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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



References

1. U.S. Department of Health and Human Services. Healthy people
2000: National health promotion and disease prevention objectives.
Washington: Public Health Service. 1991.

2. U.S. Department of Health and Human Services. Public Health
Service Progress Reports on Healthy People 2000. Washington: Public
Health Service. 1991-93.

3. National Center for Health Statistics. Health, United States, 1992.
Hyattsville, Maryland: Public Health Service. 1993,

4. American Indian Health Care Association. Enhancing Health Statistics
for American Indians and Alaska Native Communities: An agenda for
action. St. Paul, Minnesota: American Indian Health Care Association.
1992.

5. Indian Health Service. Personal communication. Rockville, Maryland:
Public Health Service. November 1992,

6. National Center for Health Statistics. Healthy people 2000 review,
1992. Hyattsville, Maryland: Public Health Service. 1993.

7. World Health Organization. Manual of the International Statistical
Classification of Diseases, Injuries, and Causes of Death, based on the
recommendations of the Ninth Revision Conference, 1975. Geneva:
World Health Organization. 1977.

8. National Center for Health Statistics. Years of healthy life. Statistical
notes. Hyattsville, Maryland: National Center for Health Statistics. In
press. 1994.

Healthy People 2000 Review, 1993



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%
Healthy People 2000 Review, 1993 9



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.

10
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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
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.

NOTE: For people aged 20 and older, overweight is defined as body mass index
(BMI) equal to or greater than 27.8 for men and 27.3 for women. For adolescents,
overweight is defined as BMI equal to or greater than 23.0 for males aged 12—14,
24.3 for males aged 15-17, 25.8 for males aged 18-19, 23.4 for females aged
12-14, 24.8 for females aged 15-17, and 25.7 for females aged 18—19. The values
for adolescents are the age- and sex-specific 85th percentile values of the 197680
National Health and Nutrition Examination Survey (NHANES II), corrected for
sample variation. BMI is calculated by dividing weight in kilograms by the square
of height in meters. The cut points used to define overweight approximate the 120
percent of desirable body weight definition used in the 1990 objectives.

Duplicate objectives: 2.3, 15.10, and 17.12

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

1.2¢*: Reduce overweight to a prevalence of no more than 25 percent among
Hispanic women aged 20 and older.

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

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: 2.3¢, 15.10¢, and 17.12¢

1.2f*: Reduce overweight to a prevalence of no more than 41 percent among
women with high blood pressure.

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

1.3*: 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.

NOTE: Light to moderate physical activity is activity that requires sustained,
rhythmic muscular movements, is at least equivalent to sustained walking, and is
performed at less than 60 percent of maximum heart rate for age. Maximum heart
rate equals roughly 220 beats per minute minus age. Examples may include

Healthy People 2000 Review, 1993
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walking, swimming, cycling, and dancing; gardening and yardwork; various
domestic and occupational activities; and games and other childhood pursuits.

Duplicate objectives: 15.11 and 17.13

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 occasjon.

NOTE: Vigorous physical activities are rhythmic, repetitive physical activities that
use large muscle groups at 60 percent or more of maximum heart rate for age. An
exercise heart rate of 60 percent of maximum heart rate for age is about 50 percent
of maximal cardiorespiratory capacity and is sufficient for cardiorespiratory
conditioning. Maximum heart rate equals roughly 220 beats per minute minus age.

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
occasjon.

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.

NOTE: For this objective, people with disabilities are people who report any
limitation in activity due to chronic conditions.

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.

L.5¢: 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.

1.6: 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

1.8: 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.

NOTE: Lifetime activities are activities that may be readily carried into adulthood
because they generally need only one or two people. Examples include swimming,
bicycling, jogging, and racquet sports. Also counted as lifetime activities are
vigorous social activities such as dancing. Competitive group sports and activities
typically played only by young children such as group games are excluded.

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

Worksites with— 2000 target (percent)
50-99 employees 20
100-249 employees 35
250-749 employees 50

750 or more employees 80

12
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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.

*Duplicate objective.
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Priority Area 2
Nutrition

Background and Data
Summary

Dietary factors contribute
substantially to preventable illness and
premature death in the United States.
For the majority of adults who do not
smoke and do not drink excessively,
what they eat is the most significant
controllable risk factor affecting their
long-term health (1). Five leading causes
of death are associated with dietary
factors: coronary heart disease, some
types of cancer, stroke, noninsulin-
dependent diabetes mellitus, and
coronary artery disease (2). In general,
once-prevalent nutrient deficiencies have
been replaced by excesses and
imbalances of other food components in
the diet. Malnutrition still occurs in
some groups of people, however,
including those who are isolated or
economically deprived.

Of the 21 objectives in this area,
one objective, availability of reduced-fat
processed foods, has been met (2.15).
Progress toward the targets has been
made on seven objectives (2.1, 2.2, 2.4,
2.5, 2.14, 2.16, and 2.20). Coronary
heart disease mortality (2.1) continues to
decline, although the decline is less
marked among black Americans. Cancer
deaths (2.2) have declined slightly since
the 1987 baseline, and growth
retardation (2.4) has decreased for
low-income children and most of the
high-risk subpopulation. Dietary fat
intake and saturated fat intake have
decreased (2.5). More processed foods
have useful and informative nutrition
labeling (2.14), and an increased
proportion of restaurants are offering
low-fat and low-calorie selections
(2.16). Additionally, the proportion of
worksites with 50 or more employees

that offer nutrition education and/or
weight management programs for
employees has increased (20.20).

Two objectives moved away from
the target: the proportion of the
population that is overweight (2.3) and
the percent of overweight people
engaging in weight-loss practices (2.7).
Progress has been mixed for intake of
calcium-rich foods (2.8) and proportion
of breastfeeding mothers (2.11).
Objective 2.13, the use of food labels,
showed no change from baseline.
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Figure 2. Overweight adults 20-74 years of age: United States,
1976-80 and 1988-91, and year 2000 targets for objective 2.3

Percent
50
Bl 1976-80  [IH] 1988-91 = Year 2000
target
40
30
20
10
0 : .
Total Male Female Black Mexican
population female American
female
Year 2000
197680 1988-91 target
Allperaons. ... ... v viaiii e st 26 34 20
Male . s i 24 32 20
Female.......................... 27 35 20
Blackwomen .. .................... 44 49 30
Mexican Americanwomen . . . . ... ....... 39 47 25

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,
National Health and Nutrition Examination Survey.

Tracking data for anemia prevalence
have been obtained for low-income
pregnant black women (2.10e) but not
for Alaska Native children (2.10d). Data
for iron deficiency prevalence (2.10,
2.10a, b, and c) have been collected and
have yet to be analyzed. Two nutrition
objectives have no new data (2.12 and
2.18), and one objective does not yet
have baseline data (2.17). Several 1989
baselines have been found for objective
2.6 (daily intake of vegetables, fruits,
and grain products), but there are
presently no data available to ascertain a
trend. Additionally, a trend cannot be
ascertained for objective 2.9 (salt and
sodium intake reduction) because
baseline and update data are from two
different surveys. A 1986 baseline has
been found for nutrition education in

schools (2.19) and nutrition assessment,
counseling and referral by physicians
(2.21) has a new baseline.

Data Issues

Definitions

Overweight (objective 2.3) 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.

Objective 2.12 (duplicate 13.11)
addresses feeding practices that prevent
baby bottle tooth decay. The measure

Healthy People 2000 Review, 1993



used to establish a baseline for this
objective for the total population and for
caregivers with less than a high school
education (2.12a) is assessed for
children 623 months old. The
preventive feeding practices are either
that the child no longer uses a bottle or
if the child still uses a bottle, that no
bottle was given at bedtime (excluding
bottles with plain water) during the past
2 weeks. Data for American Indians and
Alaska Natives (2.12b) were obtained
from a special project conducted in
three American Indian communities. The
measure is not representative of all
American Indians and Alaska Natives
and is not comparable to the measure
for the total population and for people
with less than a high school education.

Comparability of Data Sources

The evaluation of trends in dietary
intake is affected by food composition
database changes and food coding
decisions made during or between
surveys. Trend data for two nuirition
objectives have been obtained from
different surveys with different
methodologies or changes in method
administration (2.3 and 2.9). Different
food composition data bases were used
over time for objective 2.5, although the
method was primarily the same. Data
for objective 2.7 were obtained from the
same survey that asked a different set of
questions in different years. 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.

