FEALTEIY
RECBLE
2000

Natzonal Health Promotion and
Disease Prevention Objectives

ftealthy People
2000

Final Review

DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Disease Control and Prevention
National Center for Health Statistics




Copyright Information

Permission has been obtained from the
copyright holders to reproduce certain
quoted material in this report. Further
reproduction of this material is
prohibited without specific permission
of the copyright holder. All other
material contained in this report is in the
public domain and may be used and
reprinted without special permission;
citation as to source, however, is
appreciated.

Suggested Citation

National Center for Health Statistics.
Healthy People 2000 Final Review.
Hyattsville, Maryland: Public Health
Service. 2001.

Library of Congress Catalog Card
Number 76-641496



FIEARIELY
PEQPLE

balthy People
2000

Final Review

DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Disease Control and Prevention
National Center for Health Statistics

Hyattsville, Maryland
October 2001
DHHS Publication No. 01-0256



Department of Health and Human Services

Tommy G. Thompson
Secretary

Centers for Disease Control and Prevention

Jeffrey P. Koplan, M.D., M.P.H.
Director

National Center for Health Statistics

Edward J. Sondik, Ph.D.
Director



Preface

The Healthy People 2000 Final
Review is the seventh and last in a
series of profiles tracking the year 2000
objectives. This report was compiled by
the National Center for Health Statistics,
Centers for Disease Control and
Prevention (CDC), with considerable
input from the Department of Health
and Human Service’s lead agencies for
the year 2000 objectives, the Office of
Disease Prevention and Health
Promotion and the Office on Minority
Health. The Healthy People 2000
Steering Committee and the National
Committee on Vital and Health Statistics
served in a review capacity.

The Healthy People 2000 Review,
which replaced the Prevention Profiles
that monitored the 1990 national health
objectives, continued the series of
profiles of the Nation’s health objectives
as an integral part of the Department’s
disease prevention and health promotion
initiative for the year 2000. This
initiative was unveiled in September
1990 by the Secretary of the Department
of Health and Human Services with the
release of Healthy People 2000:
National Health Promotion and Disease
Prevention Objectives. This publication,
which incorporates the 1995 midcourse
review modifications to the objectives,
provides the latest available tracking
data for objectives and subobjectives in
all priority areas throughout the decade.



Foreword

Since 1990, Healthy People 2000
has provided the national health
promotion agenda that guided
Americans toward living longer and
healthier lives. Healthy People 2000 not
only identified objectives to improve the
Nation’s health, but also set measurable
targets to monitor progress toward its
goals. The ability to quantify and assess
progress on health objectives is at the
heart of the Healthy People initiative.
This Healthy People 2000 Final Review
completes the series of Healthy People
2000 Reviews published to monitor and
evaluate the Nation’s progress toward
the year 2000 targets. As such, it
presents the final assessments of our
progress in the decade.

Healthy People 2000 was an
ambitious effort and invaluable in
setting 319 specific objectives for the
Nation. In fact, progress was achieved
on over 60 percent of the objectives.
Some of the major accomplishments
include surpassing the target for
reducing deaths from coronary heart
disease and cancer. The Nation also met
its targets for AIDS incidence, primary
and secondary syphilis cases,
mammography exams, and violent
(homicide, suicide, and firearm-related)
deaths. The tobacco-related mortality
targets were also met. Both infant
mortality and the number of children
with elevated blood lead levels nearly
met their targets as well. The Nation
also made progress toward the goal of
reducing health disparities for more than
one-half of the special population
objectives identified to be at increased
risk by Healthy People 2000. We can all
take pride in the fact that the past
decade saw substantial improvements in
the quality of life for many Americans.

Underlying and contributing to the
progress in preventing disease and
improving health are the advances in
health information. Healthy People 2000
was a catalyst at all levels of
government for the creation and
dissemination of quality, comparable
health data.

This final edition of the Healthy
People 2000 Review contains several
new data assessments that should prove
valuable for many of our constituents.
The first is an assessment of the
progress toward the second goal of
Healthy People 2000, reducing health
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disparities. The assessment is based on
data collected for nine special
populations that are at increased health
risk: four race/ethnicity groups, women,
two age groupings, disability, and
socioeconomic status. Another is the
presentation of data for the 47 “sentinel
objectives’ developed to represent the
scope and magnitude of Healthy People
2000. This includes data for each
sentinel objective at the national level
and State data for those objectives
where sources were available. Finally, in
addition to data that update the trends
shown in previous reports for the 18
Health Status Indicators, this report
shows data for the first time for the 16
Priority Data Needs developed at the
same time as the Health Status
Indicators but which lacked data for
assessment below the national level.

Although many gains in health
promotion and disease prevention have
been made, much remains to be done.
For 15 percent of the Healthy People
2000 objectives, the movement was
actually away from the targets. In
January 2000, Healthy People 2010 was
released, ushering the Healthy People
initiative into the new millennium. The
monitoring and assessment goals of
Healthy People 2010 are even more
ambitious than those that have directed
our efforts over the past decade. For
example, the Healthy People 2000 goal
to reduce health disparities has been
strengthened in Healthy People 2010 to
focus on eliminating health disparities.

Another important development for
the next decade is the publication
Tracking Healthy People 2010. As a
guidebook on the statistics used for
Healthy People, it will assist programs
at the local, State, and national levels in
producing and using the requisite data
and, thereby, measurably advance the
information base available to enhance
the public’s health. Thanks to the solid
foundation laid by the accomplishments
of Healthy People 2000, Healthy People
2010 will be even stronger, as it builds
on the experiences of the last decade,
identifies our current health
opportunities and challenges, and
furthers the development of partnerships
among public and private organizations
to improve the health of the American
people.

Edward J. Sondik, Ph.D. Director,
National Center for Health Statistics
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Introduction

Background

History of the Healthy People
Initiative

The Healthy People process began
in 1979 with the release of Healthy
People: The Surgeon General’s Report
on Health Promotion and Disease
Prevention (1), which provided national
goals for reducing premature deaths and
for preserving independence for older
adults. The five primary goals of the
1979 Surgeon General’s report were to
enhance the health of the U.S.
population in five major life stages
(infants, children, adolescents and young
adults, adults, and older adults).
Different focal points were targeted for
each age group, such as low birth-
weight and birth defects for infants, and
functional independence, influenza, and
pneumonia for older adults. Fifteen
priority areas were also identified as
keys to achievement of the overall
health status goals. In 1980, Promoting
Health/Preventing Disease: Objectives
for the Nation set forth 226 targeted
measurable health objectives for the
Nation to achieve over 10 years in 15
priority areas (2). This national agenda
for health proved its merit when, from
1979 to 1990, the infant mortality rate
decreased by nearly 35 percent and the
motor vehicle fatality rate for children
fell 28 percent. Promoting
Health/Preventing Disease: Objectives
for the Nation served as a model for the
development of Healthy People 2000
(3), which subsequently provided the
starting point for Healthy People 2010
4).

Life-Stage Objectives

The five major life stages theme has
continued through the decades as part of
the Healthy People initiative. Healthy
People 2000 included targets for
reducing deaths among people under age
65, and for reducing the proportion of
people 70 years and over who have
difficulty performing two or more
activities of daily living. Healthy People
2000 contained four age-related
objectives.

B Reduce the death rate for children
by 15 percent to no more than 28 per
100,000 children 1-14 years of age, and
for infants by approximately 30 percent

to no more than 7 per 1,000 live births.
B Reduce the death rate for
adolescents and young adults by

15 percent to no more than 85 per
100,000 people 15-24 years.

B Reduce the death rate for adults by
20 percent to no more than 340 per
100,000 people 25-64 years of age.

B Reduce to no more than 90 per
1,000 people the proportion of all
people age 70 years and over who have
difficulty in performing two or more
personal care activities (a reduction of
about 19 percent), thereby preserving
independence.

As shown in table A, data for 1998
indicate that the targets for children and
adolescents and young adults have been
met. The 1998 infant mortality rates of
7.2 per 1,000 live births was very close
to meeting the year 2000 target.
However, the rate for older adults who
had difficulty performing two or more
personal care activities (bathing, eating,
dressing, using the toilet, or getting
in/out of chair/bed) moved away from
the target during the Healthy People
2000 tracking period.

Healthy People 2000

Healthy People 2000: National
Health Promotion and Disease
Prevention Objectives presented the
Nation’s health improvement agenda for
the last decade of the 20th century (3).
Released in 1990, it articulated goals
and objectives aimed at significantly
improving the health of all Americans
by the year 2000.

In developing its own strategy to
improve the health of all Americans,
Healthy People 2000 drew on the
experiences and knowledge gained
during the earlier Healthy People
endeavors. The Healthy People 2000
process was guided by three broad
goals: (1) increase the span of healthy
life, (2) reduce health disparities, and
(3) achieve access to preventive
services. To help meet these overarching
goals, it identified more than 300
national objectives addressing a broad
array of health issues. Forty-seven of
these objectives that were representative
of the scope and magnitude of Healthy
People 2000 were identified as
“sentinel”” objectives (see Sentinel
Objectives section).

The Healthy People 2000
objectives, each assigned a specific
target, were organized into 22 priority
areas. The activities of each priority area
were coordinated by at least one agency

of the Public Health Service. Addressing
special population groups at high risk of
poor health, Healthy People 2000 set
specific targets to narrow the gap
between the total population and those
groups with higher than average rates of
death, disease, and disability. In
addition, it included priority areas such
as HIV infection and cancer that were
not included in the 1990 objectives.

Underscoring the vital role of
partnerships, Healthy People 2000 was
the product of a cooperative effort
among government agencies, businesses,
nonprofit organizations, and the
scientific community. It was developed
in collaboration with 22 work groups of
experts, agencies of the Federal
government, the National Academy of
Sciences’ Institute of Medicine, and a
consortium of over 375 members
representing national voluntary
organizations and all the State health
departments. Regional and national
meetings provided input from a broad
cross section of citizens, families, and
communities. Moreover, following
extensive public review of and comment
on a draft document, the Healthy People
2000 objectives were revised and
refined.

Midcourse Modifications

Throughout the 1990s, a series of
reports tracked the progress of the
Nation in achieving the Healthy People
2000 objectives. Halfway through the
decade, the national commitment to
disease prevention and health promotion
was reaffirmed during the midcourse
review process, which allowed for the
modification and addition of objectives.

The midcourse review was a 2-year
process, culminating in the publication
of the Healthy People 2000 Midcourse
Review and 1995 Revisions (5) in 1995.

During the midcourse review, work
groups of the Public Health Service met
to consider new data, new information,
and new science that had become
available since the release of Healthy
People 2000 in 1990 (3). As a result, 19
new objectives were added to the
original 300 unduplicated main
objectives, bringing the total number of
objectives to 319. Additional data that
showed increased health risk or disparity
between the total population and people
in age, sex, racial, or ethnic minority
groups resulted in the addition of 111
new special population subobjectives
(bringing the total number of
subobjectives to 319). Including the

Healthy People 2000 Final Review 1



Table A. Life stage objectives: United States, 1987-98

Baseline 2000
Objectives 1987 1991 1992 1993 1994 1995 1996 1997 1998 Target
Infant mortality (per 1,000 live births) .......... 10.1 8.9 8.5 8.4 8.0 7.6 7.3 7.2 7.2 7
Children 144 years (total deaths per 100,000). . . 33.7 30.7 28.8 298 285 27.8 26.5 251 24.0 28
Adolescents and young adults 1524 years (total
deaths per 100,000) . .. ................... 97.8 100.1 956 985 980 953 896 86.2 823 85
Adults 25-64 years (total deaths per 100,000) . . . 426.9 400.7 3947 400.1 398.6 397.3 382.0 368.1 364.0 340
People 70 years and over (difficulty in performing
two or more personal care activities per 1,000) . . 141 --- .- .- -- 2163 .- --- .- 90

- - - Data not available.
11984-85 data.
21994-95 data

SOURCES: National Vital Statistics System, CDC, NCHS.
For people 65 years and over: National Health Interview Survey, CDC, NCHS; National Nursing Home Survey, CDC, NCHS.

midcourse changes, Healthy People
2000 contained a total of 638 objectives
and subobjectives; because some priority
areas share identical objectives, the
number of objectives and subobjectives
including duplicates is 805. No changes
were made to the three broad goals of
Healthy People 2000 or to the
organization of the 22 priority areas.

The midcourse review also included
58 target revisions (29 objectives and 29
subobjectives), in almost all cases to
make the target more challenging. Text
changes were made to 75 existing
objectives, in some cases considerably
modifying the objective. All midcourse
review modifications are detailed in
Healthy People Statistical Note No. 13
(6).

The midcourse modifications
established baselines for all Healthy
People 2000 objectives for which data
were available. Most of these baselines
are the same as those established in the
original Healthy People 2000 report (3);
others were changed to reflect revisions
to the original baselines or were newly
created.

Healthy People 2010

Healthy People 2010: Objectives for
Improving Health (4), released in
January 2000, carries the Healthy People
initiative into the next decade as well as
into a new millennium. As the third
generation of 10—year goals for the
Nation, it builds on initiatives pursued
over the past two decades. Central to
Healthy People 2010 are its two broad
goals, which challenge the Nation to (1)
increase quality and years of healthy life
and (2) eliminate health disparities.

Providing a framework to achieve
these goals, Healthy People 2010
identifies 467 specific health promotion
and disease prevention objectives in 28

2 Healthy People 2000 Final Review

focus areas. Like its predecessors,
Healthy People 2010 is the product of
an extensive cooperative national
process involving both the public and
private sectors, including the Healthy
People Consortium, which by the end of
the 20th century had grown to include
some 350 national organizations and
250 State public health, mental health,
substance abuse, and environmental
agencies.

To facilitate tracking progress
toward the second goal of Healthy
People 2010—eliminating health
disparities—objectives that utilize
population-based measures display the
baseline status of multiple population
groups. The minimum breakout set of
groups includes race and ethnicity,
gender, and measures of socioeconomic
status. However, many objectives
include additional population groups
such as age, geographic location, health
insurance status, disability status, sexual
orientation, or people with a specific
health status or condition. Of the 396
measures in Healthy People 2010 that
listed population groups, baseline data
were available for nearly three quarters
of the over 6,000 data items for the
minimum set of groups (4).

Leading Health Indicators

Setting itself apart from previous
Healthy People efforts, Healthy People
2010 introduces for the first time a set
of 10 Leading Health Indicators (LHIs).
Intended to serve as a gauge of the
Nation’s well-being, the LHIs reflect
major public health priorities in the
United States at the beginning of the
21st century. They were selected
because of their importance as public
health issues, their ability to motivate
action, and the availability of data to
measure their progress. The 10 LHIs are

physical activity, overweight and
obesity, tobacco use, substance abuse,
responsible sexual behavior, mental
health, injury and violence,
environmental quality, immunization,
and access to health care. Each LHI will
be monitored using one or more of the
467 specific objectives, thus serving as a
link to the entire Heathy People 2010
initiative.

Through the LHIs, and through the
467 objectives, Healthy People 2010
continues an impressive tradition of
improving the Nation’s health through a
comprehensive process of setting goals
and measuring results. For more
information on Healthy People 2010,
visit the Web site at
http://www.health.gov/healthypeople.

Summary of Progress

Healthy People 2000 identifies 319
unduplicated main objectives. Because
some priority areas share identical
objectives, certain objectives are
presented in more than one priority area,
which increases the total number of
objectives to 376 including the
duplicates. Subobjectives for racial and
ethnic minorities and other special
populations were established to address
increased health risks or disparities
compared with the total population.
There are 319 subobjectives; with
duplicates, there are 429 (5).

Movement of an objective either
toward or away from the target was
assessed by the direction of the change
between the baseline and the most
recent data point for the measure(s) used
to track the objective. In most cases,
only measures with baselines and targets
were used for assessment; supplemental
data (no baseline or target) were used if
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measures with baseline and targets were ~ Figure A. Healthy People 2000 objectives: Summary of progress by
not available. Some of the changes priority area

observed were relatively small and may
be within what could be expected on the

basis of sampling or random variation. Number of objectives

For objectives with more than one 5
measure (compound objectives), if data [ Cannot assess
showed movement in different 30 B Moved away from target

B O No change

[ Mixed progress

O Moved toward target
M Met

directions, progress was labeled as
“mixed.” For compound objectives with
data not available for all measures, 25 -
progress was determined by the
direction of the measure(s) with data.
For example, objective 12.3 is tracked
using three measures. However,
sufficient tracking data are only 15
available for two of the three measures:
Refrigeration of perishable foods and
washing cutting boards with soap. 10
Progress for this objective is assessed

using these two measures. All measures 5
of a compound objective had to be met

for an objective to be considered met;

for example, a compound objective with

three measures meeting the target and 123 456 7 8 91011121314 1516 1718 19 20 21 22

one measure progressing toward the Healthy People 2000 Priority Areas
target would be considered moving

toward the target (objective 1.10). A few
objectives were very broad in scope and

tracking data were not available; in Moved
these cases, the subobjectives were used Moved ) away
to track progress (for example, objective toward Mixed No from Cannot
17.14). Area Met target progress change target assess

The following summary of progress, 1. ... .. .. .. .. 1 6 0 1 4 1
based on the 319 unduplicated main o 6 13 P 0 6 0
objectives, presents the final status for 3. 7 10 5 1 1 2
the Healthy People 2000 objectives. The 4. . .. . . .. . .. 3 7 4 0 2 4
most recent data indicate that 68 5. 0 8 3 0 0 1
objectives (21 percent) met the year 6. . . 5 1 1 0 7 1
2000 targets and an additional 129 7o 7 4 0 0 5 3
(41 percent) showed movement toward g .. .. .. ... .. 5 P P 1 1 3
the targets. Data for 35 objectives 9. . 7 11 2 P 2 )
(11 percent) showed mixed results and 7 9. ... .. ... .. 7 7 1 1 4 0
(2 percent) showed no change from the 1. . .. . . .. 4 9 P 0 1 1
baseline. Only 47 objectives (15 percent) 12, ... . . .. .. 2 5 0 0 1 0
showed movement away from the 183, . 1 12 1 1 P 0
targets. The status of 32 objectives 14, .. 1 8 P 1 3 2
(10 percent) could not be assessed. 15, 3 12 0 0 P 0
Among these unassessed objectives, 23 1. ... .. ... .. 7 8 ) 0 0 0
have baseline data but no additional data {7, .. . . . .. 2 6 3 0 11 1
with which to evaluate progress (several 1g. . . .. . .. . .. 5 5 1 0 3 3
objectives in this category have 19, ... 4 7 P 0 1 3
supplemental data that cannot be used 20, . 3 7 5 0 P )
for determination of progress), and 9 o1 1 2 P 0 1 2
objectives lacked baselines (see Priority oo, . . .. . .. 2 4 1 0 0 0
Area 22).' F1gure A shqwg the progress Total 83 154 41 8 59 a1
of the objectives by priority area.
Progress for each individual objective is
shown in the priority area summary
tables (tables 1-22). cases to make the target more did not meet the targets in the final

A number of Healthy People 2000 challenging (see section on Midcourse assessment would have met their targets
targets were revised during the Modifications). As a result, eight if the original targets had not been
midcourse review process, in almost all objectives and nine subobjectives that revised during the midcourse review.
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Organization and Scope of this
Review

This Review is organized into three
major sections and presents the final
data collected for the 376 objectives that
comprise Healthy People 2000 (3).
While the data for these individual
objectives are the basis for this Review,
the additional analyses presented
provide further insight into the Nation’s
progress in health improvement over the
last decade.

The Introduction provides a brief
discussion of the history of the Healthy
People initiative, the current effort, and
the transition to the next decade in
Healthy People 2010 (4). There is also a
summary of progress for the past decade
and a description of the organization
and scope of this Review.

The first section presents
information that cuts across the 22
Healthy People 2000 priority areas. The
first part of this section summarizes
progress regarding the three broad goals
set in Healthy People 2000: Goal
l—Increase the span of healthy life,
Goal 2—Reduce health disparities, and
Goal 3—Achieve access to preventive
services. The second part of this section
presents data for three summary lists:
the Health Status Indicators (a set of
indicators of community health status
relevant to public health practice); the
Priority Data Needs (important
indicators for evaluating the health of a
population but not necessarily available
at all levels of government); and the
Sentinel Objectives (objectives
representative of the scope and
magnitude of the changes envisioned by
Healthy People 2000). Each of these
parts provide information through text,
charts, and tables describing progress
over the last decade by focusing on
particular issues that generally address
the 22 priority areas.

The second section consists of 22
chapters providing a progress report for
each of the Healthy People 2000
priority areas. Each chapter contains a
progress quotient chart, presenting a
summary of progress for each objective;
a discussion of the objectives that
addresses the area’s public health
significance, data highlights, progress
for the objectives, major results,
transition to Healthy People 2010, and
data issues; a summary data table; and
the full text of the objectives.

Technical notes and tables comprise
the Appendix, the third section. The
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technical notes present and discuss data
and analysis issues involved in
monitoring the objectives and
subobjectives. The appendix provides
additional information that may be
useful in understanding and interpreting
the data. Additional sources of
information on Healthy People 2000 are
also presented.

This report is available on the
Internet at http://www.cdc.gov/nchs/.
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Healthy People 2000
Goals

The purpose of Healthy People
2000 was to commit the Nation to the
attainment of three broad goals. These
goals were to increase the span of
healthy life, to reduce health disparities
among Americans, and to achieve access
to preventive services for all Americans.
Attaining these broad goals would bring
the Nation’s health to its full potential.

Goal 1: Increase the Span of
Healthy Life

In the 20th century, the population
of the United States underwent a
continuous period of health
improvement that is unparalleled in
history. At the turn of the century, the
population was characterized by a
mostly low standard of living, poor
hygiene, poor nutrition, and a high
prevalence of communicable and acute
diseases typical of a population with
high mortality and high fertility. It
finished the century with a mostly high
standard of living, good hygiene, good
nutrition, and health-related habits
typical of populations with low
mortality and low fertility. In addition,
there was a low frequency of
communicable diseases and acute
conditions that were major causes of
most of the premature deaths in the
earlier part of the century. As a
consequence of the dramatic fall in
mortality, the average expectation of life
at birth for the total population
increased from 47.3 years in 1900 to
76.8 years in 1998 (1), an increase of
62 percent or 3.6 months per year for
each of the 98 years.

The same population and health
transitions that have jointly propelled
the average life expectancy by nearly 30
years, however, are also responsible for
ushering an era of new challenges. The
population is aging at an unprecedented
rate, resulting in an increased prevalence
of diseases that are noncommunicable
and not always fatal, but degenerative
and chronic. This adds a new dimension
to measuring the health of the
population. Expectation of life, which is
a traditional measure of longevity, has
now effectively become a “‘partial”
measure of health for an aging

population that expects to live a long
life with degenerative diseases and
chronic conditions.

For an aging population fast
approaching the theoretical maximum
life span, the fundamental issues involve
not only longevity, but quality of life as
well. Quality of life (QOL) is a
subjective appraisal of life (2), relating
to the ““‘goodness” of life as assessed by
external conditions (3). It is a
multidimensional concept that can, in
the broadest sense, include material
comfort, work, health, and active
recreation (4). The World Health
Organization’s concept of QOL on the
other hand, is based on the assessment
of the six broad domains that are related
to physical, psychological,
environmental, spiritual, level of
independence, and social relationship
(5). Some of these domains are directly
health related and others are not.
Healthy People 2000 is primarily
concerned with health-related QOL (6).

The formulation of the concept of
health-related QOL began in the 1970s
with a limited focus on domains of
physical function for measuring
activities such as activities of daily
living (5). Since then, the concept has
been expanded to include other domains,
such as general health perception,
limitations in usual roles, activity
restrictions, symptoms, and cognitive
psychological function (7).

The first goal of Healthy People
2000, to increase the span of healthy
life, is monitored using three statistics.
Life expectancy at birth (a measure of
longevity), the percent of people
reporting that their general health status
is fair or poor (a measure of
health-related QOL), and expected years
of healthy and unhealthy life (a
summary measure incorporating both
mortality and morbidity, known as years
of healthy life or YHL).

Life Expectancy at Birth

The expectation of life at birth is
the number of years a newborn would
expect to live if that person experienced
the mortality schedule existing at the
time of birth. This measure is one of the
most commonly used measures to
summarize mortality and study trends in
the span of human life. Figure B
presents the life expectancy at birth for
the U.S. population by sex and race for
the decade monitored by Healthy People
2000. Between 1988 and 1998 the
expectation of life increased from 74.9

to 76.7 years, an increase of nearly 2
years (2.4 percent). Life expectancy has
increased for all four population
subgroups shown. The biggest gain,
however, was for black males (3.2 years
or 5.0 percent), the population subgroup
with the lowest life expectancy.
Consequently, the difference between
the highest (white females) and lowest
(black males) life expectancy declined
over the decade from 10.5 years to 9.1
years, an indication that the disparity in
expectation of life among the subgroups
decreased in the 10-year period.

Fair or Poor Health

Between 1990 and 1996, the
percent of people reporting fair or poor
health increased from 9.9 to 10.4 percent
(figure C). Beginning in 1997, there was
a change in the methodology used to
measure this statistic in the National
Health Interview Survey so that data
collected in 1997 and subsequent years
are not directly comparable to those for
1996 and prior years. Between 1997 and
1998, the percent decreased slightly,
from 9.2 to 9.1 percent. Figure C also
displays the percent of people reporting
fair or poor health by socioeconomic
status (SES): poor (family income less
than poverty level), near poor (100 to
199 percent of poverty level), and
middle/high income (at least 200 percent
of poverty level). There is a clear
association between poor health and
poverty. In 1990, 22 percent of poor
people reported fair or poor health, three
times that reported by middle or high
income people (7 percent). In 1998, the
difference was slightly greater
(22 percent compared with 6 percent).
During the 1997-98 period, the trend in
the percent of people reporting fair or
poor health increased for the poor
population but decreased for the middle
or high-income population, widening the
disparity.

Healthy and Unhealthy Life

The broad purpose of the 319
Healthy People 2000 objectives was to
improve the health of the population.
Consequently, all objectives, at least
indirectly, involve increasing the span of
healthy life. However, one specific
objective (8.1, also duplicated as 17.1
and 21.1), targets a single measure of
the span of healthy life. The objective
measures health-related quality of life
using the summary measure of health
known as YHL. This measure estimates
the average number of years expected to
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Figure B. Life expectancy at birth: United States, 1988-98

Years
85
80 White female
75 | Black female
20 F White male
65 I J
Black male
60 -
’/
’/

0
1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998

1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998
White female . 789 79.2 794 796 798 795 796 796 79.7 79.9 80.0
Black female.. 732 733 73.6 738 739 737 739 739 742 747 748
White male... 722 725 727 729 732 731 733 734 739 743 745
Black male ... 644 643 645 646 650 646 649 652 66.1 672 67.6

SOURCE: CDC/NCHS, National Vital Statistics System.

be lived in a healthy state for people of
a specified population. As a summary
measure of population health, this
measure incorporates mortality and
morbidity into a single statistic ( 8,9).
The mortality component utilizes total
mortality, while the morbidity
component is evaluated using two
measures: respondent-assessed health
and activity and functional limitations
due to chronic conditions. Individuals
are classified into 30 groups according
to both measures and these groups are
then assigned a quality-of-life score
(based on a mathematical model)
indicating the quality-of-life for that
group relative to a healthy state (10).
The YHL is calculated using a life table
approach that incorporates the
age-specific mortality with the
age-specific health related quality-
of-life score. The resulting “‘average
years of healthy life”” is equivalent to
the average years a person would live if
he or she lived in a healthy state.

In 1990 the YHL was 64.0 years.
By 1998, this increased by 1.2 years to
65.2 years— a rise that was comparable

8 Healthy People 2000 Final Review

to the increase in expected years of life
(1.3 years between 1990 and 1998).
Consequently, average YHL as a percent
of total expected years of life was
largely unchanged. Figure D presents the
expected years of healthy life and
unhealthy life of the U.S. population by
race and ethnicity in 1998. The Hispanic
population has the greatest YHL.
However, Hispanics also have the
smallest proportion of life spent
equivalently in healthy states, that is
66.3 years of the total 82.1 expected life
years (81 percent). Blacks have the
smallest YHL and also a small
proportion of life spent in healthy states
(81 percent). Among whites, 86 percent
of the expected life years are
equivalently spent in healthy states.

Goal 2: Reducing Health
Disparities

The population of the United States
grew by 13 percent over the last decade,
and has increased in diversity at an even
greater rate (11). The aging of our
population is well documented and the

trend will continue for at least several
decades. Racial and ethnic minority
populations are among the fastest
growing of all communities in the
United States. Yet, these populations in
many respects, have poorer health and
remain chronically underserved by the
health care system. In many cases, the
health gaps initially identified in the
1985 Task Force Report on Black and
Minority Health (12) have grown.
Differences in accessibility, utilization,
quality of care, or benefits derived from
medical care are factors contributing to
inequality (13).

Healthy People 2000 included over
200 special population subobjectives to
address the overarching goal of reducing
health disparities in special populations
at higher risk than the total population
for death, disease, or disability (14).
Targets for these subobjectives were set
requiring a greater percent change with
the aim of reducing the gap between
these special populations and the total
population. A few subobjectives were
also included where, although the
special population was not at increased
risk, there was a disparate trend (for
example, 16.2b, lung cancer for
women). The populations highlighted in
Healthy People 2000 included American
Indian/Alaska Native, Asian or Pacific
Islander, black, Hispanic, women,
adolescents and young adults, older
adults, people with disabilities, and
people with low SES.

The Healthy People 2000
Midcourse Review and 1995 Revisions
resulted in the addition of many
subobjectives for these special
populations for a total of 49 objectives
or subobjectives for American
Indian/Alaska Native, 19 for Asian or
Pacific Islander, 97 for black, 84 for
Hispanic, 187 for women, 243 for
adolescents, 173 for older adults, 89 for
people with disabilities, and 65 for
people with low SES.

The objectives used for the
assessment of disparities include the
Healthy People 2000 subobjectives for
each of the nine special population
groups as well as other objectives
related to these groups. A list of the
objectives for each group can be found
in Appendix table VII. Some objectives
have measures for more than one group.
Progress toward the target can be
measured for all of these objectives;
however, not all the objectives can be
used to measure disparity. For groups
other than the racial/ethnic groups, a



Figure C. Percent of people with fair or poor health:

United States, 1990-98

Percent
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*
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Below poverty
level ........ 221% 22.8% 23.8% 24.2% 23.7% 23.7% 23.8% 21.4% 22.2%
100499% of
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200% or more of
poverty level .. 6.8% 6.8% 7.0% 68% 69% 67% 66% 6.1% 57%

SOURCE: CDC/NCHS, National Health Interview Survey.
NOTE: The survey was redesigned in 1997. Data for 1997 and 1998 may not be directly

comparable with those for previous years.

relatively small proportion of the
objectives are applicable for assessment
of disparity. This is because, for these
groups, most objectives target the group
directly and do not also target a
reference population that could be used
to assess disparity status. Disparity was
assessed by comparing the percent
change between the baseline and last
data point for the special population
subobjective with the percent change
observed for the total population used to
track the objective. (See section on
Disparity Measurement in the
Appendix.)

The 1990s saw significant
improvements in the ability to track
progress for Healthy People 2000
objectives by special populations.
Leading into the decade, in 1989,
Hispanic origin was included for the
first time on standard birth and death
certificates recommended for use by all
States. By the end of the decade, the
number of States that publish vital

statistics data by race and ethnicity
increased from 19 to 27—surpassing the
Healthy People 2000 target. Despite
these improvements, data were still
missing at the end of the decade to
assess progress for 6 percent of the
objectives for American Indian/Alaska
Native, 5 percent for Asian or Pacific
Islander, 2 percent for black, 8 percent
for Hispanic, 10 percent for women,
26 percent for adolescents, 10 percent
for older adults, 7 percent for people
with disabilities, and 6 percent for
people with low SES.

At the conclusion of the decade,
more than one-half of the special
population subobjectives showed a
narrowing or elimination of disparities.
In addition, progress for special
populations was made in a number of
areas. However, only 16 percent of the
year 2000 targets for the special
population subobjectives were met

compared with 22 percent of all 318
unduplicated objectives and
subobjectives.

One of the two overarching goals
for Healthy People 2010, launched in
January 2000, extends this goal from
reducing disparities to actually
eliminating health disparities. As a
result, Healthy People 2010 has the
same target for all population groups,
including racial and ethnic groups. As
noted during the public comment period
for Healthy People 2010, ‘“‘the ambitious
goal of eliminating health disparities
demands broader and more
interdisciplinary remedies than those
previously considered.”

The following sections discuss
progress toward reducing disparities and
progress toward the year 2000 targets
for each of the nine special population
groups addressed by Healthy People
2000. A summary of progress is
graphically shown for each group along
with text discussion of some specific
examples. The specific examples are
shown for illustrative purposes only, and
do not infer priority or importance. A
complete assessment of progress toward
the target and progress toward reducing
disparity for the objectives in each of
the nine special population groups is
shown in Appendix table VII.

Reducing Disparities: American
Indian/Alaska Native

Figure E demonstrates progress
made in reducing disparities in the
health status of American Indians/Alaska
Natives. Twenty-four (55 percent) of the
forty-four American Indian/Alaska
Native subobjectives showed a reduction
or elimination of disparities in health
status between this population and the
total population. Of these 24 objectives,
20 met or moved toward their year 2000
targets.

Hepatitis A (20.3]) and bacterial
meningitis (20.7a) showed remarkable
improvement— surpassing year 2000
targets and narrowing the gap. Diabetes
prevalence for American Indians and
Alaska Natives, however, increased,
although the gap narrowed (17.11a)
because the prevalence for the total
population increased at an even greater
rate. Diabetes-related deaths (17.9b) and
end-stage renal disease rates (17.10b)
increased and the gaps widened.
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Figure D. Expected years of healthy and unhealthy life:

United States, 1998

Expected years of life
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* Hispanic origin can be of any race.
Total White Black Hispanic*
Healthy life expectancy . ....... 65.2 66.1 57.8 66.3
Unhealthy life expectancy . . . ... 11.5 11.2 13.5 15.8
Total life expectancy . ... ...... 76.7 77.3 71.3 82.1

*Data are preliminary. Hispanic includes people of any race with Hispanic origin.
SOURCE: CDC/NCHS, National Vital Statistics System and National Health Interview Survey.

Reducing Disparities: Asian or
Pacific Islander

Figure F represents the disparity
status of the subobjectives for Asians or
Pacific Islanders. Twelve of the sixteen
subobjectives for this group showed a
reduction or elimination of disparities,
and all 12 subobjectives either met or
moved toward their targets.

For example, the year 2000 target
was met and disparity decreased for flu
vaccinations among the elderly (21.2).
Cigarette smoking decreased for
Southeast Asian males at the beginning
of the decade and the disparity narrowed
(3.49). The number of Hepatitis B cases
among Asian or Pacific Islander children
dramatically decreased (20.3d) although
disparity was not assessed for this
objective because the measure for the
subobjective was different from that for
the main objective. One objective, new
tuberculosis cases (20.4a), showed a
widening of disparity.
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Reducing Disparities: Black or
African American

Figure G depicts the status of
subobjectives to reduce disparities
between black Americans and the total
population. Elimination or reduction of
disparities occurred for 55 (62 percent)
of the 89 subobjectives. Of these 55
subobjectives, 50 either met or moved
toward their targets.

Objectives for which targets were
met and disparities were reduced
included cancer deaths (2.2a),
firearm-related deaths (7.3a),
unintentional injuries (9.2a), clinical
breast examination and mammography
(16.11e), and syphilis (19.3a).
Unfortunately, diabetes prevalence
(17.11e), diabetes-related deaths (17.9a),
lower extremity amputations (17.10c),
maternal mortality (14.3a) and fetal
alcohol syndrome (14.4b) increased and
the disparity gaps widened.

Reducing Disparities: Hispanic or
Latino

Figure H shows the status of the 76
subobjectives for Hispanic persons.
Forty (52 percent) of these subobjectives
showed a reduction in disparity between
Hispanics and the total population. It is
interesting to note that 10 of these 40
subobjectives moved away from their
targets but at a slower rate than the
objectives for total population.

Objectives for which targets were
met and disparities were reduced
included infant mortality for Puerto
Ricans (14.1c), use of clinical breast
examination and mammography among
Hispanic women over 50 years of age
(16.11c), and rates of congenital syphilis
(19.4b). Adolescent pregnancy (5.1b)
and high school completion rates (8.2a),
however, remained essentially the same.

Reducing Disparities: Women

Figure J depicts progress made in
reducing health disparities for women in
the United States. Of the 19 objectives
for which disparities between women
and the total population can be assessed,
9 objectives showed a reduction or
elimination of health status inequity. Of
these nine objectives, six either met or
moved toward their targets.

Progress was made in smoking
prevalence (3.4) and homicide rates
among African American women (7.1e).
Unfortunately, although new cases of
AIDS decreased in recent years, the rate
of decrease for women (18.1d) was less
than that for the total population.

Reducing Disparities: Adolescents
and Young Adults

The pie chart depicted in figure K
reflects changes in disparities between
adolescents and young adults and the
total population. Disparities in seven
subobjectives decreased or were
eliminated, while five widened. All
seven of the subobjectives that reduced
or eliminated the disparity either met or
moved toward their targets.

Motor vehicle crash death rates for
people 15-24 years (9.3b) and
drownings for males 15-34 years
decreased substantially and the
disparities gaps narrowed. However,
there were increases in disparities for
rape or attempted rape (7.7a) and
adolescent gonorrhea (19.1b).



Figure E. Assessment of disparity for American Indian/Alaska

Native objectives

Cannot assess
7% (N=3)

Disparity:
Widening/No change
39% (N=17)

Disparity:
Eliminated/Narrowing
54% (N=24)

Number of objectives = 44

NOTE: Disparity is assessed by comparing the change for the special population with the change for

the total population. Not all objectives for the special
(See Disparity Assessment section in the Appendix.)

population are applicable to disparity assessment.

Figure F. Assessment of disparity for Asian or Pacific Islander

objectives
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Widening/No change
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Disparity:
Eliminated/Narrowing
75% (N=12)

Number of objectives = 16

NOTE: Disparity is assessed by comparing the change for the special population with the change for
the total population. Not all objectives for the special population are applicable to disparity assessment.

(See Disparity Assessment section in the Appendix.)

Reducing Disparities: Older Adults

Figure L depicts progress on
subobjectives used to measure disparity
between older adults and the total
population. Eleven of the nineteen
subobjectives measured showed a
reduction or elimination in disparity, and
all of these either met or moved toward
their targets.

There was nearly a 20—percent
reduction in the rate of white male

suicide in the elderly population (6.1c),
narrowing the gap with the total
population. This reduction is reflected in
the increase in years of healthy life for
adults 65 years and over (8.1c). There
were, however, increases in the
disparities for death rates due to falls
(9.4a,b) and motor vehicle crashes

(9.3c).

Reducing Disparities: People with
Disabilities

Figure M shows progress made on
the six subobjectives among people with
disabilities for which disparity could be
measured. The graph indicates that
disparities have been reduced or
eliminated for one-half of the
subobjectives for people with
disabilities. One of these subobjectives
moved away from its target, although at
a slower rate than the total population,
thus reducing the disparity.

Data indicate that progress is being
made in reducing the percent of
overweight persons in the disabled
population (1.2e). In addition, disparities
in sedentary lifestyle between the
disabled and the total population are
being reduced (1.5b).

Reducing Disparities: People with
Low Socioeconomic Status

The chart shown in figure N
demonstrates the disparity status of the
36 subobjectives used to measure
disparities between people with low
socioeconomic status (SES) and the total
population. While nearly one-third of
the subobjectives showed a widening or
no change in disparity, 21 (58 percent)
improved. But of these 21 subobjectives,
3 moved away from their targets,
indicating that the total population
moved away from its target at a faster
rate than those with low SES.

Encouraging improvements were
seen in the areas of breast feeding
(2.11a) and the use of contraception
(5.12b,c). Conversely, there were
increases in the percent of overweight
persons (1.2a) and certain oral health
issues (for example, prevalence of
gingivitis, 13.5a).

Goal 3: Achieving Access to
Preventive Services

Access to health services—
including preventive care, primary care,
and tertiary care—often depends on two
independent factors: having health
insurance and having a regular source of
health care (15-18). Uninsured people
are less than half as likely as people
with health insurance to have a primary
care provider; to have received
appropriate preventive care, such as
recent mammograms or Pap tests; or to
have had any recent medical visits. Lack
of insurance also affects access to care

Healthy People 2000 Final Review 11



Figure G. Assessment of disparity for black or African American
objectives

Cannot assess
2% (N=2)

Disparity:
Widening/No change

Disparity:
36% (N=32) party

Eliminated/Narrowing
62% (N=55)

Number of objectives = 89

NOTE: Disparity is assessed by comparing the change for the special population with the change for
the total population. Not all objectives for the special population are applicable to disparity assessment.
(See Disparity Assessment section in the Appendix.)

Figure H. Assessment of disparity for Hispanic or Latino
objectives

Cannot assess
10% (N=8)

Disparity:
Widening/No change
37% (N=28)

Disparity:
Eliminated/Narrowing
93% (N=40)

Number of objectives = 76

NOTE: Disparity is assessed by comparing the change for the special population with the change for
the total population. Not all objectives for the special population are applicable to disparity assessment.
(See Disparity Assessment section in the Appendix.)

for relatively serious medical conditions.
Evidence suggests that lack of insurance
over an extended period significantly
increases the risk of premature death
and that death rates among hospitalized
patients without health insurance are
significantly higher than those with
insurance (19). Another study showed
that, among those without insurance,
chronically ill persons are even less
likely than those with acute conditions
to get health care services they need

(20). Beyond having health insurance,
access depends on the actual benefits
offered by the insurance plan. Many
plans do not offer adequate benefits for
some services such as mental health, eye
care, oral health, assistive devices, and
drugs. Medicaid expansions that increase
the proportion of a State’s population
eligible for Medicaid lead to increases
in enrollment, enhanced utilization of
medical services, and lower child death
rates (21).

12 Healthy People 2000 Final Review

More than 40 million persons in the
United States do not have a particular
doctor’s office, clinic, health center, or
other place where they usually go to
seek health care or health-related advice.
Even among privately insured persons, a
significant number lacked a usual source
of care or reported difficulty in
accessing needed care due to financial
constraints or insurance problems (15).
Barriers to obtaining health care can be
financial, structural, or personal.
Financial barriers include not having
health insurance, not having enough
health insurance to cover needed
services, or not having the financial
capacity to cover services outside a
health plan or insurance program.
Structural barriers include the lack of
primary care providers, medical
specialists, or other allied health care
professionals (including personal
assistants and caregivers) to meet
special needs; the lack of health care
facilities or exam equipment; or the lack
of transportation. Personal barriers
include cultural or spiritual differences,
language barriers (including sign
language), not knowing what to do or
when to seek care, or mistrust or
concerns about confidentiality or
discrimination.

The 1990s experienced a steady
increase in the delivery of certain
effective clinical preventive services,
including child and adult immunizations,
screening for cancer and risk factors for
heart disease, and counseling of smokers
to quit smoking. For the remaining
individual services, a variety of barriers
may have prevented most services from
achieving the Healthy People 2000
targets for delivery to the general
population. For most services, the
lowest delivery rates were observed
among specific racial and ethnic groups
and people with low income or less
education.

Two factors are consistently
associated with a greater likelihood of
receiving recommended preventive care:
health insurance and a usual source of
health care. Costs of preventive care can
be an important barrier, especially for
persons who may not perceive the
benefits of health care when they are
not sick. The substantial increase in the
coverage of preventive services by
insurers and health plans over the past
decade has reduced the costs of
prevention to individuals with insurance,
although deductibles and co-payments
may still deter some patients. Having a



Figure J. Assessment of disparity for women objectives

Cannot assess
11% (N=2)

Disparity:
Widening/No change
42% (N=8)

Disparity:
Eliminated/Narrowing
47% (N=9)

Number of objectives = 19

NOTE: Disparity is assessed by comparing the change for the special population with the change for

the total population. Not all objectives for the special population are applicable to disparity assessment.
(See Disparity Assessment section in the Appendix.)

Figure K. Assessment of disparity for adolescents and young

adults objectives

Cannot assess
25% (N=4)

Disparity:
Widening/No change
31% (N=5)

Disparity:
Eliminated/Narrowing
44% (N=7)

Number of objectives = 16

NOTE: Disparity is assessed by comparing the change for the special population with the change for

the total population. Not all objectives for the special population are applicable to disparity assessment.
(See Disparity Assessment section in the Appendix.)

usual source of care, however, may be

as important as having health insurance.

Continuity of care makes it more likely
that persons in need of specific
preventive services will be identified,
that clinician recommendations will be
followed, and that patients will return
for services that need to be delivered
periodically.

Access to care, as measured by
having a usual source of health care
(21.3), increased from 78 percent in

1992 to 85 percent by 1998 for the
general population, although Hispanics,
American Indians/Alaska Natives, and
people below the poverty level lagged
behind (72-77 percent). First trimester
prenatal care also increased gradually,
but much more dramatic gains were
seen in the delivery of child
immunizations, where the proportion of
children who are fully immunized
climbed from 55 to 80 percent

(figure O).

Little progress, however, was
evident in reducing the number of
persons under 65 years without health
insurance (21.4) (figure P). The
population over 65 years in the United
States is assumed to be covered by
Medicare. Although rates of uninsured
people declined slightly from the middle
of the decade, they were higher for the
general population in 1998
(16.6 percent) than in 1989
(15.7 percent). Due to Medicaid
coverage of poor families and the State
Children’s Health Insurance Program
(SCHIP), children were less likely to be
uninsured than adults. Despite the
successes of these programs a
substantial proportion (12.7 percent)
continue to lack health insurance
coverage. Lack of health insurance is
most common in young adults, who are
less likely to have employer-based
insurance and more likely to decline
voluntary coverage.
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Figure L. Assessment of disparity for older adults objectives

Cannot assess
5% (N=1)

Disparity: Disparity:
Widening/No change Eliminated/Narrowing
32% (N=7) 63% (N=11)

Number of objectives = 19

NOTE: Disparity is assessed by comparing the change for the special population with the change for
the total population. Not all objectives for the special population are applicable to disparity assessment.
(See Disparity Assessment section in the Appendix.)

Figure M. Assessment of disparity for people with disabilities
objectives

Cannot assess

Disparity:
Widening/No change
50% (N=3)

0% (N=0)

Disparity:
Eliminated/Narrowing
50% (N=3)

Number of objectives = 6

NOTE: Disparity is assessed by comparing the change for the special population with the change for
the total population. Not all objectives for the special population are applicable to disparity assessment.

(See Disparity Assessment section in the Appendix.)
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Figure N. Assessment of disparity for people with low
socioeconomic status objectives

Cannot assess
11% (N=4)

Disparity:
Widening/No change
31% (N=11)

Disparity:
Eliminated/Narrowing
58% (N=21)

Number of objectives = 36

NOTE: Disparity is assessed by comparing the change for the special population with the change for

the total population. Not all objectives for the special population are applicable to disparity assessment.

(See Disparity Assessment section in the Appendix.)

Figure O. Access to care: United States, 1988-99

Percent
100
Year 2000 target
90
Usual source of care
80

First trimester prenatal care
0

Childhood immunization
60

AN
NN

0 | | | | | | | | | | | |

1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999

1988 1989 1990 1991 1992 1993 1994

Year
2000
1995 1996 1997 1998 1999 target

First trimester prenatal

care ... 75.9% 75.5% 75.8% 76.2% 77.7% 78.9% 80.2% 81.3% 81.9% 8255% 82.8% 83.2% 90%

Childhood immunizations . . --- --- --- --- 55% 67% 68%
Usual source of care. . . ... --- --- 80% --- 78% 83% 84%

76%  78% 78% 81% 80% 90%
85%  85% 84%  85% ---  90%

- - - Data not available.

Notes: Data for immunizations are for children 19-35 months receiving the 4 DTP:3 MMR:1 Polio series; data for usual source of care are for

people 18 years and over. 1999 data for early prenatal care are preliminary.

SOURCES: CDC/NCHS, National Vital Statistics System; CDC/NCHS, National Health Interview Survey; CDC/NCHS, CDC/NI, National

Immunization Survey.

Healthy People 2000 Final Review 15



Figure P. Percent of people under 65 years without health

insurance coverage: United States, 1998

Percent
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Year 2000 target = 0%
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Years
Under 1824 25834 3544 4564
All ages 18 years  years years years years
People without health
insurance . ............ 16.6% 12.7% 29.0% 222% 16.4% 122%

SOURCE: CDC/NCHS, National Health Interview Survey.
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Health Status
Indicators and
Priority Data Needs

Health Status Indicators

Healthy People 2000 objective 22.1
called for the development of a set of
Health Status Indicators (HSIs)
appropriate for use by Federal, State,
and local health agencies (1). The
purpose of the HSIs was to make it
possible to compare health status
measures among national, State, and
local levels. Under the auspices of the
Centers for Disease Control and
Prevention, a group of public health
professionals, known as Committee
22.1, was convened, and through a
rigorous consensus process, a list of 18
Health Status Indicators was developed
(2). The HSI definitions are discussed in
detail in Healthy People Statistical
Notes, number 3, “Health Status
Indicators: Definitions and National
Data” (3).

Most of the HSIs are comparable to
specific Healthy People 2000 objectives.
However, several HSIs were defined
differently from corresponding
objectives in Healthy People 2000.

The International Classification of
Diseases, Ninth Revision (ICD-9) codes
used for the mortality indicators come
from established NCHS cause-of-death
lists. For three of the HSIs these codes
are different from ICD-9 codes used for
similar Healthy People 2000 objectives.
The HSI for homicide includes deaths
due to legal intervention (ICD-9:
E970-E978) while objective 7.1 is
based only on ICD-9 codes E960-E969.
The HSI for lung cancer deaths includes
cancer of the trachea (ICD-9: 162.0),
which is excluded from duplicate
objectives 3.2 and 16.2. The HSI for
heart disease deaths is based on ICD-9
codes 390-398, 402, and 404429,
while duplicate objectives 1.1, 3.1, and
15.1 focus specifically on coronary heart
disease deaths (ICD-9: 402, 410414,
and 429.2). With the exception of heart
disease, the differences in the death
rates between the HSIs and the
corresponding Healthy People 2000
objectives are relatively small.

The data source for the HSI and for
objective 10.1 for work-related injury
deaths is the Census of Fatal
Occupational Injuries, Bureau of Labor

Statistics, Department of Labor.
However, the HSI rate is for the total
population 16 years of age and over and
the denominator is obtained from the
Bureau of the Census. For objective
10.1, the rate is for full-time workers 16
years of age and over and the
denominator is provided by the Bureau
of Labor Statistics.

All of the HSIs were defined so that
the higher rate would indicate poorer
health status, contrary to several
corresponding Healthy People 2000
objectives. Prenatal care is measured by
the percent of mothers delivering live
infants who did not receive care during
the first trimester of pregnancy; air
quality is measured by the percent of
people living in counties exceeding U.S.
Environmental Protection Agency (EPA)
standards for air quality during the
previous year.

Three HSIs (total deaths, births to
adolescents, and childhood poverty)
have no corresponding Healthy People
2000 objective. Recent trend data and
data by race and Hispanic origin for the
18 HSIs are shown in tables B and C.

Two reports have been published in
the Statistical Notes series discussing
the national data for the Health Status
Indicators by race and Hispanic origin
(4) and an assessment of the HSIs for
each State (5).

Priority Data Needs

As part of their mandate to identify
a set of indicators of community health
status that would be relevant to public
health practice, Committee 22.1 also
produced a list of 16 Priority Data
Needs (PDNs) (5), for which State-level
data were not available at the time.
These measures included indicators of
processes affecting health, as well as
additional indicators of risk factors and
health outcomes. Most of the PDNs
generally correspond to objectives in
Healthy People 2000. However, because
of differences in the data systems used
at the national and State levels, there are
some differences in definition between
some of the PDNs and the
corresponding Healthy People 2000
objectives (6). These difference are
noted in table D. There were no specific
objectives for several PDN measures
(health care coverage for the population
under 18 years of age, regular source of
primary and dental care for children and
adolescents, and blood lead testing in
children under 5 years of age.)
National-level data for the

corresponding Healthy People 2000
objectives are also presented in table D.
As recommended by Committee

22.1, existing data collection systems
have been modified to address the
priority data needs, and State-level data
are now available for thirteen PDNs
from the data sources shown in table D.
There are still no sources of State-level
data on several PDNs (regular source of
primary care and dental services for
children and adolescents, overweight in
adolescents, blood lead levels in
children, incidence of Hepatitis B, and
prevalence of dental decay in children
and adolescents). These measures
remain on a list of data needs.

