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MORTALI TY FORM

Vari abl es of |nterest

H9805 - Dat e of Death
HO9806A - Pl ace of Death
Hospi t al
HO806B - Pl ace of Death
I f not admitted
to hospital
H9807 - Necr opsy
H9810A - Underlying Cause
H9810B - Contributing Cause 1
H9810C - Contri buting Cause 2

HO8
Mont h, Day, Year
00=Not in Hospital

01-91=Speci fic Hospital
92=Doctor's Ofice
94=At Work

97=Nur si ng Hones
99=Unknown

2=l nstitutional
3=At Hone

4=ER

5=DCA

6=C her
9=Unknown

0=No

1=Head

2=Thor ax

3=Head & Thor ax
4=Abdonen

5=Head & Abdonen
6=Thor ax & Abdonen
7=Conpl et e
8=Ext er na
9=Unknown

or ot her

| nternational Cl assification of

D seases - 8th revision | CD codes.
Usual ly use the first 3 digits of
the ICD code to identify cause of
deat h.

Brief Description of Howto Use Data

The first 3 digits of the Underlying Cause of Death (H9810A)

is usually used to identify the cause of death, but all

t hr ee

cause of death fields (H9810A, H9810B, H9810C) nay be used to

identify specific deaths.

Pr ogr amm ng Exanpl e

The foll owi ng SAS code identifies all

DATA H98; | NFI LE H98;

CHD deat hs.

| NPUT HHP 2-6 H9810A 47-49 HO810B 52-54 H9810C 57-59;
LABEL H9810A = ' Underlyi ng COD

H9810B = 'Contri buting COD 1'

H9810C = ' Contri buting COD 2';

F ((H9810A I N (410, 411, 412))

| (H9810B I N (410, 411, 412)) |

I F ((
(H9810C I N (410, 411, 412))) THEN CHDDTH = 1;



Vari abl es of

HEART SURVEI LLANCE CODE SHEET - CHD
H20

| nt er est

04. Mocardial Infarction (M)
H2004A -

0
1

H2004B -

0
1

ECG evi dence

No evidence of M

Definite acute M in the presence of abnornal

Q QS(positive, doubtful, or possible by HHP criteria) and
typi cal evol utionary changes of ST-T on serial ECGs.
Definite old (or age undeterm ned) M consistent with the
HHP criteria, with or without tenporal changes (normal to
positive M).

Doubt ful acute M (suggestive but non diagnostic Q@S
with serial ST-T changes), or ECG tenporal changes
suggestive of interimsilent M.

ECG t enporal changes consistent with a change from norma
to doubtful or possible M.

| ndet er mi nabl e, because of altered QRS patterns due to
conpl ete heart block, conplete LBBB, WPW ventricul ar
tachycardia, idioventricular rhythm pacing, etc.
Presence of doubtful or possible old M by HHP criteria,
wi t hout tenporal changes.

ECG not done, or technically poor and difficult to nmake
di agnosis of M.

Enzynme evi dence

Al'l enzynmes within the upper limt of normal for specific
hospi tal | aboratories.

The peak | evel of any enzyne (especially CPK) is > 2X
normal, and the elevation is considered to be due to M.
The abnormal |evel of isoenzymes such as CPK-MB and LDH 1
shoul d al so be regarded as i nportant diagnostic

i ndicators. |In sone cases, definite el evation of

i soenzynes, especially CPK-MB, in the absence of total
CPK el evation may be consi dered diagnostic of acute M.

Al so, the interval fromthe onset of M to the date of
enzynme determ nation should be taken into account. SGOT
was used as the only enzyne for diagnhosis of acute M in
early period of the study. However, recently CPK and LDH
were used as nore specific and reliable indicators of M.
Theref ore, whenever CPK was determned, its |evel should
primarily be used for diagnosis of M. The elevation of
SGOT al one shoul d not be considered di agnostic for M.
The peak | evel of enzynes (especially CPK) exceeds the
upper normal limt, but not nore than 2X normal, and this
el evation is thought to be caused by acute M. However,

| soenzynmes are not neasured or of borderline |evel.

The el evation of enzynes exceedi ng the upper nornal

limt, but isoenzynes were negative or not neasured.
There exists no clinical event consistent with acute M,
but some conditions possibly responsible for the

el evation of enzynes are present.

Enzynes were not neasured or unknown



05.

06.

H2004C - Locations of M

0O = No abnormal Q wave in any | ead.

2 = The presence of abnormal Q QS in extensive anterior or
anterol ateral |eads [any two comnbi nations of the
following three groups of lead: (1) I or .V, (2) Viss o 4
and (3) Vs 6 Or in high lateral lead (,V, al one).

3 = Abnormal Q QS in antero-septal |eads (V,,).

4 = Abnormal Q@S in inferior leads (II, 111, ,Vg) or infero-
posterior leads (QQS in I, Ill, Ve and RIS >1.0 with
ST-T changes in V,).

5 = Conbination of 2 or 3 plus 4.

7 = The presence of RIS>1.0 with ST-T changes in strictly
posterior lead (V).

9 = Location unknown.

H2004D - Date of M

Code the sanme nonth/year as the date of hospitalization
Soneti mes, acute M developed in a different nonth during the
sanme hospitalization. 1In this case, code the nonth/year when
M occurr ed.

Code 9999 if the date of M is entirely unknown.

Code 99(87) if only the year of M is known.

Code 0000 if M is absent.

Acute Coronary Insufficiency (Cl)
H2005A - Acute CI - Diagnostic code

0
1

No Cl

Definite Cl, with severe coronary-type chest pain usually

| asting 30 m nutes or |onger, and acconpani ed by ECG

evi dence of transient ST-T changes. However, there

shoul d be no ECG or enzyne evidence of acute M.

2 = Possible C, with severe chest pain, but not acconpanied
by transient ST-T changes on ECG  However there nust be
fixed ST-T changes which were not present on previous
ECGs.

8 = Doubtful C, with severe prolonged chest pain al one,

wi t hout any ECG evi dence of new ST-T changes.

No i nformation avail abl e on chest pain

9

H2005B - Date of event

Sane as described in H2004D for M.

Angi na pectoris
H2006A

D agnosi s code

No chest pain

Epi sodi ¢ substernal chest pain or disconfort, with or

w thout radiation to the shoulder, arm or jaw, caused by
exertion and usually lasting 15 mnutes or less. This
pain nmust be relieved shortly by rest or taking
nitroglycerin.

Sanme type of pain occurring at rest.

Sanme type of pain both on exertion and at rest.

Di scharge di agnosis or docunented history of angina with
use of nitrates, but no details of information on the
nat ure of chest pain are avail abl e.