Overweight (objective 2.3) is being
tracked with two main data sources. The
major data source is 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 (3), were derived from the
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

Healthy People 2000 Review, 1993

increase in prevalence of overweight,
indicating correctly the increase in
overweight prevalence between baseline
and the latest update derived from
measured height and weight.

Tracking can also be affected by
changing the population from which the
survey sample is drawn. Growth
retardation among low-income children
(2.4) is 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
coverage could affect the comparability
of estimates.
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Table 2. Nutrition objective status

1987 baseline
Target
Objective Original Revised 1991 1992 2000
2.1 Coronary heart disease deaths (age adjusted per 100,000) ............. 135 o No 118 --- 100
change
a. Blacks (age adjusted per 100,000) .........ccvviiiiiinniin e 163 168 156 --- 115
2.2 Cancer deaths (age adjusted per 100,000). . . .. . ..o cvvvni e cnenennnn 133 134 135 2133 130
2.3 Overweight prevalence
AQUIES 2074 VRIS . . .. vt ittt ettt e e 326% 4534% --- 20%
MalES . . ot e e e e %24% 46329 “--
FOmMalEs . . ..ottt e e e e 327% +735% .- e
Adolescents 12—19 YEarS . ... .o itt ittt it i et e e e 315% --- --- 15%
a. Low-income females 20-74 Years. . . . ..o vt vt ee e 337% --- --- 25%
b. Black females 20-74 Years. . .. ..ot ittt e e 344% . +849% --- 30%
c. Hispanic females 20-74 years. . . ... ..ot ittt e ... 91027% --- --- 25%
Mexican-American females. .. .........coitiniin i 139% “1247% ---
Cubanfemales. . .......ciitii it i i e e e 134% “-- “e-
Puerto Ricanfemales. . .. ..........ciiiiin it i 137% --- --- e
d. American Indians/Alaska Natives 20 years andover .. ... .............. 1329-75% 1040%  1936% 30%
e. People with disabilities 20 yearsandover. .............oovieirnen. .. 9.1036% 1036%  1037% 25%
f. Females with high blood pressure 20-74years....................... 350% -- .- 41%
g. Males with high blood pressure 20-74years. . .. ........covvrenennn. 339% e .- .- 35%
2.4 Growth retardation among low-income children 5 years and under . ... .. 6%  11% 9% 8% 10%
a. Low-income black childrenunder 1year............................ 1415% 15% 15% 10%
b. Low-income Hispanic childrenunder 1year ......................... 413% 8% 8% 10%
c. Low-income Hispanic children 1 year ........... ... . viiirnina.n 1416% 11% 9% 10%
d. Low-income Asian/Pacific Islander children 1 year. .. .................. 1414% 13% 12% 10%
e. Low-income Asian/Pacific Islander children age 24 years. . ............. 1416% 12% 11% 10%
2.5 Dietary fat intake among people 2 years and over
Percent of calories fromtotalfat . ............... ..., 31636% 434% --- 30%
Percent of calories from saturated fat .............. ... ... .. .. ..., 31613% +12% --- 10%
People 20-74 years
Percent of calories fromtotalfat . ............ ... ... .. ... .. ... 336% 434% ---
Percent of calories from saturated fat .. ............................ 313% 2% .-
Females 20 years and over
Percent of calories fromtotalfat . ............. ... ... . iiiiiiia.. 81736% 434% ---
Percent of calories from saturated fat .............................. 91813% 2% “--
Males 20 years and over
Percent of calories from totalfat . ............ ... ... .. .. . ... 81637% 434% .-
Percent of calories from saturated fat . ............... .. ..ccuiuan.. 31613% +12% ---
2.6 Daily intake of vegetables, fruits, and grain products
Adults (humber of servings)
Vegetables and fruits. . . ... . e e 194.0 --- --- 5.0
Males
2030 YBAIS & v e ittt e 194 1 --- ---
Q0B VRIS .+ oottt e e e 194.3 --- ---
BOYEArS and OVEr . . ..ottt ittt e e 1944 --- ---
Females
20-3 YA « . ittt e e 183.4 --- ---
A0-B YOS . oottt e e e 1940 --- “--
BO YEAS AN OVET . . ..ttt ittt it ettt e e e ... 1939 --- ---
1980 YOAMS . o ettt ettt e e e 925 - ---
Grain products
Adults, allages ... ............. e e e e e --- .- .- 6.0
Females 19-50years ........... e e 93.0 ... --- cen
2.7 Weight loss practices among overweight people 12 years and over...... c-- --- w-— 50%
Overweight females 18 years andover. .. ........ ... iiiiiiiinnnnn. 930% 22% “--
Overweight males 18 yearsand over . ........... ... it iennnnnnn 925% 19% ---
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Table 2. Nutrition objective status—Con.

1987 baseline
Target
Objective Original Revised 1990 1991 2000
2.8 Foods rich in calcium
3 or more servings daily
People 12-24 ¥EarS . ..o it ittt ittt e e 2015% --- --- 50%
Males 19-24 Years . . .. .uuit ittt et ettt 2114% 2014% ---
Females 1924 YEars ..o v vt itn it e e et et tnieteineeeanannnn 2179 2079% --- ...
Pregnant and lactatingfemales ... .. ... i i it i i 2124% 016% --- 50%
2 or more servings daily
People 25yearsand over .. .......coii it i i ittt it .. 2019% --- --- 50%
Males 25-50 ¥BaIS . ... ovre ittt it i et e e e 21239, 2023% ---
Females 2550 ¥ears .. ....ovvitiie it ie it it it i ieneieeeneanan 21159 2016% ---
2.9 Salt and sodium intake
Prepare foods without adding salt. .. ................................ $54% --- --- 65%
Adults who avoid using saltattable ............. ... .. i, 968% --- --- 80%
Adults who regularly purchase foods lowerinsodium .................... 1420% --- .- 40%
2.10 Iron deficiency
Children 1—4 years . .......o it ittt e e e eennns --- --- .- 3%
Children 1-2 years .. .....ouiitit ettt e it e it cne e %9% --- --- 3%
Children 34 years .. ....ti ittt i it it it e 34% --- --- 3%
Females of childbearingage (2044 years) .. ........ccoviiiunennnnn.. 35% --- --- 3%
Iron deficiency prevalence
a. Low-income children 1-2 years. . . ... ..ot i it in it i i e 321% --- --- 10%
b. Low-incomechildren3—4 years. . ... .. ..ottt i e 310% --- --- 5%
c. Low-income females 2044 years. .. .. .. .coiiin i iiiie i i 38% --- --- 4%
Anemia prevalence
d. Alaska Native children 1-5years .............coviririnrnnnennnn. 2222-28% --- --- 10%
e. Black, low-income pregnant females 1544 years (third trimester)......... 1441% 42% 43% 20%
2.11 Breastfeeding
During early postpartum period®. . .. ... ... i e 1454% 53% 54% 75%
8 Low-income MOtherS. . . .. ivt ittt it ittt ettt aana 14329% 33% 35% 75%
b.Blackmothers. .. ...ttt i e e et e e 1425% 26% 28% 75%
c.Hispanicmothers . ... ... . it i i i i 1451% 52% 52% 75%
d. American Indian/Alaska Native mothers. ... ...........civirinnn.. 1447% 46% 53% 75%
ALage 5B MOMNS . . .ot i e i e e e 1421% 18% 19% 50%
a. Low-income MOthers. . ..ottt ettt ittt i et e e 1499% 9% 9% 50%
b. Blackmothers. .. ...t e 148% 7% 9% 50%
C. Hispanic mothers . ... ... ittt ittt ia e 1416% 16% 17% 50%
d. American Indian/Alaska Native mothers. . .. ...........ccvvvvnnnn.. 1428% 22% 24% 50%
2.12 Baby bottle tooth decay
Parents and caregivers who use preventive feeding practices.............. 2451% --- --- 75%
a. Parent and caregivers with less than high school education ............. 2431% --- --- 65%
b. American Indian/Alaska Native parents and caregivers . ................ . 2574% --- --- 65%
213 Useoffoodlabels........ ... ... ... ... i iiiiiiiiiinnnnn... 1474% 2676% 74% 85%
214 Informative nutrition labeling
Processed/packaged foods. . . .....co ittt e 1460% 66% --- 100%
Freshproduce .......cooiiiiii i i et --- .- T77% 40%
Freshseafood ...t i i i e --- ---  2775% 40%
Freshmeal/poultry . ... ..ot i i i i e e e “-- --- --- 40%
Carmy-away foods . . . oot e e e e --- .- --- 40%
2.15 Availability of reduced-fat processedfoods ......................... 282,500 5,618 --- 5,000
2.16 Low-fat, low-calorie restaurant food choices. . ....................... 1970% 2675% --- 90%
2.17 Nutritious school and child care food services. . ..................... --- ces --- --- 90%
2.18 Home-delivered mealsforolderadults ............................. 247% - --- 80%
219 Nutrition educationinschools......................coiiiivinnnn.. 2460% --- --- 75%
2.20 Worksite nutrition/weight management programs
Nutrition education . ... ... . i i i i i e e 17% --- 31% 50%
Weight control. . . ..o oo i e e e 915% --- 24% 50%
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Table 2. Nutrition objective status-—Con.

