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Preface

The Healthy People 2000 Review, 1993, second in a
series of profiles tracking the year 2000 objectives, is
submitted by the Secretary of Health and Human Services to
the Congress of the United States in compliance with the
Health Services and Centers Amendments of 1978. This
report was compiled by the National Center for Health
Statistics, Centers for Disease Control and Prevention
(CDC). The National Committee on Vital and Health
Statistics, the Office of Disease Prevention and Health
Promotion, and lead agencies for the year 2000 objectives
served in a review capacity.

Healthy People 2000 Review continues the series of
annual profiles of the Nation’s health 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 U.S. Department of
Health and Human Services with the release of Healthy
People 2000: National Health Promotion and Disease
Prevention Objectives. This publication will provide annual
tracking data, if available, for objectives and subobjectives
in all priority areas throughout the decade.
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Introduction

Background and Summary

Healthy People 2000: National Health Promotion and Disease
Prevention Objectives (1) is a statement of national opportunities. This
prevention initiative presents a national strategy for significantly
improving the health of the American people over the coming decade.
Healthy People 2000 recognizes that lifestyle and environmental factors
are major determinants of chronic disease and disability. It provides a
framework to significantly reduce preventable death and disability, to
enhance quality of life, and to reduce disparities in the health status of
various population groups within our society.

Healthy People 2000 defines three broad goals: to increase the span
of healthy life for Americans; to reduce health disparities among
Americans; and to achieve access to preventive services for all
Americans. The objectives are organized into 22 priority areas. For each
of these priority areas, a U.S. Public Health Service agency is
designated to coordinate activities directed toward attaining the
objectives (see appendix table A).

There are 300 unduplicated main objectives. Some priority areas
share identical objectives; there are 332 objectives counting the
duplicates. Subobjectives for minorities and other special populations
were also established to meet unique needs and health problems. These
population groups include people with low incomes, people who are
members of some racial and ethnic minority groups, and people with
disabilities (1). There are 223 special population targets excluding
duplicates; with duplicates there are 284. Thus, without duplicates there
are a total of 523 health promotion and disease prevention objectives
and subobjectives for the year 2000; 616 with duplicates.

Healthy People 2000 Review, 1993 presents an overview of the
current status of progress toward all of the year 2000 objectives. The
Public Health Service reviews progress toward the year 2000 objectives
periodically. Summaries of these reviews are published in Public Health
Service Progress Reports on Healthy People 2000 (2). This report
contains the most recent national data available and updates data
published in Healthy People 2000, progress review reports, and all other
earlier publications containing national data on the year 2000 objectives.

This summary of progress incorporates all 332 priority area (PA)
objectives, a count that includes the 32 duplicates. Three years into the
decade, 6 percent of the objectives have already been achieved. Progress
toward the targets has been made on another 36 percent of the
objectives, and 15 percent show movement away from the targets. Data
for 5 percent of the objectives show mixed results (these objectives have
more than one data point to measure and have shown progress for some
and movement away from the targets for others), and 4 percent have
updates but show no change. Six percent of the objectives have revised
baselines and no update or new baselines where baselines did not
originally exist (this is in addition to the objectives for which baselines
were obtained last year). Twenty-one percent have no new data with
which to evaluate progress, and baselines have yet to be obtained for
8 percent of the objectives.

Priority areas showing the most progress are Surveillance and Data
Systems (PA 22) with progress on 6 of a total of 7 objectives, Cancer
(PA 16) with progress on 11 of a total of 16 objectives, and
Unintentional Injuries (PA 9) with progress on 13 of a total of 22
objectives including 6 objectives that have met or exceeded their targets.

Priority areas with the most objectives showing movement away
from the targets are Occupational Safety and Health (PA 10) with 4 of
15 objectives in this category, and Diabetes and Chronic Disabling
Conditions (PA 17) with 5 of 20 objectives in this category.