Chest pain suggestive of possible angi na, but non-

di agnosti c.

9 = No clinical information on chest pain avail abl e.

0
1

ArWN
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17.

22.

23.

24.

H2006B - Date of angi na
Sane as described in H2004D for M.
In great majority of angina cases, the date of onset is
usual | y i ndeterm nabl e.

H2017 - Associ ated Conditions

| f the occurrence of M or acute Cl is considered to be caused or
preci pitated by associated conditions, the foll ow ng codes should
be used accordingly.

0O = No associated condition present.

1 = Severe bleeding usually fromG1 organs and the | evel of
henogl obin is < 8 gm

2 = Myjor surgery (including CABG and PTCA) which caused M
during or shortly after the surgery.

3 = Mlignancy (in term nal stage).

4 = Precipitating conditions such as severe renal failure,

COPD, diabetic ketoacidosis, septicema, acute CVA (not
resulting fromM), etc.
H2022 - Cardi ac Scan
The followi ng codes are used according to the results of thallium
or other myocardial scan tests. |If the test is done along with
exercise (treadm|l) both categories should be coded
si mul t aneousl y.
= Negative
Positive
Doubt fu
Not done or unknown

ONPFO
I

H2023 - Treadm || Test

Negat i ve

Positive (ST >1nm or chest pain devel oped)
Doubt f u

Not done or unknown

ONRFLO

Cor onary Angi ogr aphy

Use the worst value |isted below for each branch of the coronary
artery.

H2024A - Left Main

H2024B - Left Anterior Descending

H2024C - Left G rcunflex

H2024D - Ri ght

No stenotic |esion

Total occl usion

> 90% stenosi s

70- 89% st enosi s

50- 69% st enosi s

<50% st enosi s

Severe stenosis (w thout nunerical data)
Moder at e stenosis

MIld or mniml stenosis

Not done or unknown

OCO~NOUIR_WNEFO



25.

26.

27.

28.

29.

30.

=

SIS

— —

H2

025

029

d

0

e
n
d
3

ot done,
at e unknown,

0

oo UuThhwWNELO

OCoOUuThWNELO

OWNEFO

Left Ventricu
Nor nmal
Aneurysm

| ogr aphy

Segnent al aki nesi s
Segnent al hypoki nesi s
Resting end diastolic pressure > 15 mrHg

Ej ection fr
1, 2, or 3
O her abnor
Not done or

No previ ous
Al grafts
Sonme grafts

Al grafts occluded patency

action <0.50
plus 4 or 5

mal or doubt f ul
unknown

Status of Previous G afts

graft present
pat ent
occl uded

fi ndi ngs

| ndetermi nate on the patency of previous grafts
Angi ogr aphy not done or unknown

Coronary Bypass Surgery

Not done
One graft
Two grafts
Three graft
Four grafts
Five grafts

S

Six or nore grafts

Unknown

Not done

Coronary angi opl asty (PTCA)
Ventri cul ar aneurysnect ony

O her Cardi ac Surgery

Val vul ar repl acenent

Unknown

If multiple surgeries are done,
priority shown above.

OOooN = O

Dat e of Surgery
t he nont h/ year of surgery

code 0000
code 9999

Echocar di ogr aphy

Nor mal

choose one according to the

Val | notion abnormality (consistent with ischem c

myocar di al

| esi ons)

Doubt ful for ischem c nyocardial disease

O her abnor
Not done or

malities
unknown



Brief Description of Howto Use Data

The worst manifestation of CHD is based on the followi ng priority:

Sudden death < 1 hour with unknown underlying cause of death has the

hi ghest priority. CHD death fromunderlying or any contributing cause
of death is worse than non-fatal myocardial infarction. Non-fatal M is
wor se than acute coronary insufficiency. Acute Cl is worse than angi na.
For nmultiple events with the sane diagnostic severity, the worst

mani festation is the earliest one. CHD death or Sudden death is dated
by date of death.

The first manifestation of CHD is based on the following priority:

The first CHD is the earliest dated event of sudden death < 1 hour with
unknown underlying cause of death, CHD death, non-fatal nyocardi al
infarction, coronary insufficiency or angina. CHD death or sudden death
is dated by date of death.

Pr ogr ammi ng Exanpl e

This programidentifies CHD preval ence at Exam 1 and wor st
mani festati on i nci dent cases after Exam 1. |t uses variables fromthe
Surveil |l ance data base as well as data from exam nati ons.

LI BNAME | N ' C: \ SAS\ DATA' ;

DATA T1; SET IN EX1; * EXAML FI LE ;
KEEP HHP X1MO X1YR X1DY;

DATA T2; SET IN. H20; * MORBIDI TY FILE H20 ;

| abel H2006A=" ANG NA PECTORI S H2006A
H2006BMO =" AP MONTH H2006B'
H2006BYR =" AP YEAR H2006B '
H2005A =" ACUTE C H2005A '
H2005BMO =" CI MONTH H2005B '
H2005BYR ="' Cl YEAR H2005B '
H2003DY =' HOSPI TALI ZATI ON DAY '
H2003MO =' HOSPI TALI ZATI ON MONTH
H2003YR =' HOSPI TALI ZATI ON YEAR '
H2004A ="M BY ECG H2004A '
H2004B ="M BY ENZYMES H2004B'
"M MONTH H2004D '
"M YEAR H2004D

KEEP HHP H2006A H2006BMO H2006BYR H2005A H2005BMD H2005BYR H2003MO
H2003YR H2003DY H2004A H2004B H2004DMO H2004DYR;

PROC SORT; BY HHP H2003YR H2003MO H2003DY;

DATA CHD1l; MERGE T1 T2(I1 N=H20S); BY HHP;
| F H20S=1;



DATA TMPAP1; SET CHD1,

| F H2006A=1 OR H2006A=2 OR H2006A=3 OR H2006A=4,

| F H2006BYR = 99 AND H2006BMO = 99 THEN H2006BYR = H2003YR,

| F H2006BYR > 88 THEN DELETE; * FOLLOWM UP THROUGH END OF 1988;
DATA TMPAP2; SET TMPAP1;, BY HHP;

| F FI RST. HHP;

KEEP HHP H2006A H2006BMO H2006BYR;

DATA TMPCI 1; SET CHD1,

| F H2005A=1;

KEEP HHP H2005A H2005BMO H2005BYR;

| F H2005BYR > 88 THEN DELETE; * FOLLOWM UP THROUGH END OF 1988;
DATA TMPCI 2; SET TMPCl 1, BY HHP;

| F FI RST. HHP;

KEEP H2005A HHP H2005BMO H2005BYR;

DATA TMPM 1; SET CHD1,

| F H2004B=1 OR H2004A=1 OR H2004A=3 OR H2004A=5 ;

