html#CheckBox

https://wonder.cdc.gov/wonder/help/quickStart.html#Finder

https://wonder.cdc.gov/wonder/help/QuickStart.html#Finder

https://wonder.cdc.gov/wonder/help/finder.html



length codes (format A12.3). Greater detail than 4 length codes
are not included in the data.
+« About Underlying Cause of Death:

o The underlying cause-of-death is defined by the World
Health Organization (WHQO) as "the disease or injury which
initiated the train of events leading directly to death, or the
circumstances of the accident or violence which produced
the fatal injury." Underlying cause-of-death is selected from
the conditions entered by the physician on the cause of
death section of the death certificate. When more than one
cause or condition is entered by the physician, the
underlying cause is determined by the sequence of
conditions on the certificate, provisions of the ICD, and
associated selection rules and modifications.

o Each death certificate contains a single underlying cause of
death.

o Only those ICD codes that are used to classify underlying
causes of death in the mortality data are available in the
Finder for selecting underlying causes of death. Symptoms
are not classified as underlying causes of death.

+ About Multiple Cause of Death:

o Each death certificate contains up to twenty multiple causes
of death.

o The ICD-10 "S" and "T" chapters are available in the Finder
for selecting multiple causes of death. Symptom and
"nature of injury" classifications are available for the
Multiple Cause of Death field, although not available in the
Underlying Cause of Death field.

o You can form Boolean "AND" queries for Multiple Causes of
Death. More information.

o When data are grouped by Multiple Cause of Death, the
numbers of deaths are shown attributed to each cause.
However, a single person's death may have up to 20 causes
on the death certificate. Thus the total number of deaths
per cause may exceed the actual number of dead persons
in the selected population.

+ About changes in ICD-10 codes:
The valid ICD-10 codes used to classify cause of death change
over time, refer to table below for details. Effective with the
2011 data year, 33 codes were introduced as valid causes of
death. Effective with the 2009 data year, 5 codes were
introduced as valid causes of death, and 11 codes were
discontinued. Effective with the 2007 data year, 4 codes were
introduced as valid causes of death, and 2 codes were
discontinued. Effective with the 2006 data year, 18 codes were
introduced as valid causes of death, and 4 codes were
discontinued. The World Health Organization (WHO) added
code I27.2 in 2003. Prior to 2003, if the certifier listed
"secondary pulmonary hypertension" the condition would be
coded I127.0 because there was no code for secondary
pulmonary hypertension. After code 127.2 was added in 2003,
the number of deaths coded to 127.0 dropped significantly.

New causes of death in 2011

ICD-

10 Title

Code

B17.9 Acute viral hepatitis, unspecified
D68.5 Primary thrombophilia

D68.6 Other thrombophilia

D89.3 Immune reconstitution syndrome
E88.3 Tumor lysis syndrome





G14 Postpolio syndrome
G21.4 Vascular parkinsonism
H54.9 Unspecified visual impairment (binocular)
172.5 Aneurysm and dissection of other precerebral arteries
J12.3 Human metapneumovirus pneumonia
J21.1 Acute bronchiolitis due to human metapneumovirus
K12.3 Oral mucositis (ulcerative)
K35.2 Acute appendicitis with generalized peritonitis
K35.3 Acute appendicitis with localized peritonitis
K35.8 Acute appendicitis, other and unspecified
L89.0 Stage I decubitus ulcer and pressure area
L89.1 Stage II decubitus ulcer
L89.2 Stage III decubitus ulcer
L89.3 Stage IV decubitus ulcer
L89.9 Decubitus ulcer and pressure area, unspecified
N18.1 Chronic kidney disease, stage 1
N18.2 Chronic kidney disease, stage 2
N18.3 Chronic kidney disease, stage 3
N18.4 Chronic kidney disease, stage 4
N18.5 Chronic kidney disease, stage 5
N42.3 Dysplasia of prostate
014.2 HELLP syndrome
043.2 Morbidly adherent placenta
096.0 Death from direct obstetric cause occurring more than
"7 42 days but less than one year after delivery
Death from indirect obstetric cause occurring more than
42 days but less than one year after delivery
Death from unspecified obstetric cause occurring more
than 42 days but less than one year after delivery
097.0 Death from sequelae of direct obstetric cause
097.1 Death from sequelae of indirect obstetric cause
097.9 Death from sequelae of obstetric cause, unspecified
Human immunodeficiency [HIV] disease complicating
098.7 o ;
pregnancy, childbirth and the puerperium
Victim of cataclysmic earth movements caused by
X34.0
earthquake
X34.1 Victim of tsunami
X34.8 Victim of other specified effects of earthquake
X34.9 Victim of unspecified effect of earthquake
New causes of death in 2009
ICD-
10 Title
Code

A09.0

096.1

096.9

Other and unspecified gastroenteritis and colitis of
infectious origin
A09.9 Gastroenteritis and colitis of unspecified origin
K52.3 Indeterminate colitis
R26.3 Immobility
R63.6 Insufficient intake of food and water due to self neglect
New causes of death in 2007
ICD-
10 Title
Code
JO9 Influenza due to identified avian influenza virus
U04.9 Severe acute respiratory syndrome [SARS], unspecified
X59.0 Exposure to unspecified factor causing fracture
Exposure to unspecified factor causing other and
X59.9 e .
unspecified injury
New causes of death in 2006
ICD-
10 Title
Code
B33.4 Hantavirus (cardio)-pulmonary syndrome [HPS][HCPS]





G90.4 Autonomic dysreflexia

I115.0 Renovascular hypertension

I115.9 Secondary hypertension, unspecified
K22.7 Barrett's esophagus

K85.0 Idiopathic acute pancreatitis

K85.1 Biliary acute pancreatitis

K85.2 Alcohol-induced acute pancreatitis
K85.3 Drug-induced acute pancreatitis

K85.8 Other acute pancreatitis

K85.9 Acute pancreatitis, unspecified

M31.7 Microscopic polyangiitis

M79.7 Fibromyalgia

P91.6 Hypoxic ischemic encephalopathy of newborn
R29.6 Tendency to fall, not elsewhere classified
R50.2 Drug-induced fever

R50.8 Other specified fever

W46 Contact with hypodermic needle

New causes of death in 2003

ICD-

10 Title

Code

127.2 Other secondary pulmonary hypertension

Discontinued causes of death in 2009

ICD-

10 Title

Code

A09 Diarrhea and gastroenteritis of infectious origin

F11.0 Mental and behavioral disorders due to use of opioids,

"~ acute intoxication

Mental and behavioral disorders due to use of

cannabinoids, acute intoxication

Mental and behavioral disorders due to use of sedatives

or hypnotics, acute intoxication

Mental and behavioral disorders due to use of cocaine,

acute intoxication

Mental and behavioral disorders due to use of other

stimulants, including caffeine, acute intoxication

Mental and behavioral disorders due to use of

hallucinogens, acute intoxication

Mental and behavioral disorders due to use of tobacco,

acute intoxication

Mental and behavioral disorders due to use of volatile

solvents, acute intoxication

Mental and behavioral disorders due to multiple drug use

F19.0 and use of other psychoactive substances, acute
intoxication

K51.1 Ulcerative (chronic) ileocolitis

F12.0
F13.0
F14.0
F15.0
F16.0
F17.0

F18.0

Discontinued causes of death in 2007

ICD-

10 Title

Code

Mental and behavioral disorders due to use of alcohol,

F10.0 . o
acute intoxication

X59 Exposure to unspecified factor

Discontinued causes of death in 2006
ICD-

10 Title

Code

125.2 Old myocardial infarction

K85 Acute pancreatitis





R50.0 Fever with chills
R50.1 Persistent fever

+ About deaths due to acts of terrorism:
Beginning with data for 2001, NCHS introduced categories
*U01-*UO03 for classifying and coding deaths due to acts of
terrorism. The asterisks before the category codes indicate that
they are not part of the International Classification of Diseases,
Tenth Revision (ICD-10). Description of the specific 4-digit
codes can be found at NCHS Classifications of Diseases,,
Functioning_and Disability: Appendix I. Deaths classified to the
terrorism categories are included in the categories for Assault
(homicide) and Intentional self-harm (suicide) in the 113
cause-of-death list. Additional information on these new
categories can be found at NCHS Classifications of Diseases,
Functioning_and Disability: Classification of Death and Injury
Resulting_from Terrorism. Terrorism related deaths in this data
do not represent a final count of deaths resulting from the
terrorist attacks on September 11, 2001, as this figure had not
been determined. As of October 24, 2002, death certificates
were issued for 2,957 of the estimated 3,028 individuals
believed to have died as a result of the September 11, 2001
attacks. Of these, four were issued for terrorists and are
classified as suicides. The criteria for issuing a death certificate
for those believed to have died in the attacks differed by state,
reflecting differences in state laws regarding death certification.
Pennsylvania issued a death certificate for every individual,
including the terrorists. Death certificates were not issued for
any of the terrorists in Virginia or New York City. Virginia issued
a death certificate only for those victims whose remains were
identified. New York City issued a death certificate for those
whose remains were identified or, if remains were not
recovered, for those whose families applied for a death
certificate. For more detailed information regarding New York
City's processing of these deaths, see Deaths in World Trade
Center Terrorist Attacks---New York City, 2001.

ICD-10 113 Groups - 113 Selected Causes of Death

Limit the data to any number of groups of selected causes of death.

How?
1. Click the Radio Button to pick your preferred list.
2. Select one or more items from the list to limit your data. Use
Ctrl + Click for multiple selections, or Shift + Click for a range.

Notes:

* Deaths in the years 1999 and later are coded to the tenth
revision of the International Classification of Diseases (ICD-10).
There are 113 selected causes of death groups for the ICD-10
codes.

+ NCHS has defined selected causes of death groups for analysis
of mortality data: the "113 Selected Causes of Death" for all
age groups, and the "130 Selected Cause of Infant Death"
categorize ICD-10 codes for analysis of deaths in the years
1999 and later. The group code values are not actual ICD codes
published in the International Classification of Diseases, but are
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"recodes" defined to support analysis by the Selected Causes of
Death groups.

¢ Group the data by "ICD-10 113 Groups" and also by "Cause of
Death" to see the individual ICD codes included in each
category.

« A "#" symbol preceding the label indicates a "rankable" cause
of death, from the National Center for Health Statistics (NCHS)
list of rankable causes of death. The rankable causes are a
subset of the 113 selected causes of death, and the 130
selected causes of death for infants.

¢ Group results by "15 Leading Causes" to get death counts and
rates for the top 15 rankable causes of death, for your selected
query criteria. Note that cross-tabulations, zero value death
counts, and suppressed values are not permitted when you
group results by "15 Leading Causes." When more than one
rankable cause of death occurs in the last position, all these
causes are shown. The "Leading Causes of Death" and
"Rankable Causes of Death" apply only to underlying causes of
death. These terms are not used for analysis of contributing or
multiple causes of death.

e Erratum for the MCD 113 Cause List: Between May 7, 2009
and July 21, 2014, the number of deaths by MCD ICD-10 113
Cause List reported in CDC WONDER in the years 1999-2010
were inaccurate for the following category: "All other diseases
(Residual)." The inaccuracy occurred because deaths with the
contributing causes "H95 (Postprocedural disorders of ear and
mastoid process, not elsewhere classified)" and "N99
(Postprocedural disorders of genitourinary system, not
elsewhere classified)" had been inadvertently omitted from the
summary group. We regret this error and apologize for any
inconvenience.

ICD-10 130 Groups (Infants) - 130 Selected Causes of Infant
Death

Limit the data to any number of groups of selected causes of death, or
individual codes.

How?
1. Click the Radio Button to pick your preferred list.
2. Select one or more items from the list to limit your data. Use
Ctrl + Click for multiple selections, or Shift + Click for a range.

Notes:

e Deaths in the years 1999 and later are coded to the tenth
revision of the International Classification of Diseases (ICD-10).
There are 130 Selected Causes of Infant Death groups for the
ICD-10 codes.

* NCHS has defined selected causes of death groups for analysis
of all ages mortality data: the "113 Selected Causes of Death"
for all age groups, and the "130 Selected Cause of Infant
Death" categorize ICD-10 codes for analysis of deaths in the
years 1999 and later. The group code values are not actual ICD
codes published in the International Classification of Diseases,
but are "recodes" defined to support analysis by the Selected
Causes of Death groups.

e A"#" symbol preceding the label indicates a "rankable" cause
of death, from the National Center for Health Statistics (NCHS)
list of rankable causes of death. The rankable causes are a
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subset of the 113 selected causes of death, and the 130
selected causes of death for infants.

e Group results by "15 Leading Causes" to get death counts and
rates for the top 15 rankable causes of death, for your selected
query criteria. Note that cross-tabulations, zero value death
counts, and suppressed values are not permitted when you
group results by "15 Leading Causes." When more than one
rankable cause of death occurs in the last position, all these
causes are shown. The "Leading Causes of Death" and
"Rankable Causes of Death" apply only to underlying causes of
death. These terms are not used for analysis of contributing or
multiple causes of death.

Drug/Alcohol Induced Causes

Limit the data to any number of groups of selected causes of death, or
individual codes.

How?
1. Click the Radio Button to pick your preferred list.
2. Select one or more items from the list to limit your data. Use
Ctrl + Click for multiple selections, or Shift + Click for a range.

Notes:

¢ Deaths in the years 1999 and later are coded to the tenth
revision of the International Classification of Diseases (ICD-10).

* NCHS has defined selected causes of death groups for analysis
of all ages mortality data: Drug-Induced causes, Alcohol-
Induced Causes, All Other Causes. The group code values are
not actual ICD codes published in the International
Classification of Diseases, but are "recodes" defined to support
analysis by the Selected Causes of Death groups.

* Group the data by "Drug/Alcohol Induced Causes" and also by
"Cause of Death" to see the individual ICD codes included in
each category.

» Drug/Alcohol Induced Causes of death are not available in the
archive data.

Injury Intent and Mechanism
Limit your data for any of the following data elements:

1. Injury Intent
2. Injury Mechanism & All Other Leading_Causes

About the External Cause of Injury Mortality Matrix:

For the analysis of injury mortality data, all causes of death have been
classified by intent and by mechanism. The causes of death that are not related
to injuries have been categorized as non-injuries, and are categorized in
keeping with the 113 selected causes of death groups for ICD-10. The groups
of injury mechanisms are different from those based on the "113 Selected
Causes of Death" for ICD-10 codes. The groupings are based on the External
Cause of Injury Mortality Matrix. In addition, some non-injury groups have
been combined to make for broader categories, such as Heart Disease and
Tuberculosis. Note that Injury Intent and Mechanism categories are only
available for underlying cause of death. Injury Intent and Mechanism categories
are not available in the archive data.
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For more information, see: External Cause of Injury Mortality Matrix.

Injury Intent

Limit the data to any number of categories. Note that Injury Intent
categories are only available for underlying cause of death.

How?

1. Click the Radio Button to pick your preferred list.
2. Select one or more items from the list to limit your
data. Use Ctrl + Click for multiple selections, or

Shift + Click for a range.

Notes:

* Group the data by "Injury Intent" and also by
"Cause of Death" to see the individual ICD codes
included in each category.

« Refer to External Cause of Injury Mortality Matrix
for more information.

¢ Injury Intent and Mechanism categories are not
available in the archive data.

Injury Mechanism & All Other Leading Causes

Limit the data to any number of categories. Note that Injury
Mechanism categories are only available for underlying cause of
death.

How?

1. Click the Radio Button to pick your preferred list.
2. Select one or more items from the list to limit your
data. Use Ctrl + Click for multiple selections, or

Shift + Click for a range.

Notes:

¢ Group the data by "Injury Mechanism" and also by
"Cause of Death" to see the individual ICD codes
included in each category.

* NCHS has defined selected causes of death groups
for analysis of injury mortality data. The groups of
injury mechanisms are different from those based
on the "113 Selected Causes of Death" for ICD-10
codes. The groupings are based on the External
Cause of Injury Mortality Matrix. In addition, some
non-injury groups have been combined to make for
broader categories, such as Heart Disease and
Tuberculosis.

» Refer to External Cause of Injury Mortality Matrix
for more information.

¢ Injury Intent and Mechanism categories are not
available in the archive data.

« In order to allow analysis of Injury Mortality across
a larger span of years, the ICD-9 codes that
classify the underlying cause of death for years
1979 - 1998 have been categorized to be
compatible with the ICD-10 External Cause of
Mortality Matrix. The categories in WONDER differ
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slightly from the original ICD-9 External Cause of
Mortality Matrix, as follows:

ICD-9 Codes and Updated Injury Mechanism

Categories
Categories in Categm_-les
. compatible
the original .
with the
ICD-9 ICD-10
ICD-9 Code Values External
External
Cause
. Cause of
Mortality .
. Mortality
Matrix .
Matrix
Other specifiedFire or hot
and object or
E990 classifiable, substance,
legal legal
intervention intervention
E800 - Transport, Other land
E807(.0,.1,.8,.9), other, transport,
E820 - E825(.0 - .5,.8,.9),unintentional unintentional
E826(.2 - .8),
E827 - EB29(.2 - .9)
S;Zer speuﬂedOther land
E846 - transport,
classifiable,

) X unintentional
unintentional

. Other land
E958.5 Motqr VEh.'C.Ie transport,
Traffic, suicide ~ .
suicide
Motor Vehicle Other land
E988.5 Traffic, transport,
undetermined undetermined
Drownin Other
E830 - E832 OWNING, ¢ ransport,
Unintentional ) .
unintentional
S;Zer speuﬂedOther
E847 - E848 - transport,
classifiable, . .
) X unintentional
unintentional
Other speuﬂedOther
and transport
E994 classifiable, port,
legal
legal . .
. . intervention
intervention
Natural or (s)tz::ai;ied
E958(.3) environmental, pecif
L classifiable,
suicide e
suicide
Other
specified, not
E958(.6) Transport, oo where
other, suicide .,
classified,
suicide
Natural or (s)tz::ai;ied
E988(.3) environmental, pecif
classifiable,

undetermined undetermined





Other
Transport, specified, not
E988(.6) other, elsewhere
undetermined classified,
undetermined

Step 7. Select multiple cause of death

Limit the data to only those deaths that indicate the selected causes of death in
the Multiple Cause of Death field. Each death certificate can include up to 20
causes of death in the Multiple Cause of Death field. The output reports the
number of deaths with at least one mention of the specified causes of death,
referred to as "any mentions" of deaths attributed to each cause. Choose from
these classifications:

1. ICD-10 Codes listed as chapters, sub-chapters and individual codes
2. ICD-10 113 Groups for selected causes of death

3. ICD-10 130 Groups for selected causes of infant mortality

4. Drug/Alcohol Induced Causes

How?

1. Be sure the round radio button indicates your desired
classification system. See 'How to change a radio button'.

2. Your selections to limit the data must go into the top most box
under the "Select Records" area on the left. When the box is
blank, all causes of death are the possible value.

3. Enter codes by hand, one per line. Or find items in the Finder
Tool on the right, and then use the "Move Items Over" button in
the middle to move the highlighted items from the Finder.
Note: JavaScript must be enabled for the "Move" and "Clear"
buttons to work. Enter or clear codes by hand if the buttons
don't work.

4. See 'How to use the Finder Tool' or Finder Tool Help for more
information.

5. You can form Boolean "AND" queries for Multiple Causes of
Death. More information.

Notes:

» Refer to the following sections for more information on cause of
death classifications:
+ About Multiple Cause of Death:

o Each death certificate contains up to twenty multiple causes
of death.

o The ICD-10 "S" and "T" chapters are available in the Finder
for selecting multiple causes of death. These "Nature of
Injury" and symptom classifications are available for the
Multiple Cause of Death field, although not available in the
Underlying Cause of Death field.

o You can form Boolean "AND" queries for Multiple Causes of
Death. More information.

o When data are grouped by Multiple Cause of Death, the
numbers shown are the number of deaths with at least one
mention of the specified causes of death, referred to as
"any mentions" of deaths attributed to each cause.
However, a single person's death may have up to 20 causes
on the death certificate. Thus the total number of deaths
per cause may exceed the actual number of dead persons
in the selected population.

+ About Boolean AND queries:
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o You can form Boolean "AND" queries that limit your data
results to those deaths with any cause in the top box AND
any cause in the lower box, such as deaths with both
diabetes and nephritis on the same death certificate.

o Note that more than one ICD-10 code in the same box is
treated as "this cause OR that cause."

o The "AND" condition is imposed for the join of the set of
codes in the top box and the set of codes in the bottom
box. For example, if the top box has codes for hypertensive
renal disease (I12) and also chronic ischemic heart disease
(I25], and the bottom box has codes for diabetes mellitus

(E10-E14), then the results will show deaths where the
record indicates both hypertensive renal disease AND
diabetes mellitus occurring, and also deaths where the
record indicates both chronic ischemic heart disease AND
diabetes mellitus occurring at the time of death.
* Note that "Select multiple cause of death" is section 5 in the
Request Form in the archive data for 1999-2004 and 2005-

2006.

Step 8. Other options:

Export Results:

Show Totals:

Show Zero Values:

Precision:

If checked query results are exported to a local file. More information
on how to import this file into other applications can be found here.
How? See How do I use a checkbox?

If checked totals and sub-totals will appear in the results table.
How? See How do I use a checkbox?

If checked, rows containing zero counts are included in the results
table. If unchecked, zero count rows are not included.

How? See How do I use a checkbox?

Select the precision for rate calculations. When the rate calculated for
a small numerator (incidence count) is zero, you may increase the
precision to reveal the rate by showing more numbers to the right of
the decimal point.

How? See How do I select items from the list box?

Data Access This value specifies the maximum time to wait for the data access for

Timeout:

a query to complete. If the data access takes too long to complete, a
message will be displayed and you can increase the timeout or
simplify your request. If you can't complete a request using the
maximum timeout, contact user support and we will try to run a
custom data request for you.

How? See How do I select items from the list box?

Note that "Other Options" is section 6 in the Request Form in the archive data for 1999-

2004 and 2005-2006.

Data Source Information
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Mortality The Multiple Cause of Death data are produced by the National Center
Data for Health Statistics (NCHS) at the Centers for Disease Control and

Sources: Prevention (CDC). Mortality information is collected by state registries
and provided to the National Vital Statistics System. Underlying cause of
death and demographic descriptors are indicated on the death
certificates. Each death certificate contains a single underlying cause of
death, up to twenty additional multiple causes, and demographic data.
The underlying cause-of-death is defined by the World Health
Organization (WHO) as "the disease or injury which initiated the train of
events leading directly to death, or the circumstances of the accident or
violence which produced the fatal injury." Underlying cause-of-death is
selected from the conditions entered by the physician on the cause of
death section of the death certificate. When more than one cause or
condition is entered by the physician, the underlying cause is
determined by the sequence of conditions on the certificate, provisions
of the International Classification of Diseases, and associated selection
rules and modifications.
To learn more about the methods and source of these data please
reference:

» National Center for Health Statistics: (NCHS)_Multiple Cause of
Death data web site

+ National Vital Statistics System: Mortality web site

e See also Data Source Citations

Population The population estimates are bridged-race estimates based on Bureau of
Denominator the Census estimates of total U.S., State, and county resident
Data populations. The 1999 population estimates are intercensal estimates of
Sources: the July 1 resident population, based on the year 1999 and year 2000

census counts. The year 2000 and year 2010 populations are April 1
modified census counts. The year 2011-2016 population estimates are
bridged-race postcensal estimates of the July 1 resident population. The
2001 through 2009 population estimates are revised intercensal
estimates of the July 1 resident population, based on the year 2000 and
year 2010 census counts (released by NCHS on 10/26/2012). The
archive population estimates for years 2001 - 2009 are postcensal
estimates of the July 1 resident population. Note that these estimates
are based on bridged-race categories. The population estimates are by
geographic unit (total United States, State, and county), year, race
(white, black, other races), sex, and age group (13 age groups). To
permit the calculation of infant mortality rates, NCHS live-birth data are
included on the file.
For more information on the population estimates, see:

Population Data

Additional Information



http://www.cdc.gov/nchs/products/elec_prods/subject/mortmcd.htm

http://www.cdc.gov/nchs/deaths.htm

http://www.cdc.gov/nchs/about/major/dvs/popbridge/popbridge.htm



Suggested United States Department of Health and Human Services (US DHHS),
Data Source Centers for Disease Control and Prevention (CDC),
Citations: National Center for Health Statistics (NCHS),
Multiple Cause of Death 1999-2016 on CDC WONDER Online Database,
released 2017. Data are compiled from data provided by the 57 vital
statistics jurisdictions through the Vital Statistics Cooperative Program.

Data for year 2016 are compiled from the Multiple Cause of Death File
2016, Series 20, No. 2V, 2017.

Data for year 2015 are compiled from the Multiple Cause of Death File
2015, Series 20, No. 2U, 2016.

Data for year 2014 are compiled from the Multiple Cause of Death File
2014, Series 20, No. 2T, 2015.

Data for year 2013 are compiled from the Multiple Cause of Death File
2013, Series 20, No. 2S5, 2014.

Data for year 2012 are compiled from the Multiple Cause of Death File
2012, Series 20, No. 2R, 2014.

Data for year 2011 are compiled from the Multiple Cause of Death File
2011, Series 20, No. 2Q, 2014.

Data for year 2010 are compiled from the Multiple Cause of Death File
2010, Series 20, No. 2P, 2012.

Data for year 2009 are compiled from the Multiple Cause of Death File
2009, Series 20 No. 20, 2012.

Data for year 2008 are compiled from the Multiple Cause of Death File
2008, Series 20 No. 2N, 2011.

Data for year 2007 are compiled from the Multiple Cause of Death File
2007, Series 20 No. 2M, 2010.

Data for years 2005-2006 are compiled from the Multiple Cause of
Death File 2005-2006, Series 20, No. 2L, 2009.

Data for years 1999-2004 are compiled from the Multiple Cause of
Death File 1999-2004, Series 20, No. 2], 2007.

Accessed at http://wonder.cdc.gov/ucd-icd10.html.

The suggested citation including the original series for the data is shown
below each table, chart or map.

Contact: For data questions that are not addressed in this document, e-mail
nchsquery@cdc.gov.

Other Issues: Reference the following topics:
Frequently Asked Questions about Death Rates
Mortality Data
Infant Mortality
Population Estimates
Age Adjustment of Death Rates
Assurance of Confidentiality
International Classification of Diseases (ICD)
Locations: About County Level Changes
Contact for Data Questions
Suggested Citation
Notes:

+ Reporting anomalies:

o About Georgia reporting anomalies in 2008-2009:
Circumstances in Georgia for the years 2008 and 2009 have
resulted in unusually high death counts for the Place of Death
category "Place of death unknown," and for the ICD-10 cause of
death code R99, "Other ill-defined and unspecified causes of
mortality" for deaths occurring in years 2008 and 2009. Caution
should be used in interpreting these data. For more information,

see Deaths: Final Data for 2008
o About New Jersey reporting anomalies in 2009:

Circumstances in New Jersey for the year 2009 have resulted in
unusually high death counts for the ICD-10 cause of death code
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https://wonder.cdc.gov/wonder/help/CMF/nvsr59_10.pdf



R99, "Other ill-defined and unspecified causes of mortality" and
therefore unusually low death counts in other ICD-10 codes,
most notably R95, "Sudden Infant Death Syndrome" and X40-
X49, "Unintentional poisoning." Caution should be used in

interpreting these data. For more information, see Deaths: Final

Data for 2009

o About Allen Parish, Louisiana reporting anomalies in
2006-2008: Deaths for Allen Parish, Louisiana (FIPS code
22003] in years 2006 through 2008 are under reported due to
problems with registering the deaths with the Louisiana Vital
Statistics Office.

o About California reporting anomalies in 2000 - 2001:
Circumstances in California resulted in unusually high death
counts for the ICD-10 cause of death code R99, "Other ill-
defined and unspecified causes of mortality" for deaths occurring
in years 2000 and 2001. Caution should be used in interpreting
these data.

o About cause of death classification changes: Changes to
cause of death classification affect reporting trends. For more
information, see Changes in ICD-10 codes.

« Demographic reporting:

o Deaths of persons with Age "Not Stated" are included in "All"
counts and rates, but are not distributed among age groups, so
are not included in age-specific counts, age-specific rates or in
any age-adjusted rates. For more information, see Not Stated
Age or Ethnicity.

o Information included on the death certificate about the race and
Hispanic ethnicity of the decedent is reported by the funeral
director as provided by an informant, often the surviving next of
kin, or, in the absence of an informant, on the basis of
observation. Race and ethnicity information from the census is
by self-report. To the extent that race and Hispanic origin are
inconsistent between these two data sources, death rates will be
biased. For more information, see Race and Ethnicity Reporting.

+ Revisions and errata:

o About revised 2014 deaths: A revised data file for 2014 was
released on April 3, 2017 to include corrections affecting 125
deaths previously coded to "Accidental discharge of firearms"
(ICD-10 codes W32-W34). This corrected file replaced the file
released on December 9, 2015. The underlying cause of death
changed for 125 deaths in 2014 that occurred in Tennessee
(80%) and Massachusetts (20%). (Note: Data by state of
residence are also impacted in Connecticut, Florida, Georgia,
Kentucky, North Carolina and Virginia for records where the
death occurred in Tennessee or Massachusetts but the decedent
was a resident of another state.) Prior to the revision, the
underlying cause of death for all 125 deaths were classified as
"Accidental discharge of firearms" (ICD-10 codes W32-W34).
After the revision, 50% of the changed records are now
classified as "Assault (homicide) by discharge of firearms" (ICD-
10 codes *U01.4, X93-X95); 42% are now classified as
"Intentional self-harm (suicide) by discharge of firearms (ICD-10
codes X72-X74); 4% of the revised death records are now
classified as "Discharge of firearms, undetermined intent" (ICD-
10 codes Y22-Y24); and the remaining 4% to various other

causes. For more information, please refer to Deaths: Final Data

for 2014

o Rates for state and county combinations: Prior to
September 22, 2015, the population figures used for the
Multiple Cause of Death 1999-2004 and 2005-2006 archive
online databases, involving state and counties combined may
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have been incorrect. When a query on the CDC WONDER archive
online databases included both state and counties in the query
criteria (e.qg., death rates for New Hampshire and adjacent York
County, Maine), the population figures and the subsequent rate
calculations may have been incorrect because the population of
the selected state may have been included twice.

o Place of Death: Between December 15, 2011 and February
22, 2012, the number of deaths by Place of Death reported in
CDC WONDER in the years 1999-2002 were inaccurate for the
following categories: Decedent's home, Hospice Facility, and
Nursing home/long term care.

o Weekday of Death: Between December 15, 2011 and March
13, 2012, the number of deaths by Weekday of Death reported
in CDC WONDRER for the year 2003 were inaccurate for the
following states: California, Idaho, Montana and New York.

o Single Year of Age: Between July 21, 2014 and August 8,
2014, the number of deaths by Single Year of Age reported in
CDC WONDER in the year 2011 were inaccurate for the following
categories: "< 1 year" and "Not Stated."

o MCD 113 Cause List: Between May 7, 2009 and July 21,
2014, the number of deaths by MCD ICD-10 113 Cause List
reported in CDC WONDER in the years 1999-2010 were
inaccurate for the following category: "All other diseases
(Residual)." The inaccuracy occurred because deaths with the
contributing causes "H95 (Postprocedural disorders of ear and
mastoid process, not elsewhere classified)" and "N99
(Postprocedural disorders of genitourinary system, not
elsewhere classified)" had been inadvertently omitted from the
summary group.

o Two counties in Connecticut in year 2000: County of
residence is misidentified in 316 deaths that occurred in the
year 2000, for Hartford County, CT (FIPS code 09003) and New
London County, CT (FIPS code 09011). Data for the aggregate
state of Connecticut for deaths occurring in year 2000 are
correct, as well as data for the aggregate of the 2 counties
combined. This discrepancy affects the Detailed Mortality
(Underlying cause of Death) and the Multiple Cause of Death
online databases in CDC WONDER, as well as the all-county
Multiple Cause of Death data set for year 2000. However, the
Compressed Mortality data set correctly identifies the county of
residence for the 316 deaths in year 2000 in Connecticut.

We regret these errors and apologize for any inconvenience.

Population Estimates

Reference the following topics to learn more about population denominators for rate calculation:
Population Information for the Current Release

1999 Population Estimates

2000 Population Estimates

2001 - 2009 Population Estimates
2010 Population

2011 Population

2012 Population

2013 Population

2014 Population

2015 Population






2016 Population

Comparison with other releases

Archive 2001 - 2009 Population Estimates
Archive 2001 - 2004 Population Estimates
Archive 2005 - 2006 Population Estimates
Population migration due to hurricanes in 2005

Population Information for the Current Release

The population data are bridged-race estimates derived from U.S. Census Bureau files. The population
estimates for the year 1999 are intercensal estimates of the July 1, resident population, estimates
based on both the year 1990 and year 2000 census counts. The population estimates for the Census
years 2000 and 2010 are April 1, modified census counts. The population estimates for the years 2001
through 2009 are revised intercensal estimates of the July 1, resident population, estimates based on
both the year 2000 and year 2010 census counts (released by NCHS on 10/26/2012). Note: In
contrast, the archive population estimates for the non-Census years 2001 through 2009 are
postcensal estimates of the July 1, resident population.

The following modifications of the Census population estimates were made by NCHS:

a. To permit the calculation of infant mortality rates, NCHS live-birth data are included for "Infant
age Groups." The race code for these records is derived from "race of mother".

b. When the age group 1-4 years did not appear on the Census file, the age group 0-4 years was
multiplied by 0.8 to obtain an estimate of the population 1-4 years.

Specific Details

1. 1999 Population Estimates
The population estimates for 1999 are county-level U.S. Census Bureau bridged-race intercensal
estimates of the July 1, resident population, based on the 1990 census and the bridged-race 2000
census. Derivation of the race-specific intercensal population estimates for the 1990s was
complicated by the incomparability of the race data on the 1990 and 2000 censuses. Before the
intercensal estimates for the 1990s could be derived, the race groups on the 2000 census had to
be made consistent with ("bridged to") the race groups on the 1990 census. Race data on the
2000 Census were collected in accordance with the 1997 Office of Management and Budget's
standards on race and ethnicity. The 1997 standards specify 5 single-race categories (American
Indian or Alaska Native, Asian, Black or African American, Native Hawaiian or Other Pacific
Islander, and White) and permit the reporting of more than one race. As a result, there were 31
race groups on the 2000 census (5 single-race groups and 26 multiple-race groups). NCHS, in
collaboration with the Census Bureau, developed methodology for bridging the multiple-race
groups to single-race categories (American Indian or Alaska Native, Asian or Pacific Islander,
Black, and White). The 1990 census race groups are White, Black, American Indian or Alaska
Native, and Asian or Pacific Islander.

2. 2000 Population Estimates
National, state, and county population estimates are from the U.S. Census Bureau April 1,
bridged modified race 2000 Census counts. The original census counts were modified by the
U.S. Census Bureau to assign persons who reported their race as "other " to one of the 31 single
or multiple-race groups specified in the Office of Management and Budget (OMB) 1997 Standards
on Race and Ethnicity. The resulting counts were then bridged to (made consistent with) the four
single-race categories on the 1990 Census (White, Black, American Indian or Alaska Native, and
Asian or Pacific Islander).

3. 2001 - 2009 Population Estimates
The current population estimates for years 2001 through 2009 are July 1 resident population
estimates from the U.S. Census Bureau's bridged-race revised intercensal series, released by
NCHS on October 26, 2012. The bridged-race population files have estimates for the four single-
race categories (White, Black, American Indian or Alaska Native, and Asian or Pacific Islander).
The revised intercensal July 1st population estimates for years 2001-2009 takes into account both
the year 2000 and the year 2010 April 1st Census counts.





The national, region, division, and state estimates were obtained by summing the county
estimates, so the region, division, state and county estimates are consistent with each other
within a given year. The population estimates correspond to the revised intercensal series
(released by NCHS on 10/26/2012) that was used to produce the trends tables, when NCHS
published the "Final Report" for deaths in year 2010.

. 2010 Population Estimates

National, state, and county population estimates are from the U.S. Census Bureau April 1, bridged
modified race 2010 Census counts. The original census counts were modified by the U.S. Census
Bureau to assign persons who reported their race as "other " to one of the 31 single or multiple-
race groups specified in the Office of Management and Budget (OMB) 1997 Standards on Race and
Ethnicity. The resulting counts were then bridged to (made consistent with) the four single-race
categories on the 1990 Census (White, Black, American Indian or Alaska Native, and Asian or
Pacific Islander).

. 2011 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the
Vintage 2011 bridged-race postcensal series (released by NCHS on 7/18/2012). The bridged-race
population files have estimates for the four single-race categories (White, Black, American Indian
or Alaska Native, and Asian or Pacific Islander). The postcensal July 1st population estimates are
based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county
estimates, so the region, division, state and county estimates are consistent with each other
within a given year.

. 2012 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the
Vintage 2012 bridged-race postcensal series (released by NCHS on 6/13/2013). The bridged-race
population files have estimates for the four single-race categories (White, Black, American Indian
or Alaska Native, and Asian or Pacific Islander). The postcensal July 1st population estimates are
based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county
estimates, so the region, division, state and county estimates are consistent with each other
within a given year.

. 2013 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the
Vintage 2013 bridged-race postcensal series (released by NCHS on 6/26/2014). The bridged-race
population files have estimates for the four single-race categories (White, Black, American Indian
or Alaska Native, and Asian or Pacific Islander). The postcensal July 1st population estimates are
based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county
estimates, so the region, division, state and county estimates are consistent with each other
within a given year.

. 2014 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the
Vintage 2014 bridged-race postcensal series (released by NCHS on 6/30/2015). The bridged-race
population files have estimates for the four single-race categories (White, Black, American Indian
or Alaska Native, and Asian or Pacific Islander). The postcensal July 1st population estimates are
based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county
estimates, so the region, division, state and county estimates are consistent with each other
within a given year.

. 2015 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the
Vintage 2015 bridged-race postcensal series (released by NCHS on 6/28/2016). The bridged-race
population files have estimates for the four single-race categories (White, Black, American Indian
or Alaska Native, and Asian or Pacific Islander). The postcensal July 1st population estimates are
based on the year 2010 April 1st Census counts.
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11.

The national, region, division, and state estimates were obtained by summing the county
estimates, so the region, division, state and county estimates are consistent with each other
within a given year.

2016 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the
Vintage 2016 bridged-race postcensal series (released by NCHS on 6/26/2017). The bridged-race
population files have estimates for the four single-race categories (White, Black, American Indian
or Alaska Native, and Asian or Pacific Islander). The postcensal July 1st population estimates are
based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county
estimates, so the region, division, state and county estimates are consistent with each other
within a given year.

Comparison with other releases:

The current rates and population figures for years 2001-2009 are different from the previous
release of these data on CDC WONDER. A different series of population estimates is currently used
to calculate rates for 2001-2009. Current population figures for years 2001-2009, other than the
infant age groups, are bridged-race estimates of the July 1 resident population, from the revised
intercensal county-level 2000-2009 series, released by NCHS on October 26, 2012.

Archive population figures for 2001-2009, other than the infant age groups, are postcensal
bridged-race estimates of the July 1 resident population. Archive rates and population figures for
years 2001-2009 match NCHS mortality reports published in that time period, but differ slightly
from reports published after 2009, because later reports are calculated with more recently
produced population estimates for those years.

For more information about specific archive population sources:

o Archive 2001-2009 Population Estimates for populations in the 1999-2009 data;
o Archive 2005-2006 Population Estimates for populations in the 2005-2006 data; and
o Archive 2001-2004 Population Estimates for populations in the 1999-2004 data.

If you wish to reproduce archive rates and populations from the preceding release of 1999-2009
data:

1. Go to the Additional Rate Options section of the Request Form.
2. Check the box labeled "Archive rates (calculated with postcensal populations for 2001-2009)."
3. Refer to the Notes section below the resulting table, map or chart to see the specific
population sources for the population figures and rates. Please make note of the archive
population sources when citing archive statistics.
If you wish to reproduce archive rates and populations from the preceding releases of the 1999-
2004 or the 2005-2006 data, please see the archive online databases on the Multiple Cause of
Death Data menu.
Note: Use of the current data is strongly recommended and encouraged.

Reports of trends for the 2000-2010 decade published in the 2012 year before October 26, 2012
calculated rates with early releases of the 2000-2010 intercensal estimates of US resident
population. These early releases were superseded by the revised intercensal release of July 1
estimates of the US population in October 2012. The current (default) populations for years 2001-
2009 used here are the revised intercensal July 1 Bridged-race population estimates of the US
resident population, released by NCHS on October 26, 2012). Therefore, the rates and populations
differ slightly from publications produced before October 26, 2012.

Other releases of archive mortality data on CDC WONDER, such as Compressed Mortality and
previous releases of Multiple Cause Mortality, use a different approach for population denominator
data: national population figures for 2001 - 2009 are county-level bridged-race postcensal
estimates of the July 1 resident population from the corresponding postcensal series: 2001 from
the 2001 series, 2002 from the 2002 series, and so on. However, the region, division, state and
county estimates are derived from county-level estimates of the most recently available postcensal
series at the time of publication. For example, the previously released Multiple Cause Mortality
2005-2006 online database includes regional, state and county population figures derived from the
Vintage 2007 postcensal series for years 2005-2006. The Compressed Mortality 1999-2008 online
database includes regional, state and county population figures derived from the Vintage 2009
postcensal series for years 2001-2008.
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Archive 2001-2004 Population Estimates in the Archive 1999-2004 Data
The archive population estimates for 2001 - 2004 are July 1 resident population estimates from
the U.S. Census Bureau's bridged-race postcensal series.

The bridged-race population files have estimates for the four single-race categories (White, Black,
American Indian or Alaska Native, and Asian or Pacific Islander).

For the current release of the 1999-2004 data, the national population figures for 2001 - 2004 are
bridged-race postcensal estimates of the July 1 resident population from the corresponding
postcensal series: 2001 from the Vintage 2001 series, 2002 from the Vintage 2002 series, 2003
from the Vintage 2003 series, and 2004 from the Vintage 2004 series.

The region, division, and state estimates were obtained by summing the county estimates of the
Vintage 2005 series, so the region, division, state and county estimates are consistent with each
other.

See Comparison with Other Releases for more information, and instruction on how to reproduce
archive rates and populations.

Archive 2005-2006 Population Estimates in the Archive 2005-2006 Data
The archive population estimates for 2005 and 2006 are July 1 resident population estimates
from the U.S. Census Bureau's bridged-race postcensal series.

The bridged-race population files have estimates for the four single-race categories (White, Black,
American Indian or Alaska Native, and Asian or Pacific Islander).

For the current release of the 2005-2006 data, the national population figures are bridged-race
postcensal estimates of the July 1 resident population from the corresponding postcensal series:
2005 from the Vintage 2005 series and 2006 from the Vintage 2006 series.

The region, division, and state estimates were obtained by summing the county estimates of the
Vintage 2007 series, so the region, division, state and county estimates are consistent with each
other.

See Comparison with Other Releases for more information, and instruction on how to reproduce
archive rates and populations.

Archive 2001-2009 Population Estimates

The archive population estimates for 2001 - 2009 are July 1 resident population estimates from
the U.S. Census Bureau's bridged-race postcensal series. The bridged-race population files have
estimates for the four single-race categories (White, Black, American Indian or Alaska Native, and
Asian or Pacific Islander). The national, region, division, state and county population figures for
2001 - 2009 are county-level bridged-race postcensal estimates of the July 1 resident population
from the corresponding postcensal series: 2001 and 2002 from the Vintage 2002 series, 2003
from the Vintage 2003 series, 2004 from the Vintage 2004 series, 2005 from the Vintage 2005
series, 2006 from the Vintage 2006 series, 2007 from the Vintage 2007 series, 2008 from the
Vintage 2008 series, and 2009 from the Vintage 2009 series.

The national, region, division, and state estimates were obtained by summing the county
estimates, so the region, division, state and county estimates are consistent with each other
within a given year. The population estimates correspond to the series that was used when NCHS
published the "Final Report" for deaths in the given year, except for year 2001, because detailed
population estimates are not available until the 2002 series.

See Comparison with Other Releases for more information, and instruction on how to reproduce
archive rates and populations.

About population migration due to hurricanes in 2005:

The state and county population estimates for Alabama, Louisiana, Mississippi and Texas reflect
population changes that occurred after Hurricane Katrina and Rita in 2005. To accommodate
geographic shifts of the Alabama, Louisiana, Mississippi, and Texas populations resulting from
Hurricanes Katrina and Rita in 2005, the U.S. Census Bureau developed adjustments in the
methodology for state and county population estimates. See methodology for more information.

Note: this concern refers to the archive postcensal population estimates for the years 2005-2009.

If you have additional questions about the population estimates, please see U.S. Census Populations
With Bridged Race Categories (http://www.cdc.gov/nchs/about/major/dvs/popbridge/popbridge.htm)

or contact PopEst@cdc.gov.
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Frequently Asked Questions about Mortality

The questions are in three sections:

Questions about Death Rates
Data Release Questions
Race and Ethnicity Questions

1. Questions about Death Rates

a. How do I get the top 15 leading causes of death in WONDER?
Group results by "15 Leading Causes" to get death counts and rates for the top 15 rankable
causes of death, for your selected query criteria. Note that cross-tabulations, zero value death
counts, and suppressed values are not permitted when you group results by "15 Leading
Causes." When more than one rankable cause of death occurs in the last position, all these
causes are shown.

The "leading causes of death" published by the National Center for Health Statistics (NCHS)
are also called "rankable causes of death." The rankable causes are a subset of the 113
selected causes of death, and the 130 selected causes of death for infants. A "#" symbol
preceding the label indicates a "rankable" cause of death, from the National Center for Health
Statistics (NCHS) list of rankable causes of death.

The "15 leading causes of death" and the "rankable causes of death" apply only to the
underlying causes of death. These concepts are not used for analysis of the contributing or
multiple causes of death.

b. How are crude death rates calculated in WONDER?
The "crude death rate" is the nhumber of deaths divided by the population, multiplied by
100,000.

Crude Death Rate = (number of deaths / population) * 100,000
Note: 100,000 is the default multiplier, other multipliers can be specified in the query.

c. How are age-adjusted death rates calculated in WONDER?
The age-adjusted rate is calculated by multiplying the age-specific death rate for each age
group by the corresponding weight from the specified standard population, summing across all
age groups, and then multiplying this result by 100,000 (or whatever multiplier is specified in
the query).

Age-Adjusted Death Rate = Sum of (Age Specific Death Rate * Standard Population weight) *
100,000

The age-specific death rate is the number of deaths for a given age group divided by the
population of that age group.

Age Specific Death Rate = (number of deaths in age group / population of age group)

The "standard population weight " for an age group is calculated by dividing the population for
the age group by the sum of the populations for all of the age groups in the query. Please see
the question below on "children under 1 year" age categories.

Standard Population Weight = population for age group
/ sum of age group populations for all age groups in query

See http://seer.cancer.gov/seerstat/tutorials/aarates/definition.html  for a step-by-step
tutorial with an example of the calculations.

Note that the precision of the age-specific death rate is rounded to 1 decimal place, before
proceeding to the next step in the calculation of age-adjusted death rates for NCHS Detailed
Mortality and NCHS Multiple Cause of Death on WONDER, in order to match rates in NCHS
publications. However, Compressed Mortality on WONDER does not round the age-specific
death rate. Slight differences may be noted when comparing age-adjusted deaths rates. This
rounding step may have a more noticeable effect on the precision of rates calculated for small
numbers of deaths.

d. What are the "Standard” and "Non-Standard" populations?
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WONDER allows the user to select the population distribution used for calculating age-adjusted
rates. Three "Standard" populations are offered: the year 2000 standard population (the
default), the 1970 standard population, and the 1940 standard population. Alternatively, the
user can specify a "Non-Standard" population for use as the population distribution in the age-
adjustment.

» The 1940 and 2000 standard populations were obtained from the National Center for
Health Statistics. Beginning with the 1999 data year, NCHS adopted the year 2000
projected population of the U.S. as the standard population for use in age adjusting death
rates. The year 2000 standard replaced the 1940 standard population that had been used
for over 50 years. The new population standard affects levels of mortality, and to some
extent, trends and group comparisons.

= The 1970 standard population is the one used by the National Cancer Institute.

= When the user requests that a "non-standard " population is used in the calculation of age-
adjusted rates, WONDER uses the Census population estimates/counts included in the data
to determine the weights used in the age-adjustment. See Population Data Description for
more information.

e. What age categories are used for age-adjusted rates?
Only age groups that fall within the age range specified in the query are used to calculate an
age-adjusted rate. The "total population” for a query is the sum of the populations of each age
group included in that query. For example, if an age-adjusted rate is requested for 45-74 year
olds, then the total population is the sum of the 45-54 year olds, 55-64 year olds, and 65-74
year old populations. For the 1940, 1970 and 2000 standard populations, the possible age
groups are:

less than 1 year, 1-4, 5-14, 15-24, 25-34, ....85 years and over.