Healthy People 2000 Review, 1993



Sixty-nine objectives have had no data beyond the baseline. Priority
areas with over half of their objectives in this category are Family
Planning (PA 5) and Oral Health (PA 13). Twelve priority areas have
established baselines for all of their objectives. Baselines have yet to be
established for 28 objectives; 6 of these are in Educational and
Community-Based Programs (PA 8), 5 are in Violent and Abusive
Behavior (PA 7), and the rest are shared among 8 other priority areas.

Organization and Scope of This Review

This Review is divided into three major sections. The first section
presents a number of major, cross-cutting data issues involved in the
monitoring of the objectives and subobjectives. Because these issues
relate to objectives in numerous priority arzas, they are discussed here
rather than in each individual chapter.

The second section consists of 22 chapters, one for each Healthy
People 2000 priority area. Each chapter contains an objective summary
table, a discussion of specific data issues, & figure representing one of
the priority area objectives, and the full text of the objectives in that
priority area.

The text for each chapter includes a brief discussion of the reasons
the priority area was included in the initiative, a summary of the overall
status of the objectives, and monitoring data issues that are not obvious
from the summary table or the text of the objective, such as proxy
measures, differing tracking systems, and operational definitions. A few
caveats must be made regarding summaries of the progress (or lack of
progress) on the objectives. In some cases, statements are based on data
from only 1 or 2 years beyond the baseline. Many data points are
derived from sample surveys and are therefore subject to sampling and
nonsampling errors. A small change between a baseline level and more
recent information may or may not indicate progress toward
achievement of the year 2000 target. A more thorough assessment of
progress, taking into account trends over several years, will be made as
the decade progresses.

Most figures show the progress of one of the priority area
objectives toward the objective target. Some show the latest data for
population groups that were targeted because of especially high risk. In
some cases, choice of figures depended on the availability of data; the
choice does not confer more relative importance to any of the objectives
depicted.

The objective summary table presents the baselines, targets, and
current progress toward the priority area objectives. Most baselines use
1987 data. The most current vital statistics data are from 1991, with
some provisional estimates from 1992. The most current estimates from
the National Health Interview Survey are from 1992; approximately
one-quarter of the objectives are tracked with data from this survey.
Some 1988-91 data from the National Health and Nutrition Examination
Survey are also included.

In the third section there are five appendix tables. Table A lists the
priority area lead agencies. Table B displays the cause-of-death
categories used for the Healthy People 2000 mortality objectives.

Table C presents current data sources for all the Healthy People 2000
objectives and subobjectives. Table D shows trends in the Health Status
Indicators developed for objective 22.1, and table E presents the latest
available Health Status Indicators data by racial and Hispanic population

groups.

Data Issues

There are several major, cross-cutting data issues involved in the
monitoring of the objectives and subobjectives. These include revised
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baselines, issues regarding minority group subobjectives, age-adjusted
versus crude mortality rates, data source comparability, cause-of-death
category issues, years of healthy life, and the current midcourse review.

Revised Baselines

For a number of Healthy People 2000 objectives, the baselines
shown in this Review have been revised from the original baselines
published in Healthy People 2000. Fifty revisions were the result of the
revised Census population estimates and are discussed below. In priority
area 14, 11 baselines were revised in response to a change in the
method for tabulating the race of infants (see Chapter 14, Maternal and
Infant Health). For 44 specific objectives (unduplicated), the baselines
have been changed because of modifications in methodology,
typographical errors, changes in data sources, or because the baseline
data were based on preliminary analyses.

Except for objectives 6.3 and 7.6, which were revised by the lead
agency responsible for achieving the objectives (appendix table A), as of
this writing, all Healthy People 2000 targets are being shown as
originally published. However, some targets are being considered for
revision during the mid-course review (see Midcourse Review).

Revised Death Rates

The 198687 baselines for population-based mortality objectives
and subobjectives tracked with data from the National Vital Statistics
System (NVSS), as well as subsequent data for the 1980’s, have been
recomputed using intercensal population estimates based on the 1990
Census enumeration (3) (see Health, United States, 1993, Appendix I).
Data for the three mortality objectives (4.1, 9.3, and 10.1) tracked by
sources other than the NVSS are not revised for this reason. With the
exception of American Indian/Alaska Native death rates (see below), the
changes are relatively small. Cases where the recomputed baseline rate
was the same as the original rate are denoted in the objective status
tables by “no change.”