M=1; LABEL M="POSITIVE M FROM SURV' ;

| F H2004DYR = 99 AND H2004DMO = 99 THEN H2004DYR = H2003YR
KEEP M HHP H2004DMO H2004DYR;

| F H2004DYR > 88 THEN DELETE; * FOLLOWM UP THROUGH END OF 1988;
DATA TMPM 2; SET TMPM 1; BY HHP;

| F FI RST. HHP;

KEEP HHP M H2004DMO H2004DYR;

DATA T3; MERCE TMPAP2 TMPCI 2 TMPM 2 T1; BY HHP;

* | DENTI FY CHD PREVALENCE AND | NCI DENCE FROM MORBI DI TY FI LE ;
| F H2006BMO = 99 THEN H2006BMO-=1;

| F H2004DMO > 12 THEN H2004DMO-=1;

EX1PREV=0; LABEL EX1PREV="EXAML CHD PREV FROM SURVEI LLANCE' ;
CHDI NC =0; LABEL CHDI NC ="' CHD | NCl DENCE FROM SURVEI LLANCE' ;

IE (M =1 AND (MDY(H2004DVD, 1, H2004DYR) <= MDY(X1MO, X1DY, X1YR)))
OR (H2005A=1 AND ( MDY( H2005BMD, 1, H2005BYR) <= MDY( X1MO, X1DY, X1YR)))
OR (1<=H2006A<=4 AND

( MDY( H2006BMD, 1, H2006BYR) <= NMDY( X1MO, X1DY, X1YR)))
THEN EX1PREV=1;
ELSE CHDI NC=1;

DATA T4; SET I N H98; * MORTALITY FILE (H98);
LABEL H9805MO =' DEATH MONTH H9805'

H2018A =" SUDDEN DTH DURATI ON H2018A '
H9805YR =' DEATH YEAR H9805'

HO810A =" UNDERLYI NG CAUSE OF DEATH HO9810A
HO810B =" CONTRI BUTI NG CAUSE1 OF DEATH H9810B'
HO810C =" CONTRI BUTI NG CAUSE2 OF DEATH H9810C

| F HO805YR > 88 THEN DELETE, * FOLLOW UP PERI OD THRU END OF 1988;

* | DENTI FY CHD DEATH, SUDDEN DEATH FROM MORTALI TY ;

CHDDTH=O0;

| F (410<=H9810A<=414 OR 410<=H9810B<=414 OR 410<=H9810C<=414) THEN
CHDDTH=1,

SUDDTH=0;

| F (H9810A=999 AND H2018A=1) THEN SUDDTH=1;



LABEL CHDDTH=' ANY CAUSE OF DEATH=410-414'
SUDDTH=" UNDERLY=999 + SDN < 1HR';
KEEP HHP CHDDTH SUDDTH HO9805YR;

DATA CHD2; MERGE T3 T4; BY HHP;

CHDWST=0;

| F 1<=H2006A<=4 THEN CHDWST=1; * AP ;

* ADD ANG NA FROM EXAMZ2, EXAMB DI AGNCSTI C | MPRESSI ON;

* | F T112=1 THEN CHDWST=1; * AP (POCSI Tl VE) FROM EXAMZ;

* | F V286=1 THEN CHDWST=1; * AP (PCSI Tl VE) FROM EXAMSB;

| F H2005A=1 THEN CHDWBT=2; *Ca o

IF M=1 THEN CHDWSBT=3; * NON-FATAL M

* ADD M FROM EXAMZ AND EXAMS,

* | F T215=1 OR T215=2 THEN CHDWST=3; * M TEMP CHANGE FROM EXAMZ,
* | F V322=1 OR V322=2 THEN CHDWST=3; * M TEMP CHANGE FROM EXAMS,
| F CHDDTH=1 THEN CHDWET=4; * CHD DEATH ;

| F SUDDTH=1 THEN CHDWBT=5; * SUDDEN DEATH ;

| F EX1PREV=1 THEN CHDWST=20; * EXAML PREVALENCE ;

LABEL CHDWST=' 1=AP 2=CI 3=NFT M 4=SDN DTH 5=CHDDTH ,

* EXAML TO 1988 CHD | NCl DENCE BY WORST MAI NI FESTATI ON FROM SURVEI LLANCE

RUN,;



HEART SURVEI LLANCE CODE SHEET - CVA
H20

Vari abl es of |nterest

07. H2007 - CVA
0O = Not applicable (Non cerebrovascul ar event, no CVA found,
CVA due to an associated condition, no clinical
di agnosi s, history nor residual although neuroi nagi ng

reveal s "l acunes”, |eukoariosis or ischaem c changes)
1 = Definite CVA
a. Nonhenorrhagi c - Neurol ogical deficit which |asts

over two weeks with evidence of infarction by
neur oi magi ng or surgery, neurological deficit of
| ess than two weeks with death intervening and with
evi dence of infarction by neuroi magi ng or surgery of
post norten exam nation, neurological deficit of |ess
than two weeks with conversion of neuroimagi ng from
the first neuroimaging for current event to
subsequent neur oi magi ng, or

b. Henorrhagi c - Atraumatic henorrhagi c | unbar puncture
wi th focal neurological deficit or signs and
synptions of meningi snus, subarachnoid or intrasial
hemmor r hage denonstrated on neuroi magi ng, surgery or
post nort em exam nati on, or

C. Lacunar CVA - dinical diagnosis and/or history of
Wi t h neuroi magi ng on adm ssi on whi ch shows either no
CVA or an old CVA conbined with fol | owup
neur oi magi ng whi ch shows a new | acunar CVA whi ch
cl eared w thout residual

2 = Probable CVvA

a. Nonhenorrhagic - Cinical course conpatible with
infarction but no confirmatory neuroi magi ng and
death intervened, clinical course strongly
suggestive of infarction with residual over two
weeks but not confirmatory neuroi maging, O d event:
strong history conpatible with CVA in the past with
resi dual over two weeks but further documentation of
ol d event unavail abl e, or

b. Henorrhagic - Cinical course conpatible with
henorrhagi ¢ CVA but with questionable traumatic
| umbar puncture or questionable neuroinmging, Ad
Event: Strong history conpatible with henorrhagic
CVA in the past with residual over two weeks but
further docunentation of old event unavail able, or

C. Clinical course strongly conpatible with henorrhagic
or nonhenorrhagi ¢ CVA but death precluded diagnostic
wor kup and no post nortem was perforned, or

d. Lacunar CVA - Presents with lacunar CVA clinically
Wi th negative neuroi magi ng not perforned.