1987 baseline
Target
Objective Original Revised 1990 1991 2000
2.21 Nutrition assessment, counseling, and referral by clinicians............ 1440-50% - --- --- 75%
Percent of clinicians routinely providing service to 81-100% of patients
Inquiry about diet/nutrition
PediatiCIANS « o o v o v vttt et e e e e e ... 2953% --- -
[ T = = TP U ... 2946% .-- ---
Obstetricians/GyNecologists. . . .. oo vt ittt iie it e e .. 915% “-- ---
IS - <« v vt vttt it ittt i ... 2936% --- .
Family phySiCianS . . ..o ettt . 9% - -
Formulation of a diet/nutritionplan .......... ..o,
PediatriCIaNS . . o o v vttt e e e e e . 931% --- ---
U S + vt vttt st ettt e et ee e ettt ettt .. 2°31% . ---
Obstetricians/Gynecologists. . . ..o v v vr ittt it e . 9% . .
1022 (01 £ Y ... 2933% --- ---
Family phySiCians . ... ..ooureinii et as co. 924% --- ---

1Data have been recomputed to reflect revised intercensal population estimates; see Health, United States, 1992, Appendix 1.
2Provisional data.

3197680 data.

41988-91 data.

533 percent for ages 20 years and over.

631 percent for ages 20 years and over.

735 percent for ages 20 years and over.

849 percent for ages 20 years and over.

91985 data.

10Estimate derived from self-reported height and weight.

111982-84 data.

1247 percent for ages 20 years and over.

13198488 data for different tribes.

141988 data.

15Revised baseline due to updated methodology.

16Up to 74 years.

1719-50 years from CSFIl. 1976-80 NHANES Il data show 36 percent.
181950 years from CSFIl. 1976-80 NHANES Il data show 13 percent.
19198990 data.

201989 data.

211985-86 data.

22198385 data.

23Breastfed in hospital.

241991 data.

251985-89 data.

261990 data.

271993 data.

281986 data.

291992 data.

Data sources are shown in appendix table C.
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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.

NOTE: In its publications, the National Cancer Institute age adjusts cancer death
rates to the 1970 U.S. population. Using the 1970 standard, the equivalent target
value for this objective would be 175 per 100,000.

Duplicate objective: 16.1

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.

NOTE: For people aged 20 and older, overweight is defined as body mass index
(BMI) equal to or greater than 27.8 for men and 27.3 for women. For adolescents,
overweight is defined as BMI equal to or greater than 23.0 for males aged 1214,
24.3 for males aged 15-17, 25.8 for males aged 18-19, 23.4 for females aged
12-14, 24.8 for females aged 15-17, and 25.7 for females aged 18-19. The values
for adolescents are the age- and sex-specific 85th percentile values of the 1976-80
National Health and Nutrition Examination Survey (NHANES 1I), corrected for
sample variation. BMI is calculated by dividing weight in kilograms by the square
of height in meters. The cut points used to define overweight approximate the 120
percent of desirable body weight definition used in the 1990 objectives.

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: 1.2c, 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 25 percent among
people with disabilities.

Duplicate objectives: 1.2, 15.10e, and 17.12¢

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 17.12g

Healthy People 2000 Review, 1993
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2.4: Reduce growth retardation among low-income children aged 5 and younger to
less than 10 percent.

NOTE: Growth retardation is defined as height-for-age below the fifth percentile of
children in the National Center for Health Statistics’ reference population.

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.

2.4¢: 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 24 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.

Duplicate objectives: 15.9 and 16.7

2.6%: Increase complex carbohydrate and fiber-containing foods in the diets of
adults to five or more daily servings for vegetables (including legumes) and fruits,
and to six or more daily servings for 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

2.8: Increase calcium intake so at least 50 percent of youth aged 1224 and 50
percent of pregnant and lactating women consume three or more servings daily of
foods rich in calcium, and at least 50 percent of people aged 25 and older consume
two or more servings daily.

NOTE: The number of servings of foods rich in calcium is based on milk and milk
products. A serving is considered to be 1 cup of skim milk or its equivalent in
calcium (302 mg). The number of servings in this objective will generally provide
approximately three-fourths of the 1989 Recommended Dietary Allowance (RDA) of
calcium. The RDA is 1200 mg for people aged 12 through 24 years, 800 mg for
people aged 25 and older, and 1200 mg for pregnant and lactating women.

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 adulis 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.

NOTE: Iron deficiency is defined as having abnormal results for two or more of the
following tests: mean corpuscular volume, erythrocyte protoporphryn, and
transferrin saturation. Anemia is used as an index of iron deficiency. Anemia among
Alaska Native children and among pregnant women in the third trimester was
defined as hemoglobin less than 11 gm/dL or hematocrit less than 33 percent. For
children and pregnant women, hematology is adjusted for altitude. In pregnant and
non-pregnant women, hematology is also adjusted for smoking status. The above
prevalences of iron deficiency and anemia may be due to inadequate dietary iron
intakes or to inflammatory conditions and infections. For anemia, genetics may also
be a factor.
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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 75 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

2.13: 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 fresh meats, poultry, fish, fruits, vegetables, baked
goods, and ready-to-eat carry-away foods.
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2.15: Increase to at least 5,000 brand items the availability of processed food
products that are reduced in fat and saturated fat.

NOTE: A brand item is defined as a particular flavor andfor size of a specific brand
and is typically the consumer unit of purchase.

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 quality
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.
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Priority Area 3
Tobacco

Background and Data
Summary

Tobacco use is responsible for
approximately one of every five deaths
in the United States and is the single
most important preventable cause of
death and disease in our society (1,2).
Cigarette smoking accounts for about
419,000 deaths yearly (2), including
21 percent of all coronary heart disease
deaths, 87 percent of all lung cancer
deaths, and 82 percent of all deaths from
chronic obstructive pulmonary disease
(1). Smoking is responsible for more
than 5 million years of potential life lost
each year (2).

Smoking contributes substantially to
chronic morbidity and disability as well.
The Office of Technology Assessment
estimates that in 1990 smoking-related
illnesses cost the Nation $68 billion in
health care costs, lost earnings from
work, and loss of future earnings for
work (3). Cigarette smoking during
pregnancy accounts for 17-26 percent of
low-birthweight babies (4). Passive or
involuntary smoking also causes disease,
including lung cancer in healthy
nonsmokers and respiratory problems in
young children and infants (5). The
prevalence of smoking among adults
decreased from 42 percent in 1965 to
27 percent in 1992. The prevalence of
smoking remains disproportionately high
among blue-collar workers, military
personnel, and American Indians and
Alaska Natives.

Recent data show some progress
toward achieving the objectives in the
tobacco priority area. Objective 3.13, to
enact and enforce laws prohibiting the
sale and distribution of tobacco products
to youth 18 years and under in all 50
States, has been met. Data for nine
objectives (3.1, 3.3, 3.4, 3.5, 3.6, 3.9,
3.11, 3.12, and 3.14) show
improvements toward the year 2000
targets. This includes declining mortality
from coronary heart disease (3.1).
However, coronary heart disease
mortality is declining more slowly
among black persons; a substantial
decline must occur to achieve the year
2000 target for this population.
Objectives 3.2 and 3.3 address slowing
the rise of deaths due to lung cancer and
chronic obstructive pulmonary disease.
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Figure 3. Age-adjusted death rates for lung cancer: United States,
1987-91, and year 2000 targets for objective 3.2
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SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,

National Vital Statistics System.