American Indian and Alaska Native Mortality Rates

The baseline rates for some American Indian/Alaska Native
(AI/AN) mortality subobjectives have been revised to reflect the new
intercensal populations and the inclusion of the entire U.S. AI/AN
population. The objectives affected by this change are:

4.2b Cirrhosis deaths
6.1d/7.2d Suicide deaths
7.1f Homicide deaths
9.1a Unintentional injury deaths
9.3d Motor vehicle crash deaths
17.9b Diabetes-related deaths

The original baselines and targets for these objectives were
established using data from the 33 States in which AI/AN health
services are provided by the Indian Health Service Regional Service
Offices. The Indian Health Service provides health care to approximately
60 percent of the AI/AN population (4); most of the population served
live on or near reservations. “Reservation States” include approximately
90 percent of the AI/AN population in the United States, but exclude
some urban centers with large American Indian populations.

The revised baselines are substantially lower than the original
figures. These large differences are partially due to the substantially
larger intercensal population estimates (death rate denominators) based
on the 1990 Census compared with those based on the 1980 Census.
They may also reflect the relatively greater failure to identify AI/AN
deaths on death certificates in non-Reservation States compared with
Reservation States (5).

Healthy People 2000 Review, 1993



Minority Group Subobjectives

The guidelines for drafting the objectives required the identification
of a data source to track progress before a subobjective for a minority or
special population could be set. Special population subobjectives address
disparities and differing trends. Although there are virtually no data gaps
for existing subobjectives, lack of data sources prevented the
establishment of subobjectives for some population groups. Data have
now become available for some of these groups, and additional
subobjectives are being added during the midcourse review (see below).

Many subpopulations are small and geographically clustered and
cannot be measured through national surveys using standard sampling
techniques. Developing techniques to assess the health of minorities and
other special subpopulations will be a significant challenge during the
coming decade.

Another concern is the availability of reliable denominator data.
Although national surveys can provide numbers of responses for some
subpopulations, intercensal population estimates may not be obtainable
for these groups. County population estimates and State-specific
estimates for major racial and ethnic subgroups may also be unavailable.

Age Adjustment

Most of the original baselines for mortality objectives in Healthy
People 2000 are derived from the National Vital Statistics System and
are age adjusted to the 1940 population. Exceptions are objectives 4.1,
9.3, and 10.1. Data for 4.1 and 9.3 are crude rates from the National
Highway and Traffic Safety Administration’s Fatal Accident Reporting
System (FARS); data for 10.1 are crude rates from the Department of
Labor’s Annual Survey of Occupational Injuries and Ilinesses and
Census of Fatal Occupational Injuries. Most of the previously published
mortality subobjective baselines are age adjusted as well; the exceptions
are subobjectives 4.1a (a crude rate from FARS), 9.1b, 9.1c¢, 9.5¢c, 9.6¢,
and 9.6d. Beginning with the publication of the 1992 Review (6), all
mortality objectives and subobjectives, except for those tracked with
FARS or Department of Labor data, are being tracked with age-adjusted
rates (see appendix table B).

Data Source Comparability

For some objectives the baseline data source differs from the source
used to monitor progress. Comparability between different data sources
or even within the same data source for different years is not assured.
Unless the data for an objective are obtained from the same questions of
the same survey system each year, unless operational definitions remain
the same, and unless analytical techniques are constant, tracking can be
compromised. Comparability, if an issue, is discussed in priority area
chapters. For some objectives that will be tracked with the third
National Health and Nutrition Examination Survey (NHANES III),
proxy data from various surveys have been used until the NHANES III
data are available. See appendix table C for a list of sources for each
Healthy People 2000 objective.

Cause-of-Death Terminology and Codes

Twenty-four objectives (excluding duplicates) in Healthy People
2000 are tracked using mortality data (appendix table B). For most of
these objectives, the cause-of-death terminology used in Healthy FPeople
2000 is different from that used in Health, United States; Vital Statistics
of the United States, Mortality, and other NCHS publications; in
addition, in some cases, the International Classification of Diseases
(ICD-9) codes are different as well (7).