In the course of developing the
Healthy People 2010 objectives, a set of
Leading Health Indicators (LHIs) was
identified (see Introduction). The LHIs
focus on individual behaviors, physical
and social environmental factors, and
health system measures that are viewed
as determinants of health. Four of the
HSIs (motor vehicle crash deaths,
homicide, prenatal care, and air quality)
and seven of the PDNs (immunization
for children and elderly, health care
coverage, regular source of care,
smoking, alcohol misuse, and
overweight), for which both national and
State-level data are available, have been
incorporated in the LHIs.
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Table B. Health Status Indicators: United States, 1996-98

Health status indicators 1996 1997 1998
1 Race/ethnicity-specific infant mortality as measured by the rate (per 1,000 live births) of deaths among infants
under 1 year Of @ge . . .. ..o 7.3 7.2 7.2
White . . 6.1 6.0 6.0
BlaCK. . . 147 142 143
American Indian/Alaska Native' . . . .. .. ... . 10.0 8.7 9.3
ChiNesE . . . 32 31 40
JapaNesE . L. *42 *53 *3.5
1170 T X 5.8 5.8 6.2
Hawaiian and part-Hawaiian'. . . ... ... ... .. * * *
Other Asian or Pacific Islander . . . ... .. ... . . .. . . e 5.7 5.0 5.7
Hispanic Origint 2. . . . . 6.1 60 5.8
2 Total deaths per 100,000 population (ICD-9 nos. 0-E999) 3. .. .. . .. . .. . .. . . . . . 491.6 479.1 4717
3 Motor vehicle crash deaths per 100,000 population (ICD-9 nos. E810-E825) .. ...................... 16.2 159 156
4 Work-related injury deaths per 100,000 population®. . ... ... .. ... ... .. i 3.1 3.0 29
5 Suicides per 100,000 population (ICD-9 nos. E950-E959) 2 . .. .. .. ... . i 10.8 106 104
6 Homicides per 100,000 population (ICD-9 nos. E960-E978) 2. .. .. ... . ... i 8.5 8.0 7.3
7 Lung cancer deaths per 100,000 population (ICD-9 no. 162) 3. . .. .. ... ... ... . . ... . ... 379 374 370
8 Female breast cancer deaths per 100,000 females (ICD-9 no. 174)3 .. .. .. .. ... ... . . ... 202 194 18.8
9 Cardiovascular disease deaths per 100,000 population (ICD-9 nos. 390-448) 2. .. ... .................. 170.7 166.1 161.2
Heart disease deaths per 100,000 population (ICD-9 nos. 390-898, 402, 404-429) 3 ... ................ 1345 130.5 126.6
Stroke deaths per 100,000 population (ICD-9 nos. 430-438) 3. ... ... ... . ... ... ... 264 259 25.1
10 Reported incidence (per 100,000 population) of acquired immunodeficiency syndrome®® . ... .. .......... 278 231 195
11 Reported incidence (per 100,000 population) of measles. ... ... ... ... . 0.2 0.05 0.04
12 Reported incidence (per 100,000 population) of tuberculosis . . . ........ ... ... .. ... ... L. 8.0 7.4 6.8
13 Reported incidence (per 100,000 population) of primary and secondary syphilis .. ..................... 4.3 3.2 2.6
14 Prevalence of low birth weight as measured by the percentage of live born infants weighing under 2,500
grams at birth . . ... 7.4 7.5 7.6
15 Births to adolescents (1017 years) as a percentage of total live births . . ...... ... ... ... .. ........ ... 5.1 4.9 4.6
16 Prenatal care as measured by the percentage of mothers delivering live infants who did not receive care
during the first trimester of pregnancy . . . ... ... .. e 181 175 17.2
17 Childhood poverty, as measured by the proportion of children under 15 years of age living in families at or
below the poverty level
UNder 18 YearS . . . .. 205 199 18.9
UNder 15 YearS . . . .. 211 205 195
BT YAIS . o e e 18.9 188 17.8
18 Proportion of persons living in counties exceeding U.S. Environmental Protection Agency standards for air
quality during the previous yeard . . . .. ... ... 18.7 211 235
*Infant mortality rates for groups with fewer than 10,000 births are considered unreliable. Infant mortality rates for groups with less than 7,500

births are considered highly unreliable and are not shown.

"Rates based on a period-linked birth and infant death file using weighted data. See text for Priority Area 14.

2Hispanic origin can be of any race.

SAge adjusted to the 1940 U.S. standard population.

“Data are for people 16 years and over.

5By date of diagnosis. Adjusted for delays in reporting; not adjusted for underreporting.

®Beginning with 1996, data are for people 13 years and over and methodology is changed. See text for Priority Area 18.
“Related children in families.

8Data based on 1990 county population estimates.

Health status indicators

Number Data source
1-3,59,1446 National Vital Statistics System, CDC, NCHS.
4 Census of Fatal Occupational Injuries, DOL, BLS.
10 HIV/AIDS Surveillance System, CDC, NCHSTP.
11 National Notifiable Disease Surveillance System, CDC, EPO.
12 Tuberculosis Morbidity Data, CDC, NCHSTP.
13 Sexually Transmitted Disease Surveillance System, CDC, NCHSTP.
17 Current Population Survey, U.S. Bureau of the Census.
18 National Air Quality and Emission Trends Report, EPA, OAR.
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Table C. Health Status Indicators by race and Hispanic origin: United States, 1998

Race
American
Indian or  Asian or
Alaska Pacific Hispanic
Health status indictors Total ~ White  Black Native Islander origin’
1 Race/ethnicity-specific infant mortality as measured by the rate (per
1,000 live births) of deaths among infants under 1 year of age . . . . 7.2 6.0 14.3 29.3 255 25.8
2 Total deaths per 100,000 population (ICD-9 nos. 0-E999) 3.... ... 471.7 450.3 690.9 458.1 264.6 342.8
3 Motor vehicle crash deaths per 100,000 population (ICD-9 nos.
EB10-E825) 3 . .. . i 15.7 15.7 16.6 31.8 8.6 14.9
4 Work-related injury deaths per 100,000 population®. . ........... 2.9 2.9 2.4 1.7 1.9 3.4
5 Suicides per 100,000 population (ICD-9 nos. E950-E959) 2 ... ... 10.4 11.2 5.9 13.4 5.9 6.0
6 Homicides per 100,000 population (ICD-9 nos. E960-E978) 2. .. .. 7.3 4.3 25.2 9.9 3.7 9.9
7 Lung cancer deaths per 100,000 population (ICD-9 no. 162) 3. .. .. 37.0 36.8 44.6 25.1 17.2 13.6
8 Female breast cancer deaths per 100,000 females. (ICD-9 no.
174)3 e 18.8 18.3 25.3 10.3 9.9 121
9 Cardiovascular disease deaths per 100,000 population (ICD-9
nos. 390-448) 3. . .. 161.2 1541 240.2 123.8 95.6 109.3
Heart disease deaths per 100,000 population (ICD-9 nos.
390-398, 402, 404-429) 3 . ... ... ... 126.7 122.0 1833 97.1 67.5 84.2
Stroke deaths per 100,000 population (ICD-9 nos. 430-438) 3. . ... 251 23.3 41.4 19.6 22.7 19.0
10 Reported incidence (per 100,000 population) of acquired
immunodeficiency syndrome® ... .. ... .. 19.5 685 682.9 9.4 4.3 33.0
11 Reported incidence (per 100,000 population) of measles. .. ... ... 0.04 --- --- --- --- ---
12 Reported incidence (per 100,000 population) of tuberculosis.. . . . . . 6.8 23 6178 12.6 36.6 13.6
13 Reported incidence (per 100,000 population) of primary and
secondary syphilis. . .. ... ... .. ... 2.6 %05 6171 2.8 0.4 1.5
14 Prevalence of low birth weight as measured by the percentage of
live born infants weighing under 2,500 grams at birth .. ........ 7.6 6.5 13.0 6.8 7.4 6.4
15 Births to adolescents (1017 years) as a percentage of total live
binhs . . 4.6 3.5 7.6 8.4 2.0 6.9

16 Prenatal care as measured by the percentage of mothers

delivering live infants who did not receive care during the first

trimester of pregnancy . ....... ... .. ... 17.2 15.2 26.7 31.2 16.9 25.7
17 Childhood poverty, as measured by the proportion of children

under 15 years of age living in families at or below the poverty

level
Under 18 years . ... 18.9 15.1 36.7 --- --- 34.4
Under 15years. ... 19.5 15.5 38.4 --- --- 34.7
57 YRAIS . 17.8

18 Proportion of persons living in counties exceeding U.S.
Environmental Protection Agency standards for air quality during
the previousyear®. . . ... .. .. . ... ... 235 22.6 24.9 18.9 44.9 43.8

- - - Data not available.

"Hispanic origin can be of any race.

?Rates based on a period linked birth and infant death file using weighted data. See text for Priority Area 14.

SAge adjusted to the 1940 standard population.

“Data are for people 16 years and over.

5Beginning with 1996, data are for people 13 years and over and methodology is changed. See text for Priority Area 18.
SData are for the non-Hispanic population.

“Related children in families.

8Data based on 1990 county population estimates.

Health status indicators

Number Data source
13,5-9,1446 National Vital Statistics System, CDC, NCHS.
4 Census of Fatal Occupational Injuries, DOL, BLS.
10 HIV/AIDS Surveillance System, CDC, NCHSTP.
11 National Notifiable Disease Surveillance System, CDC, EPO.
12 Tuberculosis Morbidity Data, CDC, NCHSTP.
13 Sexually Transmitted Disease Surveillance System, CDC, NCHSTP.
17 Current Population Survey, U.S. Bureau of the Census.
18 National Air Quality and Emission Trends Report, EPA, OAR.
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Table D. Priority Data Needs

Duplicate 1998 National
Objective objective national data State data
Priority Data Need number number data source source
Indicators of Processes:
1 Children 19-35 months of age who have been immunized
With 4-3-1 8EMHES . . ..ot 20.11 180% NIS NIS
2 Adults 65 years and over who have been immunized for
a. Pneumonia.......... ... ... ... . 20.11 46% NHIS BRFSS
b. Influenza........ ... .. ... .. ... 20.11 63% NHIS BRFSS
3 Assessed rivers, lakes, and estuaries that support
a. Consumable fish
RiVErs. . .o 11.10 88% NwaQl NwaQl
Lakes . . ... 11.10 59% NwQl NwaQl
Estuaries. . ... ... 11.10 65% NwWaQl NwWaQl
b. Recreational activities
RiVErs. . .o 11.10 72% NwaQl NwaQl
Lakes . . ... 11.10 80% NwQl NwaQl
Estuaries. . . ... ... 11.10 91% NwWaQl NwWaQl
4 Women 18 years and over receiving a Pap test in preceding
B YEAIS .« ot 16.12 79% NHIS BRFSS
5 Women 50 years and over receiving a mammogram in
preceding 2 Years . ... ...t 216.11 264% NHIS  BRFSS
6 Population without health care coverage
a. Under 18 years. ... --- 8 NHIS CPS
b. 1864 vyears ....... ... ... .. 214 *16.6% NHIS BRFSS
7 Population with a regular source of
a. Primary care
BAT7 YEAIS . ot i it 3 NHIS
18yearsandover. ..., 21.3 85% NHIS BRFSS
b. Dental services (dental visit in past year)
57 YEAIS . oottt --- 8 MEPS ---
18years and OVer. . .. .....oveineenannn.. 13.14 565% NHIS  BRFSS
Indicators of Risk Factors:
8 Cigarette smoking
a Grades 992 ... ... ... ... 4.6 518.2%  NHSDA YRBS
b. 18yearsandover...............cciiii... 3.4 15.12, 16.6 24% NHIS BRFSS
9 Alcohol misuse
a. Grades 942 ... ... 47 1730.8% MTF YRBS
b. 18yearsandover..............c.uuuiiinion.. 47 1840.0% MTF  BRFSS
10 Overweight
a. 1247 vyears . ... 2.3 1.2, 15.10, 17.12 91024% NHANES ---
b. 18yearsandover................c.uiuiinion.. 2.3 1.2, 15.10, 17.12 10.11359% NHANES BRFSS
11 Hypertension awareness (18 years and over). . .......... 15.13 1285% NHIS BRFSS
12 Hypercholesterolemia awareness (18 years and over) . . . .. 15.14 1367% NHIS BRFSS
13 Confirmed abuse and neglect of children (per 1,000
children) . . ... . . . 7.4 441.9 NCANDS NCANDS
Indicators of Health Status Outcomes:
14 Children under 5 years of age who have been
a. Tested for blood lead levels. . ................... --- --- ---
b. Tested and have blood lead levels greater than
15 pg/dL . 1.4 10.15393,000 NHANES ---
15 Incidence of hepatitis B (per 100,000 population). .. ...... 20.3 16.9 NNDSS NNDSS
16 Children with one or more decayed primary or permanent
teeth
A BBYEAIS . oot 13.1 1052% NHANES ---
b, 15 Years . ...t 13.1 1961% NHANES ---

- - - Not available.

1999 data.

2Data are for clinical breast examination and mammogram.
SData are not shown. Not a Healthy People 2000 objective.
“Preliminary data for persons under 65 years.

SData are for persons 35 years and over.
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%Data are for persons 12-17 years.

"Data are for high school seniors.

8Data are for college students.

9Data are for persons 12-19 years.

101988-1994 data.

""Data are for persons 20 years and over.

2Data are for people who can state their blood pressure is high.

3Data are for people who had their blood cholesterol checked in past 5 years.
141993 data.

®Data are for persons 1-5 years of age.

Data source acronyms:

BRFSS Behavioral Risk Factor Surveillance System, CDC, NCCDPHP.
CPS Current Population Survey, U.S. Bureau of the Census.

MEPS Medical Expenditure Panel Survey, AHRQ.

MTF Monitoring the Future, NIH, NIDA

NHANES National Health and Nutrition Examination Survey, CDC, NCHS
NHIS National Health Interview Survey, CDC, NCHS

NHSDA National Household Survey on Drug Abuse, SAMHSA, OAS
NCANDS National Incidence of Child Abuse and Neglect Survey, Administration for Children and Families, NCCAN.
NIS National Immunization Survey, CDC, NIP and NCHS

NNDSS National Notifiable Disease Surveillance System, CDC, EPO
NWQI National Water Quality Inventory, EPA, Office of Water

YRBSS Youth Risk Behavior Surveillance System, CDC, NCCDPHP.
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Sentinel Objectives

In the original Healthy People 2000
publication, objectives that were
representative of the scope and
magnitude of the improvements
envisioned in Healthy People 2000 were
identified as “‘sentinel objectives” (1).
Forty-seven objectives were selected
from the four categories of priority
areas—Health Promotion, Health
Protection, Preventive Services, and
Surveillance and Data Systems—and at
least one objective from each of the 22
priority areas was included. Sixteen
objectives were selected from the eight
Health Promotion Priority Areas, 10
objectives were selected from the 5
Health Protection Priority Areas, and 20
objectives were selected from the 8
Preventive Services Priority Areas. One
objective from the Surveillance and
Data Systems Priority Area, a
cross-cutting priority area that supports
each of the others, was also selected.
The sentinel objectives are listed in
table E.

A summary assessment of progress
toward achieving the objectives of
Healthy People 2000 based on the
sentinel objectives was published in
1995 (2). A similar summary based on
recent data is included here. Because the
success of Healthy People depends on
the combined efforts of governmental
agencies, professional associations, and
private and voluntary organizations
acting at the local level, this summary
includes data at the State level for those
objectives where sources of State data
are available.

National Data

A summary of target attainment
status for each of the sentinel objectives
in the United States is shown in table E.
For each objective, a progress quotient
of the targeted change achieved is
shown along with a color code
indicating the current status of progress
toward meeting the year 2000 target.
Calculation of the progress quotient is
described in the Measuring Progress
Toward the Healthy People 2000 Targets
section in the Appendix. One hundred
percent indicates that the target has been
met. Negative percentages indicate that
the change from the baseline to the most
recent value is moving away from the

year 2000 target. Dark green indicates
that the target has been met for 2 years
in a row or in two successive surveys.
Light green indicates that the target was
met in the most recent year or survey
cycle but not in the previous year or
survey cycle. Rose indicates that the
most recent value is between the
baseline and the target and, therefore,
progress has been made although the
target has not been met. Burgundy
indicates that the most recent value is
outside the baseline value, that is, the
most recent data are higher than the
baseline for objectives that targeted
reduction or lower than the baseline for
objectives that targeted an increase. In
these cases, the change from baseline to
most recent data is moving away from
the target.

Health Promotion Priority Areas

There are 19 measures associated
with the 16 sentinel objectives in the
Health Promotion Priority Areas
(table E). Data on the baselines and
most recent values for these objectives
are shown in the detailed tables for the
individual priority areas in the Healthy
People Priority Areas section of this
Review. Targets were met for 5 of the
19 measures or 5 of the 16 objectives in
the Health Promotion Priority Areas:
Increases in physical activity for adults,
reductions in suicide deaths, reductions
in people reporting stress, reductions in
homicide deaths, and increases in
workplaces with health promotion
programs. Movement toward the target
was evident for 10 measures associated
with 8 objectives. Percent changes
ranged from 7 percent for the objective
to increase the age of initiation of
smoking by youth to 93 percent for
reduction in alcohol-related motor
vehicle fatalities. Data for four measures
associated with four different objectives
were unchanged from the baseline or
moving in the wrong direction.
Compared with the baseline, the
proportion of the population with a
sedentary lifestyle did not change.
Change for three measures—reducing
overweight, reducing marijuana use by
youth, and reducing assault injuries—
was away from the target. Data are not
available to assess objective 8.4
concerning an increase in the proportion
of schools with health education
programs.

Health Protection Priority Areas

Eleven measures are associated with
the ten sentinel objectives in the Health
Protection Priority Areas. None of the
targets for these objectives were met.
On the other hand, all of these measures
moved toward the year 2000 targets.
Changes range from achieving
11 percent of the target to reduce the
proportion of children with dental caries
to reaching 97 percent of the target to
reduce the level of lead in children’s
blood.

Preventive Services Priority Areas

The Preventive Services Priority
Areas include 21 measures associated
with 20 sentinel objectives. Targets were
met for six objectives: reduction in
coronary heart disease deaths, reversal
in the rise in cancer deaths, increase in
breast exam and mammography,
reduction in HIV infection, reduction in
syphilis infection, and reduction in
epidemic-related pneumonia and
influenza deaths. Objective 16.1 targeted
a reduction in the age-adjusted cancer
death rate from 134 deaths per 100,000
population in 1987 to 130 per 100,000
in the year 2000. In 1998, an
age-adjusted cancer death rate of 124
per 100,000 was achieved. The
reduction of 10 deaths per 100,000 was
2Y2 times the targeted change of 4
deaths per 100,000. Compared with the
baseline, four objectives moved away
from the target: the percent of low
birthweight infants increased, the
percent of people limited in activity by
chronic conditions increased, the
diabetes-related death rate increased, and
the percent of the population with no
health insurance coverage increased.

Surveillance and Data Systems
Priority Area

Objective 22.1 called for the
development and implementation of a
set of common health status indicators
for use by Federal, State, and local
health agencies. A set of 18 indicators
was developed by consensus and
published in 1991 (3). These Health
Status Indicators have been broadly used
to monitor changes in health status over
time and to compare health status
among racial and ethnic groups (see
Health Status Indicators/Priority Data
Needs section). The Health Status
Indicators have also been used to
compare States (4) and to compare local
geographic areas within States (5).
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Table E. An assessment of target attainment for the Healthy People 2000 sentinel health objectives
for the United States and individual States

United States Target status for States

28

Met Not met
Percent of | National Between "Worse"
L L targeted target For 2 Most national than the
Priority areas and objectives change status years or recent baseline national
achieved 2 surveys' | year only?2 t:rgcéﬂ baseline®
Health Promotion Priority Areas
Physical Activity and Fitness
1.3 Moderate physical activity (5+ times a week) 100.0 Met * * * *
(7+ times a week) 286 | | NA NA NA NA
1.5  Sedentary lifestyle 0.0 0 0 12
Nutrition _
2.3  Overweight prevalence -150.0 * * * *
2.5  Dietary fat intake 33.3 NA NA NA NA
Tobacco
3.4  Cigarette smoking prevalence 357 0 48
3.5  Smoking initiation 6.7 See objective 4.6 for cigarettes
Substance Abuse: Alcohol and Other Drugs
41  Alcohol-related motor vehicle crash deaths 93.0 4 26 n
4.6  Alcohol use by adolescents 68.8 NA NA NA NA
Marijuana use by adolescents -131.8 _ * * * *
Cocaine use by adolescents 66.7 NA NA NA NA
Cigarette use by adolescents 26.9 * * * *
Family Planning
5.1  Adolescent pregnancy 40.6 NA NA NA NA
Live births to adolescents 3 21
5.2  Unintended pregnancies 26.9 NA NA NA NA
Mental Health and Mental Disorders
6.1  Suicide 108.3 Met “ 7 10 m
6.5  Adverse health effects from stress 114.1 Met NA NA NA NA
Violent and Abusive Behavior
7.1 Homicide 107.7 Met “ 4 6 ”
7.6 Assault injuries -50.0 _ NA NA NA NA
Educational and Community-Based Programs
8.4  Comprehensive school health education CA CA NA NA NA NA
8.6  Worksite health promotion activities 125.0 Met NA NA NA NA
Health Protection Priority Areas
Unintentional Injuries
9.1 Unintentional injury deaths 85.2 1 9
9.12 Motor vehicle occupant protection systems 58.1 0 47
Occupational Safety and Health
10.1  Work-related injury deaths 75.0 2 17
10.2 Work-related injuries 88.2 55 205
Environmental Health
11.4 Blood lead levels in children 96.6 NA NA NA NA
11.5 Air quality 75.9 5 10
11.6 Homes with radon testing 34.3 NA NA NA NA
Food and Drug Safety
12.2  Salmonella enteriditis outbreaks 63.5 NA [ NA NA | NA
Oral Health
13.1  Dental caries in children 10.5 NA NA NA NA
Adolescents 15 years 94.4 NA NA NA NA
13.4 Complete tooth loss in adults 65 years and over 43.8 NA NA NA NA
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Table E. An assessment of target attainment for the Healthy People 2000 sentinel health objectives

for the United States and individual States-Con.

Preventive Services Priority Areas

Maternal and Infant Health

141 Infant mortality 935 h 3 28
14.5  Low birth weight -36.8 _ 0 0 16
14.11 Prenatal care in first trimester 48.6 0 0 47
Heart Disease and Stroke
15.1  Coronary heart disease deaths 108.6 Met 28 5 18 | 0
15.2  Stroke deaths 51.0 2 2 40
15.4  Controlled high blood pressure 46.2 NA NA NA NA
15.6  Mean serum cholesterol level 76.9 NA NA NA NA
Cancer
16.1 Cancer deaths 7 9 9
16.11 Breast examination and mammogram 2 1 0
16.12 Pap test 40.0 8 19 0
16.13 Fecal occult blood test 34.8 * * * *

Proctosigmoidoscopy 80.0 * * * *
Diabetes and Chronic Disabling Conditions
17.2  Limitation in major activity due to chronic conditions NA NA NA
17.9 Diabetes-related deaths ﬁ 1 16 h
HIV Infection
18.2 HIV infection prevalence NA | NA NA | NA
Sexually Transmitted Diseases
191 Gonorrhea 83.5 0 21 F
19.3 Primary and secondary syphilis 110.6 .ME- 1 12 0
Immunization and Infectious Diseases
20.1 Measles 97.1 12 19 0
20.2 Epidemic-related pneumonia and influenza deaths 102.5 .!E- NA NA NA
20.11 Childhood immunization 71.4 2 49 0
Clinical Preventive Services
21.4  Financial barriers to receipt of clinical preventive -11.5 _ 0 | 0 24

services

Surveillance and Data Systems Priority Area

22.1 Develop health status indicators 100.0 .!E- CA | CA CA | CA

Year 2000 target met for two years in a row or in two successive surveys.

Target met in the most recent year or survey cycle but not in the previous year or survey cycle.

I:l Most recent data indicates change in the direction of the target.

_ Most recent data "worse" than the baseline for the United States.

* Data for States are not sufficiently comparable with data for the United States to permit assessment of
target attainment.

0.0 Quantity more than zero but less than 0.05.

CA Cannot assess progress for this objective.

NA Data for States are not available.

& This objective has met its target. A progress quotient could not be calculated.

1 Number of States that met the target for the two most recent years or the two most recent surveys.
2Number of States that met the target for the most recent year only.

3 Number of States with most recent rates between the national target and the national baseline.
4Number of States with most recent rates equal to or greater than the national baseline for objectives
with targeted reductions, or equal to or less than the baseline for objectives with targeted increases.
5Based on data for 41 States.
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State Data

The national Healthy People 2000
targets generally were set based on data
available at the national level. In order
to assess the attainment of these national
targets at the State level, comparable
sources of data are required. There are
18 sentinel objectives for which State
and national data are comparable
because they rely on the same sources.
There are six additional objectives for
which national and State data are based
on different sources but they are
sufficiently comparable to determine
which States have met the national
target. Finally, data for States are shown
for four other sentinel objectives for
which national and State data are not
comparable; for these objectives the data
provide a basis for comparison among
States, and States in the quartile with
the most favorable rates are identified.
Since the data are not comparable, no
assessment of target attainment at the
State level is made. Altogether,
State-level data are shown for 29 of the
47 sentinel objectives. State-level data
are shown for 31 measures associated
with these 29 objectives (figures Q-Z2Z).

Attainment of the national target for
an objective at the State level requires
that the target be met for two successive
calendar years or for two successive
survey cycles. Attainment of the target
in a single year could be primarily a
function of the variability in rates.
Attainment for two successive years or
survey cycles provides some assurance
that attainment was not just a function
of year-to-year variability in rates. In the
tables and maps that follow, dark green
is used to indicate that the target was
met for two successive years or survey
cycles. Light green indicates that the
target was met only in the most recent
year or the most recent survey cycle.
For objectives that called for reduction,
rose indicates that the rate for the most
recent year was greater than the national
target and less than the national
baseline. The national baseline
represents the rate for the United States
at the beginning of the monitoring
decade. For objectives that targeted an
increase in rates, rose indicates that the
rate for the most recent year was less
than the national target and greater than
the baseline for the United States.
Burgundy identifies States for which
rates in the most recent year were worse
than the national baseline, that is, the
rate was greater than the national
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baseline for objectives that targeted
reductions or less than the baseline for
objectives that targeted increases. A
similar analysis of target attainment for
the 18 Health Status Indicators
associated with objective 22.1 (discussed
in Health Status Indicators/Priority Data
Needs section) has been published
elsewhere (4).

Many States developed objectives
and set targets for their own
populations. These State-specific
objectives and targets may differ from
the Healthy People 2000 objectives for
the Nation. Use of the national target is
convenient because it provides a single
standard against which all States can be
compared, some States, however, had
already achieved the national target at
the beginning of the period. Other States
may have had rates so much worse than
those of the United States at the
baseline that they could not realistically
expect to achieve the national target. In
this section, when sufficiently
comparable sources of national and
State data are available, States are
assessed in terms of whether or not they
met the national target.

A summary of target attainment for
the sentinel objectives among States is
also shown in table E. The numbers of
States that met or did not meet the
national target are shown on the right.

Health Promotion Priority Areas

In the Health Promotion Priority
Areas, State-level data for six objectives
are sufficiently comparable to national
data to determine whether national
targets were met. For example, objective
7.1 to reduce the homicide death rate
was met by 26 States. More States met
this objective than any of the other
objectives in the health promotion
priority areas. State-specific data are
shown in figures Q—-BB for 9 of the 16
objectives (or 10 of the 19 measures) in
the health promotion priority areas. Data
for States are shown for four measures
for which national and State data are not
strictly comparable. These measures are
identified by asterisks (¥) in table E.
Objectives for which data at the State
level were not available (NA) are
identified in table E. No State-level data
were available to monitor the sentinel
objectives in the Educational and
Community-Based Programs priority
area.

Health Protection Priority Areas

State-level data for five of the
objectives in the Health Protection
Priority Areas are sufficiently
comparable to national data to determine
whether national targets were met in
States. Objective 11.5 to increase the
proportion of people in areas with good
air quality was met by more States (36
States) than any other objective in these
priority areas. State-level data are shown
in figures CC-GG for 5 of the 10
objectives in the Health Protection
Priority Areas. No State-level data were
available to monitor sentinel objectives
in the Food and Drug Safety and Oral
Health priority areas.

Preventive Services Priority Areas

In the Preventive Services Priority
Areas, State-level data for 14 objectives
are sufficiently comparable to national
data to determine whether national
targets were met in each State. More
States (49 States) met objective 16.11 to
increase the proportion of women who
had a clinical breast exam and
mammogram within the last 2 years (47
States) than any of the other objectives
in the Preventive Services Priority
Areas. In fact, more States met the
target for this objective than any of the
other sentinel objectives. State-specific
data are shown in figures HH-ZZ for 15
of the 20 objectives (or 16 of the 21
measures) in the Preventive Services
Priority Areas. Data for States are
included for two measures for which
national and State data are not strictly
comparable (¥).

No suitable measure of the extent to
which States made use of the Health
Status Indicators was developed in
conjunction with objective 22.1.
Anecdotal evidence suggests that States
used the Health Status Indicators in their
own efforts to disseminate data at both
the State and local level (5).
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Figure Q. Objective 1.3--Percent of adults who participated in regular physical activity (5 or more times
per week): United States and each State, 1996 and 1998

Percent of adults

1996 1998
United States (NHIS) 23.0' 30.0
Median of States (BRFSS) 21.0 20.4
Alabama 17.6 21.4
Alaska 23.8 24.8
Arizona 21.0 13.5
Arkansas 18.1 15.4
California 21.4 24.7
Colorado 251 241
Connecticut 21.4 20.4
Delaware 16.1 17.2
District of Columbia 20.0 20.3
Florida 21.0 20.5
Georgia 11.6 18.0
Hawaii 28.1 30.3
Idaho 251 271
lllinois 211 21.9
Indiana 13.5 19.5
lowa 18.9 19.8
Kansas 17.9 14.3
Kentucky 12.4 13.0
Louisiana 15.9 16.1
Maine 21.0 24.2
Maryland 13.3 25.0
Massachusetts 242 22.0
Michigan 22.8 23.6
Minnesota 241 21.7
Mississippi 17.0 19.2
Missouri 17.8 19.1
Montana 24.2 225
Nebraska 20.2 19.1
Nevada 24.7 25.6
New Hampshire 225 23.7
New Jersey 22.4 19.1
New Mexico 23.9 25.8
New York 20.0 19.7
North Carolina 13.6 18.5
North Dakota 16.8 18.7
Ohio 10.2 19.0
Oklahoma 16.4 15.7
Oregon 25.7 26.7
Pennsylvania 20.4 19.4
Rhode Island 23.4 20.4
South Carolina 14.3 17.8
South Dakota 18.6 18.2
Tennessee 14.3 16.6
Texas 215 20.8
Utah 27.2 27.2
Vermont 247 25.5
Virginia 21.4 21.3
Washington 26.3 25.5
West Virginia 12.8 13.5
Wisconsin 221 20.2
Wyoming 284 28.2
11995 data.
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United States -- In 1998, based on data from the National Health
Interview Survey (NHIS), 30 percent of the population 18-74 years of age
participated in light-to-moderate physical activity 5 or more times per
week. The national target (30 percent) for Objective 1.3 was, therefore,
attained. The baseline in 1985 was 22 percent for people 18-64 years

of age.

In 1998, based on data from the Behavioral Risk Factor

Surveillance System (BRFSS), the median percent of the population
18 years and older who patrticipated in regular and sustained physical
activity (5 or more times per week, 30 or more minutes per session,
regardless of intensity) for the States was 20.4.

States -- It is not appropriate to assess attainment of the national

target based on the BRFSS data because the NHIS and BRFSS are not
comparable and the national target was set based on data from the NHIS.
The 12 States in the highest quartile for the percent of the population

18 years and older participating in regular and sustained physical activity
in 1998 are identified below.

Hawaii 30.3
Wyoming 28.2
Utah 27.2
Idaho 271
Oregon 26.7
New Mexico 25.8
Nevada 25.6
Vermont 25.5
Washington 255
Maryland 25.0
Alaska 24.8
California 24.7

SOURCE: CDC, NCCDPHP, Behavioral Risk Factor Surveillance System.



Figure R. Objective 1.5--Percent of adults who reported no leisure-time physical activity: United States
and each State, 1996 and 1998

Percent of adults Target
18 years and older | siaius

1996 1998 (15.0)
United States (NHIS) 23.0' 24.0 United States -- In 1998, based on data from the National Health
Median of States (BRFSS) 27.8 27.7 Interview Survey (NHIS), 24 percent of the population 18 years and
Alabama 32.4 29.7 older reported no leisure-time physical activities during the last 2
Alaska 254 235 weeks. The national target for Objective 1.5 had not been attained
Arizona 333 51.3 (15 percent). The baseline in 1985 was 24 percent.
Arkansas 37.4 35.9
California 236 255 In 1998, based on data from the Behavipral Risk Factor '
Colorado 20.2 213 Surveillance System (BRESS), the rr.1e.d|an percent gf the populatlop
Connactiout 55 6 57 1 18 ygars ar_1d older whq did not participate in any leisure-time physical
activity during the previous month for the States was 27.7.
Delaware 36.1 35.4
District of Columbia 30.3 38.5
Florida 27.1 31.1
Georgia 51.4 29.6
Hawaii 21.0 18.0
Idaho 20.6 20.4
lllinois 24.9 271
Indiana 31.0 271
lowa 26.9 26.7
Kansas 36.4 38.3
Kentucky 45.6 42.7
Louisiana 34.9 32.2
Maine 34.0 27.7
Maryland 33.8 20.3
Massachusetts 23.0 25.4
Michigan 23.3 21.4
Minnesota 23.6 25.5
Mississippi 39.5 33.8
Missouri 30.2 27.9
Montana 21.2 25.2
Nebraska 22.9 26.1
Nevada 22.7 241
New Hampshire 25.5 24.9
New Jersey 26.3 32.6
New Mexico 27.7 23.0
New York 30.4 31.0
North Carolina 40.7 27.7 States
North Dakota 33.9 33.1 [[32] In 1998 there were 12 States with rates greater than
Ohio 42.6 20.8 the year 2000 target (15.0) and less than the 1985
Oklahoma 38.2 43.0 baseline (24.0).
Oregon 19:6 18:9 In 1998 there were 39 S_tates with rates greater than or
equal to the 1985 baseline (24.0).
Pennsylvania 26.3 32.7 SOURCE: CDC, NCCDPHP, Behavioral Risk Factor Surveillance System.
Rhode Island 26.7 29.9
South Carolina 29.7 33.7
South Dakota 34.8 33.3
Tennessee 40.8 35.8
Texas 27.9 27.9
Utah 17.1 17.1
Vermont 21.5 26.0
Virginia 29.2 24.8
Washington 19.1 17.6
West Virginia 42.7 43.7
Wisconsin 22.1 23.4
Wyoming 20.4 21.1
11995 data.
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Figure S. Objective 2.3--Percent of persons 18 years and older who were overweight: United States and
each State, 1998 and 1999

Percent of persons
18 years and older

1998 1999
United States (NHANES) 35.0!
Median of States (BRFSS) 324 33.7
Alabama 35.8 375 |
Alaska 36.2 37.7
Arizona 225 229
Arkansas 33.4 38.1
California 31.0 33.5
Colorado 27.2 26.7
Connecticut 27.4 28.6
Delaware 32.8 32.0
District of Columbia 31.8 30.2
Florida 32.3 33.6
Georgia 33.3 35.9
Hawaii 27.8 28.8
Idaho 29.9 33.5
lllinois 33.5 36.0
Indiana 34.5 34.1
lowa 34.6 36.6
Kansas 31.7 33.4
Kentucky 35.8 36.7
Louisiana 36.1 37.7
Maine 31.2 32.7
Maryland 34.5 32.7
Massachusetts 26.9 28.3
Michigan 34.6 36.8
Minnesota 325 29.2
Mississippi 37.5 41.8
Missouri 35.6 35.5
Montana 29.1 29.8
Nebraska 32.3 35.7
Nevada 27.0 28.9
New Hampshire 28.7 27.9
New Jersey 29.7 31.4
New Mexico 29.9 33.0
New York 28.6 31.9
North Carolina 32.7 34.9
North Dakota 33.5 36.3
Ohio 33.6 35.9
Oklahoma 32.4 37.2
Oregon 32.8 32.8
Pennsylvania 34.8 35.5
Rhode Island 30.3 32.3
South Carolina 34.6 37.3
South Dakota 30.5 36.1
Tennessee 32.4 34.5
Texas 34.9 36.1
Utah 28.8 30.0
Vermont 27.4 31.1
Virginia 31.8 35.0
Washington 32.3 31.8
West Virginia 37.8 41.3
Wisconsin 34.0 33.8
Wyoming 28.1 31.8

---Data not available.
11988-94 data.
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United States -- Based on data from the National Health and Nutrition
Examination Survey (NHANES) for 1988-94, 35 percent of the population
18 years and older were overweight based on height and weight obtained
in a physical examination. The year 2000 target for Objective 2.3

(20 percent) had not been attained for the period 1988-94. The baseline
for Objective 2.3 was 26 percent for 1976-80.

In 1999, based on data from the Behavioral Risk Factor

Surveillance System (BRFSS), the median percent of the population 18
years and older who were overweight based on a body mass index
computed from self-reported height and weight was 33.7.

States -- It is not appropriate to assess attainment of the national target
based on the BRFSS data because the NHANES and BRFSS are not
comparable and the national target was set based on data from the
NHANES. The 12 States in the lowest quatrtile for the percent of the
population who were overweight in 1999 based on the BRFSS are
identified below.

Arizona 229
Colorado 26.7
New Hampshire 27.9
Massachusetts 28.3
Connecticut 28.6
Hawaii 28.8
Nevada 28.9
Minnesota 29.2
Montana 29.8
Utah 30.0
District of Columbia 30.2
Vermont 31.1

SOURCE: CDC, NCCDPHP, Behavioral Risk Factor Surveillance System.



Figure T. Objective 3.4--Percent of persons 18 years and older who reported current cigarette smoking:
United States and each State, 1998 and 1999

Percent of persons | Target
18 years and older | status
1998 1999 | (15.0)

United States (NHIS) 24.0 lenited S’\mtless --ZEased or; dfattﬁ from trret.Nati%'lal Healthdlnt%rview
Median of States (BRFSS) | 200 [ 228 reportad currant igaretts smoking. The baseline i 187 was 20
Alabama 24.6 23.5 percent. Thirty-six percent of the change targeted by Objective 3.4
Alaska 26.1 27.3 had been achieved in 1998.
Arizona 21.9 20.1 ) ) )
e
California 19.2 187 older who reported smoking every day or some days for the
Colorado 22.8 225 States was 22.8.
Connecticut 20.9 22.8
Delaware 24.5 25.5
District of Columbia 21.6 20.6
Florida 22.0 20.6
Georgia 23.6 23.8
Hawaii 19.5 18.5
Idaho 20.3 215
lllinois 23.1 24.2
Indiana 26.0 27.0
lowa 23.4 23.5
Kansas 211 21.0
Kentucky 30.8 29.7
Louisiana 25.5 23.5
Maine 22.4 23.3
Maryland 22.4 20.3
Massachusetts 20.9 19.3
Michigan 27.4 25.1
Minnesota 18.0 19.5
Mississippi 241 22.9
Missouri 26.4 271
Montana 21.5 20.2
Nebraska 22.0 23.2
Nevada 30.4 31.5
New Hampshire 23.3 22.3
New Jersey 19.1 20.6 .
New Mexico 22.6 22.5
New York 241 21.8
North Carolina 24.6 25.1 States
North Dakota 20.0 22.1 Based on the BRFSS data, one State attained the
Ohio 26.1 27.6 national target for the year 2000 in both 1998 and
Oklahoma 23.9 25.2 1999.
Séii:;lvania 2;; 2;‘1‘ - In 1999, 48 States had rates greater than the year
Rhode Island 226 203 2000 target (15.0) and less than the 1987 baseline
South Carolina 24.7 23.6 (29.0).
South Dakota 27.2 22.5 In 1999 there were two States with rates greater than
Tennessee 26.1 24.8 or equal to the 1987 baseline (29.0).
Texas 21.9 22.4 SOURCE: CDC, NCCDPHP, Behavioral Risk Factor Surveillance System.
Utah 14.2 14.0
Vermont 22.3 21.7
Virginia 229 21.4
Washington 21.4 22.4
West Virginia 27.9 27.1
Wisconsin 23.4 23.7
Wyoming 22.8 23.9

--- Data not available.
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Figure U. Objective 4.1--Alcohol-related motor vehicle crash deaths per 100,000 population: United
States and each State, 1997 and 1998

poriooooo | Trget
1997 1998 (5.5)
United States 6.0 5.9 United States -- The baseline rate for alcohol-related motor
Alabama 10.9 9.3 vehicle crash deaths in 1987 was 9.8. The rate in 1998 was 5.9.
Alaska 6.7 5.0 Ninety-three percent of the targeted change in rates was, therefore,
- achieved in 1998.
Arizona 9.5 9.1
Arkansas 7.6 7.6
California 41 4.1
Colorado 5.6 5.8
Connecticut 4.7 4.3
Delaware 8.3 6.1
District of Columbia 6.6 5.2
Florida 6.4 6.2
Georgia 7.7 6.7
Hawaii 4.9 4.7
Idaho 8.4 7.3
Illinois 4.9 5.0
Indiana 5.3 6.4
lowa 6.1 5.7
Kansas 5.5 6.6
Kentucky 7.1 7.2
Louisiana 9.7 9.8
Maine 5.2 4.3
Maryland 4.3 4.0
Massachusetts 3.4 3.1
Michigan 5.7 5.5
Minnesota 4.1 59
Mississippi 12.6 12.8
Missouri 9.4 9.7
Montana 13.7 11.8
Nebraska 6.3 7.2
Nevada 9.5 10.1
New Hampshire 5.1 5.1
New Jersey 3.5 3.3
New Mexico 12.8 111
New York 2.5 2.0
North Carolina 7.1 6.8 States
North Dakota 78 6.9 Fifteen States attained the target in both 1997 and
Ohio 43 4.1 1998. . _ _
OKlahoma 9.1 75 f:g;;.States attained the target in 1998 but not in
Oregon - 7.0 71 In 1998, 26 States had rates greater than the year
Pennsylvania 53 5.2 2000 target (5.5) and less than the 1987 baseline
Rhode Island 4.2 3.5 (9.8).
South Carolina 8.4 7.9 In 1998, there were six States with rates greater than
South Dakota 8.3 9.1 or equal to the 1988 baseline (9.8).
Tennessee 9.2 9.2 SOURCE: Department of Transportation, National Highway Traffic Safety Administration,
Texas 9.0 9.1 Fatality Analysis Reporting System.
Utah 3.6 2.4
Vermont 5.8 6.4
Virginia 5.7 5.1
Washington 5.3 5.4
West Virginia 8.0 8.0
Wisconsin 6.3 5.8
Wyoming 9.0 14.1
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Figure W. Objective 4.6--Percent of youth who currently use marijuana: United States and each State, 1999

Percent
of youth

1999
United States 7.7
Alabama 5.6
Alaska 10.5
Arizona 7.5
Arkansas 7.6
California 8.4
Colorado 10.8
Connecticut 9.3
Delaware 14.5
District of Columbia 10.3
Florida 6.6
Georgia 6.6
Hawaii 8.5
Idaho 6.3
lllinois 10.0
Indiana 9.6
lowa 55
Kansas 71
Kentucky 5.8
Louisiana 7.0
Maine 8.0
Maryland 9.3
Massachusetts 12.9
Michigan 8.5
Minnesota 10.8
Mississippi 7.4
Missouri 7.4
Montana 11.5
Nebraska 6.8
Nevada 12.3
New Hampshire 11.7
New Jersey 8.2
New Mexico 9.9
New York 7.4
North Carolina 7.3
North Dakota 8.0
Ohio 7.6
Oklahoma 6.5
Oregon 10.0
Pennsylvania 7.3
Rhode Island 11.7
South Carolina 7.8
South Dakota 7.2
Tennessee 5.8
Texas 6.1
Utah 6.2
Vermont 8.8
Virginia 6.0
Washington 10.3
West Virginia 71
Wisconsin 9.0
Wyoming 8.0

United States -- In 1999, based on data from the National Household Survey
on Drug Abuse (NHSDA), 7.7 percent of youth ages 12-17 used marijuana
during the past month.

The NHSDA has been used since 1988 to monitor trends in substance use among
youth. A consistent methodology was used for monitoring national trends. The
national estimates in table 4, Substance Abuse: Alcohol and other drugs, are

based on this methodology. In 1999, the old methodology would produce an estimate
of 7 percent of youth ages 12-17 using marijuana during the past month. The
corresponding estimate based on the new methodology is 7.7 percent as shown here.

States -- It is not appropriate to assess whether or not States attained

the national target. The national trend data are based on a methodology

that has been used since 1988 to monitor this objective. Data for States are
available from the NHSDA for the first time for 1999. The State data

are based on a new methodology that will be used to monitor trends from

1999 onward. Data for most States are derived through model-based estimation
procedures (6). The 12 States with percentages of 12-17 year olds who
reported using marijuana during the past month in the lowest quartile are
shown below.

lowa 55
Alabama 5.6
Kentucky 5.8
Tennessee 5.8
Virginia 6.0
Texas 6.1
Utah 6.2
Idaho 6.3
Oklahoma 6.5
Florida 6.6
Georgia 6.6
Nebraska 6.8

SOURCE: Substance Abuse and Mental Health Services Administration, National Household Survey on Drug Abuse.
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Figure Y. Objective 4.6--Percent of youth who currently smoke cigarettes: United States and each

State, 1999
Percent
of youth

1999
United States (NHSDA) 14.9
Alabama 17.3
Alaska 16.6
Arizona 14.5
Arkansas 20.2
California 9.0
Colorado 15.7
Connecticut 16.0
Delaware 19.5
District of Columbia 10.7
Florida 11.5
Georgia 14.5
Hawaii 10.2
Idaho 13.1
Illinois 17.6
Indiana 18.3
lowa 18.2
Kansas 15.7
Kentucky 23.9
Louisiana 16.9
Maine 16.7
Maryland 13.8
Massachusetts 16.7
Michigan 16.2
Minnesota 20.8
Mississippi 18.8
Missouri 16.7
Montana 19.8
Nebraska 14.1
Nevada 17.4
New Hampshire 15.1
New Jersey 11.9
New Mexico 15.3
New York 12.9
North Carolina 19.2
North Dakota 22.4
Ohio 18.1
Oklahoma 17.4
Oregon 15.2
Pennsylvania 17.5
Rhode Island 14.8
South Carolina 19.5
South Dakota 18.9
Tennessee 17.2
Texas 13.4
Utah 10.3
Vermont 14.7
Virginia 14.7
Washington 14.4
West Virginia 22.5
Wisconsin 18.2
Wyoming 15.9
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United States --In 1999, based on data from the National Household
Survey on Drug Abuse (NHDSA), 14.9 percent of youth ages 12-17 smoked
cigarettes during the past month.

The NHSDA has been used since 1988 to monitor trends in substance use among
youth. A consistent methodology was used for monitoring national trends. The
national estimates in table 4, Substance Abuse: Alcohol and other drugs, are based

on this methodology. In 1999, the old methodology would produce an estimate of

15.9 percent of youth ages 12-17 smoking cigarettes during the past month. The
corresponding estimate based on the new methodology is 14.9 percent as shown here.

States -- It is not appropriate to assess whether or not States attained

the national target. The national trend data are based on a methodology

that has been used since 1988 to monitor this objective. The State data

are based on a new methodology that will be used to monitor trends from

1999 onward. Data for most States are derived through model-based estimation
procedures (6). The 12 States with percentages of 12-17 year olds who
reported smoking cigarettes during the past month in the lowest quartile

are shown below.

California 9.0
Hawaii 10.2
Utah 10.3
District of Columbia 10.7
Florida 11.5
New Jersey 11.9
New York 12.9
Idaho 13.1
Texas 13.4
Maryland 13.8
Nebraska 141
Washington 14.4

SOURCE: Substance Abuse and Mental Health Services Administration, National Household Survey
on Drug Abuse.



Figure Z. Obijective 5.1--Live birth rates for females 15-17 years old: United States and each State, 1997

and 1998

Live birth rates

Target

P gesdaoir s | staius

1997 1908 | (239)
United States 32.1 30.4
Alabama 43.4 40.7
Alaska 25.1 24.8
Arizona 44.0 452
Arkansas 429 41.4
California 36.2 33.4
Colorado 29.9 29.0
Connecticut 225 21.4
Delaware 36.8 33.9
District of Columbia 65.9 65.5
Florida 35.1 33.3
Georgia 44.0 40.3
Hawaii 25.3 29.5
Idaho 23.3 24.5
Illinois 34.4 32.7
Indiana 32.1 28.9

lowa 20.1 18.6_ |
Kansas 27.5 24.8
Kentucky 35.4 31.5
Louisiana 421 40.4
Maine 15.4 14.9
Maryland 28.2 26.4
Massachusetts 19.1 18.2
Michigan 25.4 23.9
Minnesota 17.8 16.5
Mississippi 50.2 47.2
Missouri 29.6 28.6
Montana 20.1 19.8
Nebraska 21.3 20.5
Nevada 42.2 38.2
New Hampshire 14.0 13.1
New Jersey 21.3 20.2
New Mexico 44.4 442
New York 23.4 22.4
North Carolina 37.7 36.2
North Dakota 14.3 16.1 |

Ohio 28.6 26.7
Oklahoma 37.3 35.0
Oregon 27.0 26.3
Pennsylvania 21.9 21.8
Rhode Island 27.6 24.4
South Carolina 40.0 39.6
South Dakota 21.8 19.6
Tennessee 38.5 37.7
Texas 471 45.2
Utah 23.7 22.2
Vermont 121 1.4
Virginia 26.1 24.3
Washington 245 23.2
West Virginia 27.5 26.2
Wisconsin 21.4 19.6
Wyoming 23.3 22.8

United States -- The live birth rate for females 15-17 years old
was 37.5in 1990. The rate in 1998 was 30.4. Fifty percent of the
change required to attain the target! for this part of Objective 5.1
had been achieved in 1998.

States

Fifteen States attained the target in both 1997 and

o
.

Three States attained the target in 1998 but not in
1997.

In 1998, 21 States had rates greater than the year
2000 target (23.3) and less than the 1990 baseline
(87.5).

15
[ar ]
In 1998, 12 States had rates greater than 37.5, the

baseline rate for the United States in 1990.

SOURCE: CDC, NCHS, National Vital Statistics System.

10bjective 5.1 monitors the live birth rate for females 15-17 years old, however, there was no target specified. The target for the pregnancy rate for females 15-17 called for a 38 percent

reduction from a baseline of 80.3 to a target of 50 live births per 1,000 women in the year 2000. Assuming that a similar 38 percent reduction would apply to each of the three components of
the pregnancy rate (live births, fetal deaths, and abortions) a target was derived by reducing the live birth rate for females 15-17 in 1990 (37.5) by 38 percent. The resulting target is 23.3 live
births per 1,000 females ages 15-17 in the year 2000.
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Figure AA. Objective 6.1--Age-adjusted death rates for suicide: United States and each State, 1997 and 1998

Age-adjusted Target
eath rate 9
per 100,000 status
1997 1908 (10-9
United States 106 104 United States -- The age-adjusted suicide death rate for the United
Alabama 10.7 12.0 States was 11.7 per 100,000 population at baseline in 1987. In
Alaska 213 22 4 1998 the rate (10.4) was lower than the target for the year 2000 (10.5).
Arizona 15.7 16.0 The United States, therefore, attained the target for objective 6.1.
Arkansas 134 13.1
California 9.9 9.6
Colorado 14.9 14.2
Connecticut 7.1 7.2
Delaware 10.8 8.0
District of Columbia 7.0 7.3
Florida 12.4 12.6
Georgia 11.2 10.0
Hawaii 11.0 9.2
Idaho 16.8 15.2
lllinois 71 8.1
Indiana 11.6 111
lowa 11.6 10.7
Kansas 11.7 1.9
Kentucky 11.3 11.8
Louisiana 11.6 10.4
Maine 10.1 145
Maryland 9.3 8.9
Massachusetts 7.4 7.5
Michigan 9.5 9.1
Minnesota 9.4 9.4
Mississippi 11.7 11.5
Missouri 12.1 12.1
Montana 19.7 16.3
Nebraska 10.0 11.6
Nevada 22.0 21.2
New Hampshire 10.6 12.7
New Jersey 6.6 6.4 X
New Mexico 17.2 16.4
New York 71 6.9
North Carolina 115 10.4 States
North Dakota 12.3 10.6 ;I'évgéve States attained the target in both 1997 and
Ohio 9.3 9.0 '
Oklahoma 143 13.1 Seven States attained the target in 1998 but not in
Oregon 14.7 14.8 1997.
Pennsylvania 10.8 10.4 In 1998, 10 States had rates greater than the year
Rhode lsland 71 8.1 (21010%target (10.5) and less than the 1987 baseline
South Carolina 10.7 10.7
South Dakota 16.6 15.4 In 1998, 22 States had age-adjusted suicide death rates
greater than 11.7, the baseline rate for the United States
Tennessee 12.4 12.6 in 1987.
Texas 107 103 SOURCE: CDC, NCHS, National Vital Statistics System.
Utah 15.0 16.6
Vermont 10.9 12.9
Virginia 10.4 11.0
Washington 12.1 11.4
West Virginia 12.8 11.5
Wisconsin 10.3 10.7
Wyoming 18.4 16.8 -
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Figure BB. Objective 7.1--Age-adjusted death rates for homicide: United States and each State, 1997

and 1998
A%%:tﬂjlrjigd Target
per 100,000 status
1997 7998 (72)

United States 7.8 71
Alabama 12.2 10.8
Alaska 8.6 7.8
Arizona 9.8 10.0
Arkansas 11.9 9.7
California 9.3 7.7
Colorado 4.6 5.1
Connecticut 4.6 5.0
Delaware 4.6 3.9
District of Columbia 61.5 44.6
Florida 8.4 7.9
Georgia 8.7 8.9
Hawaii 4.1 2.2
Idaho 3.5 2.7
lllinois 10.8 10.3
Indiana 7.7 7.2
lowa 2.5 2.4
Kansas 6.5 6.5
Kentucky 6.8 6.4
Louisiana 17.0 14.4
Maine 2.1 2.3
Maryland 11.9 12.3
Massachusetts 25 2.3
Michigan 8.5 8.4
Minnesota 3.0 2.7
Mississippi 14.6 13.1
Missouri 8.4 8.4
Montana 4.6 3.2
Nebraska 3.9 3.6
Nevada 10.7 10.3
New Hampshire 22 *
New Jersey 5.1 4.4
New Mexico 9.7 9.9
New York 6.8 5.8
North Carolina 9.3 9.3
North Dakota * *
Ohio 4.6 4.2
Oklahoma 9.1 6.7
Oregon 4.2 4.4
Pennsylvania 7.4 6.0
Rhode Island 31 2.6
South Carolina 9.5 9.2
South Dakota 3.2 *
Tennessee 10.7 9.5
Texas 7.7 7.4
Utah 2.9 2.9
Vermont * *
Virginia 7.8 6.5
Washington 4.8 4.3
West Virginia 55 4.9
Wisconsin 4.3 3.9
Wyoming 4.7 *

*Figure does not meet standards of reliability or precision.