Until 1991, the trend for lurig cancer
mortality (3.2) had been rising at a rate
that would surpass the target. The rate
actually declined in 1991 for the first
time in at least 50 years (to 39.6 per
100,000 from 39.9 in 1990). Provisional
data for 1992, however, suggest that the
lung cancer death rate may have risen
again. If the current rate of increase in
chronic obstructive lung disease
mortality is maintained or reduced, the
target for objective 3.3 will be met.
Cigarette smoking prevalence (3.4) has
declined slightly since the 1987
baseline; the number of cigarettes

smoked per person has also declined (6).

No progress was observed toward
cessation of smoking during pregnancy
(3.7), nor was progress observed for
objective 3.15, restriction of tobacco
product advertising and promotion to
youth under 18 years of age. A new

baseline was established for one
objective (3.16) and data beyond
baseline were not available for four
objectives (3.8, 3.10, 3.14, and 3.15).

Data Issues

Definitions

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?”’ (the traditional
definition). In 1992, data were collected
for half the respondents using the
traditional smoking questions and for
the other half of respondents using a
revised smoking question “Do you
smoke everyday, some days, or
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not at all?” An unpublished analysis of
the 1992 traditional smoking measure
revealed that the crude percent of
current smokers aged 18 and over
remained the same as it was in 1991.
The 1992 estimate combines data
collected using the traditional and the
revised questions. Future estimates of
smoking prevalence will be based on the
revised definition, which is considered a
more complete estimate of sioking
prevalence.

The proportion of people aged
2024 years who currently smoke
cigarettes is used as a proxy measure for
initiation of cigarette smoking by
children and youth (objective 3.5).

The baseline for objective 3.7
(cessation of cigarette smoking early in
pregnancy, with abstinence throughout
pregnancy) is from a 1986 telephone
interview of white women selected from
the respondents to the 1985 National
Health Interview Survey (NHIS) (7).
Beginning with 1991, progress toward
the target is being tracked using periodic
supplements to the NHIS. The two
surveys used different definitions for
smoking before pregnancy and for the
duration of quitting during pregnancy.
The 1991 measure, focused on women
who quit during the first trimester, is
closer to the objective, but not
comparable to the baseline that counted
women who quit any time during
pregnancy in 1985.

Comparability of Data Sources

Information on objective 3.9
(smokeless tobacco use by males 12-24
years of age) is tracked by a
combination of two surveys. Males
12-17 years of age are tracked by the
National Household Survey on Drug
Abuse (NHSDA). In this survey
smokeless tobacco use is defined as any
use of snuff or chewing tobacco in the
preceding month. For males 18-24 years
of age information is obtained from the
NHIS. A smokeless tobacco user is
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.
However, information for males 18-25
years of age is also available from the
NHSDA using the same definition as for
the younger age group. As measured in
the NHIS, the proportion of men 18-24
years of age using smokeless tobacco
decreased from 8.9 percent in 1987 to
8.2 percent in 1992. The proportion
among men 18-25 years of age was

24

higher and decreased from 1988 to 1992
according to the NHSDA (12.3 percent
in 1988 and 11.7 percent in 1992).
Differences between the NHSDA and
the NHIS may be due to differences in
the definition of smokeless tobacco user
between the two surveys.
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Table 3. Tobacco objective status

1987 baseline
Target
Objective Original  Revised 1991 1992 2000
3.1 Coronary heart disease deaths (age adjusted per 100,000) ........... 135 o No 118 --- 100
change
a. Blacks (age adjusted per 100,000) . ....ccvuriirniiineinennennnn. 163 1168 156 --- 115
3.2  Slow the rise in lung cancer deaths (age adjusted per 100,000) ....... 379 138.5 39.6 .- 42
3.3 Slow the rise in chronic obstructive pulmonary disease deaths (age 18.7 118.9 201 219.9 25
adjusted per 100,000) . .. ...... ... ittt ittt
3.4 Cigarette smoking prevalence
People 20 years and OVer. . .. ..ottt in it ittt it et 29% 26% 27% 15%
= =1 32% 28% 29%
Females ... ..o et e e e e 27% 24% 25% v
a. People with high school education or less 20 years andover .......... 34% 31% 32% 20%
b. Blue-collar workers 20 years and over. . . .. .. ...oiv e nnenennnan, 36% 36% 37% 20%
c. Military personnel . . .. ... ... i i e e 342% --- 35% 20%
d.Blacks 20years and OVer . .....civt i ii ittt ittt 34% 30% 29% 18%
e. Hispanics 20years and over. ... ... ottt ii ittt i i 433% 20% 21% 18%
f. American Indians/Alaska Natives. . . .. ........cciveiinninnnnnnn. 542-70% 33% 40% 20%
g. Southeast Asianmales .. . ...ttt ittt e 655% --- --- 20%
h. Females of reproductive age (1844 years). . .. . oo v i e innnnnnnnn. 29% 27% 28% 12%
i Pregnantfemales .. .......cooiiiuniiii ittt 725% 20% --- 10%
j. Females who use oral contraceptives . . .......civeininnnnnnn... 836% 326% --- 10%
3.5 Smoking initiation by children and adolescents . . .................. 30% 24% 28% 15%
a. Lower socioeconomic status people 2024 vyears ................... 40% 33% 38% 18%
3.6 Smokingcessationattempts .......... ... ... ... ... ... .. ... ..., 934% 39% 37% 50%
3.7 Smoking cessationduringpregnancy.................c i, 939% 31% --- 60%
a. Females with less than a high school education . ................... 9.1028% 21% --- 45%
3.8 Children’s exposure to smokeathome........................... 939% --- .- 20%
3.9 Smokeless tobacco use
Males 12— 17 years. .. ...t i i e e e %6.6% 115,3% 4.8% 4%
Males 1824 years . . .. ..ottt i ittt it e 8.9% 9.9% 8.2% 4%
a. American Indian/Alaska Native people 18-24 years.................. 1218-64% 1¥19,7%  137.3% 10%
3.10 Tobacco-use prevention education and tobacco-free schools
Tobacco-free SChoolS . ..o it ittt ittt i i ittt e 317% --- --- 100%
Tobacco-use prevention curricula
Highschoollevel. .. ...ttt 378% --- --- 100%
Middleschao! ... ..ot i i i e 281% --- --- 100%
Elementary SChool. . .. ..ottt it it it e 375% --- --- 100%
3.11 Worksite smokingpolicles. ...........coiiieiiiiiniia e, --- --- --- 75%
50 OF MOTE EMPIOYEES & . vt vttt et e teneaaneenennnnnennns 27% --- 59%
3.12 Clean indoor air laws
Number of States with laws restricting smoking in public places .......... 31442 144 141544 1350
Number of States with restricted smoking in public workplaces . .......... 331 435  14153¢ 1350
Number of States with laws regulating smoking in private and public 313 146 141516 1350
R 10T =
3.13 Laws prohibiting tobacco products sale and distribution to children 18 1644 1448 --- 50
vearsandunder ........ ... .. ... it e
Children 18 years and under
S 1= = --- --- 851
Distribution . . ... ... e i e e --- --- 850 e
3.14 Number of States with plans to reduce tobaccouse ................ 1712 --- 24 50
3.15 Tobacco product advertising and promotiontoyouth ............... 16Minimal --- ~--  Elimin-
restric- ate or
tions severely
restrict
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Table 3. Tobacco objective status—Con.

1987 baseline
Target
Objective Original  Revised 1991 1992 2000
3.16 Cessation counseling and followup by clinicians
PrHMAIY CaME . . . .ot vttt e e e e 918529, e --- --- 75%
Oral health Care . .. .. cvitin it ettt c et e iaae 9.1935% - --- --- 75%
Percent of clinicians routinely providing service to 81-100% of patients
Inquiry about tobacco use
PediatriCians . . ..o v it e e e ... 2033% --- ---
Nurse practiioners . .. .........uirtrvevreenen et ... 2051% --- ---
Obstetricians/Gynecologists. . . .. .. cvuieer i e ... 2049% --- ---
14T (= (1 ... 275% --- ---
Family practitioners . . ... ..ot i e ... 2059% --- ---
Discussion of strategies to quit smoking
PediatriCians . . . ... i i et . 20M9% --- “--
Nurse practitioners . ...t ... 2020% --- ---
Obstetricians/Gynecologists. . . . ...t it it ... 2028% .-- .-
eSS . . oottt e e ... 2050% --- ---
Family practitioners . .. ..ottt ... 2043% --- ---

Data have been recomputed to reflect revised intercensal population estimates; see Health, United States, 1992, Appendix |.
2provisional data.