Specifically, for five objectives, the terminology and the codes are
different from those used for similar cause-of-death categories in the
NCHS tabulation lists, making this an inclusion issue. One example,

4
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objective 7.1, concerns reduction of “homicides.” Progress toward this
objective is measured using ICD-9 numbers E960-E969. The NCHS
tabulation lists generally use “Homicide and legal intervention” (ICD-9
numbers E960-E978), which includes police action. For 14 objectives,
only the terminology differs; the defining ICD-9 identifying codes are
the same. For example, objective 15.2 calls for reduction in mortality
from “stroke”; NCHS tabulation lists use the term “Cezebrovascular
diseases” (both use ICD-9 numbers 430-438). Only one objective,
suicide, has the same title and the same code in both uses. The
remaining four mortality objectives have no comparable category in
NCHS publications. With the exception of heart disease, the differences
between mortality rates defined by the Healthy People 2000 ICD
categories and those defined by the NCHS rubrics are relatively small, if
not trivial.

Years of Healthy Life

Increasing years of healthy life is one of the three Healthy People
2000 goals, and is included as three specific objectives (8.1, 17.1, 21.1).
The 1980 baseline was updated to 1990 using a revised methodology
developed by NCHS and external consultants. This interim measure,
which will be used to monitor progress until the year 2000, combines
mortality data from the National Vital Statistics System with health
status data from the National Health Interview Survey. The definition
and measurement of years of healthy life are still being refined; research
will continue in this area. The methodology used for the interim
measure is published elsewhere (8).

Midcourse Review

The Public Health Service is currently undertaking a midcourse
review of the Healthy People 2000 objectives. The review consists of
three parts: baseline revisions and reconsideration of targets, new special
population subobjectives, and modifications to existing objectives or
new objectives.

Baseline revisions and reconsideration of targets: In the course of
incorporating 1990 census data, identifying specific data sources, and
operationalizing data definitions for each objective, NCHS identified
over 100 objectives for which the baseline data specified in Healthy
People 2000 required revision (see Revised Baselines). The Public
Health Service is currently considering whether new targets for the
amended baselines are necessary.

Additional subobjectives: A second part of this midcourse review
involves adding special population and other objectives where new data
have become available that show increased health risk or disparity
between people with disabilities; people with low incomes; and people
in age, gender, racial, and ethnic minority groups. New minority
subobjective targets will seek to narrow the gap with the total
population.

Modified and new objectives: A third category of revisions involves
reconsideration of objectives or the addition of new objectives to fill
gaps that have become apparent in the original list of objectives.
Objectives may be modified to reflect public policy in such areas as
guns and family planning. Adding new objectives for areas that are not
currently addressed in Healthy People 2000 are being considered on a
case-by-case basis.

The midcourse review was announced in October 1993 at the
meeting of the Healthy People 2000 Consortium. A draft of the
midcourse review was available for public review and comment in late
Spring 1994; the final document is expected to be published in early
1995.

Healthy People 2000 Review, 1993
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Priority Area 1
Physical Activity and
Fitness

Background and Data
Summary

Regular physical activity can help
to prevent and manage coronary heart
disease, hypertension, noninsulin-
dependent diabetes mellitus,
osteoporosis, obesity, and mental health
problems such as depression and anxiety
(1). Regular physical activity has also
been associated with lower rates of
colon cancer (2) and stroke (3), and may
be linked to reduced back injury (4). On
average, physically active people outlive
those who are inactive (5). Regular
physical activity can also help to
maintain the functional independence of
older adults and enhance the quality of
life for people of all ages (6).