United States -- At baseline in 1987 the age-adjusted homicide
death rate was 8.5 per 100,000. The age-adjusted homicide rate for
the United States was 7.8 in 1997 and 7.1 in 1998. The target (7.2)
was, therefore, attained for the first time in 1998.

States

Twenty-two States attained the target in both 1997
and 1998.

Four States attained the target in 1998 but not in
1997.

In 1998, six States had rates greater than 7.2 (the year
2000 target) and less than the 1987 baseline (8.5).

14 Fourteen States had rates greater than 8.5, the baseline
rate for the United States in 1987.

Homicide rates were based on too few cases to be
considered reliable for these States in 1998.
SOURCE: CDC, NCHS, National Vital Statistics System.

I\
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Figure CC. Objective 9.1--Age-adjusted death rates for unintentional injuries: United States and each

State, 1997 and 1998

Age-adjusted

death rate Target

per 100,000 status

1997 1908 | °9
United States 30.1 30.1
Alabama 45.9 43.2
Alaska 46.0 40.7
Arizona 40.6 40.7
Arkansas 46.0 42.3
California 25.1 25.1
Colorado 31.6 32.8
Connecticut 23.9 24.5
Delaware 33.0 31.8
District of Columbia 24.6 31.5
Florida 32.1 33.3
Georgia 36.6 35.9
Hawaii 23.9 21.0
Idaho 40.3 39.4
lllinois 24.5 27.4
Indiana 29.8 30.7
lowa 27.7 27.5
Kansas 31.9 34.9
Kentucky 38.4 36.9
Louisiana 39.3 39.9
Maine 25.8 27.1
Maryland 22.0 22.2
Massachusetts 15.0 15.5
Michigan 27.2 27.2
Minnesota 26.2 26.4
Mississippi 50.9 54.4
Missouri 36.4 35.8
Montana 45.4 421
Nebraska 31.0 31.6
Nevada 36.5 35.1
New Hampshire 211 23.3

New Jersey 23.9 21.7 "

New Mexico 52.4 51.2
New York 22.3 20.4
North Carolina 35.2 36.9
North Dakota 30.1 34.0
Ohio 24.7 24.9
Oklahoma 40.6 39.5
Oregon 33.6 34.9
Pennsylvania 31.2 29.2
Rhode Island 19.0 17.3
South Carolina 40.2 411
South Dakota 34.4 39.8
Tennessee 39.8 41.0
Texas 33.5 33.7
Utah 30.4 30.6
Vermont 24.6 29.2
Virginia 28.2 27.7
Washington 28.6 28.5
West Virginia 35.4 37.1
Wisconsin 27.3 27.7
Wyoming 451 42.4
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United States --The age-adjusted death rate for unintentional
injuries was 34.7 at baseline in 1987. The United States had not
attained the objective in 1998. However, 85 percent of the
targeted change had been achieved.

States

Nineteen States attained the target in both 1997 and
1998.

One State attained the target in 1998 but not in 1997.

In 1998, nine States had rates greater than the year
2000 target (29.3) and less than the 1987 baseline

(34.7).

In 1998, there were 22 States with rates greater than
or equal to the 1987 baseline (34.7).

SOURCE: CDC, NCHS, National Vital Statistics System.




Figure DD. Objective 9.12--Percent of persons wearing a safety belt while driving or riding in a car:
United States and each State, 1995 and 1997

Percent of persons | Target
status
1995 1997 | (85.0)
United States (NOPUS) 69.0' 67.02 United States -- In 1999, based on the National Occupant
Median of States (BRFSS) 66.7 69.3 Protection Use Survey (NOPUS), 67.0 percent of persons were
A > observed to be using seat belts. At the baseline in 1988, 42
abama 67.4 66. percent of persons were observed to be using seat belts. The United
Alaska 66.3 65.3 States had, therefore, achieved 58 percent of the change required
Arizona 74.0 80.5 to meet the year 2000 target for objective 9.12 (85 percent).
Arkansas 672 655 In 1997, based on the Behavioral Risk Factor Surveillance System
California 85.1 87.2 (BRFSS), the median percent of persons 18 and older who reported
Colorado 64.4 71.4 that they always use seat belts when they drive or ride in a car for
c out 59.0 591 the States was 69.3. These data are limited to persons 18 and older--
onnecticu ' ' a part of the overall target population.
Delaware 70.9 69.9
District of Columbia 78.0
Florida 75.6 76.1
Georgia 63.9 75.4
Hawaii 87.3 87.1
Idaho 57.4 59.6
llinois 69.1 68.1
Indiana 56.5 61.9
lowa 62.7 67.2
Kansas 57.6 53.8
Kentucky 65.2 65.4
Louisiana 67.1 74.3
Maine 51.2 69.5
Maryland 74.5 76.1
Massachusetts 58.0 62.7
Michigan 70.3 72.3
Minnesota 58.7 59.7
Mississippi 58.1 56.5
Missouri 63.8 61.9
Montana 56.6 57.6
Nebraska 53.0 57.7
Nevada 71.5 73.7
New Hampshire 52.9 58.2
New Jersey 68.3 72.2 A
New Mexico 84.4 83.5
New York 73.4 73.8
North Carolina 85.9 84.7 States
2 Based on BRFSS data, two States attained the
N0|.'th Dakota 415 40.2 N national target in two consecutive surveys, 1995 and
Ohio 68.2 70.0 1997.
Oklahoma 54.0 63.1
Oregon 82.8 84.0 [[4777] In 1997, 47 States had rates less than the year 2000
Pennsylvania 507 573 target (85) and greater than the 1987 baseline (42).
Rhode Island 50.0 56.8 In 1997, there were two States with rates less than or
South Carolina 76.8 80.5 equal to the 1988 baseline (42).
South Dakota 43.0 42.0 SOURCE: CDC, NCCDPHP Behavioral Risk Factor Surveillance System.
Tennessee 61.5 66.4
Texas 77.6 81.2
Utah 60.2 65.0
Vermont 711 73.7
Virginia 722 717
Washington 77.9 75.8
West Virginia 69.9 70.6
Wisconsin 56.1 61.3
Wyoming 47.7 50.2
---Data not available.
11908 data.

21999 data.
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Figure EE. Objective 10.1--Work-related injury death rates: United States and each State, 1998 and 1999

Death rate per Target

100,000 workers! status

1998 1999 (4.0) |
United States 4.5 4.5 United States -- The baseline for the work-related injury death rate
Alabama 6.5 6.0 was 6.0 for 1983-87. The rate was 4.5 in both 1998 and 1999.
Alaska 14.4 14.2 Seventy-five percent of the targeted change for the year 2000
Arizona 3.4 31 had, therefore, been achieved.
Arkansas 75 6.5
California 4.1 3.8
Colorado 3.6 45
Connecticut 3.5 23
Delaware 2.9 3.7
District of Columbia 5.3 5.3
Florida 5.5 4.9
Georgia 5.3 5.8
Hawaii 2.2 5.7
Idaho 8.2 6.9
lllinois 3.6 3.4
Indiana 5.2 5.7
lowa 4.5 5.2
Kansas 7.2 5.8
Kentucky 6.4 6.4
Louisiana 8.2 7.2
Maine 4.2 5.0
Maryland 3.0 3.1
Massachusetts 14 2.6
Michigan 3.7 3.7
Minnesota 3.4 2.7
Mississippi 9.4 10.6
Missouri 5.3 6.0
Montana 13.2 10.9
Nebraska 6.3 7.3
Nevada 6.8 6.3
New Hampshire 3.6 2.2
New Jersey 2.6 2.6
New Mexico 6.2 5.1
New York 29 2.9
North Carolina 6.2 5.9 States
North Dakota 7.0 6.8 15 Fifteen States attained the target in two consecutive years, 1998
Ohio 34 20 and 1999.
OKlahoma 29 ) [[27] Two States attained the target only in 1999.
Oregon 4.3 4.2 [F737 7] Seventeen States had rates in 1999 greater than the target and less
Pennsylvania 4.2 3.9 than the baseline (6.0).
Rhode Island 2.5 2.3 In 1999, 17 States had rates greater than or equal to the baseline for
South Carolina 5.9 7.4 the United States in 1983-87 (6.0).
South Dakota 7.3 11.6 SOURCE: Department of Labor, Bureau of Labor Statistics, Census of Fatal Occupational Injuries.
Tennessee 5.7 5.7
Texas 5.4 4.8
Utah 6.6 5.2
Vermont 5.0 4.3
Virginia 5.2 4.5
Washington 3.9 3.0
West Virginia 7.7 7.5
Wisconsin 3.4 3.7
Wyoming 13.5 12.9

1The rates for the United States were calculated based on denominators that were adjusted to include military personnel. The rates for States were calculated without any adjustment for
military personnel. The rates for States are, therefore, overestimates and comparisons among States may be affected by differences in the proportion of military personnel.
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Figure FF. Objective 10.2--Nonfatal work-related injuries per 100 full-time workers in private industry:
United States and reporting States, 1997 and 1998

Nonfatal injury

United States --The baseline for nonfatal work-related injuries
per 100 full-time workers in private industry was 7.7 for 1983-87.
In 1998, the comparable rate was 6.2. The United States had
achieved 88 percent of the change required to meet the year

Ten States attained the target in both 1997 and 1998.
|I| Five States attained the target only in 1998.

20 In 1998, 20 States had rates greater than the year 2000

target (6.0) and less than the 1987 baseline (7.7).

“ In 1998 there were six States with rates greater than or equal to
the 1983-87 baseline (7.7).

There were no data for 10 States.

SOURCE: Department of Labor, Bureau of Labor Statistics, Annual Survey of Occupational

rate per 100 Target
full-time workers status
1997 | 1998 (6.0)
United States 6.6 6.2
Alabama 7.5 6.9
Alaska 7.9 7.2
Arizona 6.2 5.9 2000 target.
Arkansas 7.0 6.4
California 6.2 5.9
Colorado
Connecticut 6.2 6.2
Delaware 53 51 |l
District of Columbia
Florida 6.3 5.7
Georgia 5.1 5.4 -
Hawaii 6.6 6.3
Idaho
lllinois 6.6
Indiana 8.4 7.8
lowa 8.5 8.0
Kansas 7.8 7.7
Kentucky 8.5 7.6
Louisiana 4.7 4.9
Maine 71 7.8
Maryland 5.0 4.8
Massachusetts 5.4 55
Michigan 8.0 7.5
Minnesota 6.9 7.0
Mississippi -
Missouri 71 7.0
Montana 7.6 7.4
Nebraska 8.3 7.6
Nevada 7.7 71
New Hampshire
New Jersey 5.7 47 A
New Mexico 6.2 6.0
New York 4.2 4.0
North Carolina 5.9 5.7 States
North Dakota
Ohio -
Oklahoma 6.7 7.0
Oregon 7.2 6.5
Pennsylvania
Rhode Island 7.5 6.5
South Carolina 5.7 5.5 -
South Dakota
Tennessee 7.0 7.0
Texas 52 4.9 - Injuries and llinesses.
Utah 7.8 7.2
Vermont 6.3 6.6
Virginia 6.1 5.4
Washington 9.1 8.7
West Virginia 7.4
Wisconsin 9.0 8.5
Wyoming -

---Data not available.
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Figure GG. Objective 11.5--Percent of persons in counties that have not exceeded the Environmental
Protection Agency (EPA) standards for air quality: United States and each State, 1997 and 1998

Percent in counties

not exceeding EPA | Target

air quality standards | stafus

1997 1998 | (85.0)
United States 78.9 76.5
Alabama 100.0 721
Alaska 85.9 85.9
Arizona 421 421
Arkansas 100.0 100.0
California 42.6 16.4
Colorado 99.7 100.0
Connecticut 8.4 46.5
Delaware 16.7 17.0
District of Columbia 100.0 100.0
Florida 100.0 91.6
Georgia 80.8 70.3
Hawaii 100.0 100.0
Idaho 99.3 100.0
lllinois 97.8 97.8
Indiana 97.3 95.3
lowa 100.0 88.2
Kansas 100.0 100.0
Kentucky 99.1 98.8
Louisiana 83.2 90.5
Maine 64.1 96.2
Maryland 38.3 721
Massachusetts 90.0 100.0
Michigan 100.0 90.6
Minnesota 100.0 100.0
Mississippi 100.0 100.0
Missouri 94.4 89.5
Montana 100.0 100.0
Nebraska 73.6 100.0
Nevada 38.1 38.1
New Hampshire 77.8 100.0
New Jersey 62.0 87.3
New Mexico 100.0 100.0
New York 79.7 82.3
North Carolina 98.3 89.6
North Dakota 100.0 100.0
Ohio 100.0 98.1
Oklahoma 100.0 100.0
Oregon 100.0 90.2
Pennsylvania 61.6 74.7
Rhode Island 100.0 100.0
South Carolina 100.0 91.0
South Dakota 100.0 100.0
Tennessee 87.2 66.9
Texas 54.6 69.2
Utah 100.0 100.0
Vermont 100.0 100.0
Virginia 96.2 83.5
Washington 100.0 57.0
West Virginia 100.0 92.6
Wisconsin 76.8 74.2
Wyoming 100.0 100.0
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United States -- The percent of persons living in counties that

did not exceed EPA Air Quality Standards at baseline in 1988 was
49.7. In 1998, the comparable percent was 76.5, although the
percent had been higher in intervening years. Based on the
estimate for 1998, the United States had achieved about 76 percent
of the targeted improvement in the percent of persons in counties
that have not exceeded EPA air quality standards. The air quality
data should be interpreted with caution because they are subject
to the effects of weather patterns.

3

States
Thirty-one States attained the target in both 1997 and
1998.

[ 5] Five States attained the target only in 1998.

In 1998, there were 10 States with percents greater

than the national baseline (49.7) and less than the
year 2000 target (85.0).

In 1998, five States had percents less than or
equal to the baseline for the United States in 1988
(49.7).

SOURCE: Environmental Protection Agency, AIRS, OAR, National Air Quality and Emissions
Trends Report.




Figure HH. Objective 14.1--Infant mortality rates: United States and each State, 1997 and 1998

Infant deaths

per 1,000 live births
1997 1998
United States 7.2 7.2
Alabama 9.5 10.2
Alaska 7.5 5.9
Arizona 7.1 7.5
Arkansas 8.7 8.9
California 59 5.8
Colorado 7.0 6.7
Connecticut 7.2 7.0
Delaware 7.8 9.6
District of Columbia 13.2 12.5
Florida 7.1 7.2
Georgia 8.6 8.5
Hawaii 6.6 6.9
Idaho 6.8 7.2
lllinois 8.4 8.4
Indiana 8.2 7.6
lowa 6.2 6.6
Kansas 7.4 7.0
Kentucky 7.3 7.5
Louisiana 9.5 9.1
Maine 5.1 6.3
Maryland 8.8 8.6
Massachusetts 5.2 5.1
Michigan 8.2 8.2
Minnesota 5.9 5.9
Mississippi 10.6 10.1
Missouri 7.6 7.7
Montana 6.9 7.4
Nebraska 7.4 7.3
Nevada 6.5 7.0
New Hampshire 4.3 4.4
New Jersey 6.3 6.4
New Mexico 6.1 7.2
New York 6.7 6.3
North Carolina 9.2 9.3
North Dakota 6.2 8.6
Ohio 7.8 8.0
Oklahoma 7.5 8.5
Oregon 5.8 5.4
Pennsylvania 7.6 7.1
Rhode Island 7.0 7.0
South Carolina 9.6 9.6
South Dakota 7.7 9.1
Tennessee 8.6 8.2
Texas 6.4 6.4
Utah 5.8 5.6
Vermont 6.1 7.0
Virginia 7.8 7.7
Washington 5.6 5.7
West Virginia 9.6 8.0
Wisconsin 6.5 7.2
Wyoming 5.8 7.2

Target
status
(7.0)

United States --The infant mortality rate at baseline in 1987 was
10.1 infant deaths per 1,000 live births. The rate in 1997 and 1998
was 7.2. The United States has, therefore, achieved 94 percent of
the targeted reduction in infant mortality rates.

A

States

Seventeen States attained the target in 1997 and 1998.

- Three States attained the target only in 1998.

In 1998, 28 States had rates greater than the year 2000
target (7.0) and less than the 1987 baseline (10.1).

In 1998, there were three States with rates greater than or
equal to the 1987 baseline (10.1).

SOURCE: CDC, NCHS, National Vital Statistics System.
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Figure JJ. Objective 14.5--Percent of live births of low birthweight: United States and each State,

1997 and 1998

jow birwsight | 2rge!
1997 1998 (5.0)
United States 7.5 7.6
Alabama 9.2 9.3
Alaska 5.9 6.0
Arizona 6.9 6.8
Arkansas 8.4 8.9
California 6.2 6.2
Colorado 8.8 8.6
Connecticut 7.3 7.8
Delaware 8.7 8.4
District of Columbia 13.4 13.1
Florida 8.0 8.1
Georgia 8.8 8.5
Hawaii 7.2 7.5
Idaho 6.3 6.0
lllinois 7.9 8.0
Indiana 7.7 7.9
lowa 6.4 6.4
Kansas 6.9 7.0
Kentucky 7.8 8.1
Louisiana 10.2 10.1
Maine 5.9 5.8
Maryland 8.8 8.7
Massachusetts 7.0 6.9
Michigan 7.7 7.8
Minnesota 5.9 5.8
Mississippi 10.1 10.1
Missouri 7.7 7.8
Montana 6.3 7.0
Nebraska 7.0 6.5
Nevada 7.6 7.6
New Hampshire 5.8 5.7
New Jersey 7.9 8.0
New Mexico 7.8 7.6
New York 7.8 7.8
North Carolina 8.8 8.8
North Dakota 6.2 6.5
Ohio 7.7 7.7
Oklahoma 7.3 7.2
Oregon 5.5 5.4
Pennsylvania 7.6 7.6
Rhode Island 7.4 7.6
South Carolina 9.2 9.5
South Dakota 5.5 5.8
Tennessee 8.8 9.1
Texas 7.3 7.4
Utah 6.6 6.7
Vermont 6.3 6.5
Virginia 7.7 7.9
Washington 5.6 5.7
West Virginia 8.3 8.0
Wisconsin 6.4 6.5
Wyoming 9.0 8.9
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United States -- The target for this objective has not been

attained. The percent low birthweight was 7.6 in 1998. The percent
low birthweight has risen steadily since 1987 when the baseline was
6.9 percent.

States

In 1998, 16 States had rates greater than the year

2000 target (5.0) and less than the 1987 baseline (6.9).

In 1998, there were 35 States with rates greater than or
equal to the 1987 baseline (6.9).

SOURCE: CDC, NCHS, National Vital Statistics System.



Figure KK. Objective 14.11--Percent of mothers who began prenatal care in the first trimester:
United States and each State, 1997 and 1998

Percent
beginning care
in first trimester

1997 1998
United States 82.5 82.8
Alabama 82.2 82.4
Alaska 80.4 81.4
Arizona 75.4 751
Arkansas 75.7 77.8
California 81.8 82.4
Colorado 82.9 82.2
Connecticut 89.2 88.0
Delaware 82.5 83.4
District of Columbia 66.6 72.0
Florida 83.9 83.6
Georgia 85.8 86.4
Hawaii 83.4 85.4
Idaho 78.6 78.7
lllinois 82.4 82.7
Indiana 80.1 79.9
lowa 87.4 87.3
Kansas 85.6 85.8
Kentucky 85.8 86.4
Louisiana 81.3 82.2
Maine 88.9 88.9
Maryland 88.8 87.8
Massachusetts 88.9 89.5
Michigan 84.2 84.3
Minnesota 84.1 84.5
Mississippi 80.1 80.6
Missouri 86.0 86.1
Montana 82.6 82.3
Nebraska 83.9 83.9
Nevada 76.1 74.6
New Hampshire 89.6 89.7
New Jersey 81.3 81.6
New Mexico 70.2 67.6
New York 80.6 81.2
North Carolina 83.9 84.5
North Dakota 84.8 85.6
Ohio 85.1 85.5
Oklahoma 78.5 78.6
Oregon 81.1 80.2
Pennsylvania 83.8 84.8
Rhode Island 89.5 89.7
South Carolina 80.5 81.4
South Dakota 82.1 82.7
Tennessee 83.7 84.1
Texas 78.5 79.3
Utah 83.7 82.1
Vermont 88.0 87.4
Virginia 85.1 85.2
Washington 83.3 83.0
West Virginia 82.0 83.7
Wisconsin 84.6 84.3
Wyoming 82.5 81.3

Target
status

(90.0)

United States -- The United States has achieved about 49
percent of the targeted change in the percent of women beginning
prenatal care in the first trimester of pregnancy. The baseline in
1987 was 76 percent.

States
_ In 1998, 47 States had rates between the year 2000

target (90.0) and the 1987 baseline (76.0).
In 1998, there were four States with rates lower than the

1987 baseline (76.0).

SOURCE: CDC, NCHS, National Vital Statistics System.
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Figure LL. Objective 15.1--Age-adjusted death rates for coronary heart disease: United States and each
State, 1997 and 1998

Age-adjusted
death rate Target
per 100,000 status
1997 1998 | (100.0)
United States 100.1 96.8 United States -- The United States attained the Year 2000 target
Alabama 92.3 88.8 (an age-adjusted rate of 100 coronary heart disease deaths per
Alaska 67.2 70.0 100,000 popul{ition) for the first time in 1998. The baseline in 1987
Arizona 87 1 86.3 was an age-adjusted rate of 135 deaths per 100,000.
Arkansas 108.4 106.4
California 95.4 94.3
Colorado 69.5 66.4
Connecticut 87.3 83.2
Delaware 109.5 98.0
District of Columbia 112.6 125.1
Florida 97.9 97.4
Georgia 97.8 95.5
Hawaii 65.2 62.6
Idaho 80.1 71.3
lllinois 103.1 101.3
Indiana 102.0 97.9
lowa 101.7 97.5
Kansas 82.8 80.4 -
Kentucky 113.5 106.3
Louisiana 115.5 113.9
Maine 96.5 89.3
Maryland 100.1 97.1
Massachusetts 80.1 75.1
Michigan 111.6 109.1
Minnesota 67.3 63.8
Mississippi 129.4 128.2
Missouri 110.7 108.0
Montana 75.3 69.5
Nebraska 75.1 68.0
Nevada 101.8 101.9
New Hampshire 94.9 93.9 .
New Jersey 97.3 94.4
New Mexico 78.9 75.3
New York 122.6 114.7
North Carolina 104.9 100.9 States
go Tth Dakota 876 30.2 - ;'\:‘vder}tgéesi.ght States attained the target in 1997
hio 106.5 103.4 ! : : :

ONahor 9o 159 |I| Five States attained the target in 1998 but not in 1997.
Oregon 77.0 72.3 - In 1998, eighteen States had rates greater than the year
Pennsylvania 101.6 96.0 2000 target (100.0) and less than the 1987 baseline
Rhode Island 1083 | 101.6 (135.0).
South Carolina 106.8 101.8 SOURCE: CDC, NCHS, National Vital Statistics System.
South Dakota 87.4 4.4 |
Tennessee 126.3 123.2
Texas 106.4 100.9
Utah 64.1 58.8
Vermont 95.2 82.9
Virginia 87.9 87.0
Washington 78.8 79.3
West Virginia 119.4 119.6
Wisconsin 85.1 84.3

Wyoming 83.0 82.0
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Figure MM. Objective 15.2--Age-adjusted death rates for stroke: United States and each State,
1997 and 1998

Age-adjusted
death rate Target
per 100,000 status
1997 008 | (00
United States 258 251 United States --The United States has achieved about half
Alabama 31.1 30.6 (51 percent) of the targeted reduction in stroke deaths. The
Alaska 227 25.2 baseline in 1987 was an age-adjusted stroke death rate of 30.4
Arizona 23.3 255 and the comparable rate in 1998 was 25.1.
Arkansas 38.2 35.3
California 25.9 25.0
Colorado 22.2 21.8
Connecticut 20.5 20.9
Delaware 22.0 23.2
District of Columbia 31.2 28.4
Florida 22.3 22.0
Georgia 34.0 31.6
Hawaii 28.2 241
Idaho 25.5 24.7
lllinois 26.2 254
Indiana 279 28.1
lowa 23.1 23.1
Kansas 23.2 24.7
Kentucky 27.8 27.6
Louisiana 30.0 30.0
Maine 23.0 22.6
Maryland 252 251
Massachusetts 19.9 18.6
Michigan 26.2 25.9
Minnesota 24.4 21.9
Mississippi 35.1 33.4
Missouri 26.2 27.3
Montana 23.7 23.2
Nebraska 229 252
Nevada 26.0 25.3
New Hampshire 24.4 20.5
New Jersey 21.2 211
New Mexico 215 19.6
New York 19.2 18.3
North Carolina 32.0 33.1 States
North Dakota 23.6 255 Two States attained the target in 1997 and 1998.
Ohio 25.6 24.3 2] Two States attained the target only in 1998.
Oklahoma 28.5 27.7
Oregon 585 ) - Forty States had rates between the year 2000 target
. (20.0) and the 1987 baseline (30.4) in 1998.
Pennsylvania 244 235 In 1998, seven States had rates greater than the baseline
Rhode Island 23.1 20.0 for the United States in 1987 (30.4).
South Carolina 38.7 37.0 SOURCE: CDC, NCHS, National Vital Statistics System.
South Dakota 25.4 24.3
Tennessee 33.5 32.6
Texas 27.8 26.4
Utah 24.3 22.0
Vermont 23.7 23.2
Virginia 20.7 27.2
Washington 255 25.6
West Virginia 25.0 24.7
Wisconsin 26.3 26.0
Wyoming 214 26.2
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Figure NN. Objective 16.1--Age-adjusted death rates for all cancers: United States and each State,

1997 and 1998

Age-adjusted

death rate Target

per 100,000 status

1997 1998 (130.0)
United States 125.4 123.5
Alabama 136.0 135.6
Alaska 116.4 116.6
Arizona 113.1 110.6
Arkansas 138.6 133.2
California 114.3 110.6
Colorado 101.4 101.9
Connecticut 120.3 119.1
Delaware 141.5 138.9
District of Columbia 154.9 154.3
Florida 125.6 122.6
Georgia 131.8 129.8
Hawaii 95.0 100.5
Idaho 107.4 110.4
lllinois 129.6 128.4
Indiana 130.4 133.4
lowa 116.5 117.3
Kansas 118.0 112.9
Kentucky 145.7 141.9
Louisiana 146.4 143.9
Maine 135.9 130.8
Maryland 133.8 131.3
Massachusetts 126.5 126.1
Michigan 127.2 124.7
Minnesota 115.3 112.6
Mississippi 141.1 141.3
Missouri 131.1 132.9
Montana 114.1 112.2
Nebraska 112.4 114.0
Nevada 128.5 133.9
New Hampshire 134.8 134.3
New Jersey 130.2 126.8
New Mexico 108.0 104.2
New York 122.4 119.7
North Carolina 130.6 128.6
North Dakota 107.2 113.3
Ohio 131.8 131.5
Oklahoma 130.2 126.4

Oregon 121.2 123.4 -

Pennsylvania 131.4 127.7
Rhode Island 136.3 132.0
South Carolina 133.4 130.5
South Dakota 116.5 116.7
Tennessee 139.9 138.9
Texas 122.7 120.2
Utah 84.6 93.5
Vermont 131.4 124.9
Virginia 130.2 126.8
Washington 117.9 117.8
West Virginia 140.3 139.1
Wisconsin 119.5 121.3
Wyoming 113.5 112.3
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United States -- The age-adjusted death rate for all cancers in
1987 was 134 per 100,000. The rate in 1998 was 123.5. The United
States has, therefore, achieved the target of 130 cancer deaths per
100,000.

A

States
Twenty-six States attained the target in 1997 and 1998.

Seven States attained the target only in 1998.

Nine States had rates between the year 2000 target
(130) and the 1987 baseline (134).

Nine States had rates in 1998 higher than the baseline
for the United States in 1987 (134).

SOURCE: CDC, NCHS, National Vital Statistics System.



Figure OO. Objective 16.11--Percent of women 50 years of age and older who received a mammogram

and breast exam within the last 2 years:

Percent of women

United States and each State, 1998 and 1999

50 years and older Z?;%:;
1998 1999 (60.0)
United States (NHIS) 64.0 United States -- Based on data from the National Health
Median of States (BRFSS) 67.8 68.5 Interview Survey (NHIS) for 1998, 64 percent of women 50 and older
Alaska 741 731 therefore, exceeded. The baseline in 1987 was 25 percent.
Arizona 81.0 76.9
Arkansas 57.0 61.1 In 1999, based on data from the Behavioral Risk Factor Surveillance
California 69.4 — System (BRFSS), the median percent of women 50 years of age and
older who reported receiving both a mammogram and a clinical
Colorado 70.1 66.1 breast exam within the last 2 years for the States was 68.5.
Connecticut 69.4 77.8
Delaware 771 77.2
District of Columbia 85.2 78.2
Florida 68.9 76.1
Georgia 64.1 66.2
Hawaii 69.7 69.5
Idaho 63.5 63.2
lllinois 62.1 67.9
Indiana 63.9 60.7
lowa 64.0 68.7
Kansas 66.3 715
Kentucky 63.7 68.3
Louisiana 63.5 65.0
Maine 73.6 80.1
Maryland 70.7 75.6
Massachusetts 74.8 77.7
Michigan 69.8 76.5
Minnesota 60.0 69.0
Mississippi 60.1 59.3
Missouri 66.6 64.9
Montana 69.0 66.4
Nebraska 59.5 68.9
Nevada 62.4 64.7
New Hampshire 71.6 80.4 .
New Jersey 65.1 68.0
New Mexico 66.3 66.3
New York 68.7 71.0
North Carolina 741 76.9 States )
North Dakota 683 713 iliaggtdh%ré gg;?ds 1(19&33, 47 States attained the target
Ohio 68.1 71.0 ; : :
SKanoa 525 17 II' Two States attained the target in 1999 but not in 1998.
Oregon 67.8 69.3 |I| Mississippi attained the target in 1998 but not in 1999.
Pennsylvania 66.5 67.9 PP . :
T o2 s Data for California were not available in 1999.
South Carolina 66.9 72.6 SOURCE: CDC, NCCDPHP, Behavioral Risk Factor Surveillance System.
South Dakota 69.5 68.2
Tennessee 70.9 67.9
Texas 63.0 65.3
Utah 61.5 67.7
Vermont 67.1 70.0
Virginia 68.1 68.0
Washington 70.2 67.4
West Virginia 68.9 65.7
Wisconsin 66.8 68.8
Wyoming 60.5 64.1

--- Data not available.
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Figure PP. Objective 16.12--Percent of women 18 years of age and older who had a Pap test during the
last 3 years: United States and each State, 1998 and 1999

Percent of women

18 years and older E?;%S;
1998 1999 (85.0)
Unied States (NHS) e e B o e el Heal s of
Median of States (BRFSS) 815 85.4 age and older r)elzported that they'had% Pap test within the Igst 3
Alabama 85.3 86.6 years. The baseline in 1987 was 75 percent. Forty percent of the
Alaska 895 90.9 change required to meet the year 2000 target was achieved.
Arizona 81.7 86.1 In 1999, based on data from the Behavioral Risk Factor Surveillance
Arkansas 78.9 82.6 System (BRFSS), the median percent of women 18 years of age and
California 823 ?rlgesrt\g/gz :sg:ggi.havmg a Pap test during the last 3 years for
Colorado 87.0 87.4
Connecticut 86.2 88.3
Delaware 87.1 87.7
District of Columbia 93.9 90.8
Florida 85.9 85.3
Georgia 86.1 88.0
Hawaii 86.3 87.1
Idaho 82.5 79.3
lllinois 84.5 84.9
Indiana 80.9 82.4
lowa 84.5 85.3
Kansas 85.6 87.4
Kentucky 84.3 83.4
Louisiana 84.8 85.4
Maine 85.0 89.5
Maryland 89.2 89.2
Massachusetts 87.7 86.2
Michigan 88.1 85.8
Minnesota 85.0 87.5
Mississippi 84.4 84.1
Missouri 85.4 84.6
Montana 80.6 85.2
Nebraska 82.4 84.8
Nevada 85.1 78.5
New Hampshire 84.2 88.4
New Jersey 81.4 84.3
New Mexico 82.6 83.7
New York 83.8 84.2
North Carolina 877 0.9 - Based on data from the BRFSS, 23 States attained
North Dakota 85.5 86.6 the national target in both 1998 and in 1999.
Ohio 84.2 85.5 ; ; ; ;
Okl 523 3.8 Eight States attained the target in 1999 but not in 1998.
Oregon 83.7 87.6 [ 19 | In 1999, there were 19 States where 78.5 to 84.9
Pennsylvania 838 836 iaertcgn:_gf v;/r?mlent138 anc: older reported having a Pap
Rhode Island 85.2 86.0 S:ta fL:)rI Cgalifc?r:iz we}:ganzi available in 1999
South Carolina 85.0 87.0 SOURCE: CDC, NCCDPHP, Behavioral Risk Factor Surveillance System.
South Dakota 86.3 85.4
Tennessee 86.1 85.1
Texas 81.5 82.7
Utah 78.4 80.8
Vermont 86.0 88.4
Virginia 84.9 85.5
Washington 85.4 85.9
West Virginia 81.0 80.7
Wisconsin 83.4 84.7
Wyoming 82.0 83.8

--- Data not available.
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Figure QQ. Objective 16.13--Percent of persons 50 years of age and older who have had a
fecal occult blood test during the last 2 years: United States and each State, 1997 and 1999

Percent of adults
50 years and older

1997 1999

United States (NHIS) 35.0'
Median of States (BRFSS) 25.6 26.2
Alabama 19.2 17.6
Alaska 25.0 17.3
Arizona 29.3 32.9
Arkansas 21.3 22.9
California 24.8 23.0
Colorado 32.2 29.7
Connecticut 31.1 36.8
Delaware 30.5 29.0
District of Columbia 37.8 43.0
Florida 30.1 32.4
Georgia 27.8 21.7
Hawaii 32.2 28.7
Idaho 25.4 23.1
lllinois 24.9 25.8
Indiana 22.2 22.4
lowa 28.0 33.0
Kansas 31.5 26.1
Kentucky 26.1 23.9
Louisiana 23.3 23.8
Maine 35.0 35.9
Maryland 32.1 37.8
Massachusetts 34.2 35.2
Michigan 31.0 33.1
Minnesota 32.3 26.2
Mississippi 13.5 17.8
Missouri 25.1 25.0
Montana 24.0 26.4
Nebraska 24.4 27.4
Nevada 16.0 20.0
New Hampshire 33.9 40.7
New Jersey 28.5 35.4
New Mexico 21.7 23.9
New York 31.9 29.2
North Carolina 36.5 38.5
North Dakota 22.7 24.5
Ohio 29.4 30.9
Oklahoma 14.3 23.3
Oregon 34.6 322
Pennsylvania 28.8 31.0
Rhode Island 26.5 31.4
South Carolina 24.0 26.4
South Dakota 21.7 25.2
Tennessee 223 23.3
Texas 25.0 23.0
Utah 22.0 19.8
Vermont 35.1 37.4
Virginia 25.9 26.2
Washington 35.9 35.7
West Virginia 18.0 19.1
Wisconsin 25.4 21.3
Wyoming 19.3 18.4

--- Data not available.
11998 data.

United States -- In 1998, based on data from the National Health
Interview Survey (NHIS), 35 percent of the population 50 years and
older had a fecal occult blood test during the last 2 years. The
baseline in 1987 was 27 percent. Thirty-five percent of the change
required to meet the year 2000 target was achieved.

In 1999, based on data from the Behavioral Risk Factor Surveillance
System (BRFSS), the median percent of the population 50 years and
older who had a fecal occult blood test during the last 2 years for

the States was 26.2.

States -- It is not appropriate to assess attainment of the national

target based on the BRFSS data because the NHIS and BRFSS are not
comparable and the national target was set based on data from the NHIS.
The twelve States in the highest quartile for the percent of the population
50 years and older who reported having a fecal occult blood test during

the last two years in 1999 are shown below.

District of Columbia
New Hampshire
North Carolina
Maryland
Vermont
Connecticut
Maine
Washington
New Jersey
Massachusetts
Michigan

lowa

43.0
40.7
38.5
37.8
37.4
36.8
35.9
35.7
35.4
35.2
33.1
33.0

SOURCE: CDC, NCCDPHP, Behavioral Risk Factor Surveillance System.
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Figure RR. Objective 16.13--Percent of persons 50 years of age and older who have ever had a
sigmoidoscopy or procotoscopic exam: United States and each State, 1997 and 1999

Percent of adults

50 and older

1997 1999
United States (NHIS) 37.0°
Median of States (BRFSS) 40.8 43.6
Alabama 43.0 41.2
Alaska 41.0 50.4
Arizona 39.2 36.8
Arkansas 34.4 421
California 46.6 48.2
Colorado 43.5 44.2
Connecticut 45.0 48.7
Delaware 47.8 56.0
District of Columbia 49.2 48.4
Florida 45.8 45.0
Georgia 48.1 47.4
Hawaii 51.6 44.2
Idaho 38.4 41.3
lllinois 40.3 43.9
Indiana 38.5 43.4
lowa 40.7 46.4
Kansas 37.5 38.8
Kentucky 34.2 34.7
Louisiana 37.0 36.7
Maine 42.4 42.4
Maryland 37.1 50.5
Massachusetts 41.3 43.9
Michigan 47.8 49.5
Minnesota 50.9 47.5
Mississippi 35.8 37.4
Missouri 411 38.0
Montana 39.7 43.2
Nebraska 38.2 33.7
Nevada 42.3 43.1
New Hampshire 42.8 46.8
New Jersey 39.6 44.0
New Mexico 39.4 43.1
New York 43.7 42.2
North Carolina 39.2 39.1
North Dakota 44.9 42.0
Ohio 37.5 40.7
Oklahoma 22.3 37.7
Oregon 46.1 471
Pennsylvania 40.2 39.7
Rhode Island 42.6 48.7
South Carolina 29.2 41.8
South Dakota 37.6 45.5
Tennessee 34.2 39.3
Texas 38.2 44.3
Utah 45.1 441
Vermont 40.2 42.2
Virginia 47.6 44.2
Washington 44.0 50.8
West Virginia 34.4 34.9
Wisconsin 50.3 52.4
Wyoming 45.3 46.5
---Data not available.
11998 data.
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United States -- In 1998, based on data from the National Health
Interview Survey (NHIS), 37 percent of the population 50 years and
older reported having ever had a proctosigmoidoscopy. The
baseline in 1987 was 25 percent. Eighty percent of the change
required to meet the year 2000 target was achieved.

In 1999, based on data from the Behavioral Risk Factor Surveillance
System (BRFSS), the median percent of the population 50 years and
older who ever had a sigmoidoscopy or proctoscopic exam for

the States was 43.6.

States -- It is not appropriate to assess attainment of the national

target based on the BRFSS data because the NHIS and BRFSS are not
comparable and the national target was set based on data from the NHIS.
The 12 States in the highest quartile for the percent of the population

50 years and older who ever had a sigmoidoscopy or proctoscopic exam
in 1999 are shown below.

Delaware 56.0
Wisconsin 52.4
Washington 50.8
Maryland 50.5
Alaska 50.4
Michigan 49.5
Connecticut 48.7
Rhode Island 48.7
District of Columbia 48.4
California 48.2
Minnesota 47.5
Georgia 47.4

SOURCE: CDC, NCCDPHP, Behavioral Risk Factor Surveillance System.



Figure SS. Objective 17.9--Age-adjusted death rates for diabetes-related deaths: United States
and each State, 1997 and 1998

Age-adjusted

death rate Target
per 100,000 status
1997 | 1908 | ©®40)
United States 40.6 40.9 United States -- At baseline in 1986, the age-adjusted diabetes-
Alabama 38.1 39.9 related death rate was 38 per 100,000 population. In 1998, the rate
Alaska 38.1 36.6 was 40.9. Instead of declining by 4 deaths per 100,000, the rate
Arizona 29.3 306 increased by 2.9 deaths per 100,000. In this case the rate moved
Arkarsas 332 345 away from the target.
California 44.9 45.8
Colorado 29.6 31.1
Connecticut 36.9 37.5
Delaware 48.4 48.5
District of Columbia 59.4 59.1
Florida 28.6 29.1
Georgia 38.7 39.1
Hawaii 41.4 42.2
Idaho 32.8 34.4
lllinois 40.5 40.6
Indiana 42.2 41.4
lowa 36.7 371
Kansas 33.8 35.0
Kentucky 40.3 38.9
Louisiana 43.4 45.6
Maine 42.5 42.0
Maryland 54.3 54.2
Massachusetts 34.2 33.7
Michigan 43.3 43.8
Minnesota 34.4 34.8
Mississippi 51.0 51.3
Missouri 425 42.7
Montana 29.4 32.2
Nebraska 35.3 35.3
Nevada 31.9 33.6
New Hampshire 421 41.4
New Jersey 38.2 36.1
New Mexico 34.6 35.2
New York 35.5 35.2
North Carolina 49.7 52.0 States
North Dakota 33.7 38.1 Five States attained the target in 1997 and 1998.
Ohio 52.3 51.2
Oklahoma 209 396 One State attained the target only in 1998.
Oregon 39.3 42.8 In 1998, 16 States had rates between the year
Pennsylvania 46.1 45.3 2000 target (34) and the 1987 baseline (38).
Rhode Islan.d 453 437 In 1998, 29 States had rates greater than the baseline for
South Carolina 49.0 49.0 the United States in 1987 (38).
South Dakota 32.4 36.4 SOURCE: CDC, NCHS, National Vital Statistics System.
Tennessee 42.2 44.4
Texas 46.1 45.9
Utah 33.8 36.1
Vermont 46.1 42.5
Virginia 39.6 38.7
Washington 35.4 36.1
West Virginia 54.3 56.1
Wisconsin 36.8 36.9
Wyoming 32.0 35.1
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Figure TT. Objective 19.1--Reported incidence of gonorrhea per 100,000 population: United States
and each State, 1998 and 1999

Reported cases

United States --1n 1989, there were 300 gonorrhea cases per
100,000 population. The objective for the year 2000 was 100 cases
per 100,000. In 1999 there were 133 cases per 100,000. Eighty-four
percent of the target for the year 2000 had been achieved in 1999.

per 100,000 Target
population status
1998 1999 | (100)

United States 131.6 132.0

Alabama 292.7 249.2

Alaska 53.9 48.7

Arizona 90.2 89.8

Arkansas 155.7 126.4

California 59.7 56.3

Colorado 51.2 62.3

Connecticut 97.0 101.2

Delaware 209.3 220.6

District of Columbia 861.7 681.3 |

Florida 127.9 151.8

Georgia 270.4 272.8

Hawaii 42.4 39.1

Idaho 14.8 71

lllinois 180.4 191.7

Indiana 106.9 102.5

lowa 56.5 47.6

Kansas 99.7 100.4

Kentucky 96.9 84.6

Louisiana 286.1 301.7

Maine 5.4 6.6

Maryland 219.2 201.7

Massachusetts 36.7 39.7

Michigan 166.6 161.3

Minnesota 57.3 59.3

Mississippi 388.4 376.0

Missouri 174.0 149.7

Montana 6.2 6.0

Nebraska 72.4 88.3

Nevada 82.7 72.0

New Hampshire 7.7 9.6 .

New Jersey 96.8 96.4

New Mexico 55.1 56.0

New York 104.9 109.0

North Carolina 254.8 253.9 States

North Dakota 12.5 131 |

Ohio 163.0 161.2

Oklahoma 156.7 119.7 21 |

Oregon 26.8 27.2

Pennsylvania 97.6 110.8

Rhode Island 43.5 60.7

South Carolina 301.7 387.0 SOURCE: CDC,

South Dakota 29.9 26.2

Tennessee 218.0 207.3

Texas 166.2 164.2

Utah 11.2 11.9

Vermont 6.4 8.8

Virginia 136.4 136.8

Washington 34.2 37.0

West Virginia 50.8 32.3

Wisconsin 121.6 126.9

Wyoming 7.5 9.0
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Twenty-six States attained the target in both 1998 and
1999.

In 1999, 21 States had rates between the year 2000
target (100) and the 1989 baseline (300).

In 1999, four States had rates greater than the baseline
for the United States in 1989 (300).

NCHSTP, Sexually Transmitted Disease Surveillance System.



Figure UU. Objective 19.3--Reported cases of primary and secondary syphilis per 100,000 population:
United States and each State, 1998 and 1999

Reported cases

per 100,000 Target
population status
1998 | 1909 | 40
United States 2.6 2.4
Alabama 6.3 4.6
Alaska 0.2 0.2
Arizona 4.0 4.4
Arkansas 4.3 3.4
California 0.9 0.9
Colorado 0.3 0.2
Connecticut 0.8 0.5
Delaware 2.8 1.3
District of Columbia 15.5 8.7
Florida 2.0 2.5
Georgia 4.4 5.5
Hawaii 0.3 0.3
Idaho 0.2 0.1
lllinois 3.5 3.5
Indiana 3.6 7.6
lowa 0.2 0.3
Kansas 0.5 0.5
Kentucky 2.7 2.5
Louisiana 9.8 7.0
Maine 0.1 0.0
Maryland 12.6 6.6
Massachusetts 0.7 0.6
Michigan 2.1 2.5
Minnesota 0.2 0.2
Mississippi 9.5 7.0
Missouri 2.0 1.8
Montana 0.0 0.1
Nebraska 0.5 0.4
Nevada 0.9 0.3
New Hampshire 0.2 0.1
New Jersey 1.3 0.8
New Mexico 0.8 0.7
New York 0.7 0.8
North Carolina 9.6 6.1
North Dakota 0.0 0.0
Ohio 1.2 0.8
Oklahoma 2.9 5.6
Oregon 0.2 0.2
Pennsylvania 0.8 0.7
Rhode Island 0.1 0.3
South Carolina 7.1 6.9
South Dakota 0.1 0.0
Tennessee 10.4 11.7
Texas 2.2 2.4
Utah 0.2 0.1
Vermont 0.7 0.5
Virginia 2.2 2.2
Washington 0.8 1.3
West Virginia 0.2 0.3
Wisconsin 1.1 0.8
Wyoming 0.2 0.0

0.0 Quantity more than zero but less than 0.05.

United States -- In 1989, there were 18.1 cases of primary and
secondary syphilis per 100,000 population. The objective for the
year 2000 was 4 cases per 100,000. In 1999, there were 2.5 cases
per 100,000. More than 100 percent (111 percent) of the targeted
change had been achieved in 1999.

States
Thirty-eight States attained the target in both 1998 and 1999.

One State attained the target only in 1999.

In 1999, 12 States had rates between the year 2000
target (4.0) and the 1989 baseline (18.1).

SOURCE: CDC, NCHSTR, Sexually Transmitted Disease Surveillance System.
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Figure WW. Objective 20.1--Reported cases of measles: United States and each State, 1998 and 1999

United States

Number of cases

Target
status

1998 1999

(0)

100 100

United States -- The United States did not attain the target of

Alabama

1 0

zero cases of measles in 1998 or 1999. The number of measles

Alaska

w
w
o

cases was reduced by 97 percent from 3,396 in 1988 to 100 in both

Arizona

—_

1998 and 1999.

Arkansas

California

—_

Colorado

Connecticut

Delaware

District of Columbia

Florida

Georgia

Hawaii

Idaho

lllinois

Indiana

lowa

Kansas

Kentucky

Louisiana

Maine

Maryland

Massachusetts

Michigan

—_

Minnesota

Mississippi

Missouri

Montana

Nebraska

Nevada

New Hampshire

New Jersey

New Mexico

New York

North Carolina

North Dakota

Ohio

States

Oklahoma

Twenty States attained the target in both 1998 and 1999.

Oregon

—_

- Twelve States attained the target in 1999 but not in 1998.

Pennsylvania

Rhode Island

_ Nineteen States did not attain the target in 1998 or in 1999.

South Carolina

South Dakota

SOURCE: CDC, EPO, National Notifiable Disease Surveillance System.
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Figure YY. Objective 20.11--Estimated vaccination coverage with the 4DTP/3polio/1MMR'series
among children ages 19-35 months: United States and each State, 1998 and 1999

United States -- In 1992, the vaccination coverage with the 4:3:1
series was 55 percent. In 1999, coverage had reached 80 percent,
therefore, 71 percent of the targeted increase in immunization had

[[2] Two States attained the target in 1999.

Forty-nine States did not attain the target in 1998 and 1999

SOURCE: CDC, NCHS and NIP, National Immunization Survey.

Percent Target
status
1998 1999 (90)
United States 80.6 79.9
Alabama 84.0 79.7
Alaska 82.7 82.2 ) >
Nizona 778 739 been achieved in 1999.
Arkansas 74.8 78.5
California 77.7 78.3
Colorado 78.2 77.2
Connecticut 90.7 87.1
Delaware 80.6 80.0
District of Columbia 73.7 78.5
Florida 80.9 82.0
Georgia 81.1 83.1
Hawaii 81.7 82.8
Idaho 76.4 70.0
lllinois 79.1 78.8
Indiana 78.9 75.4
lowa 83.4 84.5
Kansas 83.6 79.7
Kentucky 83.0 88.6
Louisiana 79.7 76.9
Maine 89.0 84.1
Maryland 78.8 80.5
Massachusetts 87.4 87.3
Michigan 78.9 75.9
Minnesota 83.1 87.0
Mississippi 83.7 81.7
Missouri 85.8 75.5
Montana 82.8 84.8
Nebraska 78.0 83.7
Nevada 78.5 73.4
New Hampshire 85.1 84.5 re Ly
New Jersey 85.0 80.9
New Mexico 73.3 75.6
New York 85.7 83.4
North Carolina 84.1 81.8 States
North Dakota 79.8 83.0
Ohio 78.6 79.1
Oklahoma 78.5 74.0 orin 1999.
Oregon 75.5 73.2
Pennsylvania 84.0 86.6
Rhode Island 87.3 90.4
South Carolina 88.4 81.1
South Dakota 751 83.4
Tennessee 82.6 79.5
Texas 74.8 74.7
Utah 76.8 81.7
Vermont 87.3 90.7
Virginia 82.0 81.6
Washington 81.1 76.5
West Virginia 82.7 82.1
Wisconsin 79.3 85.4
Wyoming 80.4 83.5

14 or more doses of DTP/DT (diphtheria, tetanus, pertussis), 3 or more doses of polio, 1 or more doses of MMR (measles, mumps, rubella).
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Figure ZZ. Obijective 21.4--Percent of persons under 65 years of age with no health insurance coverage:
United States and each State, 1998 and 1999

Percent with no

health care Target
coverage status
1998 | 1999 | ©
United States (NHIS) 16.6 United States -- In 1998, based on data from the National Health
United States (CPS) 18.4 17.4 Interview Survey (NHIS), 16.6 percent of the population under 65
Alabama 19.5 16.2 years of age had no health insurance coverage (age adjusted). The
Arizona 26.9 24.0 '
Arkansas 21.7 16.9 In 1999, based on data from the Current Population Survey (CPS),
California 24.4 22.3 17.4 percent of the population under 65 years of age had no health
Colorado 16.4 18.3 insurance coverage.
Connecticut 14.3 11.3
Delaware 17.1 12.8
District of Columbia 19.2 17.6
Florida 21.1 22.8
Georgia 19.4 17.9
Hawaii 11.3 12.3
Idaho 19.7 21.6
lllinois 16.6 15.7
Indiana 16.1 12.3
lowa 10.9 9.5
Kansas 12.2 13.9
Kentucky 16.0 16.3
Louisiana 21.3 25.0
Maine 14.6 13.2
Maryland 18.9 13.5
Massachusetts 11.6 11.8
Michigan 14.9 12.4
Minnesota 10.3 8.9
Mississippi 22.9 18.9
Missouri 12.1 9.6
Montana 21.9 21.0
Nebraska 10.2 12.3
Nevada 23.7 22.8
New Hampshire 12.5 11.3
New Jersey 18.0 15.0
New Mexico 24.0 29.4
New York 19.7 18.5 N
North Carolina 17.0 17.3
North Dakota 16.5 13.8
Ohio 11.7 12.5
Qudahoma . 2 - S Based on the CPS data, 24 States had rtions of
Oregon - 16.0 164 pgrsseongnwitﬁ no heaalltﬁ’insuraig: cgve‘r)argg%rle?z;;o
Pennsylvania 121 11.0 than the national target for the year 2000 (0) and
Rhode Island 7.6 8.1 less than the national baseline in 1989 (15.7).
South Carolina 17.4 20.1 -
South Dakota 16.3 13.5 In 1999, 27 States had proportions of persons
with no health insurance coverage greater than or equal
Tennessee 14.3 12.6 . L
to the national baseline in 1989 (15.7).
Texas 26.9 257 |l
Utah 15.1 15.3 SOURCE: U.S. Census Bureau, Current Population Survey.
NOTE: The NHIS data are age adjusted and refer to coverage at the time of the survey. The CPS
Vermont 11.0 13.6 data are not age adjusted and refer to coverage during the previous calendar year. Despite these
Vi rginia 15.8 15.8 differences, target attainment is a§sessgd based on .the CPS data because the objective was to
reduce the percent of the population without health insurance coverage to zero.
Washington 13.4 17.5
West Virginia 20.8 20.5 !
Wisconsin 13.2 12.2
Wyoming 18.8 17.8

--Data not available.
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Priority Area 1
Physical Activity and
Fitness

Background

The importance of physical activity,
fitness, and exercise spans a spectrum of
public health issues ranging from
disease prevention and enhancement of
a healthy lifestyle for all age groups to
the maintenance of an independent
lifestyle in the later stages of life (1).
Research has demonstrated that virtually
all individuals can benefit from regular
physical activity, whether they
participate in vigorous exercise or some
type of moderate health-enhancing
physical activity (2).