If the user specifies a "non-standard" population for use in age-adjustment, then any age
groups may be used.

Note that age groups differ from the age groups used for "standard" years.

See Age Adjustment of Death Rates for more information.

f. What about children under 1 year and rate calculation?
When calculating mortality rates for "Infant Age Groups" (under 1 day, 1-6 days, 7-27 days,
28-264 days), the population is the number of live births in the given time period. Note that
rates for infant age groups are not shown for fewer than twenty deaths, nor are race and
Hispanic Origin data available, due to privacy constraints; see Assurance of Confidentiality for
more information. Note that age-adjusted rates are not calculated for infant age groups,
because the denominator population is the number of live births in the specified years.

However, rates for race and Hispanic Origin are available for the age group "under 1 year of
age." The "under 1 year of age" age group represents the population estimates for the given
time period. For more information, see Mortality for Infants.

g. Why are death rates sometimes flagged as "Unreliable” or "Suppressed"?
Death rates based on counts of less than twenty (death count < 20) are flagged as "Unreliable".
A death rate based on fewer than 20 deaths has a relative standard error (RSE(R)) of 23
percent or more. A RES(R) of 23 percent is considered statistically unreliable.

Death counts and death rates are "Suppressed” when the data meets the criteria for
confidentiality constraints. See Assurance of Confidentiality for more information.

h. What are the "archive" rates and populations?
"Archive" rates and population figures refer to statistics produced by preceding releases of
these data. Population estimates are updated and revised over time, newer population
estimates replace previous estimates. Rates calculated with revised population estimates may
differ from previous figures. For more information, see Comparison with Other Releases.

2. Data Release Questions

a. What are the Assurance of Confidentiality constraints for the data?
Data reports for years 1989 and later must meet the NCHS data use restrictions. Vital
statistics data are suppressed due to confidentiality constraints, in order to protect personal
privacy. The term "Suppressed” replaces sub-national death counts, births counts, death rates
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and associated confidence intervals and standard errors, as well as corresponding population
figures, when the figure represents zero to nine (0-9) persons.

As of December 12, 2011, additional privacy constraints apply to infant mortality statistics
representing infant age groups and live births as the denominator population. When an infant
mortality measure represents fewer than ten (0-9) infant deaths, all corresponding live birth
population denominator figures are suppressed. When the infant mortality measure represents
ten to nineteen (10-19) infant deaths, the number of deaths and live births are shown, but
rates and associated measures are not shown. Race and Hispanic origin data are not available
in this online database for infant age groups. However, race and Hispanic origin data are
available for persons under one year of age in the other age groups, which use population
estimates as population denominator data. Race and Hispanic origin detail for infant mortality
statistics are available in the Linked Birth / Infant Death Records data collections.

Prior to May 23, 2011, data cells in tables for year 1989 and later years were suppressed only
for single county-level data, when the data represented five or fewer (1-5) deaths for a time
period less than three years, and the county's total population in the April 1st, 2000 Census
was fewer than one hundred thousand (100,000) persons.

Totals and sub-totals are suppressed when the value falls within scope of the suppression
criteria, or when the summary value includes a single suppressed figure, in order to prevent
the inadvertent disclosure of suppressed values.

The confidentiality constraints and use of the "Unreliable" flag are established by the original
data providers. For more information, please contact the data providers.

b. What are my responsibilities in accessing this data?
See Data Use Restrictions to review the policies affecting access to the data. Note that use of
the data implies consent or agreement to abide by the policies.

c. Why do the rates change when compared to the same time period in the archive
data?
The rates change in comparison to the archive data, because the population estimates used as
the denominators in the rate calculations change. In the years following the decennial census,
the Census Bureau annually produces a set of estimates containing estimates of the current
year population and revised estimates of the population for previous years. Each set of
estimates is referred to as a postcensal series. When the decade has passed, the population
estimates for the preceding decade are revised again, producing an intercensal series of
estimates. For more information, refer to the Population Data section and the section on
Comparison with Other Releases.

3. Race and Ethnicity Questions

a. What racial categories are included in the "Other" classification?
The archive 1999-2004 data set has 3 race groups: Black, Other Races, White. The "other
races" category includes the American Indian or Alaskan Native race category and the Asian or
Pacific Islander race category. The archive 1999-2004 data set does not include Hispanic
ethnicity classifications. The 1999-2013 data set, the archive 2001-2009 populations and the
archive 2005-2006 data set have these four race groups: American Indian or Alaskan Native,
Asian / Pacific Islander, Black or African American, White. The 1999-2013 data set, the archive
2001-2009 populations and the archive 2005-2006 data set have 3 Hispanic Origin categories:
Hispanic or Latino, Not Hispanic or Latino, Not stated.

b. How are multi-racial persons classified?
Race data are collected on death certificates in accordance with the 1977 OMB standards on
race and ethnicity. The 1977 standards specified four race categories (white, black, American
Indian or Alaska Native, and Asian or Pacific Islander) and did not permit more than one racial
category to be identified for an individual. Population data through the 1990s were also
obtained in accordance with the 1977 standards. Race data on the 2000 census were collected
in accordance with the 1997 OMB standards on race and ethnicity. The 1997 standards specify
5 single-race categories (American Indian or Alaskan Native, Asian, black, Hawaiian or Other
Pacific Islander, and white) and permit the reporting of more than one race. As a result, there
were 31 racial groups on the 2000 census (5 single-race groups and 26 multiple-race groups).
NCHS, in collaboration with the Census Bureau, developed methodology for bridging the
multiple-race groups to single-race categories, so that the race categories in the population
data would match the race categories in the mortality data. Please see U.S. Census
Populations With Bridged Race Categories.
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¢. How are Hispanic persons who reported their race as "Other" on the census assigned
to a race group?
The Census Bureau has assigned all persons (including Hispanic persons) who specified their
race as "other" on the census (1980, 1990, and 2000) to one of the OMB specified racial
categories. The algorithm used by the Census Bureau to make these assignments has differed
for the 1980, 1990, and 2000 censuses, and is described in the Population Data section.

Mortality for Infants (under 1 Year of Age)

Causes of death among persons less than one year of age vary greatly during the first year of life,
and therefore special "rates" (actually, ratios) have long been used in public health to provide
meaningful indicators of infant mortality. Infant mortality rates are typically calculated as the
number of deaths per 1,000 live births.

Select "Infant Age Groups" for rates calculated using the number live births as the population
denominator. The default multiplier for Infant Age Groups (live births population) is 1,000 births.
However, the default multiplier for death rates calculated with the population estimate for persons
under 1 year of age is 100,000 persons.

Three commonly used indicators of infant mortality that can be calculated in WONDER are:

1. Infant Mortality Rate
Number of deaths of infants (less than 1 year of age of death)
divided by the number of live births during a given period,
then multiplied by 1,000;

(Deaths of persons under 1 year of age) / Live Births) * 1000

2. Neonatal Mortality Rate
Number of deaths of infants less than 28 days of age
divided by the number of live births during a given period,
then multiplied by 1,000;

(Deaths of persons under 28 days of age) / Live Births) * 1000

3. Postheonatal Mortality Rate
Number of deaths of infants 28 days to 1 year of age
divided by the number of live births during a given period,
then multiplied by 1,000.

(Deaths of persons age 28 days to 1 year of age) / Live Births) * 1000

Note that all three indicators use the same denominator: number of live births during a given
period.

To support these and other infant mortality indicators, the online database provides first-year
mortality data as follows:

Infant Age Groups
less than one day old;
1 to 6 days old;

7 to 27 days old;

and 28 to 364 days old.

Hints:

o Select "Infant Age Groups" for rates calculated using the number live births as
the population denominator. The default multiplier for Infant Age Groups (live
births population) is 1,000 births.

o The single age group labeled "under 1 of age year" in the standard "Age Groups"
list represents the population estimates for this age group. Death rates based on
the population estimates are calculated per 100,000 persons, unless another
multiplier is specified.





o Change the default multiplier for the rate per number of persons in the Additional
Rate Options section on the Request screen.

Notes:

o Age-adjusted rates are not available for the live births population, because each
infant age group uses the same population, the number of live births, to produce
the age-specific rates.

o Age-adjusted rates are available for the "under 1 year of age" group, when this
group is combined with other age groups. Age-adjusted rates are not calculated
for any single age group because the ratio is effectively "1" in this case.

o The number of live births are not summed together for the population total when
the data are grouped by infant age groups, because the number of live births is
used as the population denominator for each infant age group.

o Note that rates for infant age groups are not shown for fewer than twenty
deaths, nor are race and Hispanic Origin data available, due to privacy
constraints; see Assurance of Confidentiality for more information.

Location Updates: notes about specific county-level changes in boundaries
and codes

Comparable total deaths and death rates may be misleading for counties with changing
boundaries. The data collection may lag behind some Federal Information Processing_(FIPS),
location code changes. Some places, such as independent cities and New York City boroughs are
included as unique locations in the data. Some county and census tract area (CA) locations are not
included, instead the deaths are associated with a neighboring county or the previous location
name and FIPS code. The list below of county-level changes is organized alphabetically by state
name and then county name.

1. Alaska boroughs and census areas:
Data are available for Alaskan boroughs and census areas, represented by FIPS codes.

1. Prince of Wales-Hyder Census Area, Hoonah-Angoon Census Area, Skagway
Municipality, Petersburg Borough/Census Area, and Wrangell City and Borough,
Alaska Prince of Wales-Outer Ketchikan Census Area, Alaska, Skagway-Hoonah-
Angoon Census Area, Alaska and Wrangell-Petersburg Census Area, Alaska

= Deaths and population data begin on year 2014 for the following areas: Prince of
Wales-Hyder Census Area, Alaska (FIPS code 02198), Hoonah-Angoon Census Area,
Alaska (FIPS code 02105), Skagway Municipality, Alaska (FIPS code 02230),
Petersburg Borough/Census Area, Alaska (FIPS code 02195) and Wrangell City and
Borough, Alaska (FIPS code 02275). Data are only available for these areas for years
2014-2016; deaths and population estimates for years 1999-2013 are missing (zero).
Thus, counts and rates shown in multi-year requests for these entities do not include
any data for years 1999-2013.
= Beginning in 2014, deaths and population data are no longer available for the following
areas: Prince of Wales-Outer Ketchikan Census Area, Alaska (FIPS code 02201),
Skagway-Hoonah-Angoon Census Area, Alaska (FIPS code 02232) and Wrangell-
Petersburg Census Area, Alaska (FIPS code 02280). Data are only available for these
areas for years 1999-2013; deaths and population estimates for years 2014-2016 are
missing (zero). Thus, counts and rates shown in multi-year requests for these entities
do not include any data for years 2014 and later.
= Hoonah-Angoon Census Area, Alaska (02105) and Skagway Municipality, Alaska
(02230) are formed from the former Skagway-Hoonah-Angoon Census Area, Alaska
(02232). Petersburg Borough/Census Area, Alaska (FIPS code 02195) and Wrangell
City and Borough, Alaska (FIPS code 02275) are formed from the former Wrangell-
Petersburg Census Area, Alaska (FIPS code 02280). Prince of Wales-Hyder Census
Area, Alaska (FIPS code 02198) is formed from the former Prince of Wales-Outer
Ketchikan Census Area, Alaska (FIPS code 02201).
Denali borough, Alaska
On December 7, 1990, Denali, Alaska(FIPS code 02068) was organized, mostly from the
Yukon-Koyukuk census area (FIPS code 02290) with a small part from Southeast Fairbanks
(FIPS code 02240). Deaths and population estimates for Denali are available for year 2003
and later; counts and population estimates for years 1999-2002 are missing (zero). Thus,
counts and rates shown in multi-year requests for this entity do not include any data for





years prior to 2003, only data for 2003 and later. For the years 1989-2002, deaths and
population estimates for Denali have been recoded to Yukon-Koyukuk (FIPS code 02290).
2. Yukon-Koyukuk, Alaska
Yukon-Koyukuk, Alaska (FIPS code 02290) shows a discontinuity in the mortality and
population data for Yukon-Koyukuk Census Area (FIPS code 02290) between 2002 and
2003. The discontinuity occurs because part of Yukon-Koyukuk Census Area became Denali
Borough, Alaska (FIPS code 02068) and beginning in 2003, deaths and population counts
for this former part of Yukon-Koyukuk are reported for Denali Borough and are no longer
included with data for Yukon-Koyukuk.
2. Colorado:
1. Adams, Colorado
Adams county, Colorado (FIPS code 08001) shows a discontinuity in the mortality and
population data between 2002 and 2003. This discontinuity occurs because territory in
each of these four counties has been combined to form a new county, Broomfield, Colorado
(FIPS code 08014). Beginning in 2003, deaths and population counts for this territory are
reported for Broomfield county and are no longer included with data for Adams county.
2. Boulder, Colorado
Boulder county, Colorado (FIPS code 08003) shows a discontinuity in the mortality and
population data between 2002 and 2003. This discontinuity occurs because territory in
each of these four counties has been combined to form a new county, Broomfield, Colorado
(FIPS code 08014). Beginning in 2003, deaths and population counts for this territory are
reported for Broomfield county and are no longer included with data for Boulder county.
3. Broomfield county
Broomfield county, Colorado (FIPS code 08014) was created effective November 15, 2001
from parts of four counties: Adams, Boulder, Jefferson, and Weld. Deaths and population
estimates for Broomfield county are available for year 2003 and later. Deaths and
population estimates before 2003 are coded to the original locations. For years 1999-2002,
data for Broomfield county are missing (zero). Thus, counts and rates shown in multi-year
requests for this entity do not include any data for years prior to 2003, only data for 2003
and later.
4. Jefferson, Colorado
Jefferson county, Colorado (FIPS code 08059) shows a discontinuity in the mortality and
population data between 2002 and 2003. This discontinuity occurs because territory in
each of these four counties has been combined to form a new county, Broomfield, Colorado
(FIPS code 08014). Beginning in 2003, deaths and population counts for this territory are
reported for Broomfield county and are no longer included with data for Jefferson county.
5. Weld, Colorado
Weld county, Colorado (FIPS code 080123) shows a discontinuity in the mortality and
population data between 2002 and 2003. This discontinuity occurs because territory in
each of these four counties has been combined to form a new county, Broomfield, Colorado
(FIPS code 08014). Beginning in 2003, deaths and population counts for this territory are
reported for Broomfield county and are no longer included with data for Weld county.
3. Florida: Dade county and Miami city
Dade county, Florida (FIPS code 12025) was renamed Miami-Dade County and its FIPS code
changed to 12086, effective November 13, 1997. The new code [12086] is used here.
4. Maryland: Baltimore city and Baltimore county
The independent city of Baltimore, Maryland has been treated as a county. Death counts and
population estimates are reported separately for Baltimore city (FIPS code 24510) and
Baltimore county (FIPS code 24005).
5. Missouri:
1. St. Genevieve county, Missouri
In order to achieve alphabetical consistency, the FIPS code for St. Genevieve, Missouri was
changed in 1979 from 29193 to 29186. The new code (29186) is used here.
2. St. Louis city and St. Louis county, Missouri
The independent city of St. Louis, Missouri has been treated as a county. Death counts and
population estimates are reported separately for St. Louis city (FIPS code 29510) and St.
Louis county (FIPS code 29189).
6. Nevada: Carson City
The independent city of Carson City, Nevada (FIPS code 32510) has been treated as a county.
Deaths and population estimates are shown separately from the adjacent counties for Carson
City, Nevada.
7. New York: New York City boroughs
The five boroughs of New York City have been treated as counties and maintained as separate





entities on this file.

Borough County FIPS Code
Bronx Bronx 36005
Brooklyn Kings 36047

Manhattan New York 36061
Queens Queens 36081
Staten Island Richmond 36085

8. Virginia independent cities:

a.

Alleghany, Virginia

Alleghany, Virginia (FIPS code 51005) shows a discontinuity in mortality and population
data ) between 2000 and 2001. This discontinuity occurs because beginning in 2001, death
counts and population estimates for Clifton Forge city, Virginia (FIPS code 51560) have
been combined with those for Alleghany county.

. Bedford City, Virginia

Bedford City, Virginia (FIPS code 51515), formerly an independent city, merged with
Bedford County, Virginia (FIPS code 51019) on July 1, 2013. Beginning in year 2014, this
change is effective for deaths and population estimates. Deaths and population estimates
for Bedford City, Virginia (FIPS code 51515) are only available for the years prior to 2014.
Deaths are population estimates are missing (zero) for Bedford City, Virginia beginning in
year 2014. Bedford County, Virginia (FIPS code 51019) has a discontinuity in the
population estimates between 2013 and 2014 due to the addition of the city population.

. Clifton Forge city, Virginia

On July 1, 2001, Clifton Forge city, Virginia (FIPS code 51560), formerly an independent
city, merged with Alleghany county (FIPS code 51005). Deaths and population estimates
are available for Clifton Forge city through the year 2000. For 2001 and beyond, death
counts and population estimates for Clifton Forge city have been combined with those for
Alleghany county, Virginia (FIPS code 51005). Death counts and population estimates for
this entity from multi-year requests only reflect data from 1999 and 2000; for years 2001
and beyond they are shown as missing (zero).

. Nansemond city, Virginia

Nansemond city, Virginia (FIPS code 51123) has been part of the independent city of
Suffolk, VA (FIPS code 51800) since 1979. For all years, death counts and population
estimates for Nansemond have been aggregated with those for Suffolk city.

. Table of Virginia independent cities and counties

The Virginia independent cities are treated as counties and appear on the data with the
following FIPS codes:

Independent City County

Name FIPS code Name FIPS code





Alexandria 51510 Arlington 51013

Bedford 51515 Bedford 51019
Bristol 51520 Washington 51191
Buena Vista 51530 Rockbridge 51163
Charlottesville 51540 Albemarle 51003
Chesapeake 51550

Clifton Forge 51560 Alleghany 51005
Colonial Heights 51570 Chesterfield 51041
Covington 51580 Alleghany 51005
Danville 51590 Pittsylvania 51143
Emporia 51595 Greensville 51081
Fairfax 51600 Fairfax 51059
Falls Church 51610 Fairfax 51059
Franklin 51620 Southampton 51175
Fredericksburg 51630 Spotsylvania 51177
Galax 51640 Grayson 51077
Hampton 51650

Harrisonburg 51660 Rockingham 51165
Hopewell 51670 Prince George 51149
Lexington 51678 Rockbridge 51163
Lynchburg 51680 Campbell 51031
Manassas 51683 Prince William 51153
Manassas Park 51685 Prince William 51153
Martinsville 51690 Henry 51089
Newport News 51700

Norfolk 51710

Norton 51720 Wise 51195
Petersburg 51730 Dinwiddie 51053
Poquoson 51735 York 51199
Portsmouth 51740 Norfolk city 51710
Radford 51750 Montgomery 51121
Richmond 51760 Henrico 51087
Roanoke 51770 Roanoke 51161
Salem 51775 Roanoke 51161
Staunton 51790 Augusta 51015
Suffolk 51800

Virginia Beach 51810

Waynesboro 51820 Augusta 51015
Williamsburg 51830 James City 51095
Winchester 51840 Frederick 51069

This page last reviewed: Wednesday, December 20, 2017

This information is provided as technical reference material. Please contact us at cwus@cdc.gov to request a simple text version of this
document.
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[bookmark: Start]Quality Benchmark Measure Description 

The percentage of the population ≥ 18 years of age who received a prescription for opioids at an average daily dose ≥ 90 morphine milligram equivalents (MME) for ≥ 15 total day supply during the calendar year (CY).  

Eligible Population

All Delaware residents. 

Ages 18 years or older as of January 1 of the CY. 

Received at least two opioid prescriptions during the CY on two separate dates and with ≥ 15 total day supply.

Exclusions

Age less than 18 years old as of January 1 of the CY.

Denominator

Final eligible population.

Numerator

The number of individuals whose average daily MME was ≥ 90 during the CY.

Medication List 

As defined by the Delaware Prescription Monitoring Program. Note: includes opioid agonists only, not partial agonists (e.g., buprenorphine).

Total MME

Total sum of the MME dose for all opioid prescriptions during the CY.

Treatment Period

The treatment period start date is the earliest opioid prescription dispense date[footnoteRef:1] during the CY. The end date is the last opioid prescription dispense date during the CY, plus the day supply, minus one. If the end date extends past December 31 of the CY, the end date is December 31.   [1:  Defined by DE PDMP as the date the patient takes possession of the medication (sold date) ] 


Metrics for Computing Quality Benchmark

Percent of individuals with an average MME/Day >/= 90 among those in the denominator.  

Data Source

Delaware’s Prescription Monitoring Program.
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Measure Description Market Data Source/Technical
Name Specifications®

Persistence of
beta-blocker
treatment after
a heart attack
(PBH)

Statin therapy
for patients
with
cardiovascular
disease (SPC)

CY 2019-2021 Quality Benchmarks

during the measurement
year.

The percentage of members
18 years of age and older
during the measurement
year who were hospitalized
and discharged alive with a
diagnosis of acute
myocardial infarction and
who received persistent
beta-blocker treatment for
six months after discharge.

The percentage of males
21 years to 75 years of age
and females 40 years to

75 years of age who have
clinical atherosclerotic
cardiovascular disease and
who received and adhered
to statin therapy.

Commercial
and
Medicaid

Commercial
and
Medicaid

State of Delaware

Claims
NCQA-HEDIS®
https://www.ncqa.org/hedis/measures/

Claims
NCQA-HEDIS®
https://www.ncqa.org/hedis/measures/

Baseline data were reported for each measure using the specified methodology. Aspirational
benchmarks were determined for each measure, with a five-year goal for the measure. Annual quality
benchmark values were determined by comparing baseline data to the aspirational value and dividing
by five, with the annual quality benchmark value being adjusted annually by the quotient. Resulting
values were rounded to one decimal point.
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Table 10. Quality Benchmarks

Measure Aspirational Goal |Baseline 2019 2020 2021 Annual
and Source Rate Goal Goal Goal Improvement
Goal

Health Status Measures

Adult obesity  27.4% All State. 30.7% 30.0% 29.4% 28.7% 0.7 percentage

Seventy-fifth points
percentile (all
states, 2016

BRFSS, CDC)
Opioid-related 13.3 deaths per 16.9 deaths 16.2 155 per 14.7 0.7 deaths per
overdose 100,000 (state per 100,000 per 100,000  per 100,000
deaths population) 100,000 100,000

Fiftieth percentile
(all states, 2016,

CDC)
Health Care Measures
Use of opioids 10% Based on 13.2% N/A 12.4% 11.6% 0.8 percentage
at high historical trend of points
dosage data prior to
baseline
EDU 165.9 visits?® per 196 visits?*  190.0 1839 per 177.9 6 visits per
1,000 risk per 1,000 per 1,000%2 per 1,0002%8
standardized rate. 1,000 1,000%8
Commercial.
Seventy-fifth

percentile (national,
commercial all lines
of business, 2017,
NCQA 2018 Quality
Compass)

20 The national EDU risk-standardized rate was calculated by multiplying the national average observed-to-expected ratio by
the national average observed rate. Delaware plan-specific risk-standardized rates are calculated dividing the plan’s
observed-to-expected ratio by the national risk-standardized rate.

2! Delaware’s baseline was derived from the weighted average performance of Aetna, Cigna, Highmark and
UnitedHealthcare. Aetna Health Inc. (Pennsylvania) — Delaware and Aetna Life Insurance Company (Delaware) rates have
been combined based on Delaware enrollment rates to create the “Aetna” rate. Weights were HEDIS® 2018 (CY 2017 data)
enrollment by plan.

22 Due to substantive change in EDU measure specification, NCQA recommends a break in trending for all product lines.
Benchmarks may need to be reset once the CY 2020 national median rate result is available.
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Measure Aspirational Goal |Baseline Annual
and Source Rate Improvement
Goal
Persistence of 91.9% Commercial. 80.2%23 82.5% 84.9% 87.2% 2.3 percentage
beta blocker  Ninetieth percentile points
afteraheart  (national,
attack — commercial all lines

Commercial  of business, 2017,
NCQA 2018 Quality

Compass)
Persistence of 83.9% Medicaid. 77.6%2* 78.8% 80.1% 81.3% 1.3 percentage
beta blocker  Seventy-fifth points
after aheart  percentile (national,
attack — Medicaid HMO,
Medicaid 2017, NCQA 2018
Quality Compass)
Statin therapy 82.1% 79.4%2° 79.9% 80.5% 81.0% 0.5 percentage
for patients Ninetieth percentile et
with (national,
cardiovascular commercial all lines
disease — of business, 2017,
Commercial  NCQA 2018 Quality
Compass)
Statin therapy 68.3% 56.9%2° 59.2% 61.5% 63.7% 2.3 percentage
for patients  Seventy-fifth points
with percentile (national,
cardiovascular Medicaid HMO,
disease — 2017, NCQA 2018
Medicaid Quality Compass)

23 Delaware’s baseline is Highmark’s baseline rate, as Highmark was the only plan with commercial data available in NCQA’s
Quiality Compass for HEDIS® 2018 (CY 2017 data).

24 Delaware’s baseline is Highmark’s baseline rate, as Highmark was the only plan with Medicaid data available in NCQA'’s
Quality Compass for HEDIS® 2018 (CY 2017 data).

25 Delaware’s baseline was derived from the weighted average performance of Aetna, Cigna, Highmark and
UnitedHealthcare. Aetna data are from Aetna Life Insurance Company (Delaware), as no data were available for Aetna
Health Inc. (Pennsylvania) — Delaware. Weights were HEDIS® 2018 (CY 2017 data) enrollment by plan.

26 Delaware’s baseline is Highmark’s baseline rate, as Highmark was the only plan with Medicaid data available in NCQA'’s
Quality Compass for HEDIS® 2018.
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DHCC’s Annual Review of Changes to Quality Measure Specifications

DHCC staff will conduct an annual review of the specifications to determine if any changes have been
made that could have an impact on performance rates when compared to the benchmark year.

For the respective measure, the BRFSS and YRBS surveys will be evaluated to determine if there are
changes to the survey questions, the method of distribution or with the population receiving the survey
or any other difference, which might affect the comparison. The Wonder MCD will also be reviewed to
identify any changes in coding or reporting. This information is available on the CDC website.

For other quality measures, the technical specifications will be reviewed and compared. NCQA makes
updates to the HEDIS® measure set on an annual basis, and provides information on which measures
were changed and how the methodology has changed. Any material changes to HEDIS®
specifications will need to be reviewed and an assessment made on whether the existing benchmarks
are still appropriate or need to be revised to align with the applicable new specifications. Alternatively,
DHCC may ask the payers to submit data using the previous specifications if that is determined to be
the preferred solution. DHCC and the Prescription Monitoring Program will review the methodology of
the Use of Opioids at High Dosage measure to determine if any methodological changes are needed
and/or DHCC may request that PMP sign an attestation the methodology is still relevant and valid.

Once the review is completed, DHCC will take the following steps:

1. For Health Status Measures, DHCC should ask the Department of Health and Social Services
(DHSS) Division of Public Health staff if the changes to the specifications are substantive.

A. If DHSS Division of Public Health staff view these changes as potentially substantive, DHCC
should obtain the national median performance for the measurement year in which the
potentially substantive specification change occurred as well as the three most recent available
performance periods prior to the potentially substantive change.?” Steps to calculate the
national performance are included in Appendix I.

B. If changes are deemed not substantive, no further steps need to be taken.

2. For health care measures,?® DHCC will review NCQA's Measure Trending Determinations (posted
at https://www.ncga.org/hedis/measures/ in March/April following the measurement period).

A. If NCQA has recommended trending with caution or a break in trending, DHCC should obtain
the national median performance for the measurement year in which the potentially substantive
specification occurred once available, as well as the three most recent available performance
periods prior to the potentially substantive change. Steps to calculate the national performance
are included in Appendix I.

B. If NCQA has not recommended trending with caution or a break in trending, no further steps
need to be taken.

2T The YRBS survey is administered every other odd year, so a lookback for “high school students who were physically
active” will span six years for prior performance.

28 |t will be necessary to develop an alternative approach if the opioid related measure is not an NCQA HEDIS® measure.
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3. For measures that have a recommended trending with caution, evaluate the performance change

5.

over time to assess the measure’s benchmark. For measures with separate Commercial and
Medicaid rates, this step should be performed individually for each line of business. DHCC may
elect to perform this step with measures that have a recommended break in trending or they may
eliminate this step and proceed to number 4.

A. Calculate the year-over-year trend for each of the prior performance years and compare that
value to the measurement year trend absolute value.

i. If the difference between the two absolute values is greater than three percentage points,
the change should be considered substantive.

If NCQA has recommended a break in trending and/or the change is deemed substantive, DHCC
staff have three options:

A. Remove the measure’s quality benchmark for the affected and future years. This should only
be done if the revised measure’s results indicate there is:

i. No longer an opportunity for improvement in Delaware; or

ii. The change to the measure is so dramatic any benchmark adjustment is deemed
inappropriate to DHSS or DHCC).

B. Reset the measure’s benchmark for the year in which there was a substantive change as well
as all future years for which there is a benchmark.

C. Maintain the original benchmark and re-evaluate after the next measurement period.
If DHCC staff choose to reset the benchmark, the following steps will be taken:

A. DHCC will adjust both the aspirational benchmark and the prior year’'s performance rate by the
trend difference as calculated in step 3.

B. DHCC will next subtract the prior year's benchmark rate from the aspirational benchmark value
and divide the result by the number of years remaining until the aspirational benchmark year
(2023).

C. Finally, DHCC will adjust the annual benchmarks by the quotient of step 5b with resulting
values rounded to one decimal point.

Data Sources for Review of 2020 Quality Data Year Specifications

The table below includes the following information for each quality measure:

The specification used to calculate the original benchmarks.
The location for obtaining updated specifications each year.

The 2020 specifications, as well as a determination of whether there were substantive changes in
2020.
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Table 11. Quality Measures’ Data Sources

Measure Benchmark Specification Location |2020 Determination of
Specification Substantive Changes And

Specification
Health Status Measures

Adult obesity 2016 BRFSS https://www.cdc.gov/brfss/ No substantive changes
guestionnaires/index.htm o

A=

2019—BR.FSS.—Questi
onnaire-508.pdf
Opioid-related 1999-2019 CDC https://wonder.cdc.gov/wo 2020 specification not available
overdose deaths WONDER nder/help/mcd.html as of 5/07/2021, but no
substantive changes in 2019

Multiple Cause of
Death 1999-2019.pd

Health Care Measures

Use of opioids at 2019 Delaware PMP Implementation manual No substantive changes
high dosage Data

EDU HEDIS® 2018, modified https://www.ncga.org/hedi Measurement year 2020
to use s/measures/ contains substantive changes
risk-standardized rate and NCQA recommends a

break in trending. The
specifications were updated to
remove visits that convert to
observation stays and remove
high frequency utilizers from the
risk-adjusted performance rates.
A new outlier rate was added to
report high-frequency utilizers.

Persistence of HEDIS® 2018 https://www.ncga.org/hedi No substantive changes
beta-blocker s/measures/

treatment after a

heart attack

Statin therapy HEDIS® 2018 https://www.ncga.org/hedi No substantive changes
for patients with s/measures/

cardiovascular

disease — statin

adherence 80%
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OMB Header and Introductory Text

Read if necessary

Public reporting burden of this
collection of information is
estimated to average 27 minutes
per response, including the time
for reviewing instructions,
searching existing data sources,
gathering and maintaining the
data needed, and completing and
reviewing the collection of
information. An agency may not
conduct or sponsor, and a person
is not required to respond to a
collection of information unless it
displays a currently valid OMB
control number. Send comments
regarding this burden estimate or
any other aspect of this collection
of information, including
suggestions for reducing this
burden to CDC/ATSDR Reports
Clearance Officer; 1600 Clifton
Road NE, MS D-74, Atlanta,
Georgia 30333; ATTN: PRA (0920-
1061).

Read

Interviewer instructions
(not read)

Form Approved

OMB No. 0920-1061
Exp. Date 3/31/2021

Interviewers do not need to read any
part of the burden estimate nor provide
the OMB number unless asked by the
respondent for specific information. If a
respondent asks for the length of time of
the interview provide the most accurate
information based on the version of the
questionnaire that will be administered
to that respondent. If the interviewer is
not sure, provide the average time as
indicated in the burden statement. If
data collectors have questions
concerning the BRFSS OMB process,
please contact Carol Pierannunzi at

ivkz@cdc.gov.

HELLO, | am calling for the
(health department). My name is
(name). We are gathering
information about the health of
(state) residents. This project is
conducted by the health
department with assistance from
the Centers for Disease Control
and Prevention. Your telephone
number has been chosen
randomly, and | would like to ask
some questions about health and
health practices.




mailto:ivk7@cdc.gov



Landline Introduction

Question
Number

LLO1.

Question text

Is this [PHONE
NUMBER]?

Variable
names

CTELENM1

Responses
(DO NOT
READ
UNLESS
OTHERWIS
E NOTED)
1Yes

SKIP INFO/
CATI Note

Go to LLO2

Interviewer
Note (s)

2 No

TERMINAT
E

Thank you very
much, but |
seem to have
dialed the
wrong number.
It's possible that
your number
may be called at
a later time.

Column(

s)

63

LLO2.

Is this a private
residence?

PVTRESD1

1 Yes

Go to LLO4

Read if
necessary: By
private
residence we
mean
someplace like a
house or
apartment.

Do not read:
Private
residence
includes any
home where the
respondent
spends at least
30 days
including
vacation homes,
RVs or other
locations in
which the
respondent lives
for portions of
the year.

2 No

Go to LLO3

If no, business
phone only:
thank you very
much but we
are only

64






interviewing
persons on
residential
phones lines at
this time.

NOTE: Business
numbers which
are also used for
personal
communication
are eligible.

Read if
necessary: By
college housing
we mean
dormitory,
graduate
student or
visiting faculty
housing, or
other housing
arrangement
provided by a
college or
university.

Go to LLO4

LLO4. Do you currently | STATERE1 Gotollos | |66
live
in__(state)

?






persons who
live in [STATE] at
this time.

LLO5. Is this a cell CELPHONE 1VYes,itis | TERMINAT | Read: Thank you | 67
phone? a cell E very much but
phone we are only
interviewing by
landline
telephones in
private
residences or
college housing
at this time.
2 Notacell | GotoLLO6 | Read if
phone necessary: By
cell phone we
mean a
telephone that
is mobile and
usable outside
your
neighborhood.
Do not read:
Telephone
service over the
internet counts
as landline
service (includes
Vonage, Magic
Jack and other
home-based
phone services).
LLOG6. Are you 18 LADULT1 1Yes [CATI 68
years of age or NOTE: IF
older? COLLEGE
HOUSING =
“YES,”
CONTINUE;
OTHERWIS
EGOTO
ADULT
RANDOM
SELECTION
]
2 No TERMINAT | Read: Thank you
E very much but

we are only
interviewing






persons aged 18
or older at this
time.

LLO7. Are you male or | COLGSEX 1 Male ONLY for 69
female? 2 Female responden
ts who are
LL and
COLGHOUS
=1.
7 Don’t TERMINAT | Thank you for
know/Not | E your time, your
sure number may be
9 Refused selected for
another survey
in the future.
LLOS. | need to NUMADULT | 1 Goto LLO9 | Read: Are you 70-71
randomly select that adult?
one adult who If yes: Then you
lives in your are the person |
household to be need to speak
interviewed. with.
Excluding adults If no: May |
living away from speak with the
home, such as adult in the
students away household?
at college, how 2-6 or Go to LL10.
many members more
of your
household,
including
yourself, are 18
years of age or
older?
LLO9. Are you male or | LANDSEX 1 Male GO to 72
female? 2 Female Transition
Section 1.
7 Don’t TERMINAT | Thank you for
know/Not | E your time, your
sure number may be
9 Refused selected for
another survey
in the future.
LL10. How many of NUMMEN L 73-74
these adults are Number

men?






77 Don’t

know/ Not
sure
99 Refused
LL11. So the number NUMWOME Do not read: 75-76
of women inthe | N Confirm the
household is [X]. number of adult
Is that correct? women or
clarify the total
number of
adults in the
household.
Read: The
persons in your
household that |
need to speak
with is
[Oldest/Younges
t/ Middle//Male
/Female].
LL12 The person in RESPSLCT 1 Male 77
your household 2 Female
that | need to
speak with is 7 Don’t TERMINAT | Thank you for
[Oldest/Younges know/Not | E your time, your
t/ Middle//Male sure number may be
/Female]. Are 9 Refused selected for
you the another survey
[Oldest/Younges in the future.
t/ Middle//Male
/Female] in this
household?
Transitio | will not Do not read:
nto ask for Introductory
Section your last text may be
1. name, reread when
address, or selected
other respondent is
personal reached.
informatio
n that can Do not read:
identify The sentence
you. You “Any
do not information you
have to give me will not
answer be connected to
any any personal

question

information”






you do not
want to,
and you
canend
the
interview
at any
time. Any
informatio
nyou give
me will not
be
connected
to any
personal
informatio
n. If you
have any
questions
about the
survey,
please call
(give
appropriat
e state
telephone
number).

may be replaced
by “Any
personal
information that
you provide will
not be used to
identify you.” If
the state
coordinator
approves the
change.






Cell Phone Introduction

Question Question text VELLELIS Responses SKIP INFO/ Interviewer Column(s
Number names (DO NOT CATI Note Note (s) )
READ UNLESS
OTHERWISE
NOTED)
CPO1. Is this a safe SAFETIME | 1Yes Go to CP02 78
time to talk with 2 No ([set Thank you
you? appointmen | very much.
t if possible]) | We will call
TERMINATE] | you back at
a more
convenient
time.
CP02. Is this [PHONE CTELNUM | 1 Yes Go to CP0O3 79
NUMBER]? 1 2 No TERMINATE
CP03. Is this a cell CELLFONS5 | 1 Yes Goto 80
phone? CADULT
2 No TERMINATE If "no”:
thank you
very much,
but we are
only
interviewing
persons on
cell
telephones
at this time
CP04. Are you 18 years | CADULT1 1Yes 81
of age or older?
2 No TERMINATE Read: Thank
you very
much but
we are only
interviewing
persons
aged 18 or
older at this
time.
CPO5. Are you male or | CELLSEX 1 Male 82
female? 2 Female
7 Don’t TERMINATE | Thank you
Know/ Not for your
sure time, your






9 Refused

number
may be
selected for
another
survey in
the future.

CPO6.

Do you live in a
private
residence?

PVTRESD3

1Yes

Go to CP0O8

Read if
necessary:
By private
residence
we mean
someplace
like a house
or
apartment
Do not
read:
Private
residence
includes any
home
where the
respondent
spends at
least 30
days
including
vacation
homes, RVs
or other
locations in
which the
respondent
lives for
portions of
the year.

2 No

Go to CP0O7

83

CP0O7.

Do you live in
college housing?

CCLGHOU
S

1Yes

Go to CP0O8

Read if
necessary:
By college
housing we
mean
dormitory,
graduate
student or
visiting
faculty
housing, or

84






other

housing
arrangemen
t provided
by a college
or
university.
2 No TERMINATE | Read: Thank
you very
much, but
we are only
interviewing
persons
who live in
private
residences
or college
housing at
this time.
CPO0S8. Do you currently | CSTATE1 1Yes Go to CP10 85
live 2 No Go to CP09
in___ (state)
?
CP09. In what state do | RSPSTAT1 | 1 Alabama 86-87
you currently 2 Alaska
live? 4 Arizona
5 Arkansas
6 California
8 Colorado
9 Connecticut
10 Delaware
11 District of
Columbia
12 Florida
13 Georgia
15 Hawaii
16 Idaho
17 lllinois
18 Indiana
19 lowa
20 Kansas
21 Kentucky
22 Louisiana
23 Maine
24 Maryland
25

Massachusett
S






26 Michigan
27 Minnesota
28 Mississippi
29 Missouri
30 Montana
31 Nebraska
32 Nevada
33 New
Hampshire
34 New
Jersey

35 New
Mexico

36 New York
37 North
Carolina

38 North
Dakota

39 Ohio

40 Oklahoma
41 Oregon
42
Pennsylvania
44 Rhode
Island

45 South
Carolina

46 South
Dakota

47 Tennessee
48 Texas

49 Utah

50 Vermont
51 Virginia
53
Washington
54 West
Virginia

55 Wisconsin
56 Wyoming
66 Guam

72 Puerto
Rico

78 Virgin
Islands

99 Refused

CP10.

Do you also have
a landline

LANDLINE

1 Yes
2 No

Read if
necessary:

88






How many HHADULT
members of your
household,

including

yourself, are 18
years of age or
older?

_ _ Number

77 Don’t
know/ Not
sure

99 Refused

If CPO7 = yes
then
number of
adults is
automaticall
ysettol











Core Section 1: Health Status

Question
Number

Co01.01

Question
text

Would you
say that in
general your
health is—

Variable
names

GENHLTH

Responses
(DO NOT
READ
UNLESS
OTHERWISE
NOTED)
Read:

1 Excellent
2 Very Good
3 Good

4 Fair

5 Poor

Do not read:

7 Don’t
know/Not
sure

9 Refused

SKIP
INFO/
CATI Note

Interviewer Note

(s)

Column(s)

101






Core Section 2: Healthy Days

Question Question VELLELIS Responses SKIP INFO/ Interviewer Column(s)
Number text names (DO NOT CATI Note Note (s)
READ
UNLESS
OTHERWISE
NOTED)
C02.01 Now thinking | PHYSHLTH | __ Number 102-103
about your of days (01-
physical 30)
health, which 88 None
includes 77 Don’t
physical know/not
illness and sure
injury, for 99 Refused
how many
days during
the past 30
days was
your physical
health not
good?
C02.02 Now thinking | MENTHLTH | __ Number 104-105
about your of days (01-
mental 30)
health, which 88 None
includes 77 Don’t
stress, know/not
depression, sure
and 99 Refused
problems
with
emotions, for
how many
days during
the past 30
days was
your mental
health not
good?
C02.03 During the POORHLTH | __ Number | Do not ask 106-107
past 30 days, of days (01- | this question
for about 30) and skip to
how many 88 None next section
days did poor if C02.01,
physical or PHYSHLTH, is











Core Section 3: Healthcare Access

Question Question text Variable Responses SKIP INFO/ Interviewer Column(s)
Number names (DO NOT CATI Note Note (s)
READ
UNLESS
OTHERWISE
NOTED)
C03.01 Do you have HLTHPLN1 | 1 Yes If using 108
any kind of Healthcare
health care Access
coverage, (HCA)
including Module go
health to HCA.01,
insurance, else
prepaid plans continue
such as 2 No
HMOs, or 7 Don’t
government know/Not
plans such as Sure
Medicare, or 9 Refused
Indian Health
Service?
C03.02 Do you have PERSDOC2 | 1 Yes, only If No, read: Is 109
one person one there more
you think of 2 More than than one, oris
as your one there no
personal 3 No person who
doctor or 7 Don’t you think of as
health care know / Not your personal
provider? sure doctor or
9 Refused health care
provider?
C03.03 Was there a MEDCOST | 1Yes 110
time in the 2 No
past 12 7 Don’t
months when know / Not
you needed to sure
see a doctor 9 Refused
but could not
because of
cost?
C03.04 About how CHECKUP1 | Read if Read if 111
long has it necessary: necessary: A
been since 1 Within the routine
you last past year checkup is a
visited a (anytime less general











Core Section 4: Hypertension Awareness

Question Question text  Variable Responses SKIP Interviewer Note  Column(s)
Number names INFO/ (s)

(DO NOT CATI Note

READ UNLESS

OTHERWISE

NOTED)

C04.01 Have you ever | BPHIGH4 | 1 Yes If “Yes” and 112
been told by a respondent is
doctor, nurse, 2 Yes, but Go to female, ask: “Was
or other female tf)ld next_ this only when
health only during section you were

rofessional pregnancy ”
fhat you have 3 No pregnant?
high blood 4 Told
pressure? borderline
high or pre- By other health
hypertensive professional we
7 Don’t know mean nurse
/ Not sure practitioner, a
9 Refused physician
assistant, or
some other
licensed health
professional.

C04.02 Are you BPMEDS 1 Yes 113
currently 2 No
taking 7 Don’t know
prescription / Not sure
medicine for 9 Refused
your high
blood
pressure?






Core Section 5: Cholesterol Awareness

SKIP INFO/ Interviewer
CATI Note Note (s)

Column(s)

Question Question Variable
Number text names

Responses

C05.01

Blood
cholesterol is
a fatty
substance
found in the
blood. About
how long has
it been since
you last had
your blood
cholesterol
checked?

CHOLCHK2

(DO NOT
READ
UNLESS
OTHERWISE
NOTED)

1 Never

2 Within the
past year
(anytime less
than one
year ago)

3 Within the
past 2 years
(1 year but
less than 2
years ago)

4 Within the
past 3 years
(2 years but
less than 3
years ago)

5 Within the
past 4 years
(3 years but
less than 4
years ago)

6 Within the
past 5 years
(4 years but
less than 5
years ago)

8 5 or more
years ago

If response
=1,9.

GOTO
Next
section.

114






C05.02

Have you
ever been
told by a
doctor, nurse
or other
health
professional
that your
blood
cholesterol is
high?

TOLDHI2

1Yes

2 No

7 Don’t
know / Not
sure

9 Refused

If response
=2,7,9
GOTO next
section.

By other health
professional we
mean nurse
practitioner, a
physician
assistant, or
some other
licensed health
professional.

115






Core Section 6: Chronic Health Conditions

Question Question text Variable Responses SKIP INFO/ Interviewer Column(s)
Number names (DO NOT CATI Note Note (s)
READ
UNLESS
OTHERWISE
NOTED)
C06.01 Has a doctor, CVDINFR4 1 Yes 117
nurse, or other 2 No
health 7 Don’t
professional know / Not
ever told you sure
that you had 9 Refused
any of the
following? For
each, tell me
Yes, No, Or
You're Not
Sure.

(Ever told) you
that you had a
heart attack

also called a
myocardial
infarction?
C06.02 (Ever told) CVDCRHD4 | 1Yes 118
(you had) 2 No
angina or 7 Don’t
coronary heart know / Not
disease? sure
9 Refused
C06.03 (Ever told) CVDSTRK3 | 1 Yes 119
(you had) a 2 No
stroke? 7 Don’t
know / Not
sure
9 Refused
C06.04 (Ever told) ASTHMA3 1Yes 120
g\gﬁr::g) 2 No Go to
) 7 Don’t C06.06
know / Not
sure
9 Refused
C06.05 Do you still ASTHNOW | 1 Yes 121

have asthma? 2 No






C06.07

C06.09

(Ever told)
(you had) any
other types of
cancer?

(Ever told)
(you had) a
depressive
disorder
(including
depression,
major
depression,
dysthymia, or
minor
depression)?

CHCOCNCR

ADDEPEV2

7 Don’t
know / Not

sure
9 Refused

1Yes

2 No

7 Don’t
know / Not
sure

9 Refused

1Yes

2 No

7 Don’t
know / Not
sure

9 Refused

123

125






C06.11 (Ever told) DIABETE3 1 Yes If yes and 127
(you had) respondent is
diabetes? female, ask:

was this only
when you were
pregnant? If
respondent
says pre-
diabetes or
borderline
diabetes, use
response code
4,

2 Yes, but Go to Pre-

female told | Diabetes

only during | Optional

pregnancy Module (if

3 No used).

4 No, pre- Otherwise,

diabetes or | go to next

borderline section.

diabetes

7 Don’t

know / Not

sure

9 Refused

C06.12 How old were | DIABAGE2 | _ Code age | Goto 128-129
you when you inyears [97 | Diabetes
were told you =97 and Module if
had diabetes? older] used,

98 Don‘t otherwise
know / Not | go to next
sure section.

99 Refused






Core Section 7: Arthritis

Question
Number

C07.01

Question text

(Ever told)
(you had)
some form of
arthritis,
rheumatoid
arthritis, gout,
lupus, or
fibromyalgia?

Variable
names

HAVARTH3

Responses
(DO NOT
READ
UNLESS
OTHERWISE
NOTED)
1Yes

2 No Go to
7 Don’t next
know / Not section
sure

9 Refused

Interviewer Note

(s)

Arthritis diagnoses
include:
rheumatism,
polymyalgia
rheumatic,
osteoarthritis (not
osteoporosis),
tendonitis,
bursitis, bunion,
tennis elbow,
carpal tunnel
syndrome, tarsal
tunnel syndrome,
joint infection,
Reiter’s
syndrome,
ankylosing
spondylitis;
spondylosis,
rotator cuff
syndrome,
connective tissue
disease,
scleroderma,
polymyositis,
Raynaud’s
syndrome,
vasculitis, giant
cell arteritis,
Henoch-Schonlein
purpura,
Wegener’s
granulomatosis,
polyarteritis
nodosa)

Column(s)

130

C07.02

Has a doctor
or other health
professional

ARTHEXER

1 Yes
2 No

If the respondent
is unclear about
whether this

131






ever suggested 7 Don’t means increase or
physical know / Not decrease in
activity or sure physical activity,
exercise to 9 Refused this means

help your increase.

arthritis or

joint

symptoms?