Of the 12 physical activity and
fitness objectives, one has been met
(objective 1.10), four show progress
toward the year 2000 targets (1.1, 1.3,
1.4, and 1.6) while two are moving
away from the targets (1.2 and 1.7).
Data for one objective (1.5) show no
change, and data to update progress for
three objectives (1.8, 1.9, and 1.11) are
not yet available. New baseline data
have been established for one objective
(1.12). Trends for special population
subgroups are mixed. The decline in
coronary heart disease mortality has
been slower in the black population than
in the total population. For objective 1.4
(vigorous physical activity), 1991 data
indicate that the target for adults with
annual incomes of less than $20,000 has
been surpassed. Although the proportion
of adults with a sedentary lifestyle (1.5)
shows no change among the total
population, it has declined among
people 65 years of age and over and
people with disabilities. -

Data Issues

Definitions

Physical activity and fitness as a
recognized risk factor for health
outcomes is a relatively new concept,
contributing to present difficulties in
tracking some objectives. Calculations
vary from simple counts (for example,

Healthy People 2000 Review, 1993

Figure 1. Persons 18-74 years and over who engage in vigorous
physical activity: United States, 1991, and year 2000 targets for

objective 1.4

Percent
25
20 o ——— s \o o 2000
target: 18
years and
over
15 P Persons 18-74 years of age
Year 2000
target: low
10 F income
—_—
Low income persons 18-74 years of age
5 =
'l L A 'l 1 L L
1985 1991
Year 2000
1985 1991 target
Persona 18-7T4years . . . ... .-..... ... ... - 12 14 20
Low income persons 18-74years . . ........... 7 13 12

NOTE: Low income is defined as annual family income less than $20,000.
SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,

National Health Interview Survey.

weight-training 3 or more times a week)
to complex formulas (for example,
calculating average kilocalories
expended per kilogram per day) (7). The
intent of objective 1.3 (light to moderate
physical activity) is to generate
calorie-burning activity from a health
standpoint 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 5 or more or 7 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-sex based regression equations

and then multiplying by 50 percent (see
Note with the text of objective 1.4).
Then 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 (8,9). The estimated
number of people who exercise
vigorously were respondents who
performed these activities 3 or more
times per week.

Overweight (objective 1.2) is
defined as a body mass index (BMI) at
or above the sex-specific 85th percentile
of the 1976-80 NHANES II reference
population 20-29 years of age. For men,
this was a BMI greater than or equal to
27.8 kilograms per meter squared; for
women, it was 27.3 kilograms per meter
squared.



Comparability of Data Sources

Overweight (objective 1.2) is being
tracked with two main data sources. The
primary data source is the National
Health and Nutrition Examination
Survey (NHANES), which provided
baseline data for most of the overweight
objectives and the 1988-91 updates.
These data are derived from measured
height and weight. Interim estimates,
shown in an earlier publication (10),
were derived from the National Health
Interview Survey (NHIS). These
estimates were based on self-reported
heights and weights and are not
comparable to the actual measured data
from NHANES. The interim NHIS
estimates showed a steady increase in
prevalence of overweight, indicating
correctly the increase in overweight
prevalence between baseline and the
latest update derived from measured
height and weight.

The baseline data source for
objective 1.3 was the Behavioral Risk
Factor Surveillance System; because this
objective is being tracked with the
NHIS and 1985 data were available
from this survey, the baseline has been
revised to reflect the estimates from the
NHIS. The method of measuring the
objective has also been modified from
that used in the baseline measure,
although the revised estimate did not
differ for people exercising 5 or more
times per week. Although data from the
NHIS were used for all 3 years (1985,
1990, and 1991), the questionnaire
changed in 1991. Databases were made
as similar as possible before estimates
were made.

Objectives 1.3, 1.4, 1.6, 1.8, and 1.9
for children and adolescents will be
tracked with the Youth Risk Behavior
Survey (YRBS) for students in grades
9-12. Although baseline and tracking
data are available for objectives 1.4, 1.8,
and 1.9, trends for these objectives
cannot currently be ascertained for this
age group because the baseline data
were for other age groups and from
other sources.

Data for objective 1.12, clinician
counseling about physical activity, were
obtained from two 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 response rate was
75 percent. 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. For the PCPS
in general, there was considerable
variability in response rates among the
provider groups (family physicians,

50 percent; nurse practitioners,

70 percent; obstetricians/gynecologists,
71 percent; internists, 58 percent; and
pediatricians, 80 percent), so the data
should be interpreted with caution.