Possi bl e CVA

a. Nonhenmorrhagic - Cinical course conpatible with CVA
but neuroi magi ng either normal or not perforned,
surgery not perfornmed, and duration of residual
under two weeks or duration of residual unknown, or

b. Henorrhagic - Wth focal neurol ogical signs or signs
and synptons of neningisnmus or both but | unbar
pucture and/ or neuroi magi ng not perforned, or

C. Lacunar CVA - Neuroi magi ng negative or positive with
resi dual which clears in two weeks: code as
Possi bl e CVA and RIND (Reversible Ischemc
Neur ol ogi ¢ Deficit), neuroimgi ng negative or
positive with residual which clears in 24 to 48
hours: code as Possible CVA and TI A (Transi ent
| schem c Attack).

Doubt f ul CVA

a. Nonhenorrhagic - Cinical course nore conpatible
with TI A or noncerebrovascul ar di sease than RI ND or
i nfarction, or

b. Henorrhagic - Questionable traumatic or traumatic
henorrhagi ¢ | unbar puncture w thout focal
neurol ogi cal signs or signs and synptons of
meni ngi smus, or

C. A non-study event with an associ ated condition may
not be coded as a doubtful CVA, or

d. A code of TIA may al so be coded Doubtful CVA

Definite CVA/ Non-study Criteria

a. An event which by all avail able evidence is a
definite CVA but does not nmeet the criteria for this
study. Mbost likely, there is an associ ated
condition which precipitated or m m cked the CVA, or

b. A new henorrhagi c event superinposed onto an old CVA
by neuroi maging for both events is to be coded as
Definite Non-study with precipitating cause (old
CVA) as the associated condition. #60/3 wll be
coded SC/ associated. Both events are seen on
neur oi magi ng and the event can be related to
hepari ni zation, |ITP or other causes.

Probabl e CVA/ Non-Study Criteria (An event which by al

avai |l abl e evidence is a probable CVA but does not neet

the criteria for this tudy. Most likely, there is an

associ ated condition which precipitated or m m cked the

CVA.)

Possi bl e CVA/ Non-Study Criteria (An event which by al

avai |l abl e evidence is a possible CVA but does not neet

the criteria for this study. Mst likely, there is an

associ ated condition which precipitated or m m cked the

CVA.)

Doubt ful CVA/ Non-Study Criteria (An event which by al

avai | abl e evidence is a doubtful CVA but does not neet

the criteria for this tudy. Most likely, there is an

associ ated condition which precipitated or m m cked the

CVA.)

Unknown CVA (Past history of CVA but with no residual or

docunent ati on of the event including |unbar puncture and




neur oi magi ng. )

H2008 - Intracrani al Henorrhage

O = Not applicable (Noncerebrovascul ar event, no CVA found,
no henorrhage docunented, intracranial henorrhage due to
an associ ated condition)

1 = Definite Intracranial Henorrhage (Atraumatic henorrhagic
| unbar puncture with focal neurological deficit or signs
and synptons of neningi snmus, surgical eveidence of
i ntracrani al henorrhage, neuroi naging or post nortem
evei dence of intracranial henorrhage)

2 = Probable Intracranial Henorrhage (Same clinical picture
as definite intracrani al henorrhage but w thout
confirmation by neuroi magi ng, surgery or post nortem
exam nation, Ad Event: Strong history of henorrhagic
CVA in the post with residual over two weeks but further
docunent ati on unavai |l abl e)

3 = Possible Intracranial Henorrhage (Focal deficit and/or
signs or meningisnus but with traumatic | unbar puncture,
guestionabl e traumatic | unbar puncture or |unbar puncture
not performed, O d Event: Suggestive history of
henorrhagic CVA in the past with residual over two weeks
but further docunentation unavail able. Sone sudden
deaths are included here with negative |unbar puncture if
the total picture is consistent with henorrhage.)

4 = Doubtful Intracranial Henorrhage (Questionable traumatic
| umbar puncture or traumatic |unbar puncture wthout
focal signs or signs and synptons of neningisnus,
clinical course nore conpatible with thronboenbolism or
non- cer ebrovascul ar event)

5 = Definite Intracranial Henorrhage/ Non-Study Criteria (An
event which by all available evidence is a definite
i ntracrani al henorrhage but does not neet the criteria
for this study. Mst likely, there is an associated
condition which precipitated or m m cked the CVA)

6 = Probable Intracranial Henorrhage/ Non-Study Criteria (An
event which by all avail able evidence is a probable
i ntracrani al henorrhage but does not neet the criteria
for this study. Mst likely, there is an associ ated
condition which precipitated or m m cked the CVA)

7 = Possible Intracranial Henorrhage/ Non-Study Criteria (An
event which by all avail able evidence is a possible
i ntracrani al henorrhage but does not neet the criteria
for this study. Mst likely, there is an associated
condition which precipitated or m m cked the CVA)

8 = Doubtful Intracranial Henorrhage/ Non-Study Criteria (An
event which by all avail able evidence is a doubtful
i ntracrani al henorrhage but does not neet the criteria
for this study. Mst likely, there is an associ ated
condition which precipitated or m m cked the CVA)

9 = Unknown Intracranial Henorrhage (No |unbar puncture,
neur oi magi ng, surgery or post nortem perforned or the
results are unobtainable, insufficient evidence for
codi nQ)



H2008A - Intracerebral Henorrhage

0 = Not applicable (Nonhenorrhagi c event, subarachnoid event,
non- cer ebrovascul ar event, intracerebral henorrhage due
to an associ ated condition)

1 = Definite Intracerebral Henorrhage (Evidence of
i ntracerebral henorrhage on neuroi magi ng, surgery or
post nortem exam nation, atraumatic henorrhagi c | unbar
puncture with unquestionable unilateral focal neurologic
deficit)

2 = Probable Intracerebral Henorrhage (Less evidence for
uni | ateral focal neurologic deficit with atraumatic
henorrhagi ¢ | unbar puncture but w thout neuroi magi ng,
surgery or postnortem exani nation)

3 = Possible Intracerebral Henorrhage (Questionable
neur oi magi ng or questionable traumatic or atraumatic
henorrhagi ¢ | unmbar puncture with focal neurol ogic signs
of death precluded di agnostic workup)

4 = Doubtful Intracerebral Henorrhage (Questionable traumatic
or atraumati c henorrhagic | unbar puncture w thout focal
neur ol ogi ¢ signs or synptons, focal neurol ogic signs or
synpt ons but no wor kup perforned)

5 = Definite Intracerebral Henorrhage/ Non-Study Criteria (An
event which by all available evidence is a definite
i ntracerebral henorrhage but does not neet the criteria
for this study. Mst likely there is an associ ated
condition which precipitated or m m cked the CVA
I ncludes traumatic intracerebral henatona.)