C07.03 Have you ever | ARTHEDU 1Yes 132
taken an 2 No
educational 7 Don’t
course or class know / Not
to teach you sure
how to 9 Refused
manage
problems
related to your
arthritis or
joint
symptoms?

C07.04 Are you now LMTJOIN3 | 1Yes If a respondent 133
limited in any 2 No question arises
way in any of 7 Don’t about medication,
your usual know / Not then the
activities sure interviewer
because of 9 Refused should reply:
arthritis or "Please answer
joint the question
symptoms? based on how you

are when you are
taking any of the
medications or
treatments you
might use

C07.05 In the next ARTHDIS2 1Yes If respondent 134
question, we 2 No gives an answer to
are referring 7 Don’t each issue
to work for know / Not (whether works,
pay. Do sure type of work, or
arthritis or 9 Refused amount of work),
joint then if any issue is
symptoms "yes" mark the
now affect overall response
whether you as "yes." Ifa

work, the type
of work you do
or the amount

question arises
about medications
or treatment,
then the






of work you
do?

interviewer
should say:
"Please answer
the question
based on your
current
experience,
regardless of
whether you are
taking any
medication or
treatment.”






Core Section 8: Demographics

Questi  Question Variable Responses SKIP INFO/ Interviewe Column(
on text names (DO NOT READ CATI Note r Note (s) s)
Numbe UNLESS OTHERWISE
r NOTED)
Prolog Read if
ue necessary:
| will ask
you some
questions
about
yourself in
the next
section.
We include
these
questions
so that we
can
compare
health
indicators
by groups.
C08.01 | Whatis AGE __Code age in years 137-138
your age? 07 Don’t know / Not
sure
09 Refused
C08.02 | Areyou HISPANC3 | If yes, read: Are you... One or 139-142
Hispanic, more
Latino/a, or 1 Mexican, Mexican categories
Spanish American, Chicano/a may be
origin? 2 Puerto Rican selected.
3 Cuban
4 Another Hispanic,
Latino/a, or Spanish
origin
Do not read:
5 No
7 Don’t know / Not
sure
9 Refused
C08.03 | Which one | MRACE1 Please read: If morethan | If 40 143-170
or more of 10 White one response | (Asian) or






the 20 Black or African to C08.03; 50 (Pacific
following American continue. Islander) is
would you 30 American Indian or | Otherwise, selected
say is your Alaska Native go to C08.05. | read and
race? 40 Asian code
41 Asian Indian subcategor
42 Chinese ies
43 Filipino underneat
44 Japanese h major
45 Korean heading.
46 Vietnamese One or
47 Other Asian more
50 Pacific Islander categories
51 Native may be
Hawaiian selected.
52 Guamanian
or Chamorro
53 Samoan
54 Other
Pacific Islander
Do not read:
60 Other
88 No additional
choices
77 Don’t know / Not
sure
99 Refused
C08.04 | Which one | ORACE3 Please read: If 40 171-172
of these 10 White (Asian) or
groups 20 Black or African 50 (Pacific
would you American Islander) is
say best 30 American Indian or selected
represents Alaska Native read and
your race? 40 Asian code
41 Asian Indian subcategor
42 Chinese ies
43 Filipino underneat
44 Japanese h major
45 Korean heading.
46 Vietnamese
47 Other Asian If
50 Pacific Islander respondent
51 Native has
Hawaiian selected
52 Guamanian multiple
or Chamorro races in
53 Samoan previous

and






54 Other
Pacific Islander
Do not read:
60 Other

77 Don’t know / Not
sure
99 Refused

refuses to
select a
single race,
code
refused

C08.05

Are you...

MARITAL

Please read:

1 Married

2 Divorced

3 Widowed

4 Separated

5 Never married
Or

6 A member of an
unmarried couple
Do not read:

9 Refused

If using
Module 28
insert

M28.01 prior
to asking this

question

173

C08.06

What is the
highest
grade or
year of
school you
completed?

EDUCA

Read if necessary:

1 Never attended
school or only
attended kindergarten
2 Grades 1 through 8
(Elementary)

3 Grades 9 through 11
(Some high school)

4 Grade 12 or GED
(High school graduate)
5 College 1 year to 3
years (Some college or
technical school)

6 College 4 years or
more (College
graduate)

Do not read:

9 Refused

174

C08.07

Do you own
or rent your
home?

RENTHO
M1

1 O0wn

2 Rent

3 Other arrangement
7 Don’t know / Not
sure

9 Refused

Other
arrangeme
nt may
include
group
home,
staying
with
friends or
family
without

175






paying

rent. Home
is defined
as the
place
where you
live most
of the
time/the
majority of
the year.
Read if
necessary:
We ask this
question in
order to
compare
health
indicators
among
people
with
different
housing
situations.
C08.08 | In what CTYCODE | _ _ _ANSI County 176-178
county do 2 Code
you 777 Don’t know / Not
currently sure
live? 999 Refused
C08.09 | Whatisthe | ZIPCODE1 | _ 179-183
ZIP Code 77777 Do not know
where you 99999 Refused
currently
live?
Not NUMHHO | 1 Yes Do not ask 184
C08.10 | including L3 this question
cell phones if cell
or numbers telephone
used for interview. If
computers, cell interview
fax go to 8.12
machines 2 No Go to C08.12
or security 7 Don’t know / Not
systems, do sure
you have 9 Refused
more than

one






telephone

number in
your
household?

C08.11 | How many | NUMPHO | Enter number (1-5) 185
of these N3 6 Six or more
telephone 7 Don’t know / Not
numbers sure
are 8 None
residential 9 Refused
numbers?

C08.12 | How many | CPDEMO1 | Enter number (1-5) Last question | Read if 186
cell phones | B 6 Six or more needed for necessary:
do you 7 Don’t know / Not partial Include cell
have for sure complete. phones
personal 8 None used for
use? 9 Refused both

business
and
personal
use.

C08.13 | Have you VETERAN | 1 Yes Read if 187
ever served | 3 2 No necessary:
on active 7 Don’t know / Not Active duty
duty in the sure does not
United 9 Refused include
States training for
Armed the
Forces, Reserves
either in or National
the regular Guard, but
military or DOES
ina include
National activation,
Guard or for
military example,
reserve for the
unit? Persian

Gulf War.

C08.14 | Are you EMPLOY1 | Read: If more 188

currently...? 1 Employed for wages than one,
2 Self-employed say “select
3 Out of work for 1 the
year or more category
4 Out of work for less which best
than 1 year describes
5 A Homemaker you”.

6 A Student






7 Retired

Or

8 Unable to work
Do not read:

9 Refused

C08.15

How many
children
less than 18
years of age
live in your
household?

CHILDREN

__ Number of
children

88 None

99 Refused

189-190

C08.16

Is your
annual
household
income
from all
sources—

INCOME2

Read if necessary:

04 Less than $25,000

If no, ask 05; if yes, ask
03 (520,000 to less
than $25,000)

03 Less than $20,000 If
no, code 04; if yes, ask
02 (515,000 to less
than $20,000)

02 Less than $15,000 If
no, code 03; if yes, ask
01 ($10,000 to less
than $15,000)

01 Less than $10,000 If
no, code 02

05 Less than $35,000 If
no, ask

06 (525,000 to less
than $35,000)

06 Less than $50,000 If
no, ask

07 (535,000 to less
than $50,000)

07 Less than $75,000 If
no, code 08

(550,000 to less than
$75,000)

08 $75,000 or more

Do not read:

77 Don’t know / Not
sure

99 Refused

If
respondent
refuses at
ANY
income
level, code
‘99’
(Refused)

191-192

C08.17

About how
much do
you weigh
without
shoes?

WEIGHT2

_ _ _ _Weight
(pounds/kilograms)
7777 Don’t know / Not
sure

9999 Refused

If
respondent
answers in
metrics,
put9in

193-196






C08.18

About how
tall are you
without
shoes?

HEIGHT3

_ ]/ __Height (ft/
inches/meters/centim
eters)

77/ 77 Don’t know /
Not sure

99/ 99 Refused

If
respondent
answers in
metrics,
put9in
first
column.
Round
fractions
down

197-200

C08.20

Some
people who
are deaf or
have
serious
difficulty
hearing use
assistive
devices to
communica
te by
phone. Are
you deaf or
do you
have
serious
difficulty
hearing?

DEAF

1 Yes

2 No

7 Don’t know / Not
sure

9 Refused

202






C08.22

Because of
a physical,
mental, or
emotional
condition,
do you
have
serious
difficulty
concentrati
ng,
rememberi
ng, or
making
decisions?

Do you
have
difficulty
dressing or
bathing?

DECIDE

DIFFDRES

1Yes

2 No

7 Don’t know / Not
sure

9 Refused

1Yes

2 No

7 Don’t know / Not
sure

9 Refused

204






doctor’s
office or
shopping?

Core Section 9: Tobacco Use

Question Question Variable Responses SKIP Interviewer Column(s)
Number text names (DO NOT INFO/ Note (s)
READ CATI Note
UNLESS
OTHERWISE
NOTED)
C09.01 Have you SMOKE100 | 1 Yes Do not include: 208
smoked at electronic
least 100 cigarettes (e-
cigarettes in cigarettes, njoy,
your entire bluetip), herbal
life? cigarettes, cigars,
cigarillos, little
cigars, pipes,
bidis, kreteks,
water pipes
(hookahs) or
marijuana.
5 packs = 100
cigarettes
2 No Go to
7 Don't C09.05
know/Not
Sure
9 Refused
C09.02 Do you now | SMOKDAY2 | 1 Every day 209
smoke 2 Some days
cigarettes 3 Not at all Goto
every day, C09.04
some days,
or not at all? 7 Don’t know | Go to
/ Not sure C09.05
9 Refused
C09.03 During the STOPSMK2 1Yes Goto 210
past 12 2 No C09.05
months, 7 Don’t know | (skip
have you / Not sure C09.04)
stopped 9 Refused
smoking for






one day or
longer
because you
were trying
to quit
smoking?






77 Don’t

know / Not

sure

99 Refused

C09.05 Do you USENOWS3 1 Every day Read if 213

currently use 2 Some days necessary: Snus
chewing 3 Not at all (Swedish for
tobacco, 7 Don’t know snuff) is a moist
snuff, or / Not sure smokeless
snus every 9 Refused tobacco, usually
day, some sold in small
days, or not pouches that are
at all? placed under the

lip against the
gum.






Core Section 10: Alcohol Consumption

Question Question text Variable Responses Interviewer Note Column(s)
Number names (DO NOT (s)
READ
UNLESS
OTHERWISE
NOTED)
C10.01 During the ALCDAY5 1 Days INTERVIEWER 214-216
past 30 days, per week NOTE:
how many 2 __Daysin One drink is
days per past 30 days equivalent to a
week or per 12-ounce beer, a
month did 5-ounce glass of
you have at wine, or a drink
least one with one shot of
drink of any liquor.
alcoholic 888 No Goto
beverage drinks in past | next
such as beer, 30 days section
wine, a malt 777 Don't
beverage or know / Not
liguor? sure
999 Refused
C10.02 One drink is AVEDRNK2 | __ Number Read if 217-218
equivalent to of drinks necessary: A 40
a 12-ounce 88 None ounce beer
beer, a 5- 77 Don’t would count as 3
ounce glass of know / Not drinks, or a
wine, or a sure cocktail drink
drink with 99 Refused with 2 shots
one shot of would count as 2
liqguor. During drinks.
the past 30
days, on the
days when
you drank,
about how
many drinks
did you drink
on the
average?
C10.03 Considering DRNK3GE5 | _ _ Number CATIX=5 219-220
all types of of times for men,
alcoholic 88 None X =4 for
beverages, 77 Don’t women
how many know / Not
times during sure






the past 30 99 Refused
days did you
have X [CATI
X =5 for men,
X =4 for
women] or
more drinks

on an
occasion?






Core Section 11: Exercise (Physical Activity)

Question
Number

Question text

Variable
EIES

Responses

(DO NOT
READ
UNLESS
OTHERWISE
NOTED)

Interviewer Note

(s)

Column(s)

C11.01 During the EXERANY2 1Yes If respondent 223
past month, does not have a
other than 2 No GotoC regular job or is

7 Don’t 11.08 ;

your regular retired, they may

. . know/Not

job, did you Sure count the

partmpajce in 9 Refused phy5|cal‘act|V|ty

any physical or exercise they
activities or spend the most

exercises such time doing in a

as running, regular month.

calisthenics,

golf,

gardening, or

walking for

exercise?

C11.02 What type of | EXRACT11 _____ Specify See Physical 224-225
physical from Activity Coding
activity or Physical List.
exercise did Activity

. . If the

you spend the Coding List ,

. respondent’s

most time .

doine duri 77 Don’t Go to activity is not

oing during know/ Not C11.08 included in the
the past Sure physical activity
? .

(RO 99 Refused coding list,
choose the
option listed as
“other”.

C11.03 How many EXEROFT1 1 Times 226-228
times per per week
week or per 2__Times
month did you per month






take partin
this activity
during the
past month?

777 Don'’t
know / Not
sure

999 Refused

C11.04 | And whenyou | EXERHMM1 | : _ 229-231
took part in Hour
this activity, sand
for how many minutes
minutes or 777 Don't
hours did you know / Not
usually keep sure
atit? 999 Refused
C11.05 What other EXRACT21 _____ Specify See Physical 232-233
type of from Activity Coding
physical Physical List.
activity gave Activity List
you the next If the
most exercise 88 No other | Go to respondent’s
Sivrfima e act|V|ty' C11.08 fa\ctivity is‘not
R e 77 Don’t mclu'cled in Fh‘e
know/ Not physical activity
Sure coding list,
99 Refused choose the
option listed as
“other”.
C11.06 How many EXEROFT2 1 _Times 234-236
times per per week
week or per 2__Times
month did you per month
take part in 777 Don't
this activity know / Not
during the sure
SR T 999 Refused
C11.07 And when you | EXERHMM?2 237-239

took partin
this activity,
for how many
minutes or
hours did you
usually keep
atit?

Hour
s and
minutes
777 Don’t
know / Not
sure
999 Refused






C11.08

During the
past month,
how many
times per
week or per
month did you
do physical
activities or
exercises to
strengthen
your muscles?

STRENGTH

1 _Times
per week
2_ _Times
per month
888 Never
777 Don't
know / Not
sure

999 Refused

Do not count
aerobic activities
like walking,
running, or
bicycling. Count
activities using
your own body
weight like yoga,
sit-ups or push-
ups and those
using weight
machines, free
weights, or
elastic bands.

240-242

Core Section 12: Fruits and Vegetables

Question
Number

C12.01

Question text

Now think
about the
foods you ate
or drank
during the past
month, that is,
the past 30
days, including
meals and
snacks.

Not including
juices, how
often did you
eat fruit? You
can tell me
times per day,
times per

Variable
names

FRUIT2

Responses

(DO NOT
READ
UNLESS
OTHERWISE
NOTED)

1__ Day
2__Week
3__ Month
300 Less
than once a
month

555 Never
777 Don't
Know

999 Refused

Interviewer Note

(s)

If a respondent
indicates that
they consume a
food item every
day then enter
the number of
times per day. If
the respondent
indicates that
they eat a food
less than daily,
then enter times
per week or time
per month. Do
not enter time
per day unless
the respondent
reports that

Column(s)

243-245






C12.02

Not including
fruit-flavored
drinks or fruit
juices with
added sugar,
how often did
you drink
100% fruit
juice such as
apple or
orange juice?

FRUITIU2

1 _Day
2__Week
3__Month
300 Less
than once a
month

555 Never
777 Don't
Know

999 Refused

Read if
respondent asks
about examples
of fruit-flavored
drinks: “do not
include fruit-
flavored drinks
with added sugar
like cranberry
cocktail, Hi-C,
lemonade, Kool-
Aid, Gatorade,
Tampico, and
sunny delight.
Include only
100% pure juices
or 100% juice
blends.”

246-248






Enter quantity in
times per day,
week, or month.
If respondent
gives a number
without a time
frame, ask “Was
that per day,

week, or
month?”

C12.03 How often did | FVGREEN1 | 1__ Day Enter quantity in | 249-251
you eat a 2__ Week times per day,
green leafy or 3__Month week, or month.
lettuce salad, 300 Less If respondent
with or than once a gives a number
without other month without a time
vegetables? 555 Never frame, ask “Was

777 Don't that per day,

Ky week, or

999 Refused month?”
Read if
respondent asks
about spinach:
“Include spinach
salads.”

C12.04 How often did | FRENCHF1 | 1__ Day Enter quantity in | 252-254
you eat any 2 Week times per day,
kind of fried 3__Month week, or month.
potatoes, 300 Less If respondent
including thanonce a gives a number
French fries, month without a time
home fries, or 555 Never frame, ask “Was
hash browns? 777 Don’t that per day,

Know week, or
999 Refused month?”
Read if

respondent asks
about potato
chips: “Do not
include potato
chips.”






C12.05 How often did | POTATOE1 | 1__ Day Enter quantity in | 255-257
you eat any 2 Week times per day,
other kind of 3__Month week, or month.
potatoes, or 300 Less If respondent
sweet than once a gives a number
potatoes, such month without a time
as baked, 555 Never frame, ask “Was
boiled, 777 Don’t that per day,
mashed Know week, or
potatoes, or 999 Refused month?”
potato salad?

Read if
respondent asks
about what types
of potatoes to
include: “Include
all types of
potatoes except
fried. Include
potatoes au
gratin, scalloped
potatoes.”

C12.06 Not including VEGETAB2 | 1__ Day Enter quantity in | 258-260
lettuce salads 2 Week times per day,
and potatoes, 3 Month week, or month.
how often did 300 Less If respondent
you eat other than once a gives a number
vegetables? month without a time

555 Never frame, ask “Was
777 Don’t that per day,
Know week, or
999 Refused month?”

Read if

respondent asks
about what to
include: “Include
tomatoes, green
beans, carrots,
corn, cabbage,
bean sprouts,
collard greens,
and broccoli.
Include raw,
cooked, canned,
or frozen






vegetables. Do
not include rice.”

Core Section 13: Immunization

Question Question text

Number

Variable
names

Responses
(DO NOT
READ
UNLESS
OTHERWISE
NOTED)

SKIP INFO/
CATI Note

Interviewer
Note (s)

Column(s)

years?

tetanus shot,
but not Tdap
3 Yes,
received
tetanus shot

pertussis or
whooping cough
vaccine?

C13.01 During the FLUSHOT7 | 1 Yes A new flu shot 261
past 12 came out in
months, have 2011 that injects
you had either 2No Go to vaccine into the
a flu vaccine 7 Don’t C13.03 skin with a very
that was know / Not small needle. It
sprayed in sure is called Fluzone
your nose or a 9 Refused Intradermal
flu shot vaccine. This is
injected into also considered
your arm? a flu shot.
C13.02 During what FLSHTMY3 |/ Module on 262-267
month and Month/ Year | Place of Flu
year did you 777777 Shot
receive your Don’t know/ | Vaccination
most recent Not sure may be
flu vaccine 999999 inserted
that was Refused after this
sprayed in guestion.
your nose or
flu shot
injected into
your arm?
C13.03 Have you TETANUS1 | 1 Yes, If yes, ask: Was | 268
received a received this Tdap, the
tetanus shot Tdap tetanus shot
in the past 10 2 Yes, that also has
received






but not sure
what type

4 No, did not
receive any
tetanus shot
in the past
10 years

7 Don’t
know/Not
sure

9 Refused






Core Section 14: H.I.V./AIDS

Question Question text Variable Responses SKIP INFO/ Interviewer Note Column(s)

Number names (DO NOT CATI Note (s)
READ
UNLESS
OTHERWISE
NOTED)
C14.01 The next few | HIVTST7 1 Yes 270

questions are

about the 2 No Goto

national 7 Don’t C14.03

health know/ not

problem of sure

H.l.V., the 9 Refused

virus that

causes AIDS.

Please

remember

that your

answers are

strictly

confidential

and that you
don’t have to
answer every
question if
you do not
want to.
Although we
will ask you
about testing,
we will not
ask you about
the results of
any test you
may have
had.

Including
fluid testing
from your
mouth, but
not including
tests you






may have
had for
blood
donation,
have you
ever been
tested for
H.LV?

C14.02

Not including
blood
donations, in
what month
and year was
your last
H.L.V. test?

HIVTSTD3

Code month
and year

77/ 7777
Don’t know /
Not sure 99/
9999
Refused

If response
is before
January
1985, code
"777777".

INTERVIEWER
NOTE: If the
respondent
remembers the
year but cannot
remember the
month, code the
first two digits 77
and the last four
digits for the
year.

271-276

C14.03

| am going to
read you a
list. When |
am done,
please tell me
if any of the
situations
apply to you.
You do not
need to tell
me which
one.

You have
injected any
drug other
than those
prescribed for
you in the
past year.
You have
been treated
for a sexually
transmitted
disease or
STD in the
past year.

HIVRISK5

1Yes
2 No

7 Don't
know / Not
sure

9 Refused

277






You have
given or
received
money or
drugs in
exchange for
sex in the
past year.
You had anal
sex without a
condom in
the past year.
You had four
or more sex
partners in
the past
year.

Do any of
these
situations
apply to you?

Do any of
these
situations
apply to you?






Closing Statement/ Transition to Modules

Read if necessary CATI instructions

(not read)
That was my last question. Everyone’s Read if no optional modules follow, otherwise
answers will be combined to help us provide continue to optional modules.

information about the health practices of
people in this state. Thank you very much
for your time and cooperation.






Optional Modules





Module 1: Prediabetes

Question Question text Variable Responses SKIP INFO/ Interviewer Column(s)
Number names (DO NOT CATI Note Note (s)
READ
UNLESS
OTHERWISE
NOTED)
MO01.01 Have you had | PDIABTST | 1 Yes Skip if Section 278
a test for high 2 No C06.11,
blood sugar 7 Don’t DIABETES, is
or diabetes know/ not coded 1
within the sure
past three 9 Refused
years?
MO01.02 Have you PREDIAB1 | 1Yes Skip if Section | If Yes and 279
ever been 2 Yes, during | 06.11, respondent is
told by a pregnancy DIABETES3, is female, ask:
doctor or 3 No coded 1; If Was this only
other health 7 Don’t C06.11, when you
professional know / Not DIABETES, is were
that you have sure coded 4 pregnant?
pre-diabetes 9 Refused automatically
or borderline code M01.02,
diabetes? PREDIAB1,
equalto1

(yes);






Module 2: Diabetes

Question Question text Variable Responses SKIP Interviewer Column(s)
Number names (DO NOT INFO/ Note (s)
READ CATI Note
UNLESS
OTHERWISE
NOTED)
MO02.01 Are you now INSULIN 1Yes To be 280
taking insulin? 2 No asked
7 Don’t following
know/ not Core
sure Q6.12; if
9 Refused response
to Q6.11is
Yes (code
=1)
MO02.02 | About how BLDSUGAR | 1__ Times Read if 281-283
often do you per day necessary:
check your 2 _ _ Times Include times
blood for per week when checked
glucose or 3 Times by a family
sugar? per month member or
friend, but do
4  Times not include
per year times when
checked by a
888 Never health
professional.
777 Don't
know / Not Do not read: If
sure the respondent
999 Refused uses a
continuous
glucose
monitoring
system (a sensor
inserted under
the skin to check
glucose levels
continuously),
fill in ‘98 times
per day.’
MO02.03 | Including FEETCHK3 1_ _ Times 284-286
times when per day
checked by a 2 __ Times

family per week






member or 3 __ Times
friend, about per month
how often do
you check 4 _ Times
your feet for per year
any sores or 555 No feet
irritations?
888 Never
777 Don't
know / Not
sure
999 Refused

MO02.04 About how DOCTDIAB __ Number 287-288
many times in of times [76
the past 12 =76 or
months have more]
you seen a 88 None
doctor, nurse, 77 Don’t
or other know / Not
health sure
professional 99 Refused
for your
diabetes?

MO02.05 | About how CHKHEMO3 | Number Read if 289-290
many times in of times [76 necessary: A test
the past 12 =76 or for A-one-C
months has a more] measures the
doctor, nurse, 88 None average level of
or other 98 Never blood sugar over
health heard of A- the past three
professional one-C test months.
checked you 77 Don’t
for A-one-C? know / Not

sure
99 Refused

MO02.06 About how FEETCHK _ _ Number If M02.03 291-292
many times in of times [76 | =555 (No
the past 12 =76 o0r feet), go
months has a more] to M02.07
health 88 None
professional 77 Don’t
checked your know / Not
feet for any sure
sores or 99 Refused

irritations?






MO02.08

Has a doctor
ever told you
that diabetes
has affected

your eyes or

that you had
retinopathy?

DIABEYE

1 Yes

2 No

7 Don’t
know/ not
sure

9 Refused

294






Module 3: ME/CFS

Question Question text

Number

Variable
names

Responses

(DO NOT
READ
UNLESS
OTHERWISE
NOTED)

Interviewer
Note (s)

Column(s)

MO03.01 Have you ever been | TOLDCFS 1Yes 296
told by a doctor or 2 No Goto My-al-gic
other health 7 Don’t next En-ceph-a-lo-
professional that know / Not section my-eli-tis
you had Chronic sure
Fatigue Syndrome 9 Refused
(CFS) or (Myalgic
Encephalomyelitis)

ME?

M03.02 Do you still have HAVECFS 1 Yes My-al-gic 297
Chronic Fatigue 2 No En-ceph-a-lo-
Syndrome (CFS) or 7 Don’t my-eli-tis
(Myalgic know/ Not
Encephalomyelitis) e
ME? 9 Refused

MO03.03 Thinking about WORKCFS | Read if 298
your CFS or ME, necessary
during the past 6 1 Oorno
months, how many hours --
hours a week on cannot work
average have you at all
been able to work because of

. . CFS or ME

at a job or business

for pay? 2 1-10
hours a
week
3 11-20
hours a
week
4 21-30
hours a
week
5 31-40
hours a

week






Do not read
7 Don’t
know/ Not
sure

9 Refused






Module 4: Hepatitis Treatment

Question Questiontext  Variable Responses SKIP Interviewer Column(s)
Number names (DO NOT INFO/ Note (s)
READ CATI Note
UNLESS
OTHERWISE
NOTED)
MO04.01 Have you ever | TOLDHEPC 1Yes Hepatitis Cisan | 299
been told by a 2 No Goto infection of the
doctor or 7 Don’t know | M04.05 liver from the
other health / Not sure Hepatitis C virus
professional 9 Refused
that you had
Hepatitis C?
MO04.02 Were you TRETHEPC 1Yes Most hepatitis C | 300
treated for 2 No treatments
Hepatitis Cin 7 Don’t offered in 2015
2015 or after? know/ Not or after were
sure oral medicines
9 Refused or pills.
Including
Harvoni, Viekira,
Zepatier,
Epclusa and
others.
MO04.03 Were you PRIRHEPC 1Yes Most hepatitis C | 301
treated for 2 No treatments
Hepatitis C 7 Don’t offered prior to
prior to 20157 know/ Not 2015 were shots
sure and pills given
9 Refused weekly or more
often over many
months.
MO04.04 Do you still HAVEHEPC | 1 Yes You may still 302
have Hepatitis 2 No have Hepatitis C
C? 7 Don’t and feel
know/ Not healthy. Your
sure blood must be
9 Refused tested again to
tell if you still
have Hepatitis
C.
MO04.05 The next HAVEHEPB 1Yes Hepatitis Bisan | 303

question is

infection of the






about 2 No Go to liver from the
Hepatitis B. 7 Don’t next hepatitis B virus.
Has a doctor, know/ Not section
nurse, or other sure
health 9 Refused
professional
ever told you
that you had
hepatitis B?
MO04.06 Are you MEDSHEPB 1Yes 304
currently 2 No
taking 7 Don’t
medicine to know/ Not
treat hepatitis sure
B? 9 Refused






Module 5: HPV - Vaccination

Questio  Question Variable Responses  SKIP INFO/  Interviewer Note Column
n text names (DO NOT CATI Note (s) 3
Number READ
UNLESS
OTHERWIS
E NOTED)
MO05.01 | Have you HPVADVC 1Yes To be asked A vaccine to 305
ever had 3 of prevent the
the Human respondent human papilloma
Papilloma s between virus or HPV
virus the ages of infection is
vaccination 18 and 49 available and is
or HPV years; called the
vaccination otherwise, cervical cancer or
? go to next genital warts
module vaccine, HPV
2 No Go to next shot, [Fill: if
7 Don’t module female
know / Not “GARDASIL or
sure CERVARIX”, if
9 Refused male
“GARDASIL"].
(Human
Papilloma Virus
(Human
Papeuhelohemu
h Virus), Gardasil
(Gareduhe seel),
Cervarix (Serv a
rix))
MO05.02 | How many HPVADSH __ Number 306-307
HPV shots T of shots (1-
did you 2)
receive? 3 All shots
77 Don’t
know / Not
sure

99 Refused






Module 6: Place of Flu Vaccination

Responses
(DO NOT READ

Question
Number

MO06.01

Question
text

At what
kind of
place did
you get
your last flu
shot or
vaccine?

Variable
names

IMFVPLA1

UNLESS
OTHERWISE
NOTED)

Read if
necessary:

01 A doctor’s
office or health
maintenance
organization
(HMO)

02 A health
department

03 Another type
of clinic or
health center (a
community
health center)
04 A senior,
recreation, or
community
center

05 A store
(supermarket,
drug store)

06 A hospital
(inpatient or
outpatient)

07 An
emergency
room

08 Workplace
09 Some other
kind of place
11 A school

Do not read:
10 Received
vaccination in
Canada/Mexico
77 Don’t know /
Not sure

99 Refused

SKIP
INFO/
CATI Note

Ask if
13.01=1
This
question
may be
inserted in
core after
C13.02

Interviewer
Note (s)

Read if
necessary: How
would you
describe the
place where
you went to get
your most
recent flu
vaccine?

Column(s)

308-309






Module 7: Shingles Vaccination

Question Question VELLELIS Responses SKIP INFO/ Interviewer Column(s)
Number text names CATI Note  Note (s)

(DO NOT READ

UNLESS

OTHERWISE

NOTED)

MO07.01 Have you SHINGLE2 | 1Yes Do not ask | Shingles is an 310
ever had the 2 No this illness that
shingles or 7 Don’t know / | question results in a rash
zoster Not sure and goto | or blisters on
vaccine? 9 Refused next the skin and is

section if usually painful.

age < 49. There are two
vaccines now
available for
shingles:
Zostavax, which
requires 1 shot
and Shingrix
which requires 2
shots.






Module 8: Lung Cancer Screening

Question
Number

MO08.01

Question
text

You've told
us that you
have smoked
in the past or
are currently
smoking.
The next
questions
are about
screening for
lung cancer.

How old
were you
when you
first started
to smoke
cigarettes
regularly?

Variable

names

LCSFIRST

Responses SKIP INFO/
CATI Note

(DO NOT

READ

UNLESS

OTHERWISE

NOTED)

__Agein If C09.01=1
Years (001 - | (yes) and
100) C09.02=1,
777 Don't 2,0r3
know/Not (every day,
sure some days,
999 Refused or not at

all)
continue,
else go to
question
MO08.04.
888 Never Go to
smoked MO08.04
cigarettes
regularly

Interviewer Note

(s)

Regularly is at
least one
cigarette or
more on days
that a
respondent
smokes (either
every day or
some days) or
smoked (not at
all).

If respondent
indicates age
inconsistent with
previously
entered age,
verify that this is
the correct
answer and
change the age
of the
respondent
regularly
smoking or make
a note to correct
the age of the
respondent.

Column(s)

311-313






M08.02 | How old LCSLAST __Agein 314-316
were you Years (001 —
when you 100)
last smoked 777 Don't
cigarettes know/Not
regularly? sure
999 Refused
M08.03 | Onaverage, | LCSNUMCG | __ Regularly is at 317-319
when you Num least one
[smoke/ ber of cigarette or
smoked] cigarettes more on days
regularly, 777 Don't that a
about how know/Not respondent
many sure smokes (either
cigarettes 999 Refused every day or
{do/did} you some days) or
usually smoked (not at
smoke each all).
day? Respondents
may answer in
packs instead of
number of
cigarettes. Below
is a conversion
table: 0.5 pack =
10 cigarettes/
1.75 pack =35
cigarettes/ 0.75
pack =15
cigarettes/ 2
packs =40
cigarettes/ 1
pack =20
cigarettes/ 2.5
packs=50
cigarettes/ 1.25
pack =25
cigarettes/ 3
packs= 60
cigarettes/ 1.5
pack =30
cigarettes
MO08.04 | The next LCSCTSCN Read if 320
question is necessary:
about CT or 1 Yes, to
CAT scans. check for
During this lung cancer

test, you lie











Module 9: Breast and Cervical Cancer Screening

SKIP INFO/ Interviewer

CATI Note

Questio  Question text Variable Column(s
n names

Number

Responses
(DO NOT
READ

Note (s) )

MO09.01

(The next
questions are
about breast
and cervical
cancer.) Have
you ever had
a

mammogram
?

HADMAM

UNLESS
OTHERWIS
E NOTED)
1Yes

Skip to next
module if male
((mM28.01,
BIRTHSEX, is
coded 1). If
M28.01=missin
g and (CP05=1
or LL12=1; or
LLOS = 1 or LLO7
=1).

2 No

7 Don’t
know/ not
sure

9 Refused

Go to M09.03

A
mammogram
is an x-ray of
each breast to
look for breast
cancer.

321

MO09.02

How long has
it been since
you had your
last

mammogram
?

HOWLON
G

Read if
necessary:
1 Within
the past
year
(anytime
less than 12
months
ago)

2 Within
the past 2
years (1
year but
less than 2
years ago)
3 Within
the past 3
years (2
years but
less than 3
years ago)
4 Within
the past 5
years (3

322






had a Pap
test?

Have you ever

HADPAP2

MO09.04

How long has
it been since

you had your
last Pap test?

LASTPAP2

Read if

necessary:
1 Within
the past
year
(anytime
less than 12
months
ago)

2 Within
the past 2
years (1
year but
less than 2
years ago)
3 Within
the past 3
years (2
years but
less than 3
years ago)
4 Within
the past 5
years (3
years but
less than 5
years ago)
55 o0rmore
years ago

324






7 Don’t
know / Not
sure

9 Refused






MO09.07

Have you had
a

hysterectomy
?

HADHYST2

1Yes

2 No

7 Don’t
know / Not
sure

9 Refused

If response to
CoreQ8.19=1
(is pregnant) do
not ask and go
to next section.

Read if
necessary: A
hysterectomy
is an operation
to remove the

uterus
(womb).

327






Module 10: Prostate Cancer Screening

Question
Number

Question text

Variable
names

Responses
(DO NOT
READ
UNLESS
OTHERWISE
NOTED)

SKIP INFO/ CATI
Note

Interviewer
Note (s)

Column(s)

M10.01 Has a doctor, PCPSAAD3 | 1 Yes If respondentis | Read if 328
nurse, or 2 No <39 years of necessary: A
other health 7 Don’t age, or is prostate-
professional know/ not female, specific
ever talked sure (M28.01, antigen test,
with you 9 Refused BIRTHSEX, is also called a
about the coded 2). If P.S.A. test, is
advantages of M28.01=missing | a blood test
the Prostate- and (CP0O5=2 or | used to
Specific LL12=2; or LLO9 | check men
Antigen or =2 or LLO7 =2). | for prostate
P.S.A. test? go to next cancer.
section.
M10.02 Has a doctor, PCPSADI1 | 1 Yes 329
nurse, or 2 No
other health 7 Don’t
professional know/ not
ever talked sure
with you 9 Refused
about the
disadvantages
of the P.S.A.
test?
M10.03 Has a doctor, PCPSARE1 | 1 Yes 330
nurse, or 2 No
other health
professional 7 Don’t
ever know / Not
recommended sure
that you have 9 Refused
a P.S.A. test?
M10.04 Have you ever | PSATEST1 | 1Yes 331
had a P.S.A. 2 No Go to next
test? 7 Don’t section
know / Not
sure

9 Refused






M10.05

How long has
it been since
you had your
last P.S.A.
test?

PSATIME

Read if
necessary:

1 Within the
past year
(anytime
less than 12
months ago)
2 Within the
past 2 years
(1 year but
less than 2
years ago)

3 Within the
past 3 years
(2 years but
less than 3
years ago)

4 Within the
past 5 years
(3 years but
less than 5
years ago)
55 or more

years ago
Do not read:
7 Don’t
know / Not
sure

9 Refused

332











Module 11: Prostate Cancer Screening Decision Making

Question Question Variable Responses SKIP INFO/ Interviewer Column(s)
Number text names CATI Note  Note (s)
(DO NOT READ
UNLESS
OTHERWISE
NOTED)
M11.01 Which one | PCPSADE1 Read: If M10.04= 334
of the 1 You made the 1,
following decision alone continue,
best otherwise
describes GOTO next
the module.
decision to
have the If M11.01 =
P.S.A. test (01
done? next
module.
Read: Go to next
2 Your doctor, module.
nurse, or health
care provider
made the decision
alone
3 You and one or Continue
more other with 11.02
persons made the
decision together
4 You don’t know | Go to next
how the decision module.
was made
Do not read:
9 Refused
M11.02 | Who made | PCDMDEC1 | Read if necessary: Select one 335
the 1 Doctor/nurse response. If
decision /health care respondent
with you? provider offers more
2 than one
Spouse/significant response ask
other for primary
3 Other family person who
member made
4 Friend/non- decision.

relative











Module 12: Colorectal Cancer Screening

Question Question text VELLELIS Responses SKIP Interviewer Column(s)
Number names (DO NOT READ INFO/ Note (s)
UNLESS CATI
OTHERWISE Note
NOTED)
M12.01 | A blood stool BLDSTOOL | 1Yes Skip if 336
test is a test Section
that may use a 08.02,
special kit at AGE, is
home to less than
determine 50
whether the 2 No Goto
stool contains 7 Don’t know/ | M12.03
blood. Have not sure
you ever had 9 Refused
this test using a
home kit?
M12.02 How long has it | LSTBLDS3 Read if 337
been since you necessary:
had your last 1 Within the
blood stool test past year
using a home (anytime less
kit? than 12
months ago)
2 Within the

past 2 years (1
year but less
than 2 years
ago)

3 Within the
past 3 years (2
years but less
than 3 years
ago)

4 Within the
past 5 years (3
years but less
than 5 years
ago)

55 or more
years ago

Do not read:

7 Don’t know /
Not sure

9 Refused






M12.03 Sigmoidoscopy HADSIGM3 | 1Yes 338
and 2 No Go to
colonoscopy are next
exams in which 7 Don’t know / | section
a tube is Not sure
inserted in t‘he 9 Refused
rectum to view
the colon for
signs of cancer
or other health
problems. Have
you ever had
either of these
exams?

M12.04 | Fora HADSGCO1 | 1 339
sigmoidoscopy, Sigmoidoscopy
a flexible tube is 2 Colonoscopy
inserted into the 7 Don’t know /
rectum to look Not sure
for problems. A 9 Refused
colonoscopy is
similar, but uses
a longer tube,
and you are
usually given
medication
through a
needle in your
arm to make
you sleepy and
told to have
someone else
drive you home
after the test.

Was your most
recent exam a
sigmoidoscopy
ora
colonoscopy?

M12.05 How long has it | LASTSIG3 Read if 340
been since you necessary:
had your last 1 Within the
sigmoidoscopy past year
or colonoscopy? (anytime less

than 12
months ago)
2 Within the

past 2 years (1











Module 13: Cancer Survivorship

Questio  Question Variable Responses SKIP Interviewer Column(s
n text names INFO/ Note (s) )
Number (DO NOT READ CATI Note
UNLESS OTHERWISE
NOTED)
M13.01 | You've told | CNCRDIFF | 1 Only one If C06.06 341
us that you 2 Two or C06.07
have had 3 Three or more =1 (Yes)
cancer. | or M10.06
would like =4
to ask you (Because
a few.more you were
questions
about your told you
had
cancer.
prostate
How many cancer)
different continue,
types of else go to
cancer next
have you module.
had? 7 Don’t know / Not Go to
sure next
9 Refused module
M13.02 | At what CNCRAGE __Agein Years (97 If M13.01=2 342-343
age were =97 and older) (Two) or 3
you told 98 Don't know/Not (Three or
that you sure more), ask: At
had 99 Refused what age
cancer? were you first
diagnosed
with cancer?
Read if
necessary:
This question
refers to the
first time they
were told
about their
first cancer.






M13.03

What type
of cancer
was it?

CNCRTYP1

Read if respondent
needs prompting for
cancer type:

01 Breast cancer
Female reproductive
(Gynecologic)

02 Cervical cancer
(cancer of the cervix)
03 Endometrial
cancer (cancer of the
uterus)

04 Ovarian cancer
(cancer of the ovary)
Head/Neck

05 Head and neck
cancer

06 Oral cancer

07 Pharyngeal
(throat) cancer

08 Thyroid

09 Larynx
Gastrointestinal

10 Colon (intestine)
cancer

11 Esophageal
(esophagus)

12 Liver cancer

13 Pancreatic
(pancreas) cancer
14 Rectal (rectum)
cancer

15 Stomach
Leukemia/Lymphom
a (lymph nodes and
bone marrow)

16 Hodgkin's
Lymphoma
(Hodgkin’s disease)
17 Leukemia (blood)
cancer

18 Non-Hodgkin’s
Lymphoma

Male reproductive
19 Prostate cancer
20 Testicular cancer
Skin

21 Melanoma

22 Other skin cancer

If C06.06
=1 (Yes)
and
M11.01 =
1 (Only
one): ask
Was it
Melanom
a or other
skin
cancer?
then code
21 if
Melanom
aor22if
other skin
cancer

CATI note:

If C16.06
=4
(Because
you were
told you
had
Prostate
Cancer)
andQl =
1 (Only
one) then
code 19.

If M13.01=2
(Two) or 3
(Three or
more), ask:
With your
most recent
diagnoses of
cancer, what
type of cancer
was it?

344-345






Thoracic

23 Heart

24 Lung

Urinary cancer

25 Bladder cancer
26 Renal (kidney)
cancer

Others

27 Bone

28 Brain

29 Neuroblastoma
30 Other

Do not read:

77 Don’t know / Not
sure

99 Refused

M13.04 | Are you CSRVTRT3 | Read if necessary: Go to Read if 346
currently 1Yes next necessary: By
receiving module treatment, we
treatment 2 No, I've completed mean surgery,
for cancer? treatment radiation

3 No, I've refused Go to therapy,
treatment next chemotherapy
4 No, | haven’t module , or

started treatment chemotherapy
7 Don’t know / Not pills.

sure

9 Refused

M13.05 | Whattype | CSRVDOC | Read: If the 347-348
of doctor 1 01 Cancer Surgeon respondent
provides 02 Family requests
the Practitioner clarification of
majority of 03 General Surgeon this question,
your health 04 Gynecologic say: We want
care? Is it Oncologist to know which
a.... 05 General type of doctor

Practitioner, Internist
06 Plastic Surgeon,
Reconstructive
Surgeon

07 Medical
Oncologist

08 Radiation
Oncologist

09 Urologist

10 Other

Do not read:

you see most
often for
iliness or
regular health
care
(Examples:
annual exams
and/or
physicals,
treatment of
colds, etc.).






77 Don’t know / Not Read if

sure necessary: An

99 Refused oncologist is a
medical
doctor who
manages a

person’s care
and treatment
after a cancer
diagnosis.

Have you CSRVRTR
ever N
received
instructions
from a
doctor,
nurse, or
other
health
professiona
| about
where you
should
return or
who you
should see
for routine
cancer
check-ups
after
completing
your






M13.08

M13.10

treatment
for cancer?

Were these
instructions

written
down or
printed on
paper for
you?

Were you
ever
denied
health
insurance
or life
insurance
coverage
because of

your
cancer?

Do you
currently
have
physical
pain

caused by
your cancer

CSRVINST

CSRVDEIN

CSRVPAIN

1Yes

2 No

7 Don’t know/ not
sure

9 Refused

1VYes

2 No

7 Don’t know/ not
sure

9 Refused

351

353






or cancer

treatment?
M13.13 | Wouldyou | CSRVCTL1 | Read: 356
say your 1 With medication
pain is (or treatment)
currently 2 Without
under medication (or
control...? treatment)

3 Not under control,
with medication (or
treatment)

4 Not under control,
without medication
(or treatment)

Do not read:

7 Don’t know / Not

sure

9 Refused






Module 14: Healthcare Access

Question
Number

M14.01

Question
text

What is the
primary
source of
your health
care
coverage?

HLTHCVR1

Responses
(DO NOT
READ
UNLESS
OTHERWISE
NOTED)
Read if
necessary:
01 A plan
purchased
through an
employer or
union
(including
plans
purchased
through
another
person's
employer)
02 Aplan
that you or
another
family
member buys
on your own
03 Medicare
04 Medicaid
or other
state
program

05 TRICARE
(formerly
CHAMPUS),
VA, or
Military

06 Alaska
Native,
Indian Health
Service,
Tribal Health
Services

Or

07 Some
other source

Interviewer Note

(s)

If the respondent
indicates that they
purchased health
insurance through
the Health
Insurance
Marketplace
(name of state
Marketplace), ask
if it was a private
health insurance
plan purchased on
their own or by a
family member
(private) or if they
received Medicaid
(state plan)? If
purchased on their
own (or by a
family member),
select 02, if
Medicaid select
04.

Column(s)

357-358











Module 15: Aspirin for CVD Prevention

Question
Number

M15.01

Question
text

How often do
you take an
aspirin to
prevent or
control heart
disease,
heart attacks
or stroke?
Would you
say....

Variable

names

ASPIRIN

SKIP Interviewer Note
INFO/ (s)
CATI Note

Responses
(DO NOT
READ
UNLESS
OTHERWISE
NOTED)
Read:

1 Daily

2 Some days
3 Used to
take it but
had to stop
due to side
effects, or

4 Do not take
it

Do not read:
7 Don’t know
/ Not sure

9 Refused

Column(s)

359






Module 16: Home/ Self-measured Blood Pressure

Question Question text Variable Responses SKIP Interviewer Column(s)
Number names (DO NOT INFO/ Note (s)
READ CATI
UNLESS Note
OTHERWISE
NOTED)
M16.01 Has your HOMBPCHK | 1 Yes By other 360
doctor, nurse or 2 No healthcare
other health 7 Don’t provider
professional know / Not professional we
recommended sure mean nurse
you check your 9 Refused practitioner, a
blood pressure physician
outside of the assistant, or
office or at some other
home? licensed health
professional.
M16.02 Do you HOMRGCHK | 1 Yes 361
regularly check 2 No Go to
your blood 7 Don’t next
pressure know / Not | section
outside of your s
healthcare 9 Refused
professional’s
office or at
home?
M16.03 Do you take it WHEREBP 1 At home 362
mostly at home 20na
or on a machine machine at a
at a pharmacy, pharmacy,
grocery or grocery or
similar similar
location? location
3 Do not
check it
7 Don’t
know / Not
sure
9 Refused
M16.04 | How do you SHAREBP Do not read: 363
share your 1 Telephone
blood pressure 2 Other
numbers that methods
you collected such as
with your email,






Do not read:
4 Do not
share
information

7 Don’t
know / Not
sure

9 Refused






Module 17: Sodium or Salt-Related Behavior

Question Questiontext Variable Responses SKIP Interviewer Note  Column(s)
Number names INFO/ (s)
(DO NOT CATI Note
READ
UNLESS
OTHERWISE
NOTED)
M17.01 | Areyou WTCHSALT 1 Yes 364
currently 2 No
watching or 7 Don’t
reducing your know/ Not
sodium or salt Slis
e 9 Refused
M17.02 Has a doctor DRADVISE 1Yes 365
or other 2 No
health 7 Don’t
professional know/ Not
ever advised sure
you to reduce 9 Refused
sodium or salt
intake?






Module 18: Indoor Tanning

Question
Number

M18.01

Question text

Not including
spray-on
tans, during
the past 12
months, how
many times
have you
used an
indoor
tanning
device such
as a sunlamp,
tanning bed,
or booth?