Proxy Measures

Regular performance of physical
activities that enhance and maintain
muscular strength, muscular endurance,
and flexibility (1.6) most likely requires
participation in a variety of physical
activities as not all activities will satisfy
all three factors. However, scoring
parameters for strength, endurance, and
flexibility are not yet available. Until
research into these areas can provide
such measures, for adults this objective
will be tracked using data on an activity
that increases muscular strength
only—weight lifting. The 1991 data
shown for students in grades 9-12 are
based on self-reported participation in
stretching exercises or strengthening
exercises that were done 4 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 who reported
they were overweight and were
currently trying to lose weight or control
their weight by eating fewer calories or
exercising more were counted for this
objective. However, an assessment of
the quality of dietary practices has not
yet been coupled with a measure of
regular physical activity. The design of
the questions used to track this objective
changed between 1990 and 1991 and
may have affected the estimates. 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,
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 data used to track this
objective are not comparable. 1983 data
show the percent of physical education
class time spent being physically active
for all students. The YRBS updates, for
students in grades 9-12, show the
percent who exercised 20 or more
minutes in physical education class 3—5
times a week in 1990, and the percent
who exercised 30 or more minutes in
physical education class 1 or more times
a week in 1991.
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Table 1. Physical activity and fithess objective status

1987 baseline
Target
Objective Original  Revised 1991 1992 2000
1.1 Coronary heart disease deaths (age adjusted per 100,000) ......... 135 o No 118 --- 100
change
a. Blacks (age adjusted per 100,000) . .........ccvtvvrrnnnenennnn. 163 1168 156 --- 115
1.2  Overweight prevalence
Adults 2074 ¥Ears. . . ..ottt i e e et e e 226% 3434% --- 20%
= 224% 3532 ---
Females . ..o e e e e et aaaaa 227% 3636% --- e
AdolesCents 121G YBaAIS .. ..ottt ininen et iarrennennn 215% .-- --- 15%
a. Low-income females 20-74 years. . .. .. ..o vi it ittt i, 237% --- --- 25%
b. Blackfemales 20-74 years. . . ....oiv ittt i i i 244% .. 8749% --- 30%
¢. Hispanic females 2074 years. . . .. ..o viiii it iiine s vo. 8827% --- --- 25%
Mexican-American females. . ... .. cvv ittt it i e 1039% 31147% ---
Cuban females. . ..o oottt i e e i e 10349 --- ---
Puerto Ricanfemales. . . ... ....cciiiiiiiniiii it 1037% --- --- ...
d. American Indians/Alaska Natives 20 yearsandover ............... 1229-75% 240% 936% 30%
e. People with disabilities 20 yearsandover. ..............c.cvuvun. 8936% 936% 937% 25%
. Females with high blood pressure 20-74vyears. ... ............... 250% --- .- 41%
g. Males with high blood pressure 20-74 years. .. ......ccovuenen.. 239% - --- 35%
1.3 Moderate physical activity
People Byearsand Over. .. ..ottt ittt i e --- --- --- 30%
People 18-74 years
Sormoretimes Perweek . .. .ovvivinn it i i et 8229% 813No 24% a.-
change
7ormoretimes Per WeekK ... ..o i ittt it e 8129 81316% 17% ---
1.4  Vigorous physical activity
Children and adolescents 617 years . . .....cvvvvininnnenennnnn. “-- --- --- 75%
Children and adolescents 10-17 YEars .. .....oovevierirennrnnenns 1466% .- ---
Studentsin9th—12thgrade. . .. ......iitinni it i iinnnnnn, --- 1537% --- .
People 18 years and OVer. . . .. v i ittt it et i et e 812% 14% --- 20%
a. !ggsvggg;come people 18 years and over (annual family income less than 87% 13% --- 12%
1.5 Sedentary lifestyle
PeopleByearsand Over. . . ..o it ii ittt et it et e, --- “-- --- 15%
People 18 yearsand over. . . .....cciiiiineii ittt 824% 24% --- 15%
a. People65years and over. .. ...oii ittt i e 843% 29% --- 22%
b. People with disabilities .. ...... ... ... ..ottt 835% 30% --- 20%
¢. Lower-income people (annual family income less than $20,000) ...... 832% 32% --- 17%
1.6 Muscular strength, endurance, and flexibility
PeopleByearsand OVer. .. .......oviiiiiii e i ie e eneinennnes .- --- --- 40%
Students in Sth—12th grade
Stretching 4 or more timesperweek. . .........c.cciiivnvnrnnnn. 43% ---
Strengthening 4 or more timesperweek . . .........coviutia.., 37% ---
Weight lifting
People 1864 YEaIS ... ..o ivit ittt i et 511% 16% --- ..
1.7  Weight loss practices among overweight people 12 years and over. ... --- --- --- 50%
Overweight females 18 yearsandover.............cvviviennnnnn. 830% 22% ---
Overweight males 18 yearsand over .........c.covvivivnnneennn.. 825% 19% ---
1.8 Dally school physical education
Studentsin 1st—12thgrade. ... ... ittt it 1836% --- --- 50%
Students in9th—12thgrade. .......... ... i, 42% ---
1.9  School physical education quality
Allstudents. .. ..ot e e i e e 1727% --- - 50%
Students inGth—12thgrade. ... ... ...oiiiii i i, 1849% ---
1.10 Worksite fitness programs
5089 BIMPIOYEES . vttt e et e, 814% --- 33% 20%
100240 BMPIOYEES .« vt vt ittt i it e e e, 823% --- 47% 35%
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Table 1. Physical activity and fitness objective status—Con.