The importance of physical activity
in reducing morbidity and mortality
from chronic diseases has been well
established. A 1990 study showed that
14 percent of all deaths in the United
States were attributed to diet and
activity patterns (3). A more recent
study linked sedentary lifestyles to
23 percent of deaths from the major
chronic diseases (4). For example,
physical activity has been shown to
reduce the risk of developing or dying
from heart disease, diabetes, colon
cancer, and high blood pressure (2).
Some evidence suggests that physical
activity may also protect against lower
back pain and some forms of cancer (for
example, breast cancer) (5,6). On
average, people who are physically
active outlive those who are inactive (4,
7-10). However, most adults and many
children are not active enough to
achieve these health benefits, and the
prevalence of physical activity has
changed only slightly in the past decade
(2). Only 30 percent of adults spend
sufficient time in moderate activity and
only 14 percent are vigorously active at
the suggested levels.

The economic burden of physical
inactivity is substantial. One study
estimated that increasing regular
moderate physical activity among the
more than 88 million inactive Americans
over the age of 15 years might reduce
the annual national direct medical costs
by as much as $76.6 billion in 2000
dollars (11).

Data Summary

Highlights

More than one-half of the physical
activity and fitness objectives either
achieved or moved toward the year
2000 targets. The age-adjusted death
rate from coronary heart disease (1.1)
for the population as a whole declined
to a level that exceeded the year 2000
target, dropping from 156 deaths per
100,000 persons in 1987 to 87 per
100,000 in 1998. Among blacks, the
coronary heart disease death rate also
dropped but fell short of meeting the
year 2000 target.

Gains were made in increasing the
proportion of worksites that offer
physical fitness programs (1.10). By
1999, three of the four size groupings
for worksites (those with 50-99
employees, 100-249 employees, and
250-749 employees) had exceeded their
year 2000 targets, while worksites with
750 and more employees moved toward
but did not meet the target.

Participation in moderate (1.3)
physical activity five or more times per
week increased over the decade, meeting
the year 2000 target of 30 percent,
whereas the proportion of adults
participating in physical activity seven
or more times per week moved toward,
but did not meet the 30—percent target.
Regular participation in strengthening
and stretching exercises (1.6) among
students in grades 9-12 met the year
2000 target of 40 percent, while
participation among persons ages 18—64
years increased to 19 percent for weight
lifting and 32 percent for stretching. A
small improvement was also seen in the
proportion of persons participating in
vigorous (1.4) physical activity.

Some objectives moved away from
the year 2000 targets. The prevalence of
overweight (1.2) increased across all
population groups with the greatest
increase occurring among adolescents
ages 12—19 years. The proportion of
both male and female adults reporting
the use of sound weight loss practices
(1.7) decreased as did the proportion of
students participating in daily physical
education at school (1.8), and the
number of people 70 years and over
(1.13) needing help with self care.

Summary of Progress

Of the 13 objectives that address
physical activity and fitness, 1 objective
(1.1) surpassed the year 2000 target.

Another six objectives (1.3, 1.4, 1.6,
1.9, 1.10, and 1.12) moved toward their
targets, and four objectives (1.2, 1.7,
1.8, and 1.13) moved away from their
targets. One objective (1.5) showed no
change, and data are not available to
measure progress for the remaining
objective (1.11). See table 1 for the
tracking data for the objectives in this
priority area and figure 1 for a
quantitative assessment of progress.

Discussion

While 7 of the 13 objectives related
to physical activity and fitness showed
improvement by the end of the decade,
greater progress could be realized if
certain barriers are overcome. Moving
the Nation’s population into a more
active lifestyle is complicated and
requires changes at many levels
including individual behavior,
environmental features, policy issues,
social norms, and family supports. For
example, in spite of evidence that
suggests active children are likely to
become active adults, schools no longer
require daily physical education. School,
however, may be the best opportunity
for children to be active because most
children do not walk or ride a bike to
school and many spend the time after
school in sedentary activities (for
example, homework or watching
television). Similarly, worksites that
provide facilities and other supports for
an active lifestyle may offer the best
opportunities for adults.

Because physical inactivity is a risk
factor for many diseases and conditions,
making physical activity an integral part
of daily life is crucial. To achieve the
physical activity and fitness objectives,
public health programs will need to
develop comprehensive approaches that
provide for participation in physical
activities at many levels. Such
approaches should include
environmentally based strategies aimed
at increasing access to facilities as well
as efforts that promote family and
community activities (for example, at
schools, worksites, and communities).

Transition to Healthy People
2010

In Healthy People 2010, the focus
of the physical activity and fitness
objectives has been expanded to include
a broader range of activities than those
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Figure 1. Final status of Physical Activity and Fitness objectives

1.1 Coronary heart disease deaths

1.2 Overweight prevalence: 20-74 years
Male

Female

Adolescents 12-19 years

1.3 Light-to-moderate physical activity:
5 or more times per week

7 or more times per week

1.4 Vigorous physical activity 18 years and over
Students in grades 9-12

1.5 Sedentary lifestyle

1.6 Strengthening exercises: Grades 9-12
People 18-64 years

Stretching exercises: Grades 9-12

People 18-64 years

1.7 Weight loss practices: Overweight males

Overweight females

1.8 Daily school physical education: Grades 9-12

1.9 Active physical education: 21 or more minutes,
3-5 times per week

30 or more minutes, 1 time per week
1.10 Worksite fitness: 50-99 employees
100-249 employees

250-749 employees

750 or more employees

1.13 Difficulty with self-care: 70 years and over

-100 -80

O Moved toward target [l Met target

M Moved away from target

109% =—>
<« -150%
< -250%
<« -143%

100%
29%
25%

9%

No|change

-40%
-60%
<« -163%

400% —>
158% —>
133% =
54%

-43%
1 1
-60

|
-40

L L L
20 0 20 40
Percent of target achieved

60 80 100

* This objective has moved away from its target. A progress quotient could not be calculated.
NOTE: Complete tracking data are shown in table 1. Progress quotients are not calculated for objectives 1.11 and 1.12.
See the section on Measuring Progress Toward the Healthy People 2000 Targets in the Appendix for more information.
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presented in Healthy People 2000. To
avoid duplication of objectives across
chapters, some topics previously
included in the Healthy People 2000
Physical Activity and Fitness chapter are
only in the Healthy People 2001 focus
areas that were considered their
“primary homes” (for example, the
objectives for coronary heart disease
deaths and overweight prevalence are
located only in the Heart Disease and
Stroke and the Nutrition and Overweight
chapters, respectively).

The Healthy People 2010 Physical
Activity and Fitness chapter is organized
into four sections: physical activity in
adults, muscular strength/endurance and
flexibility, physical activity in children
and adolescents, and access. The
Healthy People 2010 objectives continue
to reflect the importance of moderate
activity in achieving and maintaining a
healthy lifestyle. For example, the 2010
objectives include measures of walking
and bicycling, and public access to local
school facilities after hours. These
objectives replace the unmeasured
Healthy People 2000 objective assessing
community fitness facilities (1.11) by
encouraging a combination of individual
behavior (walking or bicycling) and
community support for activity.

Attention on activity patterns among
children and adolescents is highlighted
in its own section, which includes
objectives on moderate and vigorous
physical activity, as well as school-based
policy objectives. A new objective
calling for a limit on television viewing
has been included in Healthy People
2010. This emphasis on children and
adolescents is particularly appropriate
considering that the health benefits of
physical activity are not limited to
adults and that patterns adopted early in
life may continue into adulthood.

The objective on physician
counseling regarding exercise (1.12) has
been combined with other counseling
behaviors to create a new objective in
the Healthy People 2010 chapter on
Access to Quality Health Services.
Likewise, a Healthy People 2010
objective on the importance of teaching
physical activity in health classes is in
the Educational and Community-Based
Programs chapter. Because physical
activity affects many other health
conditions, related objectives have been
identified from 23 other chapters.

Physical activity is the topic of 1 of
the 10 Leading Health Indicators (LHIs),
which Healthy People 2010 introduces

to serve as a barometer of the Nation’s
health. Two objectives from the Healthy
People 2010 Physical Activity and
Fitness focus area—the proportion of
adolescents who engage in vigorous
physical activity that promotes
cardiorespiratory fitness 3 or more days
per week for 20 or more minutes per
occasion and the proportion of adults
who engage regularly, preferably daily,
in moderate physical activity for at least
30 minutes per day—are used to
measure this LHI.

Appendix table III, a crosswalk
between Healthy People 2000 and
Healthy People 2010 objectives,
summarizes the changes between the
two decades of objectives, reflecting
new knowledge and direction for this
area.

Data Issues

Definitions

Operational definitions and data
collection specifications for all Healthy
People 2000 objectives in Priority Area
1 have been published in the National
Center for Health Statistics’ Healthy
People Statistical Notes series (12). Data
issues are discussed and references are
cited for expanded discussions of the
data systems that provide data for the
national objectives. Where appropriate,
the text of the questionnaire items used
to measure the objectives is also
provided. See the Appendix for further
information.

Coronary heart disease deaths (1.1)
are defined by ICD-9 codes 402,
410-414, and 429.2. These codes are
different from the codes used to define
the category ‘““Diseases of heart,”” which
often appears in published tables (see
the Appendix and Appendix table II).

When the Healthy People 2000
objectives were released in 1990 (13),
physical activity as a recognized benefit
for health outcomes was still a relatively
new concept; this newness contributed
to difficulties in tracking some
objectives with appropriate operational
definitions. Calculations vary from
simple counts (for example,
weight-training three or more times a
week) to complex formulas (for
example, calculating average kilocalories
expended per kilogram per day) (14).
Because of the growing appreciation of
the benefits of regular physical activity,
the intent of objective 1.3
(light-to-moderate physical activity) was

to generate calorie-burning activity by
emphasizing the importance of regular
physical activity that can be sustained
throughout the lifespan. The sum of all
physical activities performed at least 30
minutes per occasion five or more or
seven or more times a week regardless
of the intensity has been defined as
measuring this objective.

To measure the proportion of adults
performing vigorous physical activity
(1.4), the predicted maximum
cardiorespiratory capacity was estimated
using age- and sex-based regression
equations and then multiplying by
50 percent. Next, all the activities that
were performed for at least 20 minutes
that had a kilocalorie value that was
equal to or greater than that 50 percent
level were counted (15,16). The
estimated number of people who
exercise vigorously were respondents
who performed these activities three or
more times per week.

Overweight (1.2) for adults is
defined as a body mass index (BMI) at
or above the sex-specific 85th percentile
of the 1976-80 Second National Health
and Nutrition Examination Survey
(NHANES II) reference population
20-29 years of age. For adolescents,
overweight is the sex- and age-specific
85th percentile from NHANES II. BMI
cutoff points for adults are 27.8
kilograms per meter squared for males,
and 27.3 kilograms per meter squared
for females. Healthy People 2010
defines the upper limit of the healthy
weight range as a BMI of less than 25
because chronic disease risk increases in
most populations at or above this
cut-point (1). See the Nutrition chapter
(Priority Area 2) for additional
information.

The 1984-85 baseline figures for
objective 1.13 were derived by
combining estimates for the
noninstitutionalized population from the
1984 National Health Interview Survey
(NHIS) Supplement on Aging (SOA)
with data for those in nursing homes
from the 1985 National Nursing Home
Survey (NNHS). The 1984 SOA asked
about seven specific personal care
activities, also referred to as activities of
daily living (ADLs) for persons 65 years
and over. Because of the way the
questions were asked on the NNHS,
only five ADLs (bathing, dressing, using
the toilet, getting in and out of bed or
chair, and eating) were used for tracking
this objective. The numerator included
respondents to the SOA who said they
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had ““any difficulty” performing at least
two ADLs combined with patients for
whom administrators reported to the
NNHS as “receiving assistance’ with at
least two ADLs. The denominator for
the baseline was the civilian,
noninstitutionalized population 65 years
and over plus the nursing home
population 65 years and over. The
update for this objective is derived from
combined data from the 1994 NHIS
Second Supplement on Aging (SOA II)
and data from the 1995 NNHS using the
same questions as were used for the
baseline. However, the 1994-95 update
is for persons 70 years and over. The
1984-85 data were also computed for
ages 70 years and over to provide a
comparison with the 1994-95 update.

Data Comparability

Overweight (1.2) was tracked with
two data sources. The primary data
source is the NHANES, which provided
baseline data for most of the overweight
objectives and the 1988-94 updates;
these data are derived from measured
height and weight. The second data
source is the NHIS. This survey
provides interim estimates shown in an
earlier publication (17), updates for
Hispanic females and American
Indians/Alaska Natives, and all data for
people with disabilities. NHIS estimates
are based on self-reported heights and
weights and are not comparable with the
actual measured data from NHANES:
Prevalence estimates of overweight from
self-reported height and weight are
lower. Trends from the NHIS self-report
measures, like those from NHANES,
show a steady increase in prevalence of
overweight; this increase, however, is
different in magnitude from that
observed in the data derived from
measured height and weight.

Objective 1.3 (light-to-moderate
physical activity) was tracked with the
NHIS. The list of activities asked on the
NHIS has not been identical from year
to year. The 1985 and 1990 surveys did
not ask about some activities for people
65 years and over; thus, the data shown
are for people 18-64 years of age. The
1991, 1995, and 1998 surveys asked
about some different activities than the
previous surveys, but people of all age
groups were asked the same questions.
Because of these differences, data from
1985 and 1990 are not comparable to
later data.

The 1985 and 1992 data for
objective 1.10 are from the National
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Survey of Worksite Health Promotion
Activities, which were telephone surveys
of nongovernment worksites. Worksites
were sampled because different
worksites within the same company
could have different sets of health
promotion activities. Both active
methods (such as classes) and passive
methods (such as brochures) were
counted as worksite health promotion
activities. The 1995 update is from the
CDC-sponsored Worksite Benchmark
Survey, which used a methodology very
similar to the 1992 survey but did not
include passive methods of health
promotion (18,19). The 1998-99 data
are from the National Worksite Health
Promotion Survey, which randomly
sampled nongovernmental worksites of
50 or more employees in a particular
geographic location. This telephone
survey included questions regarding the
offering of some types of physical
activity or fitness facility for employees
at the workplace or through the
company’s health plans (20). The
1998-99 data are not comparable to the
data that were collected earlier, although
similar questions were asked.

Data for objective 1.12, clinician
counseling about physical activity, were
obtained from three different surveys,
making statements about trends
problematic. The 1988 baseline of
30 percent from the American College
of Physicians (ACP) survey was a
random stratified sample of ACP
members drawn from 21 geographic
regions yielding an initial sample of
1,251 internists. The sampling frame for
internists in the 1992 Primary Care
Provider Surveys (PCPS) also contained
a random stratified sample of ACP
members but was drawn from four
geographic regions with oversampling of
female members, yielding an initial
sample of 1,200 internists. Additional
provider groups sampled in the 1992
PCPS included pediatricians, nurse
practitioners, obstetricians/gynecologists,
and family physicians. Response rates
varied from 50 to 80 percent across the
groups. The data on inquiry for
objective 1.12 refer to the proportion of
health care providers who routinely
provided service to 81-100 percent of
their clients. Data on formulation of an
exercise plan represent the proportion of
providers who routinely provide this
service to 81-100 percent of their clients
who need this intervention. Because
inquiry and counseling services are not

reimbursable, documenting their
provision has proven to be difficult.

The Prevention in Primary Care
Study (PPCS) was conducted in
1997-98 to update data from the PCPS.
The design and items included in the
1997-98 study were similar to the
PCPS, but a slightly different sampling
frame was used, and some items
included in the 1992 surveys were not
included in the PPCS. The professionals
were sampled from listings of all
licensed, active practitioners in the
United States whose practices were at
least 50 percent primary care. Because
of low response rates from the other
provider groups, updates are available
only for nurse practitioners.

Proxy Data

Regular performance of physical
activities that enhance and maintain
muscular strength, muscular endurance,
and flexibility (1.6) generally requires
participation in a variety of physical
activities because not all activities will
satisfy all three factors. Because scoring
parameters for strength, endurance, and
flexibility are not yet available, this
objective has been tracked using data
from the NHIS on an activity that
increases muscular strength
(weightlifting) and an activity that
increases flexibility (stretching). The
data shown for students in grades 9—12
are from the Youth Risk Behavior
Surveillance System (YRBSS) and are
based on self-reported participation in
stretching exercises or strengthening
exercises that were done four or more
days per week.

Objective 1.7 is to increase to at
least 50 percent the proportion of
overweight people who use sound
dietary practices combined with regular
physical activity to attain appropriate
body weight. Respondents to the NHIS
identified as overweight based on their
self-reported heights and weights who
reported they were currently trying to
lose weight or control their weight by
eating fewer calories and exercising
more were defined as using sound
dietary practices for this objective.
However, an assessment of the quality
of dietary practices was not coupled
with a measure of regular physical
activity. The 1985 and 1990 NHIS
questionnaires asked respondents
specifically if they were eating fewer
calories to lose weight and if they were
increasing their physical activity to lose
weight. In 1991, 1993, 1995, and 1998,



eating fewer calories and exercising
more were among a list of 10 possible
methods of losing weight in response to
the question, ““Are you currently doing
any of these things to control your
weight?”” Respondents were asked this
question if they reported they were
trying to lose weight or stay about the
same.

Objective 1.9 targets time spent in
school physical education classes
devoted to activities that may be readily
carried into adulthood because their
performance requires only one or two
people (such as swimming, bicycling,
jogging, and racquet sports). The proxy
measure for this objective is the percent
of class time spent in actual physical
activity. The 1983 baseline data show
the percent of physical education class
time spent being physically active for all
students. The YRBSS data for students
in grades 9-12 show the percent who
exercised in physical education class 21
or more minutes 3-5 times a week and
30 or more minutes 1 or more times per
week. The 1994 data from the School
Health Policies and Programs Study
(SHPPS) show the proportion of
physical education teachers using class
time to involve students in actual
physical activities.
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Table 1. Physical Activity and Fithess Objectives

Final Baseline Target
status Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
- 1.1* Coronary heart disease deaths (age adjusted
per 100,000). . . ... ... 1987 135 122 118 114 114 110 108 105 100 97 --- 100
a.Black ... 1987 168 158 156 151 154 147 147 140 136 133 --- 115
- 1.2* Overweight prevalence (based on measured height
and weight unless otherwise indicated)
Adults 2074 years. . . ... ... 1976-80 26% --- --- --- --- 1235% EEE --- - - 20%
Male . ... 1976-80 24% --- --- --- --- 1234% .- - --- .- --- 20%
Female . .......... . . 1976-80 27% --- --- --- --- 1237% - - --- e- - 20%
Adolescents 12—-19vyears . .. .................... 1976-80 15% --- --- --- --- 124% EEEEEE --- e- - 15%
a. Low-income female 20-74 years. . ............. 1976-80 37% --- 347% --- --- --- .- - --- .- --- 25%
b. Black female 20-74 years. .. ................. 1976-80 44% --- --- --- --- 1252% .- - --- --- --- 30%
c. Hispanic female 20-74 years ................. .- --- 25%
Hispanic female 20 years and over. .......... ce --- 33% 32% 32% 33% 32% 35% --- *44%  *46% - --
Mexican American female 20-74 years. . ...... 1982-84 39% --- --- --- --- 1250% R --- R
Cuban female 20-74 years. . . .............. 1982-84 34% --- --- --- --- --- .- - --- R
Puerto Rican female 20-74 years. ........... 1982-84 37% --- --- --- --- --- .- --- --- .- - e
d. American Indian/Alaska Native 20 years and over. . 1984-88 29-75%  --- “40% “36% “%48% “34% “*43% +446% *%45% --- 30%
e. People with disabilities 20 years and over*. . ... .. 1985 36% --- 38% 37% 38% 38% 40% --- --- .- --- 25%
f.  Females with high blood pressure 20-74 years ... 1976-80 50% --- --- --- --- --- - --- --- .- == 4%
g. Males with high blood pressure 20-74 years. . . . .. 1976-80 39% --- --- --- --- --- .. =-- --- --- --- 35%
h. Mexican American male 20-74 years . .......... 1982-84 30% --- --- --- --- 1237% “-- --- --- .- --- 25%
] 1.3* Light-to-moderate physical activity
People 6 yearsandover. . .......... ... ........ --- --- 30%
People 18 years and over
5 or more times perweek . . ................... 1985 522% %23% %24% @ ---  --- --- 28% --- ---  30% --- 30%
7 ormore times perweek . .............. ... 1985 516% 516% ©®17%  ---  --- - 16% --- - 20% --- 30%
a. Hispanic 18 years and over
5 or more times perweek. . . ................ 1991 20% --- --- --- 22%  --- --- 29% --- 25%
|:| 1.4 Vigorous physical activity
Children and adolescents 617 years . ............. .- --- 75%
Children and adolescents 10-17 years .. ........... 1984 $59% --- --- --- --- --- .- --- --- .- --- 75%
Studentsingrades 9—12. .. ......... .. ... ... .. .. e --- ---  64% ---  66% --- 64% --- 64% --- 65% 75%
People 18 yearsandover. . .. ................... 1985 512% --- 6% - --- - 16% --- --- 14% --- 20%
a. Lower-income people 18 years and over. .. ...... 1985 57% --- 5% - - - 14%  --- --- 10% --- 12%
b. Black 18 yearsandover..................... 1991 $13% --- 13% --- 1% --- 17%
c. Hispanic 18 yearsandover. . ................. 1991 $14% --- 14% --- "M% --- 17%
|:| 1.5 Sedentary lifestyle
People 6 yearsandover. .. ..................... - --- 15%
People 18 yearsandover. ...................... 1985 24% 26% 24% --- --- --- 23% --- --- 24% --- 15%
a. People65yearsandover.................... 1985 43% --- 29% --- --- .- 27% --- --- 20% --- 22%
b. People with disabilities ... ................... 1985 35% 34% 30% --- --- .- 29%  --- --- .- --- 20%
c. Lower-incomepeople ................ ... .... 1985 32% 33% 32% --- --- --- 28% --- --- 29% --- 17%
d. Black 18 yearsandover..................... 1991 28% --- --- --- 28% --- --- 29% --- 20%

See footnotes and key at end of table.
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Table 1. Physical Activity and Fithess Objectives—Con.

Final
status

Baseline
Objective year

Baseline

1990

1991

1995

1996

1997

1998

Target
2000

[ ]

[ ]

1.6

1.7*

1.8

1.9

1.10

e. Hispanic 18 yearsandover .................. 1991
f. American Indian/Alaska Native 18 years and over . . 1991
Muscular strength, endurance, and flexibility
People 6 yearsandover. .......................
Students in grades 9-12
Strengthening 4 or more times perweek . .. ... .. ..
Stretching 4 or more times perweek . ............
People 1864 years
Weightlifting. . . ... .. 1990
Stretching . .. ... . . .
Sound weight loss practices among overweight
people 12 yearsandover. ... ................. o
Overweight male 18 yearsandover ... ............ 1985
Overweight female 18 yearsand over. . ............ 1985
a. Overweight Hispanic male 18 years and over . . . .. 1991
b. Overweight Hispanic female 18 years and over. . . . 1991
Daily school physical education
Studentsingrades 1-12. . . . ...... ... ... ... ..... 1984-86
Studentsingrades 9—12. .. ....... ... ... .. ... ...
Students in middle/junior high schools
Fortyear........... ..
For2ormoreyears. . ........ ...
Students in senior high schools
Forilyear........ ... ... .. . . . . . ..
For2years...........o i,
For3years....... ...
Active physical education class time
All students. . . ... .. . 1983
Students in grades 9-12
21 or more minutes, 3-5 times per week. .........
30 or more minutes, 1 or more times per week . . . ..
Physical education teachers devoting more than one
class period to:
Jogaing . ..o
Tennis. . ...
Aerobicdance. ........... .. ...
Walking. . ... ..o
SWIMMING . . .o
Worksite fithess programs
5099 employees . . ... ... 1985
100249 employees . . ... ..o 1985

See footnotes and key at end of table.

34%
29%

22%
29%

37%
43%

16%
27%

19%
22%

42%

ce- 17%
-e- 19%
- 1%
-o- 16%

- 34%

12%
30%

29%
18%
9%

47%
30%
30%
15%
14%

31%
23%

38%
41%

18%
32%

15%
19%
13%
16%

25%

36%
26%

19%
32%

15%
18%
12%
12%

25%
21%

40%

40%

50%
50%
50%
24%
22%

50%

50%

20%
35%
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Table 1. Physical Activity and Fithess Objectives—Con.

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
250-749 employees . . . ... 1985 32% --- ---  66% --- --- --- --- --- --- 756% 50%
750 and more employees . . . ... ... 1985 54% --- ---  83% --- --- --- --- --- --- 768% 80%
Group classes, workshops, or lectures ............. --- --- 21% --- --- 19% --- --- --- --- 80%
|:| 1.11  Community fitness facilities
Hiking, biking, and fitness trail miles . . .. ... ........ 1986 1 per 1 per
71,000 10,000
people people
Public swimmingpools . . ....................... 1986 1 per 1 per
71,000 25,000
people people
Acres of park and recreation open space ........... 1986 1.8 per --- --- --- --- --- --- --- --- --- --- 4 per
1,000 1,000
people people
] 112 clinician counseling about physical activity
Percent of sedentary patients . . .................. 1988 30% --- --- --- --- --- --- --- --- --- --- 50%
Percent of clinicians routinely providing services
to 81-100% of patients
Inquiry about exercise habits
Pediatricians . . . . ........ ... . ---  16% --- 88 50%
Nurse practitioners . ........ ... .. .. ... .. ..., --- --- --- 30% --- --- --- --- 841% --- --- 50%
Obstetricians/gynecologists . .. ................. --- --- --- 14% --- --- --- --- 88 --- --- 50%
Internists . . . .. ... . L --- --- --- 40% --- --- --- --- 89 --- --- 50%
Family physicians .. ......................... --- .- --- 19% --- .- --- --- 88 .- --- 50%
Formulation of an exercise plan
Pediatricians . . . . ... ... --- 16% --- 8O 50%
Nurse practitioners .. .......... .. ... ... ... --- --- --- 14% --- --- --- --- 827% --- --- 50%
Obstetricians/gynecologists . .. ................. --- --- ---  13% --- --- --- --- 88 --- --- 50%
Internists . .. ... ... --- 25% --- 88 50%
Family physicians .. ........ ... .. ... ....... --- --- --- 18% --- --- --- --- 88 --- --- 50%
Il 113" People with difficulty performing self-care activities
(per 1,000)
People 65 yearsandover. . ..................... 1984-85 111 90
People 70 yearsand over. . .. ................... 1984-85 $141  --- - oo .- 10163 --- 90
a. People 85yearsandover.................... 1984-85 371 --- eee eee e 19471 --- .- e --- 325
b. Black65yearsandover..................... 1984-85 $132 98
Black 70 yearsandover. ... ................. 1984-85 $166  --- - --- 10218 --- --- .- 98

- - - Data not available.

... Category not applicable.
SBaseline has been revised.

'1988-94 data.

2Data are for persons 20 years and over.

31988-91 data.

“Estimate derived from self-reported height and weight.

Final objective status: - Met -

*The NHIS was redesigned in 1997. Data may not be comparable with previous years; see Appendix.

Toward - Mixed/ no change

- Away I:I Cannot assess
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SData are for persons 18-64 years.
®QOperational definition changed from previous tracking data.
71998-99 data for percent of worksites that offered physical activity and/or fitness programs at the worksite or through their health plans.

81997-98 data.

®Response rate for this group was too low to produce reliable estimates.

101994-95 data.

NOTE: Data include revisions and, therefore, may differ from data previously published in these reports and other publications.

Objective number

Data source

1.1*,1.1a
1.2, 1.2a, b, f, g
1.2c, h

1.2d
1.2e

1.3*,1.3a
1.4

1.4a—c
1.5, 1.5a—f
1.6

1.7*,1.7a-b
1.8

1.9

1.13%, 1.13a-b

National Vital Statistics System, CDC, NCHS.

National Health and Nutrition Examination Survey, CDC, NCHS.

Data for Hispanic: National Health Interview Survey, CDC, NCHS.

Baselines for Mexican American, Cuban, Puerto Rican: Hispanic Health and Nutrition Examination Survey, CDC, NCHS.
Updates for Mexican American: National Health and Nutrition Examination Survey, CDC, NCHS.

Baseline: IHS, OPEL.

Updates: National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Baseline: For ages 10—17, National Children and Youth Fitness Study |, OPHS, ODPHP.

1991-99 for grades 9—12: Youth Risk Behavior Survey, CDC, NCCDPHP.

Baseline and updates for ages 18 and over: National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

For students in grades 9—12: Youth Risk Behavior Survey, CDC, NCCDPHP.

For people 18—64: National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Baseline for grades 5—12: National Children and Youth Fitness Study |, OPHS, ODPHP.

Baseline for grades 1-4: National Children and Youth Fitness Study Il, OPHS, ODPHP.

Baseline and updates for grades 9—-12: Youth Risk Behavior Survey, CDC, NCCDPHP.

For students in middle/junior and senior high schools: School Health Policies and Programs Study, CDC, NCCDPHP.

Baseline for all students: Siedentop D. Developing Teaching Skills in Physical Education. Palo Alto, CA Mayfield. 1983.
Data for grades 9-12: Youth Risk Behavior Survey, CDC, NCCDPHP.

For physical education teachers: School Health Policies and Programs Study, CDC, NCCDPHP.

National Survey of Worksite Health Promotion Activities, OPHS, ODPHP.

1995 data: Business Responds to AIDS Benchmark Survey, CDC, NCHSTP.

1998-99 data: National Worksite Health Promotion Survey, Association for Worksite Health Promotion.

Baseline: McDonald BL and Cordell HK. Local Opportunities for Americans: Final Report of the Municipal and County Park and Recreation Study,
Alexandria, VA: National Recreation and Park Association. 1988.

Baseline: American College of Physicians Membership Survey of Prevention Practices in Adult Medicine.

1992 data: Primary Care Provider Surveys, OPHS, ODPHP.

1998 data: Prevention in Primary Care Study, American College of Preventive Medicine.

National Health Interview Survey, CDC, NCHS; National Nursing Home Survey, CDC, NCHS.

* Duplicate objective. See full text of objective following this table.



Physical Activity and
Fitness Objectives

1.1*: Reduce coronary heart disease
deaths to no more than 100 per 100,000
people.

Duplicate objectives: 2.1, 3.1, and 15.1

1.1a*: Reduce coronary heart
disease deaths among blacks to no
more than 115 per 100,000.

Duplicate objectives: 2.1a, 3.1a, and
15.1a

1.2*: Reduce overweight to a prevalence
of no more than 20 percent among
people aged 20 and older and no more
than 15 percent among adolescents aged
12-19.

Duplicate objectives: 2.3, 15.10, and
17.12

74

1.2a*: Reduce overweight to a
prevalence of no more than

25 percent among low-income
women aged 20 and older.

Duplicate objectives: 2.3a, 15.10a,
and 17.12a

1.2b*: Reduce overweight to a
prevalence of no more than

30 percent among black women
aged 20 and older.

Duplicate objectives: 2.3b, 15.10b,
and 17.12b

1.2c*: Reduce overweight to a
prevalence of no more than

25 percent among Hispanic women
aged 20 and older.

Duplicate objectives: 2.3c, 15.10c,
and 17.12¢c

1.2d*: Reduce overweight to a
prevalence of no more than

30 percent among American Indians
and Alaska Natives.

Duplicate objectives: 2.3d, 15.10d,
and 17.12d

1.2e*: Reduce overweight to a
prevalence of no more than

25 percent among people with
disabilities.

Duplicate objectives: 2.3e, 15.10e,
and 17.12e

1.2f*: Reduce overweight to a
prevalence of no more than

41 percent among women with high
blood pressure.

Healthy People 2000 Final Review

Duplicate objectives: 2.3f, 15.10f,
and 17.12f

1.2g*: Reduce overweight to a
prevalence of no more than

35 percent among men with high
blood pressure.

Duplicate objectives: 2.3g, 15.10g,
and 17.12¢g

1.2h*: Reduce overweight to a

and older who engage in vigorous
physical activity that promotes the
development and maintenance of
cardiorespiratory fitness 3 or more
days per week for 20 or more
minutes per occasion.

1.5: Reduce to no more than 15 percent
the proportion of people aged 6 and
older who engage in no leisure-time
physical activity.

prevalence of no more than
25 percent among Mexican-
American men.

Duplicate objectives: 2.3h, 15.10h,
and 17.12h

1.3*: Increase to at least 30 percent the
proportion of people aged 6 and older
who engage regularly, preferably daily,
in light to moderate physical activity for
at least 30 minutes per day.

Duplicate objectives: 15.11 and 17.13

1.3a*: Increase to at least

25 percent the proportion of
Hispanics aged 18 and older who
engage in light to moderate physical
activity for at least 30 minutes per
day 5 or more times per week.

Duplicate objectives: 15.11a and
17.13a

1.4: Increase to at least 20 percent the
proportion of people aged 18 and older
and to at least 75 percent the proportion
of children and adolescents aged 6—17
who engage in vigorous physical
activity that promotes the development
and maintenance of cardiorespiratory
fitness 3 or more days per week for 20
or more minutes per occasion.

1.5a: Reduce to no more than

22 percent the proportion of people
aged 65 and older who engage in
no leisure-time physical activity.

1.5b: Reduce to no more than
20 percent the proportion of people
with disabilities who engage in no
leisure-time physical activity.

1.5c: Reduce to no more than

17 percent the proportion of
lower-income people aged 18 and
older (annual family income less
than $20,000) who engage in no
leisure-time physical activity.

1.5d: Reduce to no more than

20 percent the proportion of blacks
aged 18 and older who engage in
no leisure-time physical activity.

1.5e: Reduce to no more than

25 percent the proportion of
Hispanics aged 18 and older who
engage in no leisure-time physical
activity.

1.5f: Reduce to no more than

21 percent the proportion of
American Indians/Alaska Natives
aged 18 and older who engage in
no leisure-time physical activity.

1.4a: Increase to at least 12 percent
the proportion of lower-income
people aged 18 and older (annual
family income less than $20,000)
who engage in vigorous physical
activity that promotes the
development and maintenance of
cardiorespiratory fitness 3 or more
days per week for 20 or more
minutes per occasion.

1.4b: Increase to at least 17 percent
the proportion of blacks aged 18
and older who engage in vigorous
physical activity that promotes the
development and maintenance of
cardiorespiratory fitness 3 or more
days per week for 20 or more
minutes per occasion.

1.4c: Increase to at least 17 percent
the proportion of Hispanics aged 18

1.6: Increase to at least 40 percent the
proportion of people aged 6 and older
who regularly perform physical
activities that enhance and maintain
muscular strength, muscular endurance,
and flexibility.

1.7*: Increase to at least 50 percent the
proportion of overweight people aged 12
and older who have adopted sound
dietary practices combined with regular
physical activity to attain an appropriate
body weight.

Duplicate objective: 2.7

1.7a*: Increase to at least

24 percent the proportion of
overweight Hispanic males aged 18
and older who have adopted sound
dietary practices combined with
regular physical activity to attain an
appropriate body weight.



Duplicate objective: 2.7a

1.7b*: Increase to at least

22 percent the proportion of
overweight Hispanic females aged
18 and older who have adopted
sound dietary practices combined
with regular physical activity to
attain an appropriate body weight.

Duplicate objective: 2.7b

1.8: Increase to at least 50 percent the
proportion of children and adolescents
in 1st—12th grade who participate in
daily school physical education.

1.9: Increase to at least 50 percent the
proportion of school physical education
class time that students spend being
physically active, preferably engaged in
lifetime physical activities.

1.10: Increase the proportion of
worksites offering employer-sponsored
physical activity and fitness programs as
follows:

2000 target

Worksites with— (percent)
50-99 employees 20
100-249 employees 35
250-749 employees 50
750 or more employees 80

1.11: Increase community availability
and accessibility of physical activity and
fitness facilities as follows:

Hiking, biking, and fitness trail miles: 1
per 10,000 people

Public swimming pools: 1 per 25,000
people

Acres of park and recreation open
space: 4 per 1,000 people (250 people
per managed acre)

1.12: Increase to at least 50 percent the
proportion of primary care providers
who routinely assess and counsel their
patients regarding the frequency,
duration, type, and intensity of each
patient’s physical activity practices.

1.13*: Reduce to no more than 90 per
1,000 people the proportion of all
people aged 65 and older who have
difficulty in performing two or more
personal care activities, thereby
preserving independence.

Duplicate objective: 17.3 and age-related
objective for people aged 65 and older

1.13a*: Reduce to no more than
325 per 1,000 people the proportion

of all people aged 85 and older who
have difficulty in performing two or
more personal care activities,
thereby preserving independence.

Duplicate objective: 17.3a

1.13b*: Reduce to no more than 98
per 1,000 people the proportion of
blacks aged 65 and older who have
difficulty in performing two or more
personal care activities, thereby
preserving independence.

Duplicate objective: 17.3b

*Duplicate objective.
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Priority Area 2
Nutrition

Background

Nutrition is essential for growth and
development, health, and well being.
Nutritional, or dietary, factors contribute
substantially to the burden of
preventable diseases and premature
deaths in the United States (1). Dietary
factors are associated with four of the
leading causes of death: coronary heart
disease, some types of cancer, stroke,
and type 2 diabetes (2). These health
conditions are estimated to cost society
more than $200 billion annually in
medical expenses and lost productivity
(3). Dietary factors also are associated
with osteoporosis, a condition that
affects more than 25 million persons in
the United States and is the major
underlying cause of bone fractures in
postmenopausal women and elderly
persons (4).

In general, excesses and imbalances
in some food components in the diet
have replaced once commonplace
nutrient deficiencies. The number of
overweight and obese persons has
increased substantially (5,6). Persons
who are overweight or obese are at
increased risk for high blood pressure,
type 2 diabetes, coronary heart disease,
stroke, gallbladder disease, osteoarthritis,
sleep apnea, respiratory problems, and
certain cancers. The total costs (medical
and lost productivity) attributable to
obesity alone amounted to $99 million
in 1995 (7). Overweight results when a
person eats more calories from food
(energy) than he or she expends, for
example, through physical activity.
Many factors influence this balance
between energy intake and output
including genetic, metabolic,
environmental, and cultural factors.

The relationship between nutrition
and health involves many dietary
components. A primary concern is that
many Americans consume too much
saturated fat, and too few vegetables,
fruits, and grain products that are high
in vitamins, minerals, carbohydrates
(starch and dietary fiber), and other
substances that are important to good
health. The Dietary Guidelines for
Americans also recommend that
consumers moderate their intake of total
fat, sodium, and sugars, while at the
same time obtain adequate amounts of
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other nutrients such as iron and calcium

(8).

Data Summary

Highlights

The available data suggest that the
majority of the 27 nutrition objectives
either met or moved toward their year
2000 targets. However, for some
objectives the progress was modest and
for others there was movement away
from the targets.

Throughout the 1990s, the Nation
made steady gains in reducing deaths
from coronary heart disease (2.1), stroke
(2.22), all types of cancer (2.2), and
colorectal cancer (2.23). The prevalence
of high blood cholesterol (2.25) among
people ages 20-74 years decreased to a
level that met its target. Growth
retardation among low-income children
ages 5 years and under (2.4) exceeded
its target, declining from 11 percent in
1987 to 8 percent in 1999. The percent
of elementary and secondary schools
offering low-fat choices for breakfast
and lunch increased considerably (2.17),
although, by the end of the decade, only
about one in five schools offered
lunches that met goals for total fat and
saturated fat content.

Other nutrition objectives also
showed improvement during the 1990s.
The average fat intake among people
ages 2 years and over declined and the
proportion of the population who
consumed no more than 30 percent of
calories from fat increased (2.5). The
availability of reduced-fat processed
foods increased to such an extent that
the 2000 target was surpassed early in
the decade (2.15). Informative nutrition
labeling (2.14) was found on more
processed foods, fresh produce, and
fresh seafood. Similar labeling of fresh
meat and poultry, however, decreased.

Modest gains were also apparent in
promoting consumption of fruits,
vegetables, and grains. The average
number of servings of vegetables and
fruits consumed by the population
increased as did the proportion of
people who consumed at least five
servings (2.6). For grain products, the
year 2000 target was exceeded for both
the average number of servings
consumed and for the proportion of the
population who consumed at least six
servings (2.6). Despite this progress, a
majority of Americans still did not
consume the minimum recommended

number of vegetable and fruit servings
by the mid-1990s, nor did their
vegetable and grain choices reflect
sufficient variety.

Other objectives moved away from
the year 2000 targets. The prevalence of
overweight (2.3) increased substantially
between 1976-80 and 1988-94.
Preliminary analysis of data from the
1999 National Health and Nutrition
Examination Survey (NHANES)
suggests a continued increase in the
prevalence of overweight and obesity.
Additionally, the proportion of
self-reported overweight males and
females who report using exercise and
diet to lose weight (2.7) decreased. Both
the incidence and prevalence of diabetes
(2.24) increased for the population as a
whole and among the special population
groups for which there are
data—American Indians/Alaska Natives,
Mexican Americans, and blacks.

Iron deficiency (2.10) increased in
females of childbearing age (20—44
years) between 197680 and 1988-94.
Further, no progress was observed in
reducing the prevalence of iron
deficiency among young children (1-4
years) overall, although the prevalence
did decline for low-income children. An
objective to increase the population’s
consumption of calcium-rich foods (2.8)
also moved away from its target—only
about 1 in 10 females ages 11-24 years
consumed the recommended number of
servings in the mid—1990s.

Summary of Progress

Of the 27 objectives that address
nutrition, 6 objectives (2.1, 2.2, 2.4,
2.15, 2.23, and 2.25) met or exceeded
their year 2000 targets. Thirteen
objectives (2.5, 2.6, 2.11-2.13,
2.16-2.20, 2.22, 2.26, and 2.27) moved
toward the year 2000 targets. For two
objectives (2.9 and 2.14), progress was
mixed among the multiple measures
used for tracking. Six objectives (2.3,
2.7, 2.8, 2.10, 2.21, and 2.24) moved
away from the targets. Although the
objective status for 2.10 remained at
baseline for young children, the overall
status showed movement away from the
target, because iron deficiency increased
in females of childbearing age. The
status of objective 2.21 (nutrition
assessment, counseling, and referral) is
based on a very small decline reported
by nurse practitioners only. See table 2
for the tracking data for the objectives
in this priority area and figure 2 for a
quantitative assessment of progress.



Figure 2. Final status of Nutrition objectives

B Moved away from target [ Moved toward target [l Met target

2.1 Coronary heart disease deaths
2.2 Gancer deaths

2.3 Overweight prevalence: 20-74 years

Male

Female

Adolescents 12-19 years

2.4 Growth retardation: Low income children <5 years
2.5 Total dietary fat: Average percent of calories
Met goal for fat

Saturated fat: Average percent of calories

Met goal for saturated fat

2.6 Average servings: Vegetables/fruits

Grain products

Met guidelines: Vegetables/fruits

Grain products

2.7 Weight loss practices: Overweight males
Overweight females

2.8 Calcium: Three servings daily, 11-24 years
Pregnant or lactating females

Two servings daily, 2-10 years

25 years and over

2.9 Salt intake: Rarely or never use at table
Regularly buy reduced salt products

2.10 Iron deficiency: 1-2 years

3-4 years

Female 20-44 years

2.11 Breastfeeding: Early postpartum

At 6 months

2.12 Baby bottle tooth decay preventive practices

109% —>
250% =>
<« 150%
<« 250%
<« 143%

300% —>
25%

43%

50%

52%
67%
550% —>

120% =
-40%
-60%

-17%
-32%

-4%
No|change

10%

-5%

-100

Chart continues onto next page — see notes at the end of the chart.

No|change
No|change
< 150%
62%
50%
I I I I I I I I
-80 60 -40 -20 0 20 40 60 80 100
Percent of target achieved
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Figure 2b. Final status of Nutrition objectives-Con.

M Moved away from target [ Moved toward target [l Met target

2.13 Use of food labels

2.14 Informative nutrition labeling: Processed foods

9%

Fresh produce

Fresh seafood

Fresh meat/poultry -52%

2.15 Availability of reduced-fat processed foods 125% =>
2.16 Low-fat, low-calorie restaurant food choices
2.17 School lunches: 30% or less calories from fat
10% or less calories from saturated fat

School breakfasts: 30% or less calories from fat
10% or less calories from saturated fat

2.18 Receipt of home-delivered meals

2.19 States requiring nutrition education

2.20 Worksite: Nutrition education 42%

Weight control 26%
2.22 Stroke deaths 51%
2.23 Colorectal cancer deaths 180% —>
2.24 Diabetes: Incidence -50%

Prevalence R Y47

2.25 High blood cholesterol prevalence: 20-74 years 114% —>
Male 140% =—>

Female 100%

2.26 Controlled high blood pressure

2.27 Mean serum cholesterol level: 20-74 years 77%
Male

Female

82%

73%
l l l l l l l l
-100 -80 -60 -40 -20 0 20 40 60 80 100

Percent of target achieved

*This objective has moved away from its target. A progress quotient could not be calculated.
NOTE: Complete tracking data are shown in table 2. Progress quotients are not calculated for objective 2.21.
See the section on Measuring Progress Toward the Healthy People 2000 Targets in the Appendix for more information.
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Discussion

Potential factors influencing the
decline in deaths from heart disease and
stroke include the decline in the percent
of persons with high blood cholesterol,
and the increases in the proportion of
people with controlled high blood
pressure. Dietary factors and a number
of other factors including medical
treatment may have also influenced the
decline in these death rates.

Legislative and regulatory initiatives
also played a role in achieving progress
on some of the nutrition objectives. For
example, as a result of the passage of
the Nutrition Labeling and Education
Act of 1990 and the introduction of a
new food label in 1993, nutrition
information now appears on most
processed packaged foods, along with
credible health and nutrient content
claims and standardized serving sizes.
Further, at the start of the decade,
almost no retail food stores voluntarily
provided nutrition labeling for raw
produce and raw seafood, whereas the
available data suggest that the majority
do so now. While these efforts have
increased the availability of nutrition
information and healthful foods sold in
supermarkets, a significant challenge
remains on these fronts for
away-from-home foods purchased at
fast-food outlets, restaurants, cafeterias,
and other food service outlets.

Public-private sector partnerships
such as the 5-A-Day for Better Health
Program and the Dietary Guidelines
Alliance have also been instrumental in
achieving progress on the nutrition
objectives. However, despite many
efforts directed at healthful eating, the
prevalence of people who are
overweight has increased considerably,
which also affects the rising incidence
and prevalence of diabetes. Generous
portion sizes combined with limited
nutrition information for many foods
purchased away from home may be
partly responsible. Other factors, such as
the sedentary lifestyle of many people in
the United States, also likely influence
this alarming trend.

Transition to Healthy People
2010

The Healthy People 2000 nutrition
chapter has been renamed in Healthy
People 2010 to “Nutrition and
Overweight,” providing for an increased

focus on the achievement and
maintenance of healthy weight (9).
Overweight and obesity is the topic of
one of the 10 Leading Health Indicators
(LHIs), which Healthy People 2010
introduces to serve as a barometer of the
Nation’s health. Two objectives from the
Nutrition and Overweight focus
area—the proportion of children and
adolescents who are overweight or
obese and the proportion of adults who
are obese—are used to measure this
LHI. With the Healthy People 2010
initiative, the prevalence of overweight
among children will be tracked for the
first time. Body Mass Index (BMI) cut
points that will be used in Healthy
People 2010 to monitor prevalence of
overweight and obesity have been
changed to be consistent with recent
national and international
recommendations.

The Healthy People 2010 chapter
contains a section that lists objectives in
other chapters that are related to the
topics of nutrition and overweight.
Objectives that address coronary heart
disease, stroke, cancer, and diabetes, for
example, appear in the chapters for
Heart Disease and Stroke, Cancer, and
Diabetes, respectively.

Other modifications have been
made for consistency with the fifth
edition of the Dietary Guidelines for
Americans (8). For example, Healthy
People 2010 has set separate targets for
fruits, vegetables and grains and placed
increased emphasis on the quality of
vegetables and grains consumed. In
Healthy People 2010, there is a shift
from estimating intake of calcium-rich
foods (in the form of milk products) to
estimating total calcium intake from all
sources (including foods, dietary
supplements, and antacids). There is
also a shift from assessing salt use to
estimating total sodium intake from a
variety of sources (including foods,
dietary supplements, tap water, and salt
use at table). The iron deficiency and
anemia objectives have been expanded
to cover all pregnant women in addition
to other vulnerable groups such as
women of childbearing age and young
children.

A Healthy People 2010
developmental objective focuses on food
actually eaten at school, recognizing
increasing options available to children.
School nutrition education is addressed
along with broader school health
education issues in the chapter on
educational and community-based

programs. Healthy People 2010 also has
two objectives that aim to promote
nutrition education and weight
management initiatives at the worksite
and nutrition counseling in the health
care setting.

Additionally, disparities in health
status and risk factors for diet-related
disease are key themes of the Healthy
People 2010 Nutrition and Overweight
chapter. These are evident in many
segments of the population based on
gender, age, race and ethnicity, and
income. For example, overweight and
obesity are observed in all population
groups, but obesity is particularly
common among Hispanic and African
American women.

Several of the Healthy People 2000
objectives were dropped because they
were achieved, were considered to be
strategies for achieving other objectives,
or had unreliable data sources. These
objectives include weight loss practices,
baby bottle tooth decay, use of food
labels, nutrition labeling, restaurant/food
service choices, and availability of low-
or reduced-fat foods.

Finally, Healthy People 2010 has a
new objective aimed at increasing food
security among U.S. households. This
objective is a result of both increased
recognition of the problem of food
insecurity in the United States, and an
improved ability to measure it.

Appendix table III, a crosswalk
between Healthy People 2000 and
Healthy People 2010 objectives,
summarizes the changes between the
two decades of objectives, reflecting
new knowledge and direction for this
area.

Data Issues

Definitions

The death rates for coronary heart
disease (2.1), stroke (2.22), cancer (2.2),
and colorectal cancer (2.23) are age
adjusted to the 1940 U.S. population
(see Appendix for more information on
age-adjusted rates). The National Cancer
Institute age adjusts cancer deaths to the
1970 U.S. population. When the 1970
standard population is used, the
equivalent baseline, interim, and target
rates are all somewhat higher than those
generated using the 1940 population, but
the trends are very similar.

Coronary heart disease deaths (2.1)
are defined by ICD-9 codes 402,
410-414, and 429.2. These codes are
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different from the codes used to define
the category “Diseases of heart,” which
often appears in published tables (see
Appendix and Appendix table II).

Overweight (2.3) for adults is
defined as a BMI at or above the
sex-specific 85th percentile of the
1976-80 National Health and Nutrition
Examination Survey (NHANES II)
reference population 20-29 years of age.
For adolescents, overweight is the sex-
and age-specific 85th percentile from
NHANES II. The cut points used to
define overweight approximate the
120 percent of desirable body weight
definition used in the 1990 objectives.
BMI cutoff points for adults are 27.8
kilograms per meter squared for males,
and 27.3 kilograms per meter squared
for females. Current international
research has indicated that a lower BMI
of 25 kilograms per meter squared may
be more clinically relevant to increased
risk of cardiovascular disease in adults
(5,6), and Healthy People 2010 defines
the upper limit of the healthy weight
range for adults as a BMI of less than
25. For adolescents, overweight and
obesity is defined as a BMI equal to or
greater than 23.0 for males 12—14 years,
24.3 for males 15-17 years, 25.8 for
males 18-19 years, 23.4 for females
12—14 years, 24.8 for females 15-17
years, and 25.7 for females 18-19 years.
Healthy People 2010 uses a BMI at or
above the gender- and age-specific 95th
percentile of BMI from the CDC growth
charts for children and adolescents (10).

Growth retardation for objective 2.4
is defined as height-for-age below the
fifth percentile of children in the
National Center for Health Statistics’
reference population derived from the
1971-74 National Health and Nutrition
Examination Survey (NHANES I).