Variable
names

INDORTAN

Responses

(DO NOT
READ UNLESS
OTHERWISE
NOTED)

Number (O-
365)

777 Don't
know/ Not
sure

999 Refused

Interviewer Note

Column(s)

366-368






Module 19: Excess Sun Exposure

Question Question text Variable Responses SKIP Interviewer Note  Column(s)
Number names INFO/ (s)
(DO NOT CAT]
READ Note
UNLESS
OTHERWISE
NOTED)
M19.01 During the NUMBURN3 | 369-371
past 12 Number (0-
months, how 365)
many times 777 Don’t
have you had know/ Not
a sunburn? i
999 Refused
M19.02 When you go | SUNPRTCT Read: Protection from 372
outsideon a 1 Always the sun may
warm sunny 2 Most of the include using
day for more time sunscreen,
than one 3 Sometimes wearing a wide-
hour, how 4 Rarely brimmed hat, or
often do you 5 Never wearing a long-
protect Do not read: sleeved shirt.
yourself from 6 Don’t stay
the sun? Is outside for
that.... more than
one hour on
warm sunny
days
8 Don't go
outside at all
on warm
sunny days
7 Don’t
know/ Not
sure
9 Refused
M19.03 On weekdays, | WKDAYOUT | 01 Less than Friday is a 373-374
in the half an hour weekday.
summer, how 02 (More If respondent
long are you than half an says never, code
outside per hour) upto 1 01.

day between

hour






M19.04

On weekends
in the
summer, how
long are you
outside each
day between
10am and
4pm?

WKENDOUT

01 Less than
half an hour
02 (More
than half an
hour)upto1
hour

03 (More
than 1 hour)
up to 2 hours
04 (More
than 2 hours)
up to 3 hours
05 (More
than 3 hours)
up to 4 hours
06 (More
than 4 hours)
up to 5 hours
07 (More
than 5) up to
6 hours

77 Don’t
know/ Not
sure

99 Refused

Friday is a
weekday.

If respondent
says never, code
01.

375-376











Module 20: Cognitive Decline

Question
Number

M20.01

Question text

The next few
questions ask
about
difficulties in
thinking or
remembering
that can make
a big
difference in
everyday
activities. This
does not refer
to occasionally
forgetting your
keys or the
name of
someone you
recently met,
which is
normal. This
refers to
confusion or
memory loss
that is
happening
more often or
getting worse,
such as
forgetting how
to do things
you’ve always
done or
forgetting
things that you
would
normally
know. We
want to know
how these

Variable
names

CIMEMLOS

Responses SKIP INFO/

(DO NOT CATI Note

READ

UNLESS

OTHERWISE

NOTED)

1Yes If
respondent
is 45 years
of age or
older
continue,
else go to
next
module.
Go to
M20.02

2 No Go to next
module

7 Don’t Go to

know/ not M20.02

sure

9 Refused Go to next
module

Interviewer
Note (s)

Column(s)

377






As a result of
confusion or
memory loss,
how often do
you need
assistance with
these day-to-
day activities?
Would you say
itis...

CDASSIST

Read:
1 Always
2 Usually
3 Sometimes






M20.04 | When you CDHELP Read: 380
need help with 1 Always
these day-to- 2 Usually
day activities, 3 Sometimes
how often are 4 Rarely
you able to get 5 Never
the help that Do not read:
you need? 7 Don't
Would you say know/Not
itis... sure

9 Refused

M20.05 During the CDSOCIAL | Read: 381
past 12
months, how 1 Always
often has 2 Usually
confusion or 3 Sometimes
memory loss 4 Rarely
interfered with 5 Never
your ability to Do not read:
work, 7 Don't
volunteer, or know/Not
engage in sure
social activities 9 Refused
outside the
home? Would
you say it is...

M20.06 Have you or CDDISCUS 1Yes 382
anyone else 2 No
discussed your 7 Don’t
confusion or know/ not
memory loss sure
with a health 9 Refused
care

professional?






Module 21: Caregiver

Question Question VELLELIS Responses SKIP INFO/ Interviewer Column(s)
Number text names (DO NOT READ CATI Note Note (s)

UNLESS

OTHERWISE

NOTED)

M21.01 | During the CAREGIV1 | 1Yes If caregiving | 383
past 30 2 No Go to recipient
days, did 7 Don’t M21.09 has died in
you provide know/Not sure the past 30
regular care 8 Caregiving Goto next | days, code
or assistance recipient diedin | module 8 and say:
to a friend past 30 days I’'m so sorry
or family 9 Refused Go to to hear of
member M21.09 your loss
who has a
health
problem or
disability?

M21.02 What is his CRGVREL3 01 Mother If more 384-385
or her 02 Father than one
relationship 03 Mother-in-law person, say:
to you? 04 Father-in-law Please refer

05 Child to the

06 Husband person to
07 Wife whom you
08 Live-in partner are giving
09 Brother or the most
brother-in-law care.

10 Sister or sister-

in-law

11 Grandmother

12 Grandfather

13 Grandchild

14 Other relative

15 Non-relative/

Family friend

77 Don’t

know/Not sure

99 Refused

M21.03 | For how CRGVLNG1 | Read if necessary: 386
long have 1 Less than 30
you days
provided 2 1 month to less

care for that
person?

than 6 months






3 6 months to less
than 2 years

4 2 years to less
than 5 years

5 More than 5

years
Do not read:
7 Don’t Know/
Not Sure
9 Refused
M21.04 | Inan CRGVHRS1 | Read if necessary: 387
average 1 Up to 8 hours
week, how per week
many hours 2 9to 19 hours
do you per week
provide care 320 to 39 hours
or per week
assistance? 4 40 hours or
Woeuldyou more
SaYe Do not read:
7 Don’t know/Not
sure
9 Refused
M21.05 | Whatisthe | CRGVPRB3 | 01 Arthritis/ If M21.05 = 388-389
main health rheumatism 5
problem, 02 Asthma (Alzheimer’s
long-term 03 Cancer disease,
iliness, or 04 Chronic dementia or
disability respiratory other
that the conditions such as | cognitive
person you emphysema or impairment
care for has? COPD disorder),
05 Alzheimer’s go to
disease, dementia | M21.07.
or other cognitive | Otherwise,
impairment continue
disorder

06 Developmental
disabilities such as
autism, Down’s
Syndrome, and
spina bifida

07 Diabetes

08 Heart disease,
hypertension,
stroke

09 Human
Immunodeficiency






Virus Infection
(H.ILV.)

10 Mental
ilinesses, such as
anxiety,
depression, or
schizophrenia

11 Other organ
failure or diseases
such as kidney or
liver problems
12 Substance
abuse or
addiction
disorders

13 Injuries,
including broken
bones

14 Old age/
infirmity/frailty
15 Other
77 Don’t
know/Not sure
99 Refused
M21.06 | Does the CRGVALZD | 1Yes 390
person you 2 No
care for also 7 Don’t know/
have Not sure
Alzheimer’s 9 Refused
disease,
dementia or
other
cognitive
impairment
disorder?
M21.07 In the past CRGVPER1 | 1Yes 391
30 days, did 2 No
you provide 7 Don’t know/ not
care for this sure
person by 9 Refused
managing
personal
care such as
giving
medications,
feeding,
dressing, or

bathing?






M21.09

In the next 2
years, do
you expect
to provide
care or
assistance to
a friend or
family
member
who has a
health
problem or
disability?

CRGVEXPT

1Yes

2 No

7 Don’t know/ not
sure

9 Refused

If M21.01 =
lor8,goto
next
module

393






Module 22: Adverse Childhood Experiences

Question
Number

Prologue

Question text

I'd like to ask you
some questions about
events that happened
during your childhood.
This information will
allow us to better
understand problems
that may occur early
in life, and may help
others in the future.
This is a sensitive topic
and some people may
feel uncomfortable
with these questions.
At the end of this
section, | will give you
a phone number for
an organization that
can provide
information and
referral for these
issues. Please keep in
mind that you can ask
me to skip any
question you do not
want to answer. All
guestions refer to the
time period before
you were 18 years of
age.

Variable
names

SKIP
INFO/
CATI
Note

Responses
(DO NOT
READ
UNLESS
OTHERWISE
NOTED)

Interviewer
Note (s)

Be aware of
the level of
stress
introduced by
questions in
this section
and be
familiar with
the crisis
plan.

Column(s)

M22.01

Now, looking back
before you were 18
years of age---.

1) Did you live with
anyone who was
depressed, mentally
ill, or suicidal?

ACEDEPRS

1VYes

2 No

7 Don’t
Know/Not
Sure

9 Refused

394






M22.02 | Did you live with ACEDRINK | 1 Yes 395
anyone who was a 2 No
problem drinker or 7 Don’t
alcoholic? Know/Not
Sure
9 Refused
M22.03 | Did you live with ACEDRUGS | 1Yes 396
anyone who used 2 No
illegal street drugs or 7 Don’t
who abused Know/Not
prescription Sure
medications? 9 Refused
M22.04 | Did you live with ACEPRISN | 1Yes 397
anyone who served 2 No
time or was sentenced 7 Don’t
to serve time in a Know/Not
prison, jail, or other Sure
correctional facility? 9 Refused
M22.05 | Were your parents ACEDIVRC | 1Yes 398
separated or 2 No
divorced? 8 Parents
not married
7 Don’t
Know/Not
Sure
9 Refused
M22.06 | How often did your ACEPUNCH | Read: 399
parents or adults in 1 Never
your home ever slap, 2 Once
hit, kick, punch or 3 More than
beat each other up? once
Was it... Don’t Read:
7 Don’t
know/Not
Sure
9 Refused
M22.07 | Notincluding ACEHURT1 | Read: 400
spanking, (before age 1 Never
18), how often did a 2 Once
parent or adult in your 3 More than
home ever hit, beat, once
kick, or physically hurt Don’t Read:
you in any way? Was 7 Don’t
it— know/Not
Sure

9 Refused






M22.09

M22.11

How often did anyone
at least 5 years older
than you or an adult,
ever touch you
sexually? Was it...

How often did anyone
at least 5 years older
than you or an adult,
force you to have sex?
Was it...

ACETOUCH

ACEHVSEX

Read:

1 Never

2 Once

3 More than
once

Don’t Read:
7 Don't
know/Not
Sure

9 Refused

Read:

1 Never

2 Once

3 More than
once

Don’t Read:
7 Don’t
know/Not
Sure

9 Refused

402

404











Module 23: Family Planning

Questio
n
Number

Question
text

Variable
names

Responses
(DO NOT READ
UNLESS
OTHERWISE

SKIP INFO/
CATI Note

Interviewer
Note (s)

Column(s

)

NOTED)
M23.01 | The last PFPPRVN3 | 1 Yes If respondent 405
time you is female and
had sex greater than
with a 49 years of
man, did age, has had
you or a
your hysterectom
partner do y
anything (M09.07=1),
to keep is pregnant,
you from or if
getting respondent
pregnant? is male go to
the next
module.
Continue
2 No Goto
M23.03
3 No partner/ Go to next
not sexually section
active
4 Same sex
partner
7 Don’t know /
Not sure
9 Refused
M23.02 | The last TYPCNTR8 | Read if Go to next If respondent 406-407
time you necessary: module reports using
had sex more than one
with a 01 Female method,
man, what sterilization (ex. please code
did you or Tubal ligation, the method
your Essure, Adiana) that occurs
partner do 02 Male first on the list.
to keep sterilization
you from (vasectomy) If respondent
getting 03 Contraceptive reports using
pregnant? implant (ex. “condoms,”
Nexplanon, probe to






Jadelle, Sino
Implant,
Implanon)

04 1UD,
Levonorgestrel
(LNG) or other
hormonal (ex.
Mirena, Skyla,
Liletta, Kylena)
05 IUD, Copper-
bearing (ex.
ParaGard)

06 IUD, type
unknown

07 Shots (ex.
Depo-Provera or
DMPA)

08 Birth control
pills, any kind
09 Contraceptive
patch (ex. Ortho
Evra, Xulane)

10 Contraceptive
ring (ex.
NuvaRing)

determine if
“female
condoms” or
“male
condoms.”

If respondent
reports using
an “1.U.D.”
probe to
determine if
“levonorgestre
[1.U.D.” or
“copper-
bearing I.U.D.”

If respondent
reports “other
method,” ask
respondent to
“please
specific” and
ensure that
their response
does not fit






11 Male
condoms

12 Diaphragm,
cervical cap,
sponge

13 Female
condoms

14 Not having
sex at certain
times (rhythm or
natural family
planning)

15 Withdrawal
(or pulling out)
16 Foam, jelly,
film, or cream
17 Emergency
contraception
(morning after

into another
category. If
response does
fit into another
category,
please mark
appropriately.

pill)

18 Other method

Do not read:

77 Don’t know/

Not sure

99 Refused

M23.03 | Some NOBCUSE | Read if If respondent | 408-409

reasons 7 necessary: reports “other
for not reason,” ask
doing 01 You didn’t respondent to
anything think you were “please
to keep going to have specify” and
you from sex/no regular ensure that
getting partner their response
pregnant 02 You just does not fit
the last didn’t think into another
time you about it category. If
had sex 03 Don’t care if response does
might you get pregnant fit into another
include 04 You want a category,
wanting a pregnancy please mark
pregnancy 05 You or your appropriately.
, hot being partner don’t
able to want to use birth
pay for control
birth 06 You or your
control, or partner don’t
not like birth

thinking






that you
can get
pregnant.
What was
your main
reason for
not using
a method
to prevent
pregnancy
the last
time you
had sex
with a
man?

control/side
effects

07 You couldn’t
pay for birth
control

08 You had a
problem getting
birth control
when you
needed it

09 Religious
reasons

10 Lapse in use
of a method

11 Don’t think
you or your
partner can get
pregnant
(infertile or too
old)

12 You had tubes
tied
(sterilization)

13 You had a
hysterectomy
14 Your partner
had a vasectomy
(sterilization
15You are
currently breast-
feeding

16 You just had a
baby/postpartu
m 17 You are
pregnant now
18 Same sex
partner

19 Other reasons
Do not read:

77 Don’t
know/Not sure
99 Refused






Module 24: Alcohol Screening & Brief Intervention (ASBI)

Question Question text Variable Responses SKIP INFO/ Interviewer Column(s)
Number names CATI Note Note (s)
(DO NOT
READ
UNLESS
OTHERWISE
NOTED)
M24.01 | You told me ASBIALCH 1Yes If core g3.4 410
earlier that 2 No (CHECKUP),
your last 7 Don’t =1or2 (had
routine know/ not a checkup
checkup was lilrs within the
[within the 9 Refused past 2 years)
past continue,
year/within else go to
the past 2 next module.
years]. At
that checkup,
were you
asked in
person or on
a form if you
drink
alcohol?
M24.02 Did the ASBIDRNK 1Yes 411
health care 2 No
provider ask 7 Don’t
you in person know/ not
or on a form sure
how much 9 Refused
you drink?
M24.03 Did the ASBIBING 1Yes 412
healthcare 2 No
provider 7 Don’t
specifically know/ not
ask whether sure
9 Refused

you drank [5
FOR MEN /4
FOR






M24.04

Were you
offered
advice about
what level of
drinking is
harmful or
risky for your
health?

ASBIADVC

1VYes

2 No

7 Don’t
know/ not
sure

9 Refused

If question
M24.01 =1,
or M24.02=
1, or M24.03
=1 (yes)
continue,
else go to
next
module.]

413






Module 25: Marijuana Use

Question
Number

Question
text

Variable
names

Responses
(DO NOT READ
UNLESS
OTHERWISE
NOTED)

Interviewer
Note (s)

Column(s)

M25.01 During the MARIJAN1 _ _01-30 Marijuana and 415-416

past 30 Number of cannabis
days, on days include both
how many 88 None Goto CBD and THC
days did you next products.
use 77 Don’t module
marijuana or know/not sure
cannabis?

99 Refused

M25.02 During the USEMRJN2 Read: Select one. If 417

past 30 1 Smoke it (for respondent
days, which example, in a provides more
one of the joint, bong, than one say:
following pipe, or blunt). which way did
ways did 2 Eat it (for you use it most
you use example, in often.
marijuana brownies,
the most cakes, cookies,
often? Did or candy)
you usually... 3 Drink it (for

example, in

tea, cola, or

alcohol)

4 Vaporize it

(for example,
inan e-
cigarette-like
vaporizer or
another
vaporizing
device)

5 Dab it (for
example, using
waxes or
concentrates),
or

6 Use it some
other way.

Do not read:






7 Don’t
know/not sure

9 Refused
M25.03 When you RSNMRJN1 Read: 418

used 1 For medical
marijuana or reasons (like
cannabis to treat or
during the decrease
past 30 symptoms of a
days, was it health
usually: condition);

2 For non-

medical

reasons (like
to have fun or
fitin), or

3 For both
medical and
non-medical
reasons.

Do not read:
7 Don’t
know/Not sure
9 Refused






Module 26: Industry and Occupation

Questio Question text Variable Responses SKIP INFO/ Interviewe Column(s
n names CATI Note r Note (s) )

(DO NOT
Number

READ UNLESS

OTHERWISE

NOTED)

M26.01 What kind of TYPEWOR If C08.14 =1 If 419-518
work do you K Recor | (Employed for | responden
do? For d answer wages) or 2 tis unclear,
example, 99 Refused (Self-employed) | ask: What
registered cluse or 4 (Employed | IS Yyourjob
nurse. iani title?

, janitor, for wages or
cashier, auto out of work for i
mechanic. less than 1
. responden
year), continue,
t has more
else go to next
. than one
module/section |
job ask:
What is
If C08.14=4 your main
(Out of work job?
for less than 1
year) ask,
“What kind of
work did you
do? For
example,
registered
nurse, janitor,
cashier, auto
mechanic.”
Else go to next
module

M26.02 | What kind of TYPEINDS Recor | If Core Q8.14 = 519-618
business or d answer 4 (Out of work
industry do 99 Refused for less than 1
you work in? year) ask,

For example, “What kind of
hospital, business or
elementary industry did
school, you work in?
clothing For example,






manufacturing
, restaurant

hospital,
elementary
school, clothing
manufacturing,
restaurant.”

Module 27: Food Stamps

Question
Number

M27.01

Question text

In the past 12
months, have
you received
food stamps,
also called
SNAP, the
Supplemental
Nutrition
Assistance
Program on an
EBT card?

Variable
names

FOODSTMP

Responses

(DO NOT
READ
UNLESS
OTHERWISE
NOTED)

1 Yes

2 No

7 Don't
Know/Not
Sure

9 Refused

Interviewer Note

(s)

Food Stamps or
SNAP
(Supplemental
Nutrition
Assistance
Program)is a
government
program that
provides plastic
cards, also known
as EBT (Electronic
Benefit Transfer)
cards, that can be
used to buy food.
In the past, SNAP
was called the
Food Stamp
Program and gave
people benefits in
paper coupons or
food stamps.

Column(s)

619






Module 28: Sex at Birth

Question Question Variable Responses SKIP Interviewer  Column(s)
Number text names INFO/ Note (s)
(DO NOT READ CATI
UNLESS OTHERWISE
Note
NOTED)
M28.01 | What was BIRTHSEX | 1 Male 620
your sex at 2 Female
birth? Was 7 Don’t know/Not
it male or sure

female? 9 Refused






Module 29: Sexual Orientation and Gender Identity

Question
Number

Question text Variable

names

Responses

(DO NOT READ

SKIP INFO/
CATI Note

Interviewer
Note (s)

Column(s)

UNLESS
OTHERWISE
NOTED)

M29.01a | The next two | SOMALE READ: Ask if Sex= Read if 621
questions are 1=Gay 1. necessary:
about sexual 2= Straight, We ask this
SrERE e that is, not gay | Readthe question in
and gender 3 = Bisexual number of | order to
identity. 4 = Something | the better

else response to | understand
Which of the DO NOT READ: | allow the health
following 7 =1don't respondent | and health
best know the to reply care needs of
represents answer/ The with a people with
how you respondent did | humber. different
bl ol not understand sexual
yourself? the question orientations.
9 = Refused
Please say
the number
before the
text
response.
Respondent
can answer
with either
the number
or the
text/word.
If the
respondent
does not
understand
the question
topic, code 7.

M29.01b | Which of the | SOFEMALE | READ: Ask if Read if 622
following 1 = Lesbian or Sex=2. necessary:
best Gay Read the We ask this
represents 2 = Straight, number of | questionin
how you thatis, not gay | the order to
think of 3 = Bisexual response to | better
yourself? allow understand






4 = Something
else

DO NOT READ:
7 =1don't
know the
answer/
Respondent
does not
understand the
question

9 = Refused

respondent
to reply
with a
number.

the health
and health
care needs of
people with
different
sexual
orientations.

Please say
the number
before the
text
response.
Respondent
can answer
with either
the number
or the
text/word.

If the
respondent
does not
understand
the question
topic, code 7.
















Module 30: Random Child Selection

Question
Number

Intro text
and
screening

Question Variable
text names

If C08.15=1
and-Co815

99,
Interviewer
please read:
Previously,
you
indicated
there was
one child
age 17 or
younger in
your
household.
| would like
to ask you
some
questions
about that
child.

If C08.15 is
>1 and
C08.15 does
not equal
88 or 99,
Interviewer
please read:
Previously,
you
indicated
there were
[number]

Responses

(DO NOT
READ
UNLESS
OTHERWISE
NOTED)

SKIP INFO/
CATI Note

If C08.15 = 88,
or 99 (No
children under
age 18 in the
household, or
Refused), go
to next
module.

CATI
INSTRUCTION:
RANDOMLY
SELECT ONE
OF THE
CHILDREN.
This is the Xth
child. Please
substitute Xth
child’s number
in all questions
below.
INTERVIEWER
PLEASE READ:
| have some
additional
questions
about one
specific child.
The child | will
be referring to
is the Xth
[CATI: please
fill in correct
number] child
in your

Interviewer
Note (s)

Column(s)






M30.01

What is the
birth month
and year of
the [Xth]
child?

RCSBIRTH

Y A

Code month
and year

77/ 7777
Don’t know /
Not sure

99/ 9999
Refused

624-629

M30.03

Is the child
Hispanic,
Latino/a, or
Spanish
origin?

RCHISLA1

Read if
response is
yes:

1 Mexican,
Mexican

If yes, ask: Are
they...

631-634






American,
Chicano/a
2 Puerto
Rican

3 Cuban

4 Another
Hispanic,
Latino/a, or
Spanish
origin

Do not read:
5No

7 Don’t
know / Not
sure

9 Refused






77 Don’t
know / Not
sure

99 Refused

M30.05

Which one
of these
groups
would you
say best
represents
the child’s
race?

RCSBRAC2

10 White
20 Black or
African
American
30 American
Indian or
Alaska
Native

40 Asian

41 Asian
Indian

42 Chinese
43 Filipino
44 )Japanese
45 Korean
46
Vietnamese
47 Other
Asian

50 Pacific
Islander

51 Native
Hawaiian
52
Guamanian
or Chamorro
53 Samoan
54 Other
Pacific
Islander

Do not read:
60 Other
88 No
additional
choices

77 Don’t
know / Not
sure

99 Refused

If 40 (Asian) or
50 (Pacific
Islander) is
selected read
and code
subcategories
underneath

major heading.

663-664

M30.06

How are
you related
to the
child? Are
you a....

RCSRLTN2

Please read:
1 Parent
(include
biologic,
step, or

665






adoptive
parent)

2
Grandparent
3 Foster
parent or
guardian

4 Sibling
(include
biologic,
step, and
adoptive
sibling)

5 Other
relative

6 Not related
in any way
Do not read:
7 Don't
know / Not
sure

9 Refused

Module 31: Childhood Asthma Prevalence

Question Question text Variable Responses SKIP INFO/ Interviewer Column(s)
Number names CATI Note Note (s)
(DO NOT
READ
UNLESS
OTHERWISE
NOTED)
M31.01 | The nexttwo | CASTHDX2 If response 666
questions are 1Yes to C08.15 =
about the Xth 88 (None)
child. or 99
(Refused),
Has a doctor, go to next
nurse or module.
other health Fill in
professional correct
EVER said that [Xth]
number.






2 No Go to next
7 Don’t module
know/ not

sure

9 Refused






Asthma Call-Back Permission Script

Question Question VELELIEGETNES Responses  SKIP Interviewer Column(s)

Number text DO NOT INFO/ Note (s)
( CATI

READ Note

UNLESS
OTHERWISE
NOTED)

Text We would
like to call
you again
within the
next 2
weeks to
talk in more
detail about
(your/your
child’s)
experiences
with
asthma. The
information
will be used
to help
develop and
improve the
asthma
programs in
<STATE>.
The
information
you gave us
today and
any you give
us in the
future will
be kept
confidential.
If you agree
to this, we
will keep
your first






CB01.01

CB01.03

Would it be
okay if we
called you
back to ask
additional
asthma-
related
questions at
a later
time?

Can | please
have either
(your/your
child’s) first
name or
initials, so
we will
know who
to ask for

CALLBACK

Enter first name or
initials.

1 Yes
2 No

668






when we
call back?






Closing Statement

That was my last question. Everyone’s answers will be combined to help us provide information
about the health practices of people in this state. Thank you very much for your time and
cooperation.
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CDC WONDER FAQs Help Contact Us WONDER Search

Multiple Cause of Death 1999 - 2019

Summary: The Multiple Cause of Death data available on WONDER are county-level national mortality and population data spanning
the years 1999-2019. Data are based on death certificates for U.S. residents. Each death certificate contains a single
underlying cause of death, up to twenty additional multiple causes, and demographic data. The number of deaths, crude
death rates, age-adjusted death rates and 95% confidence intervals for death rates can be obtained by cause of death (4
digit ICD-10 codes, 113 selected causes of death, 130 selected causes of infant death, drug and alcohol related causes of
death, injury intent and injury mechanism categories), place of residence (national, region, division, state, and county),
age (single-year-of age, 5-year age groups, 10-year age groups and infant age groups), race (American Indian or
Alaskan Native, Asian/Pacific Islander, Black or African American, White), Hispanic ethnicity, gender and year. Data are
also available by place of death, month and week day of death, and whether an autopsy was performed.

Privacy policy: As of May 23, 2011, all sub-national data representing zero to nine (0-9) deaths or births are
suppressed. Corresponding sub-national denominator population figures are also suppressed when the population
represents fewer than 10 persons. As of December 12, 2011, additional privacy constraints apply to infant mortality

statistics for infant age groups and live births denominator population figures. See Assurance of Confidentiality for more
information.
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Mortality The mortality data are based on information from all death certificates filed in the fifty states and the District of
data: Columbia. Deaths of nonresidents (e.g. nonresident aliens, nationals living abroad, residents of Puerto Rico, Guam, the
Virgin Islands, and other territories of the U.S.) and fetal deaths are excluded. Mortality data from the death certificates
are coded by the states and provided to NCHS through the Vital Statistics Cooperative Program or coded by NCHS from
copies of the original death certificates provided to NCHS by the State registration offices. For more information, see
Technical Appendix from Vital Statistics of United States: 1999 Mortality.

+ About suppressed data and unreliable rates:
o Sub-national data representing fewer than ten persons (0-9) are suppressed for year 1989 and later years.
See Assurance of Confidentiality for more information.

o Rates are marked as "unreliable" when the death count is less than 20.

+ About cause of death classification:

o The underlying cause-of-death is defined by the World Health Organization (WHQ) as "the disease or injury
which initiated the train of events leading directly to death, or the circumstances of the accident or violence
which produced the fatal injury." Underlying cause-of-death is selected from the conditions entered by the
physician on the cause of death section of the death certificate. When more than one cause or condition is
entered by the physician, the underlying cause is determined by the sequence of conditions on the
certificate, provisions of the ICD, and associated selection rules and modifications.

o Causes of death are classified in accordance with the International Classification of Disease. Deaths for 1979-
98 are classified using the Ninth Revision (ICD-9). Deaths for 1999 and beyond are classified using the Tenth
Revision (ICD-10).

o Beginning with data for 2006, the valid ICD-10 codes used to classify causes of death changed. Effective with
the 2006 data year, 18 codes were introduced as valid causes of death, and 4 codes were discontinued.
Effective with the 2007 data year, 4 codes were introduced as valid causes of death, and 2 codes were
discontinued. See ICD-10 Changes for more information.

o Beginning with data for 2001, NCHS introduced categories *U01-*UQ3 for classifying and coding deaths due
to acts of terrorism. The asterisks before the category codes indicate that they are not part of the
International Classification of Diseases, Tenth Revision (ICD-10). Description of the specific 4-digit codes can
be found at NCHS Classifications of Diseases, and Functioning & Disability: Appendix I. Deaths classified to
the terrorism categories are included in the categories for Assault (homicide) and Intentional self-harm
(suicide) in the 113 cause-of-death list. Additional information on these new categories can be found at
NCHS Classifications of Diseases, and Functioning & Disability: Classification of Death and Injury Resulting
from Terrorism.

+ About race and ethnicity reporting:
o Race and Hispanic origin are reported separately on the death certificate in accordance with standards set
forth by the Office of Management and Budget. The American Indian or Alaska Native race category includes:
North, Central, and South American Indians, Eskimos, and Aleuts. The Asian or Pacific Islander race category
includes Chinese, Filipino, Hawaiian, Japanese, and Other Asian or Pacific Islanders.

o Hispanic origin was not reported on the death certificate for some deaths. On the mortality file, missing
Hispanic origin information is coded as "not stated". There is no corresponding population figure for this
group. Therefore, deaths with Hispanic origin not stated are excluded when death rates are calculated by
Hispanic origin.

o Information included on the death certificate about the race and Hispanic ethnicity of the decedent is
reported by the funeral director as provided by an informant, often the surviving next of kin, or, in the
absence of an informant, on the basis of observation. Race and ethnicity information from the census is by
self-report. To the extent that race and Hispanic origin are inconsistent between these two data sources,
death rates will be biased. Studies have shown that persons self-reported as American Indian, Asian, or
Hispanic on census and survey records may sometimes be reported as white or non-Hispanic on the death
certificate, resulting in an underestimation of deaths and death rates for the American Indian, Asian, and
Hispanic groups. Bias also results from undercounts of some population groups in the census, particularly
young black males, young white males, and elderly persons, resulting in an overestimation of death rates. In
" Quality of death rates by race and Hispanic origin: A summary of current research, 1999," the authors
estimate that the misclassification and under-coverage result in overstated death rates for the white and
black populations (1% and 5%, respectively) and understated death rates for other population groups
(American Indians, 21%; Asian or Pacific Islanders, 11%; and Hispanics, 2%). See also The validity of race
and Hispanic Origin reporting on death certificates in the United States.

o For 1979-2002, all 50 States and the District of Columbia collected race data on the death certificates using
four single-race categories (American Indian or Alaska Native, Asian or Pacific Islander, Black, and White) in
accordance with the 1977 OMB standards, allowing only a single race to be reported. Beginning with the
2003 data year, some States began collecting race data in accordance with the 1997 OMB standards,
allowing one or more of five race categories to be reported. In order to provide uniformity and comparability
of mortality data during the transition from the single-race format to the multiple-race format, NCHS is
"bridging" the race responses of those for whom more than one race is reported (multiple race) to one of the
single-race categories. The bridging procedure is similar to the procedure used to bridge multiple-race
population estimates. Multiple-race decedents are imputed to a single race (White, Black, American Indian or
Alaska Native, or Asian or Pacific Islander) according to their combination of races, Hispanic origin, sex, and
age indicated on the death certificate. The imputation procedure is described in detail at NCHS Procedures
for Multiple-Race and Hispanic Origin Data.

o For more discussion of race and ethnicity data, see Race and Ethnicity Questions.

« About "Not Stated” age or ethnicity:
o Deaths of persons with "Not Stated" age or ethnicity are included in the "All Ages" and "All Hispanic Origins"
categories. Data in the "Not Stated" groups are not distributed among the other groups. Data in the "Not
Stated" age group are not included in age-specific counts, age-specific rates or in any age-adjusted rates.

o Data for the "Not Stated" age category or the "Not Stated" Hispanic Origin category cannot be combined with
any other specified age group or Hispanic Origin categories.

o Death rates are not calculated specifically for the "Not Stated" groups because there are no corresponding
population denominator data for these groups.

o Effective April 7, 2011 for Multiple Cause of Death mortality data on CDC WONDER: data for the "Not
Stated" age category or the "Not Stated" Hispanic Origin category cannot be combined with any other
specified age group or Hispanic Origin categories.
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Population The population estimates are U.S. Census Bureau estimates of U.S. national, state, and county resident populations. The
data: year 1999 population estimates are bridged-race intercensal estimates of the July 1 resident population, based on the

1990 and the year 2000 census counts. The year 2000 and year 2010 population estimates are April 1 modified census
counts, with bridged-race categories. The year 2011-2019 population estimates are bridged-race postcensal estimates of
the July 1 resident population. The 2001 - 2009 population estimates are bridged-race revised intercensal estimates of
the July 1 resident population, based on the year 2000 and the year 2010 census counts (released by NCHS on
10/26/2012). The 2001 - 2009 archive population estimates are bridged-race postcensal estimates of the July 1 resident
population. For more information, see Population Data Sources.

NCHS live-birth data are included for "Infant Age Groups" so that infant mortality rates can be calculated. The number of
live births and the population estimate for the "under one year of age" group differ slightly, thus death rates may differ
slightly when compared. For more information, see Mortality for Infants.

Source: The Multiple Cause of Death data are produced by the Division of Vital Statistics, National Center for Health Statistics
(NCHS), Centers for Disease Control and Prevention (CDC), United States Department of Health and Human Services (US
DHHS). See Data Source Information.

In WONDER: You can produce tables, maps, charts, and data extracts. Obtain death counts, crude death rates, age-adjusted rates,
95% confidence intervals and standard errors for rates, and percentage of total. Select specific disease and demographic
criteria to produce cross-tabulated mortality measures. Data are organized into three levels of geographic detail:
national, state (including multi-state regions and divisions) and county. The population estimates used as the
denominator for rate calculations are also shown. You can limit and index your data by any and all of the variables.

Contents: Multiple Cause of Death Data Request
Data Source Information
Additional Information

Multiple Cause of Death Data Request

Output: You can produce tables, maps, charts, and data extracts. Obtain death counts, crude death rates, age-
adjusted rates, 95% confidence intervals and standard errors for rates, and percentage of total. Select
specific disease and demographic criteria to produce cross-tabulated mortality measures. Data are
organized into three levels of geographic detail: national, state (including multi-state regions and divisions)
and county. The population estimates used as the denominator for rate calculations are also shown.

Variables: You can limit and index your data by any and all of these variables:
1. Location: HHs Regions, Census Regions and Census Divisions, State, County
2. Age Groups: 10 year age groups, 5 year age groups, single-year age groups and infant age groups
3. Race: American Indian or Alaskan Native, Asian / Pacific Islander, Black or African American, White
(archive data for years 1999-2004: Black or African American, White, Other Race)

4. Hispanic Origin: Hispanic or Latino, Not Hispanic or Latino, Not stated (Hispanic Origin not available in
archive data 1999-2004)

Gender (Sex): Female, Male

Year of death: 1999-2019 (Year limited in archive data: 1999-2004, or 2005-2006)

Month of death: January through December (Month not available in archive data)

Weekday of death: Sunday through Saturday, Unknown (Weekday not available in archive data)

v N oou;

Autopsy performed: No, Yes, Unknown (Autopsy not available in archive data)

10. Place of Death: Medical Facility - Inpatient, Medical Facility - Outpatient or ER, Medical Facility - Dead
on Arrival, Medical Facility - Status unknown (years 1999-2002 only), Decedent's home, Hospice
Facility (years 2003 and later only), Nursing home/long term care, Other, Place of death unknown
(Place of Death not available in archive data)

11. Cause of Death: underlying and multiple causes of death - ICD-10 codes, 113 Selected Causes, 130
Selected Causes (for infants), Drug/Alcohol Induced Causes (not available in archive data), Injury
Intent and Mechanism groups (not available in archive data)

12. Urbanization: classifies population density and other factors at the county level - pick between the
2006 or the 2013 NCHS Urban-Rural Classification Scheme for Counties

How? The Request screen has sections to guide you through the making a data request as step-by-step process.
However, to get your first taste of how the system works, you might want to simply press any Send button,
and execute the default data request. The data results for your query appear on the Table screen. After you
get your data results, try the Chart and Map screens. Or export your data to a file (tab-delimited line
listing) for download to your computer.

For more information, see the following:
Quick Start Guide
Step 1, Organize table layout
Step 2, Select location
Step 3, Select demographics
Step 4, Select year and month
Step 5, Select weekday, autopsy and place of death
Step 6, Select underlying cause of death
Step 7, Select multiple cause of death
Step 8, Other options
'By-Variables' Select variables that serve as keys (indexes) for organizing your data. See How do I organize my data? for
more information.
Note: To map your data, you must select at least one geographical location as a "By-Variable" for
grouping your data, such as State or County.

Help: Click on any button labeled "Help", located to the right hand side of the screen at the top of each section.
Each control's label, such as the "Location" label next to the Location entry box, is linked to the on-line help
for that item.

Send: Sends your data request to be processed on the CDC WONDER databases. The Send buttons are located on
the bottom of the Request page, and also in the upper right corner of each section, for easy access.

Step 1. Organize table layout:

Group Results By: Select up to five variables that serve as keys for grouping your data. See Group Results By
below for hints.
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Measures: If checked, these measures will appear in the results table. Obtain death counts, crude death

rates, age-adjusted rates, 95% confidence intervals and standard errors for rates, and

percentage of total. Note that additional measures for rates are available under Additional Rate

Options, when you click the "+" to open this section.
Title: Enter any desired description to display as a title with your results.

Additional Rate Options: Click the "+" to open this section, and select more measures for rates. The options vary,

depending on your selections in the Measures section above. For example, when you check Age-

Adjusted Rates in the Measures section, then you can choose a standard population for

weighting the age-adjusted rates, or you can select criteria to define a non-standard population
for weights, in the Additional Rate Options section. For more information, see Additional Rate

Options

Group Results By...

Select up to five variables that serve as keys for grouping your data. For example, you could select to group (summarize,

stratify, index) your data by State and by County.

How? See How do I organize my data? for more information.
Hints:
1. About age-adjusted rates:

When age-adjusted rates are calculated, you cannot group the data by Age Group.

. About Multiple Cause of Death:

When the data are grouped by Multiple Cause of Death, the table shows a row for each cause of death
mentioned, including the number of deaths and rates. Although each death certificate has only 1
Underlying Cause of death, up to 20 causes can be indicated in the Multiple Cause of Death field. Thus,
the total count by "any mention" of cause in the Multiple Cause of Death field may exceed the actual
number of dead persons in the selected population.

. About charts:

You cannot make charts when your data has more than two By-Variables.

. About maps:

To make a map, you must request data with a geographic location variable, such as State or County, as a
"By-Variable." Then click the Map tab.

Death Counts

The death counts in the data represent deaths that occurred in the 50 United States and the district of Columbia, for the

legal place of residence of the decedent. See Mortality data for more information.

Notes:

Death counts are suppressed for sub-national data representing zero to nine (0-9) deaths. See
Assurance of Confidentiality for more information.

The death counts reported for the Multiple Cause of Death field are the number of times each specific
cause of death is mentioned in the record, or "any mention" of the specified cause of death. Up to 20
causes can be indicated in the Multiple Cause of Death field on any single death certificate.

Crude Rates

Crude Rates are expressed as the number of deaths reported each calendar year per the factor you select. The default factor

is per 100,000 population, reporting the death rate per 100,000 persons.

Crude Rate = Count / Population * 100,000

See Frequently Asked Questions about Death Rates .

Hints:

Rates calculated with population estimates are per 100,000 persons by default. However, infant mortality
rates are calculated per 1,000 live births by default. See Additional Rate Options to select the factor for
rate calculations.

Select the precision for rate calculations in the Other Options section. When the rate calculated for a small
numerator (incidence count) is zero, you may increase the precision to reveal the rate by showing more
numbers to the right of the decimal point.

Notes:

Rates for small populations should be interpreted with caution.

Rates are suppressed for sub-national data representing zero to nine (0-9) deaths. Corresponding sub-
national denominator population figures are also suppressed when the population represents fewer than
10 persons. See Assurance of Confidentiality for more information.

Rates are marked as "unreliable" when the death count is less than 20. Rates are not shown for infant
age groups when the death count is less than 20, since December 12, 2011.

Rates are marked as "not applicable" when the population denominator figure is unavailable, such as
persons of "not stated" or unknown age or Hispanic origin. Rates and populations are also not available for
specific categories for month and weekday of death, place of death, whether an autopsy was performed,
or any subset of ages 85 and over.

Crude rates are helpful in determining the need for services for a given population, relative to another
population, regardless of size. Crude rates are influenced by the underlying age distribution of the state's
population. Even if two states have the same age-adjusted rates, the state with the relatively older
population (as demonstrated by having a higher median age) will have higher crude rates because
incidence or death rates for most cancers increase with increasing age.

The population estimates for the denominators of incidence rates are race-specific and sex-specific
population estimates. The population estimates are aggregated from the most detailed level selected. For
example, if you have requested data for the nation grouped by state and by county, then the populations
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are the county-level population estimates aggregated to the state and national summaries. See Population
Denominator Data Sources below for more information.

* The population for "Infant age groups" is the number of live births in the given time period. See Infant
Mortality for more information.

Age-Adjusted Rates

Age-adjusted death rates are weighted averages of the age-specific death rates, where the weights represent a fixed
population by age. They are used to compare relative mortality risk among groups and over time. An age-adjusted rate
represents the rate that would have existed had the age-specific rates of the particular year prevailed in a population whose
age distribution was the same as that of the fixed population. Age-adjusted rates should be viewed as relative indexes rather
than as direct or actual measures of mortality risk.

The year "2000 U.S. standard" is the default population selection for the calculation of age-adjusted rates. However, you can
select other standard populations, or select specific population criteria to determine the age distribution ratios. See
Frequently Asked Questions about Death Rates for more information.

The rates of almost all causes of death vary by age. Age adjustment is a technique for "removing" the effects of age from
crude rates, so as to allow meaningful comparisons across populations with different underlying age structures. For example,
comparing the crude rate of heart disease in Florida to that of California is misleading, because the relatively older
population in Florida will lead to a higher crude death rate, even if the age-specific rates of heart disease in Florida and
California are the same. For such a comparison, age-adjusted rates are preferable. Age-adjusted rates should be viewed as
relative indexes rather than as direct or actual measures of mortality risk.

The National Center for Health Statistics (NCHS) age-adjusts death rates using the direct method. That is, by applying age-
specific death rates (Ri) to the U.S. standard population age distribution.

R'=3i(Psi/Ps)Ri

where Psi is the standard population for age group i and Ps is the total U.S. standard population (all ages combined).

In the direct method, a standard age distribution is chosen and the age-specific death rates are weighted according to the
standard. A reasonable choice for the standard is the U.S. total population (all races, both genders) for the year under study.
To permit comparison of death rates from year to year, a standard population is used. Beginning with the 1999 data year,
NCHS adopted the year 2000 projected population of the United States as the standard population. This new standard
replaces the 1940 standard population that was used by NCHS for over 50 years. The new population standard affects the
level of mortality and to some extent trends and group comparisons. Of particular note are the effects on race comparison of
mortality. For detailed discussion, see:

Anderson RN, Rosenberg HM. Age standardization of death rates: Implementation of the year 2000 standard.
National Vital Statistics Reports;_vol 47 no 3. Hyattsville, Maryland. National Center for Health Statistics. 1998.

Beginning with publications of the year 2003 data, the traditional standard million population along with corresponding
standard weights to six decimal places were replaced by the projected year 2000 population age distribution (see 2000
Standard Population below). The effect of the change is negligible and does not significantly affect comparability with age-
adjusted rates calculated using the previous method.

Age-Adjusted Rates Hints:

+ Age-Adjusted Rates are optional, to select age-adjusted rates, see the Measures section in 1. Organize table layout on
the Request Form. See Additional Rate Options to select populations for weighting the rates, and rate factors.

« Rates are calculated per 100,000 population by default. See Additional Rate Options to select the factor for rate
calculations.

« Select the precision for rate calculations in the Other Options section. When the rate calculated for a small numerator
(incidence count) is zero, you may increase the precision to reveal the rate by showing more numbers to the right of
the decimal point.

+ Age-adjusted rates cannot be calculated when the data are grouped by Age Group.
» Age-adjusted rates are not calculated when only one age group is selected (the effect is a ratio of one).

» Age-adjusted rates are not available for "Infant age groups" because the populations for these age groups are the
number of live births in the given time period, the same population denominator for each infant age group.

« Standard age-adjusted rates (calculated with standard populations) are only available for Ten-Year Age Groups.

Notes:

+ Rates are suppressed for sub-national data representing zero to nine (0-9) deaths. Corresponding sub-national
denominator population figures are also suppressed when the population represents fewer than 10 persons. See
Assurance of Confidentiality for more information.

e Rates are marked as "unreliable" when the death count is less than 20.

+ Rates are marked as "not applicable" when the denominator population figure is unavailable, such as "not stated" or
unknown age or ethnicity.

+ Deaths of persons with "not stated" or unknown age are not included in the calculation of age-adjusted rates.

» Age-specific death rates are rounded to 1 decimal place, before the weights are applied for the age distributions in the
standard population. This approach matches NCHS publications, yet may be more noticeable in the precision of rates
calculated for small numbers of deaths.

« If a "non-standard" population is selected for age-adjusted rates, then the actual population estimates for the specified
year are used to determine the specific age-distribution ratios (or weights) used in the calculation.

+ The following standard populations (see tables below) are used for computing age-adjusted rates:
o year 2000 Standard Population

o year 2000 Standard Million Population
o year 1970 Standard Million Population
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o year 1940 Standard Million Population

+« The 2000 Standard Population is a projected population, developed before the April 1, 2000 enumerated Census

occurred. For more information, see the following publications:

o Age Standardization of Death Rates: Implementation of the Year 2000 Standard
o Age-adjusted Death Rates: Trend Data Based on the Year 2000 Standard Population
o The Effect of Revised Populations on Mortality Statistics for the United States, 2000

Year 2000 Standard Population for the United States

Age

All ages
Under 1 year
1-4 years
5-14 years
15-24 years
25-34 years
35-44 years
45-54 years
55-64 years
65-74 years
75-84 years
85 years and over

Number

274,633,642

3,794,901
15,191,619
39,976,619
38,076,743
37,233,437
44,659,185
37,030,152
23,961,506
18,135,514
12,314,793

4,259,173

* Based on year 2000 projected population.

Year 2000 Standard Million Population for the United States
Numbers and All Ages Proportions (Weights) *

Age

All ages
Under 1 year
1-4 years
5-14 years
15-24 years
25-34 years
35-44 years
45-54 years
55-64 years
65-74 years
75-84 years
85 years and over

NumberWeight
1,000,000 1.000000
13,818 0.013818
55,317 0.055317
145,565 0.145565
138,646  0.138646
135,573  0.135573
162,613 0.162613
134,834 0.134834
87,247 0.087247
66,037 0.066037
44,842  0.044842
15,508 0.015508

* Based on year 2000 projected population.
Note that these weights only apply to the all ages population,
the weights are calculated dynamically when age groups are selected.

Year 1970 Standard Million Population for the United States
Numbers and All Ages Proportions (Weights) *

Age

All ages
Under 1 year
1-4 years
5-14 years
15-24 years
25-34 years
35-44 years
45-54 years
55-64 years
65-74 years
75-84 years
85 years and over

NumberWeight
1,000,000 1.000000
18,102 0.018102
66,314 0.066314
200,508 0.200508
174,406 0.174406
122,569 0.122569
113,614 0.113614
114,265 0.114265
91,480 0.091480
61,195 0.061195
30,112 0.030112
7,435 0.007435

* Based on the year 1970 population.
Note that these weights only apply to the all ages population,
the weights are calculated dynamically when age groups are selected.

Year 1940 Standard Million Population for the United States
Numbers and All Ages Proportions (Weights) *

Age

All ages
Under 1 year
1-4 years
5-14 years
15-24 years
25-34 years
35-44 years
45-54 years
55-64 years
65-74 years
75-84 years
85 years and over

NumberWeight
1,000,000 1.000000
15,343  0.015343
64,718 0.064718
170,355 0.170355
181,677 0.181677
162,066 0.162166
139,237  0.139237
117,811 0.117811
80,294  0.08029%4
48,426  0.048426
17,303 0.017303
2,770  0.002770
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* Based on the year 1940 population.
Note that these weights only apply to the all ages population,
the weights are calculated dynamically when age groups are selected.

959% Confidence Intervals for Rates
You can request 95% confidence intervals calculated for death rates. The method for confidence intervals calculated for 100
or more deaths differs slightly from the method for confidence intervals calculated for 99 or fewer deaths.