1987 baseline
Target
Objective Original Revised 1991 1992 2000
250749 employees . . ...t e e e 832% -- 66% 50%
750 and MOre emplOYeeS . . . .. oot it e 954% -- 83% 80%
1.11  Community fitness facilities
Hiking, biking, and fitnesstrailmiles . . ............ ... .. ... ....... 181 per -- --- 1 per
71,000 10,000
people people
Public swimming pools . . ....... ... .. e 191 per -- --- 1 per
53,000 25,000
people people
Acres of park and recreationopenspace ............... . .iinnin... 91,8 -- --- 4 per
per 1,000
1,000 people
people
1.12 Clinician counseling about physical activity
Percent of sedentary patients . . ............ccoiiieriininnnannn.nn 2030% -- --- 50%
Percent of clinicians routinely providing services to 81-100% of patients
Inquiry about exercise habits
Pediatricians . ... ... .o e 2116% -- ---
Nurse practitioners . .........c.. it i s 2130% -- ---
Obstetricians/Gynecologists. . .. ... .o v i i 2114% -- ---
IS S . L . ottt e 2140% -- ---
Family practitioners . .. ... i i e 2119% -- .-
Formulation of an exercise plan
Pediatricians . . . ... i e 2116% .- ---
Nurse practitioners . ............ .c.itiiiiiir ittt 2114% -- ---
Obstetricians/Gynecologists. . .. ... ..ot i i e 2113% -- ---
IerMistS . . ..o e 2125% -- ---
Family practitioners . ... ... i e 2118% -- ---

Data have been recomputed to reflect revised intercensal population estimates; see Health, United States, 1992, Appendix [.

21976-80 data.

31988-91 data.

433 percent for ages 20 years and over.

531percent for ages 20 years and over.

535 percent for ages 20 years and over.

749 percent for ages 20 years and over.

81985 data.

SEstimate derived from self-reported height and weight.
101982-84 data.

1147 percent for ages 20 years and over.

12198488 data for different tribes.

3Data source has been changed and data have been revised to reflect updated methodology; see Introduction.
141984 data.
151990 data.
16198486 data.
171883 data.
8percent who exercised 30 or more minutes in physical education class 1 or more times per week.
191986 data.
201988 data.
211992 data.

Data sources are shown in appendix table C.
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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