31988 data.

41982-84 data.

5{979-87 data.

6198488 data.

71985 data.

81983 data.

91986 data.

19Baseline for white females 2044 years.

"Used in past month.

12198687 data.

13Relative standard error greater than 30 percent, which results in variable estimates.
14|ncludes the District of Columbia.

151993 data.

161990 data.

171989 data.

18Counseling more than 75 percent of smoking patients.

18Counseling at least 75 percent of smoking patients.

201992 data.

Data sources are shown in appendix table C.
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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.

NOTE: In its publications, the National Cancer Institute age adjusts cancer death
rates to the 1970 U.S. population. Using the 1970 standard, the equivalent target
value for this objective would be 53 per 100,000.

Duplicate objective: 16.2

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.

NOTE: Deaths from chronic obstructive pulmonary disease include deaths due to
chronic bronchitis, emphysema, asthma, and other chronic obstructive pulmonary
diseases and allied conditions.

3.4*: Reduce cigarette smoking to a prevalence of no more than 15 percent among
people aged 20 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 20 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: 15.12c and 16.6¢

3.4d*: Reduce cigarette smoking to a prevalence of no more than 18 percent
among blacks aged 20 and older.

Duplicate objectives: 15.12d and 16.6d

3.4e*; Reduce cigarette smoking to a prevalence of no more than 18 percent
among Hispanics aged 20 and older.

Duplicate objectives: 15.12¢ and 16.6¢

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.
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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.

NOTE: Regular exposure to tobacco smoke at home is defined as the occurrence of
tobacco smoking anywhere in the home on more than three days each week.

3.9: Reduce smokeless tobacco use by males aged 12-24 to a prevalence of no
more than 4 percent.

NOTE: For males aged 12-17, a smokeless tobacco user is someone who has used
snuff or chewing tobacco in the preceding month. For males aged 18-24, a
smokeless tobacco user is someone who has used either snuff or chewing tobacco at
least 20 times and who currently uses snuff or chewing tobacco.

3.9a: Reduce smokeless tobacco use by American Indian and Alaska Native
youth to a prevalence of no more than 10 percent.

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
quality school health education.

3.11: Increase to at least 75 percent the proportion of worksites with a formal
smoking policy that prohibits or severely restricts smoking at the workplace.

3.12: Enact in 50 States comprehensive laws on clean indoor air that prohibit or
strictly limit smoking in the workplace and enclosed public places (including health
care facilities, schools, and public transportation).

3.13: Enact and enforce in 50 States laws prohibiting the sale and distribution of
tobacco products to youth younger than age 19.

NOTE: Model legislation proposed by the Department of Health and Human
Services (DHHS) recommends licensure of tobacco vendors, civil money penalties
and license suspension or revocation for violations, and a ban on cigarette vending
machines.

3.14: Increase to 50 the number of States with 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.

*Duplicate objective.
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Priority Area 4
Alcohol and Other
Drugs

Background and Data
Summary

Large numbers of Americans have
used illicit drugs and misused alcohol;
these behaviors can have serious health
and social consequences. Alcohol is
implicated in nearly half of all deaths
caused by motor vehicle crashes and
fatal intentional injuries such as suicides
and homicides (1). Alcohol is the
principal contributor to cirrhosis, the
11th leading cause of death in the
United States in 1991 (2). Intravenous
drug users and their sexual partners are
at high risk of infection with the human
immunodeficiency virus, the ninth
leading cause of death in 1991 (2).

The 1992 National Household
Survey on Drug Abuse estimated that
17.4 million Americans had used
marijuana in the past year, and 67.5
million had tried marijuana at least once
(3). In the same year an estimated 22.6
million people had a history of cocaine
use. The 1992 data for objective 4.7
show that heavy alcohol use is very
common among young people;

28 percent of high school seniors and
41 percent of college students had five
or more drinks on one occasion in the
previous 2-week period.

Recent data indicate that progress is
being made toward improving alcohol
and other drug problems. Improvement
toward year 2000 targets compared with
baseline measures is shown for six
objectives (4.2, 4.6, 4.8, 4.9, 4.11, 4.15)
and the target for objective 4.1 has been
surpassed. Average age at first use
among adolescents aged 12-17 years did
not change substantially for either
cigarettes or marijuana but declined for
alcohol (4.5). Heavy alcohol -
consumption has decreased among high
school seniors but has changed very
little among college students (4.7). The
perception of harm from heavy alcohol
use and from using cocaine once or
twice has increased; however, for the
occasional use of marijuana, it has
decreased (4.10). Compared with
baseline data, there has been no change
in drug-related mortality (4.3) and a
worsening trend for drug-related
emergency room visits (4.4). New data
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Figure 4. Use of alcohol, marijuana, and cocaine in the past
month by children and adolescents: United States, 1987-92, and

year 2000 targets for objective 4.6

Percent
60
50 } .\A Alcohol, 18-20 years of age
40 F
30 ™ u
Year
P 2000
.\-_.\ Alcohol, 12-17 years of age target
10 } Marijuana, 18-25 years of age -
A
NMaruuana 12-17 years of age
ok ‘ﬁ——-jCocasne 18-25 years of age ‘
Cocaine, 12-17 years of age
L L L L L 1 L L L L L L L
1988 1990 1991 1992 2000
Year 2000
1988 1990 1991 1992 target
Alcohol:
12-17years . .. ... 25.2% 24.5% 20.3% 15.7% 12.6%
18-20years . .. ... 57.9% 52.3% 57.0% 50.3% 29.0%
Marijuana:
12-17years . .. ................ 6.4% 5.2% 4.3% 4.0% 3.2%
18-25years . .. ..., 15.5% 12.7% 13.0% 11.0% 7.8%
Cocaine:
12-17years . .. ..., 1.1% 0.6% 0.4% 0.3% 0.6%
18-25 years .. ..o u o e 4.5% 2.2% 2.0% 1.8% 2.3%

SOURCE: Office of Assistant Secretary, Substance Abuse Mental Health Services
Administration, National Household Survey of Drug Abuse.

were available to establish baseline
information for objective 4.19. No data
beyond baseline were available for three
objectives (4.13, 4.14, 4.18); three
objectives have no baseline data (4.12,
4.16, 4.17).

Data Issues

Definitions

Cirrhosis deaths are tracked in
objective 4.2 as an indicator of abusive
alcohol consumption. The tracking
variable included all deaths coded to
ICD-9 571.0-571.9. This variable is

more inclusive than alcoholic liver
disease and cirrhosis (571.0-571.3).
Alcohol-related liver disease is
underreported; a significant proportion
of these deaths are coded to less specific
categories such as 571.8 and 571.9.
Estimates of the proportion of all
cirrhosis deaths that are alcohol-related
range from 41 to 95 percent (4).

Data from the National Vital
Statistics System are used to track
drug-related deaths (objective 4.3).
Although the objective discusses
drug-related deaths, it is tracked by a
category of deaths that is more
accurately called “drug-induced deaths.”
The category includes deaths whose
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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.

Data Source Description

Alcohol-related motor vehicle
crashes (4.1) are tracked using data from
the Department of Transportation’s 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.

Comparability of Data Sources

The National Household Survey on
Drug Abuse is used to measure
objective 4.6 regarding substance use
among adolescents and young people.
Beginning in 1991, the survey was
expanded to include college students
living in residence halls. Thus, results
for people 18-25 years old for
marijuana and cocaine use and people
18-20 years old for alcohol use are not
directly comparable to measures from
previous years.