How? Click the check box to indicate the desired measure.
Notes:

» The method for confidence intervals calculated for 100 or more deaths:
The lower 95% confidence interval is the crude death rate minus (1.96 times the standard error of the
rate). The upper 95% confidence interval is the crude death rate plus (1.96 times the standard error of
the rate). LCI = R -1.96 * S (R)
UCI =R + 1.96 * S (R)

» The method for confidence intervals calculated for 99 or fewer deaths:
The lower 95% confidence interval is the crude death multiplied by the lower 95% confidence limit factor
for a death rate based on a Poisson variable of the number of deaths. The upper 95% confidence interval
is the crude death rate multiplied by the upper 95% confidence limit factor for a death rate based on a
Poisson variable of the number of deaths. See Vital Statistics of the United States: Mortality, 1999:
Technical Appendix Table S. LCI = R * L (0.95, D)
UCI = R * U (0.95, D)

* Where:

o LCI = lower 95% confidence interval

o UCI = upper 95% confidence interval

o R = crude death rate R = (deaths / population) * 100,000

o D = the total number of deaths upon which the rate is based.

o RSE(R) = relative standard error of rate RSE(R) = 100 * square root of (1/D)
o S(R) = standard error of rate S(R) = R * (RSE(R) / 100)

o L = the lower 95% confidence limit factor for a death rate based on a Poisson variable of the
number of deaths. See Vital Statistics of the United States: Mortality, 1999 Technical Appendix Table
S.

o U = the upper 95% confidence limit factor for a death rate based on a Poisson variable of the
number of deaths. See Vital Statistics of the United States: Mortality, 1999 Technical Appendix Table
S.

« For more information, refer to
o Age-adjusted Death Rates: Trend Data Based on the Year 2000 Standard Population

o Vital Statistics of the United States: Mortality, 1999 Technical Appendix:
= See the "Random Variation and Sampling Errors" section for methods.

= See "Table S" for the upper and lower confidence limit factors for death rates based on a
Poisson variable of the number of deaths.

Standard Errors for Rates
You can request standard errors calculated for death rates.

How? Click the check box to indicate the desired measure.
Notes:

* S(R) = standard error of rate S(R) = R * (RSE(R)/100)

e Where:
o R = crude death rate R = (deaths / population) * 100,000
o D = the total number of deaths upon which the rate is based.

o RSE(R) = relative standard error of rate RSE(R) = 100 * square root of (1/D)

e For more information, refer to
o Age-adjusted Death Rates: Trend Data Based on the Year 2000 Standard Population

o Vital Statistics of the United States: Mortality, 1999 Technical Appendix, see the "Random Variation
and Sampling Errors" section for methods.

Additional Rate Options:

Click the "+" to open this section. The options shown here vary, depending on the Measures you checked in
section 1. Organize table layout on the Data Request tab. For example, to pick populations for weighting age-
adjusted rates here, you must first check the box for age-adjusted rates in the Measures section.

Calculate Rates Per: Select the factor (multiplier) for your rates. By default, all ages rates are
calculated per 100,000 persons, and rates limited to infant age groups are
calculated per 1,000 persons.

How? See How do I select items from the list box?

Archive Rates: Check the box if you wish to reproduce archive rates and population figures
from the preceding release of these data. See Comparison with Other Releases
for more information.

How? See "How do I use a checkbox?"
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Include age-adjusted rates? Crude rates are reported by default. Indicate that you wish to calculate age-
adjusted rates by clicking the checkbox under Measures in section 1. Organize
table layout on the Data Request tab. Then choose the standard population to
use for the ratios in the calculation. For more information, see:

Age-Adjusted Rates and

Frequently Asked Questions about Death Rates.
How? See How do I use a radio button?

Notes on Age-Adjusted Rates:

« Group your data by any variable, except for Age Groups. You are
prevented from grouping the data by age groups when requesting age-
adjusted rates for mortality data, because any single age group alone
yields a corresponding weight of 1.

» Likewise, you must select more than 1 age group when requesting age-
adjusted rates for mortality data.

» Deaths coded to the "unknown" age groups do not yield a proportional
weight, as there is no corresponding population value.

» Select the combined age group for all persons less than 1 year of age.
Age-adjusted rates are not available for deaths codes to the specific
Infant Age Groups, because the representative population value for each
infant age group is the (same) number of live births in selected time
period.

Populations for Age- If you picked standard age-adjusted rates, then the list of possible standard
Adjusted Rates: populations used to calculate these age-adjusted rates is shown. See Age-
Adjusted Rates for more information.
How? See How do I select items from the list box?

Note: The standard populations do not include representations of all age
groups included in the mortality data. Your request criteria must combine data
for the following ranges of ages: "5 - 14 years" combined and "15 - 24 years"
combined.

Non-standard Age- If you picked non-standard age-adjusted rates, then options for selecting
Adjusted Rates: possible actual population criteria are shown. The actual population values for
the specified year, race and location selections provide the age-specific
proportional weights that calculate these age-adjusted rates. See Frequently
Asked Questions about Death Rates for more information.
How?

e See How do I select items from the list box?

e Type the desired Location code value into the box, one code per line. Or
leave the box empty for the entire US (national population). Any region,
division, state or county code shown in the Finder at Step 2 is valid.

Note: If the same population is picked for your query criteria and your non-
standard age-adjusted rate calculations, then the crude rates and age-adjusted
rates are identical for those data rows that represent the non-standard
population denominator.

Step 2. Select location:

Select the place(s) of interest. Location describes geographic areas in the United States by
1. Regions for multi-state areas;

2. State and County; and also

3. Urbanization classifies population density and other factors at the county level - choose between the 2013
or the 2006 NCHS Urban-Rural Classification Scheme for Counties.

Location

Data are available for the United States by Region, State and County, as well as by Urbanization categories for
counties. Select the location(s) for the query. Any number of locations can be specified here.

How?
* Click a round button to switch between the State and County list, or the Census Region and
Census Division list, or the HHS Region list.

* See How do I use a Finder? for more information.
* See Finder Tool help for more hints.

Hints:
* The default is all values (the United States).

« The Advanced mode let you easily pick several items from different parts of the list. Items are
not selected until you click the "Move" button in Advanced mode. You may also enter values
by hand, one code per line, in the Advanced mode. Use the Finder to see the correct code
format. For example, 02 is the Alaska state code.

e The "plus" symbol, "+" indicates that you can open the item, to see more items below it.
e The results to a search are shown in blue, and indicated by ">".
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Region

Regions are multi-state groups. For regional data, you can group by Region, or you can select any combination
of individual regions. There are two types of regions available, Census Regions and Health and Human Services
(HHS) Regions.

How?
e See Location above for instructions.

* See also Group Results By in Step 1.

Notes:
* Region is based on the person's legal state of residence at the time of death.

+ The Regions are identified by both nhame and codes in data extracts.

Census Regions

The United States is split into 4 regions: Northeast, Midwest, South and West. The states that comprise each
region are shown below.

How?
e See Location above for instructions.

* See also Group Results By in Step 1.
Notes:
+ Census Region is based on the person's legal state of residence at the time of death.

+ The Regions are identified by both name and codes in data extracts.

State abbreviation and name FIPS code

Northeast Census Region:

CT Connecticut 09
ME Maine 23
MA Massachusetts 25
NH New Hampshire 33
NJ New Jersey 34
NY New York 36
PA Pennsylvania 42
RI Rhode Island 44
VT Vermont 50

Midwest Census Region:

IL Illinois 17
N Indiana 18
IA Towa 19
KS Kansas 20
MI Michigan 26
MN Minnesota 27
MO Missouri 29
NE Nebraska 31
ND North Dakota 38
OH Ohio 39
SD South Dakota 46
WI Wisconsin 55

South Census Region:

AL Alabama 01
AR Arkansas 05
DE Delaware 10
DC District of Columbia 11
FL Florida 12
GA Georgia 13
KY Kentucky 21
LA Louisiana 22
MD Maryland 24
MS Mississippi 28
NC North Carolina 37
OK Oklahoma 40
SC South Carolina 45
TN Tennessee 47
TX Texas 48
VA Virginia 51
wv West Virginia 54

West Census Region:

AK Alaska 02
AZ Arizona 04
CA California 06
CcO Colorado 08
HI Hawaii 15
ID Idaho 16
MT Montana 30
NV Nevada 32
NM New Mexico 35
OR Oregon 41
uT Utah 49
WA Washington 53
WY Wyoming 56

Census Division
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Census Divisions are multi-state groups, sub-sets of Census Regions. You can group by Census Division, or

select any combination of indivi

How?

Multiple Cause of Death 1999-2019

dual Census Divisions.

e See Location above for instructions.

¢ See also Group Results By in Step 1.

Notes:

« Census Division is based on the person's legal state of residence at the time of death.

+ The Census Divisions are identified by both name and codes in data extracts. To see all of the

states in each divis

ion, group the data by Census Division and by State.

+ The United States is split into 9 divisions by the Census Bureau:

Census Division 1:
Census Division 2:
Census Division 3:
Census Division 4:
Census Division 5:
Census Division 6:
Census Division 7:
Census Division 8:

Census Division 9:

New England, (CENS-D1)
Middle Atlantic, (CENS-D2)
East North Central, (CENS-D3)
West North Central, (CENS-D4)
South Atlantic, (CENS-D5)

East South Central, (CENS-D6)
West South Central, (CENS-D7)
Mountain, (CENS-D8)

Pacific, (CENS-D9)

The states that comprise each Census Division are shown below.

State

FIPS Code

Census Divisi

on 1: New England, (CENS-D1)

Connecticut 09
Maine 23
Massachusetts 25
New Hampshire 33
Rhode Island 44
Vermont 50

Census Division 2: Middle Atlantic, (CENS-D2)
New Jersey 34
New York 36

Census Division 3: East North Central, (CENS-D3)

Illinois 17
Indiana 18
Michigan 26
Ohio 39
Wisconsin 55

Census Division 4: West North Central, (CENS-D4)

Iowa 19
Kansas 20
Minnesota 27
Missouri 29
Nebraska 31
North Dakota 38
South Dakota 46

Census Division 5: South Atlantic (CENS-D5)

Delaware 10
District of Columbia 11
Florida 12
Georgia 13
Maryland 24
North Carolina 37
South Carolina 45
Virginia 51
West Virginia 54

Census Division 6: East South Central (CENS-D6)

Alabama 01
Kentucky 21
Mississippi 28
Tennessee 47

Census Division 7: West South Central (CENS-D7)

Arkansas 05
Louisiana 22
Oklahoma 40
Texas 48
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Census Division 8: Mountain (CENS-D8)

Arizona 04
Colorado 08
Idaho 16
Montana 30
Nevada 32
New Mexico 35
Utah 49
Wyoming 56

Census Division 9: Pacific (CENS-D9)

Alaska 02
California 06
Hawaii 15
Oregon 41
Washington 53

HHS Regions

The Department of Health and Human Services (HHS) groups the 50 states, the District of Columbia, and the
U.S. territories into ten reporting regions, referred to as the HHS regions. Any number of locations can be
specified here.

How?
e See Location above for instructions.

¢ See also Group Results By in Step 1.

Notes:
« Data for Puerto Rico or any of the U.S. territories are not included. Therefore, data for Puerto
Rico and the Virgin Islands are not included in HHS Region 2; data for Guam and American
Samoa are not included in HHS Region 9.

« HHS Region is based on the person's legal state of residence at the time of death.

When the data are exported, separate columns show both the label and the code for each
value. To see the full list of labels and code values, request data grouped by this region for the
"All" and export the results.

Health and Human List of States
Services (HHS) Regions

Connecticut, Maine, Massachusetts, New Hampshire,

1 Rhode Island, Vermont
New Jersey, New York (data for Puerto Rico, Virgin
2 .
Islands are not included)
3 Delaware, District of Columbia, Maryland,
Pennsylvania, Virginia, West Virginia
4 Alabama, Florida, Georgia, Kentucky, Mississippi,
North Carolina, South Carolina, Tennessee
5 Illinois, Indiana, Michigan, Minnesota, Ohio,
Wisconsin
6 Arkansas, Louisiana, New Mexico, Oklahoma, Texas
7 Iowa, Kansas, Missouri, Nebraska
Colorado, Montana, North Dakota, South Dakota,
8 X
Utah, Wyoming
9 Arizona, California, Hawaii, Nevada (data for
American Samoa and Guam are not included)
10 Alaska, Idaho, Oregon, Washington

State

For state level data, you can select any combination of individual states. Or group by State and leave the
Location Finder selection at the default (all locations or the 50 United States and the District of Columbia).

How?
e See Location above for instructions.
* See also Group Results By in Step 1.

Notes:
* The state coded represents the person's place of legal residence at the time of death.

e The states and the District of Columbia are identified by both state name and Standard
Federal Information Processing (FIPS) codes in data extracts. See About FIPS Codes below.
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County

County-level data are available for the United States and the District of Columbia. For county level data, you can
select any combination of individual counties, or group by County. Leave the Location Finder selection at the
default (all locations or the 50 United States and the District of Columbia).

How?
e See Location above for instructions.

* See also Group Results By in Step 1.

Notes:
* The county coded represents the person's place of legal residence at the time of death.

* The counties and the District of Columbia are identified by both county name and Standard
Federal Information Processing (FIPS) codes in data extracts.

« About FIPS Codes: The FIPS State and county codes were established by the National
Bureau of Standards, U.S. Department of Commerce in 1968. This standard set of codes
provides names and codes for counties and county equivalents of the 50 States of the United
States and the District of Columbia. Counties are considered to be the "first order
subdivisions" of each State, regardless of their local designation (county, parish, borough,
census area). Washington, D.C.; the consolidated government of Columbus City, Georgia; the
independent cities of the States of Maryland, Missouri, Nevada, and Virginia; and the census
areas and boroughs of Alaska are identified as county equivalents. The system is standard
throughout the Federal Government. The State codes are ascending, two-digit numbers; the
county codes are ascending three-digit numbers. For both the State and county codes, space
has been left for new States or counties. Some changes in the FIPS codes have occurred since
1968. See Location Updates for information on how these changes affect the data.

+ About County Changes: Comparable total deaths and death rates may be misleading for
counties with changing boundaries. See Location Updates for information on how these
changes affect the data. Due to boundary changes, data are available for some counties for a
limited period of time.

The following county-level constraints apply to the Multiple Cause of Death data:
o Alaska:
= Denali, Alaska (FIPS code 02068) only has data for year 2003 and later. Counts
and rates shown in multi-year requests show only two years of data for this
entity.

= Yukon-Koyukuk, Alaska (FIPS code 02290) - changes in deaths and population
counts between 2002 - 2003. Beginning in 2003, deaths and population counts
for a former part of Yukon-Koyukuk are reported for Denali Borough and are no
longer included with data for Yukon-Koyukuk.

o Colorado:
= Adams, Colorado (FIPS code 08001) - changes in deaths and population counts
between 2002 - 2003. Beginning in 2003, deaths and population counts for a
former part of Adams county are reported for Broomfield county, and are no
longer included with data for Adams county.

= Boulder, Colorado (FIPS code 08003) - changes in deaths and population counts
between 2002 - 2003. Beginning in 2003, deaths and population counts for a
former part of Boulder county are reported for Broomfield county, and are no
longer included with data for Boulder county.

= Broomfield, Colorado (FIPS code 08014) only has data for year 2003 and later.
Counts and rates shown in multi-year requests show only two years of data for
this entity.

= Jefferson, Colorado (FIPS code 08059) - changes in deaths and population counts
between 2002 - 2003. Beginning in 2003, deaths and population counts for a
former part of Jefferson county are reported for Broomfield county, and are no
longer included with data for Jefferson county.

= Weld, Colorado (FIPS code 080123) - changes in deaths and population counts
between 2002 - 2003. Beginning in 2003, deaths and population counts for a
former part of Weld county are reported for Broomfield county, and are no longer
included with data for Weld county.

o Virginia:

= Alleghany, Virginia (FIPS code 51005) - changes in deaths and population counts
between 2000 - 2001. Beginning in 2001, deaths and population counts for
death counts and population estimates for Clifton Forge city, Virginia have been
combined with Alleghany county.

= Clifton Forge city, Virginia (FIPS code 51560) has data for years 1999 - 2000
only. Counts and rates shown in multi-year requests show only two years of data
for this entity.

Urbanization

Use the radio buttons to select either the 2006 or the 2013 NCHS Urban-Rural Scheme for Counties. Select All
Categories or any combination of values: Large Central Metro, Large Fringe Metro, Medium Metro, Small Metro,
Micropolitan (non-metro), NonCore (non-metro). Each county is classified as one of six categories. Each death is
associated with a category based on the county of the person's legal residence.

How?
1. Click the Radio Button above the box, to pick your preferred list.

2. See "How do I select items from the list box?," to limit your data to selected categories in the
list.
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Notes:

» These categories are from the 2006 or 2013 NCHS Urban-Rural Classification Scheme for
Counties.

* See the NCHS Urban-Rural Classification Scheme for Counties web page for more information
about the Urbanization categories.

+ The large central metro category contains counties in metropolitan statistical areas (MSAs) of
one million or more population that have been identified by NCHS classification rules as
central because they contain all or part of a principal city of the area. The large fringe metro
category contains the remaining counties (similar to suburbs) in MSAs of one million or more.
Counties in MSAs of 250,000 to 999,999 population are assigned to the medium metro
category and counties in MSAs with populations under 250,000 are assigned to the small
metro category. Nonmetropolitan counties that are designated by the Office of Management
and Budget as belonging to a micropolitan statistical area are assigned to the micropolitan
category and the remaining nonmetropolitan counties are assigned to the noncore category.
The large central metro category is the most "urban" category and the noncore category is the
most "rural" category.

« To understand how the classification schemes were developed, see:
o NCHS Urban-Rural Classification Scheme for Counties

o 2013 NCHS Urban-Rural Classification Scheme for Counties

* Most counties are in the same urbanization category for both the 2013 and 2006 schemes.
However, for those counties whose category differs in the two schemes, some moved from a
less urban to a more urban category, while others moved from a more urban category to a
less urban category. For more information, see "Changes in county urbanization category:
2013 scheme versus 2006 scheme" in the report, 2013 NCHS Urban-Rural Classification
Scheme for Counties.

« It is recommended that the micropolitan category not be aggregated with metropolitan
categories.

* The Urbanization categories are identified by two columns, labels and codes, in data extracts.

Step 3. Select demographics:

Limit your data for any of the following data elements:
1. Age Groups - 10 year age groups, 5 year age groups, single-year ages, infant age groups (only standard
age groups and infant age groups are available in archive data 1999-2004, and archive data 2005-2006)

2. Gender - All, Female, Male

3. Race - All, American Indian or Alaska Native, Asian or Pacific Islander, Black or African American, White
(archive data for years 1999-2004: All, Black / African American, Other Race, White)

4. Hispanic Origin - All, Hispanic or Latino, Not Hispanic or Latino, Not stated (not available in archive data
1999-2004)

Note: Archive data 1999-2004 and archive data 2005-2006 include Year and Urbanization categories for
counties in section 3.

Age Groups: 10-Year Age Groups, 5-Year Age Groups, Single-Year Ages, Infant Age
Groups

First click the round radio button to show the preferred list of age groups. Then select All Ages or any
combination of the individual age groups in the list box.

How?
e See How do I use a radio button?.

e See How do I select items from the list box?.
Notes:

+ Note that the population for the infant age groups is the number of live births in the given
time period. Thus each infant age group shows the total number of live births in that period of
years. For more information about infant age groups, see Mortality for Infants .

« The population for the other age groups is the population estimate for each age group in the
given time period. The population estimates for each year are summed together. For example,
if data is requested for the age group "15 - 19 years" in the years 2000-2001, then the
population estimate for this age group in the year 2000 is added to the population estimate
for this age group in the year 2001. The combined population estimates for the time period
are the denominator for the death rates.

+ Deaths of persons with "Unknown" or "Not Stated" age are included in "All" counts and rates,
but are not distributed among age groups, so are not included in age-specific counts, age-
specific rates or in any age-adjusted rates. See About "Not Stated" age or ethnicity for more
information.

+ Refer to Age-Adjusted Rates for a discussion on the use of age-groups in calculating age-
adjusted rates. Note that some of the age groups available in the data are not available in the
standard population tables used to calculate age-adjusted rates. Deaths of persons of "Not
stated" age are not included in age-adjusted rate calculations. Also, age-adjusted rates are
not available for infant age groups.

« Rates and Populations are reported as "Not Applicable" for any subset of ages 85 and over,
because population estimates are not available for those ages.

 Erratum: Between July 21, 2014 and August 8, 2014, the number of deaths by Single Year
of Aae reported in CDC WONDER in the vear 2011 were inaccurate for the followina
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categories: "< 1 year" and "Not Stated." We regret this error and apologize for any

inconvenience.

* The following age groups are available:

* The age groups are identified by two columns, labels and codes, in data extracts.

10-Year Age groups:

under 1 year

1 - 4 years
5 - 14 years
10 - 14 years
15 - 24 years
20 - 24 years
25 - 34 years
35 - 44 years
45 - 54 years
55 - 64 years
65 - 74 years
75 - 84 years

85 years and over

Not stated

- Or_

5-Year Age groups:

under 1 year

1 -4 years
5 -9 years
10 - 14 years
15 - 19 years
20 - 24 years
25 - 29 years
30 - 34 years
35 - 39 years
40 - 44 years
45 - 49 years
50 - 54 years
55 - 59 years
60 - 64 years
65 - 69 years
70 - 74 years
75 - 79 years
80 - 84 years
85 - 89 years
90 - 94 years
95 - 99 years
100 years and over
Not stated
- or_

Single-Year Age groups:

under 1 year
to

100 years and over

Not stated

- Oor-

Infant age groups (live births):

under 1 day
1 - 6 days
7 - 27 days

28 - 364 days

Gender

Select All Genders or any combination of other values: female, male.

How? See How do I select items from the list box?.

Note:

The genders are identified by two columns, labels and codes, in data extracts.

Race

Select All Races or any combination of other values: American Indian or Alaskan Native, Asian / Pacific Islander,
Black or African American, White. (Archive data years 1999-2004: Black / African American, Other Race, White.)

How? See How do I select items from the list box?.
Notes:

14/34



https://wonder.cdc.gov/wonder/help/QuickStart.html#Extracts

https://wonder.cdc.gov/wonder/help/quickStart.html#Selections

https://wonder.cdc.gov/wonder/help/QuickStart.html#Extracts

https://wonder.cdc.gov/wonder/help/quickStart.html#Selections



5/12/2021 Multiple Cause of Death 1999-2019

* See Race and Ethnicity Questions for more information about the issues of race categories and
ethnicity in the data.

* The Race categories are identified by two columns, labels and codes, in data extracts.

Hispanic Origin

Select All values or any combination of other values: Hispanic or Latino, Not Hispanic or Latino, Not stated.
(Hispanic Origin data are not available in archive data 1999-2004.)

How? See How do I select items from the list box?.
Notes:

+ Population denominator data are not available for the "Not stated" category, thus rates are
flagged as "not applicable."

+ Deaths of persons with unknown or "Not Stated" Hispanic origin are included in "All" counts
and rates, but are not distributed among Hispanic Origin groups, so are not included in the
Hispanic Origin specific counts and rates . See About "Not Stated" age or ethnicity for more
information.

* See Race and Ethnicity Questions for more information about the issues of race categories and
ethnicity in the data.

* The Hispanic Origin categories are identified by two columns, labels and codes, in data
extracts.

Step 4. Select year and month:

Select any specific years or year/month dates to limit your data to the specified time of occurrence of death. The
default value is the full range of years and months in the data collection. (Month of death is not available in
archive data 1999-2004 or archive data 2005-2006.)

How?
« The first level shows the years. Select one or more years, and then click the Open button
below the list to see the months in each year.

* See "How do I use a Finder?" for help.

« If you prefer, You can also enter date values by hand:
1. Click the link for Advanced mode. (Advanced mode is only available when JavaScript is
enabled.)

2. Use yyyy (1994) for years, yyyy/mm (1992/01) for months. Enter one date per line.
e See Finder Tool help for more hints.
Notes:
« Each month is considered a unique combination of year and month, such as July, 2011.
+ Rates and populations are shown as "Not Applicable" for months.

+ When the data are exported, separate columns show both the label and the code for each value.

Step 5. Select weekday, autopsy and place of death:

Limit your data for any of the following data elements:
1. Weekday of death: - Sunday through Saturday, Unknown

2. Autopsy performed: - No, Yes, Unknown

3. Place of Death: - Medical Facility - Inpatient, Medical Facility - Outpatient or ER, Medical Facility - Dead on
Arrival, Medical Facility - Status unknown (years 1999-2002 only), Decedent's home, Hospice Facility
(years 2003 and later only), Nursing home/long term care, Other, Place of death unknown.

Note that rates and populations are shown as "Not Applicable" for Weekday, Autopsy and Place of Death.
(Weekday, Autopsy and Place of Death are not available in archive data 1999-2004 or archive data 2005-2006.)

Weekday of Death

Select All any combination of other values for the weekday of occurrence of death: Sunday through
Saturday, Unknown. (Weekday of death is not available in archive data 1999-2004 or 2005-2006.)

How? See "How do I select items from the list box?"
Notes:

* Note that rates and populations are shown as "Not Applicable" for weekday of
death.

e Erratum: Between December 15, 2011 and March 13, 2012, the number of deaths
by "Weekday of Death" reported in CDC WONDER for the year 2003 were
inaccurate for the following states: California, Idaho, Montana and New York. We
regret this error and apologize for any inconvenience.

« Data are identified by two columns, labels and codes, in data extracts.
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Autopsy Performed

Select All any combination of other values for the whether an autopsy was performed: No, Yes,
Unknown. (Autopsy is not available in archive data 1999-2004 or 2005-2006.)

How? See "How do I select items from the list box?"
Notes:

* Note that rates and populations are shown as "Not Applicable" for whether an
autopsy was performed.

+ Data are identified by two columns, labels and codes, in data extracts.

Place of Death

Select All any combination of other values for the place of death: Medical Facility - Inpatient, Medical
Facility - Outpatient or ER, Medical Facility - Dead on Arrival, Decedent's home, Hospice Facility,
Nursing home/long term care, Other, Place of death unknown. (Place of Death not available in
archive data 1999-2004 or 2005-2006.)

How? See "How do I select items from the list box?"
Notes:

* Note that rates and populations are shown as "Not Applicable" for place of death.

* The Place of Death categories changed in 2003. The "Medical Facility - Status
unknown" category is only available in years 1999-2002. The "Hospice Facility"
category is only available in years 2003 and later. Death counts for these
categories are shown as "Missing" for those years when the data are unavailable.

e Erratum: Between December 15, 2011 and February 22, 2012, the number of
deaths by "Place of Death" reported in CDC WONDER for the years 1999-2002
were inaccurate for the following categories: Decedent's home, Hospice Facility,
and Nursing home/long term care. We regret this error and apologize for any
inconvenience.

« Data are identified by two columns, labels and codes, in data extracts.

Step 6. Select underlying cause of death:

Select categories that represent the underlying cause of death from the death certificate. Only one
underlying cause of death is indicated for each death. Deaths are coded to the International
Classification of Disease Tenth Revision (ICD-10) codes. The ICD system is organized by chapters,
sub-chapters and codes. Selected causes are also grouped into categories for mortality analysis. Any
number of causes can be specified here. However, you can only limit data to one of the lists for any
single query.

Be sure the Radio Button is set to your choice. Pick between:

1. ICD-10 Codes listed as chapters, sub-chapters and individual codes
ICD-10 113 Groups for selected causes of death
ICD-10 130 Groups for selected causes of infant mortality
Drug/Alcohol Induced Causes not available in archive data)

AN

Injury Intent and Mechanism (not available in archive data)

Hints:
* Only those ICD codes that are used to classify underlying causes of death in the
mortality data are available in the Finder for this section. Symptoms are not
classified as underlying causes of death.

« Deaths in the years 1999 and later are coded to the tenth revision of the
International Classification of Diseases (ICD-10). There are 113 selected causes of
death groups for the ICD-10 codes.

+ When you select a code, remember that some deaths are coded to the 3 length
code, and not the more detailed designation. Thus some deaths may be excluded
from your data selection if your criteria are limited to only 4 length codes. For
example, the ICD-10 code AQ9 is the correct specification; A09.0 will not pick up
deaths coded AO09.

e The causes of death are identified by two columns, labels and codes, in data
extracts.

Notes:
« About the International Classification of Diseases:

The mortality data are compiled in accordance with the World Health Organization
(WHO) regulations, which specify that member nations classify and code causes of
death in accordance with the current revision of the International Statistical
Classification of Diseases and Related Health Problems (ICD). The International
Classification of Diseases is developed collaboratively between the World Health
Organization (WHO) and 10 international centers, for purposes of ensuring that
medical terms reported on death certificates are internationally comparable and
lend themselves to statistical analysis. The ICD has been revised approximately
every 10 years since 1900 in order to reflect changes in understanding of disease
mechanisms and in disease terminology.

e See also ICD 10th revision notes.
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¢ Archive data 1999-2004 and archive data 2005-2005 select underlying cause of
death in step 4 on the Request Form. Injury Intent and Mechanism, and
Drug/Alcohol Induced Causes are not available in the archive data.

ICD-10 Codes

Limit the data to any number of causes of death, for selected chapters, sub-chapters or codes. The
default selection is "all causes" of death.

How?
1. Click the Radio Button to the left of the box, to pick your preferred list.

2. Select one or more items from the list to limit your data. The default value for any

list is all causes of death.
Hints:

o See How do use a Finder? to learn more about search options, expanding or

collapsing selected items, and displaying details for selected items in the
Finder.

o The "plus" symbol, "+" indicates that you can open the item, to see more
items below it.

o The results to a search are shown in blue, and indicated by ">".

o The Advanced mode let you easily pick several items from different parts of

the list. Items are not selected until you click the "Move" button in
Advanced mode.

o You may also enter values by hand, one code per line, in the Advanced
mode. Use the Finder to see the correct code format. For example, "120-
125" is the ICD-10 code for ischemic heart diseases.

o See Finder Tool help for more hints.

Notes:

+ The International Classification of Disease (ICD) 10th revision is used to represent

the causes of death for the years 1999 and later. The ICD system is organized by
chapters, sub-chapters and codes.

* ICD-10 uses a 4-length alphanumeric coding scheme. Each of the 21 chapters in
ICD-10 is classified to a letter or letters of the alphabet. Infectious disease codes
in Chapter 1, for example, begin with an "A" or "B". Thus, Acute poliomyelitis is
associated with the codes A80.0-A80.9 and Viral hepatitis is classified as B15.0-
B19.9. The ICD 10 system begins codes with a letter from the alphabet, followed
by two numerals, then a decimal point to indicate subordinate position, and then
more numerals. Some causes of death are represented by 3 length codes,

although most causes of death are represented by 4 length codes (format A12.3).

Greater detail than 4 length codes are not included in the data.

+ About Underlying Cause of Death:

o The underlying cause-of-death is defined by the World Health Organization
(WHO) as "the disease or injury which initiated the train of events leading
directly to death, or the circumstances of the accident or violence which
produced the fatal injury." Underlying cause-of-death is selected from the
conditions entered by the physician on the cause of death section of the
death certificate. When more than one cause or condition is entered by the

physician, the underlying cause is determined by the sequence of conditions

on the certificate, provisions of the ICD, and associated selection rules and
modifications.

o Each death certificate contains a single underlying cause of death.

o Only those ICD codes that are used to classify underlying causes of death in
the mortality data are available in the Finder for selecting underlying causes

of death. Symptoms are not classified as underlying causes of death.

+ About Multiple Cause of Death:
o Each death certificate contains up to twenty multiple causes of death.

o The ICD-10 "S" and "T" chapters are available in the Finder for selecting

multiple causes of death. Symptom and "nature of injury" classifications are

available for the Multiple Cause of Death field, although not available in the
Underlying Cause of Death field.

o You can form Boolean "AND" queries for Multiple Causes of Death. More
information.

o When data are grouped by Multiple Cause of Death, the numbers of deaths
are shown attributed to each cause. However, a single person's death may
have up to 20 causes on the death certificate. Thus the total number of
deaths per cause may exceed the actual number of dead persons in the
selected population.

+ About changes in ICD-10 codes:
The valid ICD-10 codes used to classify cause of death change over time, refer to
table below for details. Effective with the 2019 data year, 1 code was introduced
as a valid cause of death. Effective with the 2011 data year, 33 codes were
introduced as valid causes of death. Effective with the 2009 data year, 5 codes
were introduced as valid causes of death, and 11 codes were discontinued.
Effective with the 2007 data year, 4 codes were introduced as valid causes of

death, and 2 codes were discontinued. Effective with the 2006 data year, 18 codes

were introduced as valid causes of death, and 4 codes were discontinued. The
World Health Organization (WHO) added code 127.2 in 2003. Prior to 2003, if the

rertifier licted "cernndarv nillmnnarv hvnertencinn” the canditinn waniild he cnded
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127.0 because there was no code for secondary pulmonary hypertension. After
code 127.2 was added in 2003, the number of deaths coded to 127.0 dropped
significantly.

New causes of death in 2019

o010 ritte

U07.0 Vaping related disorder

New causes of death in 2011

o010 ritte

B17.9 Acute viral hepatitis, unspecified

D68.5 Primary thrombophilia

D68.6 Other thrombophilia

D89.3 Immune reconstitution syndrome

E88.3 Tumor lysis syndrome

G14 Postpolio syndrome

G21.4 Vascular parkinsonism

H54.9 Unspecified visual impairment (binocular)
172.5 Aneurysm and dissection of other precerebral arteries
J12.3 Human metapneumovirus pneumonia

J21.1  Acute bronchiolitis due to human metapneumovirus
K12.3 Oral mucositis (ulcerative)

K35.2 Acute appendicitis with generalized peritonitis
K35.3 Acute appendicitis with localized peritonitis
K35.8 Acute appendicitis, other and unspecified
L89.0 Stage I decubitus ulcer and pressure area
L89.1 Stage II decubitus ulcer

L89.2 Stage III decubitus ulcer

L89.3 Stage IV decubitus ulcer

L89.9 Decubitus ulcer and pressure area, unspecified
N18.1 Chronic kidney disease, stage 1

N18.2 Chronic kidney disease, stage 2

N18.3 Chronic kidney disease, stage 3

N18.4 Chronic kidney disease, stage 4

N18.5 Chronic kidney disease, stage 5

N42.3 Dysplasia of prostate

014.2 HELLP syndrome

043.2 Morbidly adherent placenta

Death from direct obstetric cause occurring more than 42 days but less

096.0 -

than one year after delivery

Death from indirect obstetric cause occurring more than 42 days but less
096.1 -

than one year after delivery
096.9 Death from unspecified obstetric cause occurring more than 42 days but

less than one year after delivery
097.0 Death from sequelae of direct obstetric cause
097.1 Death from sequelae of indirect obstetric cause
097.9 Death from sequelae of obstetric cause, unspecified
Human immunodeficiency [HIV] disease complicating pregnancy,
098.7 o .
childbirth and the puerperium
X34.0 Victim of cataclysmic earth movements caused by earthquake
X34.1 Victim of tsunami
X34.8 Victim of other specified effects of earthquake
X34.9 Victim of unspecified effect of earthquake
New causes of death in 2009
g;'d);lo Title
A09.0 Other and unspecified gastroenteritis and colitis of infectious origin
A09.9 Gastroenteritis and colitis of unspecified origin
K52.3 Indeterminate colitis
R26.3 Immobility
R63.6 Insufficient intake of food and water due to self neglect
New causes of death in 2007

ICD-10 .
Code Title
J0o9 Influenza due to identified avian influenza virus

U04.9 Severe acute respiratory syndrome [SARS], unspecified
X59.0 Exposure to unspecified factor causing fracture

X59.9 Exposure to unspecified factor causing other and unspecified injury
New causes of death in 2006

o010 ritte

B33.4 Hantavirus (cardio)-pulmonary syndrome [HPS][HCPS]
G90.4 Autonomic dysreflexia

I15.0 Renovascular hypertension

I115.9 Secondary hypertension, unspecified

K22.7 Barrett's esophagus

K85.0 Idiopathic acute pancreatitis

K85.1 Biliary acute pancreatitis

K85.2 Alcohol-induced acute pancreatitis

K85.3 Drug-induced acute pancreatitis

K85.8 Other acute pancreatitis

K85.9 Acute pancreatitis, unspecified

M31.7 Microscopic polyangiitis

M79.7 Fibromyalgia

P91.6 Hypoxic ischemic encephalopathy of newborn

R29.6 Tendency to fall, not elsewhere classified

R50.2 Drug-induced fever

R50.8 Other specified fever

W46 Contact with hypodermic needle

New causes of death in 2003
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ICD-10 __.
Code Title
127.2  Other secondary pulmonary hypertension

Discontinued causes of death in 2009

ICD-10 _.
Code Title
AQ09 Diarrhea and gastroenteritis of infectious origin

F11.0 Mental and behavioral disorders due to use of opioids, acute intoxication
F12.0 !Vlentgl a_nd behavioral disorders due to use of cannabinoids, acute
intoxication
F13.0 Mental_ and_behavioral disorders due to use of sedatives or hypnotics,
acute intoxication
F14.0 Mental and behavioral disorders due to use of cocaine, acute intoxication
F15.0 Mental and behavioral disorders due to use of other stimulants, including
) caffeine, acute intoxication
F16.0 !Vlentgl a_nd behavioral disorders due to use of hallucinogens, acute
intoxication
F17.0 Mental and behavioral disorders due to use of tobacco, acute intoxication
F18.0 Mental and behavioral disorders due to use of volatile solvents, acute
) intoxication
Mental and behavioral disorders due to multiple drug use and use of
F19.0 ) . L
other psychoactive substances, acute intoxication
K51.1 Ulcerative (chronic) ileocolitis

Discontinued causes of death in 2007

ICD-10 _.

Code Title

F10.0 Mental and behavioral disorders due to use of alcohol, acute intoxication
X59 Exposure to unspecified factor

Discontinued causes of death in 2006
éf)'d’;lo Title

125.2  Old myocardial infarction

K85 Acute pancreatitis

R50.0 Fever with chills

R50.1 Persistent fever

« About ICD-10 cause of death codes 000-099:
Between 2003 and 2017, states were incrementally implementing a preghancy
status checkbox which affected the comparability of data between states. In
addition, evaluation of data quality indicated errors following adoption of the
checkbox. Beginning with 2018 data, after all states had implemented a
checkbox, NCHS restricted use of the checkbox to decedents aged 10-44 years.
Additionally, for records with no indication of pregnancy except in the checkbox,
the multiple cause data will only have cause of death codes O00-099 reflecting
the underlying cause. These changes are intended to mitigate probable errors. For
more information, please refer to Maternal Mortality Statistics for 2018 at:
https://www.cdc.gov/nchs/maternal-mortality/.

+ About deaths due to acts of terrorism:
Beginning with data for 2001, NCHS introduced categories *U01-*UQ3 for
classifying and coding deaths due to acts of terrorism. The asterisks before the
category codes indicate that they are not part of the International Classification of
Diseases, Tenth Revision (ICD-10). Description of the specific 4-digit codes can be
found at NCHS Classifications of Diseases, Functioning and Disability: Appendix I.
Deaths classified to the terrorism categories are included in the categories for
Assault (homicide) and Intentional self-harm (suicide) in the 113 cause-of-death
list. Additional information on these new categories can be found at NCHS
Classifications of Diseases, Functioning and Disability: Classification of Death and
Injury Resulting from Terrorism. Terrorism related deaths in this data do not
represent a final count of deaths resulting from the terrorist attacks on September
11, 2001, as this figure had not been determined. As of October 24, 2002, death
certificates were issued for 2,957 of the estimated 3,028 individuals believed to
have died as a result of the September 11, 2001 attacks. Of these, four were
issued for terrorists and are classified as suicides. The criteria for issuing a death
certificate for those believed to have died in the attacks differed by state,
reflecting differences in state laws regarding death certification. Pennsylvania
issued a death certificate for every individual, including the terrorists. Death
certificates were not issued for any of the terrorists in Virginia or New York City.
Virginia issued a death certificate only for those victims whose remains were
identified. New York City issued a death certificate for those whose remains were
identified or, if remains were not recovered, for those whose families applied for a
death certificate. For more detailed information regarding New York City's
processing of these deaths, see Deaths in World Trade Center Terrorist Attacks---
New York City, 2001.

ICD-10 113 Groups - 113 Selected Causes of Death
Limit the data to any number of groups of selected causes of death.

How?
1. Click the Radio Button to pick your preferred list.

2. Select one or more items from the list to limit your data. Use Ctrl + Click for
multiple selections, or Shift + Click for a range.
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Notes:

Deaths in the years 1999 and later are coded to the tenth revision of the
International Classification of Diseases (ICD-10). There are 113 selected causes of
death groups for the ICD-10 codes.

NCHS has defined selected causes of death groups for analysis of mortality data:
the "113 Selected Causes of Death" for all age groups, and the "130 Selected
Cause of Infant Death" categorize ICD-10 codes for analysis of deaths in the years
1999 and later. The group code values are not actual ICD codes published in the
International Classification of Diseases, but are "recodes" defined to support
analysis by the Selected Causes of Death groups.

Group the data by "ICD-10 113 Groups" and also by "Cause of Death" to see the
individual ICD codes included in each category.

A "#" symbol preceding the label indicates a "rankable" cause of death, from the
National Center for Health Statistics (NCHS) list of rankable causes of death. The
rankable causes are a subset of the 113 selected causes of death, and the 130
selected causes of death for infants.

Group results by "15 Leading Causes" to get death counts and rates for the top 15
rankable causes of death, for your selected query criteria. Note that cross-
tabulations, zero value death counts, and suppressed values are not permitted
when you group results by "15 Leading Causes." When more than one rankable
cause of death occurs in the last position, all these causes are shown. The
"Leading Causes of Death" and "Rankable Causes of Death" apply only to
underlying causes of death. These terms are not used for analysis of contributing
or multiple causes of death.

Erratum for the MCD 113 Cause List: Between May 7, 2009 and July 21, 2014,
the number of deaths by MCD ICD-10 113 Cause List reported in CDC WONDER in
the years 1999-2010 were inaccurate for the following category: "All other
diseases (Residual)." The inaccuracy occurred because deaths with the
contributing causes "H95 (Postprocedural disorders of ear and mastoid process,
not elsewhere classified)" and "N99 (Postprocedural disorders of genitourinary
system, not elsewhere classified)" had been inadvertently omitted from the
summary group. We regret this error and apologize for any inconvenience.

ICD-10 130 Groups (Infants) - 130 Selected Causes of Infant Death
Limit the data to any number of groups of selected causes of death, or individual codes.

How?
1. Click the Radio Button to pick your preferred list.

2. Select one or more items from the list to limit your data. Use Ctrl + Click for

multiple selections, or Shift + Click for a range.

Notes:

Deaths in the years 1999 and later are coded to the tenth revision of the
International Classification of Diseases (ICD-10). There are 130 Selected Causes
of Infant Death groups for the ICD-10 codes.

NCHS has defined selected causes of death groups for analysis of all ages
mortality data: the "113 Selected Causes of Death" for all age groups, and the
"130 Selected Cause of Infant Death" categorize ICD-10 codes for analysis of
deaths in the years 1999 and later. The group code values are not actual ICD
codes published in the International Classification of Diseases, but are "recodes"
defined to support analysis by the Selected Causes of Death groups.

A "#" symbol preceding the label indicates a "rankable" cause of death, from the
National Center for Health Statistics (NCHS) list of rankable causes of death. The
rankable causes are a subset of the 113 selected causes of death, and the 130
selected causes of death for infants.

Group results by "15 Leading Causes" to get death counts and rates for the top 15
rankable causes of death, for your selected query criteria. Note that cross-
tabulations, zero value death counts, and suppressed values are not permitted
when you group results by "15 Leading Causes." When more than one rankable
cause of death occurs in the last position, all these causes are shown. The
"Leading Causes of Death" and "Rankable Causes of Death" apply only to
underlying causes of death. These terms are not used for analysis of contributing
or multiple causes of death.

Drug/Alcohol Induced Causes
Limit the data to any number of groups of selected causes of death, or individual codes.

How?
1. Click the Radio Button to pick your preferred list.

2. Select one or more items from the list to limit your data. Use Ctrl + Click for

multiple selections, or Shift + Click for a range.
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Notes:

* Deaths in the years 1999 and later are coded to the tenth revision of the
International Classification of Diseases (ICD-10).

*« NCHS has defined selected causes of death groups for analysis of all ages
mortality data: Drug-Induced causes, Alcohol-Induced Causes, All Other Causes.
The group code values are not actual ICD codes published in the International
Classification of Diseases, but are "recodes" defined to support analysis by the
Selected Causes of Death groups.

* Group the data by "Drug/Alcohol Induced Causes" and also by "Cause of Death"
to see the individual ICD codes included in each category.

+ Drug/Alcohol Induced Causes of death are not available in the archive data.

Injury Intent and Mechanism

Limit your data for any of the following data elements:

1. Injury Intent
2. Injury Mechanism & All Other Leading Causes

About the External Cause of Injury Mortality Matrix:

For the analysis of injury mortality data, all causes of death have been classified by intent and by
mechanism. The causes of death that are not related to injuries have been categorized as non-
injuries, and are categorized in keeping with the 113 selected causes of death groups for ICD-10.
The groups of injury mechanisms are different from those based on the "113 Selected Causes of
Death" for ICD-10 codes. The groupings are based on the External Cause of Injury Mortality Matrix.
In addition, some non-injury groups have been combined to make for broader categories, such as
Heart Disease and Tuberculosis. Note that Injury Intent and Mechanism categories are only available
for underlying cause of death. Injury Intent and Mechanism categories are not available in the
archive data.

For more information, see: External Cause of Injury Mortality Matrix.

Injury Intent

Limit the data to any number of categories. Note that Injury Intent categories are only
available for underlying cause of death.

How?
1. Click the Radio Button to pick your preferred list.

2. Select one or more items from the list to limit your data. Use Ctrl +
Click for multiple selections, or Shift + Click for a range.

Notes:

e Group the data by "Injury Intent" and also by "Cause of Death" to see
the individual ICD codes included in each category.

« Refer to External Cause of Injury Mortality Matrix for more
information.

* Injury Intent and Mechanism categories are not available in the
archive data.

Injury Mechanism & All Other Leading Causes

Limit the data to any number of categories. Note that Injury Mechanism categories are
only available for underlying cause of death.

How?
1. Click the Radio Button to pick your preferred list.

2. Select one or more items from the list to limit your data. Use Ctrl +
Click for multiple selections, or Shift + Click for a range.

Notes:

* Group the data by "Injury Mechanism" and also by "Cause of Death"
to see the individual ICD codes included in each category.

* NCHS has defined selected causes of death groups for analysis of
injury mortality data. The groups of injury mechanisms are different
from those based on the "113 Selected Causes of Death" for ICD-10
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codes. The groupings are based on the External Cause of Injury
Mortality Matrix. In addition, some non-injury groups have been
combined to make for broader categories, such as Heart Disease and

Tuberculosis.

* Refer to External Cause of Injury Mortality Matrix for more

information.

¢ Injury Intent and Mechanism categories are not available in the

archive data.

« In order to allow analysis of Injury Mortality across a larger span of
years, the ICD-9 codes that classify the underlying cause of death for
years 1979 - 1998 have been categorized to be compatible with the
ICD-10 External Cause of Mortality Matrix. The categories in WONDER
differ slightly from the original ICD-9 External Cause of Mortality

Matrix, as follows:

ICD-9 Codes and Updated Injury Mechanism Categories

ICD-9 Code Values

E990

E800 -
E807(.0,.1,.8,.9),

E820 - E825(.0 - .5,.8,.9),

E826(.2 - .8),

E827 - E829(.2 - .9)
E846

E958.5

E988.5

E830 - E832

Categories in the
original

ICD-9 External
Cause Mortality
Matrix

Other specified and
classifiable, legal
intervention
Transport, other,
unintentional

Other specified and
classifiable,
unintentional

Motor Vehicle Traffic,
suicide

Motor Vehicle Traffic,
undetermined
Drowning,
Unintentional

Categories compatible
with the

ICD-10 External Cause
of Mortality Matrix

Fire or hot object or
substance, legal
intervention

Other land transport,
unintentional

Other land transport,
unintentional

Other land transport,
suicide

Other land transport,
undetermined

Other transport,
unintentional

Other specified and
E847 - E848 classifiable,

unintentional

Other specified and

Other transport,
unintentional

Other transport, legal

E994 classifiable, legal ) X
; ; intervention
intervention

E958(.3) Natural or Other specified

environmental, suicideclassifiable, suicide

Transport, other, Other specified, not

E958(.6) suicide elsewhere classified,
suicide
Natural or Other specified
E988(.3) environmental, classifiable,
undetermined undetermined
Other specified, not
E988(.6) Transport, other, elsewhere classified,

undetermined undetermined

Step 7. Select multiple cause of death

Limit the data to only those deaths that indicate the selected causes of death in the Multiple Cause
of Death field. Each death certificate can include up to 20 causes of death in the Multiple Cause of
Death field. The output reports the number of deaths with at least one mention of the specified
causes of death, referred to as "any mentions" of deaths attributed to each cause. Choose from
these classifications:

ICD-10 Codes listed as chapters, sub-chapters and individual codes
ICD-10 113 Groups for selected causes of death
ICD-10 130 Groups for selected causes of infant mortality

P WD

Drug/Alcohol Induced Causes

How?
1. Be sure the round radio button indicates your desired classification system. See
'How to change a radio button'.

