
December 2000, Vol. 90, No. 121948 American Journal of Public Health

are improving access and satisfaction among
our nation’s disadvantaged children.

Michael Lee Ganz, PhD, MS,
Jane E. Sisk, PhD

Michael Lee Ganz is with the Department of Ma-
ternal and Child Health, Harvard School of Public
Health, Boston, Mass. Jane E. Sisk is with the De-
partment of Health Policy, Mount Sinai Medical
School, New York City.

Requests for reprints should be sent to Michael
Lee Ganz, PhD, MS, Department of Maternal and
Child Health, Harvard School of Public Health, 677
Huntington Ave, Kresge 615, Boston, MA 02115
(e-mail: mganz@hsph.harvard.edu).

This research letter was accepted July 18, 2000.

Contributors
Both authors contributed to and are responsible for
the analysis, interpretation, and writing of this letter.
M.L. Ganz conceived the idea for the research, per-
formed the statistical analyses, and wrote the letter.
J.E. Sisk also contributed to the conceptual founda-
tion, directed the data collection for the original sur-
vey, and participated in writing and revisions.

Acknowledgments
This project was funded by a grant from the Com-
monwealth Fund (New York, NY), whose staff pro-
vided valuable advice throughout the project. We also
thank the staff of the New York State Department of
Social Services for their help and advice.

References
1. Health Care Financing Administration. National

summary of Medicaid managed care programs
and enrollment, managed care trends, June 30,
1997. Available at: http://www.hcfa.gov/medicaid/
trends97.htm. Accessed February 23, 2000.

2. Salganicoff A. Medicaid and managed care: im-
plications for low-income women. J Am Med
Womens Assoc. 1997;52:78–80.

3. New York State Managed Care Annual Report
and State Plan. Albany, NY: New York State Dept
of Social Services; 1993.

4. Sisk JE, Gorman SA, Reisinger AL, et al. Eval-
uation of Medicaid managed care: satisfaction,
access, and use. JAMA. 1996;276:50–55.

5. Szilagyi PG. Managed care for children: effect
on access to care and utilization of health serv-
ices. Future Child. 1998;8(2):39–59.

6. Conover CJ, Mah ML, Rankin PJ, Sloan FA. The
impact of TennCare on patient satisfaction with
care. Am J Managed Care. 1999;5:765–775.

7. New York City Department of Health, Division of
Health Care Access. Update on Medicaid man-
aged care, January 2000. Available at: http://
www.ci.nyc.ny.us/html/doh/html/hca/hca1.html.
Accessed February 17, 2000.

The Social Security
Administration “Presumed
Living” Search

We recently identified an important new
tracing resource available from the Social Se-
curity Administration (SSA). For many years,
Westat, Inc, has purchased copies of the an-
nual SSA Death Master File1 as a cost-effective
method for conducting mortality follow-up of
subjects under study by researchers at the Na-
tional Cancer Institute. Thus, it has been some
time since we last sought vital status informa-
tion directly from the SSA. Historically, the
SSA has provided only date of death and state
of claim (or state of residence at the time of
death) for decedents.

During a recent review of the SSA’s In-
ternet home page (http://www.ssa.gov/search/
index.htm; search term= presumed living), we
learned that, pursuant to the enactment of Sec-
tion 311 of the Social Security Independence
and Program Improvements Act of 1994, the
SSA is now authorized to release to health re-
searchers vital status data for living subjects as
well as for decedents.2 If the SSA determines
that the research will contribute to a national
health interest, researchers may submit records
that include Social Security number, full name,
date of birth, and sex. In return, the SSA will
provide a vital status determination for each
study subject in one of the following categories:
deceased (with accompanying data, as just
mentioned), presumed living, status unknown,
failed Social Security number verification, or
Social Security number invalid or never issued.