6 = Probable Intracerebral Henorrhage/ Non-Study Criteria (An
event which by all avail able evidence is a probable
I ntracerebral henorrhage but does not neet the criteria
for this study. Mst likely there is an associ ated
condition which precipitated or m m cked the CVA)

7 = Possible Intracerebral Henorrhage/ Non-Study Criteria (An
event which by all avail able evidence is a possible
i ntracerebral henorrhage but does not neet the criteria
for this study. Mst likely there is an associ ated
condition which precipitated or m m cked the CVA.)

8 = Doubtful Intracerebral Henorrhage/ Non-Study Criteria (An
event which by all avail able evidence is a doubtful
i ntracerebral henorrhage but does not neet the criteria
for this study. Mst likely there is an associ ated
condition which precipitated or m m cked the CVA.)

9 = Unknown Intracerebral Henorrhage (No | unbar puncture
perfornmed or the results are unobtainable, insufficient
evi dence for coding)

H2008B - Subarachnoi d Henorr hage

0 = Not Applicable (Nonhenorrhagi c event, intracerebra
event, non-cerebrovascul ar event, subarachnoi d henorrhage
due to an associ ated condition)

1 = Definite Subarachnoid Henorrhage (Atraumatic henorrhagic
| unbar puncture with signs and synptons of meningi snus
and no focal deficit, difinite eveidence for subarachnoid
henorr hage on neuroi magi ng, surgery or post nortem
exam nati on)



= Probabl e Subarachnoi d Henorrhage (Questionable traumatic
henorrhagi ¢ | unbar puncture with signs and synptons of
meni ngi smus, no focal deficit and no other workup,
henorrhagi ¢ | unbar puncture with signs and synptons of
meni ngi smus and equi vocal focal neurol ogical deficit)

= Possi bl e Subarachnoi d Henorrhage (Signs and synptons of
meni ngi smus but no | unmbar puncture or other workup
performed, atraumati c nonhenorrhagi c | unmbar puncture with
signs and synptons of neningi snus, no focal neurol ogica
deficit and no ot her workup)

= Doubtful Subarachnoi d Henorrhage (Questionable traumatic
| umbar puncture with nonfocal neurol ogical deficit
wi t hout signs and synptons of neningi smus and no ot her
wor kup)

= Definite Subarachnoi d Henorrhage/ Non-Study Criteria (An
event which by all available evidence is a definite
subar achnoi d henorrhage but does not neet the criteria
for this study. Mst likely there is an associ ated
condition which precipitated or m m cked the CVA
Includes traumatic intracerebral henatona.)

= Probabl e Subarachnoi d Henorrhage/ Non-Study Criteria (An
event which by all available evidence is a probable
subar achnoi d henorrhage but does not neet the criteria
for this study. Mst likely there is an associ ated
condition which precipitated or m m cked the CVA)

= Possi bl e Subarachnoi d Henorrhage/ Non-Study Criteria (An
event which by all avail able evidence is a possible
subarachnoi d henorrhage but does not neet the criteria
for this study. Most likely there is an associ ated
condition which precipitated or m m cked the CVA)

= Doubtful Subarachnoi d Henorrhage/ Non-Study Criteria (An
event which by all avail able evidence is a doubtful
subar achnoi d henorrhage but does not neet the criteria
for this study. Most likely there is an associ ated
condition which precipitated or m m cked the CVA)

= Unknown Subarachnoi d Henorrhage (Synptons of neningi snmus
wi t hout further documentation avail able, insufficient
evi dence for coding)

Thronbo enbolic CVA
Not Applicabl e (Henorrhagi c event, non-cerebrovascul ar
event)

= Definite Thronbo-enbolic CVA (Neurologic deficit with
evi dence of infarction by neuroi magi ng, surgery or post
nortem exam nati on, neurologic deficit in a patient who
neets the criteria for definite CVA with obvious source
of enboli and atraumatic clear or mldly henorrhagic
| unmbar puncture)

= Probabl e Thronbo-enbolic CVA (Neuroi magi ng negative for
henorrhage and nonconfirmatory for infarct but clinical
course strongly suggestive of thronbo-enbolic CVA with
resi dual over two weeks)
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Possi bl e Thronbo-enbolic CVA (dinical course conpatible
wi th thronbo-enbolic CVA but neuroi magi ng, surgery or
post nortem not perforned, and duration of residual under
two weeks or duration of residual unknown. dd Event:
strong history of thronbo-enbolic CVA in the past with
resi dual over two weeks but further docunentation
unavai |l abl e)

Doubt ful Thronmbo-enbolic CVA (Cinical course nore
conpatible with TIA, intracranial henorrhage or

noncer ebrovascul ar di sease than RIND or infarction.)
Definite Thronbo-enbolic CVA/ Non-Study Criteria (An event
whi ch by all avail able evidence is a definite thronbo-
enbolic CVA but does not neet the criteria for this
study. Mst likely there is an associated condition

whi ch precipitated or m m cked the CVA.)

Probabl e Thronbo-enbolic CVA/ Non-Study Criteria (An event
whi ch by all avail abl e evidence is a probabl e thronbo-
enbolic CVA but does not neet the criteria for this
study. Mst likely there is an associated condition

whi ch precipitated or m m cked the CVA.)

Possi bl e Thronbo-enbolic CVA/ Non-Study Criteria (An event
whi ch by all avail able evidence is a possible thronbo-
enbolic CVA but does not neet the criteria for this
study. Mst likely there is an associated condition

whi ch precipitated or m m cked the CVA.)

Doubt ful Thronbo-enbolic CVA/ Non-Study Criteria (An event
whi ch by all avail able evidence is a doubtful thronbo-
enbolic CVA but does not neet the criteria for this
study. Mst likely there is an associated condition

whi ch precipitated or m m cked the CVA)
Unknown Thr onbo-enbolic CVA (Past history of thronbo-
enbolic CVA without any residual or specific
docunent ati on of the event, insufficient evidence for
codi ng)

Thr onboti c CVA
Not Applicabl e (Henorrhagi c event, non-cerebrovascul ar
event)
Definite Thronbosis (Sanme criteria as definite thronbo-
enbolic but with no evidence for either henorrhage or
enbol i sm
Probabl e Thronbosis (Sanme criteria as probabl e thronbo-
enbol i ¢ but neuroi magi ng negative for henorrhage,
clinical course nore conpatible with thronbotic
infarction or RUND and no cl ear indication for enbolism
Possi bl e Thronbosis (Sanme criteria as possi bl e thronbo-
enbol i ¢ but neuroi magi ng negative for henorrhage,
clinical course conpatible with thronbotic infarction and
no clear indication for enbolisn
Doubt ful Thronbosis (Cinical course nore conpatible with
TIA, enbolismor henorrhage but workup not adequate for
confirmtion)
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Definite Thronbosi s/ Non-Study Criteria (An event which by
all available evidence is a definite thronbotic CVA but
does not neet the criteria for this study. Most likely
there is as associ ated condition which precipitated or

m m cked t he CVA)