Baseline data for objective 4.19
(screening, counseling, and referral by
clinicians) were established from the
1992 Primary Care Provider Surveys.
The wide range of response rates from
the different provider groups (family
physicians, 50 percent; nurse
practitioners, 70 percent;
obstetrician/gynecologists, 71 percent;
internists, 58 percent; and pediatricians,
80 percent) dictate caution in
interpreting the data.
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Table 4. Alcohol and other drugs objective status

1987 baseline
Target
Objective Original  Revised 1991 1992 2000
4.1  Alcohol-related motor vehicle deaths (per 100,000) ................. 9.8 . 7.9 6.9 8.5
a. American Indian/Alaska Nativemales . .................coviinnnn. 52.2 140.4 235.6 332.9 44.8
b. People 1524 years . ... ... ittt it e 215 . 17.2 14.1 18.0
4.2  Cirrhosis deaths (age adjusted per 100,000). .. .................... 9.1 49.2 8.3 7.9 6.0
A Blackmales . ...t e e 22,0 422.6 17.4 “-- 12.0
b. American Indians/Alaska Natives. .. ........... ... ... . ... ... 259 420.5 20.4 --- 13.0
Drug-related deaths (age adjusted per 100,000) .................... 3.8 No 3.8 --- 3.0
4.3 change
4.4 Drug abuse-related emergency room visits (per 100,000). ............ 5175.8 --- 191.4 140.6
4.5 Average age of first use {(adolescents 12—17 years)
CIgarE S . . . v it i e e 2116 11.5 11.5 12.6
AlCONOl . . . e e e e e 2131 12.6 12.6 14.1
=TT Lo = 213.4 13.5 13.5 14.4
4.6 Use in past month by children and adolescents
Alcohol
217 YBaNS & it e et 225.2% 20.3% 15.7% 12.6%
1820 YBAIS . .ttt e e e 257.9% 57.0% 50.3% 29.0%
Marijuana
B T T O 26.4% 4.3% 4.0% 3.2%
1828 YOAIS .« .ttt i e e 215.5% 13.0% 11.0% 7.8%
Cocaine
B = = 21.1% 0.4% 0.3% 0.6%
182D YOS . ot vttt e e e 24.5% 2.0% 1.8% 2.3%
4.7  Heavy drinking in past 2 weeks
High sChool Seniors . ...... ...ttt ittt eieee s 333.0% 29.8% 27.9% 28.0%
College StUdENTS. . . . vttt it e et e e e 341.7% 42.8% 41.4% 32.0%
4.8  Alcohol consumption (gallons percapita). . . ...................... 2.54 62.46 .- 2.0
4.9 Perception of social disapproval by high school seniors
Heavy use of alcohol . ... ...ttt i e e 356.4% 58.1% 60.8% 70.0%
Occasionaluse of marijuana. .. .. . ... . it iiiiiiee. 371.1% 75.8% 79.2% 85.0%
Trying cocaine once or twice. .. ..... e e e e 388.9% 91.8% 92.2% 95.0%
4,10 Perception of harm by high school seniors
Heavyuseofalcohol ..ot 344.0% 48.6% 49.0% 70.0%
Occasionaluse of marijuana. .. ..... . ...t iiiie i i 877.5% 78.6% 76.5% 90.0%
Trying cocaine ONCe Or tWiCe. . . . ...t vttt ittt et e e n e 354.9% 59.4% 56.8% 80.0%
4.11 Anabolic steroid use .
Male high school SeNiors. . . ... ..ot it i e e e e 34.7% 3.6% 3.5% 3.0%
4.12 Number of States with access to treatment programs ............... --- --- --- 50
4.13 Alcohol and drug educationinschools. .......................... --- --- --- 100%
Provided students with some instruction . .. ......................... 63% --- ---
Provided students with counseling. . .. .. ....... .. ... ... ... ... ..., 39% .- .-
Referred students for clinical assessments . ...................... ... 23% --- ---
4.14 Worksite alcohol and drug policies
<o 1 T 788% --- --- 60%
Other drugs ... .o e e e e e e 789% --- --- 60%
4.15 Nlumber of States with administrative license suspension/revocation 6,528 629 8534 850
L= 1=
4.16 Number of States with policies to recluce minors’ access to alcohol . .. . ~- .-~ 50
4.17 Number of States with restrictions on promotion of alcohol to children —.- --- .- 20
andadolescents .. ......... ... .. ... i,
4.18 Number of States with 0.04 alcohol concentration tolerance levels. . . .. 50 --- --- 50
Number of States with 0.00 alcohol concentration tolerance levels . ....... 50 .- .- 50
32 Healthy People 2000 Review, 1993



Table 4. Alcohol and other drugs objective status—Con.

1987 baseline
Target
Objective Original  Revised 1991 1992 2000
4.19 Screening, counseling, and refetral by clinicians . .. ................ --- ... --- --- 75%
Percent of clinicians routinely providing service to 81-100% of patients
Inquiry about alcohol consumption (12 years and over)
PediatriCians . « oo v vv v ittt et st - 729% --- ---
NUrse practitioners . ........ooevrvrenirrnnnnrerannnnseonnanns e 745% --- .
Obstetricians/Gynecologists. . . ... oot i i i it . 734% --- ---
101 =Y 1 11=) & S e - 763% --- .-
Family physicians .. ... .covuieeinii it it ieieaanreeeas ees 739% --- .
Inquiry about other drug use
PediatriCIANS « « v v v vt e et et e e e - 728% _-- -
NUrSe practiioners ... .....veeeinnieianienoneerrnnanenannss - 743% --- .--
Obstetricians/Gynecologists. . . . v iv ittt i e e 732% --- ---
102 1 1753 €= O . 734% .- -
Family phySicians . ... ..ovitriiii it ceinia s e 723% --- “--
Referral to alcohol treatment
PediatriCIANS « « - v o ettt it it e i e e . 726% --- .-
Nurse practitioners . ........ccoiiiiiinienreranrennrennneanns - 9% --- ---
Obstetricians/Gynecologists. . . .. oo v vt ii i ii it e ... 24% --- ---
11 10= 101151 £= SN v 733% - ---
Family phySicians . ... ...ooererni e iaiierrnanaaaanaans . 728% --- ---
Referral to drug abuse treatment
PediatriCianS « v v vt vt ittt e it e a e e et ... 732% --- ---
NUrse practitioners ... ... cccurerternnneiieeernnaaneennnans - 719% .a- ---
Obstetricians/Gynecologists. . . . oo v et i ittt ittt i ven 728% --- ---
OISt v v ettt teees iaetaeeennsasneteaneoneenneannssnnens - 735% . ---
Family physicians . . ... ..o iiin i it ii e e 728% --- .

1Data have been revised to include the entire U.S. American Indian/Alaska Native population; see Introduction.

21988 data.

31989 data.

;Data have been recomputed to reflect revised intercensal population estimates; see Health, United States, 1992, Appendix 1.
1991 data.

61990 data.

71992 data.

8|ncludes the District of Columbia.

91993 data.

Data sources are shown in appendix table C.
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Alcohol and Other Drugs Objectives

4.1: Reduce deaths caused by alcohol-related motor vehicle crashes to no more than
8.5 per 100,000 people.

4.1a: Reduce deaths among American Indian and Alaska Native men caused by
alcohol-related motor vehicle crashes to no more than 44.8 per 100,000.

4.1b: Reduce deaths among people aged 15-24 caused by alcohol-related motor
vehicle crashes to no more than 18 per 100,000.

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 13 per 100,000.

4.3: Reduce drug-related deaths to no more than 3 per 100,000 people.

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.

4.6: Reduce the proportion of young people who have used alcohol, marijuana, and
cocaine in the past month, as follows:

Substance and age 2000 target (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 2.3

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.

NOTE: Recent heavy drinking is defined as having five or more drinks on one
occasion in the previous 2—~week period as monitored by self-reports.

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
associated with the heavy use of alcohol, occasional use of marijuana, and
experimentation with cocaine, as follows:

2000 target (percent)
Heavy use of alcohol 70
Occasional use of marijuana 85
Trying cocaine once or twice 95

NOTE: Heavy drinking is defined as having five or more drinks once or twice each
weekend.

4.10: Increase the proportion of high school seniors who associate risk of physical
or psychological harm with the heavy use of alcohol, regular use of marijuana, and
experimentation with cocaine, as follows:

34
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2000 target (percent)

Heavy use of alcohol 70
Regular use of marijuana 90
Trying cocaine once or twice 80

NOTE: Heavy drinking is defined as having five or more drinks once or twice each
weekend.