2. Your selections to limit the data must go into the top most box under the "Select
Records" area on the left. When the box is blank, all causes of death are the
possible value.

3. Enter codes by hand, one per line. Or find items in the Finder Tool on the right,
and then use the "Move Items Over" button in the middle to move the highlighted
items from the Finder.

Note: JavaScript must be enabled for the "Move" and "Clear" buttons to work.
Enter or clear codes by hand if the buttons don't work.

4. See 'How to use the Finder Tool' or Finder Tool Help for more information.
5. You can form Boolean "AND" queries for Multiple Causes of Death. More

infArmatinn
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Notes:

+ Refer to the following sections for more information on cause of death
classifications:

+ About Multiple Cause of Death:
o Each death certificate contains up to twenty multiple causes of death.

o The ICD-10 "S" and "T" chapters are available in the Finder for selecting
multiple causes of death. These "Nature of Injury" and symptom
classifications are available for the Multiple Cause of Death field, although
not available in the Underlying Cause of Death field.

o You can form Boolean "AND" queries for Multiple Causes of Death. More
information.

o When data are grouped by Multiple Cause of Death, the nhumbers shown are
the number of deaths with at least one mention of the specified causes of
death, referred to as "any mentions" of deaths attributed to each cause.
However, a single person's death may have up to 20 causes on the death
certificate. Thus the total nhumber of deaths per cause may exceed the
actual number of dead persons in the selected population.

« About Boolean AND queries:
o You can form Boolean "AND" queries that limit your data results to those
deaths with any cause in the top box AND any cause in the lower box, such
as deaths with both diabetes and nephritis on the same death certificate.

o Note that more than one ICD-10 code in the same box is treated as "this
cause OR that cause."

o The "AND" condition is imposed for the join of the set of codes in the top
box and the set of codes in the bottom box. For example, if the top box has
codes for hypertensive renal disease (I112) and also chronic ischemic heart
disease (I25], and the bottom box has codes for diabetes mellitus (E10-
E14), then the results will show deaths where the record indicates both
hypertensive renal disease AND diabetes mellitus occurring, and also deaths
where the record indicates both chronic ischemic heart disease AND
diabetes mellitus occurring at the time of death.

* Note that "Select multiple cause of death" is section 5 in the Request Form in the
archive data for 1999-2004 and 2005-2006.

Step 8. Other options:

Export Results: If checked query results are exported to a local file. More information on how to import

this file into other applications can be found here.
How? See How do I use a checkbox?

Show Totals: If checked totals and sub-totals will appear in the results table.

How? See How do I use a checkbox?

Show Zero Values: If checked, rows containing zero counts are included in the results table. If unchecked,

zero count rows are not included.
How? See How do I use a checkbox?

Precision: Select the precision for rate calculations. When the rate calculated for a small humerator

(incidence count) is zero, you may increase the precision to reveal the rate by showing
more numbers to the right of the decimal point.
How? See How do I select items from the list box?

Data Access This value specifies the maximum time to wait for the data access for a query to

Timeout: complete. If the data access takes too long to complete, a message will be displayed and

you can increase the timeout or simplify your request. If you can't complete a request
using the maximum timeout, contact user support and we will try to run a custom data
request for you.

How? See How do I select items from the list box?

Note that "Other Options" is section 6 in the Request Form in the archive data for 1999-2004 and 2005-2006.

Data Source Information

Mortality
Data
Sources:

The Multiple Cause of Death data are produced by the National Center for Health Statistics
(NCHS) at the Centers for Disease Control and Prevention (CDC). Mortality information is
collected by state registries and provided to the National Vital Statistics System. Underlying
cause of death and demographic descriptors are indicated on the death certificates. Each
death certificate contains a single underlying cause of death, up to twenty additional
multiple causes, and demographic data. The underlying cause-of-death is defined by the
World Health Organization (WHQO) as "the disease or injury which initiated the train of
events leading directly to death, or the circumstances of the accident or violence which
produced the fatal injury." Underlying cause-of-death is selected from the conditions
entered by the physician on the cause of death section of the death certificate. When more
than one cause or condition is entered by the physician, the underlying cause is determined
by the sequence of conditions on the certificate, provisions of the International
Classification of Diseases, and associated selection rules and modifications.

To learn more about the methods and source of these data please reference:

* National Center for Health Statistics: (NCHS) Multiple Cause of Death data web site
» National Vital Statistics System: Mortality web site
» See also Data Source Citations
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Data
Sources:
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The population estimates are bridged-race estimates based on Bureau of the Census
estimates of total U.S., State, and county resident populations. The 1999 population
estimates are intercensal estimates of the July 1 resident population, based on the year
1999 and year 2000 census counts. The year 2000 and year 2010 populations are April 1
modified census counts. The year 2011-2019 population estimates are bridged-race
postcensal estimates of the July 1 resident population. The 2001 through 2009 population
estimates are revised intercensal estimates of the July 1 resident population, based on the
year 2000 and year 2010 census counts (released by NCHS on 10/26/2012). The archive
population estimates for years 2001 - 2009 are postcensal estimates of the July 1 resident
population. Note that these estimates are based on bridged-race categories. The population
estimates are by geographic unit (total United States, State, and county), year, race
(white, black, other races), sex, and age group (13 age groups). To permit the calculation
of infant mortality rates, NCHS live-birth data are included on the file.

For more information on the population estimates, see:

Population Data

Additional Information

Suggested
Data Source
Citations:

Contact:

Other Issues:

United States Department of Health and Human Services (US DHHS),

Centers for Disease Control and Prevention (CDC),

National Center for Health Statistics (NCHS),

Multiple Cause of Death 1999-2019 on CDC WONDER Online Database, released 2020.
Data are compiled from data provided by the 57 vital statistics jurisdictions through the
Vital Statistics Cooperative Program.

Data for year 2019 are compiled from the Multiple Cause of Death File 2019, Series 20,
No. 2Y, 2020.

Data for year 2018 are compiled from the Multiple Cause of Death File 2018, Series 20,
No. 2X, 2020.

Data for year 2017 are compiled from the Multiple Cause of Death File 2017, Series 20,
No. 2W, 2018.

Data for year 2016 are compiled from the Multiple Cause of Death File 2016, Series 20,
No. 2V, 2017.

Data for year 2015 are compiled from the Multiple Cause of Death File 2015, Series 20,
No. 2U, 2016.

Data for year 2014 are compiled from the Multiple Cause of Death File 2014, Series 20,
No. 2T, 2015.

Data for year 2013 are compiled from the Multiple Cause of Death File 2013, Series 20,
No. 2S, 2014.

Data for year 2012 are compiled from the Multiple Cause of Death File 2012, Series 20,
No. 2R, 2014.

Data for year 2011 are compiled from the Multiple Cause of Death File 2011, Series 20,
No. 2Q, 2014.

Data for year 2010 are compiled from the Multiple Cause of Death File 2010, Series 20,
No. 2P, 2012.

Data for year 2009 are compiled from the Multiple Cause of Death File 2009, Series 20 No.
20, 2012.

Data for year 2008 are compiled from the Multiple Cause of Death File 2008, Series 20 No.
2N, 2011.

Data for year 2007 are compiled from the Multiple Cause of Death File 2007, Series 20 No.
2M, 2010.

Data for years 2005-2006 are compiled from the Multiple Cause of Death File 2005-2006,
Series 20, No. 2L, 2009.

Data for years 1999-2004 are compiled from the Multiple Cause of Death File 1999-2004,
Series 20, No. 2], 2007.

Accessed at http://wonder.cdc.gov/mcd-icd10.html.

The suggested citation including the original series for the data is shown below each table,
chart or map.

For data questions that are not addressed in this document, e-mail nchsquery@cdc.gov.

Reference the following topics:

Frequently Asked Questions about Death Rates
Mortality Data

Infant Mortality

Population Estimates

Age Adjustment of Death Rates

Assurance of Confidentiality

International Classification of Diseases (ICD)
Locations: About County Level Changes
Contact for Data Questions

Suggested Citation

Notes:

+ Reporting anomalies:

o About Georgia reporting anomalies in 2008-2009: Circumstances in
Georgia for the years 2008 and 2009 have resulted in unusually high death
counts for the Place of Death category "Place of death unknown," and for the
ICD-10 cause of death code R99, "Other ill-defined and unspecified causes of
mortality" for deaths occurring in years 2008 and 2009. Caution should be
used in interpreting these data. For more information, see Deaths: Final Data
for 2008.

o About New Jersey reporting anomalies in 2009: Circumstances in New
Jersey for the year 2009 have resulted in unusually high death counts for the
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1CD-10 cause of death code RYY, "Other Ill-defined and unspecified causes or

mortality" and therefore unusually low death counts in other ICD-10 codes,
most notably R95, "Sudden Infant Death Syndrome" and X40-X49,
"Unintentional poisoning." Caution should be used in interpreting these data.
For more information, see Deaths: Final Data for 2009.

o About Allen Parish, Louisiana reporting anomalies in 2006-2008:
Deaths for Allen Parish, Louisiana (FIPS code 22003] in years 2006 through
2008 are under reported due to problems with registering the deaths with the
Louisiana Vital Statistics Office.

o About California reporting anomalies in 2000 - 2001: Circumstances in
California resulted in unusually high death counts for the ICD-10 cause of
death code R99, "Other ill-defined and unspecified causes of mortality" for
deaths occurring in years 2000 and 2001. Caution should be used in
interpreting these data.

o About cause of death classification changes:
= Changes to cause of death classification affect reporting trends. For
more information, see Changes in ICD-10 codes.

= See also About ICD-10 codes O00-099 for reporting issues affecting
comparability of maternal mortality statistics.

« Demographic reporting:

o Deaths of persons with Age "Not Stated" are included in "All" counts and rates,
but are not distributed among age groups, so are not included in age-specific
counts, age-specific rates or in any age-adjusted rates. For more information,
see Not Stated Age or Ethnicity.

o Information included on the death certificate about the race and Hispanic
ethnicity of the decedent is reported by the funeral director as provided by an
informant, often the surviving next of kin, or, in the absence of an informant,
on the basis of observation. Race and ethnicity information from the census is
by self-report. To the extent that race and Hispanic origin are inconsistent
between these two data sources, death rates will be biased. For more
information, see Race and Ethnicity Reporting.

+ Revisions and errata:

o About revised 2019 deaths: On March 11, 2021, the 2019 mortality data
on CDC WONDER was updated with the 2019 mortality data updated by NCHS
on March 4, 2021 to include corrected information for residents of Texas
affecting 5 records previously coded to cause code *UQ01.4, Terrorism involving
firearms (homicide). The underlying and multiple cause of death codes for 5
records were corrected in the 2019 data. Underlying and multiple cause of
death codes for those 5 records were recoded to Assault (homicide) by other
and unspecified firearm discharge, ICD-10 code X95. The corrected final death
records replaces the data released on December 22, 2020.

o MCD 113 Causes and MCD 130 Cause lists: Between December 6, 2018
and February 14, 2019, the number of deaths reported in year 2017 was
inaccurate for certain queries that specified limits for the Multiple Cause of
Death field. Results for queries for deaths that specified any mention of certain
categories in the MCD - ICD-10 113 Cause list, or any mention of certain
categories in the MCD - ICD-10 130 Cause (Infants) list, failed to find such
deaths when the deaths occurred in 2017. The results to such queries
erroneously did not include these deaths. This problem applied to all
categories in the two lists that contain subordinate categories, such as
"Tuberculosis (A16-A19)" from the MCD - ICD-10 113 Cause list, or "Certain
infectious and parasitic diseases (A00-B99)" in the MCD - ICD-10 130 Cause
(Infants) list. The processing step to summarize deaths for these categories
had been inadvertently omitted.

o About revised 2014 deaths: A revised data file for 2014 was released on
April 3, 2017 to include corrections affecting 125 deaths previously coded to
"Accidental discharge of firearms" (ICD-10 codes W32-W34). This corrected
file replaced the file released on December 9, 2015. The underlying cause of
death changed for 125 deaths in 2014 that occurred in Tennessee (80%) and
Massachusetts (20%). (Note: Data by state of residence are also impacted in
Connecticut, Florida, Georgia, Kentucky, North Carolina and Virginia for
records where the death occurred in Tennessee or Massachusetts but the
decedent was a resident of another state.) Prior to the revision, the underlying
cause of death for all 125 deaths were classified as "Accidental discharge of
firearms" (ICD-10 codes W32-W34). After the revision, 50% of the changed
records are now classified as "Assault (homicide) by discharge of firearms"
(ICD-10 codes *U01.4, X93-X95); 42% are now classified as "Intentional self-
harm (suicide) by discharge of firearms (ICD-10 codes X72-X74); 4% of the
revised death records are now classified as "Discharge of firearms,
undetermined intent" (ICD-10 codes Y22-Y24); and the remaining 4% to
various other causes. For more information, please refer to Deaths: Final Data
for 2014.

o Rates for state and county combinations: Prior to September 22, 2015,
the population figures used for the Multiple Cause of Death 1999-2004 and
2005-2006 archive online databases, involving state and counties combined
may have been incorrect. When a query on the CDC WONDER archive online
databases included both state and counties in the query criteria (e.g., death
rates for New Hampshire and adjacent York County, Maine), the population
figures and the subsequent rate calculations may have been incorrect because
the population of the selected state may have been included twice.

o Single Year of Age: Between July 21, 2014 and August 8, 2014, the number
of deaths by Single Year of Age reported in CDC WONDER in the year 2011
were inaccurate for the following categories: "< 1 year" and "Not Stated."

o MCD 113 Cause List: Between May 7, 2009 and July 21, 2014, the number
of deaths by MCD ICD-10 113 Cause List reported in CDC WONDER in the
years 1999-2010 were inaccurate for the following category: "All other
diseases (Residual)." The inaccuracy occurred because deaths with the
contributing causes "H95 (Postprocedural disorders of ear and mastoid
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process, not elsewhere classified)" and "N99 (Postprocedural disorders of
genitourinary system, not elsewhere classified)" had been inadvertently
omitted from the summary group.

o Weekday of Death: Between December 15, 2011 and March 13, 2012, the
number of deaths by Weekday of Death reported in CDC WONDER for the year
2003 were inaccurate for the following states: California, Idaho, Montana and
New York.

o Place of Death: Between December 15, 2011 and February 22, 2012, the
number of deaths by Place of Death reported in CDC WONDER in the years
1999-2002 were inaccurate for the following categories: Decedent's home,
Hospice Facility, and Nursing home/long term care

o Two counties in Connecticut in year 2000: County of residence is
misidentified in 316 deaths that occurred in the year 2000, for Hartford
County, CT (FIPS code 09003) and New London County, CT (FIPS code
09011). Data for the aggregate state of Connecticut for deaths occurring in
year 2000 are correct, as well as data for the aggregate of the 2 counties
combined. This discrepancy affects the Detailed Mortality (Underlying cause of
Death) and the Multiple Cause of Death online databases in CDC WONDER, as
well as the all-county Multiple Cause of Death data set for year 2000.
However, the Compressed Mortality data set correctly identifies the county of
residence for the 316 deaths in year 2000 in Connecticut.

We regret these errors and apologize for any inconvenience.

Population Estimates

Reference the following topics to learn more about population denominators for rate calculation:
Population Information for the Current Release

1999 Population Estimates

2000 Population Estimates

2001 - 2009 Population Estimates

2010 Population

2011 Population

2012 Population

2013 Population

2014 Population

2015 Population

2016 Population

2017 Population

2018 Population

2019 Population

Comparison with other releases

Archive 2001 - 2009 Population Estimates
Archive 2001 - 2004 Population Estimates
Archive 2005 - 2006 Population Estimates

Population migration due to hurricanes in 2005

Population Information for the Current Release

The population data are bridged-race estimates derived from U.S. Census Bureau files. The population estimates for the year
1999 are intercensal estimates of the July 1, resident population, estimates based on both the year 1990 and year 2000
census counts. The population estimates for the Census years 2000 and 2010 are April 1, modified census counts. The
population estimates for the years 2001 through 2009 are revised intercensal estimates of the July 1, resident population,
estimates based on both the year 2000 and year 2010 census counts (released by NCHS on 10/26/2012). Note: In contrast,
the archive population estimates for the non-Census years 2001 through 2009 are postcensal estimates of the July 1,
resident population.

The following modifications of the Census population estimates were made by NCHS:

a. To permit the calculation of infant mortality rates, NCHS live-birth data are included for "Infant age Groups." The race
code for these records is derived from "race of mother".

b. When the age group 1-4 years did not appear on the Census file, the age group 0-4 years was multiplied by 0.8 to
obtain an estimate of the population 1-4 years.

Specific Details

1. 1999 Population Estimates
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10.

Multiple Cause of Death 1999-2019

The population estimates for 1999 are county-level U.S. Census Bureau bridged-race intercensal estimates of the July
1, resident population, based on the 1990 census and the bridged-race 2000 census. Derivation of the race-specific
intercensal population estimates for the 1990s was complicated by the incomparability of the race data on the 1990
and 2000 censuses. Before the intercensal estimates for the 1990s could be derived, the race groups on the 2000
census had to be made consistent with ("bridged to") the race groups on the 1990 census. Race data on the 2000
Census were collected in accordance with the 1997 Office of Management and Budget's standards on race and
ethnicity. The 1997 standards specify 5 single-race categories (American Indian or Alaska Native, Asian, Black or
African American, Native Hawaiian or Other Pacific Islander, and White) and permit the reporting of more than one
race. As a result, there were 31 race groups on the 2000 census (5 single-race groups and 26 multiple-race groups).
NCHS, in collaboration with the Census Bureau, developed methodology for bridging the multiple-race groups to
single-race categories (American Indian or Alaska Native, Asian or Pacific Islander, Black, and White). The 1990 census
race groups are White, Black, American Indian or Alaska Native, and Asian or Pacific Islander.

. 2000 Population Estimates

National, state, and county population estimates are from the U.S. Census Bureau April 1, bridged modified race
2000 Census counts. The original census counts were modified by the U.S. Census Bureau to assign persons who
reported their race as "other " to one of the 31 single or multiple-race groups specified in the Office of Management
and Budget (OMB) 1997 Standards on Race and Ethnicity. The resulting counts were then bridged to (made consistent
with) the four single-race categories on the 1990 Census (White, Black, American Indian or Alaska Native, and Asian
or Pacific Islander).

. 2001 - 2009 Population Estimates

The current population estimates for years 2001 through 2009 are July 1 resident population estimates from the U.S.
Census Bureau's bridged-race revised intercensal series, released by NCHS on October 26, 2012. The bridged-race
population files have estimates for the four single-race categories (White, Black, American Indian or Alaska Native,
and Asian or Pacific Islander). The revised intercensal July 1st population estimates for years 2001-2009 takes into
account both the year 2000 and the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county estimates, so the region,
division, state and county estimates are consistent with each other within a given year. The population estimates
correspond to the revised intercensal series (released by NCHS on 10/26/2012) that was used to produce the trends
tables, when NCHS published the "Final Report" for deaths in year 2010.

. 2010 Population Estimates

National, state, and county population estimates are from the U.S. Census Bureau April 1, bridged modified race 2010
Census counts. The original census counts were modified by the U.S. Census Bureau to assign persons who reported
their race as "other " to one of the 31 single or multiple-race groups specified in the Office of Management and Budget
(OMB) 1997 Standards on Race and Ethnicity. The resulting counts were then bridged to (made consistent with) the
four single-race categories on the 1990 Census (White, Black, American Indian or Alaska Native, and Asian or Pacific
Islander).

. 2011 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the Vintage 2011
bridged-race postcensal series (released by NCHS on 7/18/2012). The bridged-race population files have estimates for
the four single-race categories (White, Black, American Indian or Alaska Native, and Asian or Pacific Islander). The
postcensal July 1st population estimates are based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county estimates, so the region,
division, state and county estimates are consistent with each other within a given year.

. 2012 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the Vintage 2012
bridged-race postcensal series (released by NCHS on 6/13/2013). The bridged-race population files have estimates for
the four single-race categories (White, Black, American Indian or Alaska Native, and Asian or Pacific Islander). The
postcensal July 1st population estimates are based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county estimates, so the region,
division, state and county estimates are consistent with each other within a given year.

. 2013 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the Vintage 2013
bridged-race postcensal series (released by NCHS on 6/26/2014). The bridged-race population files have estimates for
the four single-race categories (White, Black, American Indian or Alaska Native, and Asian or Pacific Islander). The
postcensal July 1st population estimates are based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county estimates, so the region,
division, state and county estimates are consistent with each other within a given year.

. 2014 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the Vintage 2014
bridged-race postcensal series (released by NCHS on 6/30/2015). The bridged-race population files have estimates for
the four single-race categories (White, Black, American Indian or Alaska Native, and Asian or Pacific Islander). The
postcensal July 1st population estimates are based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county estimates, so the region,
division, state and county estimates are consistent with each other within a given year.

. 2015 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the Vintage 2015
bridged-race postcensal series (released by NCHS on 6/28/2016). The bridged-race population files have estimates for
the four single-race categories (White, Black, American Indian or Alaska Native, and Asian or Pacific Islander). The
postcensal July 1st population estimates are based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county estimates, so the region,
division, state and county estimates are consistent with each other within a given year.

2016 Population Estimates

National, state, and county population estimates are July 1 resident population estimates from the Vintage 2016
bridged-race postcensal series (released by NCHS on 6/26/2017). The bridged-race population files have estimates for
the four single-race categories (White, Black, American Indian or Alaska Native, and Asian or Pacific Islander). The
postcensal July 1st population estimates are based on the year 2010 April 1st Census counts.
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The national, region, division, and state estimates were obtained by summing the county estimates, so the region,
division, state and county estimates are consistent with each other within a given year.

11. 2017 Population Estimates
National, state, and county population estimates are July 1 resident population estimates from the Vintage 2017
bridged-race postcensal series (released by NCHS on 6/27/2018). The bridged-race population files have estimates for
the four single-race categories (White, Black, American Indian or Alaska Native, and Asian or Pacific Islander). The
postcensal July 1st population estimates are based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county estimates, so the region,
division, state and county estimates are consistent with each other within a given year.

12. 2018 Population Estimates
National, state, and county population estimates are July 1 resident population estimates from the Vintage 2018
bridged-race postcensal series (released by NCHS on 6/25/2019). The bridged-race population files have estimates for
the four single-race categories (White, Black, American Indian or Alaska Native, and Asian or Pacific Islander). The
postcensal July 1st population estimates are based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county estimates, so the region,
division, state and county estimates are consistent with each other within a given year.

13. 2019 Population Estimates
National, state, and county population estimates are July 1 resident population estimates from the Vintage 2019
bridged-race postcensal series (released by NCHS on 7/7/2020). The bridged-race population files have estimates for
the four single-race categories (White, Black, American Indian or Alaska Native, and Asian or Pacific Islander). The
postcensal July 1st population estimates are based on the year 2010 April 1st Census counts.

The national, region, division, and state estimates were obtained by summing the county estimates, so the region,
division, state and county estimates are consistent with each other within a given year.

14. Comparison with other releases:
The current rates and population figures for years 2001-2009 are different from the previous release of these data on
CDC WONDER. A different series of population estimates is currently used to calculate rates for 2001-2009. Current
population figures for years 2001-2009, other than the infant age groups, are bridged-race estimates of the July 1
resident population, from the revised intercensal county-level 2000-2009 series, released by NCHS on October 26,
2012.

Archive population figures for 2001-2009, other than the infant age groups, are postcensal bridged-race estimates of
the July 1 resident population. Archive rates and population figures for years 2001-2009 match NCHS mortality reports
published in that time period, but differ slightly from reports published after 2009, because later reports are calculated
with more recently produced population estimates for those years.

For more information about specific archive population sources:

o Archive 2001-2009 Population Estimates for populations in the 1999-2009 data;
o Archive 2005-2006 Population Estimates for populations in the 2005-2006 data; and
o Archive 2001-2004 Population Estimates for populations in the 1999-2004 data.

If you wish to reproduce archive rates and populations from the preceding release of 1999-2009 data:

1. Go to the Additional Rate Options section of the Request Form.
2. Check the box labeled "Archive rates (calculated with postcensal populations for 2001-2009)."

3. Refer to the Notes section below the resulting table, map or chart to see the specific population sources for the
population figures and rates. Please make note of the archive population sources when citing archive statistics.

If you wish to reproduce archive rates and populations from the preceding releases of the 1999-2004 or the 2005-
2006 data, please see the archive online databases on the Multiple Cause of Death Data menu.
Note: Use of the current data is strongly recommended and encouraged.

Reports of trends for the 2000-2010 decade published in the 2012 year before October 26, 2012 calculated rates with
early releases of the 2000-2010 intercensal estimates of US resident population. These early releases were
superseded by the revised intercensal release of July 1 estimates of the US population in October 2012. The current
(default) populations for years 2001-2009 used here are the revised intercensal July 1 Bridged-race population
estimates of the US resident population, released by NCHS on October 26, 2012). Therefore, the rates and populations
differ slightly from publications produced before October 26, 2012.

Other releases of archive mortality data on CDC WONDER, such as Compressed Mortality and previous releases of
Multiple Cause Mortality, use a different approach for population denominator data: national population figures for
2001 - 2009 are county-level bridged-race postcensal estimates of the July 1 resident population from the
corresponding postcensal series: 2001 from the 2001 series, 2002 from the 2002 series, and so on. However, the
region, division, state and county estimates are derived from county-level estimates of the most recently available
postcensal series at the time of publication. For example, the previously released Multiple Cause Mortality 2005-2006
online database includes regional, state and county population figures derived from the Vintage 2007 postcensal series
for years 2005-2006. The Compressed Mortality 1999-2008 online database includes regional, state and county
population figures derived from the Vintage 2009 postcensal series for years 2001-2008.

15. Archive 2001-2004 Population Estimates in the Archive 1999-2004 Data
The archive population estimates for 2001 - 2004 are July 1 resident population estimates from the U.S. Census
Bureau's bridged-race postcensal series.

The bridged-race population files have estimates for the four single-race categories (White, Black, American Indian or
Alaska Native, and Asian or Pacific Islander).

For the current release of the 1999-2004 data, the national population figures for 2001 - 2004 are bridged-race
postcensal estimates of the July 1 resident population from the corresponding postcensal series: 2001 from the
Vintage 2001 series, 2002 from the Vintage 2002 series, 2003 from the Vintage 2003 series, and 2004 from the
Vintaae 2004 series.
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17.

18.

Multiple Cause of Death 1999-2019
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The region, division, and state estimates were obtained by summing the county estimates of the Vintage 2005
series, so the region, division, state and county estimates are consistent with each other.

See Comparison with Other Releases for more information, and instruction on how to reproduce archive rates and
populations.

Archive 2005-2006 Population Estimates in the Archive 2005-2006 Data
The archive population estimates for 2005 and 2006 are July 1 resident population estimates from the U.S. Census
Bureau's bridged-race postcensal series.

The bridged-race population files have estimates for the four single-race categories (White, Black, American Indian or
Alaska Native, and Asian or Pacific Islander).

For the current release of the 2005-2006 data, the national population figures are bridged-race postcensal estimates
of the July 1 resident population from the corresponding postcensal series: 2005 from the Vintage 2005 series and
2006 from the Vintage 2006 series.

The region, division, and state estimates were obtained by summing the county estimates of the Vintage 2007
series, so the region, division, state and county estimates are consistent with each other.

See Comparison with Other Releases for more information, and instruction on how to reproduce archive rates and
populations.

Archive 2001-2009 Population Estimates

The archive population estimates for 2001 - 2009 are July 1 resident population estimates from the U.S. Census
Bureau's bridged-race postcensal series. The bridged-race population files have estimates for the four single-race
categories (White, Black, American Indian or Alaska Native, and Asian or Pacific Islander). The national, region,
division, state and county population figures for 2001 - 2009 are county-level bridged-race postcensal estimates of the
July 1 resident population from the corresponding postcensal series: 2001 and 2002 from the Vintage 2002 series,
2003 from the Vintage 2003 series, 2004 from the Vintage 2004 series, 2005 from the Vintage 2005 series, 2006 from
the Vintage 2006 series, 2007 from the Vintage 2007 series, 2008 from the Vintage 2008 series, and 2009 from the
Vintage 2009 series.

The national, region, division, and state estimates were obtained by summing the county estimates, so the region,
division, state and county estimates are consistent with each other within a given year. The population estimates
correspond to the series that was used when NCHS published the "Final Report" for deaths in the given year, except
for year 2001, because detailed population estimates are not available until the 2002 series.

See Comparison with Other Releases for more information, and instruction on how to reproduce archive rates and
populations.

About population migration due to hurricanes in 2005:

The state and county population estimates for Alabama, Louisiana, Mississippi and Texas reflect population changes
that occurred after Hurricane Katrina and Rita in 2005. To accommodate geographic shifts of the Alabama, Louisiana,
Mississippi, and Texas populations resulting from Hurricanes Katrina and Rita in 2005, the U.S. Census Bureau
developed adjustments in the methodology for state and county population estimates. See methodology for more
information.

Note: this concern refers to the archive postcensal population estimates for the years 2005-2009.

If you have additional questions about the population estimates, please see U.S. Census Populations With Bridged Race
Categories (http://www.cdc.gov/nchs/about/major/dvs/popbridge/popbridge.htm) or contact PopEst@cdc.gov.

1.

Frequently Asked Questions about Mortality

The questions are in three sections:
Questions about Death Rates
Data Release Questions

Race and Ethnicity Questions

Questions about Death Rates

a. How do I get the top 15 leading causes of death in WONDER?
Group results by "15 Leading Causes" to get death counts and rates for the top 15 rankable causes of death, for
your selected query criteria. Note that cross-tabulations, zero value death counts, and suppressed values are not
permitted when you group results by "15 Leading Causes." When more than one rankable cause of death occurs
in the last position, all these causes are shown.

The "leading causes of death" published by the National Center for Health Statistics (NCHS) are also called
"rankable causes of death." The rankable causes are a subset of the 113 selected causes of death, and the 130
selected causes of death for infants. A "#" symbol preceding the label indicates a "rankable" cause of death,
from the National Center for Health Statistics (NCHS) list of rankable causes of death.

The "15 leading causes of death" and the "rankable causes of death" apply only to the underlying causes of
death. These concepts are not used for analysis of the contributing or multiple causes of death.

b. How are crude death rates calculated in WONDER?
The "crude death rate" is the number of deaths divided by the population, multiplied by 100,000.

Crude Death Rate = (number of deaths / population) * 100,000
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Note: 100,000 is the default multiplier, other multipliers can be specified in the query.

c. How are age-adjusted death rates calculated in WONDER?
The age-adjusted rate is calculated by multiplying the age-specific death rate for each age group by the
corresponding weight from the specified standard population, summing across all age groups, and then
multiplying this result by 100,000 (or whatever multiplier is specified in the query).

Age-Adjusted Death Rate = Sum of (Age Specific Death Rate * Standard Population weight) * 100,000

The age-specific death rate is the number of deaths for a given age group divided by the population of that age
group.

Age Specific Death Rate = (number of deaths in age group / population of age group)

The "standard population weight " for an age group is calculated by dividing the population for the age group by
the sum of the populations for all of the age groups in the query. Please see the question below on "children
under 1 year" age categories.

Standard Population Weight = population for age group
/ sum of age group populations for all age groups in query

See http://seer.cancer.gov/seerstat/tutorials/aarates/definition.html for a step-by-step tutorial with an example
of the calculations.

Note that the precision of the age-specific death rate is rounded to 1 decimal place, before proceeding to the
next step in the calculation of age-adjusted death rates for NCHS Detailed Mortality and NCHS Multiple Cause of
Death on WONDER, in order to match rates in NCHS publications. However, Compressed Mortality on WONDER
does not round the age-specific death rate. Slight differences may be noted when comparing age-adjusted
deaths rates. This rounding step may have a more noticeable effect on the precision of rates calculated for small
numbers of deaths.

d. What are the "Standard" and "Non-Standard" populations?
WONDER allows the user to select the population distribution used for calculating age-adjusted rates. Three
"Standard" populations are offered: the year 2000 standard population (the default), the 1970 standard
population, and the 1940 standard population. Alternatively, the user can specify a "Non-Standard" population
for use as the population distribution in the age-adjustment.

= The 1940 and 2000 standard populations were obtained from the National Center for Health Statistics.
Beginning with the 1999 data year, NCHS adopted the year 2000 projected population of the U.S. as the
standard population for use in age adjusting death rates. The year 2000 standard replaced the 1940
standard population that had been used for over 50 years. The new population standard affects levels of
mortality, and to some extent, trends and group comparisons.

= The 1970 standard population is the one used by the National Cancer Institute.

= When the user requests that a "non-standard " population is used in the calculation of age-adjusted rates,
WONDER uses the Census population estimates/counts included in the data to determine the weights used
in the age-adjustment. See Population Data Description for more information.

e. What age categories are used for age-adjusted rates?
Only age groups that fall within the age range specified in the query are used to calculate an age-adjusted rate.
The "total population" for a query is the sum of the populations of each age group included in that query. For
example, if an age-adjusted rate is requested for 45-74 year olds, then the total population is the sum of the
45-54 year olds, 55-64 year olds, and 65-74 year old populations. For the 1940, 1970 and 2000 standard
populations, the possible age groups are:

less than 1 year, 1-4, 5-14, 15-24, 25-34, ....85 years and over.

If the user specifies a "non-standard" population for use in age-adjustment, then any age groups may be used.

Note that age groups differ from the age groups used for "standard" years.

See Age Adjustment of Death Rates for more information.

f. What about children under 1 year and rate calculation?
When calculating mortality rates for "Infant Age Groups" (under 1 day, 1-6 days, 7-27 days, 28-264 days), the
population is the number of live births in the given time period. Note that rates for infant age groups are not
shown for fewer than twenty deaths, nor are race and Hispanic Origin data available, due to privacy constraints;
see Assurance of Confidentiality for more information. Note that age-adjusted rates are not calculated for infant
age groups, because the denominator population is the number of live births in the specified years.

However, rates for race and Hispanic Origin are available for the age group "under 1 year of age." The "under 1
year of age" age group represents the population estimates for the given time period. For more information, see
Mortality for Infants.

g. Why are death rates sometimes flagged as "Unreliable" or "Suppressed”?
Death rates based on counts of less than twenty (death count < 20) are flagged as "Unreliable"”. A death rate
based on fewer than 20 deaths has a relative standard error (RSE(R)) of 23 percent or more. A RES(R) of 23
percent is considered statistically unreliable.

Death counts and death rates are "Suppressed” when the data meets the criteria for confidentiality constraints.
See Assurance of Confidentiality for more information.

h. What are the "archive" rates and populations?
"Archive" rates and population figures refer to statistics produced by preceding releases of these data.
Population estimates are updated and revised over time, newer population estimates replace previous estimates.
Rates calculated with revised population estimates may differ from previous figures. For more information, see
Comparison with Other Releases.

2. Data Release Questions
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a.

3. Race

Multiple Cause of Death 1999-2019

What are the Assurance of Confidentiality constraints for the data?

Data reports for years 1989 and later must meet the NCHS data use restrictions. Vital statistics data are
suppressed due to confidentiality constraints, in order to protect personal privacy. The term "Suppressed”
replaces sub-national death counts, births counts, death rates and associated confidence intervals and standard
errors, as well as corresponding population figures, when the figure represents zero to nine (0-9) persons.

As of December 12, 2011, additional privacy constraints apply to infant mortality statistics representing infant
age groups and live births as the denominator population. When an infant mortality measure represents fewer
than ten (0-9) infant deaths, all corresponding live birth population denominator figures are suppressed. When
the infant mortality measure represents ten to nineteen (10-19) infant deaths, the number of deaths and live
births are shown, but rates and associated measures are not shown. Race and Hispanic origin data are not
available in this online database for infant age groups. However, race and Hispanic origin data are available for
persons under one year of age in the other age groups, which use population estimates as population
denominator data. Race and Hispanic origin detail for infant mortality statistics are available in the Linked Birth /
Infant Death Records data collections.

Prior to May 23, 2011, data cells in tables for year 1989 and later years were suppressed only for single county-
level data, when the data represented five or fewer (1-5) deaths for a time period less than three years, and the
county's total population in the April 1st, 2000 Census was fewer than one hundred thousand (100,000)
persons.

Totals and sub-totals are suppressed when the value falls within scope of the suppression criteria, or when the
summary value includes a single suppressed figure, in order to prevent the inadvertent disclosure of suppressed
values.

The confidentiality constraints and use of the "Unreliable" flag are established by the original data providers. For
more information, please contact the data providers.

. What are my responsibilities in accessing this data?

See Data Use Restrictions to review the policies affecting access to the data. Note that use of the data implies
consent or agreement to abide by the policies.

. Why do the rates change when compared to the same time period in the archive data?

The rates change in comparison to the archive data, because the population estimates used as the denominators
in the rate calculations change. In the years following the decennial census, the Census Bureau annually
produces a set of estimates containing estimates of the current year population and revised estimates of the
population for previous years. Each set of estimates is referred to as a postcensal series. When the decade has
passed, the population estimates for the preceding decade are revised again, producing an intercensal series of
estimates. For more information, refer to the Population Data section and the section on Comparison with Other
Releases.

and Ethnicity Questions

. What racial categories are included in the "Other" classification?

The archive 1999-2004 data set has 3 race groups: Black, Other Races, White. The "other races" category
includes the American Indian or Alaskan Native race category and the Asian or Pacific Islander race category.
The archive 1999-2004 data set does not include Hispanic ethnicity classifications. The 1999-2013 data set, the
archive 2001-2009 populations and the archive 2005-2006 data set have these four race groups: American
Indian or Alaskan Native, Asian / Pacific Islander, Black or African American, White. The 1999-2013 data set, the
archive 2001-2009 populations and the archive 2005-2006 data set have 3 Hispanic Origin categories: Hispanic
or Latino, Not Hispanic or Latino, Not stated.

. How are multi-racial persons classified?

Race data are collected on death certificates in accordance with the 1977 OMB standards on race and ethnicity.
The 1977 standards specified four race categories (white, black, American Indian or Alaska Native, and Asian or
Pacific Islander) and did not permit more than one racial category to be identified for an individual. Population
data through the 1990s were also obtained in accordance with the 1977 standards. Race data on the 2000
census were collected in accordance with the 1997 OMB standards on race and ethnicity. The 1997 standards
specify 5 single-race categories (American Indian or Alaskan Native, Asian, black, Hawaiian or Other Pacific
Islander, and white) and permit the reporting of more than one race. As a result, there were 31 racial groups on
the 2000 census (5 single-race groups and 26 multiple-race groups). NCHS, in collaboration with the Census
Bureau, developed methodology for bridging the multiple-race groups to single-race categories, so that the race
categories in the population data would match the race categories in the mortality data. Please see U.S. Census
Populations With Bridged Race Categories.

. How are Hispanic persons who reported their race as "Other" on the census assigned to a race

group?

The Census Bureau has assigned all persons (including Hispanic persons) who specified their race as "other" on
the census (1980, 1990, and 2000) to one of the OMB specified racial categories. The algorithm used by the
Census Bureau to make these assignments has differed for the 1980, 1990, and 2000 censuses, and is
described in the Population Data section.

Mortality for Infants (under 1 Year of Age)

Causes of death among persons less than one year of age vary greatly during the first year of life, and therefore
special "rates" (actually, ratios) have long been used in public health to provide meaningful indicators of infant
mortality. Infant mortality rates are typically calculated as the number of deaths per 1,000 live births.

Select "Infant Age Groups" for rates calculated using the number live births as the population denominator. The
default multiplier for Infant Age Groups (live births population) is 1,000 births. However, the default multiplier for
death rates calculated with the population estimate for persons under 1 year of age is 100,000 persons.

Three commonly used indicators of infant mortality that can be calculated in WONDER are:

1.

Infant Mortality Rate

Number of deaths of infants (less than 1 year of age of death)
divided by the number of live births during a given period,
then multiplied by 1,000;
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(Deaths of persons under 1 year of age) / Live Births) * 1000

. Neonatal Mortality Rate

Number of deaths of infants less than 28 days of age
divided by the number of live births during a given period,
then multiplied by 1,000;

(Deaths of persons under 28 days of age) / Live Births) * 1000

. Postneonatal Mortality Rate

Number of deaths of infants 28 days to 1 year of age
divided by the number of live births during a given period,
then multiplied by 1,000.

(Deaths of persons age 28 days to 1 year of age) / Live Births) * 1000

hat all three indicators use the same denominator: number of live births during a given period.

To support these and other infant mortality indicators, the online database provides first-year mortality data as
follows:

Infant Age Groups
less than one day old;
1 to 6 days old;

7 to 27 days old;

and 28 to 364 days old.

Hints:
o Select "Infant Age Groups" for rates calculated using the number live births as the population
denominator. The default multiplier for Infant Age Groups (live births population) is 1,000 births.

o The single age group labeled "under 1 of age year" in the standard "Age Groups" list represents the
population estimates for this age group. Death rates based on the population estimates are
calculated per 100,000 persons, unless another multiplier is specified.

o Change the default multiplier for the rate per number of persons in the Additional Rate Options
section on the Request screen.

Notes:
o Age-adjusted rates are not available for the live births population, because each infant age group
uses the same population, the number of live births, to produce the age-specific rates.

o Age-adjusted rates are available for the "under 1 year of age" group, when this group is combined
with other age groups. Age-adjusted rates are not calculated for any single age group because the
ratio is effectively "1" in this case.

o The number of live births are not summed together for the population total when the data are
grouped by infant age groups, because the number of live births is used as the population
denominator for each infant age group.

o Note that rates for infant age groups are not shown for fewer than twenty deaths, nor are race and
Hispanic Origin data available, due to privacy constraints; see Assurance of Confidentiality for more
information.

Location Updates: notes about specific county-level changes in boundaries and codes

Comparable total deaths and death rates may be misleading for counties with changing boundaries. The data collection
may lag behind some Federal Information Processing (FIPS) location code changes. Some places, such as independent
cities and New York City boroughs are included as unique locations in the data. Some county and census tract area
(CA) locations are not included, instead the deaths are associated with a neighboring county or the previous location
name and FIPS code. The list below of county-level changes is organized alphabetically by state name and then county

name.

1.

Alaska boroughs and census areas:
Data are available for Alaskan boroughs and census areas, represented by FIPS codes.

1. Prince of Wales-Hyder Census Area, Hoonah-Angoon Census Area, Skagway Municipality,
Petersburg Borough/Census Area, and Wrangell City and Borough, Alaska Prince of Wales-
Outer Ketchikan Census Area, Alaska, Skagway-Hoonah-Angoon Census Area, Alaska and
Wrangell-Petersburg Census Area, Alaska

= Deaths and population data begin on year 2014 for the following areas: Prince of Wales-Hyder

Census Area, Alaska (FIPS code 02198), Hoonah-Angoon Census Area, Alaska (FIPS code 02105),
Skagway Municipality, Alaska (FIPS code 02230), Petersburg Borough/Census Area, Alaska (FIPS
code 02195) and Wrangell City and Borough, Alaska (FIPS code 02275). Data are only available for
these areas for years 2014-2019; deaths and population estimates for years 1999-2013 are missing
(zero). Thus, counts and rates shown in multi-year requests for these entities do not include any

data for years 1999-2013.
= Beginning in 2014, deaths and population data are no longer available for the following areas:

Prince of Wales-Outer Ketchikan Census Area, Alaska (FIPS code 02201), Skagway-Hoonah-Angoon
Census Area, Alaska (FIPS code 02232) and Wrangell-Petersburg Census Area, Alaska (FIPS code

02280). Data are only available for these areas for years 1999-2013; deaths and population
estimates for years 2014-2019 are missing (zero). Thus, counts and rates shown in multi-year
requests for these entities do not include any data for years 2014 and later.

= Hoonah-Angoon Census Area, Alaska (02105) and Skagway Municipality, Alaska (02230) are formed

from the former Skagway-Hoonah-Angoon Census Area, Alaska (02232). Petersburg

Borough/Census Area, Alaska (FIPS code 02195) and Wrangell City and Borough, Alaska (FIPS code
02275) are formed from the former Wrangell-Petersburg Census Area, Alaska (FIPS code 02280).
Prince of Wales-Hyder Census Area, Alaska (FIPS code 02198) is formed from the former Prince of

Wales-Outer Ketchikan Census Area, Alaska (FIPS code 02201).

file:///G:/WORK/SODO01H 177/Benchmarks/Implementation Manual/Version 3.0 June 2021/Multiple Cause of Death 1999-2019.html

32/34



https://wonder.cdc.gov/wonder/help/mcd.html#Additional-Rate-Options

https://wonder.cdc.gov/wonder/help/mcd.html#Assurance%20of%20Confidentiality

https://wonder.cdc.gov/wonder/help/mcd.html#About%20FIPS%20Codes



5/12/2021

Multiple Cause of Death 1999-2019

Denali borough, Alaska

On December 7, 1990, Denali, Alaska(FIPS code 02068) was organized, mostly from the Yukon-Koyukuk
census area (FIPS code 02290) with a small part from Southeast Fairbanks (FIPS code 02240). Deaths
and population estimates for Denali are available for year 2003 and later; counts and population estimates
for years 1999-2002 are missing (zero). Thus, counts and rates shown in multi-year requests for this
entity do not include any data for years prior to 2003, only data for 2003 and later. For the years 1989-
2002, deaths and population estimates for Denali have been recoded to Yukon-Koyukuk (FIPS code
02290).

2. Yukon-Koyukuk, Alaska
Yukon-Koyukuk, Alaska (FIPS code 02290) shows a discontinuity in the mortality and population data for
Yukon-Koyukuk Census Area (FIPS code 02290) between 2002 and 2003. The discontinuity occurs
because part of Yukon-Koyukuk Census Area became Denali Borough, Alaska (FIPS code 02068) and
beginning in 2003, deaths and population counts for this former part of Yukon-Koyukuk are reported for
Denali Borough and are no longer included with data for Yukon-Koyukuk.

2. Colorado:

1. Adams, Colorado
Adams county, Colorado (FIPS code 08001) shows a discontinuity in the mortality and population data
between 2002 and 2003. This discontinuity occurs because territory in each of these four counties has
been combined to form a new county, Broomfield, Colorado (FIPS code 08014). Beginning in 2003, deaths
and population counts for this territory are reported for Broomfield county and are no longer included with
data for Adams county.

2. Boulder, Colorado
Boulder county, Colorado (FIPS code 08003) shows a discontinuity in the mortality and population data
between 2002 and 2003. This discontinuity occurs because territory in each of these four counties has
been combined to form a new county, Broomfield, Colorado (FIPS code 08014). Beginning in 2003, deaths
and population counts for this territory are reported for Broomfield county and are no longer included with
data for Boulder county.

3. Broomfield county
Broomfield county, Colorado (FIPS code 08014) was created effective November 15, 2001 from parts of
four counties: Adams, Boulder, Jefferson, and Weld. Deaths and population estimates for Broomfield
county are available for year 2003 and later. Deaths and population estimates before 2003 are coded to
the original locations. For years 1999-2002, data for Broomfield county are missing (zero). Thus, counts
and rates shown in multi-year requests for this entity do not include any data for years prior to 2003, only
data for 2003 and later.

4. Jefferson, Colorado
Jefferson county, Colorado (FIPS code 08059) shows a discontinuity in the mortality and population data
between 2002 and 2003. This discontinuity occurs because territory in each of these four counties has
been combined to form a new county, Broomfield, Colorado (FIPS code 08014). Beginning in 2003, deaths
and population counts for this territory are reported for Broomfield county and are no longer included with
data for Jefferson county.

5. Weld, Colorado
Weld county, Colorado (FIPS code 080123) shows a discontinuity in the mortality and population data
between 2002 and 2003. This discontinuity occurs because territory in each of these four counties has
been combined to form a new county, Broomfield, Colorado (FIPS code 08014). Beginning in 2003, deaths
and population counts for this territory are reported for Broomfield county and are no longer included with
data for Weld county.

. Florida: Dade county and Miami city

Dade county, Florida (FIPS code 12025) was renamed Miami-Dade County and its FIPS code changed to 12086,
effective November 13, 1997. The new code [12086] is used here.

. Maryland: Baltimore city and Baltimore county

The independent city of Baltimore, Maryland has been treated as a county. Death counts and population
estimates are reported separately for Baltimore city (FIPS code 24510) and Baltimore county (FIPS code
24005).

. Missouri:

1. St. Genevieve county, Missouri
In order to achieve alphabetical consistency, the FIPS code for St. Genevieve, Missouri was changed in
1979 from 29193 to 29186. The new code (29186) is used here.