Estimates for objective 2.6 (fruit,
vegetable, and grain intakes) exclude
fruits and vegetables eaten as part of
potato chips, condiments, fruit-flavored
candies, jellies, and jams.

Updates for iron deficiency (2.10)
from the 1988-94 NHANES III data
were made as comparable as possible to
the 1976-80 NHANES II estimates to
allow for trend comparisons. Three
methods are used to determine iron
deficiency: mean corpuscular volume
(MCV), erythrocyte protoporphyrin, and
transferrin saturation. Iron deficiency is
defined as having abnormal results for
two or more methods. In 1988-94,
MCYV cutoff points were raised by one
unit to account for differences in MCV
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values of the reference population at or
below the median between NHANES II
and NHANES III and known differences
in hematocrit measurements
(centrifugation in NHANES II versus
electronic measurements in NHANES
IIT) and possible methods differences in
red blood cell counts (both surveys used
electronic measurements but NHANES
IIT data showed counts that appeared
lower). Anemia is used as an index of
iron deficiency. Anemia among Alaska
Native children was defined as
hemoglobin less than 11 gm/dL or
hematocrit less than 34 percent. For
pregnant women in the third trimester,
anemia was defined according to CDC
criteria.

For objective 2.11, the definition
used for breastfeeding includes
exclusive use of human milk or the use
of human milk with a supplemental
bottle of formula or cow’s milk.

Objective 2.12 addresses feeding
practices that prevent baby bottle tooth
decay. The measure used to establish a
baseline for this objective for the total
population, caregivers with less than a
high school education (2.12a), blacks
(2.12c), and Hispanics (2.12d) is for
children 6-23 months old. For this
objective, feeding practices to prevent
baby bottle tooth decay include child no
longer using a bottle, never used a
bottle, or if the child is still using a
bottle, that no bottle was given at
bedtime (excluding bottles with plain
water) during the past 2 weeks.

Objective 2.14, which targets
nutrition labeling of food products; and
labeling of fresh produce, fish, and meat
and poultry, is measured by the
percentage of retail food stores that
provide nutrition labeling. In 1990, the
Nutrition Labeling and Education Act
mandated the periodic assessment of
actions taken by food retailers to
provide consumers with nutrition
information for raw agricultural
commodities and raw fish, in particular
to determine whether food retailers
could achieve and maintain substantial
compliance with guidelines for a
voluntary nutrition labeling program.
Guidelines for the nutrition labeling of
these raw foods were issued in
November 1991. A baseline survey
conducted in August and September
1991, before the guidelines were issued,
determined that virtually no food
retailers provided complete nutrition
labeling for these foods. Baseline
estimates for objective 2.14 published

elsewhere (11,12) for fresh produce and
fresh seafood have been revised based
on this survey and a reinterpretation of
the available data. The first followup
survey to assess compliance with the
final rule was conducted in November
and December 1992. The dramatic
increase from 1991 to 1992 in the
percentage of retail food stores
providing nutrition labeling information
for raw produce and for raw fish
represents a highly significant response
to both the Nutrition Labeling and
Education Act and the Food and Drug
Administration’s implementation of
regulations.

High blood cholesterol (2.25) is
defined as serum cholesterol levels of at
least 240 mg/dL (13).

Objective 2.26 addresses the
proportion of people with hypertension
whose blood pressure is under control.
High blood pressure is defined as blood
pressure greater than or equal to 140
mm Hg systolic and/or 90 mm Hg
diastolic and/or taking antihypertensive
medication. The estimates used to track
this objective define control as
maintaining a blood pressure less than
140 mm Hg systolic and 90 mm Hg
diastolic through the use of
antihypertensive medication only and do
not include other nonpharmacologic
treatments such as weight loss, low
sodium diets, and restriction of alcohol.

Data Sources

Growth retardation among
low-income children (2.4) and
breastfeeding among American
Indian/Alaska Native mothers (2.11d)
are tracked by the Pediatric Nutrition
Surveillance System (PedNSS). The
number of participating States and
Indian tribes has varied from year to
year. The fluctuations in the scope of
surveillance could affect the
comparability of estimates.

Data for 2.11 and 2.11a-c are from
the Ross Mothers’ Survey (RMS)
conducted by Abbot Laboratories. The
RMS is an ongoing survey that is
periodically mailed to a probability
sample of new mothers selected from a
list of names that represents
approximately 80 percent of all national
births. Mothers are asked to recall the
type of milk their baby was fed in the
hospital and in each subsequent month
up to the month of the survey. Mothers
are considered to be breastfeeding if
they used either human milk exclusively
or human milk in combination with a



supplemental bottled formula or cow’s
milk.

In 1988-96, the questionnaires were
mailed to mothers at the time their
babies were 6 months old. In 1997 the
methodology changed and
questionnaires were mailed to a larger
sample of mothers with babies 1-12
months of age. Therefore, although the
overall sample grew to approximately
double the pre—1997 size, the number in
the sample for each month (including 6
months) became considerably smaller
than that of previous years. This change
affects the stability of the 6-month
figures used to monitor this objective.
Also beginning with data year 1997, the
RMS no longer collects information on
family income. Information on
education of the mother is available
from the survey to measure
socioeconomic status.

The data on inquiry about diet and
nutrition for objective 2.21 are from the
Primary Care Provider Surveys (PCPS),
which were drawn from a random
stratified sample of members of the
American College of Physicians from
four geographic regions. Provider groups
sampled included internists,
pediatricians, nurse practitioners,
obstetricians/gynecologists, and family
physicians. In 1992 response rates
varied from 50 to 80 percent across
these groups. The data on formulation of
a diet and nutrition plan represent the
proportion of providers who routinely
delivered these services to
81-100 percent of their clients who
needed a plan.

The Prevention in Primary Care
Study (PPCS) was conducted in
1997-98 to update data from the PCPS.
The design and items included in the
1997-98 study were similar to the
PCPS, but a slightly different sampling
frame was used and some items
included in the 1992 surveys were not
included in the PPCS. The professionals
were sampled from listings of all
licensed, active practitioners in the
United States whose practices were at
least 50 percent primary care. Because
of low response rates from the other
provider groups, updates are available
only for nurse practitioners.

Data for diabetes prevalence (2.24
and 2.24e) were tracked using the
National Health Interview Survey
(NHIS). Because of the NHIS redesign
implemented in 1997, data collected in
1996 and earlier are not comparable
with data from the redesigned NHIS

(see Appendix). American Indian or
Alaska Native data for 1996 for
objective 2.24a are from the Indian
Health Service (IHS) Patient
Comprehensive Care file. The file
excludes data from 25 (representing
11 percent of the population served by
IHS) of the 166 THS service units
because data were incomplete.

Data Comparability

Overweight (2.3) was tracked with
two data sources. The primary data
source is NHANES, which provided
baselines and the 1988-94 updates for
most of the overweight objectives and
subobjectives; these data are derived
from measured height and weight. The
second data source is NHIS. This survey
provides interim estimates shown in an
earlier publication (14), updates for
Hispanic females and American
Indians/Alaska Natives, and all data for
people with disabilities. NHIS estimates
are based on self-reported heights and
weights and are not comparable with the
measured data from NHANES:
prevalence estimates of overweight from
self-reported height and weight tend to
be lower than estimates from measured
height and weight. Trends from the
NHIS self-report measures, like those
from NHANES, show a steady increase
in prevalence of overweight; this
increase, however, differs in magnitude
from that observed in the data derived
from measured height and weight.

For the use of food labels by adults
(2.13) the 1988 baseline data, and 1990,
1994, and 1995 updates are from the
Food and Drug Administration’s Health
and Diet Survey. After being given a
description of food labels, respondents
were asked if they read food labels. The
1991, 1993, 1995, and 1998 updates are
from the NHIS, which asked
respondents how often they read food
labels for calories, fat, and/or cholesterol
content. Respondents answering
“always,” ‘““often,” or ‘‘sometimes”
were considered to be making nutritious
food selections using the food labels.

The 1985 and 1992 data for
objective 2.20 are from the National
Survey of Worksite Health Promotion
Activities, which were telephone surveys
of nongovernment worksites. Worksites
were sampled because different
worksites within the same company
could have different sets of health
promotion activities. Both active (for
example, classes) and passive methods
were included as worksite health

promotion activities. The 1995 update is
from the CDC-sponsored Worksite
Benchmark Survey, which used a
methodology very similar to the 1992
survey, but did not include passive
methods (for example, brochures) of
health promotion (15,16). The 1998-99
data are from the National Worksite
Health Promotion Survey, which
randomly sampled nongovernmental
worksites of 50 or more employees in a
particular geographic location. This
telephone survey included questions
regarding the offering of
nutrition/cholesterol education or weight
management programs for employees at
the workplace or through health plans
(17). The 1998-99 data are not
comparable to the data that were
collected earlier, although similar
questions were asked.

Proxy Data

Objective 2.7 is to increase to at
least 50 percent the proportion of
overweight people who use sound
dietary practices combined with regular
physical activity to attain appropriate
body weight. Respondents who reported
they were overweight and were
currently trying to lose weight or control
their weight by eating fewer calories
and exercising more were included in
the numerator for this objective,
although an assessment of the quality of
dietary practices has not yet been
integrated with a measure of regular
physical activity. The 1985 and 1990
questionnaires asked respondents
specifically if they were eating fewer
calories to lose weight and if they were
increasing their physical activity to lose
weight. In 1991, 1993, 1995, and 1998,
eating fewer calories and exercising
more were among a list of 10 possible
methods of losing weight in response to
the question, ““Are you currently doing
any of these things to control your
weight?”” Respondents were asked this
question if they reported they were
trying to lose weight or stay about the
same.
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Table 2. Nutrition objectives

Final Baseline Target
status Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
- 2.1* Coronary heart disease deaths (age adjusted
per 100,000). . . ... ... 1987 135 122 118 114 114 110 108 105 100 97 --- 100
a. Black ... 1987 168 158 156 151 154 147 147 140 136 133 --- 115
- 2.2* Cancer deaths (age adjusted per 100,000) ......... 1987 134 135 135 133 133 132 130 128 126 124 --- 130
a. Black ... 1990 182 179 178 177 174 172 168 165 161 --- 175
- 2.3* Overweight prevalence (based on measured height
and weight unless otherwise indicated)
AdUItS 2074 YEAIS . ..ot 1976-80 26%  --- s eee--- 1235% 0 --- - --- - --- 20%
Male . ... 1976-80 24%  --- --- --- --- 1234% T --- .- == 20%
Female .. ... ... ... . . 1976-80 27%  --- --- --- --- 1237% .- - --- .- o= 20%
Adolescents 1249 years . ........... ... ........ 1976-80 15%  --- --- --- --- 124% .- --- --- .- --- 15%
a. Low-income female 2074 years............... 1976-80 37% --- 347% --- --- --- N --- .- === 25%
b. Black female 2074 years.................... 1976-80 44%  --- --- --- --- 1252% .- - --- ---  --- 30%
c. Hispanic female 2074 years ................. .- --- 25%
Hispanic female 20 years and over* . ... ... ... . --- 33% 32% 32% 33% 32% 35% --- %44% %46% ---
Mexican American female 2074 years .. ...... 1982-84 39% --- --- --- --- 1250% N --- T
Cuban female 2074 years .. ............... 1982-84 34%  ---
Puerto Rican female 2074 years ............ 1982-84 37%  --- --- --- --- --- .- --- --- N S
d. American Indian/Alaska Native 20 years and over. . 1984-88 2975% ---  “40% *36% “48% “34% “%43% --- ©%6% ©%5% --- 30%
e. People with disabilities 20 years and over*. ... ... 1985 36% --- 38% 37% 38% 38% 40% --- --- .- === 25%
f.  Females with high blood pressure 2074 years ... 1976-80 50% --- --- --- --- --- .- - --- .- --- A%
g. Males with high blood pressure 2074 years . . . . .. 1976-80 39%  --- --- --- --- --- e --- --- --- 35%
h. Mexican American male 2074 years ........... 1982-84 30% --- --- --- --- 1237% N --- .- === 25%
- 2.4  Growth retardation among low-income children
SByearsandunder. . ............ . 1988 1% 9% 9% 8% 8% 8% 8% 8% 8% 8% 8% 10%
a. Low-income black children under 1 year......... 1988 15% 15% 15% 15% 16% 16% 15% 15% 15% 15% 15% 10%
b. Low-income Hispanic children under 1 year . ..... 1988 13% 9% 8% 8% 7% 7% 7% 7% 7% 7% 7% 10%
c. Low-income Hispanic children 1 year ........... 1988 16% 12% 1% 9% 9% 8% 8% 8% 8% 8% 8% 10%
d. Low-income Asian/Pacific Islander children 1 year. . 1988 14% 14% 13% 12% 1% 1% 12% 1% 1% 1% 10% 10%
e. Low-income Asian/Pacific Islander children 24
YEAIS . o it e 1988 16% 14% 12% 11% 10% 10% 10% 9% 8% 8% 7% 10%
|:| 2.5* Dietary fat intake among people 2 years and over®
National Health and Nutrition Examination Survey
Average percent of calories from total fat. . .. ... ... 1976-80 636%  --- --- --- --- 134% .- --- --- ---  --- 30%
Average percent of calories from saturated fat. . . ... 1976-80 613%  --- --- --- --- M2% e --- .- - 10%
Percent who met goal forfat . .................. 1988-94 $27% .- =-- --- ---  --- 50%
Percent who met goal for saturated fat ........... 1988-94 $29% N --- ---  --- 50%
Continuing Survey of Food Intakes by Individuals
Average percent of calories from total fat. . .. ... ... 1989-91 34% --- --- 33% 33% 33% --- .- --- 30%
Average percent of calories from saturated fat. .. ... 1989-91 12% --- --- 1% 1% 1% --- .- - 10%
Percent who met goal forfat. . ................. 1989-91 22% --- --- 32% 33% 34% --- ---  --- 50%
Percent who met goal for saturated fat ... ........ 1989-91 21% --- --- 34% 35% 36% --- ---  --- 50%

See footnotes and key at end of table.
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Table 2. Nutrition objectives—Con.

Final Baseline Target
status Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
] 26* Average daily intake of vegetables, fruits, and
grain products among people 2 years and over®
Average number of servings
Vegetables and fruits. . . . .............. ... .... 1989-91 4.1 --- --- 4.6 47 47  --- --- -- 5.0
Grainproducts. . . ........ .. ... 1989-91 5.8 --- --- 6.7 68 69 --- --- -- 6.0
Proportion who met Dietary Guidelines goal
Vegetables and fruits. . . . ..................... 1989-91 29% --- ---  36% 37% 35% --- --- -- 50%
Grainproducts. . .. ... . 1989-91 40% --- ---  50% 53% 52%  --- --- --  50%
- 2.7 Sound weight loss practices among overweight
people 12 yearsandover..................... ---  50%
Overweight male 18 yearsandover . .............. 1985 25% 22% 19% .- 17% --- 15% ---  --- 15% ---  50%
Overweight female 18 years and over. .. ........... 1985 30% 29% 22% --- 19% --- 19% ---  --- 18% ---  50%
a. Overweight Hispanic male 18 years and over . . . .. 1991 15% --- 1% --- 13% ---  --- 12% --- 24%
b. Overweight Hispanic female 18 years and over. . . . 1991 13% --- 16% --- 16% --- --- 12% --- 22%
- 2.8 Foods rich in calcium (percent who consume)®
Average of 3 or more servings daily
People 1124 years . ............ ... .. ........ 1989-91 20% --- --- 17% 16% 15%  --- --- -- 50%
Pregnant and lactating females” ................ 1989-91 22% --- --- 20% 17% 13%  --- --- --  50%
Average of 2 or more servings daily®
Children240years ...............coiuno... 1989-91 48% --- --- 42% 1% 47%  --- --- -- 75%
People 25 yearsandover . .................... 1989-91 21% --- ---  20% 20% 21%  --- --- -- 50%
Proportion who met average daily goal
a. Female1124years ........................ 1989-91 13% --- --- 1% 10% 8% --- --- -- 50%
|:| 2.9 Salt and sodium intake (18 years and over)
Prepare foods without adding salt. . ............... 1989-90 43% --- --- --- --- e --- -- 65%
Rarely or never use saltattable.................. 1989-91 60% --- ---  56% 58% 62%  --- --- -- 80%
Regularly purchase foods with reduced salt
and sodiumcontent. . . ... ... . 1988 20% 19% ---  --- --- 40%
Il 210 Iron deficiency prevalence
Children14years ............ ... ... ... ..... --- 6% 3%
Children 12 years ............. ... 1976-80 9% --- 9% 3%
Children 34 years ..............coiiiuiin.n. 1976-80 4% --- 4% 3%
Females of childbearing age (2044 years) ........ 1976-80 5% e --- --- 8% N --- --- 3%
a. Low-income children12vyears................ 1976-80 21% .- - --- --- M3% L --- --- 10%
b. Low-income children34 years................ 1976-80 10% EEE R --- --- 6% L --- --- 5%
c. Low-income female 2044 years ............... 1976-80 8% e --- --- M2% e --- --- 4%
Anemia prevalence
d. Alaska Native children 1-5years .............. 198385 2228%  938% 932% 931% 929% 927% %27% --- --- .- --- 10%
e. Black, low-income pregnant females
1544 years (third trimester) ................. 1988 1% 4% 42% 43% 44% 43% 45% 46% 44% 44% .- 20%

See footnotes and key at end of table.
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Table 2. Nutrition objectives—Con.

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
] 211* Breastfeeding
During early postpartum period™ . ................ 1988 54% 52% 53% 54% 56% 57% 60% 59% 62% 64% 67% 75%
a. Low-income mothers. .. .......... .. ... .. .... 1988 $34% 35% 33% 35% 38% 40% 42% 42% 46% 47% 49%  75%
b. Black mothers. . .......... ... .. ... .. ...... 1988 25% 23% 26% 28% 31% 33% 37% 37% 41% 45% 50%  75%
c. Hispanicmothers .......................... 1988 51% 48% 52% 52% 56% 58% 61% 61% 64% 66% 69%  75%
d. American Indian/Alaska Native mothers . ........ 1988 47% 47% 46% 53% 51% 44%  52% 54% 56% 57% 62% 75%
Atage6months. ......... ... .. ... ... 1988 $20% 18% 18% 19% 19% 20% 22% 22% 26% 29% 31%  50%
a. Low-incomemothers........................ 1988 9% 8% 8% 9% 10% 10% 1% 12% 20% 21% 20%  50%
b. Blackmothers. .. ... ... ... ... .. .. .. ... 1988 7% 6% 7% 8% 9% 10% 1% 11% 15% 19% 20%  50%
c. Hispanicmothers . ........... ... .. ... .. .... 1988 $14% 13% 15% 16% 16% 18% 20% 20% 25% 28% 29%  50%
d. American Indian/Alaska Native mothers ......... 1988 28% 27% 22% 24% 28% 24% 24% 24% 25% 26% 27% 50%
] 212" Baby bottle tooth decay
Parents and caregivers who use preventive feeding
PracCtiCeS . . . v v it et 1991 55% --- --- --- S -- "65% ---  75%
a. Parents and caregivers with less than high school
education. . . ... .. 1991 36% --- --- --- S --- 138% ---  65%
b. American Indian/Alaska Native parents and
CarBQIVEIS .« o o vt e et 1985-89 74%  --- --- M2 .. 65%
c. Black parents and caregivers ................. 1991 48% .- - T --- "57% ---  65%
d. Hispanic parents and caregivers. . ............. 1991 39% . - T --- M46% ---  65%
|:| 2.13 Use of food labels among people 18 years and
[ Y 1988 74% 76% --- --- --- 74% 75%  --- --- .- .- 85%
Read food labels for calories, fat, and/or cholesterol
content . .. ... .- --- 64% ---  66% --- 66% --- --- 61% ---
|:| 2.14 Informative nutrition labeling
Processed foods. . ........ ... ... . ... 1988 60% --- 66% ---  76% --- 96% --- 97% ---  --- 100%
Freshproduce ........ ... ... ... .. . ... ... ... ... 1991 SLess 76% --- 75% --- 73% --- .- - 90%
than 1%
Fresh seafood. . ....... ... ... ... ... ........... 1991 $0% 73% --- 75% --- 71% --- .- =-- 90%
Fresh meat/poultry .. ........ ... .. ... .. ... .... 1995 $67% 58% --- --- 55%  90%
Carry-away foods . .. .......... .. .. --- 40%
- 2.15 Availability of reduced-fat processed foods ....... 1986 2500 --- 5618 --- --- --- .- --- --- ---  --- 5,000
I:I 2.16 Low-fat, low-calorie restaurant food choices
Proportion of large chain restaurants offering at least
one low-fat, low-calorieitem .. .................. 1989 70% 75% --- --- --- --- --- --- --- --- --- 90%
|:| 2.17 Nutritious school and child care food services. . ... .- --- --- --- --- --- .- =-- --- .- --- 90%
Schools offering lunches with an average of:
30% or less of calories from total fat . .. .......... 1992 1% --- --- --- --- --- --- 20%
Less than 10% of calories from saturated fat. ... ... 1992 Less --- --- --- --- --- ---  15%
than 1%

See footnotes and key at end of table.
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Table 2. Nutrition objectives—Con.

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
Schools offering breakfasts in USDA program with an
average of:
30% or less of calories from total fat . . . .......... 1992 44% --- --- “.e e-- --- --- 78%
Less than 10% of calories from saturated fat....... 1992 4% --- --- .- =-- --- --- 58%
Schools with initiatives to reduce fat
Drained browned meat prior to serving . .......... e --- --- --- 94% EEE I --- - ---
Spooned solid fat from chilled meat. . ............ 79%
Did not provide butter or margarine . . . ........... 31%
|:| 2.18 Receipt of home-delivered meals for people 65
years and overinneed. ...................... 1991 $48% ---  48% --- 50% --- --- 55%  --- 80%
|:| 2.19 Nutrition education inschools. ... .............. .- === T75%
Proportion of States requiring nutrition education. . . . .. 1990 60% --- --- --- 69% e --- .- ---
Nutrition education in at least one class:
Middle/junior high schools . . . .................. 83%
Senior highschools. . ........ ... . ... ....... 85%
|:| 2.20 Worksite nutrition/weight management programs
Nutrition education . . ...... ... ... ... .. .. . ... ... 1985 17%  --- --- 31% --- --- EEE --- --- --- 50%
Weightcontrol. . . ....... ... ... .. ... 1985 15%  --- ---  24% --- --- EEE T --- === --- 50%
Nutrition education and/or weight control. ... ........ - - --- 37% --- --- .- =-- --- ---  --- 50%
Nutrition or cholesterol group classes, workshops, or
lectures. . ... --- 17% --- 18%  --- 1323%  50%
Weight management group classes, workshops, or
[ECIUIES. « v o ettt seeeee --- AB% --- - 14% --- 315%  50%
- 2.21 Nutrition assessment, counseling, and referral by
clinicians. . .......... ... ... .. . . .. ... 1988 4050%  --- --- --- T5%
Percent of clinicians routinely providing service to
81100 percent of patients
Inquiry about diet/nutrition
Pediatricians . . . .. ... ... --- 53% --- 145 ---  75%
Nurse practitioners . .............. ... ........ .- - ---  46% --- --- e --- 1%43% --- 75%
Obstetricians/gynecologists . .. ... .............. .- eee --- 15% - . e e --- 1418 --- 75%
Internists . . .. ... ---  36% --- 1418 ---  75%
Family physicians . ........ ... ... ... ... ... ... --- 19% --- 1418 ---  75%
Formulation of a diet/nutrition plan
Pediatricians . . . .. ... ... --- 31% —e- WS . 75%
Nurse practitioners .. ............ ... ......... --- 31% --- 1431%  --- 75%
Obstetricians/gynecologists . . . ................. .. eee eee 19% - . e - T (VA
Internists . . .. ... ---  33% —ee WS Lo 7%
Family physicians . .......... ... ... ... ..., --- 24% S-S . 75%
|:| 2.22* Stroke deaths (age adjusted per 100,000) . ......... 1987 304 277 26.8 262 265 26.5 26.7 264 25.9 25.1 --- 200
a. Black ... 1987 525 48.4 46.8 450 450 454 450 44.2 425 414  --- 27.0

See footnotes and key at end of table.



mainay [euld 000z o1doad AuyesH

/8

Table 2. Nutrition objectives—Con.

Final Baseline Target
status Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
Il 223" Colorectal cancer deaths (age adjusted
per 100,000) . . .. ..o i 1987 14.7 138 135 132 131 13.0 128 123 121 12.0 --- 1382
a. Black ... 1990 18.1 175 173 176 17.3 174 16.9 16.9 16.8 --- 165
- 2.24* Diabetes incidence and prevalence
Total population (per 1,000)
Incidence of diabetes. . ....................... 1986-88 2.9 26 1725 1824 1928 2031 2134 2231 --. --- --- 2.5
Prevalence of diabetes . ...................... 1986-88 28 1626 1727 1828 1930 2030 2131 2231 38 39 --- 25
Prevalence of diabetes (per 1,000)
a. American Indian/Alaska Native 15 years and
over in Indian Health Service areas .. ......... 1987 69 N --- --- --- --- 290 --- --- --- 62
b. Puerto Rican 2074 vyears ................... 198284 55 --- --- --- --- --- --- EEE R --- --- 49
c. Mexican American 2074 years ............... 198284 54 S EE T --- --- 66 --- e --- --- 49
d. Cuban American 2074 years . ................ 198284 36 32
e. Black (allages). . .........coiiiiia.. 1986-88 36 636 1736 836 1938 2040 2742 2244 *#55 51 --- 32
Il 225" High blood cholesterol prevalence
People 2074 years . ..........ii i 197680 27% .- --- --- --- M9% --- .- --- --- --- 20%
Male 2074 years . . ... 197680 25% --- 8% --- 20%
Female 2074 years .. ... 197680 29% - - --- --- 120% --- - - --- --- 20%
- 2.26* Controlled high blood pressure
People with high blood pressure 1874 years ........ 197680 11% --- --- --- .- 123% --- .- --- --- --- 50%
a. Males with high blood pressure 1874 years . . . . .. 197680 6% .- --- --- - M7% --- N --- .- 40%
b. Mexican Americans with high blood pressure
1874 years . ... 198894 $14% --- e --- ---  50%
c. Females with high blood pressure 70 years
and OVer . ... 198894 $19% --- - - --- ---  50%
- 2.27* Mean serum cholesterol level (mg/dL)
People 2074 years . ......... ...t 197680 213 --- 1203 200
Male 2074 years . . ... 197680 211 --- 1202 200
Female 2074 years ... ....... ..o, 1976-80 215 --- 1204 200

- - - Data not available.

... Category not applicable.
SBaseline has been revised.

2Data are for people 20 years and over.

31988-91 data.

“Estimate derived from self-reported height and weight.
SEstimates are from 1-, 2-, or 3-day dietary data.

®For people 2-74 years.

“Estimate may be unreliable because of small cell size and/or large coefficients of variation.
8Excluding pregnant/lactating females and breastfed children.
SLow-income children 1-4 years.

1°Breastfed in hospital.

""Data are for children under 2 years. Baseline data are for children 6-23 months.
2Data are unreliable. Relative standard error is greater than 30%.
31998-99 data. Worksite location only.

Final objective status:

- Met - Toward - Mixed/ no change

*The NHIS was redesigned in 1997. Data may not be comparable with previous years; see Appendix.
'1988-94 data.

I:I Cannot assess
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41997-98 data.

"®Response rate for this group was too low to produce reliable estimates.

61988-90 data.
71989-91 data.
81990-92 data.
191991-93 data.
201992-94 data.
211993-95 data.
221994-96 data.

NOTE: Data include revisions and, therefore, may differ from data previously published.

Objective number

Data source

2.1*, 2.1a

2.2*, 2.2a
2.3%,23a,b,f, g
2.3c, h

2.3d

2.3e
2.4, 2.4a-e
2.5*

2.6"
2.7%,2.7a,b
2.8, 2.8a
2.9

2.10, 2.10a-c
2.10d

2.10e

211* 2.11a<€
2.11d
2.12*,212a, ¢, d
2.12b

2.13
2.14
2.15

2.16
2.17

National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

National Health and Nutrition Examination Survey, CDC, NCHS.
Data for Hispanic: National Health Interview Survey, CDC, NCHS.

Baselines for Mexican American, Cuban, Puerto Rican: Hispanic Health and Nutrition Examination Survey, CDC, NCHS.

Updates for Mexican American: National Health and Nutrition Examination Survey, CDC, NCHS.
Baseline: IHS, OPEL.

Updates: National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Pediatric Nutrition Surveillance System, CDC, NCCDPHP.

1976-80 baselines and 1988-94 data: National Health and Nutrition Examination Survey, CDC, NCHS.
1989-91 baselines and 1994-96 updates: Continuing Survey of Food Intakes by Individuals, USDA.
Continuing Survey of Food Intakes by Individuals, USDA.

National Health Interview Survey, CDC, NCHS.

Continuing Survey of Food Intakes by Individuals, USDA.

Preparing foods and use of salt at table: Continuing Survey of Food Intakes by Individuals, USDA.
Purchasing reduced-salt foods: Health and Diet Survey, FDA.

National Health and Nutrition Examination Survey, CDC, NCHS.

Baseline: Survey of American Indians/Alaska Natives, CDC; IHS, OPEL.

Updates: Pediatric Nutrition Surveillance System, CDC, NCCDPHP.

Pregnancy Nutrition Surveillance System, CDC, NCCDPHP.

Ross Laboratories Mothers Survey.

Pediatric Nutrition Surveillance System, CDC, NCCDPHP.

National Health Interview Survey, CDC, NCHS.

Baseline: 1990 Baby Bottle Tooth Decay 5-year Evaluation Report, IHS.

Update: National Health Interview Survey, CDC, NCHS.

Use of food labels: Health and Diet Survey, FDA.

Read food labels: National Health Interview Survey, CDC, NCHS.

Baseline and updates for processed foods: Food Label and Package Survey, FDA.

Baselines and updates for fresh produce and seafood: Nutrition Labeling of Raw Produce and Raw Fish, FDA.
Baseline for fresh meat/poultry: Nutritional Labeling/Safe Handling Information Study: Raw Meat and Poultry, USDA.
Nielsen Company National Scantrack.

Survey of Chain Operators, National Restaurant Association.

For lunches and breakfasts: School Nutrition Dietary Assessment Study | and Il, USDA.

For initiatives to reduce dietary fat: School Health Policies and Programs Study, CDC, NCCDPHP.
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Objective number

Data source

2.18
2.19

2.20

2.21

2.22%, 2.22a
2.23*, 2.23a
2.24*, 2.24e
2.24a
2.24bd

2.25*
2.26*, 2.26a-c
2.27*

National Health Interview Survey, CDC, NCHS.

Baseline: National Survey of School Health Education Activities, CDC, NCCDPHP.

Update: School Health Policies and Programs Study, CDC, NCCDPHP.

National Survey of Worksite Health Promotion Activities, OPHS, ODPHP.

1995 data: Business Responds to AIDS Benchmark Survey, CDC, NCHSTP.

1988 baseline: Lewis CE. Disease prevention and health promotion practices of primary care physicians in the United States. Am J Prev Med 4:9-46.
1988.

1992 data: Primary Care Provider Surveys, OPHS, ODPHP.

1998 data: Prevention in Primary Care Study, American College of Preventive Medicine.

National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Ambulatory Utilization Data, IHS.

Baseline: Hispanic Health and Nutrition Examination Survey, CDC, NCHS.

Update for Mexican American: National Health and Nutrition Examination Survey, CDC, NCHS.

National Health and Nutrition Examination Survey, CDC, NCHS.

National Health and Nutrition Examination Survey, CDC, NCHS.

National Health and Nutrition Examination Survey, CDC, NCHS.

* Duplicate objective.



Nutrition Objectives

2.1*: Reduce coronary heart disease
deaths to no more than 100 per 100,000
people.

Duplicate objectives: 1.1, 3.1, and 15.1

2.1a*: Reduce coronary heart
disease deaths among blacks to no
more than 115 per 100,000 people.

Duplicate objectives: 1.1a, 3.1a, and
15.1a

2.2*: Reverse the rise in cancer deaths
to achieve a rate of no more than 130
per 100,000 people.

Duplicate objective: 16.1

2.2a*: Reverse the rise in cancer
deaths to achieve a rate of no more
than 175 per 100,000 blacks.

Duplicate objective: 16.1a

2.3*: Reduce overweight to a prevalence
of no more than 20 percent among
people aged 20 and older and no more
than 15 percent among adolescents aged
12-19.

Duplicate objectives: 1.2, 15.10, and
17.12

2.3a*: Reduce overweight to a
prevalence of no more than

25 percent among low-income
women aged 20 and older.

Duplicate objectives: 1.2a, 15.10a,
and 17.12a

2.3b*: Reduce overweight to a
prevalence of no more than

30 percent among black women
aged 20 and older.

Duplicate objectives: 1.2b, 15.10b,
and 17.12b

2.3c*: Reduce overweight to a
prevalence of no more than

25 percent among Hispanic women
aged 20 and older.

Duplicate objectives: 1.2¢, 15.10c,
and 17.12c

2.3d*: Reduce overweight to a
prevalence of no more than

30 percent among American Indians
and Alaska Natives.

Duplicate objectives: 1.2d, 15.10d,
and 17.12d

2.3e*: Reduce overweight to a
prevalence of no more than
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25 percent among people with
disabilities.

Duplicate objectives: 1.2e, 15.10e,
and 17.12e

2.3f*: Reduce overweight to a
prevalence of no more than

41 percent among women with high
blood pressure.

Duplicate objectives: 1.2f, 15.10f,
and 17.12f

2.3g*: Reduce overweight to a
prevalence of no more than

35 percent among men with high
blood pressure.

Duplicate objectives: 1.2g, 15.10g,
and 17.12¢g

2.3h*: Reduce overweight to a
prevalence of no more than

25 percent among
Mexican-American men.

Duplicate objectives: 1.2h, 15.10h,
and 17.12h

2.4: Reduce growth retardation among
low-income children aged 5 and
younger to less than 10 percent.

2.4a: Reduce growth retardation
among low-income black children
younger than age 1 to less than
10 percent.

2.4b: Reduce growth retardation
among low-income Hispanic
children younger than age 1 to less
than 10 percent.

2.4c: Reduce growth retardation
among low-income Hispanic
children aged 1 to less than

10 percent.

2.4d: Reduce growth retardation
among low-income Asian and
Pacific Islander children aged 1 to
less than 10 percent.

2.4e: Reduce growth retardation
among low-income Asian and
Pacific Islander children aged 2—4
to less than 10 percent.

2.5*: Reduce dietary fat intake to an
average of 30 percent of calories or less
and average saturated fat intake to less
than 10 percent of calories among
people aged 2 and older. In addition,
increase to at least 50 percent the
proportion of people aged 2 and older
who meet the Dietary Guidelines’
average daily goal of no more than

30 percent of calories from fat, and

increase to at least 50 percent the
proportion of people aged 2 and older
who meet the average daily goal of less
than 10 percent of calories from
saturated fat.

Duplicate objectives: 15.9 and 16.7

2.6*: Increase complex carbohydrate and
fiber-containing foods in the diets of
people aged 2 and older to an average
of five or more daily servings for
vegetables (including legumes) and
fruits, and to an average of six or more
daily servings for grain products. In
addition, increase to at least 50 percent
the proportion of people aged 2 and
older who meet the Dietary Guidelines’
average daily goal of five or more
servings of vegetables/fruits, and
increase to at least 50 percent the
proportion who meet the goal of six or
more servings of grain products.

Duplicate objective: 16.8

2.7*: Increase to at least 50 percent the
proportion of overweight people aged 12
and older who have adopted sound
dietary practices combined with regular
physical activity to attain an appropriate
body weight.

Duplicate objective: 1.7

2.7a*: Increase to at least

24 percent the proportion of
overweight Hispanic males aged 18
and older who have adopted sound
dietary practices combined with
regular physical activity to attain an
appropriate body weight.

Duplicate objective: 1.7a

2.7b*: Increase to at least

22 percent the proportion of
overweight Hispanic females aged
18 and older who have adopted
sound dietary practices combined
with regular physical activity to
attain an appropriate body weight.

Duplicate objective: 1.7b

2.8: Increase calcium intake so at least
50 percent of people aged 11-24 and
50 percent of pregnant and lactating
women consume an average of three or
more daily servings of foods rich in
calcium, and at least 75 percent of
children aged 2—10 and 50 percent of
people aged 25 and older consume an
average of two or more servings daily.

2.8a: Increase calcium intake so at
least 50 percent of females aged
11-24 consume an average of three



or more daily servings of foods rich
in calcium.

2.9: Decrease salt and sodium intake so
at least 65 percent of home meal
preparers prepare foods without adding
salt, at least 80 percent of people avoid
using salt at the table, and at least

40 percent of adults regularly purchase
foods modified or lower in sodium.

2.10: Reduce iron deficiency to less than
3 percent among children aged 1
through 4 and among women of
childbearing age.

2.10a: Reduce iron deficiency to
less than 10 percent among
low-income children aged 1-2.

2.10b: Reduce iron deficiency to
less than 5 percent among
low-income children aged 3—4.

2.10c: Reduce iron deficiency to
less than 4 percent among
low-income women of childbearing
age.

2.10d: Reduce the prevalence of
anemia to less than 10 percent
among Alaska Native children aged
1-5.

2.10e: Reduce the prevalence of
anemia to less than 20 percent
among black, low-income pregnant
women (third trimester).

2.11*: Increase to at least 75 percent the
proportion of mothers who breastfeed
their babies in the early postpartum
period and to at least 50 percent the
proportion who continue breastfeeding
until their babies are 5 to 6 months old.

Duplicate objective: 14.9

2.11a*: Increase to at least

775 percent the proportion of
low-income mothers who breastfeed
their babies in the early postpartum
period and to at least 50 percent the
proportion who continue
breastfeeding until their babies are 5
to 6 months old.

Duplicate objective: 14.9a

2.11b*: Increase to at least

75 percent the proportion of black
mothers who breastfeed their babies
in the early postpartum period and
to at least 50 percent the proportion
who continue breastfeeding until
their babies are 5 to 6 months old.

Duplicate objective: 14.9b

2.11c*: Increase to at least

75 percent the proportion of
Hispanic mothers who breastfeed
their babies in the early postpartum
period and to at least 50 percent the
proportion who continue
breastfeeding until their babies are 5
to 6 months old.

Duplicate objective: 14.9¢c

2.11d*: Increase to at least

75 percent the proportion of
American Indian and Alaska Native
mothers who breastfeed their babies
in the early postpartum period and
to at least 50 percent the proportion
who continue breastfeeding until
their babies are 5 to 6 months old.

Duplicate objective: 14.9d

2.12*: Increase to at least 75 percent the
proportion of parents and caregivers
who use feeding practices that prevent
baby bottle tooth decay.

Duplicate objective: 13.11

2.12a*: Increase to at least

65 percent the proportion of parents
and caregivers with less than a high
school education who use feeding
practices that prevent baby bottle
tooth decay.

Duplicate objective: 13.11a

2.12b*: Increase to at least

65 percent the proportion of
American Indian and Alaska Native
parents and caregivers who use
feeding practices that prevent baby
bottle tooth decay.

Duplicate objective: 13.11b

2.12c*: Increase to at least

65 percent the proportion of black
parents and caregivers who use
feeding practices that prevent baby
bottle tooth decay.

Duplicate objective: 13.11c

2.12d*: Increase to at least

65 percent the proportion of
Hispanic parents and caregiverswho
use feeding practices that prevent
baby bottle tooth decay.

Duplicate objective: 13.11d

2.13: Increase to at least 85 percent the
proportion of people aged 18 and older
who use food labels to make nutritious
food selections.

2.14: Achieve useful and informative
nutrition labeling for virtually all

processed foods and at least 40 percent
of ready-to-eat carry-away foods.
Achieve compliance by at least

90 percent of retailers with the voluntary
labeling of fresh meats, poultry, seafood,
fruits, and vegetables.

2.15: Increase to at least 5,000 brand
items the availability of processed food
products that are reduced in fat and
saturated fat.

2.16: Increase to at least 90 percent the
proportion of restaurants and
institutional food service operations that
offer identifiable low-fat, low-calorie
food choices, consistent with the Dietary
Guidelines for Americans.

2.17: Increase to at least 90 percent the
proportion of school lunch and breakfast
services and child care food services
with menus that are consistent with the
nutrition principles in the Dietary
Guidelines for Americans.

2.18: Increase to at least 80 percent the
receipt of home food services by people
aged 65 and older who have difficulty in
preparing their own meals or are
otherwise in need of home-delivered
meals.

2.19: Increase to at least 75 percent the
proportion of the Nation’s schools that
provide nutrition education from
preschool—12th grade, preferably as part
of comprehensive school health
education.

2.20: Increase to at least 50 percent the
proportion of worksites with 50 or more
employees that offer nutrition education
and/or weight management programs for
employees.

2.21: Increase to at least 75 percent the
proportion of primary care providers
who provide nutrition assessment and
counseling and/or referral to qualified
nutritionists or dietitians.

2.22*: Reduce stroke deaths to no more
than 20 per 100,000 people.

Duplicate objectives: 3.18 and 15.2

2.22a*: Reduce stroke deaths
among blacks to no more than 27
per 100,000.

Duplicate objectives: 3.18a and
15.2a

2.23*: Reduce colorectal cancer deaths
to no more than 13.2 per 100,000
people.

Duplicate objective: 16.5

Healthy People 2000 Final Review 91



2.23a*: Reduce colorectal cancer
deaths among blacks to no more
than 16.5 per 100,000.

Duplicate objective: 16.5a

2.24*: Reduce diabetes to an incidence
of no more than 2.5 per 1,000 people
and a prevalence of no more than 25 per
1,000 people.

Duplicate objective: 17.11

2.24a*: Reduce diabetes among
American Indians and Alaska
Natives to a prevalence of no more
than 62 per 1,000.

Duplicate objective: 17.11a

2.24b*: Reduce diabetes among
Puerto Ricans to a prevalence of no
more than 49 per 1,000.

Duplicate objective: 17.11b

2.24c*: Reduce diabetes among
Mexican-Americans to a prevalence
of no more than 49 per 1,000.

Duplicate objective: 17.11c

2.24d*: Reduce diabetes among
Cuban Americans to a prevalence of
no more than 32 per 1,000.

Duplicate objective: 17.11d

2.24e*: Reduce diabetes among
blacks to a prevalence of no more
than 32 per 1,000.

Duplicate objective: 17.11e

2.25*: Reduce the prevalence of blood
cholesterol levels of 240 mg/dL or
greater to no more than 20 percent
among adults.

Duplicate objective: 15.7

2.26*: Increase to at least 50 percent the
proportion of people with high blood
pressure whose blood pressure is under
control.

Duplicate objective: 15.4

2.26a*: Increase to at least

40 percent the proportion of men
with high blood pressure whose
blood pressure is under control.

Duplicate objective: 15.4a

2.26b*: Increase to at least

50 percent the proportion of
Mexican-Americans with high blood
pressure whose blood pressure is
under control.

Duplicate objective: 15.4b
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2.26¢*: Increase to at least

50 percent the proportion of women
70 years and older with high blood
pressure whose blood pressure is
under control.

Duplicate objective: 15.4c

2.27*: Reduce the mean serum
cholesterol level among adults to no
more than 200 mg/dL.

Duplicate objective: 15.6

*Duplicate objective.



Priority Area 3
Tobacco

Background

Tobacco use is the single most
preventable cause of death and disease
in the Nation (1). Each year, it causes
approximately one in five deaths (more
than 430,000) in the United States (2).
Tobacco use is associated with cancer,
heart disease, chronic obstructive
pulmonary disease, and stroke— 4 of
the 5 leading causes of death (3). If
current smoking patterns continue, an
estimated 25 million persons in the
United States who are alive today will
die prematurely from smoking-related
illnesses, including an estimated 5
million persons now under age 18 years
4).

Smoking contributes substantially to
chronic disease and disability. It costs
the Nation an estimated $50-$73 billion
in medical expenses and $50 million in
indirect costs (5, 6). The total
smoking-attributable costs related to
complicated births among pregnant
smokers is an additional $1.4 billion (7).
Cigarette smoking during pregnancy
accounts for 17-26 percent of
low-birthweight babies (8—10). The risks
of tobacco use extend beyond the actual
users. Nearly 9 of 10 nonsmoking U.S.
residents are exposed to environmental
tobacco smoke (ETS) (1). For adult
nonsmokers, exposure to ETS increases
the risk for lung cancer and heart
disease (1, 11). Among children,
exposure to ETS may cause serious
respiratory problems (1, 11). In fact,
substantial evidence now indicates that
ETS exposure is associated with low
birthweight and sudden infant death
syndrome (11).

Other tobacco products also have
significant health consequences (1). Use
of smokeless tobacco is associated with
leukoplakia, oral cancer, and halitosis.
Periodontal degeneration and soft tissue
lesions are early indicators of these
conditions. Strong evidence also shows
causal relationships between regular
cigar use and cancers of the lungs,
larynx, oral cavity, and esophagus.

Smoking among high school
students increased significantly from
approximately 28 percent in 1991 to
35 percent in 1999 (12). Among middle
school students, 13 percent currently use
some form of tobacco (cigarettes,

smokeless tobacco, cigars, pipes, bidis,
or kreteks) (13). Differences by racial
and ethnic groups show that white teens
are taking up smoking at higher rates
than are black and Hispanic teens.
Among teens who are regular smokers,
one in three will ultimately die from
smoking. Although recent studies
indicate that current teen smoking may
have leveled or begun to decline, a great
deal of work is still needed to meet the
health promotion and disease prevention
objectives for the Nation (14).

The prevalence of smoking remains
disproportionately high among some
groups. For example, in 1998, more
than one of three American
Indians/Alaska Natives, people with low
income, and people with less than a
high school education smoked cigarettes
(14).

Primarily, because tobacco use is
addictive, of the nearly 70 percent of
smokers who want to quit smoking
completely, only 2.5 percent quit
permanently each year (15). In the past,
helping people quit smoking was the
primary focus of efforts to reduce
tobacco use, and it continues to be of
great interest with the introduction and
availability of new pharmacotherapies.
This strategy is a critical one, since
smoking cessation at all ages reduces
the risk of premature death. More
recently, this focus of tobacco control
has expanded to include strategies to
prevent individuals from ever starting to
smoke. Such efforts have centered on
young people, since the decision to use
tobacco is usually made in the teenage
years, and about one-half of young
people who take up smoking continue to
use tobacco products as adults. This
preventive strategy also includes efforts
to protect people from exposure to ETS.
Finally, efforts to reduce tobacco use
traditionally targeted individuals, but
now the focus is on both individuals and
communities.

Data Summary

Highlights

Great strides were made over the
course of the decade for many of the
national tobacco use objectives. All the
objectives targeting mortality either met
or moved toward their targets. Age-
adjusted death rates from coronary heart
disease (3.1) declined for the total
population; the rate for blacks also
declined, but at a slower rate than for

the total population. Lung cancer (3.2)
and chronic obstructive pulmonary
disease death rates (3.3) slowed to rates
below the Healthy People 2000 targets
after a rise in the previous decade.
Although the death rate for lung cancer
in women continued to rise, the rate of
increase slowed sufficiently so that the
year 2000 target was met. Oral cancer
deaths among males and females ages
45-74 years (3.17) dropped over the
course of the decade; for black males
and females in this age group the
decline in rates exceeded the decline in
rates for the total population ages 45-74
years. The mortality rate for stroke also
declined (3.18) and the subobjective for
blacks showed considerable progress,
narrowing the disparity with the total
population.

Although the proportion of high
school seniors reporting a perception of
social disapproval for smoking cigarettes
(3.21) declined, the average age of first
use of cigarettes (3.19) increased to 12.4
years and the proportion of adolescents
reporting use of cigarettes in the last
month (3.20) dropped from a baseline of
22.7 percent in 1988 to 18.2 percent in
1998. Smokeless tobacco use declined
among adolescent and young adult
males, and the target set for adolescents
ages 12—17 was met (3.9). Reports of
perception of the harm caused by using
smokeless tobacco (3.22) increased by
about a third, from 30 percent in 1987
to 41 percent in 1999.

The majority of tobacco use
objectives targeting institutions directly
affecting youth have also shown
improvement. Between 1988 and 1994,
the number of school districts providing
tobacco-free environments more than
doubled, and the number of schools
providing anti-smoking education also
increased (3.10). All 50 States and the
District of Columbia have enacted laws
prohibiting the sale and distribution of
tobacco products to youth under 18
years of age (3.13). Although these laws
are often not strictly enforced (16),
States are now required to demonstrate
that they are enforcing their tobacco
access laws in a manner that will reduce
sales violation rates (17). The number of
States with laws banning cigarette
vending machines in areas accessible to
minors increased from 12 in 1995 to 21
in 1999, but this increase was far shy of
the target of all 50 States and the
District of Columbia (3.26).

Cigarette smoking prevalence
among adults (3.4) decreased for all
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Figure 3. Final status of Tobacco objectives
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Figure 3. Final status of Tobacco objectives-Con.
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See the section on Measuring Progress Toward the Healthy People 2000 Targets in the Appendix for more information. COPD is chronic
obstructive pulmonary disease.
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groups by 1993 and then leveled off.
Smoking cessation attempts by adults
(3.6) increased; however, they peaked in
1991 and have dropped since then.
While the prevalence of smoking among
pregnant women is relatively low and
has been decreasing (18), smoking
cessation among pregnant women who
smoke (3.7) declined considerably over
the decade. Children’s exposure to
smoke at home (3.8) was reduced over
the course of the decade by about

50 percent.

The number of worksites with
smoking policies increased, as did the
number with actual bans (3.11). During
the Healthy People 2000 midcourse
review, the target for this objective was
increased from 75 percent of worksites
to 100 percent. Had it not been changed,
this objective would now be met.

All States now have tobacco control
plans (3.14), while in 1989 only 12
States had such plans. The number of
States with comprehensive laws for
clean indoor air (3.12) increased, but
only slightly. The objective to increase
the average tobacco excise tax moved
from a baseline of 31.4 percent to
22.1 percent at the end of the decade,
away from the target of 50 percent of
the average retail price of all cigarettes
and smokeless tobacco (3.23).

Summary of Progress

Data are available to assess the
progress of 24 of 26 objectives in the
tobacco priority area. Seven objectives
(3.1-3.3, 3.8, 3.13, 3.14, and 3.17) met
their targets. Ten objectives (3.4-3.6,
3.9-3.11, 3.16, 3.18, 3.19, and 3.26)
showed progress. One objective (3.25)
showed no change from the baseline
measure. Five objectives (3.12,
3.20-3.22, and 3.23) showed mixed
progress among the multiple measures
used to track the objectives. One
objective (3.7) moved away from the
target. Progress for two objectives (3.15
and 3.24) could not be assessed because
data were not available. See table 3 for
the tracking data for the objectives in
this priority area and figure 3 for a
quantitative assessment of progress.

Discussion

While significant progress was
made in reaching the year 2000 targets
for this priority area’s objectives, certain
challenges and barriers may have
contributed to preventing achievement
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of all objectives. The 1990s saw a great
deal of change and progress in the area
of tobacco control. However, some
changes (for example, the Master
Settlement Agreement, the FDA ruling,
etc.) came during the latter half of the
decade and, therefore, did not have an
appreciable effect on measures of the
Healthy People 2000 objectives.

The past decade saw a number of
demographic changes among tobacco
users. The 24th Surgeon General’s
Report, Tobacco Use Among U.S.
Racial/Ethnic Minority Groups, revealed
rapid increases in smoking by teenagers
from minority groups, a trend that
threatens to reverse the progress made
during the early 1990s against lung
cancer among racial and ethnic minority
populations. Although their smoking
rates remain considerably lower than
those of whites (whose rates increased
and then began to level off during the
10 years), cigarette smoking among
African American and Hispanic
adolescents increased in the 1990s after
several years of substantial declines
(19).

The 1990s also saw changes in
tobacco products being used. For
example, there has been an increase in
the use of products other than cigarettes.
The most significant increase is in the
use of cigars. In 1999, approximately
3.7 billion cigars were smoked in the
United States (20). Cigar smoking, once
primarily an activity of older men (21),
is now an activity of teenagers, with an
estimated 6 million 14-19 year olds
reporting that they smoked a cigar
during the previous year (22). In
addition, approximately 2.7 percent of
middle school students and 6.6 percent
of high school students reported using
smokeless tobacco in 1999 (13) . Other,
more novel tobacco products are also
being used, especially by young people.
Data from 1999 indicate that use of
products such as bidis (flavored
cigarettes originally from India) and
kreteks (clove cigarettes) was
2.4 percent and 1.9 percent, respectively,
among middle school students (13).
Among high school students,
approximately 5 percent and 5.8 percent,
respectively, use bidis and kreteks (13).

Financial and other resources for
tobacco control have improved in recent
years. In 1999, the U.S. Department of
Health and Human Services (HHS) and
other organizations in the health
community developed a national tobacco
control program. Prior to that time,

activities to prevent tobacco use and
promote smoking cessation were
supported by smaller scale efforts
sponsored by, among others, the
National Cancer Institute, the Centers
for Disease Control and Prevention
(CDC), and the Robert Wood Johnson
Foundation. In 1998 settlements
between State attorneys general and the
tobacco companies to recover Medicaid
costs resulting from tobacco-related
health problems provided additional
resources for State-based tobacco
control, although the use of this money
for tobacco control purposes differs by
State. The amount of money from the
Master Settlement Agreement that is
allocated to tobacco control efforts in
each State may affect the success of the
Healthy People 2010 objectives.