Probabl e Thronbosi s/ Non-Study Criteria (An event which by
all avail abl e evidence is a probable thronbotic CVA but
does not neet the criteria for this study. Most likely
there is as associ ated condition which precipitated or

m m cked t he CVA)

Possi bl e Thronbosi s/ Non-Study Criteria (An event which by
all avail abl e evidence is a possible thronmbotic CVA but
does not neet the criteria for this study. Most likely
there is as associ ated condition which precipitated or

m m cked t he CVA)

Doubt ful Thronbosi s/ Non-Study Criteria (An event which by
all avail able evidence is a doubtful thronbotic CVA but
does not neet the criteria for this study. Mst likely
there is as associ ated condition which precipitated or

m m cked t he CVA)

Unknown Thronbosis (Past history of thronbosis w thout
any residual or docunmentation, insufficient evidence for
codi nQ)

Enbol i c CVA

Not Applicable (Thronbotic or henorrhagi c event, non-
cerebrovascul ar event)

Definite Enbolism (Neurologic deficit in a person who
neets the criteria for definite Thronbo-enbolic CVA with

an obvi ous source of enboli, and an atraumatic clear or
m | dly henorrhagi c | unmbar puncture or post nortem
evi dence)

Probabl e Enbol i sm (neurologic deficit in a person who
neets the criteria for probable Thronbo-enbolic CVA with
an obvi ous source of enboli regardl ess of whether | unbar
puncture was perforned)

Possi bl e Enbol i sm (Neurol ogic deficit in a person who
nmeets the criteria for possible Thronbo-enbolic CVA with
or without an obvious source of enboli. No confirmation
by | unmbar puncture)

Doubt ful Enbolism (Neurol ogic deficit present but with an
equi vocal source of enboli. No confimation by |unbar
punct ur e)

Definite Enbolism Non-Study Criteria (An event which by
all avail able evidence is a definite enbolism but does
not neet the criteria for this study. Most likely there
is an associ ated condition which precipitated or m m cked
t he CVA)

Probabl e Enbol i sm Non-Study Criteria (An event which by
all avail abl e evidence is a probabl e enbolism but does
not neet the criteria for this study. Most likely there
i s an associ ated condition which precipitated or m m cked
t he CVA)
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= Possible Enbolism Non-Study Criteria (An event which by
all avail able evidence is a possible enbolismbut does
not nmeet the criteria for this study. Most likely there
is an associated condition which precipitated or m m cked
t he CVA)

= Doubtful Enbolism Non-Study Criteria (An event which by
all avail able evidence is a doubtful enbolism but does
not neet the criteria for this study. Most likely there
i s an associ ated condition which precipitated or m m cked
t he CVA)

= Unknown (Docunentation of serach for enbolic source not
avai l able or information insufficient for coding)

RIND/ TI A (Reversi ble Ischem ¢ Neurol ogic Deficit/Transient
| schem ¢ Attack)
te:
Many "l acunar strokes" wll be included in #1-5, #8-9
Sonme posterior circulation TIA's may last up to 48 hrs
Lunbar puncture is not essential for diagnosis after 1980
RIND may al so be coded as possi ble CVA (H2007, H2009,
H2009A, H2009B)
TIA may al so be coded as doubtful CVA (H2007, H2009,
H2009A, H2009B)

= Not Applicable (Not RIND or TIA event, Non-
cerebrovascul ar event)

= Definite RIND (Focal Signs and synptons of neurol ogi cal
deficit which cleared conpletely in a period over 24-48
hours but within two weeks wi thout residual, with both
nonhenor r hagi ¢ | unbar puncture and negative neur oi nagi ng
performed between the 4th and 14th day (1988 revision))

= Probable RIND (Focal signs and synptons of neurol ogi cal
deficit which cleared conpletely in a period over 24-48
hours but within two weeks wi thout residual. Either
nonhenor r hagi ¢ | unbar puncutre or neuroi magi ng was not
performed between the 4th and 14t h day)

= Possible RIND (Focal signs and synptons of neurol ogi cal
deficit which cleared conpletely in a period over 24-48
hours but within two weeks. Neither nonhenorrhagic
| umbar puncture nor neuroi magi ng performed between the
4th and 14th day. Partial clearing of focal signs and
synptons over 24 hours but with death (or discharge)
intervening prior to two weeks and neither nonhenorrhagic
| umbar puncture nor neuroi magi ng between the 4th and 14th
day sas perforned.)

= Doubtful FIND (Focal signs and synptons which persisted
for over 24 hours but cleared conpletely w thout residual
and clinical status at the 14th day is unknown)

= Probable TI A (Focal neurol ogical signs and synptons which
cleared conpletely within 24 hours w thout residual)

= Possible TIA (Focal neurological signs and synptons which
probably cleared conpletely within 24 hours w t hout
residual but information as to clinical status at the 24
hour period is inadequate for confirmation)

= Doubtful TIA (Focal neurological synptonms w thout signs
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and which cleared conpletely within 24 hours)
Undet er m ned (Focal neurol ogi cal synptons w thout signs
whi ch subsi ded conpletely within a short but undeterm ned
time. Atypical signs and synptons for cerebrovascul ar

di sease which cleared within two weeks wi thout residual)
Unknown (Signs and/or synptons for cerebrovascul ar

di sease which cleared in an undocunented | ength of tine.

I nsufficient information for coding)

Lunbar Puncture

Not Applicable (No | unmbar puncture performed, non-
cerebrovascul ar event)

Normal LP (RBC can be up to 50-100 and still be normal)
Abnormal Atraumatic LP (Wth increased openi ng pressure
of over 200 nmm)

Abnormal Atraumatic LP (Wth normal opening pressure. |f
no opening pressure is indicated the assunption is that
it was normal)

Questionable Traumatic LP (Wth increased opening
pressure over 200 nm

Questionable Traumatic LP (Wth normal opening pressure)
Traumatic LP (Wth increased opening pressure over 200

Traumatic LP (Wth normal opening pressure)

Bl ank

Unknown (LP done and results unavailable or it is unknown
that an LP was done)

RBC

Not Applicable (No | unmbar puncture performed, non-
cerebrovascul ar event)

0 - 10 RBC

11 - 25 RBC

26 - 100 RBC

101 - 500 RBC

501 - 1000 RBC

1001 - 2000 RBC

2001 - 5000 RBC

Over 5000 RBC

Unknown (LP done and results unavailable or it is unknown
that an LP was done)