2. St. Louis city and St. Louis county, Missouri
The independent city of St. Louis, Missouri has been treated as a county. Death counts and population
estimates are reported separately for St. Louis city (FIPS code 29510) and St. Louis county (FIPS code
29189).

. Nevada: Carson City

The independent city of Carson City, Nevada (FIPS code 32510) has been treated as a county. Deaths and
population estimates are shown separately from the adjacent counties for Carson City, Nevada.

. New York: New York City boroughs

The five boroughs of New York City have been treated as counties and maintained as separate entities on this
file.

Borough County FIPS Code
Bronx Bronx 36005
Brooklyn Kings 36047

Manhattan New York 36061
Queens Queens 36081
Staten Island Richmond 36085

8. Virginia independent cities:

a. Alleghany, Virginia
Alleghany, Virginia (FIPS code 51005) shows a discontinuity in mortality and population data ) between
2000 and 2001. This discontinuity occurs because beginning in 2001, death counts and population
estimates for Clifton Forge city, Virginia (FIPS code 51560) have been combined with those for Alleghany
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county.

. Bedford City, Virginia
Bedford City, Virginia (FIPS code 51515), formerly an independent city, merged with Bedford County,
Virginia (FIPS code 51019) on July 1, 2013. Beginning in year 2014, this change is effective for deaths
and population estimates. Deaths and population estimates for Bedford City, Virginia (FIPS code 51515)
are only available for the years prior to 2014. Deaths are population estimates are missing (zero) for
Bedford City, Virginia beginning in year 2014. Bedford County, Virginia (FIPS code 51019) has a
discontinuity in the population estimates between 2013 and 2014 due to the addition of the city

population.

Multiple Cause of Death 1999-2019

. Clifton Forge city, Virginia
On July 1, 2001, Clifton Forge city, Virginia (FIPS code 51560), formerly an independent city, merged with
Alleghany county (FIPS code 51005). Deaths and population estimates are available for Clifton Forge city
through the year 2000. For 2001 and beyond, death counts and population estimates for Clifton Forge city
have been combined with those for Alleghany county, Virginia (FIPS code 51005). Death counts and
population estimates for this entity from multi-year requests only reflect data from 1999 and 2000; for

years 2001 and beyond they are shown as missing (zero).

. Nansemond city, Virginia
Nansemond city, Virginia (FIPS code 51123) has been part of the independent city of Suffolk, VA (FIPS
code 51800) since 1979. For all years, death counts and population estimates for Nansemond have been

aggregated with those for Suffolk city.

codes:

. Table of Virginia independent cities and counties
The Virginia independent cities are treated as counties and appear on the data with the following FIPS

Independent City County

Name FIPS code Name FIPS code
Alexandria 51510 Arlington 51013
Bedford 51515 Bedford 51019
Bristol 51520 Washington 51191
Buena Vista 51530 Rockbridge 51163
Charlottesville 51540 Albemarle 51003
Chesapeake 51550

Clifton Forge 51560 Alleghany 51005
Colonial Heights 51570 Chesterfield 51041
Covington 51580 Alleghany 51005
Danville 51590 Pittsylvania 51143
Emporia 51595 Greensville 51081
Fairfax 51600 Fairfax 51059
Falls Church 51610 Fairfax 51059
Franklin 51620 Southampton 51175
Fredericksburg 51630 Spotsylvania 51177
Galax 51640 Grayson 51077
Hampton 51650

Harrisonburg 51660 Rockingham 51165
Hopewell 51670 Prince George 51149
Lexington 51678 Rockbridge 51163
Lynchburg 51680 Campbell 51031
Manassas 51683 Prince William 51153
Manassas Park 51685 Prince William 51153
Martinsville 51690 Henry 51089
Newport News 51700

Norfolk 51710

Norton 51720 Wise 51195
Petersburg 51730 Dinwiddie 51053
Poquoson 51735 York 51199
Portsmouth 51740 Norfolk city 51710
Radford 51750 Montgomery 51121
Richmond 51760 Henrico 51087
Roanoke 51770 Roanoke 51161
Salem 51775 Roanoke 51161
Staunton 51790 Augusta 51015
Suffolk 51800

Virginia Beach 51810

Waynesboro 51820 Augusta 51015
Williamsburg 51830 James City 51095
Winchester 51840 Frederick 51069

This page last reviewed: Thursday, March 11, 2021

This information is provided as technical reference material. Please contact us at cwus@cdc.gov.
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6

Methodology for Assessing
Performance Against the Quality
Benchmarks

On an annual basis, DHCC will collect quality data from various data sources as described below.

Quality Data from Insurers

By June 30 of each year, DHCC will ask insurers to submit their quality data by line of business by
September 1 (or next applicable business day) consistent with the methodology in Section 3 and
Appendix G and for those measures which meet the minimum size and denominator thresholds
indicated within the detail of each measure.

When communicating to insurers, DHCC should provide the following materials:

1. Insurer Quality Data Reporting: This document outlines the steps required for insurers to submit
their quality data to DHCC and is included herein as Appendix G.

2. Quality Benchmark Data Submission Template: This document should be used by insurers to
submit insurer-level and provider-level quality data to DHCC, and is included as Attachment 3.

3. Attestation of the Accuracy and Completeness of Reported Data: Insurers will attest to the
accuracy and completeness of their data submissions by completing and submitting the attestation
form, found in Appendix H, along with their data submission to DHCC.

Other Quality Data Sources

Separately, DHCC will obtain additional quality data from NCQA and CDC using the data sources and
timelines outlined in the following table:
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Table 12. Other Quality Data Sources

NCQA — Data Request EDU DHCC will make a request to
NCQA, by June 30 for the
relevant data. Details on the data
request of NCQA can be found
below under Calculating
Delaware Performance Against
the Benchmark.

CDC — BRFSS Adult obesity DHCC will annually seek out
BRFSS performance via the
website, by July 31 in the year
following the performance period.

CDC — Wonder: MCD Data Opioid related overdose deaths DHCC will annually seek out
CDC Wonder performance via
the website by December 15 of
the year after the performance
period.

PMP Use of opioids at high dosage DHCC will make a request to
PMP for the data by June 30.
DHCC will request the PMP
submit the data by September 1.

Calculating Delaware Performance Against the Benchmarks

Annually, during the fourth quarter of the CY, DHCC staff will complete calculation of performance
against the quality benchmarks for the measurement year for all measures except opioid-related
overdose deaths. Data for opioid-related overdose deaths are on a delayed schedule because CDC

Wonder does not publish annual performance data on opioid-related overdose deaths until 12 months
after the performance year has ended (e.g., data for 2020 performance are typically not available until

December 2021). Performance against the quality benchmark for opioid-related overdose deaths for

2020 may be delayed. This delayed reporting timeline will likely repeat annually. Performance should

be calculated at the state, market, insurer, and/or provider level depending on the measure.

The suggested levels at which performance should be calculated are outlined below. Data sources are

italicized.
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Table 13. Suggested Public Reporting of Quality Benchmark Results

Measure Provider

Commercial | Medicald

Health Status Measures
Adult obesity X

CDC
Opioid-related X
overdose CDC

deaths
Health Care Measures

Use of opioids X
at high dosage pMP

EDU X X X

Insurer Insurer 10 largest
providers who
meet size and

denominator

thresholds
Persistence of X X X X X X
beta-blocker Insurer Insurer  Insurer Insurer 10 largest 10 largest
treatment after providers who providers
a heart attack meet size and who meet
denominator size and
thresholds denominator
thresholds
Statin therapy X X X X X X
for patients with Insurer Insurer  Insurer Insurer 10 largest 10 largest
cgrdiovascular providers who providers
dlse_ase - meet size and who meet
statin denominator size and

adherence 80%

thresholds

denominator

thresholds

For each quality measure, the steps to compute performance results are described below:
Adult Obesity
Performance Level: State.

State-Level Performance: Obtain Delaware’s measurement year rate from the CDC BRFSS webpage
(www.cdc.gov/brfss/index.html).

1. Select “Prevalence Data and Analysis Tools,” then “Prevalence & Trends Data.”
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A. Under “Explore BRFSS Data By Topic” select:
i. Class: Overweight and Obesity (BMI).
ii. Topic: BMI Categories.
B. Once redirected, select the following options:
i. Selected Year: [Measurement Year].
ii. View By: Overall.
iii. Response: Obese (BMI 30.0-99.8).
iv. Data Type: Crude Prevalence.
Click on “DE” to obtain the rate.
Interpreting Performance: Compare Delaware’s measurement year rate obtained from the BRFSS
results to the annual quality benchmark. Performance equal to or below the annual benchmark value
indicates the quality benchmark has been met. Performance above the annual quality benchmark

indicates the annual quality benchmark has not been met.

Opioid-Related Overdose Deaths

Performance Level: State.

State-Level Performance: Obtain Delaware’s measurement year rate from the CDC Wonder's MCD
mortality files (http://wonder.cdc.gov/mcd-icd10.html).

1. Click “I Agree” under the data use restriction and sanctions for violating rules language.
2. Select the following filters:
A. Organize table layout:
i. Group Results by: State.
ii. And by year.
C. Measures: Deaths, Population, Crude Rate and Age-Adjusted Rate.
D. Select location:

i. Click a button to choose locations by State, Census Region or Health and Human Services
(HHS) Region: State.

ii. Browse: Delaware.

E. Select demographics:
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i. Pick Between: Ten-Year Age Groups, All Ages.
ii. Gender: All Genders.
iii. Race: All Races.
iv. Hispanic Origin: All Origins.
F. Select year and month:
i. Year/Month: [Measurement Year].
G. Select weekday, autopsy and place of death:
i. Weekday: All Weekdays.
ii. Autopsy: All Values.
iii. Place of Death: All Places.
H. Select underlying cause of death (UCD):

i. Click a button to select International Classification of Disease (ICD) codes by Chapters or
by Group: UCD — Drug/Alcohol Induced Causes.

ii. Browse: Drug-induced causes.
I.  Select multiple cause of death:
i. Click a button to select ICD codes by Chapters or by Groups: MCD-ICD-10 Codes.

ii. Browse and click “Move Items Over” for Opioids: T40.0, T40.1, T40.2, T40.3, T40.4 or
T40.6.

J. Other options:

i. Check “Show results.”

ii. Precision: select “1” decimal place.
K. Click “Send.”

L. Click the “Results” tab and use the “Age-Adjusted Performance Rate per 100,000” value for
Delaware’s performance.

Interpreting Performance: Performance equal to or below the annual benchmark value indicates the

quality benchmark has been met. Performance above the annual quality benchmark indicates the
annual quality benchmark has not been met.
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Use of Opioids at High Dosage

Performance Level: State.

State-Level Performance:

1.

3.

Calculate the number of unique individuals filling at least two opioid prescriptions during the CY on
two separate days and with 215 days covered by opioids (denominator)

Calculate the number of individuals in the denominator with average MME/Day GTE 90
(numerator)

Divide the numerator by the denominator

Interpreting Performance: Performance equal to or below the annual benchmark value indicates the
annual quality benchmark has been met. Performance above the annual benchmark value indicates
the quality benchmark has not been met.

EDU

Performance Level: State, health insurer and provider (if applicable) for the Commercial market only.

Calibration: Prior to performing any performance calculations, DHCC must calibrate the national data:

1.

The national average EDU observed-to-expected ratio and the national average EDU observed
rate would likely need to be purchased from NCQA either through an existing consultant contractor
or directly from NCQA. To contact NCQA, email Chris Carrier (carrier@ncga.org) and

Samantha Firetti (firetti@ncga.org), and ask for the national average EDU observed-to-expected
ratio and the national average EDU observed rate for the performance period.

The national EDU risk-standardized rate is calculated by multiplying the national average
observed-to-expected ratio by the national average observed rate. The “EDU Risk Standardized
Rate Calculator” performs this calculation in row 11 in the embedded tool below if the national
average observed-to-expected ratio and the national average observed rate are input.

.....

EDU Risk
Standardized Rate Ca

Provider-Level Performance:

To calculate provider-specific risk-standardized rates, divide the provider’'s ED
observed-to-expected ratio from payer-reported data by the national risk-standardized rate.

A. The “EDU Risk Standardized Rate Calculator” performs this calculation in row 12 in the
embedded tool above if the national average observed-to-expected ratio, national average
observed rate and the provider's ED observed-to-expected ratio are input.

B. Minimum Size Threshold: Rates should only be calculated for providers with a minimum of 150
attributed patients for a given performance period. Minimum size thresholds should be
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EDU Rate Calculator

				EDU Risk Standardized Rate Calculator

				To use the EDU Risk Standardized Rate Calculator, please input performance period values into the yellow cells.  

				The national risk standardized rate (row 11) and entity's risk standardized rate (row 12) will be displayed in the green cells.



				INPUTS		Data Source		Value

				National Average Observed ED Visits/1000 Members		NCQA

				National Average O/E Ratio of ED Visits		NCQA

				Entity's O/E Ratio of ED Visits		Health Insurer Data

				OUTPUTS				Value

				National Risk Standardized Rate				0

				Entity's Risk Standardized Rate				ERROR:#DIV/0!



Not Peer Reviewed



melissa-lane-solheim
File Attachment
EDU Risk Standardized Rate.xlsx
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determined by taking the data from column K of the payer-submitted “Quality Benchmark
Performance Submission Templates” and dividing the value by 12.

Calculate provider-level aggregate commercial risk-standardized rate by taking the weighted
average performance by provider-attributed lives for providers meeting the minimum size
threshold.

Insurer-Level Performance:
3. Insurer-specific rates are obtained from the insurer-reported data.

To calculate insurer-specific risk-standardized rates, divide the provider's ED
observed-to-expected ratio from payer-reported data by the national risk-standardized rate.

A. The “EDU Risk Standardized Rate Calculator” performs this calculation in row 12 if the national
average observed-to-expected ratio, national average observed rate and the insurer’'s ED
observed-to-expected ratio are input.

B. Minimum Size Threshold: Rates should only be calculated for insurers with a minimum of 150
enrolled members? in a given performance period. Minimum size thresholds should be
determined by taking the data from column K of the payer-submitted “Quality Benchmark
Performance Submission Templates” and dividing the value by 12. Rates should only be
calculated for providers with a minimum of 150 attributed members in a given performance
period.

Calculate insurer-level aggregate commercial risk-standardized rate by taking the weighted average
performance by provider-attributed lives meeting the minimum size threshold.

State-Level Performance: Calculate Delaware’s commercial risk-standardized weight by taking the
weighted average performance of all reporting health insurers, weighted by plan enroliment.

Interpreting Performance: Performance equal to or below the annual benchmark value indicates the
annual quality benchmark has been met. Performance above the annual quality benchmark indicates
the annual quality benchmark has not been met.

Persistence of Beta-Blocker Treatment After a Heart Attack

Performance Level: State, insurer, and provider (if applicable) for Commercial and Medicaid markets.
Provider-Level Performance:

1. Aggregate numerator and denominator values by line of business using the payer-reported rate for
each provider.

2. Divide the aggregated numerator by the aggregated denominator by line of business to obtain
provider-level rates.

2% The threshold value of 150 was recommended to Delaware by NCQA.
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3. Minimum Denominator Threshold: Rates should only be calculated with denominator values of
30 or more. Organizations with denominators less than 30 do not meet the HEDIS small
denominator threshold.

Health Insurer-Level Performance: Divide the numerator by the denominator from the health
insurer-reported data by line of business to obtain health insurer-level rates.

State-Level Performance:

1. Aggregate numerator and denominator values by line of business using the health insurer-reported
data for each health insurer.

2. Divide the aggregated numerator by the aggregated denominator by line of business to obtain
state-level rates.

Interpreting Performance: Performance equal to or above the annual benchmark value indicates the
quality benchmark has been met. Performance below the annual quality benchmark indicates the
annual quality benchmark has not been met.

Statin Therapy for Patients with Cardiovascular Disease — Statin Adherence 80%

Performance Level: State, health insurer and provider (if applicable) for Commercial and Medicaid
populations.

Provider-Level Performance:

1. Aggregate numerator and denominator values by line of business using the health insurer-reported
data for each provider.

2. Divide the aggregated numerator by the aggregated denominator by line of business to obtain
provider-level rates.

3. Minimum Denominator Threshold: Rates should only be calculated with denominator values of
30 or more. Organizations with denominators less than 30 do not meet the HEDIS small
denominator threshold.

Insurer-Level Performance: Divide the numerator by the denominator from the insurer-reported data
by line of business to obtain insurer-level rates.

State-Level Performance:

1. Aggregate numerator and denominator values by line of business using the insurer-reported data
for each insurer.

2. Divide the aggregated numerator by the aggregated denominator by line of business to obtain
state-level rates.

Interpreting Performance: Performance equal to or above the annual benchmark value indicates the
guality benchmark has been met. Performance below the annual quality benchmark indicates the
annual quality benchmark has not been met.
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.
Three-Year Cycle of Quality
Benchmarks

Per EO 25, DHCC is responsible to review the quality benchmarks on a three-year cycle. This review
may result in a change in the quality measures and/or a change to the benchmarks for existing quality
measures. Revisions to the quality benchmarks should reflect changes in new population health or
health care priority opportunities for improvement, and/or whether the quality benchmarks values
should be changed to reflect improved health care performance in the State.

Should DHCC identify appropriate changes, DHCC should make such changes to measures and/or to

benchmark values used for the quality benchmarks only after providing the public and interested
stakeholders an opportunity to provide feedback and after considering their recommendations.

Preview of CY 2022-2024 Quality Measures and Benchmarks

Consistent with the guidance in EO 25, DHCC is making updates to the quality measures and
benchmarks for the next three-year cycle beginning with the CY 2022 performance period. DHCC
publicly shared the proposed changes at the April 1, 2021, DHCC public meeting as well as posted
materials on the proposed changes on its website. The public was given an opportunity to provide
feedback. Minimal feedback was received and DHCC is moving forward with implementing the
proposed changes as follows.

CY 2022-2024 Quality Measures

For the next three-year cycle, DHCC is proposing to retain the following six quality measures and the
level in which performance is expected to be measured for Delaware residents:

* Adult obesity: State level.

» Opioid-related overdose deaths: State level.

» Use of opioids at high dosage: State level.

» EDU: Commercial market.

» Persistence of beta-blocker treatment after a heart attack: Commercial and Medicaid markets.
e Statin therapy for patients with cardiovascular disease: Commercial and Medicaid markets.
For these quality measures, new annual benchmarks will be developed for the CY 2022—-2024

performance years. DHCC anticipates the process of developing new annual benchmarks will be
similar to how the benchmarks were set for the CY 2019-2021 performance years, but this work still
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needs to be completed. DHCC anticipates releasing the new annual benchmarks in the fall of 2021.
Given the benchmarks are calculated on a three-year cycle, the aspirational goals will be discontinued.

In addition to six existing quality measures, DHCC will be adopting four new quality measures for
Delaware residents as listed below along with the level in which performance is expected to be
measured:

» Breast cancer screening: Commercial and Medicaid markets (excluding the Medicaid FFS
program).

» Colorectal cancer screening: Commercial market.

» Cervical cancer screening: Commercial and Medicaid markets (excluding the Medicaid FFS
program).

* Preventive dental services (ages 1-20): Medicaid market (applies to Title XIX only, including
Medicaid FFS as applicable).

The three cancer screening measures align with the respective NCQA's HEDIS® specifications.
Preventative dental services measure align with CMS’ Early and Periodic Screening, Diagnostic and
Treatment (EPSDT) requirement. For these new quality measures, annual benchmarks will be
developed for the CY 2022-2024 performance years. DHCC anticipates the process of developing
these annual benchmarks will be similar to how the benchmarks have been developed for the other
guality measures, but this work still needs to be completed. DHCC anticipates releasing the new
annual benchmarks in the fall of 2021.

DHCC will provide payers information regarding any applicable data submission processes related to
the next cycle of quality measures in future iterations of this implementation manual.

DHCC looks forward to an ongoing collaboration in obtaining complete and accurate data on the
quality of care and health outcomes of Delawareans as part of this important benchmark initiative.
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Appendix A
Insurer TME Data Submission
Instructions

THCE per capita ={Commercial TME + Medicare Managed Care TME + Medicaid Managed Care TME
+ DMMA TME + Medicare FFS TME + VHA TME + Insurer NCPHI

Delaware Population

This insurer total medical expense (TME) data specification provides technical details to assist
insurers in reporting and filing data to enable the Delaware Health Care Commission (DHCC) to
calculate TME. This Appendix can serve as a stand-alone document, which DHCC can distribute as a
guide for TME data reporting.

Definition of Key Terms

» Allowed Amount: The amount the payer paid plus any member cost sharing for a claim. Allowed
amount is typically a dedicated data field in claims data. Allowed amount is the basis for measuring
the claims component of Total Health Care Expenditures (THCE).

e Insurer: A private health insurance company that offers one or more of the following, commercial
insurance benefit administration for self-insured employers, Medicare managed care products
and/or are Medicaid/Children’s Health Insurance Program (CHIP) managed care organization
(MCO) products. Unless otherwise stated, references to “Medicaid” include the CHIP
program.

* Insurance Line of Business: The standard level of reporting benchmark-spending data insurers
will use. Mutually exclusive categorization of spending data in different insurance market segments
such as Individual, Large Group-Fully Insured, Small Group-Fully Insured, Self-Insured, etc.

» Market: The highest level of categorization of the health insurance market. For example, Medicare
FFS and Medicare managed care are collectively referred to as the “Medicare Market.” Medicaid
FFS and Medicaid MCO managed care are collectively referred to as the “Medicaid Market.”
Individual, self-insured, small and large group markets and student health insurance are
collectively referred to as the “Commercial Market.”

* Net Cost of Private Health Insurance (NCPHI): Measures the costs to Delaware residents
associated with the administration of private health insurance (including Medicare managed care
and Medicaid managed care). It is defined as the difference between health premiums earned and
benefits incurred, and consists of insurers’ costs of paying bills, advertising, sales commissions
and other administrative costs, premium taxes and profits (or contributions to reserves) or losses.
NCPHI is reported as a component of THCE at the state, market and insurer levels.
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* Payer: Aterm used to refer collectively to both insurers and public programs submitting data to
DHCC.

e Payer Recoveries: Funds distributed by a payer and then later recouped (either through an
adjustment from current or future payments, or through a cash transfer) due to a review, audit or
investigation of funds distribution by the payer. Payment recoveries is a separate, reportable field
in insurer TME reporting.

 Pharmacy Rebates: Any rebates provided by pharmaceutical manufacturers to payers for
prescription drugs, excluding manufacturer-provided fair market value bona fide service fees.*°
The computation of THCE at the state, market and payer level is net of pharmacy rebates
(i.e., other expenditures are reduced by the amount of the pharmacy rebates).3!

e Premium Revenues (for NCPHI): A term used to refer to an insurer’s total premium revenues for
a given Insurance Line of Business code for Delaware residents. To be used in the computation of
Net Cost of Private Health Insurance. Total premium revenue means all monies paid by a
policyholder, subscriber, or third party as a condition of receiving coverage from the issuer,
including any fees or other contributions associated with the health plan. Amounts should be
reported on a direct basis, so gross of any private reinsurance arrangements and on CY earned
basis. Include advance payments of the premium tax credit, other type of federal subsidies
(e.g., premium portion of low income subsidy in Medicare Part D program), risk sharing or risk
mitigation arrangement payments/accruals or retrospective premium adjustments (e.g., estimated
or reported risk adjustment transfer payments or risk corridor transfers in the ACA or Medicare
programs where applicable) and any state based premium subsidies. Include MLR rebate
payments or accruals and any experience rated premium adjustments. For fully insured employer
sponsored coverage, include the total of employee and employer share of premium cost. For
self-insured plans, include any income from administrative expenses and fees. Exclude investment
income or revenues not directly related to the cost of providing the health plan coverage. Direct
reimbursements for ACA Section 9010 Fees (i.e., Health Insurer Provider Fees) received from the
State of Delaware should not be included.

e Public Program: A term used to refer to payers that are not insurers. This includes Medicare FFS,
Medicaid FFS, the Veterans Health Administration (VHA) and similar entities/programs.

e Total Health Care Expenditures (THCE): The TME incurred by Delaware residents for all health
care benefits and services by all payers reporting to DHCC, plus the insurers’ NCPHI.

30 Fair market value bona fide service fees are fees paid by a manufacturer to a third party (e.g., insurer and PBM) that
represent fair market value for a bona fide, itemized service actually performed on behalf of the manufacturer, which the
manufacturer would otherwise perform (or contract for) in the absence of the service arrangement (e.g., data service feeds,
distribution service fees, and patient care management programs).

31 CMS is unable to report pharmacy rebates for traditional Medicare beneficiaries (i.e., FFS Medicare). Therefore, in the
computations of THCE at the State and Medicare market levels, spending will be gross of Medicare FFS pharmaceutical
rebates. However, insurers will be asked to report their pharmacy rebates associated with their Medicare line of business.
This rebate information can be used in the development of the Medicare market-spending reports so that at least some level
of Medicare-related rebates are accounted for.
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Total Health Care Expenditures per Capita: THCEs (as defined above) divided by Delaware’s
total state population. The annual change in THCE per capita is compared to the spending
benchmark at the State level.

Total Medical Expense (TME): The sum of the allowed amount of total claims spending and total
non-claims paid to providers incurred by Delaware residents for all health care services. TME is
reported at multiple levels: State, market, payer and provider. Payers report TME by insurance
category code (e.g., Medicare and Medicare Managed Care and Commercial — Full Claims) and
at the provider level whenever possible. TME excludes Medigap members and claims.

Total Net Paid Expenditures (for NCPHI): A term used to refer to an insurer’s actual net paid
expenditures for services and benefits for a given Insurance Line of Business code for Delaware
residents. To be used in the computation of NCPHI. This includes direct claims or indirect
payments for incentives and bonuses, including under capitation contracts, paid to or received by
physicians, and other non-physician providers whose services are covered by the policy for
services or supplies covered by the policy. Amounts should reflect the insurer paid net of any
provider contract discounts, member cost sharing, third party liability, pharmacy rebates, etc.
Amounts should be reported on a direct basis, so gross of any private reinsurance arrangements;
however, amounts should be adjusted for any federal or state subsidy programs such as state-
based reinsurance program payments or accruals in the ACA market (e.g., 1332 waiver program).
Amounts should be adjusted for the low-income cost-sharing portion of subsidy payments or
accruals in the Medicare Part D program. Report amounts on CY incurred basis, including any
remaining incurred but not reported or paid claims reserves. Do not include any quality
improvement, claims utilization, and claims processing expenses, premium taxes/assessments,
and expenses paid to third-party vendors.

DHCC will annually request TME data file(s) with dates of service during the prior CY, and any other
past years upon request.

TME File Submission Instructions and Schedule

TME file layouts for insurers are included in this Appendix. Further file submission instructions will be
available on DHCC'’s website.

Insurers will be asked to submit TME data on the following schedule:

N [

Insurers’ TME Filing Schedule

September 1, 2021 CY 2019 Final and CY 2020 Initial TME
August 1, 2022 CY 2020 Final and CY 2021 Initial TME
August 1, 2023 CY 2021 Final and CY 2022 Initial TME
August 1, 2024 CY 2022 Final and CY 2023 Initial TME

Insurers are asked to apply the same data extract specifications to the new year of data

(e.g., CY 2020) as well as when resubmitting any previous year’s data again (e.g., CY 2019). This
will enable better year-over-year comparisons. DHCC acknowledges over time as more benchmark
data is collected, there may be instances when the oldest data differs from the newer data due to data
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specification changes. DHCC's goal is to minimize these differences, but data specification changes
are expected to occur from time to time. As a result, DHCC may ask insurers to submit more than two
years of benchmark data in a future data submission process.

TME Data Submission Specifications

Insurers must report TME data based on allowed amounts (i.e., the amount the insurer paid plus any
member cost sharing).

Insurers must include only information pertaining to:
e Members who are residents of Delaware.
e  Members who, at a minimum, have medical benefits.%?

e For which the insurer is primary on a claim (exclude any paid claims for which the insurer was
the secondary or tertiary insurer). Even though an individual enrolled with an insurer can have
other forms of health insurance, the reporting of TME data is based on whether the insurer was
primary on the respective claim not whether the member had other forms of insurance. For
example, for members enrolled in Medicaid managed care who also have Medicare coverage
(e.g., dual eligible), the insurer must report as part of its TME data submission the allowed amount
for all claims for which it was the primary payer (e.g., a large portion of long-term care services
incurred by those members).

Insurance Line of Business Codes

All spending data is to be reported on a consistent basis using the following mutually exclusive
Insurance Line of Business codes. Not all insurers are expected to have data reported in all codes.

Line of Business Line of Business Category Code Description
Category Code

901 Individual

902 Large Group, Fully Insured

903 Small Group, Fully Insured

904 Self-insured

905 Student Market

906 Medicare Managed Care (excluding Medicare/Medicaid Duals)

907 Medicaid/CHIP Managed Care (excluding Medicare/Medicaid Duals)
908 Medicare/Medicaid Duals

909 Other

32 Members who only have a non-medical benefit should be excluded as insurers who hold the medical benefit for those
members will be making estimates of TME for those non-medical benefits.
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Claims Run-Out Period Specifications

Insurers shall allow for a claims run-out period of at least 180 days after December 31 of the prior CY.
In other words, CY 2020 spending data should reflect paid claims run-out through at least

June 30, 2021. Insurers should apply reasonable and appropriate incurred but not reported/incurred
but not paid (IBNR/IBNP) completion factors to each respective TME service category based on
commonly accepted actuarial principles and will be required to attest they are reasonable and
appropriate.

DHCC prefers insurers use as much claims run-out as possible to minimize the impact of IBNR/IBNP
adjustment factors.

When resubmitting CY 2019 data, the insurers should pull this data at or around the same time the
new CY 2020 data is summarized. As a result, DHCC expects the resubmitted CY 2019 data to have
extensive run-out and thus adjustments for IBNR/IBNP should be immaterial or not applicable.

Non-Claims Payment Run-Out Period Specifications

Similar to claims run-out, insurers shall allow for a non-claims run-out period of at least 180 days after
December 31 of the performance year to reconcile non-claims payments, including incentives,
capitation and risk-settlements or other non-claims based payments. Insurers should apply reasonable
and appropriate estimations of non-claims liability to each provider reported (including payments
expected to be made to organizations not separately identified for TME reporting purposes) expected
to be reconciled after the 180 day run-out period.

When resubmitting CY 2019 data, the insurers should pull this data at or around the same time the
new CY 2020 data is summarized. As a result, DHCC expects the resubmitted CY 2019 data to have
extensive run-out and thus non-claims data should be very complete and accurate.

Partial Claims Data Adjustment

In some cases, an insurer may have Commercial claims data representing full or partial claims.
Commercial self-insured or fully insured data for which the insurer is able to collect information on all
direct medical claims and subcarrier claims are considered full claims. Commercial data that does not
include all medical and subcarrier claims are considered partial claims, and an actuarial adjustment should
be made to those claims to allow them to be comparable to full claims. Such an adjustment must use
actuarially sound principles and be reviewed with DHCC before the adjustment is made.

Please email DHCC (send to: ayanna.harrison@delaware.gov and DHCC@delaware.gov) with a
description of how you propose to make actuarial adjustments to partial claims data to allow them to
be comparable to full claims. The description should be detailed and include any underlying
assumptions. A thorough and easy to understand description of the adjustment methodology will
streamline DHCC's response time. Upon reviewing submissions, DHCC staff will follow up with a
confirmation accepting the adjustment process or request additional information as necessary.

The goal of the partial claims data adjustment is to estimate what total spending might be for those
members without having to collect claims data from carve-out vendors, such as pharmacy benefit
managers (PBMs) or behavioral health vendors. For example, for those members for whom pharmacy
benefits are carved out, the insurer might include its commercial market book of business average
pharmacy spending PMPM for the same year, calculated on members who had pharmacy coverage
and applied to all member months for which the carve-out applied.
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TME Data File Layouts and Field Definitions

Each item below represents a column in the TME Data File Layout insurers will use to submit TME
data to DHCC using an excel template provided by DHCC. There are two TME data files insurers must
submit: a header record file and a PCP group file. A pharmacy rebate data record will also be
submitted. At present, a “record” refers to a tab in DHCC's excel template. In the future, DHCC may
use other methods to collect insurer data such as a web-based platform. Each record element is
described below in more detail:

Header Record File (HD-TME)

Insurer Org ID: DHCC-assigned organization ID for the insurer submitting the file.*

Aetna 101
AmeriHealth Caritas 102
Cigna 103
Highmark Blue Cross Blue Shield Delaware 104
UnitedHealthcare 105

Period Beginning and Ending Dates: The beginning period represented by the reported data. These
dates should always be January 1 and December 31, respectively, unless an insurer newly enters or
exits the market during other parts of the year. All reporting is based on the date of service related to
the TME data.

Comments: Insurers may use this field to provide any additional information or describe any data
caveats for the TME submission.

Health Status Adjustment Tool: The health-status adjustment tool, software or product used to
calculate the health-status adjustment score required in the TME file.

Health Status Adjustment Version: The version number of the health-status adjustment tool used to
calculate the health-status adjustment score required in the TME file.

“Doing Business As:” Medicare MCOs must submit all names for which it is “doing business as” in
the State of Delaware.

Spending Data File

The spending data record file will be the source of the insurer’s expenditure data that will be used by
DHCC to compute THCE as well as be used to help compute NCPHI. Insurers will report their
permissible claims and non-claims payments in this file. Descriptions of each data-reporting element
are provided below.

33 As noted previously, because the Delaware market may change, this table may need to be updated over time.
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Insurance Line of Business Code and Description: A number that indicates the insurance line of
business being reported. All data reported by Insurance Line of Business must be mutually
exclusive.

e If aninsurer enrolls Medicare/Medicaid dual eligibles, DHCC is requesting insurers report all
relevant data applicable to Medicare/Medicaid dual eligibles in code 908. This will ensure data
reported in all the Insurance Line of Business codes is mutually exclusive

Premium Revenues (for NCPHI): Insurer’s reported premium revenues for the respective Insurance
Line of Business taking into consideration all applicable revenue sources, risk mitigation
arrangements, and/or revenue adjustments applicable to Delaware residents. See definition earlier in
this Appendix. DHCC will use this field in support of NCPHI, not for purposes of reporting spending
data versus the benchmark. This definition is specific to the benchmark process and while similar to
other financial reporting requirements, the insurers are reminded the purpose of this field is to facilitate
the computation of NCPHI.

Total Net Paid Expenditures (for NCPHI): Insurer’s reported total net paid expenditures for all
services and benefits for the respective Insurance Line of Business for Delaware residents taking into
consideration provider contract discounts, coinsurance, third party liability sources, recoveries, etc.
See definition earlier in this Appendix. DHCC will use this field in support of NCPHI not for purposes of
reporting spending data versus the benchmark. This definition is specific to the benchmark process,
and while similar to other financial reporting requirements, the insurers are reminded the purpose of
this field is to facilitate the computation of NCPHI.

Member Months (Annual): The number of unique members participating in a plan each month with at
least a medical benefit. Member months should be calculated by taking the number of members with a
medical benefit and multiplying that sum by the number of months in the member’s policy.

Pharmacy Rebates: The estimated value of rebates attributed to Delaware resident members
provided by pharmaceutical manufacturers for prescription drugs with specified dates of fill,
corresponding to the respective reporting period (e.g., CY 2020 and CY 2019), excluding
manufacturer-provided fair market value bona fide service fees.* This amount shall include pharmacy
benefit manager (PBM) rebate guarantee amounts and any additional rebate amounts transferred by
the PBM. Total rebates should be reported without regard to how they are paid to the insurer

(e.g., through regular aggregate payments or on a claims-by-claim basis). Payers should apply IBNR
factors to preliminary prescription drug rebate data to estimate total anticipated rebates related to fill
dates in the CY for which reporting will be done. If insurers are unable to report rebates specifically for
Delaware residents, insurers should report estimated rebates attributed to Delaware resident members
in a proportion equal to the proportion of Delaware resident members compared to total members, by
line of business. For example, if Delaware resident commercial members represent 10% of an
insurer’s total commercial members, then 10% of the total pharmacy rebates for its commercial book
of business should be reported. This field should be reported as a negative number.

%4 Fair market value bona fide service fees are fees paid by a manufacturer to a third party (e.g., insurers and PBMs), which
represent fair market value for a bona fide, itemized service actually performed on behalf of the manufacturer, which the
manufacturer would otherwise perform (or contract for) in the absence of the service arrangement (e.g., data service fees,
distribution service fees, and patient care management programs).
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Health Status Adjustment Score: A value that measures a member’s iliness burden and predicted
resource use based on differences in patient characteristics or other risk factors. Payers must disclose
the health-status adjustment tool and version number and calibration settings in the header record.

Insurers are permitted to use a health-status adjustment tool and software of their own choosing, but
must disclose the tool (e.g., ACG and DxCG) and the version in the comment fields of the TME data
files.

Where possible, payers must apply the following parameters in completing the health-status
adjustment:

* The health-status adjustment tool used should correspond to the insurance category reported
(i.e., Medicare, Medicaid, commercial).

* Insurers must use concurrent modeling.

* The health-status adjustment tool must be all-encounter diagnosis-based (no cost inputs), output
total medical, and pharmacy costs with no truncation.

If an insurer changes its health-status adjustment method and software (including version updates), it
must re-report at least one prior year of TME data using the modified health-status adjustment method
in order to ensure comparability between years.

Insurers are to provide health status risk adjustment scores, which can be applied in a
divisional manner in computing the health status adjusted PMPMs (i.e., Unadjusted TME
PMPM/Health Status Risk Adjustment Score = Health Status Risk Adjusted TME PMPM). DHCC
intends to only use health risk adjusted spending data when insurer-level data is reported. At the State
and market levels, unadjusted spending data will be used.

Claims and Non-Claims Categories

Insurers are to report TME data using the following claims and non-claims categories. To avoid
double counting, all categories must be mutually exclusive. DHCC may request additional
information regarding how insurers mapped their data into these categories to improve consistency in
reporting across all insurers:

» Claims: Hospital Inpatient: All TME data to hospitals for inpatient services generated from
claims. Includes all room and board and ancillary payments. Includes all hospital types. Includes
payments for emergency room services when the member is admitted to the hospital, in
accordance with the specific payer’'s payment rules. This does not include payments made for
observation services, payments made for physician services provided during an inpatient stay
billed directly by a physician group practice or an individual physician or inpatient services at
non-hospital facilities.

e Claims: Hospital Outpatient: All TME data to hospitals for outpatient services generated from
claims. Includes all hospital types and includes payments made for hospital-licensed satellite
clinics. Includes emergency room services not resulting in a hospital admission. This includes
observation services. Does not include payments made for physician services provided on an
outpatient basis, which have been billed directly by a physician group practice or an individual
physician.
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» Claims: Professional, Primary Care: Please use the following code-level definition to identify
primary care spending:

— Rendering or Servicing Provider Taxonomy = 207Q00000X, 207QA0505X, 207QG0300X,
208D00000X, 207R00000X, 207RG0300X, 208000000X, 261QF0400X, 261QR1300X,
261QP2300X, 363L00000X, 363LA2200X, 363LP0200X, 363A00000X, 363AMO700X,
363LF0000X, 363LG0600X, or 363LP2300X. Note: services rendered by specialists with an
internal medicine — general subspecialty and an additional internal medicine subspecialty
(e.g., cardiology and endocrinology) are not to be included in this service category.

AND
— Place of Service =02, 11, 12, 17, 19, 20, 22, 50, and 71.
AND

— Procedure Code = 90460, 90461, 90471, 90472, 90473, 90474, 96160, 96161, 98966, 98967,
98968, 98969, 99078, 99173, 99201, 99202, 99203, 99204, 99205, 99211, 99212, 99213,
99214, 99215, 99241, 99242, 99243, 99244, 99245, 99339, 99340, 99324, 99325, 99326,
99327, 99328, 99334, 99335, 99336, 99337, 99341, 99342, 99343, 99344, 99345, 99347,
99348, 99349, 99350, 99354, 99355, 99358, 99359, 99366, 99367, 99368, 99381, 99382,
99383, 99384, 99385, 99386, 99387, 99391, 99392, 99393, 99394, 99395, 99396, 99397,
99401, 99402, 99403, 99404, 99406, 99407, 99408, 99409, 99411, 99412, 99420, 99429,
99441, 99442, 99443, 99444, 99452, 99491, 99495, 99496, 99497, 99498, GO0O08, GO009,
G0101, G0102, G0396, G0397, G0402, G0436, G0437, G0438, G0439, G0442, G0443,
G0444, G0463, G0502 - G0507, G2010, S9117, T1015, 99492, 99493, 99494, 99483, 99487,
99489, 99490, G0506, G0511, G0466, GO467, G0468, or GOO10.

» Claims: Professional, Specialty: All TME data to physicians or physician group practices
generated from claims. Includes services provided by a doctor of medicine or osteopathy in clinical
areas other than family medicine, internal medicine, general medicine or pediatric medicine, not
defined as primary care in the definition above.

* Claims: Professional, Other: All TME data from claims to health care providers for services
provided by a licensed practitioner other than a physician, but is not identified as primary care in
the definition above. This includes, but is not limited to, community health center services,
freestanding ambulatory surgical center services, licensed podiatrists, nurse practitioners,
physician assistants, physical therapists, occupational therapists, speech therapists, psychologists,
licensed clinical social workers, counselors, dieticians, dentists and chiropractors.

e Claims: Pharmacy: All TME data from claims to health care providers for prescription drugs,
biological products or vaccines as defined by the insurer’s prescription drug benefit. This category
should not include claims paid for pharmaceuticals under the insurer’'s medical benefit. Medicare
managed care insurers that offer stand-alone prescription drug plans (PDPs) are asked to
exclude stand-alone PDP data from their TME. Pharmacy data in this category is to be reported
gross of applicable rebates. Rebates will be reported separately.

e Claims: Long-Term Care: All TME data from claims to health care providers such as skilled or
custodial nursing facility services, intermediate care facilities for individuals with intellectual
disability, home health care services, home- and community-based services, assisted living,
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personal care (e.g., services in support of activities of daily living), adult day care, respite care,
hospice, and private duty/shift nursing services.

e Claims: Other: All TME data from claims to health care providers for medical services not
otherwise included in other categories. Includes, but is not limited to, durable medical equipment,
freestanding diagnostic facility services, hearing aid services and optical services. Payments made
to members for direct reimbursement of health care benefits/services may be reported in “Claims:
Other” if the insurer is unable to classify the service. If this is the case, the insurer should consult
with DHCC about the appropriate placement of the service prior to categorizing it as “Claims:
Other.” However, TME data for non-health care benefits/services, such as fitness club
reimbursements, are not to be reported in any category. Payments for fitness club membership
discounts, whether given to the provider or given in the form of a capitated payment to an
organization that assists the insurer with enrolling members in gyms is not a valid payment to
include.

* Non-Claims: Primary Care Incentive Programs: All payments made to PCPs (use the Claims:
Professional, Primary Care definition for “primary care”) for achievement in specific predefined
goals for quality, cost reduction or infrastructure development. Examples include, but are not
limited to, pay-for-performance payments, performance bonuses and EMR/HIT adoption incentive
payments.

 Non-Claims: Incentive Programs, for Services Other Than Primary Care: All payments made
to non-PCPs (use the Claims: Professional, Primary Care definition for “primary care”) for
achievement in specific predefined goals for quality, cost reduction or infrastructure development.
Examples include, but are not limited to, pay-for-performance payments, performance bonuses
and EMR/HIT adoption incentive payments.

* Non-Claims: Primary Care Capitation: All payments made to PCPs (use the Claims:
Professional, Primary Care definition for “primary care”) made not on the basis of claims
(i.e., capitated amount). Amounts reported as capitation should not include any incentive or
performance bonuses paid separately, and can be separately reported as Non-Claims: Incentive
Program.

* Non-Claims Capitation, for Services Other Than Primary Care: All payments made to
non-PCPs (use the Claims: Professional, Primary Care definition for “primary care”) made not on
the basis of claims (i.e., capitated amount). Amounts reported as capitation should not include any
incentive or performance bonuses paid separately, and can be separately reported as Non-Claims:
Incentive Program.

* Non-Claims: Risk Settlements: All payments made to providers as a reconciliation of payments
made (i.e., risk settlements). Amounts reported as risk settlement should not include any incentive
or performance bonuses paid separately, and can be separately reported as Non-Claims: Incentive
Program.

* Non-Claims: Primary Care, Care Management: All payments made to PCPs (use the Claims:

Professional, Primary Care definition for “primary care”) for providing care management, utilization
review and discharge planning.
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* Non-Claims: Care Management, Other Than for Primary Care: All payments made to
non-PCPs (use the Claims: Professional, Primary Care definition for “primary care”) for providing
care management, utilization review and discharge planning.

* Non-Claims: Recovery: All payments received from a provider, member/beneficiary or other
payer, which were distributed by a payer and then later recouped due to a review, audit or
investigation. This field should be reported as a negative number. Only report data in this column
not otherwise included elsewhere (e.g., if Inpatient Hospital is reported net of Recovery, do not
separately report the same Recovery amount in this column).

* Non-Claims: Other: All other payments made pursuant to the insurer’s contract with a provider
not made on the basis of a claim for health care benefits/services and cannot be properly classified
elsewhere. This may include governmental payer shortfall payments, grants or other surplus
payments. For CY 2020, this may also include supportive funds made to providers to support
clinical and business operations during the global COVID-19 pandemic. Only payments made to
providers are to be reported; insurer administrative expenditures (including corporate allocations)
are not included in TME.

Net Cost of Private Health Insurance Related Data Submission

As described further in Appendix E, this element captures the costs to Delaware residents associated
with the administration of private health insurance. It is defined as the difference between health
premiums earned and benefits incurred and consists of insurers’ costs of paying bills, advertising,
sales commissions and other administrative costs, premium taxes and profits or losses. NCPHI is
reported as a component of THCE at the state, market, and insurer levels. As a reminder, NCPHI
is described as follows:

* Net Cost of Private Health Insurance (NCPHI): Measures the costs to Delaware residents
associated with the administration of private health insurance (including Medicare managed care
and Medicaid managed care). It is defined as the difference between health premiums earned and
benefits incurred, and consists of insurers’ costs of paying bills, advertising, sales commissions,
and other administrative costs, premium taxes, and profits (or contributions to reserves) or losses.
NCPHI is reported as a component of THCE at the state, market, and insurer levels.

To support NCPHI, insurers are asked to include in their spending data submission two new data
fields:

Premium Revenues
* Net Paid Expenditures

These two fields may be used by DHCC to compute NCPHI by subtracting Net Paid Expenditures from
Premiums Revenues. Descriptions of these fields have been provided previously in this Appendix.
DHCC recommends each insurer allow for at least 180 days of run-out before compiling these two
data elements so the data is as complete and accurate as practical.

In support of NCPHI calculations, insurers are asked to still submit their federal commercial
medical loss ratio (MLR) reports by September 1 (or the first business day thereafter). Although
these reports become publicly available in the fall, insurers will need to submit them September 1 in
order to meet the spending benchmark reporting timeline. In an instance in which the MLR report

48



Delaware Health Care Spending and Quality Benchmarks State of Delaware
Implementation Manual Version 3.0

submitted to DHCC on September 1 differs from the final submission an insurer makes to the federal
Center for Consumer Information and Insurance Oversight (CCIIO), the insurer must notify DHCC in
writing as soon as possible and submit an updated MLR.

Total Medical Expense File Submission Naming Conventions
TME data submissions should follow the following naming conventions:
Insurer Name_TME_YYYY_Version.xlsx

YYYY is the data year being reported (e.g., 2020 and 2019). Version indicates the submission number
(e.g., 1 = first submission, 2 = second submission).

The file extension must be .xlIs or .xlsx. DHCC prefers .xlIsx.
Below are examples of valid file names:
e DE Health Plan_TME_2019 1.xlsx

e DE Health Plan_TME_2020_2.xIsx

Submitting Files to DHCC

The files should be submitted to ayanna.harrison@delaware.gov and DHCC@delaware.gov.
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Appendix B

Division of Medicaid & Medical
Assistance TME Data Submission
Instructions

THCE per capita =|Commercial TME + Medicare Managed Care TME + Medicaid Managed Care TME
+ DMMA TME + Medicare FFS TME + VHA TME + Insurer NCPHI

Delaware Population

Definitions of Relevant Key Terms

* Allowed Amount: The amount the payer paid plus any member cost sharing for a claim. Allowed
amount is typically a dedicated data field in claims data. Allowed amount is the basis for measuring
the claims component of Total Health Care Expenditures (THCE).

e Insurer: A private health insurance company that offers one or more of the following: commercial
insurance benefit administration for self-insured employers, Medicare managed care products
and/or are Medicaid/Children’s Health Insurance Program (CHIP) managed care organization
(MCO) products. Unless otherwise stated, references to “the Division of Medicaid & Medical
Assistance (DMMA)” or “Medicaid” include CHIP.