Successful linkage is determined by a
match on Social Security number (exact),
name, and date of birth. The SSA applies 12
rules for determining matches on names, al-
lowing for variations in spelling, compound
names, and transposed, missing, or extraneous
letters. A 1-year window is applied to year of
birth if month of birth matches exactly.

Vital status information is derived from
administrative files maintained by the SSA,
including death claims filed by beneficiaries,
contributions made to the SSA through pay-
roll deductions, and benefits currently received
(i.e., retirement or disability payments). In ad-
dition, a companion change to the Internal Rev-
enue Code3 authorized SSA to release “pre-
sumption of living” data based on earnings
reported to the Internal Revenue Service. Vital
status data are said to be current within the pre-
vious 2 years. The complete vital status search
is available at a cost of $0.16 per record for the
first 25000 records, with additional records
processed at $0.012 per record.

We are currently conducting a multicenter
study of 5573 female scoliosis patients diag-
nosed between 1912 and 1965 to evaluate risk

of breast and other cancers following diagnos-
tic x-rays received during treatment and moni-
toring for spinal curvature.4 Follow-up of pa-
tients in this cohort was complicated by the fact
that most were last seen as teenagers and infor-
mation was not generally available on name
changes resulting from later marriages. Tele-
phone tracers engaged in one-on-one tracing of
patients and their fathers, mothers, and husbands
(upon identification).Tracing resources included
records from the SSA, the Health Care Financ-
ing Administration, the National Death Index,
town books (in Massachusetts), motor vehicle
bureaus, credit companies, the US Postal Ser-
vice, directory assistance, commercial telephone
listings, and neighbor search databases. Social
Security numbers were determined for 5264
(nearly 95%) patients.

To evaluate the usefulness of the new
SSA vital status search, we searched in Jan-
uary 1999 all scoliosis patients who were
not known to be deceased (n = 4332). Iden-
tifying information included Social Secu-
rity number (100% complete), first name
(100%), middle name (73%), last name
(100%), sex (100%), and birth month
(99%), day (98%), and year (100%). The
SSA reported that 154 (4%) patients were
deceased, 2917 (67%) patients were pre-
sumed living, 861 (20%) patients were of
unknown status owing to insufficient data,
282 (7%) subjects’ names did not match
their Social Security numbers, 113 (3%)
subjects’ dates of birth did not match their
Social Security numbers, and 5 (0.1%) So-
cial Security numbers were invalid or never
issued.

Vital status through January 1, 1997,
for the entire cohort, including those previ-
ously known to be deceased, is shown in
Table 1. When the SSA returns were merged
with existing follow-up data (allowing for
a 2-year lag), we identified 16 new deaths
and converted 647 women from “lost to fol-
low-up” status to presumed living. Overall,
the lost to follow-up group was reduced by
more than half, from 23% to 11%. A simi-
lar pattern was seen for all birth cohorts, al-
though the reduction in individuals lost to
follow-up was progressively greater in more
recent cohorts, ranging from 22% for pa-
tients born before 1920 to 74% for those
born in 1950 or later. The lost to follow-up
group was reduced by 24%, 54%, 67%, and
69%, respectively, among patients last
known to be alive during the following cal-
endar periods: pre-1940, 1940 through 1959,
1960 through 1979, and 1980 or later (data
not shown).

We conclude that the recently available
SSA service offers an effective and inexpensive
method of determining vital status for epide-
miologic research subjects lost to follow-up.
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TABLE 1—Vital Status Through January 1, 1997, for Female Scoliosis Patients Before and After Linkage With US Social
Security Administration Records, by Birth Cohort

Before Linkage After Linkage
No. of Alive, Deceased, LTF, Alive, Deceased, LTF, Change