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 quality 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 .04
percent for motor vehicle drivers aged 21 and older and .00 percent 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.
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Priority Area 5
Family Planning

Background and Data
Summary

The formation and growth of
families have significant public health
and sociopsychological impact on
society and individuals (1). Family
planning, defined as the process of
establishing the preferred number and
spacing of children in one’s family and
selecting the means by which this is
achieved, presupposes the importance of
family and the importance of planning
(2). Problems attendant to poor family
planning exact a tremendous toll. Low
birthweight (3), high rates of infant
mortality (4), and inadequate family
support (5) are some of the
consequences of poor family planning,
Five of the 11 objectives in this priority
area focus on the teenage population.
More than three out of four young
women and 85 percent of young men
have had sexual intercourse by age 20.
Each year, 1 out of 10 young women in
this age group becomes pregnant. By
age 20, approximately 40 percent of all
women have been pregnant while
63 percent of black women have been
pregnant. An estimated 84 percent of
these teen pregnancies were unintended
(2).

Two objectives (5.5 and 5.6) have
shown progress toward the year 2000
targets. The proportions of adolescent
boys and girls who had not had sexual
intercourse in the previous 3 months
(objective 5.5) increased slightly from
1990 to 1991 and also from the 1988
baseline. It is important to note,
however, that the baselines and updates
for this objective are from different
sources (see data issues). There were
also slight increases in the proportion of
sexually active adolescents who used
contraceptives (objective 5.6). .

Objectives 5.1 (adolescent
pregnancy) and 5.4 (adolescent
postponement of sexual intercourse)
have moved away from the targets. The
pregnancy rate for girls 15-17 years of
age increased slightly between 1985 and
1990, while the rate for girls 10-14
years of age remained fairly stable
during the same time period. The rate of
live births for girls 15-17 years
increased by about 21 percent between
1985 and 1990 (25 percent between
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Figure 5. Adolescent abstinence from sexual intercourse:
United States, 1988-92, and year 2000 targets for objective 5.5

Percent
50

Year 2000 target
40 F

\

30 F Boys 15-17 years of age

Girls 15-17 years of age

20 F
10 F
0 'l 'l L L
1988 1990 1991
Year
2000
1988 1990 1991 target
Ever sexually active girls 15-17 years. . . . . 24 24 25 40
Ever sexually active boys 1517 years . . . . 33 30 36 40

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,

National Survey of Family Growth.

1985 and 1991). Abortion rates
decreased slightly between 1985 and
1990, although this may be an artifact of
reporting practices (see Data Issues).
Pregnancy rates for black adolescents
15-19 years of age have increased
between 1985 and 1990; for Hispanic
adolescents 15-19 years, they have
decreased between 1985 and 1988,

The proportion of adolescents who
have engaged in sexual intercourse
(objective 5.4) also increased from
baseline levels. However, the data
sources for baselines and updates are
different, so the data must be interpreted
cautiously.

Baseline data were established for
objective 5.10 (age appropriate
preconception counseling) using data
from the Primary Care Provider
Surveys. Data were not available to
update six objectives (5.2, 5.3, 5.7, 5.8,
5.9, and 5.11).

Data Issues

Description of Data Sources

Data for objective 5.1 (adolescent
pregnancy) are based on three outcomes
of pregnancy—Ilive births, fetal losses,
and abortions. Data on live births are
collected annually through the National
Vital Statistics System. Data on fetal
losses come from the National Survey
of Family Growth (NSFG), which is
conducted at multiyear intervals; the
most recent data available are from
1988. Additional data are estimates
provided by the Allan Guttmacher
Institute (AGI); there has been little
variation in these rates between 1985
and 1990.

Estimates of the number of
abortions come from the Abortion
Provider Survey, conducted by the AGI.
This is a biannual survey of clinics and
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other health facilities that perform
abortions. Because the proportion of
abortions performed in hospitals has
declined and the number performed in
physicians’ offices has increased, AGI
staff estimate that as many as half of the
office-based abortions may be missed in
the survey. The data from the Abortion
Provider Survey are adjusted using
demographic characteristics of women
obtaining abortions (in States that track
abortions) to produce national estimates.
The diversity of sources and the
variability of reporting intervals
complicate tracking of this objective.

Comparability of Data Sources

Baseline data for females for
objectives 5.4 (adolescent postponement
of sexual intercourse), 5.5 (adolescent
abstinence), and 5.6 (contraception use)
came from the NSFG. Baseline data for
males for objectives 5.4 and 5.5 came
from the National Survey of Adolescent
Males. While both surveys will be
repeated in the future, the present
updates come from the Youth Risk
Behavior Survey (YRBS) and are not
directly comparable to the baseline. The
YRBS surveys adolescents in schools,
possibly missing those at higher risk (6).
Data from the YRBS were previously
reported by grade, but have been revised
and are now reported by age at the time
of interview.

Data Availability

No updates for objectives 5.2, 5.3,
and 5.8 were available. The next
updates for 5.2 and 5.3 will come from
the NSFG, which is scheduled to be
administered in 1994, with data
available in 1996. An update for 5.8 will
come from the 1994 National Health
Interview Survey.

Baseline data for objective 5.9
(adoption information from pregnancy
counselors) were obtained from a
one-time survey; no source for updates
has been identified.

Baseline data for objective 5.10
(age-appropriate preconception
counseling) were established from the
Primary Care Provider Surveys. The
wide range of response rates from the
different provider groups (family
physicians, 50 percent; nurse
practitioners, 70 percent;
obstetricians/gynecologists, 71 percent;
internists, 58 percent; and pediatricians,
80 percent) dictate caution in
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interpreting the data. An update for
objective 5.11 (HIV clinic services) will
not be available until 1995.
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Table 5. Family planning objective status

Objective

1988 baseline

Original  Revised

Target
1991 1992 2000

5.1

5.2

5.3

5.4

5.5

5.6

38

Adolescent pregnancy
Pregnancies (per 1,000)!

Females 17yearsandunder. .........................
Females 10-14years ..............iviiiininnnnnnnn.
Females 15-17years .........coviiiiiirnnennnrnnnn.

Live births (per 1,000)

Females 1014 years .........oviiiiir i
Females 15—17 years . .......vvitiiiieneeinri e,

Abortions (per 1,000)

Females 1014 ¥ears . .......covirninneernnnnnneennn.
Females 15—17years . ... iiit it i,

Fetal losses (per 1,000)*

Females 1014 years ........coitiinii i iinnn.
Females 15-17years .......coiit it iiiiianan.

a. Pregnancies black adolescents (per 1,000)%

Females15—19years ............. i iinnnnnnn..
Females 1517 years .. ...coiit i vi i i,

Live births (per 1,000)

Females 16—19years ............ i iiiiiininnnn.n.
Females 1517 vyears ... ...ttt

Abortions (per 1,000)

Females 15—19years .........ciiiiiiiiinnnnnnn.
Females 15—17 years . .......ovvtiiiinnienirnrnnnn,

Fetal losses (per 1,000)

Females 15—19years ...........ciiiiiei i,
Females 15-17years . ..........oviiiirnninnnenvnnnn.

b. Pregnancies Hispanic adolescents (per 1,000)

Females15—19years ......... ... i,

Live births (per 1,000)

Females15-19years ............ciiiiinnninnnnnn,

Abortions (per 1,000)

Females 15-19years . .......ccoviviinnniniennnn.

Fetal losses (per 1,000}

Females 1519 years ......ccoiitii i iiniiennnn.
Unintended pregnaney . ..............................
a.Blackfemales............ ..o i i

Infertility

Married couples with wives 1644 years. .. ................
a Blackcouples. ...t e e
b. Hispaniccouples. . . ..........c it

Adolescents who ever had sexual intercourse
Adolescents 15 years

Females . ... it i e
Males . ... e e

Adolescents 17 years

Females . ... . i e e e
Males ... i e e e

Adolescent abstinence from sexual intercourse

Ever sexually active females 15-17years..................
Ever sexually active males 15-17years ...................
Contraception use by sexually active adolescents

Females 15-19 years

Firstintercourse. . ......... ittt it iiienne

e 23.6

2714 270.9

21.2

231.0

22.0

230.6

204

2.3

2186 2185

2134

289

%63

7

253

225

218
2158

286

250

ces 222
56%
78%
7.9%
12.1%
12.4%
27%
33%
50%
66%

26% 823.6%
33%

50
333  ---
3743  ---
1.4 ---
387 ---
M5 ---
8266 ---
80.4 ° ---
3102 ---
3189 --- 120
6140  ---
98  ---
70 ---
%7  ---
653 _—-
396 “ue
619 [
61382  --- 105
30%
40%
6.5%
9%
9%
736% --- 15%
44%  --- 15%
66%  --- 40%
68%  --- 40%
25%  --- 40%
36%  --- 40%

90%
81%  --- 90%

90%
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Table 5. Family planning objective status—Con.