Lunbar Puncture - O her Abnormalities

Not Applicable (No | unmbar puncture performed, non-
cerebrovascul ar event)

P+WHE, (Protein, WBC and enzynmes all abnornal)
P+W (Protein, WBC all abnormal)

P+E, (Protein and enzynmes all abnornmal)

WHE, (WBC and enzynes all abnornal)

P (Protein abnormal (over 45))

W (WBC abnor mal )

E (Enzymes abnor mal )

1
Normal (Any tests done and results in normal range. An
abnormal result in categories 1-7 precludes the use of
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this category)
Unknown (LP done and results unavailable or it is unknown
that an LP was done)

her Evi dence
Not Applicable (No other tests perforned, non-
cerebrovascul ar event)

S+A+E, (Brai n scan, angiography and EEG all abnornmal)
S+A (Brain scan and angi ography all abnormal)

S+E, (Brain scan and EEG al |l abnornal)

A+E, (Angi ography and EEG al | abnormal)

S (Brain scan & radioi sotope flow study abnormal)
A (Angi ogr aphy abnor mal )

E, (EEG abnor mal )

Normal (Any tests done and results in normal range. An
abnormal result in categories 1-7 precludes the use of
this category)

Unknown (Qther tests were done and results unavail abl e or
it is unknown that an LP was done)

- Date of Event

Date of admission. |If the event to be coded was not during
adm ssion, use the specified date of the event. Use 9 s for
any part of the date that is unknown.

- St

Not e:
condition exists, use 0 (alive) or 1 (expired) for coding this
col um.
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Not e:
of M, ClI, CVA, RIND or TIA which occurred during the current
hospitalization being reviewed. |If one or nore of these
events (M, CI, CVAL RIND or TIA) occurred during one
hospitalization and if there is a codabl e associated condition
which is related to only one of the events being coded, a

atus at Discharge
If it is not suspected or known that an associ at ed

Alive

Expi red or dead on di scharge

Alive with diagnosis of CHD due to associated condition
Alive with diagnosis of CVA due to associated condition
Alive with diagnosis of CHD + CVA due to associ ated

condi tion

Expired with diagnosis of CHD due to associ ated condition
Expired with diagnosis of CVA due to associated condition
Expired with diagnosis of CHD + CVA due to associ ated
condi tion

Alive with diagnosis of CHD and/or CVA and exi stence of
associ ated condition is suspected but unconfirnmed

Expired with diagnosis of CHD and/or CVA and exi stence of
associ ated condition is suspected but unconfirmed

Associ ated Condition

Condi ti ons which may precipitate or mmc the episode

separate code sheet will be conpiled for each event. [If the
associated condition is related to both events being coded,
separate code sheets will not be conpl et ed.

CHD/ CVA/ conbi nations plus the associated condition will be



i ndi cated by the appropriate codes in the STATUS col unm. An
unknown associ ated condition may coexist with a study stroke.
A questionabl e associ ated condition may coexi st with study

stroke: it need not be called a non-study stroke if the
associ ated condition is questionable and unable to be
verified.

O = Not Applicable (No associated conditions, as defianed
above, were clinically detected or no diagnosis of M,
Cl, CVA, RIND or TI A can be nade)

1 = Bleed (Significant bl eeding episode preceded the episode
of M, CI, CVA RIND or TIA being coded)

2 = Post Operative (Non-Brain) (The episode of M, C, CVA
RIND or TIA being coded occurred during the (non-brain
surgery) postoperative conval escence in the hospital)

3 = Malignancy (An advanced malignancy existed at the tinme of
t he episode of M, CI, CVA, RIND or TIA being coded.
Thi s i ncludes benign brain tunors.)

4 = Precipitate (A condition other than a bl eedi ng epi sode,
postoperative state or advanced malignancy exists at the
time of the episode of M, Cl, CVA R ND or TIA being
coded which is likely to precipitate the epi sode being
coded. Excluded are atherosclerotic heart or
cerebrovascul ar | esions, hypertension and di abetes.
Includes | TP, urem a, etc.)

5= Mmc (A condition other than a bl eedi ng epi sode, post
operative state of advanced nalignancy exits at the tine
of the episode of M, CI, CVA, RIND or TIA being coded
which is likely to mmc the episode being coded)

6 = Trauma (The episode of M, CI, CVA, RIND or TIA being
coded occurred during or after traumm)

7 = Brain Surgery (The episode of M, ClI, CVA RIND or TIA

bei ng coded occurred during the postoperative (brain

surgery) conval escence in the hospital)

Combi nati ons of any of the above associ ated conditions.

Unknown (I nsufficient evidence to determne if an

associated condition is present. This includes the

possibility of an associated condition but with no

concl usi ve evi dence)

H2018A - Sudden Death (excl udes suicide and homi ci de)
Death from nontraumati c causes occurring within 24 hours
after the onset of synptons of illness judged to be the
I mmedi at e cause of death. Code on a priority basis
according to the length of time between the onset of
term nal synptons and deat h.

H2018B - Unwi t nessed Deat h
Deat h from nontraumati c causes which occurred outside the
facility and was not observed. Code on a priority basis
according to the length of tinme between the tinme the
person was | ast seen alive and the tine he was found
dead.

H2019 - Angi ography: invasive/ noni nvasive
Note: This category includes angi ography, MRA and dupl ex




st udi es
Codi ng hi erarchy: Angi ography takes precedence over al
tests, MRA over Dupl ex
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Nor ma

Total Gcclusion (96-100%

Partial QOcclusion (stenosis up to 95%
Aneurysm

A-V mal formation

I nfarction

I ntracerebral hematoma

Nonspeci fic abnormality (Al subdurals, duplex with
irregularity)

Conbi nat i on

Not done or results unknown

Brai n Scan/ Cerebral Bl ood Fl ow and Bl ood Fl ow conponent of
SPECT
Not e:

A d Scans (BS/ CBF 1965-1990)
Initial blood flow Delayed conponent was based on
bl ood/ brain barrier breakdown.
New Scans (SPECT 1990 to present)
Initial blood flow Delayed conponent is based on
perfusion deficit in the area of the stroke
Not done

SDx: Scan confirnms CVA di agnosi s

FDx: Bl ood flow confirnms CVA di agnosi s

SFDx: Bot h confirm CVA di agnosi s

S/ O Scan show ot her abnormality

FI O Fl ow shows ot her abnormality

S&F/ O Bot h show ot her abnormality

ASSCC: Associ ated condition present

VAL : Normal tests

UNK: Not done, unknown if done or results unknown

Neur oi magery

Not Done

SC. Confirms study criteria stroke

SNC: Does not confirmstudy criteria stroke.
This includes all subdurals, MD and
normal scans.