In 1996 the Federal government
issued evidence-based guidelines for
smoking cessation (23) . The guidelines
were updated in 2000 and are
considered the standard of care for
tobacco use treatment (15). Five
pharmacologic treatments for nicotine
dependence are now approved by the
Food and Drug Administration (FDA).
Access to treatment has increased
because two of the products, the
nicotine patch and gum, are
over-the-counter therapies (24).

The 1990s saw the implementation
of a number of regulations, some of
which succeeded and others that failed.
In 1995 measures to restrict young
people’s access to tobacco products
were instituted in earnest through
regulations proposed by the FDA in
1995 and, in 1996, the Synar
Amendment to the Alcohol, Drug
Abuse, and Mental Health
Administration Reorganization Act.
Recently, numerous health associations,
nongovernmental organizations, and
communities have also focused
significant resources on preventing
young people from starting to use
tobacco.

In 1994 an FDA advisory
committee concluded that tobacco is
addictive and that nicotine is the drug in
tobacco that causes addiction. At that
time, an FDA regulation set 18 years as
the minimum age at which a person can
buy tobacco products and retailers are
now required to check the identification
of potential buyers under the age of 27
before selling them tobacco.

In the latter half of the 1990s, the
Courts made several rulings related to
the FDA’s authority to regulate tobacco



and its advertising. However, early in

2000 the Supreme Court ruled against
the FDA, finding it lacked authority to
regulate tobacco products.

In spite of Federal legislation in the
mid and late 1990s to prohibit smoking
in federally funded facilities and State
legislation restricting smoking in public
places, only 13 States limit smoking in
public places and in worksites and few
reported completely banning smoking or
limiting it to separately ventilated areas
in private workplaces or restaurants
(14). As of 1998, only one State
required worksites to designate
separately ventilated smoking areas and
only 20 States required worksites to
separately designate smoking areas at all
(14). Meanwhile, a growing number of
workers are demanding protection from
involuntary exposure to smoke and
increasingly more employers are
responding to their employees’ concerns
about involuntary exposure to smoke.

The Federal government took steps
in 1997 to increase the excise tax on
cigarettes. States also have authority to
increase taxes. Those States that have
increased taxes most significantly have
seen drops in smoking rates in their
States. Raising taxes is one of the most
effective interventions to decrease
tobacco use (1).

The tobacco industry continues to
promote smoking (1) . Cigarettes remain
one of the most heavily marketed
consumer products. Even though
cigarette advertisements are prohibited
on television and radio, the decade saw
an increasing trend in the amount spent
on advertising and promotion. The
Federal Trade Commission’s most recent
report shows that the tobacco industry
spent $6.73 billion on advertising and
promotion in 1998, a 19 percent increase
from 1997 (25). Several States, Federal
agencies, and other organizations
conduct media campaigns against
tobacco use. Although media campaigns
have been shown to decrease tobacco
initiation and use, resources for
campaigns have been limited. Some
changes are on the horizon since
settlements made between the State
attorneys general and the tobacco
companies in 1998-99 included several
important restrictions on tobacco
advertising and promotion to young
people.

Finally, in spite of the fact that the
U.S. Surgeon General has indicated in a
report that implementing effective
educational programs for preventing

tobacco use could postpone or prevent
smoking onset in 20 percent to

40 percent of U.S. adolescents, data
suggest that evidence-based curricula
and national guidelines have not been
widely adopted (1). Less than 5 percent
of schools nationwide are implementing
the major components of CDC’s
Guidelines for School Health Programs
to Prevent Tobacco Use and Addiction

(1).

Transition to Healthy People
2010

The year 2010 objectives are
grouped in the same categories as those
used in Healthy People 2000 (tobacco
use in population groups, cessation and
treatment, exposure to secondhand
smoke, and social and environmental
changes). Each Healthy People 2000
tobacco use objective was evaluated
based on its policy and program
importance and data availability, and
public comments were taken into
account in deciding what objectives to
include in the 2010 chapter.

To avoid duplication of objectives
across chapters, some topics previously
included in the Healthy People 2000
Tobacco Use chapter are only in the
Healthy People 2010 focus areas that
were considered their “primary homes”
(for example, the objectives for coronary
heart disease deaths and stroke deaths
are located only in the Heart Disease
and Stroke chapter). Seven Healthy
People 2000 tobacco use objectives
moved to other focus areas in Healthy
People 2010. Prevalence measures were
expanded to include cigarettes, spit
tobacco, cigars, and other products. New
objectives for Healthy People 2010
address youth, not just adult, smoking
cessation; nonsmokers exposed to
tobacco smoke; laws on smoke-free
indoor air for territories and Tribes;
suspension or revocation of State retail
licenses for violations of laws
prohibiting the sale of tobacco to
minors; tobacco advertising and
promotions that influence adolescents
and young adults; comprehensive,
evidence-based tobacco control
programs; and the establishment of a
regulatory structure to monitor toxicity
of tobacco products.

Tobacco-related objectives also
appear in other Healthy People 2010
chapters (for example, Access to Quality
Health Services; Maternal, Infant, and

Child Health; Environmental Health;
and Oral Health). Age ranges and
subgroups were expanded in Healthy
People 2010 to better focus on
population disparities.

Tobacco use is the topic of two of
the 10 Leading Health Indicators (LHIs),
which Healthy People 2010 introduces
to serve as a barometer of the Nation’s
health. Two objective measures from the
Healthy People 2010 Tobacco Use focus
area—cigarette smoking by adolescents
and cigarette smoking by adults—are
used to measure the LHI on tobacco
use, and an additional objective
addressing nonsmokers exposed to
environmental tobacco smoke is used to
help measure the LHI for environmental
quality.

Appendix table III, a crosswalk
between Healthy People 2000 and
Healthy People 2010 objectives,
summarizes the changes between the
two decades of objectives, reflecting
new knowledge and direction for this
area.

Data Issues

Definitions

Coronary heart disease deaths (3.1)
were defined by ICD-9 codes 402,
410-414, and 429.2. These are different
from the codes used to define the
category ‘“‘Diseases of heart” which
often appears in published tables (see
Appendix table IV).

Chronic obstructive pulmonary
disease (COPD) deaths (3.3) include
deaths due to chronic bronchitis,
emphysema, asthma, and other chronic
obstructive pulmonary diseases and
allied conditions.

Beginning in 1992, the definition of
current smoker (3.4) was modified to
specifically include persons who smoked
only some days. Prior to 1992, a current
smoker was defined by the questions:
“Have you ever smoked 100 cigarettes
in your lifetime?”” and “Do you smoke
now?” In 1992, cigarette smoking data
were collected for a half-sample of the
National Health Interview Survey
(NHIS) with half the respondents
(one-quarter sample) using these two
smoking questions and the other half of
respondents (one-quarter sample) using
a revised smoking question: “Do you
smoke every day, some days, or not at
all?” in place of the second question.
The 1992 estimate combines data
collected using both sets of questions.
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Updates after 1992 are based completely
on the revised definition, which is
considered a more complete estimate of
smoking prevalence. The effect of the
new definition is a small increase in the
prevalence of smoking.

The baseline for objective 3.7
(cessation of cigarette smoking early in
pregnancy, with abstinence throughout
pregnancy) was from a 1986 telephone
interview of white women selected from
the respondents to the 1985 National
Health Interview Survey (9). Beginning
with 1991, progress toward the target
was tracked using periodic supplements
to the NHIS. The 1985 and 1991
surveys used different definitions for
smoking before pregnancy and for the
duration of quitting during pregnancy.
The 1991 measure, which focused on
women who quit during the first
trimester, is closer to the intent of the
objective but not comparable with the
1985 baseline that included women who
quit at any time during their last
pregnancy resulting in a live birth in the
previous 5 years. The data for 1998 are
defined similarly to the 1991 data. The
denominator is women ages 18—49 years
who had a live birth in the previous 5
years and smoked at any time during
their pregnancy with their last child and
the numerator is those women in the
denominator who quit smoking in the
first trimester and did not begin
smoking again during the pregnancy.

For objective 3.8 (children’s
exposure to tobacco smoke at home),
the numerator was the number of
children 6 years and under living in
households with a household resident
who smoked inside the home 4 or more
days each week. The denominator was
the number of households with children
ages 6 years and under.

Objective 3.25 sought to reduce the
number of States with preemptive clean
indoor air laws. Preemptive laws prevent
local jurisdictions from enacting more
stringent restrictions than the State law
or restrictions that vary from the State
law (26).

Data Sources

All data for objective 3.11 (worksite
smoking policies) are from telephone
surveys of nongovernment worksites of
50 or more employees. The 1985 and
1992 data for objective 3.11 were from
the Public Health Service-sponsored
National Survey of Worksite Health
Promotion Activities. Worksites were
sampled because different worksites
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within the same company could have
different sets of health promotion
activities. Both active (for example,
classes) and passive (for example,
brochures) methods were counted as
worksite health promotion activities. The
1995 update was from the
CDC-sponsored Worksite Benchmark
Survey, which used a methodology very
similar to the 1992 survey, but did not
include passive methods of health
promotion (27,28). The 1998-99 data
are from the National Worksite Health
Promotion Survey. Like the 1992
survey, the designated respondent was
asked if the worksite had a formal
smoking policy that prohibits or
severely restricts smoking at the
worksite or on the job (29).

The National Household Survey on
Drug Abuse (NHSDA) was used to
measure objectives 3.9, 3.19, and 3.20
regarding substance use among
adolescents and young people.
Beginning in 1991, the survey was
expanded to include college students
living in residence halls. In 1994, an
improved questionnaire and editing
procedures were introduced, which
affect comparability with previous years.
Additionally, in 1994, data were
collected for cigarettes using a
self-administered questionnaire, unlike
previous years when questions regarding
cigarette smoking were asked by the
interviewers. This change in
questionnaire administration greatly
increased the cigarette-use estimates
among adolescents, most likely due to
the increased confidentiality of the new
methodology. The trend data for all
substances in objective 3.20 have been
recalculated to adjust for these
differences and to produce comparable
estimates from 1988 to 1997.

Data for objective 3.16, cessation
counseling and followup by clinicians,
were obtained from several different
surveys, making statements about trends
somewhat problematic. The 1986
baselines for dentists were obtained
from the Statewide Survey of Dentists
in Vermont, and the updates are from
the National Survey of Dentists,
sponsored by the University of Florida.
The 1986 baseline for internists is from
the American College of Physicians
(ACP) Membership Survey of
Prevention Practices in Adult Medicine.
The sampling frame for internists in the
1992 Primary Care Provider Surveys
(PCPS) contained a random stratified
sample of ACP members drawn from

four geographic regions with
oversampling of female members,
yielding an initial sample of 1,200
internists. Additional provider groups
sampled in the 1992 PCPS included
pediatricians, nurse practitioners,
obstetricians/gynecologists, and family
physicians. Response rates varied from
50 to 80 percent across these groups.
The PCPS data on inquiry for objective
3.16 refer to the proportion of providers
who routinely provided service to
81-100 percent of their clients. Data on
counseling about smoking cessation
represent the proportion of providers
who routinely delivered these services to
81-100 percent of their clients who
needed the intervention. Reporting of
counseling could have been independent
of the assessment made by the clinician.

The American College of
Physicians’ Prevention in Primary Care
Study (PPCS) was conducted in
1997-98 to update data from the 1992
PCPS. The design and items included in
the 1997-98 study were similar to the
PCPS, but a slightly different sampling
frame was used and some items
included in the 1992 surveys were not
included in the PPCS. The providers
were sampled from listings of all
licensed, active practitioners in the
United States whose practices were at
least 50 percent primary care. Because
of low response rates from the other
provider groups, updates are available
only for nurse practitioners.

Data Comparability

Information on objective 3.9
(smokeless tobacco use by males ages
12-24 years) was tracked by two
surveys. Males ages 12—17 years were
tracked by the NHSDA. In this survey,
smokeless tobacco use was defined as
any use of snuff or chewing tobacco in
the preceding month. For males ages
18-24 years, information was obtained
from the NHIS. The NHIS defines a
smokeless tobacco user as someone who
has used either snuff or chewing
tobacco at least 20 times and who
currently uses either of these substances
every day or some days, at the time of
the survey. Information for males ages
18-25 years was also available from the
NHSDA using the same definition as for
those ages 12—17 years. According to
the NHSDA, smokeless tobacco use
among males ages 18-24 years showed
a downward trend similar to that
observed from the NHIS. The smokeless



tobacco use prevalence estimate from
NHSDA was higher than the NHIS
estimate (11.7 percent compared with
8.2 percent, respectively, in 1992).
Differences between the NHSDA and
the NHIS may be due to differences in
the definition of smokeless tobacco use
between the two surveys and/or
methodological differences in survey
administration.
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Table 3. Tobacco objectives

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
I 31" Coronary heart disease deaths (age
adjusted per 100,000). . . .............. 1987 135 122 118 114 114 110 108 105 100 97  --- 100
a. Black ......... ... 1987 168 158 156 151 154 147 147 140 136 1338 --- 115
- 3.2*  Slow the rise in lung cancer deaths (age
adjusted per 100,000). . .. ............. 1987 385 39.9 396 393 393 387 383 378 373 369 --- 42
a. Female......... ... .. ... .. ... ... 1990 25.6 258 263 265 266 269 268 269 270 @ --- 27
b. Blackmale....................... 1990 86.1 831 812 807 776 757 734 705 685 @ --- 91
- 3.3  Slow the rise in chronic obstructive
pulmonary disease deaths (age adjusted
per 100,000). . . ... 1987 189 197 201 199 214 210 208 210 211 213 --- 25
|:| 3.4* Cigarette smoking prevalence
People 18 years andover. .............. 1987 29% 25% 26% '27% 25% 26% 25% --- *25% *24%  --- 15%
Male . ... 1987 31% 28% 28% '29% 28% 28% 27% --- T28% *26%  --- 15%
Female . ............ ... .. ... .. .... 1987 27% 23% 23% '25% 22% 23% 23% .- ¥20% 22% --- 15%
a. People with high school education or
less
20yearsandover ................ 1987 34% 31% 31% '32% 30% 31% 30% --- *31% *31% --- 20%
b Blue-collar workers 18 years and over . . 1987 41%  36% 36% '36% 34% 39% 36% --- *37% *36% --- 20%
c. Military personnel . . ................ 1988 42% --- --- 135% --- --- 32% --- ---  30% --- 20%
d. Black 18 yearsandover............. 1987 33% 26% 29% '28% 26% 27% 26% --- 7% *25%  --- 18%
e. Hispanic 18 yearsandover .......... 1987 24%  23% 20% '21% 20% 20% 18% --- 20% M9%  --- 15%
f.  American Indian/Alaska Native 18 years
and over ... 1979-87 242-70%  38% 31% '40% 39% 40% 35% --- ¥32% 7%  --- 20%
g. SoutheastAsianmale............... 1984-88 55% 335% °36-41% --- --- --- --- --- --- --- --- 20%
h. Females of reproductive age
(18-44 years) . ... 1987 29% 26% 27% '28% 26% 27% 26% --- T26% 25%  --- 12%
i. Pregnantfemales.................. 1985 25% 19% 20% --- 20% --- 18% 14% 13% 13% --- 10%
j. Females who use oral contraceptives . . . 1983 36% 426% --- --- --- .- 24% --- --- --- --- 10%
|:| 3.5 Smoking initiation by children and
adolescents (proxy 20-24 years) ........ 1987 30% 26% 24% 28% 27% 30% 26% --- 31%  *29% --- 15%
a. Lower socioeconomic status people
20-24years®. ... ... .. 1987 40% 35% 33% 38% 38% 39% 31% --- FA4%  F42%  --- 18%
|:| 3.6 Smoking cessation attempts ........... 1986 34% --- 56%  46% 47% 46% 46% --- 4% *42% --- 50%
3.7 Smoking cessation during pregnancy
- (18-49years) .........cooiiiiin. 1985 639% --- 16% --- --- --- --- --- --- 14% --- 60%
a. Females with less than a high school
education. .. .................... 1985 628% (O R CE T 45%
- 3.8* Children’s exposure to smoke at home
(6yearsandunder) .................. 1986 39% --- 32% - 27T%  27% --- --- --- 20% --- 20%
|:| 3.9* Smokeless tobacco use
Male 12-17years . .................... 1988 6.6% --- 53% 4.8% 39% 51% 49% 35% 37% 22% --- 4%
Male 18-24 years . .................... 1987 8.9% --- 9.9% 82% 7.8% 6.9% --- --- --- 69% --- 4%
a. American Indian/Alaska Native
18-24years . ...t 1986-87 218-64% Toee Tee Tl Tl e T e 10%

See footnotes and key at end of table.
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Table 3. Tobacco objectives—Con.

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
|:| 3.10 Tobacco-use prevention education and
tobacco-free schools
School districts providing tobacco-free 1988 17% --- --- .- --- 836.5%  --- --- --- --- ---  100%
environments . ........... ... ..
School districts providing anti-smoking
education
Highschool........................ 1988 78% 90.7%  --- --- 100%
Middle school . ..................... 1988 81% 82.5% --- --- 100%
Elementary school. .. ................ 1988 75% --- 100%
|:| 3.11  Worksites with smoking policies
Policy that bans smoking or limits it to
separately ventilated areas
50 or more employees . ................ 1985 27% --- --- 859% --- .- --- --- --- ---  979% 100%
Any smoking policy
Medium and large companies . ......... 1987 54% --- 85% T EEE T --- --- --- ---  100%
50 or more employees. . .............. --- 86% --- --- 87%
I:I 3.12 Number of States with comprehensive
laws for clean indoor air™®
Private workplaces . . .................. 1995 §1 1 1 1 --- 51
Public workplaces. .. .................. 1995 S9 9 12 13 --- 51
Restaurants ................ ... ... ... 1995 2 3 3 3 --- 51
Public transportation. . . ................ 1995 $17 17 17 16 --- 51
Hospitals. .. ... ooe e 1995 S8 8 8 --- --- 51
Daycarecenters ..................... 1995 21 21 21 22 --- 51
Grocery Stores . . ... 1995 S4 4 4 4 --- 51
- 3.13 Number of States with tobacco product
sale and distribution to youth laws™. ... 1990 45 50 50 51 51 51 51 51 51 51 51
Number of States enforcing laws to achieve
buy rates no higher than 20 percent . .. ... g
- 3.14 Number of States with plans to reduce
tobaccouse........................ 1989 12 - 35 --- 1039 051 1951 1051 1051 51
|:| 3.15 Tobacco product advertising and Eliminate
promotiontoyouth. ................. Minimal or severely
1990 restrictions --- restrict
I:I 3.16 Cessation counseling and followup by
clinicians
Percent of clinicians routinely providing
service to at least 75% of patients
Inquiry about smoking
General dentists .. .................. 1986 26% --- --- .- - 32.8% --- --- --- --- --- 75%
Advised patients about smoking (among
patients reporting smoking)
General dentists .. .................. 1986 35% --- --- R 64.8%  --- --- --- --- --- 75%
Internists (including sub-specialists) . . . . .. 1986 52% --- --- .- --- EEE --- --- --- --- 75%

See footnotes and key at end of table.
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Table 3. Tobacco objectives—Con.

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
Inquiry about smokeless tobacco use
General dentists . . .................. --- 14.4%
Advised patients about smokeless tobacco
use (among patients reporting smokeless
tobacco use)
General dentists . . .................. --- 75.0%
Percent of clinicians routinely providing
service to 81400% of patients
Inquiry about tobacco use
Pediatricians . . . .................... --- 33% L ST 75%
Nurse practitioners . ................. --- 51% --- '%66% --- 75%
Obstetricians/gynecologists . . .......... --- .- -ee 49%  --- - TR L S 75%
Internists . .. ... .- 75% --- 12 75%
Family physicians . .................. ---  59% T ST 75%
Discussion of strategies to quit smoking . . . . ---
Pediatricians . . . ........... ... .. ... . --- 19% -2 75%
Nurse practitioners .. ................ --- --- --- 20% --- --- --- --- --- 1239%  --- 75%
Obstetricians/gynecologists . .. ......... --- .- eee 28% mee e See e eeo T2 75%
Internists . .. ... ... ---  50% -2 75%
Family physicians . .................. --- 43% -2 75%
- 3.17  Oral cancer deaths (per 100,000)
Male 4574 years . ...........cooon... 1987 13.6 134 127 122 124 111 11.0 107 10.3 104 --- 10.5
Female 4574 years . ... ............... 1987 48 4.6 4.6 4.3 4.2 4.0 3.9 3.5 3.5 34 --- 41
a. Black male 4574 years ............. 1990 29.4 269 273 262 252 234 226 20.6 210 --- 26.0
b. Black female 4574 years............ 1990 6.9 o 6.9 6.0 5.8 5.7 6.4 5.0 5.2 46 --- 6.9
|:| 3.18 Stroke deaths (age adjusted per 100,000).. 1987 30.4 277 268 262 265 26.5 26.7 264 259 251 --- 20.0
a. Black ... 1987 52.5 484 46.8 450 450 454 450 442 425 414 --- 27.0
|:| 3.19 Average age of first use (adolescents
12-17 years)
Cigarettes. . .. ... ... . i 1988 11.6 115 115 1.7 117 122 123 124 124 124 --- 12.6
Alcohol . . ... 1988 13.1 128 126 130 129 128 126 131  13.1 131 --- 141
Marijuana . ......... .. . 1988 13.4 134 135 138 139 14.1 13.8 144 137 13.7 --- 14.4
] 320 usein past month by adolescents and
young adults'*
Alcohol
12-17years ... .. 1988 33.4% 32.5% 27.0% 20.9% 23.9% 21.6% 21.1% 18.8% 20.5% 19.1% --- 12.6%
18-20y€ars . ... 1994 54.6% .. .. .. . ... 541% 50.1% 53.4% 53.5% --- 29.0%
Hispanic 12-17 years ................ 1988 31.9% 24.2% 28.3% 20.3% 22.0% 18.3% 18.7% 19.9% 18.8% 18.9% --- 12.0%
Marijuana
12-17years ... 1988 5.4% 44% 3.6% 34% 4.0% 6.0% 82% 71% 94% 83% --- 3.2%
18-25years . ... 1988 15.3% 12.7% 12.9% 10.9% 11.1% 12.1% 12.0% 13.2% 12.8% 13.8% --- 7.8%

See footnotes and key at end of table.
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Table 3. Tobacco objectives—Con.

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
Cocaine
12-17years ......... ... ... ... 1988 1.2% 0.6% 0.4% 0.3% 0.4% 0.3% 0.8% 0.6% 1.0% 0.8% --- 0.6%
18-25years ... 1988 4.8% 23% 22% 2.0% 1.6% 1.2% 1.3% 2.0% 1.2% 2.0% --- 23%
Hispanic 12-17 years ................ 1988 1.4% 20% 1.4% 13% 11% 0.7% 08% 1.1% 1.0% 1.4% --- 0.6%
Hispanic 18-25years ................ 1994 2.2% 1.1% 21% 1.5% 2.7% --- 1.0%
Cigarettes
12-17years . ....... ... 1988 §22.7% 22.4% 20.9% 18.4% 18.5% 18.9% 20.2% 18.3% 19.9% 18.2% --- 6.0%
- 3.21  Perception of social disapproval by high
school seniors
Heavy use of alcohol .................. 1989 56.4% 59.0% 58.1% 60.8% 58.5% 59.1% 58.0% 57.8% 56.4% 55.5% 57.6% 70%
Occasional use of marijuana. ............ 1989 71.1% 76.4% 75.8% 79.2% 73.8% 69.1%  65.4% 63.1% 59.9% 60.4% 61.6% 85%
Trying cocaine once or twice. .. .......... 1989 88.9% 90.5% 91.8% 92.2% 91.1% 91.4% 91.1% 89.2% 87.3% 88.8% 88.7% 95%
Smoking one or more packs of cigarettes
perday. .......... .. 1987 74.2% 75.3% 74.0% 76.2% 71.8% 72.4% 69.2% 69.3% 68.5% 69.0% 71.2% 95%
- 3.22 Perception of harm by high school
seniors
Heavy use of alcohol .. ................ 1989 44.0% 47.1% 48.6% 49.0% 48.3% 46.5% 45.2% 49.5% 43.0% 43.8% 43.1% 70%
Regular use of marijuana ............... 1989 77.5% 77.8% 78.6% 76.5% 72.5% 65.0% 60.8% 59.9% 58.1% 58.5% 57.4% 90%
Trying cocaine once or twice. .. .......... 1989 54.9% 59.4% 59.4% 56.8% 57.6% 57.2%  53.7% 54.2% 53.6% 54.6% 52.1% 80%
Smoking one or more packs of cigarettes
perday. ...... ... 1987 68.6% 68.2% 69.4% 69.2% 69.5% 67.6% 65.6% 68.2% 68.7% 70.8% 70.8% 95%
Using smokeless tobacco regularly . . . ... .. 1987 §30.0% 34.2% 37.4% 35.5% 38.9% 36.6% 33.2% 37.4% 38.6% 40.9% 41.1% 95%
- 3.23 Tobacco excise tax (percent of retail price)
Cigarettes. . .. .......... ... ... 1993 31.4% 31.0% 31.6% 30.5% 31.5% 28.2% 22.1% 50%
Smokeless tobacco. . .. ... ... 1993 11.8% --- 138%  --- "13.0% --- --- 50%
I:I 3.24 Treatment for nicotine addiction
Health plans offering treatment . . ... ... ... 1985 1% --- --- --- --- --- e --- --- 100%
- 3.25 Preemptive clean indoor air laws
Stateswithlaws . ................... 1995 17 17 17 17 17 0
- 3.26 Number of States with laws banning
cigarette vending machines in areas
accessible to minors®. . .............. 1995 §12 14 19 20 21 51

- - - Data not available.

... Category not applicable.
SBaseline has been revised.
*The NHIS was redesigned in 1997. Data may not be comparable with previous years; see Technical Notes.
"In 1992, the definition of “current” changed to include “some days” (intermittent smoking).
2Estimates for different tribes.
3Vietnamese males only.

41988 data.

SAmong people 20-24 years with a high school education or less.
%Baseline for white females 20-24 years.

"Data are unreliable. Relative standard error is greater than 30 percent.
8Middle/junior high and senior high schools only.

91998-99 data.

%Includes the District of Columbia.

11996-97 data.

Final objective status:

- Met - Toward - Mixed/ no change - Away I:I Cannot assess
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21997-98 data.

"3Response rate for this group was too low to produce reliable estimates.

"4In 1994, estimates for drug use were restricted to a core set of questions in contrast to the coding procedure in prior years. The trend data have been recalculated to adjust for these
differences and to produce comparable estimates from 1988 to 1998.

"®Method of calculation modified in 1997.

NOTE: Data include revisions and, therefore, may differ from data previously published.

Objective number Data source

3.1%, 3.1a National Vital Statistics System, CDC, NCHS.

3.2*,3.2a, b National Vital Statistics System, CDC, NCHS.

3.3 National Vital Statistics System, CDC, NCHS.

3.4*, 3.4a,b,d, e, h National Health Interview Survey, CDC, NCHS.

3.4c Baseline, 1992, and 1995 updates: Worldwide Survey of Substance Abuse and Health Behaviors Among Military Personnel, DoD, OASD.
1998 update: DoD Survey of Health Related Behaviors, Research Triangle Institute.

3.4f Baseline: CDC.
Updates: National Health Interview Survey, CDC, NCHS.

3.49g Baseline: Local surveys.

1990 update: Jenkins CH. Cancer risks and prevention practices among Vietnamese refugees. Western J Med 153:34-9. 1990.

1991 update: Jenkins CNH, et al. Tobacco use in Vietnam: Prevalence, predictors, and the role of the transnational tobacco corporations. JAMA
227(21):1726-31. 1997; Jenkins CNH, et al. The effectiveness of a media-led intervention to reduce smoking among Vietnamese-American men. AJPH
87(6):10314. 1997.

3.4i Baseline and 1991 update: National Health Interview Survey, CDC, NCHS.

1993 update: National Health and Pregnancy Survey, NIH, NIDA.

1995 update: National Survey of Family Growth, CDC, NCHS.

1996-98 updates: National Vital Statistics System, CDC, NCHS.

3.4j Baseline and 1988 update: Behavioral Risk Factor Surveillance System, CDC, NCCDPHP.
1995 update: National Survey of Family Growth, CDC, NCHS.

3.5, 3.5a National Health Interview Survey, CDC, NCHS.

3.6 Baseline: Adult Use of Tobacco Survey, CDC, NCCDPHP.
Updates: National Health Interview Survey, CDC, NCHS.

3.7, 3.7a National Health Interview Survey, CDC, NCHS.

3.8* Baseline: Adult Use of Tobacco Survey, CDC, NCCDPHP.
Updates: National Health Interview Survey, CDC, NCHS.

3.9* For males 18-24 years, National Health Interview Survey, CDC, NCHS.
For males 1247 years, National Household Survey on Drug Abuse, SAMHSA, OAS.

3.9a Baseline: National Medical Expenditure Survey of American Indians/Alaska Natives, PHS, NCHSR.
Updates: National Health Interview Survey, CDC, NCHS.

3.10 Baseline: National Survey of School Districts’ Nonsmoking Policies, NSBA, ACS, ALA, and AHA.
Updates: School Health Policies and Programs Study, CDC, NCCDPHP.

3.11* Baseline, 1991, and 1992 updates for worksites with 50 or more employees: National Survey of Worksite Health Promotion Activities, OPHS, ODPHP.

1995 data: Business Responds to AIDS Benchmark Survey, CDC, NCHSTP.
1998-99 data: National Worksite Health Promotion Survey, OPHS, ODPHP.
For medium and large companies: Nationwide Survey on Smoking in the Workplace, CDC, OSH; Bureau of National Affairs; American Society for
Personnel Administration.
3.12* Office on Smoking and Health Legislative Tracking System, CDC, NCCDPHP.
3.13 Baseline: Association of State and Territorial Health Officials Reporting System: Cancer and Cardiovascular Diseases Survey, PHF.
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Objective number

Data source

3.14

3.15
3.16

3.17*, 3.17a-b
3.18%, 3.18a
3.19*

3.20"

3.21*

3.22*

3.23

3.24

3.25"

3.26

Updates: Office on Smoking and Health Legislative Tracking System, CDC, NCCDPHP.

1997 data for States enforcing laws: Synar Regulation Implementation: “‘Report to Congress on FY 1997 State Compliance,” SAMHSA, February 1998.
Baseline: Association of State and Territorial Health Officials Reporting System: Cancer and Cardiovascular Diseases Survey, PHF.
1992 and 1994 updates: Association of State and Territorial Health Officials Survey of State Activities on Tobacco Prevention and
1996 update: Office on Smoking and Health, CDC, NCCDPHP; Public Health Applications Branch, NIH, NCI; California Department of Health Services.
Federal Trade Commission data reported by Office on Smoking and Health, CDC, NCCDPHP.

Baseline for internists: Wells, et al. Physicians Practice Study, AUJPH 76:1009-13. 1986.

Baseline for dentists: Secker-Walker, et al. Statewide Survey of Dentists’ Smoking Cessation Advice. JADA 118:37-40. 1989.
Updates for dentists: National Survey of Dentists’ and Hygienists’ Tobacco Control Activities, University of Florida.

1992 data for primary care providers: Primary Care Provider Surveys, OPHS, ODPHP.

1997-98 data for primary care providers: Prevention in Primary Care Study, American College of Preventive Medicine.

National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

National Household Survey on Drug Abuse, SAMHSA, OAS.

National Household Survey on Drug Abuse, SAMHSA, OAS.

Monitoring the Future, NIH, NIDA.

Monitoring the Future, NIH, NIDA.

“The Tax Burden on Tobacco,” The Tobacco Institute, 1995, and the Office on Smoking and Health, CDC, NCCDPHP.

Gelb BD. Preventive Medicine and Employee Productivity. Harvard Business Review 64(2): 12. 1985.

Office on Smoking and Health Legislative Tracking System, CDC, NCCDPHP.

Office on Smoking and Health Legislative Tracking System, CDC, NCCDPHP.

* Duplicate objective.



Tobacco Objectives

3.1*: Reduce coronary heart disease
deaths to no more than 100 per 100,000
people.

Duplicate objectives: 1.1, 2.1, and 15.1

3.1a*: Reduce coronary heart
disease deaths among blacks to no
more than 115 per 100,000 people.

Duplicate objectives: 1.1a, 2.1a, and
15.1a

3.2*: Slow the rise in lung cancer deaths
to achieve a rate of no more than 42 per
100,000 people.

Duplicate objective: 16.2

3.2a*: Slow the rise in lung cancer
deaths among females to no more
than 27 per 100,000.

Duplicate objective: 16.2a

3.2b*: Slow the rise in lung cancer
deaths among black males to no
more than 91 per 100,000.

Duplicate objective: 16.2b

3.3: Slow the rise in deaths from
chronic obstructive pulmonary disease to
achieve a rate of no more than 25 per
100,000 people.

3.4*: Reduce cigarette smoking to a
prevalence of no more than 15 percent
among people aged 18 and older.

Duplicate objectives: 15.12 and 16.6

3.4a*: Reduce cigarette smoking to
a prevalence of no more than

20 percent among people with a
high school education or less aged
20 and older.

Duplicate objectives: 15.12a and
16.6a

3.4b*: Reduce cigarette smoking to
a prevalence of no more than

20 percent among blue-collar
workers aged 18 and older.

Duplicate objectives: 15.12b and
16.6b

3.4c*: Reduce cigarette smoking to
a prevalence of no more than

20 percent among military
personnel.

Duplicate objectives: 15.12¢ and
16.6¢
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3.4d*: Reduce cigarette smoking to
a prevalence of no more than

18 percent among blacks aged 18
and older.

Duplicate objectives: 15.12d and
16.6d

3.4e*: Reduce cigarette smoking to
a prevalence of no more than

15 percent among Hispanics aged
18 and older.

Duplicate objectives: 15.12e and
16.6e

3.4f*: Reduce cigarette smoking to
a prevalence of no more than

20 percent among American Indians
and Alaska Natives.

Duplicate objectives: 15.12f and
16.6f

3.4g*: Reduce cigarette smoking to
a prevalence of no more than

20 percent among Southeast Asian
men.

Duplicate objectives: 15.12g and
16.6g

3.4h*: Reduce cigarette smoking to
a prevalence of no more than

12 percent among women of
reproductive age.

Duplicate objectives: 15.12h and
16.6h

3.4i*: Reduce cigarette smoking to
a prevalence of no more than
10 percent among pregnant women.

Duplicate objectives: 15.12i and
16.6i

3.4j*: Reduce cigarette smoking to
a prevalence of no more than

10 percent among women who use
oral contraceptives.

Duplicate objectives: 15.12j and
16.6j

3.5: Reduce the initiation of cigarette
smoking by children and youth so that
no more than 15 percent have become
regular cigarette smokers by age 20.

3.5a: Reduce the initiation of
cigarette smoking by lower
socioeconomic status youth so that
no more than 18 percent have
become regular cigarette smokers
by age 20.

3.6: Increase to at least 50 percent the
proportion of cigarette smokers aged 18
and older who stopped smoking

cigarettes for at least one day during the
preceding year.

3.7: Increase smoking cessation during
pregnancy so that at least 60 percent of
women who are cigarette smokers at the
time they become pregnant quit smoking
early in pregnancy and maintain
abstinence for the remainder of their
pregnancy.

3.7a: Increase smoking cessation
during pregnancy so that at least

45 percent of women with less than
a high school education who are
cigarette smokers at the time they
become pregnant quit smoking early
in pregnancy and maintain
abstinence for the remainder of their
pregnancy.

3.8*: Reduce to no more than 20 percent
the proportion of children aged 6 and
younger who are regularly exposed to
tobacco smoke at home.

Duplicate objective: 11.17

3.9*: Reduce smokeless tobacco use by
males aged 12-24 to a prevalence of no
more than 4 percent.

Duplicate objective: 13.17

3.9a*: Reduce smokeless tobacco
use by American Indian and Alaska
Native youth to a prevalence of no
more than 10 percent.

Duplicate objective: 13.17a

3.10: Establish tobacco-free
environments and include tobacco-use
prevention in the curricula of all
elementary, middle, and secondary
schools, preferably as part of
comprehensive school health education.

3.11*: Increase to 100 percent the
proportion of worksites with a formal
smoking policy that prohibits or
severely restricts smoking at the
workplace.

Duplicate objective: 10.18

3.12*: Enact in 50 States and the
District of Columbia comprehensive
laws on clean indoor air that prohibit
smoking or limit it to separately
ventilated areas in the workplace and
enclosed public places.

Duplicate objective: 10.19

3.13: Enact in 50 States and the District
of Columbia laws prohibiting the sale
and distribution of tobacco products to
youth younger than age 18. Enforce



these laws so that the buy rate in
compliance checks conducted in all 50
States and the District Columbia is no
higher than 20 percent.

3.14: Establish in 50 States and the
District of Columbia plans to reduce
tobacco use, especially among youth.

3.15: Eliminate or severely restrict all
forms of tobacco product advertising
and promotion to which youth younger
than age 18 are likely to be exposed.

3.16: Increase to at least 75 percent the
proportion of primary care and oral
health care providers who routinely
advise cessation and provide assistance
and followup for all of their
tobacco-using patients.

3.17*: Reduce deaths due to cancer of
the oral cavity and pharynx to no more
than 10.5 per 100,000 men aged 45-74
and 4.1 per 100,000 women aged
45-74.

Duplicate objectives: 13.7 and 16.17

3.17a*: Reduce deaths due to
cancer of the oral cavity and
pharynx to no more than 26.0 per
100,000 among black males aged
45-74.

Duplicate objectives: 13.7a and
16.17a

3.17b*: Reduce deaths due to
cancer of the oral cavity and
pharynx to no more than 26.0 per
100,000 among black females aged
45-74.

Duplicate objectives: 13.7b and
16.17b

3.18*: Reduce stroke deaths to no more
than 20 per 100,000 people.

Duplicate objectives: 2.22 and 15.2

3.18a*: Reduce stroke deaths
among blacks to no more than 27
per 100,000.

Duplicate objectives: 2.22a and
15.2a

3.19*: Increase by at least 1 year the

average age of first use of cigarettes,

alcohol, and marijuana by adolescents
aged 12-17.

Duplicate objective: 4.5

3.20*: Reduce the proportion of young
people who have used alcohol,
marijuana, and cocaine, or cigarettes in
the past month as follows:

2000 target

Substance and age (percent)
Alcohol:
12-17 years 12.6
18-20 years 29.0
Marijuana:
12—17 years 3.2
18-25 years 7.8
Cocaine:
12-17 years 0.6
18-25 years 23
Use in past month 2000 target
(percent)
Alcohol:
Hispanic 12-17 years 12.0
Cocaine:
Hispanic 12-17 years 0.6
Hispanic 18-25 years 1.0
Cigarettes:
12-17 years 6.0

Duplicate objective: 4.6

3.21*: Increase the proportion of high
school seniors who perceive social
disapproval of heavy use of alcohol,
occasional use of marijuana, and
experimentation with cocaine, or regular
use of tobacco, as follows:

2000 target

(percent)

Heavy use of alcohol 70

Occasional use of marijuana 85

Trying cocaine once or twice 95
Smoking one or more packs of

cigarettes per day 95

Duplicate objective: 4.9

3.22*: Increase the proportion of high
school seniors who associate physical or
psychological harm with the heavy use
of alcohol, occasional use of marijuana,
experimentation with cocaine, or regular
use of tobacco, as follows:

2000 target

(percent)
Heavy use of alcohol 70
Regular use of marijuana 90
Trying cocaine once or twice 80
Smoking one or more packs of
cigarettes per day 95
Using smokeless tobacco
regularly 95

Duplicate objective: 4.10

3.23: Increase the average (State and
Federal combined) tobacco excise tax to
at least 50 percent of the average retail
price of all cigarettes and smokeless
tobacco.

3.24: Increase to 100 percent the
proportion of health plans that offer
treatment of nicotine addiction (e.g.,
tobacco use cessation counseling by
health care providers, tobacco use
cessation classes, prescriptions for
nicotine replacement therapies, and/or
other cessation services).

3.25*: Reduce to zero the number of
States that have clean indoor air laws
preempting stronger clean indoor air
laws on the local level.

Duplicate objective: 10.20

3.26: Enact in 50 States and the District
of Columbia laws banning cigarette
vending machines except in places
inaccessible to minors.

* Duplicate objective.
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Priority Area 4
Substance Abuse:
Alcohol and Other
Drugs

Background

Substance abuse and its related
problems are among society’s most
pervasive health and social concerns.
Each year, about 100,000 deaths in the
United States are related to alcohol
consumption (1). Illicit drug abuse and
related acquired immunodeficiency
syndrome (AIDS) deaths account for at
least another 12,000 deaths. In 1995, the
economic cost of alcohol and drug
abuse was $276 billion (2). This
represents more than $1,000 for every
man, woman, and child in the United
States to cover the costs of health care,
motor vehicle crashes, crime, lost
productivity, and other adverse outcomes
of alcohol and drug abuse.

Data Summary

Highlights

Three of the 20 Healthy People
2000 objectives have been met or
surpassed. By 1996, all 50 States had
established and were monitoring
comprehensive plans to ensure that
underserved populations had access to
alcohol and drug treatment programs
(4.12). In 1995, more than 90 percent of
the worksites with 50 or more
employees had adopted policies on
alcohol and drugs (4.14), which exceeds
the target of 60 percent.

Alcohol-related motor vehicle crash
deaths (4.1) have declined dramatically
from 9.8 deaths per 100,000 persons in
1987, when the baseline was
established, to 5.8 per 100,000 in 1999.
However, the target, which was revised
downward from 8.5 to 5.5 during the
1995 Healthy People Midcourse Review
(3), was not met. This reduction has
been attributed in part to the passage of
State laws mandating administrative
license revocation (4.15) and setting
maximum blood alcohol concentration
(BAC) levels of 0.08 percent for drivers
21 years and older and establishing zero
tolerance for alcohol in the blood of
drivers under the age of 21 years (4.18).
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The cirrhosis death rate (4.2) has
declined to an age-adjusted rate of 7.2
deaths per 100,000 persons, although the
age-adjusted rate for American
Indians/Alaska Natives remains
significantly higher than that of other
racial and ethnic groups. Progress has
also been made on increasing the age of
first use of cigarettes (4.5).

Past month use of illegal substances
showed mixed results. Alcohol use by
adolescents 12—17 years has declined
substantially from 33.4 percent in 1988,
when the baseline was established, to
19.1 percent in 1998 (4.6). Marijuana
use for youths 12—17 years is more
prevalent now than it was a decade ago,
although use by this age group has been
decreasing since 1997 (4.6). The
problem of heavy drinking (4.7) persists
among high school students in the
30—percent range and in the 40—percent
range for college students.

Trends in the perceived harmfulness
of different substances are also mixed
(4.10). In recent years, high school
seniors’ perception of harm from regular
marijuana use has declined substantially,
moving away from the target despite
initial improvements. While high school
seniors’ perception of harm from heavy
alcohol use (4.10) increased somewhat
in the early 1990s, it has subsequently
declined, ending the decade largely
unchanged from the baseline.

High school seniors’ perception of
social disapproval for heavy alcohol use
has increased, while perceptions of
social disapproval for regular use of
marijuana, trying cocaine once or twice,
smoking one or more packs of cigarettes
per day, and using smokeless tobacco
are generally moving away from their
respective targets (4.9), resulting in a
mixed assessment for this objective.

For the total population, rates of
drug-related deaths (4.3) and drug
abuse-related emergency department
visits have increased (4.4).

Summary of Progress

Data to assess trends toward the
year 2000 targets are available for 16 of
the 20 objectives in the Substance
Abuse priority area. The target for one
objective (4.12) was met and the targets
for two objectives (4.11 and 4.14) have
been surpassed. Progress toward targets
is shown for seven objectives (4.1, 4.2,
4.5, 4.7, 4.8, 4.15, and 4.18). Trends are
generally moving away from targets for
two objectives (4.3 and 4.4). Mixed
results are shown for four objectives

(4.6, 4.9, 4.10, and 4.19). No updates
are available for four objectives (4.13,
4.16, 4.17, and 4.20). See table 4 for the
tracking data for the objectives in this
priority area and figure 4 for a
quantitative assessment of progress.

Discussion

Twice in the 20th century, in the
1970s and again in the 1990s, drug use
rose. In the later part of the 1980s, drug
use fell, although illegal drug use never
disappeared entirely. Beginning around
1990, teens and preteens began to adopt
more permissive attitudes toward drugs.
Soon thereafter, actions followed
perceptions and the use of illegal drugs
increased among young people 12—-17
years. Supplemental data from 1999
indicate that 6.7 percent or 14.8 million
Americans 12 years and over were
current users of illicit drugs. This is
down from 1979, when 14.1 percent of
the U.S. population 12 years and over
were current drug users (4) . By
historical standards, present drug rates
are relatively low. The fluctuation in
trends reinforces the need for education
as a continuous process for parents,
communities, and policymakers, as well
as for children.

The direct and indirect public health
impact of substance abuse is
widespread. Alcohol abuse and drug
abuse among youth are strongly
associated with risk-taking behavior,
including sexual risk-taking behavior
(5). Intravenous drug use is a major
vector for the transmission of infectious
diseases, including HIV/AIDS, hepatitis
B and hepatitis C (6).

Alcohol consumption has significant
adverse consequences for public health.
Alcohol use has been linked with a
substantial portion of injuries and deaths
from motor vehicle crashes, falls, fires,
and drownings (7). It is also a factor in
homicide, suicide, marital violence, and
child abuse (8). Excessive drinking has
consequences for virtually every part of
the body. Heavy alcohol use increases
risk for cirrhosis and other liver
disorders. Drinking also may increase
the risk for developing cancer of the
colon and rectum (9). Women’s risk of
developing breast cancer increases
slightly if they drink two or more drinks
per day (10).

The problem of heavy drinking
persists among high school students and
for college students. Recently enacted
Federal law requires the withholding of



Figure 4. Final status of Substance Abuse: Alcohol and Other Drug objectives

M Moved away from target O Moved toward target [l Met target

4.1 Alcohol-related motor vehicle deaths
4.2 Cirrhosis deaths
4.3 Drug-related deaths (R melErA4
4.4 Drug abuse-related emergency room visits — [EP== k3,174
4.5 Average age of first use, 12-17 years: Gigarettes
Alcohol No|change
Marijuana
4.6 Use in past month: Alcohol, 12-17 years
Alcohol, 18-20 years
Marijuana, 12-17 years RS e j178
Marijuana, 18-25 years
Cocaine, 12-17 years 67%
Cocaine, 18-25 years 112% =
Cigarette, 12-17 years
4.7 Heavy drinking in past 2 weeks: High school seniors
College students

4.8 Alcohol consumption (gallons per capita)

4.9 High school seniors' perception of disapproval:
Heavy alcohol use

Occasional marijuana use -68%

Cocaine use once or twice

Smoking one or more packs of cigarettes a day
4.10 High school seniors' perception of harm:
Heavy alcohol use

Regular marijuana use [ty

Cocaine use once or twice
Smoking one or more packs of cigarettes a day
Using smokeless tobacco regularly

80%

30%
69%

-4%

411 Anabolic steroid use: Male high school seniors 112% —>
4.12 Number of States with access to treatment programs 100%
4.14 Alcohol policies at worksites with 50 or more employees 100%

Other drug policies 100%

4.15 States with administrative license suspension/revocation laws m

4.18 States with blood alcohol tolerance levels: 100
.02% or less, under 21 years °

0.8%, 21 years and over 21%
L L L L L L L L
-100 -80 -60 -40 -20 O 20 40 60 80 100

Percent of target achieved

NOTE: Complete tracking data are shown in table 4. Progress quotients are not calculated for objectives 4.13, 4.16, 4.17, 4.19, and 4.20.
See the section on Measuring Progress Toward the Healthy People 2000 Targets in the Appendix for more information.
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Federal highway funds from States that
do not adopt a BAC of 0.08 percent as
the standard for driving while
intoxicated. Beginning in 2004, a
gradually increasing percent of these
funds (up to a maximum of 8 percent)
will be withheld from States that fail to
comply (11). In 1998, 16 States and the
District of Columbia had 0.08 as their
threshold BAC tolerance level for
driving while alcohol-impaired.

Transition to Healthy People
2010

Healthy People 2010 increases the
number of objectives related to
substance abuse from 20 in Healthy
People 2000 to 25. Many of the
objectives in Healthy People 2000 are
retained in Healthy People 2010,
including objectives on alcohol-related
motor vehicle crashes (4.1), cirrhosis
deaths (4.2), drug-related (drug-induced)
deaths (4.3), drug-related hospital
emergency department visits (4.4),
average age of first use (4.5), past
month use of illicit substances by
adolescents (4.6), binge drinking (4.7),
alcohol consumption (4.8), peer
disapproval of substance abuse (4.9),
perception of risk (4.10), steroid use
(4.11), administrative license revocation
laws (4.15), and blood alcohol
concentration levels (4.18).

Objectives related to the prevention
of tobacco use included in the Healthy
People 2000 priority area have been
reorganized into the Tobacco Use focus
area in Healthy People 2010. Such a
move, however, is not intended to lessen
the understanding that the prevention
and treatment of substance abuse
requires that all abused substances be
addressed—from tobacco and alcohol to
marijuana and other illicit drugs.

In addition, several objectives have
been added to Healthy People 2010.
They include objectives dealing with
drug-related motor vehicle crash deaths,
injuries caused by alcohol-related motor
vehicle crashes, injuries caused by
drug-related motor vehicle crashes,
alcohol-related emergency department
visits, adolescents riding in a car with a
driver who has been drinking, alcohol-
and drug-related violence, lost
productivity, adults exceeding guidelines
for low-risk drinking, and inhalant use
by adolescents. Also added are
objectives related to the treatment gap
for illicit drugs, treatment in correctional
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institutions, treatment for injection drug
use, treatment gap for problem alcohol
use, hospital emergency department
referrals, and communities using
partnerships or coalition models to
conduct substance abuse prevention
efforts.

Several objectives included in other
focus areas of Healthy People 2010 are
directly related to the objectives
included in the Substance Abuse focus
area. For example, school health
education and community health
promotion programs (Educational and
Community-Based Programs), AIDS
among persons who inject drugs (HIV),
deaths from unintentional injuries
(Injury and Violence Prevention), fetal
alcohol syndrome (Maternal, Infant, and
Child Health), and primary care
screening and assessment (Mental
Health and Mental Disorders). All 21
objectives in the focus area on Tobacco
Use are related to the Substance Abuse
chapter, especially the objectives on
adolescent tobacco use, initiation of
tobacco use, age at first tobacco use,
smoking cessation by adolescents, and
adolescent disapproval of smoking.

Substance Abuse is one of the 10
Leading Health Indicators (LHIs), which
Healthy People 2010 introduces to serve
as a barometer of the Nation’s health.
Three objectives from the Substance
Abuse focus area—adolescent use of
alcohol or any illicit drug, adult use of
any illicit drug, and binge drinking by
adults—are used to measure this LHI.

Appendix table III, a crosswalk
between Healthy People 2000 and
Healthy People 2010 objectives,
summarizes the differences between the
two decades of objectives, reflecting
new knowledge and directions in this
area.

Data Issues

Definitions

All deaths attributed to chronic liver
disease and cirrhosis (whether or not
they are specified as alcohol related) are
tracked in objective 4.2 as an indicator
of abusive alcohol consumption. The
entries on death certificates are often not
specific enough to identify all
alcohol-related liver disease deaths.
Estimates of the proportion of the total
chronic liver disease and cirrhosis
deaths that are alcohol-related range
from 41 to 95 percent (12).

Data from the National Vital
Statistics System are used to track
drug-related deaths (4.3). Although the
objective discusses drug-related deaths,
it is tracked by a category of deaths that
is more accurately termed
“drug-induced deaths.” The category
includes deaths whose underlying cause
was drug dependence, nondependent use
of drugs, and poisoning from drugs, all
of which may include medically
prescribed drugs. It excludes
unintentional injuries, homicides, and
other causes indirectly related to drug
use. See Appendix table IV for a list of
specific ICD-9 codes. This objective
will continue to be tracked in Healthy
People 2010 with the more accurate title
“drug-induced deaths.”

Objectives 4.7, 4.9, and 4.10 refer
to recent heavy drinking and heavy
alcohol use. Heavy alcohol use is
defined as having five or more drinks
on one occasion. Recent heavy drinking
is having five or more drinks on one
occasion in the past 2 weeks.

Data Sources

Alcohol-related motor vehicle
crashes (4.1) are tracked using data from
the Department of Transportation’s
Fatality Analysis Reporting System
(formerly the Fatal Accident Reporting
System) (FARS). The FARS
supplements death certificate data with
information on the circumstances of the
death to determine whether the death
was alcohol related. The National Vital
Statistics System does not specify
alcohol-related motor vehicle crashes.

The 1992 baselines for objective
4.14 are from the National Survey of
Worksite Health Promotion Activities,
which was a telephone survey of
nongovernment worksites. Worksites
were sampled, because different
worksites within the same company
could have different sets of health
promotion activities. Both active (for
example, classes) and passive (for
example, brochures) methods were
counted as worksite health promotion
activities. The 1995 update is from the
Centers for Disease Control and
Prevention (CDC) sponsored Worksite
Benchmark Survey, which used a
methodology very similar to the 1992
survey, but did not include passive
methods of health promotion (13,14).

The 1992 data on inquiry about
alcohol consumption and other drug
abuse for objective 4.19 are from
Primary Care Provider Surveys (PCPS).