* Provider: A term referring to an individual clinician, medical group, accountable care organization
(ACO) or similar entities.

 Pharmacy Rebates: Any rebates provided by pharmaceutical manufacturers to payers for
prescription drugs, excluding manufacturer-provided fair market value bona fide service fees.®
The computation of THCE at the state, market and payer level is net of pharmacy rebates
(i.e., other expenditures are reduced by the amount of the pharmacy rebates). For DMMA, this

35 Fair market value bona fide service fees paid by a manufacturer to a third party (e.g., insurer and pharmacy benefit
manager (PBM)), which represent fair market value for a bona fide, itemized service actually performed on behalf of the
manufacturers the manufacturer would otherwise perform (or contract for) in the absence of the service arrangement
(e.g., data service feeds, distribution service feeds, and patient care management programs).
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would include federal and state supplemental rebates on both managed care and FFS drug claims.
This field should be reported as a negative number.

e Total Medical Expense (TME): The sum of the allowed amount of total claims spending and total
non-claims paid to providers incurred by Delaware residents for all health care services. TME is
reported at multiple levels: State, market, payer and provider if applicable. Payers report TME by
insurance category code (e.g., Medicare and Medicare Managed Care, Commercial — Full
Claims) and at the provider level whenever possible. TME excludes Medigap members and claims.

Total Medical Expense Data Overview

This TME data specification provides technical details to assist DMMA in reporting and filing its data to
enable the Delaware Health Care Commission (DHCC) to calculate TME. This Appendix can serve as
a stand-alone document, which DHCC can distribute as a guide for TME data reporting.

DHCC will annually request TME data file(s) from DMMA of FFS data with dates of service during the
prior CY and any other past years upon request. Files will contain two different record types:

e Header, including summary data and DMMA comments.
* TME by program/delivery system.

DMMA's Data Submission

DMMA'’s TME data submission will include expenditures related to the following:

 FFS claims expenditures for enrollees in Medicaid managed care, such as:

— Wrap-around dental services for children, behavioral health services in excess of managed
care coverage limits, etc.

— This should be accomplished based on aid category code, managed care enrollment indicators
and/or other data fields.

 FFS claims expenditures for individuals not eligible for or not-yet-enrolled in Medicaid
managed care, such as:

— FFS TME data on Medicaid populations excluded from managed care enroliment (e.g., breast
and cervical cancer population).

— FFS TME data for Medicaid managed care-eligible individuals during their “FFS window” prior
to enrollment in managed care.

— This should be accomplished based on aid category code and/or other eligibility fields.

* Other DMMA FFS claims expenditures not included in any of the aforementioned
categories, such as:
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— FFS expenditures on non-Medicaid populations or programs paid with state-only general funds
(e.g., Vaccines for Children program).

» DMMA'’s payments to Delaware’s Program for All-Inclusive Care for the Elderly (PACE)
organization(s) and non-emergent medical transportation (NEMT) vendor(s):

— This includes capitation or lump sum payments made to PACE organization(s) or NEMT
vendor(s) for Medicaid/CHIP members.

— PACE and NEMT payments are being reported as non-claims expenses to separate these
payments from payments to providers based on claims data.

« DMMA’s other non-claims expenditures:

— May be immaterial, but would include any other provider payment not otherwise reported
elsewhere.

» Federal and state supplemental pharmacy rebate collections:

— There is a separate file to report DMMA'’s pharmacy rebate activity. See below for more details.

Any net expenditure from/to DMMA to/from the Medicaid managed care plans (e.g., monthly
capitation, maternity supplemental payments, net risk mitigation payments, net incentives/penalties)
are not to be included in this TME submission in any category.

DHCC may periodically update and revise these data specifications in subsequent versions of this
implementation manual.

MCO Financial Data Needed From DMMA to Support NCPHI Calculation

In order for DHCC to calculate NCPHI for Medicaid managed care, DHCC will need copies of select
financial report schedules from the Medicaid managed care plans’ CY-end audited financial reports. At
a minimum, the managed care financial reports DMMA will be requested to provide include:

* Income Statement (e.g., Schedule B in the CY 2019 DMMA managed care financial reporting
template).

+ HCQI and Administrative Expenses Statement (e.g., Schedule B.1 in the CY 2019 DMMA
managed care financial reporting template).

* Footnotes Disclosures Statement (e.g., Schedule C in the CY 2019 DMMA managed care financial
reporting template).

DMMA is asked to include copies of the applicable managed care financial reports when DMMA
provides its TME data by September 1 (or the next business day) of each year.
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TME File Submission Instructions and Schedule

TME file layouts for DMMA are included in this Appendix. Further file submission instructions will be
available on DHCC's website. DMMA will submit this information on an annual basis.

DMMA will submit TME data (and MCO financial report information) on the following schedule®®:

DMMA TME Filing Schedule
ae  JAlesoie |

September 1, 2021 CY 2019 Final and CY 2020 Initial TME
September 1, 2022 CY 2020 Final and CY 2021 Initial TME
September 1, 2023 CY 2021 Final and CY 2022 Initial TME
September 2, 2024 CY 2022 Final and CY 2023 Initial TME

DMMA is asked to apply the same data extract specifications to the new year of data

(e.g., CY 2020) as well as when resubmitting the previous year’s data again (e.g., CY 2019). This
will enable better year-over-year comparisons. DHCC acknowledges that over time as more
benchmark data is collected, there may be instances when the oldest data differs from the newer data
due to data specification changes. DHCC's goal is to minimize these differences, but data specification
changes are expected to occur from time to time. As a result, DHCC may ask DMMA to submit more
than two years of benchmark data in a future data submission process.

DMMA'’s TME Data Submission Specifications

DMMA must report applicable TME data based on allowed amounts (i.e., the amount DMMA paid
plus any member cost sharing). Pharmacy rebate amounts are the amounts obtained (i.e., received or
expected) by DMMA for pharmacy claims incurred in the reporting period.

DMMA must include only information pertaining to:
e Members who are residents of Delaware.

e For which DMMA is the primary insurer on the claim (exclude any paid claims for which it was
the secondary or tertiary insurer). Even though an individual enrolled with DMMA can have other
forms of health insurance, the reporting of TME data is based on whether DMMA was the
primary on the respective claim not whether the member had other forms of insurance. For
example, for members enrolled in DMMA FFS who also have other commercial coverage, DMMA
must report as part of its TME data submission the allowed amount for all claims for which DMMA
was the primary payer on that claim.

36 DMMA should provide copies of the relevant Medicaid MCO financial statements to support NCPHI calculation following
this same schedule.
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Claims Run-Out Period Specifications

DMMA shall allow for claims payment run-out in the TME data prior to submitting the data files to
DHCC. DMMA should not apply completion factors for IBNR/IBNP to its submission. DMMA’s TME
data files will have a “Data Pull Date” that will document the date as to when DMMA extracted/pulled
the data for purposes of completing DHCC data request.

Since DMMA'’s TME data submission is not due until September 1, DHCC anticipates DMMA can use
a minimum of 180 days of run-out (i.e., summarize CY 2020 data with run-out through at least
June 30, 2021).

DHCC prefers DMMA use as much claims run-out as possible in order for the data to be as complete
and accurate as practical.

When resubmitting CY 2019 data, DMMA should pull this data at or around the same time the new
CY 2020 data is summarized. As a result, DHCC expects the resubmitted CY 2019 data to have
extensive run-out and thus be complete and accurate.

Non-Claims Payment Run-Out Period Specifications

Similar to claims run-out, DMMA should allow for a non-claims run-out period of at least 180 days after
December 31 of the performance year to reconcile non-claims payments, including incentives,
capitation, and risk-settlements or other non-claims based payments. DMMA should apply reasonable
and appropriate estimations of non-claims liability to each provider reported (including payments
expected to be made to organizations not separately identified for TME reporting purposes) expected
to be reconciled after the 180 day run-out period.

When resubmitting CY 2019 data, DMMA should pull this data at or around the same time the new
CY 2020 data is summarized. As a result, DHCC expects the resubmitted CY 2019 data to have
extensive run-out and thus non-claims data should be complete and accurate.

TME Data File Layouts and Field Definitions

Each item below represents a column in the TME Data File Layout, which DMMA will use to submit
TME data to DHCC using an excel template provided by DHCC.

There are two TME data files insurers must submit: a header record file and a provider expenditure
record file. A pharmacy rebate data file will also be submitted. Each is described below in more detail:

Header Record File (HD-TME)
DMMA Org ID: For this submission, DMMA is to input “DMMA” as the value for this field.

Period Beginning and Ending Dates: The beginning period represented by the reported data. These
dates should always be January 1 and December 31, respectively. All reporting is based on the date
of service related to the TME data.

Comments: DMMA may use this field to provide any additional information or describe any data

caveats for the TME submission. Additional information/context may be provided by DMMA in
supporting documentation, which accompanies its TME data submission.
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Data Pull Date: The date data was pulled/extracted by DMMA.

Expenditure Record File

The expenditure record file will be the source of DMMA'’s expenditure data used by DHCC to compute
THCE. DMMA will report its applicable claims and non-claims payments in this file.

DMMA Org ID: For this submission, DMMA is to input “DMMA” as the value for this field.

Program Code: A code that indicates the program or nature of DMMA TME data being reported.

Program Code

20 DMMA FFS TME data for Medicaid individuals enrolled in managed care

21 DMMA FFS TME data for Medicaid individuals not eligible or
eligible-but-not-yet-enrolled in managed care

22 DMMA TME data on PACE provider(s)

23 DMMA TME data on NEMT vendor(s)

29 Total DMMA TME data for all programs/populations®’

Total Member Months (Annual): The number of members for which DMMA is reporting TME data on
over the specified period expressed in member months:

e For Program Code 20, this would be the total number of member months associated with Medicaid
managed care enrollment in the reporting period.

* For Program Code 21, this would be the total number of member months associated with the
Medicaid individuals not eligible for or eligible-but-not-yet-enrolled in managed care
(i.e., individuals in the Medicaid FFS program).

* For Program Code 22, this would be the total number of member months associated with the
PACE program.

* For Program Code 23, this would be the total number of member months associated with the
NEMT vendor program. Note: This will duplicate other counts as currently most NEMT vendor
enrollees are also enrolled in the Medicaid managed care.

* For Program Code 29, this would be the total number of unique member months for all populations
DMMA is reporting on (including any populations not already included in any previous program

37 DMMA should use Program Code 29 to report TME data for expenditures not otherwise easily allocated to a specific
Program Code. DMMA should use its best judgment as to what category to report the applicable expenditure under

(e.g., Non-Claims: Other and Non-Claims: Incentive Programs). DMMA may be asked to provide supplemental information
regarding TME data reported. Consistency in reporting these types of expenditures in the same category will be beneficial in
evaluating year-to-year changes.
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code). This will also include any non-Medicaid/CHIP populations DMMA can readily report data on.
In this total, individuals can only be counted once for purposes of computing annual member
months. Therefore, this figure cannot be a simple sum of the member months in the other
Program Codes, as this would double count some individuals.

* Member months reported in Program Code 20, 21 and 22 should be mutually exclusive.

Claims and Non-Claims Categories

DMMA is to report TME data using the following claims and non-claims categories. To avoid
double counting, all categories must be mutually exclusive. DHCC may request additional
information regarding how DMMA mapped their data into these categories to improve consistency in
reporting across all payers:

» Claims: Hospital Inpatient: All TME data to hospitals for inpatient services generated from
claims. Includes all room and board and ancillary payments. Includes all hospital types. Includes
payments for emergency room services when the member is admitted to the hospital, in
accordance with the specific payer’'s payment rules. Does not include payments made for
observation services. Does not include payments made for physician services provided during an
inpatient stay, which have been billed directly by a physician group practice or an individual
physician. Does not include inpatient services at non-hospital facilities.

e Claims: Hospital Outpatient: All TME data to hospitals for outpatient services generated from
claims. Includes all hospital types and includes payments made for hospital-licensed satellite
clinics. Includes emergency room services not resulting in admittance. Includes observation
services. Does not include payments made for physician services provided on an outpatient basis,
which have been billed directly by a physician group practice or an individual physician.

» Claims: Professional, Primary Care: Please use the following code-level definition to identify
primary care spending:

— Rendering or Servicing Provider Taxonomy = 207Q00000X, 207QA0505X, 207QG0300X,
208D00000X, 207R00000X, 207RG0300X, 208000000X, 261QF0400X, 261QR1300X,
261QP2300X, 363L00000X, 363LA2200X, 363LP0200X, 363A00000X, 363AMO700X,
363LF0000X, 363LG0600X, or 363LP2300X. Note: services rendered by specialists with an
internal medicine — general subspecialty and an additional internal medicine subspecialty
(e.g., cardiology, endocrinology) are not to be included in this service category.

AND
— Place of Service =02, 11, 12, 17, 19, 20, 22, 50, 71.
AND

— Procedure Code = 90460, 90461, 90471, 90472, 90473, 90474, 96160, 96161, 98966, 98967,
98968, 98969, 99078, 99173, 99201, 99202, 99203, 99204, 99205, 99211, 99212, 99213,
99214, 99215, 99241, 99242, 99243, 99244, 99245, 99339, 99340, 99324, 99325, 99326,
99327, 99328, 99334, 99335, 99336, 99337, 99341, 99342, 99343, 99344, 99345, 99347,
99348, 99349, 99350, 99354, 99355, 99358, 99359, 99366, 99367, 99368, 99381, 99382,
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99383, 99384, 99385, 99386, 99387, 99391, 99392, 99393, 99394, 99395, 99396, 99397,
99401, 99402, 99403, 99404, 99406, 99407, 99408, 99409, 99411, 99412, 99420, 99429,
99441, 99442, 99443, 99444, 99452, 99491, 99495, 99496, 99497, 99498, GO0O08, GO009,
G0101, G0102, G0396, G0397, G0402, G0436, G0437, G0438, G0439, G0442, G0443,
G0444, G0463, G0502 - G0507, G2010, S9117, T1015, 99492, 99493, 99494, 99483, 99487,
99489, 99490, G0506, G0511, G0466, G0467, G0468, or GOO10.

* Claims: Professional, Specialty: All TME data to physicians or physician group practices
generated from claims. Includes services provided by a doctor of medicine or osteopathy in clinical
areas other than family medicine, internal medicine, general medicine or pediatric medicine, not
defined as primary care in the definition above.

e Claims: Professional, Other: All TME data from claims to health care providers for services
provided by a licensed practitioner other than a physician, but is not identified as primary care in
the definition above. This includes, but is not limited to, community health center services,
freestanding ambulatory surgical center services, licensed podiatrists, nurse practitioners,
physician assistants, physical therapists, occupational therapists, speech therapists, psychologists,
licensed clinical social workers, counselors, dieticians, dentists and chiropractors.

* Claims: Pharmacy: All TME data from claims to health care providers for prescription drugs,
biological products or vaccines as defined by DMMA'’s prescription drug benefit. This category
should not include claims paid for pharmaceuticals under DMMA'’s medical benefit.

— Pharmacy data in this Claims category must be reported gross of pharmacy rebates.

— DMMA will report pharmacy rebates separately to enable attribution of rebates to each
Medicaid MCO versus FFS (if practical).

— Medicare Part D claw back payments are not to be reported in any category.
— Delaware Prescription Assistance Program payments are not to be reported in any category.

 Claims: Long-Term Care: All TME data from claims to health care providers such as skilled or
custodial nursing facility services, intermediate care facilities for individuals with intellectual
disability, home health care services, home- and community-based services, assisted living,
personal care (e.g., services in support of activities of daily living), adult day care, respite care,
hospice, and private duty/shift nursing services.

e Claims: Other: All TME data from claims to health care providers for medical services not
otherwise included in other categories. Includes, but is not limited to, durable medical equipment,
freestanding diagnostic facility services, hearing aid services and optical services. Payments made
to members for direct reimbursement of health care benefits/services may be reported in “Claims:
Other” if DMMA is unable to classify the service. However, TME data for non-health care
benefits/services, such as fitness club reimbursements, are not to be reported in any category.
Payments for fitness club membership discounts, whether given to the provider or given in the
form of a capitated payment to an organization that assists DMMA with enrolling members in gyms
is not a valid payment to include.

Non-Claims: PACE: Medicaid payments made to PACE organizations. The total amount is to be
reported for Program Code 22 only.
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* Non-Claims: NEMT: Medicaid payments made to the NEMT vendor(s). The total amount is to be
reported for Program Code 23 only.

* Non-Claims: Primary Care Incentive Programs: All payments made to PCPs (use the Claims:
Professional, Primary Care definition for “primary care”) for achievement in specific predefined
goals for quality, cost reduction or infrastructure development. Examples include, but are not
limited to, pay-for-performance payments, performance bonuses and EMR/HIT adoption incentive
payments.

* Non-Claims: Incentive Programs, for Services Other Than Primary Care: All payments made
to non-PCPs (use the Claims: Professional, Primary Care definition for “primary care”) for
achievement in specific predefined goals for quality, cost reduction or infrastructure development.
Examples include, but are not limited to, pay-for-performance payments, performance bonuses
and EMR/HIT adoption incentive payments.

* Non-Claims: Primary Care Capitation: All payments made to PCPs (use the Claims:
Professional, Primary Care definition for “primary care”) made not on the basis of claims
(i.e., capitated amount). Amounts reported as capitation should not include any incentive or
performance bonuses paid separately and can be separately reported as Non-Claims: Incentive
Program.

* Non-Claims Capitation, for Services Other Than Primary Care: All payments made to
non-PCPs (use the Claims: Professional, Primary Care definition for “primary care”) made not on
the basis of claims (i.e., capitated amount). Amounts reported as capitation should not include any
incentive or performance bonuses paid separately and can be separately reported as Non-Claims:
Incentive Program.

 Non-Claims: Risk Settlements: All payments made to providers as a reconciliation of payments
made (i.e., risk settlements). Amounts reported as risk settlement should not include any incentive
or performance bonuses paid separately and can be separately reported as Non-Claims: Incentive
Program.

 Non-Claims: Primary Care, Care Management: All payments made to PCPs (use the Claims:
Professional, Primary Care definition for “primary care”) for providing care management, utilization
review and discharge planning.

* Non-Claims: Care Management, Other Than for Primary Care: All payments made to
non-PCPs (use the Claims: Professional, Primary Care definition for “primary care”) for providing
care management, utilization review and discharge planning.

* Non-Claims: Recovery: All payments received from a provider, member/beneficiary or other
payer distributed by a payer and then later recouped due to a review, audit or investigation. This
field should be reported as a negative number. Only report data in this column not otherwise
included elsewhere (e.g., if Inpatient Hospital is reported net of Recovery, do not separately report
the same Recovery amount in this column).

* Non-Claims: Other: All other payments made pursuant to the insurer’s contract with a provider
not made on the basis of a claim for health care benefits/services, which cannot be properly
classified elsewhere. This may include governmental payer shortfall payments, grants or other
surplus payments. For CY 2020, this may also include supportive funds made to providers to
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support clinical and business operations during the global COVID-19 pandemic; however, it should
not include funds made to insurers as a pass-through payment. Payments to qualifying hospitals
of Delaware’s supplemental Disproportionate Share Hospital allotment monies applicable to the
reporting period are to be included in this category.

* Reserved: There are data elements “Reserved” in the file layout. These are fields reserved for
possible future use.

Pharmacy Rebate Record File

The pharmacy rebate record file will be the source of the DMMA'’s pharmacy rebate data for Medicaid
FFS, Medicaid MCOs, and any other program or population for which DMMA obtains pharmacy
rebates. DMMA is to collectively report both federal and state supplemental rebates.

Rebate Program Code: A code that indicates the source of the pharmacy claims data for which the
pharmacy rebates are attributed to:%®

50 AmeriHealth Caritas Medicaid Claims (if practical)

51 Highmark Health Options Medicaid Claims (if practical)

558 Total Medicaid Managed Care Claims

56 Other Medicaid Managed Care Claims (e.g., PACE) — use only if applicable
57 FFS Medicaid Claims (i.e., not any form of managed care)

59 Total DMMA rebates for all programs/populations (inclusive of all rebates

reported in other Rebate Program Codes plus any other DMMA rebates DMMA
is able to report on)

Pharmacy Rebates: The estimated or actual value of total federal and state supplemental rebates
attributed to Delaware resident members provided by pharmaceutical manufacturers for prescription
drugs with specified dates of fill corresponding to the period beginning date through end date of the
respective CY, excluding manufacturer-provided fair market value bona fide service fees.*® This
amount shall include rebate guarantee amounts and any additional rebate amounts. Total rebates
should be reported without regard to how they are paid to DMMA (e.g., through regular aggregate
payments and on a claims-by-claim basis). DMMA has indicated the potential ability to report rebates
applicable to each Rebate Program Code (e.g., AmeriHealth, Highmark, FFS, and other). However, if
DMMA is unable to report rebates specifically for Delaware residents by these Rebate Program

38|, in the future, DMMA contracts with different managed care plans, these codes will need to be revised.

39 If DMMA is not able to allocate or report pharmacy rebates attributable to the individual managed care plans’ claims
(i.e., using codes 50 and 51), then report all rebates associated with managed care claims in code 55. If DMMA is unable to
separately report rebates applicable to managed care versus FFS, then report all rebates in code 59.

40 Fair market value bona fide service fees are fees paid by a manufacturer to a third party (e.g., insurers and PBMs) that
represent fair market value for a bona fide, itemized service actually performed on behalf of the manufacturer, which the
manufacturer would otherwise perform (or contract for) in the absence of the service arrangement (e.g., data service fees,
distribution service fees, and patient care management programs).
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Codes, DMMA can report all rebates obtained under the total code 59. This field should be reported as
a negative number.

The source of pharmacy rebates may be DMMA'’s “rebate system.” DMMA will determine the most
appropriate data source to use.

File Submission Naming Conventions
Data submissions should follow the following naming conventions:
DMMA_TME_YYYY_Version.xlIsx

YYYY is the data year being reported (e.g., 2020, 2019). Version indicates the submission number
(e.g., 1 = first submission, 2 = second submission).

The file extension must be .xlIs or .xlsx. DHCC prefers .xlIsx.
Below are examples of valid file names:
« DMMA_TME_2019 1.xlsx

e DMMA_TME_2020_ 2.xIsx

Submitting Files to DHCC

The files should be submitted to ayanna.harrison@delaware.gov and DHCC@delaware.gov.
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Appendix C

Medicare FFS TME Data
Collection Process

THCE per capita =|Commercial TME + Medicare Managed Care TME + Medicaid Managed Care TME
+ DMMA TME + Medicare FFS TME + VHA TME + Insurer NCPHI

Delaware Population
DHCC will be able to receive TME and enrollment data from Medicare FFS annually by September 1
of the year following the measurement period (e.g., 2020 data should be available by September 1,
2021). CMS believes data will be at least 90% complete by September 1.

Specifically, CMS will share total program payments and cost sharing for the following services:

Hospital Inpatient

» Hospital Outpatient

* Non-hospital Outpatient
 Home Health Agency

e Hospice

e Skilled Nursing Facility

e Physician*

» Other Professionals

e Durable Medical Equipment

e Other Suppliers

41 CMS traditionally has not separated physician expenditures into Primary Care and Specialty; therefore, only one category
is being listed. This will make comparison to other markets difficult.
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e Part D*?

To enable better comparisons to other payers or markets, CMS services are mapped to the TME
reporting categories as follows:

Medicare Service Categories TME Service Mapping

Hospital Inpatient Hospital Inpatient

Hospital Outpatient Hospital Outpatient

Non-Hospital Outpatient Other

Home Health Agency Long-Term Care

Hospice Long-Term Care

Skilled Nursing Facility Long-Term Care

Physician Professional Primary Care and Professional
Specialty Care

Other Professionals Professional Other

Durable Medical Equipment Other

Other Suppliers Other

Part D Pharmacy

CMS will also share enroliment figures for Medicare Parts A, B and D broken out between managed
care and FFS. Please note that CMS reports beneficiaries based on the resident location as of the end
of the CY.

Medicare Part D Pharmacy Data

Because the CMS-provided Medicare spending data on Part D includes expenditures for FFS
beneficiaries, beneficiaries enrolled in Medicare Advantage (MA) managed care (MA-only or MAPD
plans) and beneficiaries in stand-alone Part D prescription drug plans (PDPs), DHCC must take the
following steps to report Medicare pharmacy spend data correctly:

42 As part of the TME data received from CMS, CMS will be providing Delaware Part D data for individuals enrolled in FFS
stand-alone PDPs as well as Medicare managed care enrollees in MAPD or MA-only plans.
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* When reporting Medicare prescription drug spending at the State or Medicare market level, only
use the CMS reported Part D Total Expenditures data to avoid double counting what insurers
might also report in their respective TME submissions.

— For Part D, the “Total Expenditures” line will be greater than the sum of the “Program
Payments” and “Cost Sharing” because the “Total Expenditures” line includes spending by
other entities on behalf of the beneficiary, which CMS recognizes as a valid Part D expense.
While it is possible some of this other spending is being reported to DHCC by other payers, we
believe the impact of this is minimal and hence it is more accurate to use the “Total
Expenditures” line to better capture as much of the Part D-related spending as practical.

* When reporting Medicare prescription drug spending at the insurer level, use the prescription drug
spending reported by the respective Medicare insurer.

* Medicare FFS pharmacy rebate data is not available (i.e., the CMS Medicare pharmacy spend
data will be gross of rebates and no rebate dollars provided).

e CMS also does not provide Medicare managed care pharmacy rebate data.

e Therefore, the only source of any Medicare-related pharmacy rebates is the rebate data reported
by the insurers for their Medicare managed care business. At the State and market level, Medicare
rebates will be under-reported due to CMS not providing rebates for Medicare FFS, but using the
insurers’ self-reported Medicare rebates will at least provide some consideration of rebates. At the
insurer level reporting, use the insurers’ rebate information.

DHCC Steps to Request Medicare Data

To receive Medicare FFS TME data from CMS, DHSS needs to make a formal request to CMS by
emailing the CMS template (see Attachment 1) to Stephanie Bartee, Director of the Information
Products and Analytics Group in the Office of Enterprise Data Analytics, (stephanie.bartee@cms.gov)
and copying: CMSProgramsStatistics@cms.hhs.gov.

CMS has specifically requested Delaware staff (not a contractor) make the official request. CMS
is willing to share the data with DHCC by September 1 if the data request is made by June 1.
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Appendix D

VHA TME Data Collection
Process

THCE per capita =|Commercial TME + Medicare Managed Care TME + Medicaid Managed Care TME
+ DMMA TME + Medicare FFS TME + VHA TME + Insurer NCPHI

Delaware Population

Statistics on Delaware veteran health care spending is published in the summer by the Veterans
Health Administration (VHA) National Center for Analysis and Statistics. DHCC can access the
information here: www.va.gov/vetdata/Expenditures.asp and download the relevant year’'s expenditure
tables. The figure “Medical Care” is what should be reported as “VHA TME” for purposes of the
benchmark.

Per the notes on the VHA expenditure report, “Medical Care” includes expenditures for medical
services, medical administration, facility maintenance, educational support, research support and other
overhead items. Medical care expenditures do not include dollars for construction or other non-medical
support.

It is important to note that VHA expenditure report data is reported on a federal fiscal year basis
(October—September) and not on a CY basis. Therefore, DHCC should utilize the federal fiscal year
that contains nine months of the reporting CY (e.g., federal fiscal year ending 2020 data should be
used as the proxy for CY 2020 data). This is not consistent with the reporting from other payers who
will report on a CY basis and should be footnoted as such, but it is not expected to make a large
impact.

More detailed TME data on veterans has not been identified yet. If other sources of veterans’ data are
identified in the future, this implementation manual will need to be updated.

VHA TME is only reported at the State level. Service category detail has not been available in the VHA

expenditure report only the total for all “Medical Care.” Therefore, when reporting data at the service
category level, VHA data will have to be excluded.
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Appendix E
NCPHI Data Specification

THCE per capita =|Commercial TME + Medicare Managed Care TME + Medicaid Managed Care TME
+ DMMA TME + Medicare FFS TME + VHA TME + Insurer NCPHI

Delaware Population

Net Cost of Private Health Insurance

This element captures the costs to Delaware residents associated with the administration of private
health insurance. The description of NCPHI is as follows:

* Net Cost of Private Health Insurance (NCPHI): Measures the costs to Delaware residents
associated with the administration of private health insurance (including Medicare managed care
and Medicaid managed care). It is defined as the difference between health premiums earned and
benefits incurred, and consists of insurers’ costs of paying bills, advertising, sales commissions,
and other administrative costs, premium taxes and profits (or contributions to reserves) or losses.
NCPHI is reported as a component of THCE at the state, market and insurer levels.

NCPHI is reported as a component of THCE at the State, market and insurer levels. NCPHI will not be
reported at the provider level.

Because of substantial differences among segments of the Delaware health insurance market, NCPHI
will be calculated on a PMPM basis separately for the following insurance line of business codes as
applicable to Delaware insurers (i.e., not all lines of business will be applicable to each insurer):

Insurance Line of Definition
Business Code

901 Individual

902 Large group, fully insured

903 Small group, fully insured

904 Self insured

905 Student market

906 Medicare managed care (excluding Medicare/Medicaid Dual Eligibles)
907 Medicaid managed care (excluding Medicare/Medicaid Dual Eligibles)
908 Medicare/Medicaid Dual Eligibles

909 Other

65



Delaware Health Care Spending and Quality Benchmarks State of Delaware
Implementation Manual Version 3.0

The revised benchmark spending Excel template will ask insurers to submit their Premium Revenues
and Net Paid Expenditures for use in computing NCPHI. Each insurer will also submit member
months.

e Premium Revenues (for NCPHI): A term used to refer to an insurer’s total premium revenues for
a given Insurance Line of Business code for Delaware residents. To be used in the computation of
Net Cost of Private Health Insurance. Total premium revenue means all monies paid by a
policyholder, subscriber, or third party as a condition of receiving coverage from the issuer,
including any fees or other contributions associated with the health plan. Amounts should be
reported on a direct basis, so gross of any private reinsurance arrangements and on CY earned
basis. Include advance payments of the premium tax credit, other type of federal subsidies
(e.g., premium portion of low income subsidy in Medicare Part D program), risk sharing or risk
mitigation arrangement payments/accruals or retrospective premium adjustments (e.g., estimated
or reported risk adjustment transfer payments or risk corridor transfers in the ACA or Medicare
programs where applicable) and any state-based premium subsidies. Include MLR rebate
payments or accruals and any experience rated premium adjustments. For fully insured employer
sponsored coverage, include the total of employee and employer share of premium cost. For
self-insured plans, include any income from administrative expenses and fees. Exclude investment
income or revenues not directly related to the cost of providing the health plan coverage. Direct
reimbursements for ACA Section 9010 Fees (i.e., Health Insurer Provider Fees) received from the
State of Delaware should not be included.

e Total Net Paid Expenditures (for NCPHI): A term used to refer to an insurer’s actual net paid
expenditures for services and benefits for a given Insurance Line of Business code for Delaware
residents. To be used in the computation of NCPHI. Include direct claims or indirect payments for
incentives and bonuses, including under capitation contracts, paid to or received by physicians,
and other non-physician providers whose services are covered by the policy for services or
supplies covered by the policy. Amounts should reflect the insurer paid net of any provider contract
discounts, member cost sharing, third party liability, pharmacy rebates, etc. Amounts should be
reported on a direct basis, so gross of any private reinsurance arrangements; however, amounts
should be adjusted for any federal or state subsidy programs such state-based reinsurance
program payments or accruals in the ACA market (e.g., 1332 waiver program). Amounts should be
adjusted for low-income cost sharing portion of subsidy payments or accruals in the Medicare Part
D program. Report amounts on CY incurred basis including any remaining incurred but not
reported or paid claims reserves. Do not include any quality improvement, claims utilization and
claims processing expenses, premium taxes/assessments, and expenses paid to third-party
vendors.

To the extent that these data fields provide the necessary data, NCPHI can be computed by
subtracting the Net Paid Expenditures from the Premium Revenues for each insurance line of
business code as shown in the formula below:

NCPHI PMPM = (Premium Revenues — Total Net Paid Expenditures) / Member Months

However, for validation purposes and as an alternative means to compute NCPHI, the following
methodology and data sources can still be used:
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Individual, Small Group, Fully Insured, Large Group, Fully Insured, and Student Markets
(Collectively “Commercial Fully Insured Market”)

The federal commercial medical loss ratio (MLR) reports will be used to calculate NCPHI for the
commercial fully insured market and need to be requested from the insurers as part of their TME data
submission, or obtained from CMS Center for Consumer Information and Insurance Oversight
(CCIl0).”® These reports become publicly available in the fall, but should be requested from insurers
when they submit their TME data in order to meet the spending benchmark reporting timeline. In an
instance in which the MLR report submitted to DHCC on the TME deadline differs from the final
submission an insurer makes to CCIIO, the insurer must notify DHCC in writing as soon as possible.
The data elements that will be used in the calculation are detailed below:

NCPHI Dollar Value = Premium as of March 31 (Part 1 Line 1.1) — [Total Incurred Claims as of March 31
(Part 1, Line 2.1) - Advance Payments of Cost Sharing Reductions (Part 2, Line
2.18)] - MLR Rebates Current Year (Part 3, Line 6.4)

NCPHI PMPM = NCPHI Dollar Value / Member Months (as reported in the insurer's TME data*)

Medicare Managed Care Market (i.e., Medicare Advantage Plans)

The Supplemental Health Care Exhibit (SHCE) from the National Association of Insurance
Commissioners will be used to derive NCPHI of the Medicare Advantage market. The Medicare
Advantage reporting combines stand-alone prescription drug plans (PDPs) and the Medicare
Advantage plans with Part D inclusion (MAPDSs). Therefore, insurers that offer both PDP and MAPD
will need to separately report health premiums earned, total incurred claims and member months for
PDP and MAPD. Insurers must also submit names for which they are doing business as for Medicare
and Medicare Advantage on an annual basis.

The data elements that will be used in the calculation are detailed below:
NCPHI Dollar Value = Health Premiums Earned (Part 1, Line 1.1) - Total Incurred Claims (Part 1, Line 5.0)

NCPHI PMPM = NCPHI Dollar Value / Member Months (as reported in the insurer's TME data)

Medicaid Managed Care Market

This market includes government programs such as Medicaid Title XIX, CHIP Title XXI risk contracts
and other federal or state government-sponsored coverage. Medicaid managed care plans
participating in this market complete a financial reporting template on a quarterly basis, which reports
financial experience. DMMA is responsible for the development of these required financial reporting
templates. To support NCPHI calculation, DHCC will need to request from DMMA the applicable

43 Available at: https://www.cms.gov/CClIO/Resources/Data-Resources/mir.html Last accessed April 15, 2020.

44 DHCC should not use the member months reported on the MLR or SHCE forms as those forms are based on in situ
information, whereas the spending benchmark is intended to capture Delaware residents. By using member months reported
by market segment within the TME data, DHCC will be assuming the experience of the insurer across all of its Delaware
business (regardless of whether it insurers a member from another state) is the same experience as Delaware residents.
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financial report(s), which contain(s) the necessary information. At a minimum, the Medicaid MCO
financial reports, which DHCC will need to obtain from DMMA are:*®

* Income Statement (e.g., Schedule B in the CY 2019 DMMA MCO financial reporting template).

e HCQI and Administrative Expenses Statement (e.g., Schedule B.1 in the CY 2019 DMMA MCO
financial reporting template).

» Footnotes Disclosures Statement (e.g., Schedule C in the CY 2019 DMMA MCO financial
reporting template).

DHCC can request DMMA include the financial report data when DMMA provides their TME data by
September 1 of each year.

The data contained in the Medicaid MCQO'’s financial statements will be used to derive NCPHI for the
Medicaid MCO market. Specifically, DHCC can use the MCOs’ year-end audited income statement to
derive NCPHI as follows:

NCPHI Dollar Value = [TOTAL REVENUE (line 9) — Investment Income (line 7)] — [Total Medical
Expenses & HCQI Expenses (line 70) — Total Healthcare Quality Improvement (line 69)]
NCPHI PMPM = NCPHI Dollar Value / Member Months (from line 1 of the MCQO'’s Income Statement)

Since DMMA will occasionally revise the Medicaid MCO financial reporting templates, DHCC will need
to confirm with DMMA the appropriate line number and statement name used to obtain the data
necessary for NCPHI calculation. DHCC should contact Josh Aidala, josh.aidala@delaware.gov, or
the current Health Care Cost Containment Specialist at DMMA.

Footnote 18 on the “C-Footnotes” tab should be reviewed. If a premium deficiency reserve is implicitly
included in the values in the income statement, which is rare, adjustments may be needed after
consulting with an individual with expertise in MCO financial statements.

Self-Insured Market
The SHCE will be used to derive NCPHI of the self-insured market. The formula will be:
NCPHI Dollar Value = Income from fees of uninsured plans (Part 1, Line 12)

NCPHI PMPM = NCPHI Dollar Value / Member Months (as reported in the insurer's TME data)
The table below provides the columns associated with each line of business/market in the SHCE and
the MLR reports.

45 DMMA will occasionally revise the Medicaid managed care financial reports, which may alter the schedule sequencing and
Line item references. DHCC will need to confirm the current schedule labels each year with DMMA.
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Line of Business/Market SHCE MLR Column MLR Column
Column (Parts 1 and 2) (Part 3)
N/A 2 4

Individual

Small Group, Fully Insured N/A 7 8
Large Group, Fully Insured N/A 12 12
Student N/A 36 36
Medicare Managed Care 12 N/A N/A
Medicaid Managed Care 10 N/A N/A
Self-Insured 14 N/A N/A

Aggregate NCPHI

Upon calculating each market segment NCPHI, DHCC will need to calculate the aggregate NCPHI. To
do so, first commercial data need to be adjusted to use in situ information. Do so by calculating the
average NCPHI PMPM by market segment, adding the total NCPHI by insurer within the segment and
then dividing it by the total member months as reported in the MLR report. Next, take the newly
calculated average NCPHI PMPM and multiply it by each insurer’'s market segment member months
as reported within the TME submission to get NCPHI for each insurer within each market segment.

Now that data are comparable, each segment’'s PMPM amount should be multiplied by the Delaware
resident market enrollment member months, in each segment, as reported within the TME submission.
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Appendix F
Delaware Total Population Count

THCE per capita =| Commercial TME + Medicare Managed Care TME + Medicaid Managed Care TME
+ DMMA TME + Medicare FFS TME + VHA TME + Insurer NCPHI

Delaware Population

The denominator of the THCE per capita calculation is the Delaware State population count for the
respective reporting period. The source of the Delaware population value is the U.S. Census Bureau
estimates.

There are links to these estimates on the websites of the Office of State Planning Coordination and
the Delaware Census Data Center. The most recently available census figures, which will be a
snhapshot in time figures (not full year estimates) for the measurement year, should be used as the
“Delaware Population” figure in the THCE per capita formula listed below.
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Appendix G
Insurer Quality Data Submission
Instructions

Delaware has established health care quality benchmark values that foster accountability for improved
health care quality in the State. The purpose of this Appendix is to provide instructions for insurer
submission of their quality measure data. For additional information on the quality measures, please
refer to section 5 and 6 of the implementation manual.

Insurers are asked to provide quality data for the following measures at both the health insurer level
and provider level, by line of business for Delaware residents. Data for other quality measures will be
obtained from other data sources.

Measure Specification Lines of Reporting
Business Unit

HEDIS®, version Commercial ¢ Insurer
corresponding to e Provider

Statin therapy for patients with RRSIScipelee Commercial « Insurer

cardiovascular disease — statin e Medicaid e Provider
adherence 80%

Persistence of beta-blocker treatment e Commercial ¢ Insurer
after a heart attack e Medicaid e Provider

Quality Benchmark Data Submission Template

One “Quality Benchmark Data Submission Template” should be submitted per health insurer. The
template should contain all health insurer and provider-level information requested of the health
insurer with at least 180 days of claims runout. Include data on Delaware residents only.

The “Quality Benchmark Data Submission Template”, refer to Attachment 3, contains one tab payers

should complete: “Quality Performance.” lllustrative examples are provided in rows 11 and 12 of the
accompanying spreadsheet.

e Cell C3requests the CY for which performance is being submitted.
e Columns B-F ask for the submitter’s contact information.

» Column H asks for the name of the entity for which the performance is being reported in a given
row.
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Column | requests the payer select the reporting level for which it is reporting data in the
associated row: “Health Insurer” or “Provider.” The template is set up so that only one option may
be selected per row.

Column J requests the payer select the line of business for which it is reporting data in the
associated row: “Commercial” or “Medicaid.” The template is set up so only one option may be
selected per row.

Column K asks for membership information for the line of business being reported. If "Health
Insurer” is selected in column |, please submit health insurer enroliment in member months. If
"Provider" is selected in column I, please submit provider-attributed lives in member months.

Columns L-T ask for the measure performance data by measure:
— Column L, EDU Observed-to-Expected Ratio requests input of the observed-to-expected ratio.

— Columns N-P Persistence of Beta-Blocker Treatment after a heart attack request numerator
and denominator information.

— Columns R-T Statin Therapy for Patients with Cardiovascular Disease — Statin Adherence
80% request numerator and denominator information.

Quality Data File Submission Schedule

Insurers are asked to submit their quality data on the following schedule:

Insurers’ Quality Data Filing Schedule
ae Ao

September 1, 2021 CY 2020 quality data
September 1, 2022 CY 2021 quality data
September 1, 2023 CY 2022 quality data
September 2, 2024 CY 2023 quality data

File Submission Naming Conventions

Quiality data submissions should follow the following naming conventions:
Insurer Name_QM_YYYY_Version.xIsx

YYYY is the data year being reported (e.g., 2021, 2020). Version indicates the submission number
(e.g., 1 = first submission, 2 = second submission).

The file extension must be .xlIs or .xlsx. DHCC prefers .xlIsx.
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Below are examples of valid file names:
e DE Health Plan_QM_2020_1.xIsx
e DE Health Plan_QM_2020_2.xlsx

Submitting Files to DHCC

The files should be submitted to ayanna.harrison@delaware.gov and DHCC@delaware.gov.
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Appendix H
Insurer Attestation

Attestation of the Accuracy and Completeness of Reported Data

Instructions: Please enter all requested information in the blank spaces provided below and have an
authorized signatory sign the attestation. Insurers should submit one “Attestation of the Accuracy and
Completeness of Reported Data” per performance period covering both the spending and quality data.
Scanned copies of the signed attestation(s) can be emailed to ayanna.harrison@delaware.gov and
DHCC@delaware.gov. If an insurer resubmits their spending and/or quality data, a new, signed
attestation form will need to accompany the resubmitted data.

Insurer:

Performance Period Being Reported:

Check Box(es) to which Attestation Applies: DSpending Data |:|Quality Data

Pursuant to Delaware’s establishment, monitoring and implementation of annual Health Care
Spending and Quality Benchmarks under Governor Carney’s Executive Order 25 and
State-defined reporting guidelines, certain health insurers operating in the State of Delaware
must annually submit certain data requested to calculate insurer and provider performance
relative to Delaware’s health care spending and quality benchmarks.

| hereby attest that the information submitted in the reports herein is current, complete and
accurate to the best of my knowledge. | understand that whoever knowingly and willfully
makes or causes to be made a false statement or representation on the reports may be
prosecuted under any applicable state laws. Failure to sign this Attestation of the Accuracy
and Completeness of Reported Data will result in DHCC non-acceptance of the attached
reports.

Signature Date

Printed Name Title
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Appendix |
Calculating National Performance
Benchmarks

If there is a substantive change to a methodology DHCC should calculate the national performance
benchmarks for each measure using the guidelines below:

Steps to Obtain National Performance

Health Status Measures

Adult obesity Obtain national rates from the CDC BRFSS webpage
(www.cdc.gov/brfss/index.html).

» Select “Prevalence Data and Analysis Tools,” then “Prevalence & Trends
Data.”

— Under “Explore BRFSS Data By Location” select:
— States and Territories: All States and DC.
— Once redirected, select the following options:
States and Territories: All States, DC and Territories.
Class: Overweight and Obesity (BMI).
Topic: BMI Categories.
Selected Year: [Prior Year/Measurement Yeatr].
Once redirected, hover over the “Obese (30.0-99.8)” bar in the bar chart to see the
national rate.

Opioid-related  Obtain national rates from the CDC Wonder’s Multiple Cause of Death (MCD)

overdose mortality files (http://wonder.cdc.gov/mcd-icd10.html).
deaths e Click “I Agree” under the data use restriction and sanctions for violating rules
language.

e Select the following filters:
— Organize table layout:
— Group Results by: State.
- And by year.
— Measures: Deaths, Population, Crude Rate and Age-Adjusted Rate.
— Select location:

— Click a button to choose locations by State, Census Region or HHS
Region: State.

— Browse: All (The U.S.).

— Select demographics:
— Pick Between: Ten-Year Age Groups, All Ages.
— Gender: All Genders.
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Steps to Obtain National Performance

Race: All Races.
Hispanic Origin: All Origins.
- Select year and month:
Year/Month: [Prior Year/Measurement Year].
Select weekday, autopsy and place of death:
Weekday: All Weekdays.
Autopsy: All Values.
Place of Death: All Places.
- Select underlying cause of death:

Click a button to select ICD codes by Chapters or by Group: UCD —
Drug/Alcohol Induced Causes.

Browse: Drug-induced causes.
— Select multiple cause of death:

Click a button to select ICD codes by Chapters or by Groups: MCD-ICD-10
Codes.

Browse and click “Move Items Over” for: Opioids: T40.0, T40.1, T40.2,
T40.3, T40.4 or T40.6.

— Other options:

Check “Show results.”

Precision: select “1” decimal place.
- Click “Send.”

- Click the “Results” tab and scroll to the “Total” row at the bottom
and use the “Age-Adjusted Performance Rate per 100,000" for
national performance.

Health Care Measures

EDU To obtain the national commercial rate for this measure, DHCC staff need to
contact NCQA.

The national average EDU observed-to-expected ratio and the national
average EDU observed rate could be purchased from NCQA either through an
existing consultant contractor or directly from NCQA. To contact NCQA, email
Chris Carrier (carrier@ncaga.org) and Samantha Firetti (firetti@ncga.org) and
ask for the national average EDU observed rate for the Prior Years and
Measurement Year of interest. The national average observed rate must be
obtained through NCQA, as it is not available publicly.

Calculate the national fiftieth percentile risk standardized rate for a given prior
year or measurement year by dividing the national fiftieth percentile
observed-to-expected ratio by the national risk-standardized rate.
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Steps to Obtain National Performance

Persistence of  Obtain the national rate from Quality Compass
beta-blocker (https://www.qualitycompass.org/QcsExternal/Login.aspx). The Quality Compass

treatment after  tool requires purchase of a license for use for each line of business. Please note,
a heart attack these steps will have to be done twice, once for commercial and once for Medicaid.
e Login, “Accept” the license agreement and select the commercial/Medicaid
license applicable for the Prior Year/Measurement Year of interest.

The licenses use HEDIS years, so subtract one from the year to find the
appropriate Prior Year/Measurement Year equivalent (for example, if you
would like to look at 2019 commercial rate, select the “2019 Commercial”
license).

Select “Exporter/Standard Downloads” then select “National Benchmarks”
to download a zip file.

Open the zip file and select the “National Benchmarks” excel comma
separated values files.

Filter column B “MeasureName” by “Persistence of Beta-Blocker Treatment
After a Heart Attack.”

Filter column G “AverageName” by “National — All LOBs: Average” for
commercial or by “National — HMO: Average” for Medicaid.

- Use the fiftieth percentile rate in column N as the national rate.

Statin therapy  Follow the steps above, but instead in step D, Filter column B “MeasureName” by
for patients with  “Statin Therapy for Patients With Cardiovascular Disease Statin Adherence 80%
cardiovascular — Total.”

disease —
statin
adherence 80%
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Appendix J
List of Attachments

In addition to this information and instructions contained in this implementation manual, DHCC is also
providing payers Excel templates for payers to use to submit their benchmark data, respectively.
These templates are referred to as Attachments to the implementation manual and are available on
DHCC'’s website: https://dhss.delaware.gov/dhcc/global.html

The current Attachments are as follows:

e Attachment 1: This is the data template for obtaining Medicare spending and enrollment data from
CMS.

» Attachment 2: This is the data template for insurers to use/complete for submitting their spending
data.

e Attachment 3: This is the data template for insurers to use/complete for submitting their quality
data.

* Attachment 4: This is the data template for DMMA to use/complete for submitting their spending
data.

Changes to these Attachments and/or new Attachments may be incorporated into future versions of
this implementation manual.
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