Birth Cohort Patients No. (%) No. (%) No. (%) No. (%) No. (%) No. (%) in LTF, %

Pre-1920 541 118 (22) 223 (41) 200 (37) 154 (29) 232 (43) 155 (29) �22
1920–1929 1184 486 (41) 366 (31) 332 (28) 612 (52) 375 (32) 197 (17) �41
1930–1939 923 489 (53) 190 (21) 244 (26) 635 (69) 188 (20) 100 (11) �59
1940–1949 1908 1407 (74) 179 (9) 322 (17) 1622 (85) 180 (9) 106 (6) �67
1950 or later 1017 778 (77) 72 (7) 167 (16) 902 (89) 71 (7) 44 (4) �74
Total 5573 3278 (59) 1030 (19) 1265 (23) 3925 (70) 1046 (19) 602 (11) �52

Note. LTF= lost to follow-up.

This resource is most useful in determining
vital status for subjects with more recent dates
of birth and last known status; however, in our
search, we found substantial proportions of
older patients and those lost to follow-up many
years in the past. The principal limitation of
the resource is that addresses are not provided
for subjects who are identified as presumed
living. On the other hand, knowledge of vital
status is of paramount importance in some stud-
ies (e.g., mortality analyses) and is tremen-
dously useful for efficiently and effectively
channeling tracing activities and resources to
obtain location information.
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A Survey of Men Who
Have Sex With Men:
Mainland China

To our knowledge, only 1 article has been
published on the relationship in China between
HIV and men who have sex with men.1 The
goal of the study described here was to pro-
vide information on this relationship.

We analyzed 426 eligible questionnaires
completed in 1997 and 1998 by men from
mainland China who have sex with men. Re-
spondents’median age was 28 years, and their
median education level was 13 years. Nearly
one third had been married; two thirds lived in
large cities, and others resided in medium-sized
cities or rural areas. Of the study respondents,
71.6% self-reported as homosexual, 24.2%
self-reported as bisexual, 0.2% self-reported
as heterosexual, and 4.0% did not provide in-
formation on sexual orientation.

Of the 88.7% of respondents whose first
intercourse occurred with men, 93.4% engaged
in orogenital intercourse, 63.6% engaged in
anogenital intercourse, 15.5% always engaged

in insertive anal intercourse, and 7.8% always
engaged in receptive anal intercourse. Median
and average numbers of cumulative sex part-
ners were 9 and 31.6 (SD=105.6), respectively,
and the average number of partners in the pre-
vious year was 3 (SD=10.9). Almost 9% of
the respondents had engaged in sexual inter-
course with only 1 male partner; 43.9% had
had sexual intercourse with strangers when
traveling, 12.7% had paid for sex, 4.9% had
engaged in sex for profit, and 18.1% had par-
ticipated in group sex.

In regard to female partners, 11.3% of re-
spondentsreportedthat theirfirst intercoursehad
occurredwithwomen,andoverall48.4%haden-
gagedinsexual intercoursewithwomen.Median
and average numbers of cumulative female sex
partnerswere1and2.4(SD=15.4), respectively.

Of the 302 respondents who provided in-
formation on sexually transmitted diseases
(STDs), 25.5% reported that they had con-
tracted an STD. The incidence rate of STDs
in the previous year was 6.8%. One respon-
dent (2.5%) among the 40 tested was positive
for HIV.

Nearly two thirds of the respondents re-
ported that they never used condoms, and only
2 reported consistently using condoms. The
most frequent reasons reported for having sex
without condoms were (1) “decreased pleas-
ure,” (2) “no danger of being infected with
HIV,” and (3) “my partner is healthy” (see
Table 1).

Our survey indicates that in mainland
China, men having sex with men are relatively
active sexually. Our sample’s median number
of male sex partners was higher than the me-
dian of 6 reported by Carballo-Dieguez and
Dolezal, who conducted a survey in New York
City in 1996 involving approximately 200
Puerto Rican men who had sex with men, a
high proportion of whom did not use con-
doms.2 The data described here indicate that
the spread of HIV among men in mainland
China who have sex with men may be faster
than that seen in the 1990s in Western countries.