The sample was drawn from the
membership rolls of professional
organizations for pediatricians, nurse
practitioners, family physicians,
obstetricians/gynecologists, and
internists. Response rates varied from 50
to 80 percent across these groups. The
data on inquiry (from PCPS) about
work-related risks represent the
proportion of providers who routinely
queried 81-100 percent of their patients
about these risks. The data on
counseling refer to the proportion of
providers who routinely provided these
services to patients who needed the
services. The Prevention in Primary
Care Study (PPCS) was conducted in
1997-98. The design and items included
in the 1997-98 study were similar to the
PCPS, but the sampling frame was
slightly different and some items
included in the 1992 surveys were not
included in the PPCS. The professionals
were sampled from listings of all
licensed, active practitioners in the
United States whose practices were at
least 50 percent primary care. Because
of low response rates from the other
provider groups, updates are available
only for nurse practitioners.

Data Comparability

The National Household Survey on
Drug Abuse (NHSDA) is used to
measure objectives 4.5 and 4.6
regarding substance use among
adolescents and young people. The
targets for objective 4.6 are consistent
with the goals established by the Office
of the National Drug Control Policy,
Executive Office of the President.
Beginning in 1991, the NHSDA was
expanded to include college students
living in residence halls. Thus, results
for people 18-25 years for marijuana
and cocaine use and people 18-20 years
for alcohol use are not directly
comparable with measures from
previous years. Additionally, improved
questionnaire and editing procedures
were introduced with the 1994 survey,
which restricted determination of drug
use to a core set of questions in contrast
to a broader coding procedure in prior
years. The trend data for all substances
in objective 4.6 have been recalculated
to adjust for these differences and to
produce comparable estimates from
1988 to 1998.
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Table 4. Substance Abuse: Alcohol and Other Drugs objectives

Final Baseline Target
status Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
|:| 4.1* Alcohol-related motor vehicle deaths (per 100,000). . 1987 9.8 8.9 7.9 7.0 6.8 6.4 6.6 6.5 6.1 5.9 5.8 5.5
a. American Indian/Alaska Native male. .. ......... 1987 40.4 343 322 314 268 280 ---  35.0
b. People 15-24years ............. ... ... 1987 §20.9 186 172 142 132 130 128 129 1.7 1.7 115 125
|:| 4.2 Cirrhosis deaths (age adjusted per 100,000)........ 1987 9.2 8.6 8.3 8.0 7.9 7.9 7.6 7.5 7.4 7.2 6
a. Blackmale........... ... .. ... .. . ... ... 1987 22.6 200 174 172 1641 159 147 138 129 123 12
b. American Indian/Alaska Native . .. ............. 1987 20.5 198 204 216 210 214 243 207 206 220 10
c. Hispanic' ....... ... ... ... . ... ... ... 1990 $14.2 ... 138 135 134 137 129 126 120 117 10
- 4.3 Drug-related deaths (age adjusted per 100,000) . . ... 1987 3.8 3.6 3.8 4.3 4.8 5.0 5.1 5.2 5.6 5.9 3
a. Black ... 1990 5.7 6.6 6.8 8.3 8.6 8.5 8.0 8.2 8.1 3
b. Hispanic' ....... ... ... ... ... ... . ... ... 1990 4.3 3.9 5.6 6.4 6.0 6.0 5.9 5.7 5.9 3
- 4.4 Drug abuse-related emergency room visits
(per 100,000) . .. ..o 1991 175.8 191.4 203.9 2252 2225 207.2 2215 2254 2282 140.6
|:| 4.5* Average age of first use (adolescents 12-17 years) . .
Cigarettes. . . .. ... 1988 11.6 15 M5 M7 117 122 123 124 124 124 --- 126
Alcohol . . .. 1988 131 128 126 130 129 128 126 131 13.1 13.1 --- 141
Marijuana . . . ... 1988 13.4 134 135 138 139 141 13.8 144 137 137 --- 144
|:| 4.6* Use in past month by adolescents and young
adults?
Alcohol
12-17 years .. ... 1988 33.4%  32.5% 27.0% 20.9% 23.9% 21.6% 21.1% 18.8% 20.5% 19.1% --- 12.6%
18-20 Y€ArS . ..ottt 1994 54.6% ... 541% 50.1% 53.4% 53.5% --- 29.0%
Hispanic 12-17 years ............. .. ... ...... 1988 31.9% 24.2% 28.3% 20.3% 22.0% 18.3% 18.7% 19.9% 18.8% 18.9% --- 12.0%
Marijuana
12-17 years . ... 1988 5.4% 44% 3.6% 34% 4.0% 6.0% 82% 71% 94% 8.3% --- 32%
18-25y€ars .. ..o 1988 15.3%  12.7% 12.9% 10.9% 11.1% 12.1% 12.0% 13.2% 12.8% 13.8% .- 7.8%
Cocaine
12-17 years .. ... 1988 1.2% 0.6% 04% 03% 04% 03% 08% 06% 1.0% 0.8% --- 0.6%
18-25 y€ars .. ... 1988 4.8% 23% 22% 20% 16% 12% 13% 20% 12% 2.0% --- 23%
Hispanic 12-17 years .......... ... .. ... ...... 1988 1.4% 20% 14% 13% 11% 07% 08% 11% 1.0% 1.4% --- 0.6%
Hispanic 18-25years ........................ 1994 2.2% 11% 21% 1.5% 27% --- 1.0%
Cigarettes
12-17 years . ... 1988 22.7%  22.4% 20.9% 18.4% 18.5% 18.9% 20.2% 18.3% 19.9% 18.2% --- 6.0%
] 47 Heavy drinking in past 2 weeks®
High school seniors .. ........ ... ... ... .. ....... 1989 33.0% 32.2% 29.8% 27.9% 27.5% 28.2% 29.8% 30.2% 31.3% 31.5% 30.8% 28.0%
College students. . ............. ... .. . ... .. ... 1989 41.7%  41.0% 42.8% 41.4% 40.2% 40.0% 40.0% 38.3% 40.7% 38.9% 40.0% 32.0%
] 48 Alcohol consumption (gallons per capita, persons
14yearsand over) . ... 1987 2.54 245 231 2381 225 221 217 219 218 2.0
|:| 4.9* Perception of social disapproval by high school
seniors
Heavy use of alcohol . ............ ... ......... 1989 56.4%  59.0% 58.1% 60.8% 585% 59.1% 58.0% 57.8% 56.4% 55.5% 57.6% 70%
Occasional use of marijuana. . ................... 1989 71.1% 76.4% 75.8% 79.2% 73.8% 69.1% 65.4% 63.1% 59.9% 60.4% 61.6% 85%
Trying cocaine once ortwice. . .. ................. 1989 88.9% 90.5% 91.8% 92.2% 91.1% 91.4% 91.1% 89.2% 87.3% 88.8% 88.7% 95%
Smoking one or more packs of cigarettes per day. . . .. 1987 74.2% 75.3% 74.0% 76.2% 71.8% 72.4% 69.2% 69.3% 68.5% 69.0% 71.2% 95%

See footnotes and key at end of table.
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Table 4. Substance Abuse: Alcohol and Other Drugs objectives—Con.

Final Baseline Target
status Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
] 410" Perception of harm by high school seniors
Heavy use of alcohol . ......... ... ... ... ....... 1989 44.0% 471% 48.6% 49.0% 48.3% 46.5% 45.2% 49.5% 43.0% 43.8% 43.1% 70%
Regular use of marijuana .. ..................... 1989 77.5% 77.8% 78.6% 76.5% 72.5% 65.0% 60.8% 59.9% 58.1% 58.5% 57.4% 90%
Trying cocaine once ortwice. . .. ................. 1989 54.9% 59.4% 59.4% 56.8% 57.6% 57.2% 53.7% 54.2% 53.6% 54.6% 52.1% 80%
Smoking one or more packs of cigarettes per day. . . .. 1987 68.6% 68.2% 69.4% 69.2% 69.5% 67.6% 65.6% 68.2% 68.7% 70.8% 70.8% 95%
Using smokeless tobacco regularly . . . ............. 1987 $30.0% 34.2% 37.4% 35.5% 38.9% 36.6% 33.2% 37.4% 38.6% 40.9% 41.1% 95%
- 411 Anabolic steroid use
Male high school seniors. . . ..................... 1989 4.7% 50% 3.6% 35% 35% 38% 38% 32% 41% 28% --- 3.0%
- 4.12 Number of States with access to treatment
Programs. . . ... ..u i 1996 50 50 50 50 50
|:| 4.13 Alcohol and drug education in schools. . ......... 1996 86% --- --- --- 100%
Provided students with some instruction .. .......... 1987 63% --- --- --- --- --- --- --- --- --- --- 100%
Provided students with counseling. . . .............. 1987 39% --- --- --- --- --- --- --- --- --- --- 100%
Referred students for clinical assessments .. ........ 1987 23% --- --- --- --- --- --- --- --- --- --- 100%
Provided students with instruction in at least one
course
Middle/junior and senior high schools ............ --- --- --- --- --- 90.4% --- --- --- --- --- 100%
- 4.14 Worksite alcohol and drug policies 50 or more
employees. . ... ... e ---  60%
Alcohol . . ..o 1992 88% --- .- 92% --- --- --- ---  60%
Otherdrugs .. ... 1992 89% --- --- 96% --- --- --- ---  60%
|:| 4.15 Number of States with administrative license
suspension/revocation laws* . .. ............... 1990 29 30 --- 35 38 --- --- 40 41 --- 51
|:| 4.16 Number of States with policies to reduce minors’
accesstoalcohol ....... ... ... ... ... ... .... 1996 46 --- --- --- 50
[ ] 417 Number of States with restrictions on promotion
of alcohol to children and adolescents . . ... ... .. 1996 13 --- --- --- 20
|:| 4.18 Number of States with blood alcohol concentration
tolerance levels
Zero tolerance (0.02% or less) for people under
21 YBAIS . o ottt 1993 9 421 --- %38 M6 450 --- 50
0.08% for people 21 yearsandover............... 1993 7 11 --- 14 15 16 --- 50
|:| 4.19 Screening, counseling, and referral by clinicians . . . --- --- --- --- --- --- --- --- --- --- .- 75%
Percent of clinicians routinely providing service
to 81400% of patients
Inquiry about alcohol consumption (12 years and over)
Pediatricians . . . . ... . 1992 29% --- --- --- --- .- 56 .- 75%
Nurse practitioners .. ........... ... .. ........ 1992 45% --- --- --- --- --- 552% --- 75%
Obstetricians/gynecologists . .. ................. 1992 34% --- --- --- --- --- 56 --- 75%
Internists . . .. .. ... 1992 63% --- --- --- --- --- 56 .- 75%
Family physicians .. ......................... 1992 39% --- --- --- --- --- 56 --- 75%

See footnotes and key at end of table.
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Table 4. Substance Abuse: Alcohol and Other Drugs objectives—Con.

Final Baseline Target
status Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
Inquiry about other drug use (12 years and over)
Pediatricians . . . . ... .. 1992 28% .. e .. --- --- --- --- --- 56 --- 75%
Nurse practitioners . ......................... 1992 43% S . . --- --- --- --- --- 536% --- 75%
Obstetricians/gynecologists . .. ................. 1992 32% ... . ... --- .- --- .- --- 56 ... 75%
Internists . . .. ... ... 1992 34% 56 ... 75%
Family physicians . ........ ... ... ... ... ... ... 1992 23% A e .. --- --- --- --- --- 56 --- 75%
Referral to alcohol treatment
Pediatricians . . . . ......... ... ... 1992 26% .. . .. --- --- --- --- --- 56 ... 75%
Nurse practitioners . ........ ... ... . ... .. ..., 1992 19% S . S --- --- --- --- --- 522% --- 75%
Obstetricians/gynecologists . . . ................. 1992 24% ... .. ... --- --- --- --- --- 56 --- 75%
Internists . . .. .. ... 1992 33% 56 --- 75%
Family physicians .. ......................... 1992 28% .. . .. --- .- --- .- --- 56 ... 75%
Referral to drug abuse treatment
Pediatricians . . . . ... . 1992 32% o e o --- --- --- --- --- 56 --- 75%
Nurse practitioners .. ........... ... ......... 1992 19% S . o --- --- --- --- --- 525% - -- 75%
Obstetricians/gynecologists . .. ... .............. 1992 28% .. . .. --- --- --- --- --- 56. -- 75%
Internists . . .. .. ... 1992 35% --- 56. -- 75%
Family physicians .. ................covou.... 1992 28% . . . --- --- --- --- --- 56. -- 75%
I:I 4.20 Number of States with Hospitality Resource
Panels . ... ... ... ... ... ... 1994 8 . .. —.- - 30

- - - Data not available.
... Category not applicable.
SBaseline has been revised.

Final objective status:

differences and to produce comparable estimates from 1988 to 1997.

- Met - Toward - Mixed/ no change - Away I:I Cannot assess

'Excludes data from States lacking an Hispanic-origin item on their death certificate or for which Hispanic-origin data were not of sufficient quality. See Appendix.
2In 1994, estimates for drug use were restricted to a core set of questions in contrast to the coding procedure in prior years. The trend data have been recalculated to adjust for these

SRecent heavy drinking is defined as having 5 or more drinks on 1 occasion in the previous 2-week period as monitored by self-reports.

“Includes the District of Columbia.
51997-98 data.
®Response rate for this group was too low to produce reliable estimates.

NOTE: Data include revisions and, therefore, may differ from data previously published in these reports and other publications.
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Objective number

Data source

4.1*, 41b
4.1a

4.2, 4.2a€
4.3, 4.3ab
4.4

4.5*

4.6*

4.7

4.8

4.9*

4.10*

4.11

412

413

4.14
4.15
4.16
417
4.18
4.19

4.20

Fatality Analysis Reporting System, DOT, NHTSA.

Fatality Analysis Reporting System, DOT, NHTSA and National Vital Statistics System, CDC, NCHS.
National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

Drug Abuse Warning Network, SAMHSA, OAS.

National Household Survey on Drug Abuse, SAMHSA, OAS.

National Household Survey on Drug Abuse, SAMHSA, OAS.

Monitoring the Future, NIH, NIDA.

Alcohol Epidemiology Data System, NIH, NIAAA.

Monitoring the Future, NIH, NIDA.

Monitoring the Future, NIH, NIDA.

Monitoring the Future, NIH, NIDA.

Substance Abuse Prevention and Treatment Block Grant Applications, SAMHSA, CSAT.

1987 baseline: Report to Congress and the White House on the Nature and Effectiveness of Federal, State, and Local Drug Prevention Education
Programs. DOE. 1987.

1996 baseline: Substance Abuse Prevention and Treatment Block Grant Applications, SAMHSA, CSAT.
1994 data: School Health Policies and Programs Study, CDC, NCCDPHP.

Baseline: National Survey of Worksite Health Promotion Activities, OPHS, ODPHP.
Update: Business Responds to AIDS Benchmark Survey, CDC, NCHSTP.

Baseline: Office of Alcohol and State Programs, DOT, NHTSA.

Updates: Office of Safety Recommendations, DOT, NHTSA.

Substance Abuse Prevention and Treatment Block Grant Applications, SAMHSA, CSAT.
Substance Abuse Prevention and Treatment Block Grant Applications, SAMHSA, CSAT.
Baseline: Office of Alcohol and State Programs, DOT, NHTSA.

Updates: Office of Safety Recommendations, DOT, NHTSA.

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

Update: Prevention in Primary Care Study, American College of Preventive Medicine.
California Coordinating Council on Responsible Beverage Service, National Survey Report.

* Duplicate objective.



Substance Abuse:
Alcohol and Other
Drugs Objectives

4.1*: Reduce deaths caused by
alcohol-related motor vehicle crashes to
no more than 5.5 per 100,000 people.

Duplicate objective: 9.23

4.1a*: Reduce deaths among
American Indian and Alaska Native
men caused by alcohol-related
motor vehicle crashes to no more
than 35.0 per 100,000.

Duplicate objective: 9.23a

4.1b*: Reduce deaths among people
aged 15-24 caused by
alcohol-related motor vehicle
crashes to no more than 12.5 per
100,000.

Duplicate objective: 9.23b

4.2: Reduce cirrhosis deaths to no more
than 6 per 100,000 people.

4.2a: Reduce cirrhosis deaths
among black men to no more than
12 per 100,000.

4.2b: Reduce cirrhosis deaths
among American Indians and
Alaska Natives to no more than 10
per 100,000.

4.2c: Reduce cirrhosis deaths
among Hispanics to no more than
10 per 100,000.

4.3: Reduce drug-related deaths to no
more than 3 per 100,000 people.

4.3a: Reduce drug-related deaths
among blacks to no more than 3 per
100,000.

4.3b: Reduce drug-related deaths
among Hispanics to no more than 3
per 100,000.

4.4: Reduce drug abuse-related hospital
emergency department visits by at least
20 percent.

4.5*: Increase by at least 1 year the
average age of first use of cigarettes,
alcohol, and marijuana by adolescents
aged 12-17.

Duplicate objective: 3.19

4.6*: Reduce the proportion of young
people who have used alcohol,
marijuana, and cocaine, or cigarettes in
the past month as follows:
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2000 target

Substance and age (percent)
Alcohol:

12-17 years 12.6

18-20 years 29.0
Marijuana:

12—17 years 32

18-25 years 7.8
Cocaine:

12-17 years 0.6

18-25 years 23
Use in past month 2000 target

(percent)

Alcohol:

Hispanic 12-17 years 12.0
Cocaine:

Hispanic 12-17 years 0.6

Hispanic 18-25 years 1.0
Cigarettes:

12-17 years 6.0

Duplicate objective: 3.20

4.7: Reduce the proportion of high
school seniors and college students
engaging in recent occasions of heavy
drinking of alcoholic beverages to no
more than 28 percent of high school
seniors and 32 percent of college
students.

4.8: Reduce alcohol consumption by
people aged 14 and older to an annual
average of no more than 2 gallons of
ethanol per person.

4.9*: Increase the proportion of high
school seniors who perceive social
disapproval of heavy use of alcohol,
occasional use of marijuana, and
experimentation with cocaine, or regular
use of tobacco, as follows:

2000 target

(percent)
Heavy use of alcohol 70
Occasional use of marijuana 85

Trying cocaine once or twice 95
Smoking one or more packs of
cigarettes per day 95

Duplicate objective: 3.21

4.10*: Increase the proportion of high
school seniors who associate physical or
psychological harm with the heavy use
of alcohol, occasional use of marijuana,
experimentation with cocaine, or regular
use of tobacco, as follows:

Heavy use of alcohol 70
Regular use of marijuana 90
Trying cocaine once or twice 80
Smoking one or more packs of

cigarettes per day 95
Using smokeless tobacco
regularly 95

Duplicate objective: 3.22

4.11: Reduce to no more than 3 percent
the proportion of male high school
seniors who use anabolic steroids.

4.12: Establish and monitor in 50 States
comprehensive plans to ensure access to
alcohol and drug treatment programs for
traditionally underserved people.

4.13: Provide to children in all school
districts and private schools primary and
secondary school educational programs
on alcohol and other drugs, preferably
as part of comprehensive school health
education.

4.14: Extend adoption of alcohol and
drug policies for the work environment
to at least 60 percent of worksites with
50 or more employees.

4.15: Extend to 50 States administrative
driver’s license suspension/revocation
laws or programs of equal effectiveness
for people determined to have been
driving under the influence of
intoxicants.

4.16: Increase to 50 the number of
States that have enacted and enforce
policies, beyond those in existence in
1989, to reduce access to alcoholic
beverages by minors.

4.17: Increase to at least 20 the number
of States that have enacted statutes to
restrict promotion of alcoholic beverages
that are focused principally on young
audiences.

4.18: Extend to 50 States legal blood
alcohol concentration tolerance levels of
.08 percent for motor vehicle drivers
aged 21 and older and zero tolerance
(.02 percent and lower) for those
younger than age 21.

4.19: Increase to at least 75 percent the
proportion of primary care providers
who screen for alcohol and other drug
use problems and provide counseling
and referral as needed.

4.20: Increase to 30 the number of
States with Hospitality Resource Panels
(including representatives from State
regulatory, public health, and highway
safety agencies, law enforcement,
insurance associations, alcohol retail and
licensed beverage associations) to ensure
a process of management and server
training and define standards of
responsible hospitality.

*Duplicate objective.



Priority Area 5
Family Planning

Background

Family planning provides
individuals with the information and
means to exercise personal choice in
determining whether and when to
become parents (1). Family planning
entails both the prevention of
unintended pregnancies and the
achievement of planned, wanted
pregnancies—important for improving
birth outcomes, women’s health, and the
health of families. Family planning has
had a significant impact on the health
and well-being of persons in the United
States through the promotion of
reproductive health education and
services (2).

While adolescent females receive
considerable attention in family planning
initiatives, all women of childbearing
age require assistance with family
planning. The goal of reducing
unintended pregnancy is a significant
public health concern in the United
States. Each year, publicly subsidized
contraceptive services help women
avoid an estimated 1.3 million
unintended pregnancies (3). Access to
family planning services is an important
determinant of prenatal outcomes
generally, and unintended pregnancies
affect healthy starts for children. Women
who did not want to become pregnant
are less likely to have prenatal care in
the first trimester, compared with
women who wanted a child at the time
they became pregnant (4).

To the extent that effective family
planning widens the intervals between
births and ensures that pregnancies are
intended, babies will be born healthier.
Problems attendant to poor family
planning exact serious health and social
costs. Low birthweight (5), high rates of
infant mortality (6), and inadequate
monetary and family support (7) are
some of the consequences of poor
family planning. Research suggests that
educating young potential parents about
the financial, welfare, and social costs
of pregnancy may improve
decisionmaking, which, in turn, may
reduce the likelihood of an unintended
pregnancy (8).

Despite advances in contraceptive
technology and demonstrated
effectiveness of prevention initiatives,

nearly one-half of all pregnancies in the
United States are unintended (9). While
data show a decline in the rates of
unintended pregnancy (which may be
attributable to higher rates of
contraceptive use and improved quality
of contraceptives) (10), more needs to
be done to insure that all pregnancies
are intended (7). Promoting the use of
effective contraceptive methods and
improving the effectiveness with which
all methods are used could help
significantly in further reducing the
levels of unintended pregnancy (10, 11).

Data Summary

Highlights

Teenage pregnancy rates (5.1) have
declined considerably in the 1990s. The
teenage pregnancy rate was 98.7 per
1,000 women ages 15-19 years in 1996,
down 15 percent from its high point of
116.5 in 1991. The pregnancy rate was
67.8 for women ages 1517 years in
1996, down from its high point of 80.3
in 1990. Data for objective 5.2 show
that in 1995, 49 percent of pregnancies
were unintended, a decrease of
13 percent since 1988, but still short of
the year 2000 target of 30 percent.

The proportions of both males and
females 15 years of age who engaged in
sexual intercourse during the past 3
months (5.5) have declined, although

both were short of the year 2000 targets.

The proportion of females 15-19 years
using contraception at first intercourse
(5.6) have increased between 1988 and
1995 from 65 to 76 percent. However,
use of contraception during most recent
intercourse decreased just as
dramatically from 78 to 71 percent over
the same time period for females of the
same age group.

The proportion of teens that have
discussed sexuality with their parents
(5.8) increased significantly, from
66 percent in 1986 to 80 percent in
1995, although it did not meet the year
2000 target of 85 percent. It should be
noted that more recent 1998 data from
the National Health Interview Survey
(NHIS) for adolescents 10-17 years
show a loss of some of the progress
made earlier, as reported from 1994
NHIS data.

Summary of Progress

Of the 12 family planning Healthy
People 2000 objectives, progress was

made in eight objectives (5.1-5.3, 5.5,
5.7, 5.8, 5.11, and 5.12), although none
reached their targets. Progress was
mixed for three objectives (5.4, 5.6, and
5.10). Progress for objective 5.10 is
based on limited updates showing only
nurse practitioner data. Data were not
available to update one objective (5.9).
See table 5 for the tracking data for the
objectives in this priority area and
figure 5 for a quantitative assessment of
progress.

Discussion

Although short of the year 2000
targets, decreases in adolescent
pregnancy (5.1) were promising. Among
the factors accounting for the overall
falling teenage pregnancy rates are
decreases in sexual activity, increases in
condom use, and the adoption of
injectable and implant contraceptives
(12). Objective 5.4 sought to reduce the
proportion of adolescents who have
engaged in sexual intercourse to no
more than 15 percent by age 15 and no
more than 40 percent by age 17. The
progress was mixed with declines in
proportions of all females, males, and
black males age 15. There was a slight
increase for all females age 17 and a
decrease for all black females age 17.
The pregnancy rates for non-Hispanic
black and Hispanic teenagers were about
twice as high as the rates for
non-Hispanic white teenagers. The lower
pregnancy rates for non-Hispanic white
teenagers is due to both the lower
proportion sexually active and the lower
pregnancy rate among those who are
sexually active. In 1995 about one out
of three sexually active black and
Hispanic teenagers became pregnant
compared with about one out of six
sexually active non-Hispanic white
teenagers (12).

Substantial decreases occurred in
unintended pregnancy rates (5.2) and,
correspondingly, the use of
contraceptives among females 1544
years of age at risk for unintended
pregnancy increased (5.12). For black
females 15-44 years of age, the rate of
unintended pregnancies declined from
78 percent in 1988 to 72 percent in
1995, and the use of contraceptives for
this population increased from
78.9 percent in 1982 to 89.9 percent in
1995. Also, the pregnancy rate for
females using a contraceptive method
declined (5.7); this may have
contributed to the decline in unintended
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Figure 5. Final status of Family Planning objectives

I Moved away from target O Moved toward target

M Vet target

5.1 Adolescent pregnancy
5.2 Unintended pregnancy

5.3 Infertility

5.4 Adolescents who ever had sexual intercourse:
Female 15 years

Male 15 years

Female 17 years

Male 17 years

5.5 Adolescent abstinence from sexual intercourse in
past 3 months: Female 15-17 years

Male 15-17 years

5.6 Contraception use: First intercourse female 15-19 years

First intercourse male 15-19 years

Recent intercourse female 15-19 years -58%

Pill and condom use, recent intercourse female 15-19 years

Pill and condom use, recent intercourse in-school
male 15-17 years

Pill and condom use, last intercourse male 17-19 years
5.7 Failure of contraceptive: Female 15-44 years

5.8 Discussed sexuality with parents 13-18 years

5.12 Contraception use: Female 15-44 years

-100 -80 -60 -40 -20 0 20 40
Percent of target achieved

NOTE: Complete tracking data are shown in table 5. Progress quotients are not calculated for objectives 5.9, 5.10, and 5.11.
See the section on Measuring Progress Toward the Healthy People 2000 Targets in the Appendix for more information.
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pregnancies. Overall, the rate of
unintended pregnancies in the United
States is still higher than other
developed countries. Canada’s rate is
39 percent, and the Netherlands’ rate is
only 6 percent (10).

Early sexual intercourse among
American adolescents represents a
significant public health problem.
Reduction of sexual activity at early
ages is an important public health
objective because sexual activity at early
ages is associated with more partners
and more frequent intercourse and the
concomitant risks of sexually
transmitted diseases, including HIV, and
unintended pregnancy (13). Although
other developed countries have similar
rates of early sexual intercourse, the
United States has one of the highest
teenage pregnancy rates in the world
(14). Abstinence from sexual intercourse
by adolescents increased (5.5), as did
their use of contraceptives (5.6).
Adolescents are now more likely to use
contraceptives, especially condoms, at
first intercourse than they were at the
beginning of the decade; black
adolescent females are particularly likely
to use injectable and implant
contraceptives (15).

Transition to Healthy People
2010

Many of the topics covered in the
Healthy People 2000 priority area on
Family Planning have been retained in
Healthy People 2010, with an emphasis
on increasing the proportion of
pregnancies that are intended, as well as
reducing adolescent pregnancy. In light
of the serious consequences of
unintended pregnancies, in 1995, the
Institute of Medicine issued a
comprehensive report supporting actions
to establish a new national norm in
which all pregnancies should be
intended, that is consciously and clearly
desired at the time of conception (5).
The importance of developing this norm
is supported in Healthy People 2010. In
a departure from Healthy People 2000,
which focused primarily on adolescent
pregnancy, Healthy People 2010 adopts
the broader perspective that every
pregnancy should be intended and
highlights improvement opportunities to
achieve this goal.

In addition, some new topics have
been included to address key issues such
as adequate spacing between

pregnancies, male involvement in
pregnancy prevention and reproductive
health, access to emergency
contraception and insurance coverage
for contraception. A new objective has
been added that addresses encouraging
females of all ages to space their
pregnancies adequately in order to lower
their risk of adverse perinatal outcomes.
A new developmental objective (an
objective without current baseline data)
has been included to increase the
proportion of health care providers who
provide emergency contraception. The
U.S. Guide to Clinical Preventive
Services (16) identifies postcoital
administration of emergency
contraceptive pills (ECP) after
unprotected intercourse as an effective
means of reducing subsequent
pregnancy. Increased public awareness,
including culturally and linguistically
competent education about ECP as well
as direct access to and insurance
reimbursement for ECP, would
contribute significantly toward
attainment of this objective and
reductions in the rates of unintended
pregnancies.

The Healthy People 2010 Family
Planning chapter also includes a new
developmental objective addressing male
involvement in pregnancy prevention
and family planning efforts. The next
cycle of the National Survey of Family
Growth (NSFG), which is expected to
be conducted in 2002, is being expanded
to include questions directed to males,
providing an avenue for
institutionalizing data collection about
male fertility that will be reflected in the
Healthy People 2010 objectives.

Another developmental objective
seeks to increase the proportion of
health insurance policies that cover
contraceptive supplies and services. In a
1995 report, the Institute of Medicine
concluded that among the reasons for
high rates of unintended pregnancy in
the United States was lack of
contraceptive coverage by private health
insurance (7). Both newer managed care
insurance plans and traditional
fee-for-service insurance plans are more
likely to pay for general gynecological
services than they are to cover
contraceptive services or supplies (17).
A 1993 survey conducted by the Alan
Guttmacher Institute found that half of
indemnity plans and 7 percent of health
maintenance organizations (HMOs) do
not cover nonpermanent contraception.
The survey also found that plans that do

cover contraceptive services and/or
supplies are often inconsistent in which
methods they cover and have a
pronounced bias toward covering
permanent surgical methods (18).

The Healthy People 2010 objective
to increase the proportion of adolescents
who abstain from sexual intercourse or
use condoms if currently sexually active
included in the Sexually Transmitted
Diseases focus area was adapted from
several family planning objectives in
Healthy People 2000. This objective has
been designated as a measure of one of
the Leading Health Indicators (LHI).
Abstinence is the only method of
complete protection from unintended
pregnancy and sexually transmitted
diseases. Condoms, if used correctly and
consistently, can help prevent both as
well. The LHIs are discussed in further
detail in the Introduction.

Appendix table III, a crosswalk
between Healthy People 2000 and
Healthy People 2010, summarizes the
differences between the two decades of
objectives, reflecting new knowledge
and direction in this area.

Data Issues

Definitions

Data for objective 5.3 (infertility) is
from the NSFG. Infertility is defined as
the failure of a couple to conceive after
12 months of sexual intercourse without
contraception.

Data Sources

Data for objective 5.1 (adolescent
pregnancy) are based on three outcomes
of pregnancy: live births, fetal losses,
and abortions. Data on live births are
collected annually through the National
Vital Statistics System. For Hispanic
births, it should be noted that the
number of States reporting Hispanic
origin data in their vital statistics has
increased during the monitoring period
(see Appendix). Data for estimates on
fetal losses come from the NSFG, which
is conducted at multiyear intervals; the
most recent data available are from
1995. The 1995 data showed higher
rates than reported by this source for the
1988 NSFG. Fetal loss rates are affected
by the degree to which losses are
detected at very early gestations; it is
believed that these estimates reflect
more complete reporting, rather than a
“real” increase in the fetal loss rate.
More information is provided in Vital
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and Health Statistics Report series 21
no. 56 (12).

Estimates of the number of
abortions comes from the Abortion
Provider Survey, conducted by the Alan
Guttmacher Institute (AGI), a
nongovernment organization. The
estimation of the number of abortions is
complex. Nationally, valid data on
abortion are available from only two
sources and the methods of data
collection differ. The Centers for
Disease Control and Prevention (CDC)
collects annual information primarily
through reports from State health
agencies, which vary in completeness,
and the AGI collects data from a direct
survey of all known abortion providers,
which is conducted on a periodic basis.
As a result, the number of abortions
reported by CDC tend to be lower than
the numbers published by AGI. The data
from the Abortion Provider Survey are
adjusted using demographic
characteristics of women obtaining
abortions (in States that report abortions
to CDC) to produce national estimates.
More details are provided in Vital and
Health Statistics series 21 no. 56 (12).
The diversity of sources and the
variability of reporting intervals
complicate tracking of this objective.

The baseline data on inquiry about
family planning for objective 5.10
(counseling by clinicians) are from the
Primary Care Provider Surveys (PCPS)
and refer to the proportion of providers
who routinely provided counseling to
81-100 percent of their female clients of
childbearing age. The sample for the
study was drawn from the membership
rolls of provider organizations for
pediatricians, family physicians,
obstetricians/gynecologists, nurse
practitioners, and internists. Response
rates varied from 50-80 percent across
provider groups. The Prevention in
Primary Care Study (PPCS) was
conducted in 1997-98 to update data
from the PCPS. The design and items
included in the 1997-98 study were
similar to the PCPS, but a slightly
different sampling frame was used and
some items included in the 1992 surveys
were not included in the PPCS. The
professionals were sampled from listings
of all licensed, active practitioners in the
United States whose practices were at
least 50 percent primary care. Because
of low response rates from the other
provider groups, updates are available
only for nurse practitioners.
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Data Comparability

Baseline and the 1995 data for “all
females™ for objectives 5.4 (adolescent
postponement of sexual intercourse), 5.5
(adolescent abstinence), and 5.6
(contraception use) are from the NSFG.
Baseline and the 1995 data for “all
males” for objectives 5.4, 5.5, and 5.6
are from the National Survey of
Adolescent Males (NSAM). Additional
tracking data for 1990-99 from the
Youth Risk Behavior Survey (YRBS)
are also displayed for these objectives,
but are not directly comparable to the
baselines or targets. The YRBS surveys
adolescents in schools and reports data
by grade rather than age. The NSFG and
the NSAM surveys include all
adolescents regardless of their school
enrollment status. Data from the 1992
National Health Interview Survey
(NHIS) suggest that sexual intercourse
is more common and condom use is less
common among out-of-school youth
14-19 years of age, than among
in-school youth in the same age group.
However, estimates for in-school youth
were very close to those for the total
youth population (19).

The baseline for objective 5.8
(human sexuality discussion) came from
a one-time study by the Planned
Parenthood Foundation that provided
data on persons 13-18 years of age who
had discussed sexuality with their
parents. The 1994 and 1998 data came
from the NHIS, a population-based
survey that provided data on persons
10-17 years of age; 1995 data came
from the NSFG, which provided data on
females 18—19 years old.
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Table 5. Family Planning objectives

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
] 51  Adolescent pregnancy
Pregnancies (per 1,000)"
Female 10-14years ................ .. ....... 1990 §3.5 3.4 3.4 3.3 3.3 30 28 --- s .
Female 15-17 years ......... .. ... .. ... .. .... 1990 §80.3 798 773 76.8 755 717 67.8 --- .- - 50
Live births (per 1,000)
Female 10-14years ... ................... 1990 $1.4 1.4 1.4 1.4 1.4 1.3 1.2 1.1 10 ---
Female 15-17years ... ................... 1990 §37.5 387 378 378 376 36.0 338 321 304 ---
Abortions (per 1,000)
Female 10-14years ... ................... 1990 $15 1.4 1.5 1.4 1.3 1.2 141
Female 15-17years ... ................... 1990 §26.5 243 231 225 214 19.9 19.0 --- .- -
Fetal losses (per 1,000)
Female 10-14years . ..................... 1990 $0.5 0.5 0.5 0.5 0.6 05 05 --- LRI
Female 15-17years ... ................... 1990 $16.2 16.8 164 165 16.5 15.9 15.0
a. Pregnancies, black adolescents (per 1,000)"
Female 15-19years ... ................... 1990 $215 215 211 205 195 178 178 120
Female 15-17years . .......... ... ........ 1990 $161 160 156 153 146 133 128
Live births (per 1,000)
Female 15-19years ... ................... 1990 $113 116 112 109 105 96 94 88 85 ---
Female 15-17years . ........... ... ....... 1990 582 84 81 80 76 70 67 61 57 ---
Abortions (per 1,000)
Female 1549 years?..................... 1990 $80 77 76 75 70 63 66 --- .- -
Female 15-17years . . ......... ... ........ 1990 §55 53 52 51 48 44 44 --- .- -
Fetal losses (per 1,000)
Female 15-19years®..................... 1990 §22 22 22 21 21 19 18 --- R
Female 15-17years . ........ ... ... ....... 1990 $23 23 23 22 21 19 18 --- .- -
b. Pregnancies, Hispanic adolescents (per 1,000)’
Female 15-19years ...................... 1990 §$156 165 168 166 167 163 157 --- LRI 105
Live births (per 1,000)
Female 15-19years®..................... 1990 $100 107 107 107 108 107 102 97 94  ---
Abortions (per 1,000)
Female 15-19years ... ................... 1990 §39 40 43 42 42 39 37 --- .- -
Fetal losses (per 1,000)
Female 15-19years ... ................... 1990 §17 18 18 18 18 18 17
|:| 5.2  Unintended pregnancy (female 15-44 years) ....... 1988 56% --- --- --- --- --- 49%  --- --- SRR 30%
a. Black female (15-44 years) .................. 1988 78% --- --- --- --- --- 2%  --- --- .- - 40%
b. Hispanic female (15-44 years) ................ 1988 55% --- --- --- --- --- 48%  --- --- S 30%
] 53 Infertility
Married couples with wives 15-44 years ............ 1988 7.9% --- --- --- --- --- 71%  --- --- LRI 6.5%
a. Black couples with wives 15-44 years .......... 1988 12.1% --- --- --- --- --- *05% --- --- .- - 9%
b. Hispanic couples with wives 15-44 years ........ 1988 12.4% --- --- --- --- --- 7.0% --- --- s 9%

See footnotes and key at end of table.
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Table 5. Family Planning objectives—Con.

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
] 54 Adolescents who ever engaged in sexual
intercourse
Adolescents 15 years
Allfemales . ....... ... . . . . . . 1988 27% 22% --- 15%
In-school females. . ........................ . --- 35% 36% --- 37% --- 38% --- 44% --- 43% ...
Allmales. ... ... 1988 33% 27% --- 15%
In-schoolmales . .......................... . --- 48%  44% --- 45% --- 42% --- 42% --- 34% ...
a. Allblackmales..................... ... .... 1988 69% 58% --- 15%
In-school non-Hispanic black males . ......... --- === 79% --- 82% --- 77% --- 75% --- 68%
Adolescents 17 years
Allfemales . ....... .. ... . . . 1988 50% 51% --- 40%
In-school females. . ........................ ce. --- 62% 66% --- 66% --- 67% --- 62% --- 40% e
Allmales. ... ... 1988 66% 53% --- 40%
In-schoolmales . .......................... . --- 73% 68% --- 68% --- 65% --- 60% --- 4% ...
b. Allblackmales.............. ... ... ... ..... 1988 90% 79% --- 40%
In-school non-Hispanic black males .......... S --- --- 90%  --- 92% --- 88% --- 85% ~--- 82% ce.
c. All black females 15-17vyears . ................ 1988 66% --- - - N 448% --- - - --- 40%
In-school non-Hispanic black females . ... ... .. --- --- 84% --- 80% --- 75% --- 73% --- 73%
|:| 5.5* Adolescent abstinence from sexual intercourse for
previous 3 months
All sexually active females 15-17 years ............ 1988 23.6% --- .- --- .- - 27% --- .- --- --- 40%
In-school sexually active females 15-17 years . . . ... S --- 24% 25% --- 25% --- 23% --- 23% --- 25% e
All sexually active males 15-17years .............. 1988 33% --- .- --- e 37% --- .- --- --- 40%
In-school sexually active males 15-17 years ....... --- 30% 36% --- 33% --- 34% --- 32% --- 32%
|:| 5.6 Contraception use by sexually active adolescents
Female
First intercourse (15-19 years) ................... 1988 65% --- .- --- R 76% --- .- --- --- 90%
Recent intercourse (15-19 years) ................. 1988 78% --- .- --- s 71% --- .- --- --- 90%
Recent intercourse (In school, 15-17 years) ......... --- 78%  81% --- 83% --- 83% --- 85% --- 83%
Oral contraceptive and the condom at most
recent intercourse (15-19years) ................. 1988 2% --- - - e 8% --- - - --- 90%
Male
Contraception use at most recent intercourse
(15-19years) . ... 1990 78% 79% --- 90%
Contraception use at most recent intercourse
(Inschool, 15-17 years) ............ ... v --- --- 83% --- 84% --- 85% --- 81% --- 86%
Birth control pills and condoms at most recent
intercourse (In school, 15-17 years) .............. 1990 §2.0% 3.3% --- 29% --- 3.6% --- 48% --- 4.2% 90%
Condom and pill use at last intercourse
(17-19years) . ... 1988 15% 16% --- 90%
Condom and pill use at last intercourse
(In school, 17 yearsandover). . . ................ --- 2% 3% --- 4% --- 7% --- 5% --- 6%

See footnotes and key at end of table.
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Table 5. Family Planning objectives—Con.

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
] 57 Failure of contraceptive method for females
15-44 years. . ... v v i 1988 14% -- --- 12% -- -- R 7%
a. Black female 15-44years .. .................. 1988 18% --- 19% 8%
b. Hispanic female 15-44 years ................. 1988 16% ---  15% 8%
|:| 5.8 Persons ages 13—-18 years who have discussed
sexuality with parents. . ...................... 1986 66% .- - --- --- 573% ©80% --- --- --- - 85%
Persons ages 10-17 who have discussed human
sexuality with parents, church, or school . . ......... .. --- .- --- --- --- 89% 798% --- --- 92% --- ..
|:| 5.9 Family planningcounseling.................... 1984 60% 90%
I:I 5.10* Age-appropriate preconception counseling by
clinicians. .......... ... i i 60%
Percent of clinicians routinely providing service
to 81-100% of patients
Inquiry about family planning (female, childbearing age)
Pediatricians . . . . ... . 1992 18% --- --- --- --- --- 8BS . .- 60%
Nurse practitioners . .............. ... ........ 1992 53% --- --- --- --- --- 842% --- 60%
Obstetricians/gynecologists . .. ................. 1992 48% --- See eee e --- o BS. L  B0%
Internists . . .. .. ... 1992 24% --- .- --- --- --- 8.9. --- 60%
Family physicians .. ................c.o.. .. 1992 28% --- cee eee eee ae- 8BS L. B0%
Counseling about family planning
Pediatricians . . . . ......... .. .. 1992 36% --- --- --- --- --- 89... ... 60%
Nurse practitioners .. ... ... ... ... . ... .. ... 1992 53% --- --- --- --- --- 840% --- 60%
Obstetricians/gynecologists . . . ................. 1992 65% --- Seeeee e ae- BSLL o  BO%
Internists . . .. .. ... 1992 26% --- --- --- --- --- 82 -- 60%
Family physicians . .......................... 1992 36% --- Se.eee - --- 8BS -~ B0%
|:| 5.11* Clinic services for HIV and other sexually
transmitted diseases
Family planning clinics . ........................ 1989 40% 50%
Title X funded family planning clinics
STD testing (excluding HIV). ... ................ 95%
STD counseling (excluding HIV) ................ 98%
STD treatment (excluding HIV) . ................ 93%
Gonorrhea
Clienttesting™ .......... ... ... ............ 97% ---
Clienttreatment. .. .......................... 82% ---
Partner notification™ .. ... ... ... ... ... ... ..... 23% ---
Partnertesting. . . ......... .. .. 60% ---
Partner treatment .. ... ... ... L 62% ---
Syphilis
Clienttesting™ ....... ... ... ... ... ......... 86% ---
Clienttreatment. . . ........ .. ... . ... . ...... 48% ---
Partner notification™ .. ......... ... ... ... ..... 29% ---
Partnertesting. . . ......... ... .. .. ... ... 57% ---
Partner treatment .. ....... ... L 40% ---

See footnotes and key at end of table.
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Table 5. Family Planning objectives—Con.

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
Chlamydia
Clienttesting™ ............................. 66%
Clienttreatment. . . ......... ... .. ... ....... 73%
Partner notification™ .. ........ ... .. ... .. ... .. 15%
Partnertesting. . . ........ .. ... . ... 29%
Partner treatment . ... ... .. ... oL 50%
HIV
Client pretest counseling . .. ................... .. --- 66% --- --- --- 82% --- --- --- --- ---
Clienttesting......... . ... .. .. . . ... 60% ---  74%
] 512 contraception use
Female 15-44 years .. .......... ... . .......... 1982 88.2% '290.1% --- --- --- --- 925% --- --- --- --- 95%
a. Black female 15-44 years ... ................. 1982 78.9% '°84.7%  --- ---  ---  --- 899% --- ---  ---  ---  95%
b. Female 15-44 years under 100% poverty . ....... 1982 79.6% '280.2% --- --- --- --- 0 921% --- --- --- --- 95%
c. Female 15-19 years under 200% poverty ........ 1982 67.4% '274.9% --- --- --- ---  84.8% --- --- --- --- 95%

- - - Data not available. Final objective status: .
... Category not applicable. - Met - Toward - Mixed/ no change - Away |:| Cannot assess

SBaseline has been revised.

"Pregnancy rates are calculated from the number of births, fetal losses, and abortions.

2Nonwhite adolescents.

SExcludes data from States lacking an Hispanic-origin item on their birth or death certificate.

“Data for non-Hispanic black females.

SData represent the proportion of people 10-17 years who had discussed human sexuality with parents. Proportions for school and church were 76 percent and 32 percent, respectively.
61995 data are for females 1819 years who have ever discussed birth control methods, how pregnancy occurs, or STDs with a parent, or have had a sex educat ion class on birth control
methods, STDs, safe sex, or abstinence.

71995 data are for females 1819 years who have ever discussed birth control methods, how pregnancy occurs, or STDs with a parent.

81997-98 data.

®Response rate for this group was too low to produce reliable estimates.

"®Includes testing at initial visit, at annual visit, or if symptomatic.

"By family planning clinic staff via telephone or mail.

21988 data.

NOTES: Data include revisions and, therefore, may differ from data previously published in these reports and other publications. STD is sexually transmitted disease. HIV is human
immunodeficiency virus.
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Objective number

Data source

5.1,5.1a, b

5.2,52a, b
5.3,5.3a, b
5.4*

5.5*

5.6

5.7,5.7a, b
5.8

5.9
5.10"

511"

5.12, 5.12a¢

Abortion Provider Survey, Alan Guttmacher Institute; National Vital Statistics System, CDC, NCHS; National Survey of Family Growth, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

National Survey of Family Growth, CDC, NCHS.
National Survey of Family Growth, CDC, NCHS.
National Survey of Family Growth, CDC, NCHS.

Baseline and updates for all females and all black females: National Survey of Family Growth, CDC, NCHS.

Baseline and updates for all males and all black males: National Survey of Adolescent Males, NIH, NICHD.
1990-99 data for in-school females and males: Youth Risk Behavior Survey, CDC, NCCDPHP.

Baseline and update for all females: National Survey of Family Growth, CDC, NCHS.

Baseline and update for all males: National Survey of Adolescent Males, NIH, NICHD.

1990-99 data for in-school females and males: Youth Risk Behavior Survey, CDC, NCCDPHP.

All females: National Survey of Family Growth, CDC, NCHS.

All males: National Survey of Adolescent Males, NIH, NICHD.

1990-99 data for in-school females and males: Youth Risk Behavior Survey, CDC, NCCDPHP.

National Survey of Family Growth, CDC, NCHS.

Baseline: Planned Parenthood Federation of America, Inc., 1986.

1994 and 1998 updates: National Health Interview Survey, CDC, NCHS.

1995 update: National Survey of Family Growth, CDC, NCHS.

Baseline: Mech EB. Unpublished. Orientation of Pregnancy Counselors toward Adoption. 1984.

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

Update: Prevention in Primary Care Study, American College of Preventive Medicine.

Baseline: State Family Planning Directors.

1990 data: National Questionnaire on Provision of STD and HIV Services by Family Planning Clinics, OPA.

1994 data: The Urban Institute. Family Planning Clinics: Current status and recent changes in services, clients, staffing, and income sources. March 1994.

Forrest JD and Singh S. The Sexual and Reproduction Behavior of American Women, 1982-88. Family Planning Perspectives 22(5):206-14. 1

1995 updates: National Survey of Family Growth, CDC, NCHS.

990.

* Duplicate objective. See full text of objective following this table.



Family Planning
Objectives

5.1: Reduce pregnancies among females
aged 15-17 to no more than 50 per
1,000 adolescents.

5.1a: Reduce pregnancies among
black adolescent females aged
15-19 to no more than 120 per
1,000.

5.1b: Reduce pregnancies among
Hispanic adolescent females aged
15-19 to no more than 105 per
1,000.

5.2: Reduce to no more than 30 percent
the proportion of all pregnancies that are
unintended.

5.2a: Reduce to no more than

40 percent the proportion of all
pregnancies among black females
that are unintended.

5.2b: Reduce to no more than
30 percent the proportion of all
pregnancies among Hispanic
females that are unintended.

5.3: Reduce the prevalence of infertility
to no more than 6.5 percent.

5.3a: Reduce the prevalence of
infertility among black couples to
no more than 9 percent.

5.3b: Reduce the prevalence of
infertility among Hispanic couples
to no more than 9 percent.

5.4*: Reduce the proportion of
adolescents who have engaged in sexual
intercourse to no more than 15 percent
by age 15 and no more than 40 percent
by age 17.

Duplicate objectives: 18.3 and 19.9

5.4a*: Reduce the proportion of
black males aged 15 years who
have engaged in sexual intercourse
to no more than 15 percent.

Duplicate objectives: 18.3a and
19.9a

5.4b*: Reduce the proportion of
black males aged 17 years who
have engaged in sexual intercourse
to no more than 40 percent.

Duplicate objectives: 18.3b and
19.9b
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5.4c*: Reduce the proportion of
black females aged 17 years who
have engaged in sexual intercourse
to no more than 40 percent.

Duplicate objectives: 18.3c and
19.9¢

5.5*: Increase to at least 40 percent the
proportion of ever sexually active
adolescents aged 17 and younger who
have not had sexual intercourse during
the previous 3 months.

Duplicate objectives: 18.15 and 19.16

5.6: Increase to at least 90 percent the
proportion of sexually active, unmarried
people aged 15-24 who use
contraception, especially combined
method contraception that both
effectively prevents pregnancy and
provides barrier protection against
disease.

5.7: Increase the effectiveness with
which family planning methods are
used, as measured by a decrease to no
more than 7 percent in the proportion of
women experiencing pregnancy despite
use of a contraceptive method.

5.7a: Increase the effectiveness with
which family planning methods are
used, as measured by a decrease to
no more than 8 percent in the
proportion of black females
experiencing pregnancy in the last
year despite use of a contraceptive
method.

5.7b: Increase the effectiveness with
which family planning methods are
used, as measured by a decrease to
no more than 8 percent in the
proportion of Hispanic females
experiencing pregnancy in the last
year despite use of a contraceptive
method.

5.8: Increase to at least 85 percent the
proportion of people aged 10-18 who
have discussed human sexuality,
including correct anatomical names,
sexual abuse, and values surrounding
sexuality, with their parents and/or have
received information through another
parentally endorsed source, such as
youth, school, or religious programs.

5.9: Increase to at least 90 percent the
proportion of family planning counselors
who offer accurate information about all
options, including prenatal care and
delivery, infant care, foster care, or
adoption and pregnancy termination to

their patients with unintended
pregnancies.

5.10*: Increase to at least 60 percent the
proportion of primary care providers
who provide age-appropriate
preconception care and counseling.

Duplicate objective: 14.12

5.11*: Increase to at least 50 percent the
proportion of family planning clinics,
maternal and child health clinics,
sexually transmitted disease clinics,
tuberculosis clinics, drug treatment
centers, and primary care clinics that
provide on site primary prevention and
provide or refer for secondary
prevention services for HIV infection
and bacterial sexually transmitted
diseases (gonorrhea, syphilis, and
Chlamydia) to high-risk individuals and
their sex or needle-sharing partners.

Duplicate objectives: 18.13 and 19.11

5.12: Increase to at least 95 percent the
proportion of all females aged 1544 at
risk of unintended pregnancy who use
contraception.

5.12a: Increase to at least

95 percent the proportion of black
females aged 1544 at risk of
unintended pregnancy who use
contraception.

5.12b: Increase to at least

95 percent the proportion of females
aged 15-44 with income less than
100 percent of poverty at risk of
unintended pregnancy who use
contraception.

5.12c: Increase to at least 95 percent
the proportion of females aged
15-19 years under 200 percent of
poverty at risk of unintended
pregnancy who use contraception.

*Duplicate objective.



Priority Area 6
Mental Health and
Mental Disorders

Background

Major mental disorders continue to
affect large numbers of persons in the
United States. Suicide is one of the most
serious consequences of these disorders,
but other physical, emotional, social,
and economic costs occur as well—not
only for individuals but also for
families, communities, and government.
The most common disorders include
forms of anxiety, panic, agoraphobia,
social phobia, simple phobia,
post-traumatic stress and generalized
anxiety, mood disorders, major
depressive episodes, and manic episodes
or dysthymia. Other major conditions
that significantly affect quality of life
include schizophrenia and other
nonaffective psychoses, conduct
disorders, and antisocial personality
disorders.