SC/ ASSCC: Confirms CVA but stroke due to an
associ ated condition

SC/ PRI OR: Confirms prior study criteria stroke which
was previously docunent ed

PROB/ PRI OR: Confirms probable prior study criteria
stroke whi ch was not previously docunented

POSS/ PRI OR: Confirms possible prior study criteria
stroke whi ch was not previously docunented

SC/ PNS: Confirms prior non-study criteria stroke

PC. Possi bly confirns new study stroke

UNK: Not done or results unknown



Brief Description of Howto Use Data

The worst manifestation of stroke is based on the following priority:

Stroke death is worse than definite stroke. Definite stroke is worse
t han probable stroke. For multiple non-fatal events with the sane

di agnostic severity, the worst manifestation is the earliest one.
Stroke death is dated by date of death.

The first nmanifestation of stroke is based on the follow ng
priority:

The first stroke is the earliest dated definite or probable stroke. For
stroke death w thout any definite or probable stroke, the first event is
the fatal event. Stroke death is dated by date of death.

Pr ogr amm ng Exanpl e

The follow ng programidentifies stroke preval ence at Exam 1 and wor st
mani festati on incident cases after Exam 1.

LI BNAME | N ' C:\ SAS\ DATA' ;

a) Preval ent Stroke
DATA T1; SET IN H20; * MORBIDI TY FILE (H20);
* | DENTI FY DEFI NI TE/ PROBABLE/ PCSSI BLE CVA PREVALENCE TO EXAML ;
LABEL H2015MO=" CVA MONTH H2015'
H2015YR=" CVA YEAR H2015'
H2007=" CVA
H2008=" | NTRACRANI AL HEMORRHAGE H2008'
H2008A=" | NTRACEREBRAL HEMORRHAGE H2008A
H2008B=" SUBARACHNO D HEMORRHAGE H2008B'
H2009 =' THROVBO- EMBOLI C H2009'
H2009A=" THROVBOTI C H2009A'
H2009B=" EMBOLI C H2009B'

| F H2007=1 OR H2007=2 OR H2007=3; * DEFI NI TE/ PROBABLE/ POSSI BLE ;
PROC SORT; BY HHP H2015YR H2015MO,

DATA PREV: SET T1; BY HHP;

| F FI RST. HHP;

| F H2015M0=99 THEN H2015MO=1;

| F MDY( H2015MD, 1, H2015YR) <= MDY( X1MO, X1DY, X1YR) ;

EX1PREV=1; LABEL EX1PREV=' EXAML CVA PREV FROM SURVEI LLANCE' :
KEEP HHP EX1PREV:



b) Incident Stroke (worst event)

DATA T2; SET IN H20; * MORBIDI TY FI LE (H20);

| F H2007=1 OR H2007=2; * KEEP DEF/ PROB CVA ONLY;

| F H2015YR > 88 THEN DELETE; * FOLLOW UP THROUGH END OF 1988;
KEEP HHP H2015MO H2015YR H2007 H2008 H2009 ;

DATA CVAL; MERGE PREV(IN=PR) T2(1N=H20); BY HHP;

| FE H20=1;

| F EXIPREV=1 THEN DELETE;

* | D TYPE OF CVA BY TE OR | CH SEVERI TY CODE;

| F H2009=0 OR H2009=4 THEN H2009=9;

| F H2008=0 OR H2008=4 THEN H2008=9;

| F H2009 < H2008 THEN TYPE=1; * TE;

ELSE | F H2009 > H2008 THEN TYPE=2; * | NTRACRANI AL HEMORRHAGE;
ELSE TYPE = 3; * UNKNOWN;

LABEL TYPE=' TYPE OF CVA: 1=TE 2= CH 3=UNK ' ;

PROC SORT; BY HHP H2007 H2015YR H2015MO ;

* SORT BY SEVERI TY & CVA DATE TO GET EARLI EST WORST CVA

DATA CVA2; SET ; BY HHP;
| F FI RST. HHP;

DATA PHO8; SET IN.H98; * MORTALITY FILE HOS8;

* ADD CVA DEATHS;

LABEL HO805MO=' DEATH MONTH ( H9805)"
H9810A =' UNDERLYI NG CAUSE OF DEATH ( H9810A)'
H9805YR=' DEATH YEAR ( H9805) " ;

| F HO805YR > 88 THEN DELETE, * FOLLOW UP PERI OD THROUGH END OF 1988;
| F 430<=H9810A<=438; * KEEP ONLY STROKE DEATHS;
KEEP HHP H9810A HO9805MO HI9805YR;

DATA CVA3; MERGE PHI8( | N=H98) CVA2( KEEP=HHP TYPE H2015MO H2015YR)
PREV( KEEP=HHP EX1PREV); BY HHP;
DEAD=H98; LABEL DEAD=' H98 CVA DEATHS 0=NO 1=YES',;
| F DEAD=0 THEN DG,
| F TYPE=1 THEN CVAWST=4; * NONFATAL TE ;
| F TYPE=2 THEN CVAWST=5; * NONFATAL | CH;
| F TYPE=3 THEN CVAWST=6; * NONFATAL UNK ;

END,;
| F DEAD=1 THEN DG,

| F 432<=H9810A<=434 THEN CVAWST=1; * FATAL TE ;

| F H9810A=430 OR H9810A=431 THEN CVAWST=2; * FATAL HEM

| F 435<=H9810A<=438 THEN CVAWET=3; * FATAL UNKNOW\;
END,;

| F EXIPREV=1 THEN CVAWST=20; * EXAML PREVALENCE;

LABEL CVAWST=' FTL: 1=TE 2=HM 3=UNK NFT: 4=TE 5=HM 6=UNK' ;
* EXAML TO 1988 CVA | NCl DENCE BY WORST MANI FESTATI ON FROM SURVEI LLANCE;



* CODE FATAL/ NONFATAL DEF/ PROB THROVBO- EMBCOLI C STROKE BY WORST
MANI FESTATI ON;

TE WST=0;

| F CVAWET=1 OR CVAWST=4 THEN TE WST=1,

| F CVAWST=20 THEN TE WSBT=20;

LABEL TE WST=' FATAL/ NONFATAL DEF/ PROB TE BY WORST' ;

* CODE FATAL/ NONFATAL DEF/ PROB HEMORRHAG C STRCKE BY WORST
MANI FESTATI ON;

HM W5T=0;

| F CVAWSET=2 OR CVAWST=5 THEN HM WST=1;

| F CVAWST=20 THEN HM WSET=20;

LABEL HM WST=' FATAL/ NONFATAL DEF/ PROB HM BY WORST' ;

RUN;
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