In 1992, nearly 40 million persons
in the United States between the ages of
15 and 54 years experienced a major
mental disorder, approximately
24 percent of the population, slightly
more than the number experiencing
cardiovascular disorders. The lifetime
estimate of the prevalence of mental
illness is even higher (49 percent) (1,2).
Individuals affected by major mental
disorders are at unusually high risk for
suicide, as well as for social disabilities,
risk-laden life trajectories, and the
development of other disorders, mental
and physical. The costs precipitated by
these major disorders in the United
States approximated $150 billion in
1996. Treatment costs accounted for $69
billion, including approximately $37
billion from public funds; lost
productivity or premature death
accounted for another $75 billion; and
criminal justice involvement with the
mentally ill and property destruction
cost some $6 billion (3).

In 1990, more than 5 million people
were admitted to mental health facilities
for treatment; about 62 percent were
treated on an outpatient basis in
hospitals, mental health clinics, and
other facilities, with self-help and
human service organizations providing
most supplementary and alternative care
(4). Public insurance pays for treatment

of roughly 48 percent of those admitted
for inpatient treatment and 35 percent of
those admitted as outpatients (5).
Despite the volume of persons who
received treatment, only 40 percent of
those who experience mental illness
receive treatment (6), and only
one-quarter of these receive care from
the mental health sector (1).

Among people with early onset
disorders, the probability of no lifetime
treatment contact or delay in contact is
unusually high. This is particularly
likely for those with childhood-onset
mood or anxiety disorders, which are
also more severe and disabling than
later onset disorders. However, the
majority of persons who experience
other major disorders eventually do seek
treatment. On average, this takes place
between 6 and 14 years later, depending
on the disorder. Comorbidity appears to
be part of this treatment-seeking
process, increasing the likelihood of
both 12-month (34 percent) and lifetime
(42 percent) treatment contact (1).
Altogether, when severity and
persistence of the disorder or level of
associated role impairment is taken into
account (among persons 18-54 years of
age), the likelihood of comorbid
substance use, service use, frequent
service use, and service use in the
mental health specialty sector and in
self-help groups increases markedly.

Given these facts, avoiding
disabling outcomes of the major mental
disorders, intervening early in their
course, and preventing their onset all
become important strategies for
improving the health of the Nation.
Advances in research, such as those
reviewed in a recent Institute of
Medicine report (7), have provided
additional impetus for this complex
undertaking. Numerous conditions,
biologic and genetic vulnerabilities,
acute or chronic physical dysfunction,
insecure attachment styles, personality
characteristics, and a range of
environments, have been found to affect
both mental disorders and mental health.
Addressing this array of contingencies
through preventive interventions requires
a mix of minimizing risk factors and
maximizing protective factors in a
combination of preventive and treatment
interventions.

Data Summary

Highlights

By the end of the decade, progress
in achieving objectives was most
remarkable for those concerned with
enhancing protective factors and those
concerned with reducing
mortality/physical morbidity linked to
disorder.

The enhancements involved both
system development and individual
action. Mutual help clearinghouses
became available to all 50 States (6.12).
The number of adults seeking help with
their emotional and personal problems
(6.8) increased as anticipated and moved
toward the target for those with
disabilities (6.8a). The use of
community support among people with
severe mental disorders (6.6) also
increased past the targeted 30 percent.

The reductions in mortality and
morbidity linked to disorder involved
both suicide and physical illness.
Suicide rates overall, and in particular
among males ages 65 years and over,
and among adolescents 15-19 years of
age, declined below the target (6.1, 6.1c,
and 6.1a); suicide rates among males
20-34 years of age moved toward the
target (6.1b). Adverse health effects
from stress declined as anticipated
among adults in general (6.5) and
moved toward the target for those with
disabilities (6.5a).

On the other hand, significant
reversals were seen specific to
objectives involving interventions in
high-risk environments and suicidality
among adolescents. Objectives regarding
the number of States meeting nationally
recognized prison suicide prevention
standards (6.8) and adults not taking
steps to control stress (6.9) lost ground.
Objectives concerning suicide attempts
among adolescents (14—17 years of age)
and among female adolescents (6.2,
6.2a) also lost ground.

Summary of Progress

Year 2000 targets were met for five
objectives (6.1, 6.5, 6.6, 6.8, and 6.12).
One objective moved toward its target
(6.4), although progress was based on
estimated data from the prior decade.
Seven objectives moved away from their
targets (6.2, 6.7, 6.9, 6.10, 6.11, 6.14,
and 6.15).Two of these objectives (6.7
and 6.15) had very slight changes and
have not been updated since a 1990-92
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Figure 6. Final status of Mental Health and Mental Disorders objectives

M Moved away from target [ Moved toward target [l Met target

6.1 Suicide 108% —>

6.2 Suicide attempts among adolescents RS Iy L7A

114% =

131% =

6.5 People with adverse health effects from stress

6.6 Use of community support among people with
severe mental disorders

6.8 People seeking help with emotional problems 125% =>
6.9 People not taking steps to control stress -12%
6.10 States meeting prison suicide prevention standards -2%
6.11 Worksite stress management programs -4%

6.12 States with mutual help clearinghouses

1 1 1 1 1 1 1 1
-100 -80 60 -40 -20 0 20 40 60 80 100

Percent of target achieved

NOTE: Complete tracking data are shown in table 6. Progress quotients are not calculated for objectives 6.3, 6.4, 6.7, 6.13, 6.14, and 6.15.
See the section on Measuring Progress Toward the Healthy People 2000 Targets in the Appendix for more information.
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estimate. Another two objectives (6.10
and 6.11) that appeared to move away
from targets did show progress based on
supplemental data. Objective (6.13)
showed mixed results. Progress for 6.13
and 6.14 was based on data limited to
nurse practitioners only. No national
data were available for one objective
(6.3). Details regarding measurement
issues are available in the following
section on data issues. See table 6 for
the tracking data for the objectives in
this priority area and figure 6 for a
quantitative assessment of progress.

Discussion

The 1990s saw a tremendous
increase in awareness of mental health
issues with the recognition that mental
health in part reflects a healthy
community. This is reflected in several
of the objectives that obtained the
targets set for the year 2000; a rise in
people seeking help with emotional
problems (6.8), a rise in the use of
community support among people with
severe mental disorders (6.6), a decline
in people with adverse health effects
from stress (6.5), a decline in suicide
(6.1), and all States being covered by
mutual help clearinghouses (6.12).

In 1999, the end of the “Decade of
the Brain™ saw the first Surgeon
General’s Report on Mental Health (3),
which called attention to the body of
research testing effective treatments and
service delivery models and their
implications for advancing the state of
mental health in the Nation. Factors
influencing trends in mental health
include: increased third-party financing
and the provision of services through
managed care, an international
recognition of the “‘burden of disease”
that documents depression as the leading
cause of disability worldwide among
persons 5 years of age and older, and a
rising concern with the translation of
resilience research into services research
and practice.

Other national events that have
provided guidance for mental health
concerns at the end of the decade (1999)
include:

B The White House Conference on

Mental Health

National antistigma campaign

The Surgeon General’s Call to

Action on Suicide Prevention

B The Surgeon General’s conference
on Children’s Mental Health

B Inclusion of the treatment of

recognized depression as a National
Leading Health Indicator for the
decade 2000-2010

Transition to Healthy People
2010

Data development, increasing access
to services, eliminating disparities, and
providing for mental health needs across
the life span continue as themes into the
new decade for Healthy People 2010.
There are 14 objectives included in the
Mental Health and Mental Disorders
chapter for Healthy People 2010,
presented in terms of mental health
status improvement, treatment
expansion, and State activities. Only two
objectives are taken directly from
Healthy People 2000, suicide (6.1) and
suicide attempts among adolescents (6.2)
(with suicide age-adjusted to the 2000
population). Treatment of depression
among adults (6.7) appears in Healthy
People 2010 as well as Healthy People
2000, although the objective has been
expanded to monitor other serious
mental illnesses such as anxiety
disorders and schizophrenia as well. The
objective to track the percent of
worksites that have stress management
programs (6.11) has also been included
in Healthy People 2010; it has been
relocated in the Occupational Health and
Safety chapter.

The Healthy People 2010 objective
for adults with recognized depression
who receive treatment, which was
retained from Healthy People 2000
(with a different data source and age
group), has been designated as a
measure of one of the Leading Health
Indicators (LHI). The LHIs are
discussed in further detail in the
Introduction.

Four new objectives were added to
Healthy People 2010, they include:
reduce the proportion of homeless adults
who have serious mental illness,
increase the proportion of persons with
serious mental illness who are
employed, increase the number of States
that track satisfaction with the mental
health services received, and increase
the number of States with an operational
mental health plan that addresses mental
health crisis interventions, ongoing
screening, and treatment services for the
elderly.

In addition, seven new
developmental objectives (objectives
without current baseline data) appear for

mental health in Healthy People 2010.
They include: reduce the relapse rates
for persons with eating disorders,
increase the number of persons seen in
primary health care who receive mental
health screening and assessment,
increase the proportion of children with
mental health problems who receive
treatment, increase the proportion of
juvenile justice facilities that screen new
admissions for mental health problems,
increase the proportion of persons with
co-occurring substance abuse and mental
disorders who receive treatment for both
disorders, increase the proportion of
local governments with
community-based jail diversion
programs for adults with serious mental
illness, and increase the number of
States with an operational mental health
plan that addresses cultural competence.
Baseline data are expected to be
developed for these objectives by 2004.

Appendix table III, a crosswalk
between Healthy People 2000 and
Healthy People 2010 objectives,
summarizes the changes between the
two decades of objectives, reflecting
new knowledge and direction for this
area.

Data Issues

Definitions

Operational definitions and data
collection specifications for all Healthy
People 2000 objectives in Priority Area
6 have been published in the National
Center for Health Statistics’ Healthy
People Statistical Notes series (8). Data
issues are discussed and references are
cited for expanded discussions of the
data systems that provide data for the
national objectives. Where appropriate,
the text of the questionnaire items used
to measure the objectives is also
provided. See Appendix table VII for
further information.

Objective 6.1 (suicide) is monitored
using data from the National Vital
Statistics System (NVSS). The data are
compiled from death certificates
submitted by the States. Differentiating
suicide deaths from accidental deaths
relies heavily on judgment by the
medical legal officer (for example,
coroner or medical examiner). A key
element of this determination is the
establishment of intent by the deceased.
This determination may be based on
information about prior suicide attempts,
a statement or note by the deceased
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indicating their intent to commit suicide,
or other clinical information (for
example, serious mental illness) (9).

Objective 6.2 (adolescent suicide
attempts) is monitored with data from
the Youth Risk Behavior Survey
(YRBS), a school-based survey. Suicide
attempts are self-reported and are
limited to those that required medical
attention in the last 12 months. The
exclusion of adolescents not in school
from the data used to monitor objective
6.2 may underestimate the actual
number of suicide attempts (10). Data
from the 1992 National Health Interview
Survey (NHIS) youth supplement
suggest that other types of violent
behavior (weapons-carrying and
fighting) are higher among youth (14-19
years of age) not in school than among
those in school; the estimates for
fighting and weapons-carrying for
in-school youth were very close to
estimates for the total population. (The
NHIS youth supplement did not include
questions on suicide attempts.) Reliance
on self-report of suicide attempts that
resulted in hospitalization, without
validation from medical sources, may
also affect the accuracy of estimates.
However, a recent study by the Centers
for Disease Control and Prevention
(CDC) indicates that estimates among
in-school youth are highly reliable (11).

The wording and baseline data for
objective 6.10 (suicide prevention in
jails) were established using States as
the organizational level for monitoring
and implementing suicide prevention
protocols in jails. However, jails are
usually under the jurisdiction of counties
or municipalities. State-level data on
jails are limited; the alternative data
track the objective using jails as the unit
of analysis. Data from the National
Census of Jails, conducted by the
Bureau of Justice Statistics, are only
available for 1993 but later updates are
expected. Additional data are from the
American Correctional Association’s
(ACA) list of jails, which are ACA
accredited; their accreditation requires
that suicide prevention policies and
training be implemented in the jail.
However, not all jails seek ACA
accreditation; this selection bias suggests
that these data may not be nationally
representative.

Data Sources

Data for objective 6.9 (people not
taking steps to control stress) are from
the Prevention Index, Rodale Press. Data

130 Healthy People 2000 Final Review

are collected from a random sample
telephone survey weighted to census
data for sex, race, education, and region
of the country.

Baseline data for objectives 6.13
(clinical review of childhood mental
functions) and 6.14 (clinical review of
adult mental functions) are from the
Primary Care Providers Surveys (PCPS).
The samples for the surveys were drawn
from the membership rolls of provider
organizations for family physicians,
nurse practitioners, internists,
obstetricians/gynecologists, and
pediatricians (6.14). Response rates
ranged from 50 to 80 percent. The data
on assessment and screening represent
the proportion of providers who
routinely queried 81-100 percent of their
patients about a particular type of
mental function. Data on treatment and
referral refer to the proportion of
providers who provided or referred
patients who needed the services. The
Prevention in Primary Care Study
(PPCS) was conducted in 1997-98 to
update data from the PCPS. The design
and items included in the 1997-98 study
were similar to the PCPS, but a slightly
different sampling frame was used and
some items included in the 1992 surveys
were not included in the PPCS. The
professionals were sampled from listings
of all licensed, active practitioners in the
United States whose practices were at
least 50 percent primary care. Because
of low response rates from the other
provider groups, updates are available
only for nurse practitioners. These
updates are based on a partial
characterization of medical screening
activity and may not fully represent the
primary care provider community.

Data Comparability

Baselines for objectives 6.4 (adult
mental disorders), 6.7 (treatment for
depression), and 6.15 (prevalence of
depression) came from the National
Institute for Mental Health (NIMH)
Epidemiologic Catchment Area (ECA)
studies conducted in five metropolitan
areas during the early 1980s. This
household survey used the Diagnostic
Interview Schedule (DIS) and the
Diagnostic and Statistical Manual of
Mental Disorders (DSM-III) criteria to
estimate 1-month prevalences, which
were used to set the baseline and target.
The updates for these objectives come
from the National Comorbidity Survey
(NCS), which is a national survey that
collects prevalence data using the

Composite International Diagnostic
Interview (CIDI) and DSM-IIIR and IV
criteria. Planned monitoring of the
objectives originally involved reanalysis
of ECA data to produce 1-year
prevalence estimates and recoding of
NCS data to reflect DSM-III categories.

Subsequent conduct of an
NCS-replication in the year 2000 will
provide comparative data more
appropriate to the decade, the currently
used diagnostic scheme, and
generalization to the national population.
These prevalence and treatment findings
will be available in 2001.

Data for objective 6.11 (worksite
stress management programs) are from
the National Survey of Worksite Health
Promotion Activities, which were
telephone surveys of nongovernment
worksites. Some of the businesses
surveyed had multiple worksites with
different health promotion activities.
Additionally, both active (for example,
classes) and passive (for example,
brochures) methods were counted as
worksite health promotion activities.
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Table 6. Mental Health and Mental Disorders objectives

Final Baseline Target
status Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
- 6.1* Suicide (age adjusted per 100,000) . .............. 1987 117 1.5 114 11.1 11.3 11.2 11.2 108 106 104 --- 105
a. Adolescents 15-19 years (per 100,000) ......... 1987 10.2 1.1 11.0 10.8 109 11.1 105 97 9.5 8.9 --- 8.2
b. Male 20-34 years (per 100,000) . .............. 1987 252 251 251 245 255 26.5 26.3 242 234 229 --- 214
c. White male 65 years and over (per 100,000). . . . .. 1987  46.7 444 427 41.0 409 38.9 38.7 378 36.1 382 --- 392
d. American Indian/Alaska Native male
(age adjusted per 100,000) . ................ 1987  20.1 21.0 19.2 179 187 23.8 20.1 20.0 213 214 --- 17.0
- 6.2* Suicide attempts among adolescents 14-17 years . . 1990 2.1% 1.7% .- 27% --- 28% --- 2.6% --- 26% 1.8%
a. Female14-17vyears .......... ... . .......... 1991 2.5% --- 3.8% --- 34% --- 3.3% --- 31% 2.0%
|:| 6.3 Mental disorders
Children and adolescents 18 years and under. . ... ... 1988 20% EEE R --- --- --- R --- --- --- 1A7%
] 6.4 Mental disorders among adults 18-54 years
(1-month prevalence) . ........................ 198185 12.6% --- 10.7%
Mental disorders among adults 18-54 years
(1-year prevalence). . . ..., --- 1204% --- 216.0%
- 6.5 Adverse health effects from stress for people
18yearsandover. ............ouiiinnunennnns 1985 44.2% 40.6% --- --- 39.2% --- 339% --- --- 33.7% --- 35%
a. People 18 years and over with disabilities. . ... ... 1985 53.5% 542%  --- --- 54.9% --- 491% --- --- --- --- 40%
- 6.6 Use of community support among people 18 years
and over with severe mental disorders . ......... 1986 15% .- - --- --- 334.6% SRR --- --- --- 30%
- 6.7 Treatment for depression among people
18-54 years (6-month services). ... ............. 1981-85 31% .- - --- --- --- .- --- --- --- --- b54%
Treatment for depression among people 18-54 years
(1-y€ar SEIVICES) . ..ot --- 347% --- 2342% @ --- --- T T ---
- 6.8 People 18 years and over seeking help with
emotional/personal problems. ... .............. 1985 11.1% 125% --- --- 14.3% --- M89% --- --- 22.2% --- 20%
a. People 18 years and over with disabilities. . ... ... 1985 14.7% 17.0% --- --- 19.8% --- 926.6% --- --- --- --- 30%
- 6.9 People 18 years and over not taking steps to
controlstress . . .............. .. ... .. ....... 1985 $31% --- 33% ---  36% 34% 34% --- --- --- --- 5%
[l 6.10* Suicide prevention in jails
Number of States meeting nationally recognized suicide
prevention standards. . .. .............. . ... 1992 §2 --- --- 2 1 --- --- --- 50
Proportion of jails with suicide policies. . ............ --- .- - --- 79.5% --- - --- --- --- ---
Proportion of jails with ACA accreditation. . .. ........ S --- 1% 1% 1% 2% 2% 2% --- --- --- 3% o
- 6.11 Worksite stress management programs .......... 1985 26.6% ---  --- 37.0% --- --- --- --- --- --- %26.0% 40%
- 6.12 Mutual self-help network
Number of States with mutual help clearinghouses . . . . 1995 8 --- --- --- --- 50
Number of Federal clearinghouses . . .............. 1995 62 --- --- --- --- e
|:| 6.13 Clinician review of patients’ mental functioning . . . . --- .- - --- --- --- R --- --- ---  60%
Percent of clinicians routinely providing service to
81-100% of patients
Inquiry about cognitive functioning
Nurse practitioners .. ............ ... .......... 1992  35% --- --- .- --- --- 719% --- 60%
Obstetricians/gynecologists . . .................. 1992 9% --- --- - e 78, ---  60%

See footnotes and key at end of table.
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Table 6. Mental Health and Mental Disorders objectives—Con.

Final Baseline Target
status Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
Internists . . . .. ... 1992 18% -- -- -- - e-- 7Bl 60%
Family physicians . ............... ... ... .... 1992 7% -- -- -- —.—-eee TR L 60%
Inquiry about emotional/behavioral functioning
Nurse practitioners .. ........... ... .......... 1992 40% -- -- -- --- e T26%  --- 60%
Obstetricians/gynecologists . .. ................. 1992 12% -- -- -- - - TELLL L 60%
Internists . . . .. ... 1992 25% -- -- -- m.-eee TR L 60%
Family physicians .. ......................... 1992 13% -- -- -- -—- - TEBLLL L 60%
Treatment/referral for cognitive problems
Nurse practitioners . ........ ... ... ... ...... 1992 20% -- -- -- e ee- T24% --- 60%
Obstetricians/gynecologists . . .................. 1992 20% -- -- -- m.—eee 7Bl 60%
Internists . . . .. ... 1992 27% -- -- -- S eee 7Bl 60%
Family physicians . ................ ... .... 1992 21% -- -- -- S eee 7Bl 60%
Treatment/referral for emotional/behavioral problems
Nurse practitioners .. ........... ... .......... 1992 23% -- -- -- .- --- 733%  --- 60%
Obstetricians/gynecologists . .. ................. 1992 23% -- -- -- ——e - TELLL L 60%
Internists . . . .. ... 1992 35% -- -- -- ——e - TELL L 60%
Family physicians . ................ ... ....... 1992 27% -- -- -- —.—-eee TR L 60%
- 6.14 Clinician review of children’s mental functioning . . . --- -- --- -- -- -- -- e R 75%
Percent of clinicians routinely providing service to
81-100% of patients
Inquiry about cognitive functioning
Pediatricians . . .. ....... ... 1992 62% -- -- -- S ee- 7B 75%
Inquiry about emotional/behavioral functioning
Pediatricians . . . ... . 1992 47% -- -- -- —.-eee TR L 75%
Treatment/referral for cognitive problems
Pediatricians . . . . ... .. 1992 51% -- -- -- - - TELLL L 75%
Treatment/referral for emotional/behavioral problems
Pediatricians . . .. ... ... 1992 45% -- -- -- m.—eee TRl 75%
Inquiry about parent-child relationship
Pediatricians . . . . ... ... 1992 55% -- -- -- - - TELL L 75%
Nurse practitioners . ........ ... ... .. ... ... ... 1992 55% -- -- -- - - 7B51% - 75%
Family physicians .. ...............c.coou.... 1992 36% -- -- -- ——- - TEBLLL L 75%
Treatment/referral for parent-child interaction problems
Pediatricians . ... ..., 1992 34% -- -- -- - - TEBL L 75%
Nurse practitioners .. ....... ... ... .. ... . ..., 1992 24% -- -- -- —.e - T L 75%
Family physicians .. ...............c.oouu.... 1992 29% -- -- -- - - TEBLLL L 75%

See footnotes and key at end of table.
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Table 6. Mental Health and Mental Disorders objectives—Con.

Final Baseline Target
status Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
- 6.15 Prevalence of depression in people 18-54 years
(1-month prevalence) . ........................ 1981-85 5.1% 4.3%
Prevalence of depression in people 18-54 years
(1-year prevalence). . . ..., 10.9% --- 211.1% ---
a. Female 18-54 years (1-month prevalence) . ...... 1981-85 6.6% .- --- .- --- --- --- S L --- 5.5%
Female 18-54 years (1-year prevalence) ........ --- "42% --- 2131% --- --- --- R L ---

- - - Data not available. Final objective status: .
... Category not applicable. ) - Met - Toward - Mixed/ no change - Away I:I Cannot assess

SBaseline has been revised.

1981-85 data. Data are for noninstitutionalized, nonrural, white, black, or Hispanic people 1854 years.

21990-92 data. Data are for noninstitutionalized, nonrural, white, black, or Hispanic people 18-54 years.

SEstimate represents the proportion of people with mental disorders (excluding substance disorders only) in the past year which interfered with their ability to work or find work and who sought
help from community mental health services.

“Estimate represents the proportion of people who sought help from a family member, therapist, or minister/rabbi. Individual values were: family members, 15.6 percent (21.0 percent for people
with disabilities), therapist, 6.8 percent (11.8 percent for people with disabilities), and minister/rabbi, 4.4 percent (6.9 percent for people with disabilities).

51998-99 data. Only 26 percent of worksites had onsite stress management programs, but 48 percent offered stress management either onsite or through t he health plan.

®Clearinghouses provide coverage for all 50 states, establishing the required network.

71997-98 data.

8Response rate for this group was too low to produce reliable estimates.

NOTE: Data include revisions and, therefore, may differ from data previously published in these reports and other publications.
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Objective number

Data source

6.1%, 6.1a-d
6.2, 6.2a*
6.3

6.4

6.5, 6.5a
6.6

6.7
6.8, 6.8a

6.9
6.10"

6.11
6.12
6.13
6.14

6.15

National Vital Statistics System, CDC, NCHS.

Youth Risk Behavior Survey, CDC, NCCDPHP.

Bird HR. Estimates of the prevalence of childhood maladjustment in a community survey in Puerto Rico. Archives of Gen Psychiatry 45:112026. 1988 .
Costello EJ, et al. Psychiatric disorders in pediatric primary care: Prevalence risk factors.

Archives of Gen Psychiatry 45:1107-16. 1988.

Baseline: Epidemiologic Catchment Area Study, NIH, NIMH.

1990 and 1992 data: National Comorbidity Survey, University of Michigan.

National Health Interview Survey, CDC, NCHS.

Baseline: National Institute of Mental Health Community Support Program Client Follow-up Study, SAMHSA.
1994 data: National Health Interview Survey, CDC, NCHS.

Baseline: Epidemiologic Catchment Area Study, NIH, NIMH.

Updates: National Comorbidity Survey, University of Michigan.

National Health Interview Survey, CDC, NCHS.

Prevention Index, Rodale Press, Inc.

Baseline and updates (States): National Study of Jails, National Center on Institutions and Alternatives.
Baseline (suicide policies): National Census of Jails, DOJ, BJS.

Baseline and update (ACA accreditation): American Correctional Association.

National Survey of Worksite Health Promotion Activities, OPHS, ODPHP; 1998-99 update: National Worksite Health Promotion Survey, OPHS, ODPHP.
SAMHSA.

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

Update: Prevention in Primary Care Study, American College of Preventive Medicine.

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

Update: Prevention in Primary Care Study, American College of Preventive Medicine.

Baseline: Epidemiologic Catchment Area Study, NIH, NIMH.

1990 and 1992 data: National Comorbidity Survey, University of Michigan.

* Duplicate objective. See full text of objective following this table.



Mental Health and
Mental Disorders
Objectives

6.1*: Reduce suicides to no more than
10.5 per 100,000 people.

Duplicate objective: 7.2

6.1a*: Reduce suicides among
youth aged 15-19 to no more than
8.2 per 100,000.

Duplicate objective: 7.2a

6.1b*: Reduce suicides among men
aged 20-34 to no more than 21.4
per 100,000.

Duplicate objective: 7.2b

6.1c*: Reduce suicides among white
men aged 65 and older to no more
than 39.2 per 100,000.

Duplicate objective: 7.2¢

6.1d*: Reduce suicides among
American Indian and Alaska Native
men to no more than 17.0 per
100,000.

Duplicate objective: 7.2d

6.2*: Reduce to 1.8 percent the
incidence of injurious suicide attempts
among adolescents aged 14-17.

Duplicate objective: 7.8

6.2a*: Reduce to 2.0 percent the
incidence of injurious suicide
attempts among female adolescents
aged 14-17.

Duplicate objective: 7.8a

6.3: Reduce to less than 17 percent the
prevalence of mental disorders among
children and adolescents.

6.4: Reduce the prevalence of mental
disorders (exclusive of substance abuse)
among adults living in the community to
less than 10.7 percent.

6.5: Reduce to less than 35 percent the
proportion of people aged 18 and older
who report adverse health effects from
stress within the past year.

6.5a: Reduce to less than 40 percent
the proportion of people with
disabilities who report adverse
health effects from stress within the
past year.
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6.6: Increase to at least 30 percent the

proportion of people aged 18 and older
with severe, persistent mental disorders
who use community support programs.

6.7: Increase to at least 54 percent the
proportion of people with major
depressive disorders who obtain
treatment.

6.8: Increase to at least 20 percent the
proportion of people aged 18 and older
who seek help in coping with personal
and emotional problems.

6.8a: Increase to at least 30 percent
the proportion of people with
disabilities who seek help in coping
with personal and emotional
problems.

6.9: Decrease to no more than 5 percent
the proportion of people aged 18 and
older who report experiencing
significant levels of stress who do not
take steps to reduce or control their
stress.

6.10*: Increase to 50 the number of
States with officially established
protocols that engage mental health,
alcohol and drug, and public health
authorities with corrections authorities to
facilitate identification and appropriate
intervention to prevent suicide by jail
inmates.

Duplicate objective: 7.18

6.11: Increase to at least 40 percent the
proportion of worksites employing 50 or
more people that provide programs to
reduce employee stress.

6.12: Establish a network to facilitate
access to mutual self-help activities,
resources, and information by people
and their family members who are
experiencing emotional distress resulting
from mental or physical illness.

6.13: Increase to at least 60 percent the
proportion of primary care providers
who routinely review with patients their
patients’ cognitive, emotional, and
behavioral functioning and the resources
available to deal with any problems that
are identified.

6.14: Increase to at least 75 percent the
proportion of providers of primary care
for children who include assessment of
cognitive, emotional, and parent-child
functioning with appropriate counseling,
referral, and followup, in their clinical
practices.

6.15: Reduce the prevalence of
depressive (affective) disorders among
adults living in the community to less
than 4.3 percent.

6.15a: Reduce the prevalence of
depressive (affective) disorders
among women living in the
community to less than 5.5 percent.

*Duplicate objective.



Priority Area 7
Violent and Abusive
Behavior

Background

Injuries and deaths due to violence
and abusive behavior continue to be
pervasive in the United States and cost
the Nation over $200 billion annually.
Violence claims the lives of many of the
Nation’s youth and threatens the health
and well-being of persons of all ages.
Each year approximately 50,000 persons
in the United States die from
violence-related injuries. On an average
day, 53 persons die from homicide, and
a minimum of 18,000 persons survive
interpersonal assaults, 84 persons
complete suicide, and as many as 3,000
persons attempt suicide (1).

The United States has the highest
rates of lethal childhood violence when
compared to other industrialized
countries (2). In 1997, nearly 19,000
children 19 years of age and under died
of injuries, one-third from violence and
two-thirds from unintentional injury (3).
Of all homicide victims in 1997,

37 percent were 24 years of age and
under (4). Homicide remains the second
leading cause of death for young
persons 15-24 years of age and the
leading cause of death for African
Americans in this age group (5).

Data from 1979 through 1993
indicate that the total homicide rate
increased due to increases in
firearm-related homicides (6,7).
Furthermore, for each of the 32,436
persons killed by a gunshot wound in
the United States in 1997,
approximately 2 more people were
treated for nonfatal wounds in hospital
emergency departments (8).

Suicide is the eighth leading cause
of death in the United States. In 1997
suicide was the third leading cause of
death for children 10-14 years of age
and young persons 15-24 years of age
(5). The economic costs of suicide
among young persons 15-24 years of
age has been estimated at over $2.26
billion per year and, when attempted
suicide is considered, this cost increases
to over $3.19 billion (9).

Unfortunately, youth continue to be
involved as both perpetrators and
victims of violence. In 1998, 5,506
young people 15-24 years of age were

victims of homicide, an average of 15
youth homicide victims per day.
Homicide is second only to motor
vehicle crashes as a cause of injury
deaths for persons 15-24 years of age
(10). For each death there are at least
100 nonfatal violence-related injuries.
For adolescents 12 years of age and
older, physical assault victimization
occurred twice as often as in the general
population. Additionally, according to a
report by the U.S. Department of
Justice, assaults were significantly
higher among males. The report also
states that the number of assaults were
higher for those with lower household
incomes (less than $7,500) when
compared to the rates of assault
victimization of households with greater
annual incomes (more than $35,000)
(11).

Intimate partner violence and sexual
assault threaten people of all walks of
life. Even though both females and
males experience these types of
violence, male victimization of females
is more common in intimate partner
violence and sexual assault. Although
most assault victims survive, they suffer
physically and emotionally. In 1995,
almost 5,000 females in the United
States were murdered. In those cases for
which the Federal Bureau of
Investigation had data on the
relationship between the offender and
the victim, 85 percent were killed by
someone they knew. In 1994, more than
500,000 females were seen in hospital
emergency departments for violence-
related injuries, and 37 percent of those
females were there for injuries inflicted
by spouses, ex-spouses, or nonmarital
partners (12).

Child maltreatment continues to be
a major concern. In 1997, an estimated
1,196 fatalities were due to child
maltreatment in the 50 States and the
District of Columbia. In the same year,
the rate of child victims was 13.9 per
1,000 children in the general population.
Based on information from 39 States,
75.4 percent of the perpetrators were the
victim’s parents, 10.2 percent were
relatives, and 1.9 percent were
individuals in other caretaking
relationships (13).

Data Summary

Highlights

While violent and abusive behaviors
continue to be major causes of death,

injury, and stress in the United States,
during the last decade there were many
indications of progress. All three violent
mortality objectives met their year 2000
targets. The age-adjusted homicide rate
for the total population (7.1) decreased
to 7.1 per 100,000 persons in 1998,
surpassing the year 2000 target of 7.2
per 100,000. Additionally, homicide
rates decreased for young adult black
and Hispanic males and all American
Indian/Alaska Natives, and to below the
year 2000 target for black females.
Suicide rates (7.2) in the total
population (age adjusted) fell to 10.4 per
100,000 in 1998, below the year 2000
target of 10.5. Suicide rates also
declined for adolescents 15-19 years of
age, males 20-34 years of age, and
white males 65 years of age and over.
On the other hand, suicide rates for
American Indian/Alaska Native males
increased from 20.1 per 100,000 persons
in 1987 to 21.4 per 100,000 in 1998.
Firearm-related deaths (7.3) declined for
the total population (age adjusted). The
rate in 1998 was 11.3 per 100,000
persons, which was below the year 2000
target of 11.6.

The incidence of rape and attempted
rape for females 12 years of age and
over (7.7) declined substantially, from
332 per 100,000 in 1992 to 160 in 1998,
even though it fell short of its year 2000
target of 108.

There was progress for two
objectives related to adolescent
behaviors, physical fighting (7.9) and
weapon-carrying (7.10) among
adolescents 14—17 years of age. The
incidence of physical fighting and
weapon-carrying among youth is
measured by the number of incidents
per 100 students per month. The number
of incidents of physical fighting
decreased from 137 in 1991 to 106 in
1999, surpassing the year 2000 target of
110. The incidence of weapon-carrying
decreased from 107 incidents in 1991 to
68 in 1999, which surpassed the year
2000 target of 86.

Another objective that surpassed the
year 2000 target was the implementation
in States of child death review systems
for unexplained child deaths (7.13). The
number of States (including the District
of Columbia) increased from 33 in 1991
to 48 in 1996, above the year 2000
target of 45.

Two objectives moved dramatically
away from the year 2000 targets. The
objectives were (7.6) reduce assault
injuries among people 12 years of age
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Figure 7. Final status of Violent and Abusive Behavior objectives

M Moved away from target [ Moved toward target [l Met target

7.1 Homicide 108% —>
]
7.2 Suicide 108% —>

.
110% =

7.3 Firearm-related deaths

7.6 Assault injuries

7.7 Rape and attempted rape

7.8 Suicide attempts among adolescents [ 5y LA

115% —>

.
186% —>

7.9 Physical fighting among adolescents

7.10 Weapon-carrying by adolescents

7.11 Firearms in the home stored loaded and unlocked

125% —>

7.13 States with child death review systems

7.15 Battered women turned away from shelters

7.16 Conflict resolution in a required course

7.18 States meeting prison suicide prevention standards

7.19 States with firearm storage laws

l l l l l l l l
-100 -80 -60 -40 -20 O 20 40 60 80 100

Percent of target achieved

NOTE: Complete tracking data are shown in table 7. Progress quotients are not calculated for objectives 7.4, 7.5, 7.12, 7.14, and 7.17.
See the section on Measuring Progress Toward the Healthy People 2000 Targets in the Appendix for more information.
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and older and (7.8) reduce injurious
suicide attempts by adolescents.
Disturbingly, injurious suicide attempts
among adolescents 14—17 years of age
increased from 2.1 percent in 1990 to
2.6 percent in 1997.

Summary of Progress

The priority area of Violent and
Abusive Behavior contained a total of
19 objectives. Seven objectives, (7.1,
7.2,7.3,79, 7.10, 7.13, and 7.16) met
their respective year 2000 targets. Four
(7.5, 7.7, 7.11, and 7.19) progressed
toward the year 2000 targets. Five
objectives (7.4, 7.6, 7.8, 7.15, and 7.18)
moved away from the year 2000 target,
although three of these (7.4, 7.15, and
7.18) had definitional issues making
monitoring difficult (see Data Issues).
Three objectives (7.12, 7.14, and 7.17)
remained without baselines. See table 7
for the tracking data for the objectives
in this priority area and figure 7 for a
quantitative assessment of progress.

Discussion

As the 21st century begins, the
public, private, and government sectors
must work together to prevent violence.
Studies have demonstrated
interrelationships between risk factors
for different types of violence but much
more research is needed. Intervention
evaluations have demonstrated a limited
number of effective programs for
violence prevention. Further, some
interventions appear to be effective but
their ability to reduce morbidity and
mortality needs to be evaluated (14).
Given the diversity of communities and
circumstances, many more types of
prevention programs and interventions
need to be developed and evaluated.

The reasons for decline in many of
the measures of violence-related
objectives during the last decade are not
well understood. The decline
demonstrated in the latter part of the
decade may be due to multiple risk and
protective factors. Factors that may have
influenced the decline are changes in
prevention activities, demographics, the
economy, and the prevalence of
substance abuse.

Measurement of progress within the
area of family and intimate violence
prevention had three objectives (7.5, 7.6,
and 7.7) for which measurements were
affected by the redesign of the National
Crime Victimization Survey in 1992.

The revised questions elicited higher
rates for rape and other sex offenses, as
well as crimes committed by relatives
and acquaintances. The sensitive nature
of this issue makes it difficult to study.
Therefore, knowledge is limited about
the factors that affect the likelihood that
males will behave violently toward
females, the factors that endanger or
protect females from violence, and the
physical and emotional consequences of
such violence for families and their
children.

In the area of child maltreatment,
data systems are needed to identify new
cases and to characterize associated
causes of maltreatment. While some
long-term studies on home-visitation
programs for young mothers have
shown potential for preventing child
abuse and neglect, other existing
interventions and their effectiveness
need to be evaluated.

Developing data to measure
progress is critical for many of the areas
in injury and violence prevention. While
many reliable data sources have
remained constant over time, major
information gaps still exist, especially
for race, ethnicity, and special
populations. Addressing these gaps
poses a major challenge for the next
decade.

Transition to Healthy People
2010

The structure of Healthy People
changed significantly for Priority Area
7—Violent and Abusive Behavior and
Priority Area 9—Unintentional Injuries.
For several reasons, these two areas
were combined into one Healthy People
2010 Focus Area titled “Injury and
Violence Prevention.”” One consideration
for merging the two subjects was having
all of the unintentional injury and
violence-related objectives in one place
to facilitate a better focus on the entire
injury area. Another consideration was
that many injuries produce the same
outcome but result from different causal
factors. For example, a nonfatal spinal
cord injury can be caused by an
unintentional event, such as a motor
vehicle crash, or by a violence-related
event, such as a domestic dispute or
attempted robbery. Finally, the same
interventions can reduce injuries for
both unintentional and violence-related
injuries. For instance, efforts to promote
proper storage of firearms in homes can

help reduce the risk of unintentional and
intentionally self-inflicted, or assaultive
firearm-related injuries in the home.

Overall, there are fewer objectives
for the two subject areas. The Healthy
People 2000 had 45 objectives in the
Unintentional Injuries and Violent and
Abusive Behavior chapters compared
with 39 objectives in Healthy People
2010 Injury and Violence Prevention
chapter. For unintentional injuries
Healthy People 2000 had 29 objectives
compared with 19 objectives in the
Healthy People 2010 edition. Violent
and Abusive Behaviors had 19
objectives in Healthy People 2000
compared with 8 objectives in Healthy
People 2010. The Healthy People 2010
chapter has a new section titled “Injury
Prevention™ containing 12 objectives
that relate to both subject areas (for
example, nonfatal head injuries and
nonfatal spinal cord injuries, child
fatality review, emergency department
and hospital discharge surveillance
systems).

Additionally, some Healthy People
2000 objectives were eliminated because
they either lacked baseline data, a
national data source, progress, standard
definitions, or were too multifaceted and
could not be tracked. Some objectives
were revised for Healthy People 2010.
For example, objective 7.13
(unexplained child death review
systems) exceeded the year 2000 target
but was revised as a developmental
objective (an objective without current
baseline data) for Healthy People 2010.
The revised objective is more specific
and will measure State-level child
fatality reviews of deaths for children 14
years of age and under. The year 2000
objective was more general and did not
state a specific age group. In general for
Healthy People 2010, there is greater
specificity and also a better sense of the
potential for baseline data and
continuous tracking for the next decade.
Also, for Healthy People 2010, all age-
adjusted rates use a year 2000 standard
population.

Many injuries and injury-related
deaths occur in specific population
groups (such as infants, children, and
the elderly) where the intentionality of
the injury is unknown and requires more
detailed investigation. Examination of
these cases, documentation of the
events, and surveillance efforts can help
communities to better understand the
causes and to develop interventions to
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prevent injuries which are a growing
public health concern for the Nation.

The Healthy People 2010 objective
for homicide, which was retained from
Healthy People 2000 (with a minor
variation), has been designated as a
measure of one of the Leading Health
Indicators (LHI). Homicide data are the
most accurate violent crime data
collected and as such are a reliable
indicator of violent crime in general.
The LHIs are discussed in further detail
in the Introduction.

Two objectives were transferred to
Focus Area 18—Mental Health and
Mental Disorders: Suicides, and
adolescent suicide attempts.

Healthy People 2010 contains 19
other related objectives within 6 other
focus areas. Those related areas are:
Focus Area 1, Access to Quality Health
Services, with three related objectives;
Focus Area 7, Educational and
Community-Based Programs, with one
objective; Focus Area 8, Environmental
Health, with three objectives; Focus
Area 18, Mental Health and Mental
Disorders, with two related objectives;
Focus Area 20, Occupational Safety and
Health, with four objectives; and Focus
Area 26, Substance Abuse, with six
related objectives.

Appendix table III, a crosswalk
between Healthy People 2000 and
Healthy People 2010 objectives,
summarizes the changes between the
two decades of objectives, reflecting
new knowledge and direction for this
area.

Data Issues

Definitions

Objective 7.1 (homicide) is
monitored using data from the National
Vital Statistics System (NVSS) and
excludes homicides attributed to legal
intervention. It should be noted that the
number of States reporting Hispanic
origin data in their vital statistics has
varied from year to year (see Appendix).
The data on spousal homicide (7.1b) are
from the Federal Bureau of
Investigation; the 1993 and 1994 data
are for spouses 15 years of age and over
and are not directly comparable to
previous data.

Objective 7.2 (suicide) is monitored
using data from the NVSS. The data are
compiled from death certificates
submitted by the States. Differentiating
suicide deaths from accidental deaths
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relies heavily on judgment by the
medical legal officer (for example,
coroner or medical examiner). A key
element of this determination is the
establishment of intent by the deceased.
This determination may be based on
information about prior suicide attempts,
a statement or note by the deceased
indicating their intent to commit suicide,
or other clinical information (for
example, serious mental illness) (15).

Update data for objective 7.4 were
collected using a different
definition—the endangerment
standard—than the baseline, so the data
points are not directly comparable.

The baseline and target for
objective 7.5 (partner abuse) were
established using the National Institute
of Mental Health’s survey of family
violence, which measured incidents of
violence among couples. This survey
will not be repeated, so the objective is
monitored using data from the Bureau
of Justice Statistics’ National Crime
Victimization Survey that is tracking
violence between intimates (for
example, spouses, ex-spouses, or
boyfriends). The data used to track the
objective report incidents per 1,000
women, which reflects the intent of the
objective.

Data for objectives 7.6 (assault
injuries) and 7.7 (rape and attempted
rape) come from the National Crime
Victimization Survey, which provides
self-reported victimizations. The
numbers of offenses reported in this
survey generally exceed those reported
to police and other law enforcement
agencies. However, because of their
personal nature, some offenses such as
rape are underreported in the crime
survey (16). The data for objective 7.6
include injuries from completed rapes,
attempted and completed robberies with
injury, and completed aggravated and
simple assaults with injury. In 1992, the
Survey was redesigned; the revised
questions elicit higher rates for rape,
other sex offenses, and crimes
committed by relatives and
acquaintances. The baseline for
objective 7.7 has been revised using the
1992 data to reflect this measurement
change.

Data for objectives 7.8 (adolescent
suicide attempts), 7.9 (physical fighting
among adolescents), and 7.10 (weapon
carrying) are measured using the
school-based Youth Risk Behavior
Survey (YRBS) and rely on student
self-report. Self-reported suicide

attempts are limited to those that
occurred in the last 12 months and
required medical attention. Data from
the 1992 National Health Interview
Survey (NHIS) youth supplement
indicate higher levels of
weapon-carrying and fighting among
youth (14-19 years of age) not in school
than among youth the same age in
school, although the estimates for
in-school youth were very close to the
estimates for the total population (17).
The NHIS supplement did not include
questions on suicide attempts. Because
YRBS data are used for ongoing
monitoring of objective 7.8, the
exclusion of adolescents not in school
may underestimate youth suicide
attempts. The reliance on self-report
without external validation of
weapon-carrying, suicide attempts, and
fighting may affect the validity of these
estimates, although a study by the
Centers for Disease Control and
Prevention indicated that the results are
highly reliable (18).

Objective 7.11 (inappropriate
firearm storage) is measured using data
from the NHIS. The numerator is the
number of people who have a firearm in
or around the house that is stored loaded
and unlocked. The denominator is the
number of people who report having a
firearm in or around the house. Data on
the proportion of the total population
having a firearm in or around the house
are also footnoted in the summary table.

Objective 7.19 (handgun storage
laws) relates to State laws that vary
across States in populations targeted,
penalties, and liability.

Data Comparability

The update for objective 7.15
(shelter availability for battered women)
comes from the same source (National
Coalition Against Domestic Violence) as
the baseline, but was collected
differently and is not directly
comparable.

A reliable source of data for
objective 7.18 (suicide prevention in
jails) was not developed. The wording
and baseline data for the objective were
established with States as the
organizational level for monitoring and
implementing suicide prevention
protocols in jails. Jails are usually under
the jurisdiction of counties or
municipalities. State-level data on jails
are limited; the alternative data track the
objective using jails as the unit of
analysis. Data from the National Census
of Jails, conducted by the Bureau of
Justice Statistics, were only available for



1993. Additional data are from the
American Correctional Association’s
(ACA) list of jails that are
ACA-accredited; their accreditation
requires that suicide prevention policies
and training be implemented in the jail.
However, not all jails seek ACA
accreditation; this selection bias suggests
that these data may not be nationally
representative.

Data Availability

Data are not currently available for
objectives 7.12 (emergency room
protocols), 7.14 (followup on abused
children), and 7.17 (comprehensive
violence prevention programs). No
update was obtained for objective 7.16
(conflict resolution), which met its target
at baseline.
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Table 7. Violent and Abusive Behavior objectives

Final Baseline Target
status Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
- 7.1 Homicide (age adjusted per 100,000). . ............ 1987 8.5 10.1  10.8 103 106  10.1 9.2 8.3 78 741 --- 7.2
a. Children 3 years and under (per 100,000). ... .... 1987 3.9 4.4 49 4.5 4.9 4.6 4.5 4.5 43 44 --- 3.1
b. Spouses 15-34 years (per 100,000) ............ 1987 1.7 5 211 211 211 o0 --- 1.4
c. Black male 15-34 years (per 100,000) .......... 1987 91.1 130.5 140.8 1342 1405 133.8 114.6 1057 97.6 84.9 --- 72.4
d. Hispanic male 15-34 years (per 100,000) 3. . ... .. 1987 41.3 5832 55.7 56.8 524 522 497 392 349 335 --- 33.0
e. Black female 15-34 years (per 100,000) . ........ 1987 20.2 221 244 227 237 210 185 16.1 144 133 --- 16.0
f.  American Indian/Alaska Native (age adjusted
per 100,000) . . ... 1987 11.2 10.7 122 103 107 11.8 115 99 108 95 --- 9.0
- 7.2* Suicide (age adjusted per 100,000) .. ............. 1987 1.7 115 114 111 113 112 112 10.8 106 104 --- 10.5
a. Adolescents 15-19 years (per 100,000) ......... 1987 10.2 1.1 11.0 10.8 109 111 105 9.7 95 89 --- 8.2
b. Male 20-34 years (per 100,000) ............... 1987 25.2 251 25.1 245 255 265 263 242 234 229 --- 21.4
c. White male 65 years and over (per 100,000). . . . .. 1987 46.7 444 427 41.0 409 389 387 378 36.1 382 --- 39.2
d. American Indian/Alaska Native male (age
adjusted per 100,000) .. ...... ... ... 1987 20.1 21.0 192 179 187 238 201 200 213 214 --- 17.0
- 7.3 Firearm-related deaths (age adjusted per 100,000)... 1990 14.6 15.2 149 156 151 139 129 122 113 --- 11.6
a. Black ... 1990 33.4 354 344 376 355 303 285 257 227 --- 30.0
- 7.4 Child abuse and neglect (per 1,000). ............. 1986 22.6 --- --- --- 41.9 --- --- --- e - ---  Less
than 2
Incidence of types of maltreatment
a. Physicalabuse............... ... ... .. 1986 4.9 49.1 ---  Less
than 4
b. Sexualabuse............... ... ... . . ..., 1986 2.1 44.5 Less
than 2
c. Emotionalabuse. ......... ... ... ... ... 1986 3.0 --- --- --- 47.9 --- --- --- .- --- --- Less
than 3
d. Neglect. . ... 1986 14.6 --- 45292 ---  Less
than 1
|:| 7.5 Partner abuse (per 1,000 couples). . .............. 1985 30.0 --- --- --- --- --- --- --- e --- 27.0
Assaults by intimates (per 1,000 females 12 years
andoven®. .. ... .. --- --- --- 8.8 9.8 9.1 8.6 75 --- 72 ---
- 7.6 Assault injuries (per 1,000 people 12 years
andoven®. ... ... 1986 9.7 10.3 11.0 9.3 123 127 1.7 105 --- 102 --- 8.7
] 7.7 Rape and attempted rape (per 100,000)°
Female 12 yearsandover ...................... 1992 §332 267 273 193 144 156 160 --- 108
a. Female12-34years........................ 1992 $607 477 527 374 249 349 --- --- 225
Sexual assaults (per 100,000 females 12 years
ANA OVEI) oottt e 1992 184 . 138 96 84 84 102 110 --- ..
- 7.8* Suicide attempts among adolescents 14-17 years .. 1990 2.1% 1.7% .- 27% --- 2.8% --- 26% --- 26% 1.8%
a. Female14-17vyears .......... .. ... ... 1991 2.5% --- 3.8% --- 34% --- 33% --- 31% 2.0%
- 7.9 Physical fighting among adolescents 14-17 years
(incidents per 100 students per month) . . .......... 1991 137 --- 137 --- 128 --- 115 --- 106 110
a. Non-Hispanic black male 14-17 years .......... 1991 207 --- 203 --- 181 --- 175 --- 159 160

See footnotes and key at end of table.
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Table 7. Violent and Abusive Behavior objectives—Con.

Objective

Baseline

Target

year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000

7.10

7.1

7.12
7.13
714
7.15
7.16
717

7.18*

HENRL B N

|:| 7.19*

Weapon-carrying by adolescents 14-17 years
(incidents per 100 students per month) . . ..........
a. Non-Hispanic black adolescents 1447 ... .......
Proportion of people 18 years and over with
firearms in the home that are stored loaded and
unlocked . ....... ... .. .. ...
Emergency room protocols for victims of
violence. . . ...
Number of States with child death review
systems. .......... ...
Number of States that followup abused children . ..
Battered women turned away from shelters . ... ...
Conflict resolution in a required course
Proportion of middle/junior and senior high schools. . . .
Local comprehensive violence prevention
Programs. . . ...ttt
Suicide prevention in jails
Number of States meeting nationally recognized suicide
prevention standards. . . ............ ... ... ...
Proportion of jails with suicide policies. . . ...........
Proportion of jails with ACA accreditation. . .. ........
Number of States with firearm storage laws . . . . . ..

1991 107 ... ... --- 92 --- 81 - 74 --- 68
1991 184 ... .. - 117 --- 85 --- 84 —ee 71
1994 20% ... ... ceeeee 7T19% ---
1991 38 ... ... 3 ce- 40 --- 848 ---
1987 40% <= eee ees cee e e BB%  ---

1994 58.3% --- .- --- --- -

1992 §2 2 1 ---

see eee eee eee 795%  --- ---
- 1% 1% 1% 2% 2% 2% --- 3%
1989 84 1 5 8 11 13 15 15 15 15 18

86
105
16%
90%
45
30
10%
50%

80%
50

50

- - - Data not available.

... Category not applicable.
SBaseline has been revised.

11989 data.

2Includes married men and women aged 15 and older. Data include deaths from legal intervention (E970-E978) in addition to E960-E969 and are not compara ble to other data for this

objective.

Final objective status:

- Met |:| Toward - Mixed/ no change - Away |:| Cannot assess

3Excludes data from States lacking Hispanic-origin item on their death certificates or for which Hispanic-origin data were not of sufficient quality. See appendix.
“Rates were computed using the Endangerment Standard.

SRate includes both physically and emotionally neglected children.
%The victimization survey was redesigned in 1992. The revised questions elicit higher rates for rape, other sex offenses, and crimes committed by relatives and acquaintances.
“In 1994, 37.4 percent reported having a firearm in or around the home; in 1998, this number decreased to 35 percent.

8Number includes State teams in 38 States and the District of Columbia, and 9 additional States where county/local teams serve the majority of the popu