1988 baseline
Target
Objective Original  Revised 1991 1992 2000
High school males
Recentintercourse .........ccuviiienininnnenennnennannan 378% 83% -- 90%
Oral contraception and condom use at most recent intercourse . ........ 82.3% 3.3% - 90%
Males 17-19 years
Condom and oral contraception use at last intercourse ............... e 15% 4% -- 90%
5.7 Failure of contraceptivemethod ..........................uuut. 1010% 814% --- -- 5%
5.8 Family discussion of human sexuality
People 13—18 years who have discussed sexuality with parents .......... 1166% .- - 85%
5.9 Adoption information from pregnancy counselors . ................. 1260% --- -- 90%
5.10 Age-appropriate preconception counseling by clinicians. ............ --- --- -- 60%
Percent of clinicians routinely providing service to 81-100% of patients
Inquiry about family planning (females, childbearing age)
[T [ {1 g --- 8% ---
NUrse Prachitioners .. .vutntt ittt ei et entneeieenens ---  1353% ---
Obstetricians/GynecologistS. . . . ..ottt et ini it iie i ---  148% ---
L0 T4 T (= --- 1324% ---
Family physicians . .. ...ttt it e it ieie it ianaanns --- 1328% ---
Counseling about family planning
Pediatricians . .. ..ot i e et ie e e i --- 1336% ---
NUISE PracttioNers « ..o vttt ittt in et et teenranannenns ---  1353% ---
Obstetricians/GynecologistS. . v v v v it ii it it ettt e ---  1365% ---
11T £ - --- 1326% -—-
Family physicians . ... ...ttt ittt i ettt ---  1336% --- e
5.11 Clinic services for HIV and other sexually transmitted diseases . ...... --- .-- .- 50%
Family planning clinics ........ccciiiiiiinin it ittt enennannnn 1440% --- -- ---
1Pregnancy rates are calculated from the number of births, fetal losses, and abortions.
21985 data.
31990 data.
“4Fetal losses are estimated to be 20% of births plus 10% of abortions.
SAdolescents other than white.
61988 data.
7Data were previously reported by high school grade; current data are by age.
8Baseline was revised to reflect updated methodology.
91990-91 data.
101982 data.
111986 data.
121984 data.
131992 data.
141989 data.
Data sources are shown in appendix table C.
Healthy People 2000 Review, 1993 39



Family Planning Objectives

5.1: Reduce pregnancies among girls aged 17 and younger to no more than 50
per 1,000 adolescents.

NOTE: For black and Hispanic adolescent girls, baseline data are unavailable for
those aged 15-17. The targets for these two populations are based on data for
women aged 15-19. If more complete data become available, a 35-percent
reduction from baseline figures should be used as the target.

5.1a: Reduce pregnancies among black adolescent girls aged 15-19 to no
more than 120 per 1,000.

5.1b: Reduce pregnancies among Hispanic adolescent girls 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 women that are unintended.

5.3: Reduce the prevalence of infertility to no more than 6.5 percent.

NOTE: Infertility is the failure of couples to conceive after 12 months of
intercourse without contraception.

5.3a: Reduce the prevalence of infertility among black women 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

5.5: Increase to at least 40 percent the proportion of ever sexually active
adolescents aged 17 and younger who have abstained from sexual activity for
the previous 3 months.

5.6: Increase to at least 90 percent the proportion of sexually active, unmarried
people aged 19 and younger 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 5 percent in the proportion of
couples experiencing pregnancy 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 values surrounding sexuality, with
their parents and/or have received information through another parentally
endorsed source, such as youth, school, or religious programs.

NOTE: This objective, which supports family communication on a range of vital
personal health issues, will be tracked using the National Health Interview Survey,
a continuing, voluntary, national sample survey of adults who report on household
characteristics including such items as illnesses, injuries, use of health services, and
demographic characteristics.

5.9: Increase to at least 90 percent the proportion of pregnancy counselors
who offer positive, accurate information about adoption to their unmarried
patients with unintended pregnancies.

NOTE: Pregnancy counselors are any providers of health or social services who
discuss the management or cutcome of pregnancy with a woman after she has
received a diagnosis of pregnancy.

40
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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 screen, diagnose, treat,
counsel, and provide (or refer for) partner notification services for HIV infection
and bacterial sexually transmitted diseases (gonorrhea, syphilis, and Chlamydia).

Duplicate objectives: 18.13 and 19.11

*Duplicate objective.
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Priority Area 6
Mental Health and
Mental Disorders

Background and Data
Summary

Mental health refers to an
individual’s ability to negotiate the daily
challenges and social interactions of life
without experiencing undue emotional
or behavioral incapacity. Mental health
and mental disorders can be affected by
numerous factors ranging from biologic
and genetic vulnerabilities, acute or
chronic physical dysfunction, to
environmental conditions and stresses.

In 1989, an estimated 3.3 million
adults in the United States reported that
they had a psychiatric disorder that
interfered with one or more aspects of
their daily life in the past year.
Approximately 77 percent had sought
help for their problem. Sixty-eight
percent had used prescription
medications and 23 percent had received
government disability payments for their
disorders (1).

Suicide, one of the most serious
potential outcomes of mental disorder
(2), continues to be the target of many
programmatic initiatives. Youth suicide
prevention has been the focus of both
school and community programs (3).

Five objectives (6.1, 6.2, 6.5, 6.8,
and 6.11) show progress toward the year
2000 targets. The suicide rate for the
total population has declined from the
1987 baseline level. Adolescent suicide
rates have remained stable for the past 4
years, but are higher than the 1987
baseline. Injurious suicide attempts
among adolescents (6.2) declined from
the 1990 baseline and surpassed the year
2000 target. The prevalence of stress
(6.5) has declined. The proportion of
people seeking help with emotional
problems (6.8) has increased. The
proportion of worksites with stress
reduction programs (6.11) has also
increased.

Two objectives have moved away
from the year 2000 targets. A greater
proportion of people are not seeking
help for stress-related problems (6.9).
Funding reductions yielded a small
decline in the number of State
clearinghouses for mental health
information (6.12). Baselines were
established for objectives 6.13 and 6.14

42

Figure 6. Age-adjusted death rates for suicide: United States,
1987-92, and year 2000 targets for objective 6.1

Rate per 100,000 population

50
\- White males 65 years and over
40 F ®
Year
30 F 2000
targets
Males 20-24 years of age
20 L - American Indian or Alaskan Native ®
10 k All persons f
Youths 15-19 years of age °®
O L L 1 L Il 'l 1 1 L 1L 1 1 1 L
1987 1988 1989 1990 1991 1992 2000
Year
2000
1987 1988 1989 1990 1991 1992 target
Allpersons. . . ... ... ... 11.7 1.5 1.3 1.5 11.4 10.9 105
Youth 15-19 years. . .. ...... 10.2 11.1 1.1 111 1.0 8.2
Men aged 2024 years . . . . . . . 25.2 25.2 24.9 25.1 25.4 21.4
White men 65 years and over . . . 46.7 45.7 443 44.4 39.2
American Indian or Alaska Native. 2041 20.2 19.6 21.0 12.8

NOTE: 1992 data are provisional.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,
National Vital Statistics, National Vital Statistics System.

using data from the Primary Care
Provider Surveys. The proportion of
people suffering from depression who
receive treatment (6.7) showed an
increase between 1982 and 1983, but no
updates have been available since that
time. Four objectives (6.3, 6.4, 6.6, and
6.10) have no data beyond the baseline.

Data Issues

Definitions

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
hospitalization in the last 12 months.
The exclusion of adolescents not in
school may lead to an underestimate of
the actual number of suicide attempts
(4). Reliance on self-report of suicide
attempts that resulted in hospitalization
without validation from hospital sources
may also affect the accuracy of
estimates.

The baseline for objective 6.3 (child
and adolescent mental disorders) was
revised because of expansion in the
diagnostic categories for child and
adolescent mental illness. The revised
baseline for this objective came from
two 1988 studies reported in the
Archives of General Psychiatry (5,6);
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updates may be available from a new
catchment area study being developed
by the National Institute of Mental

Health (NIMH).

Comparability of Data Sources

Baselines for objectives 6.4 (adult
mental disorders) and 6.7 (treatment for
depression) came from NIMH catchment
area studies; updates will be available
from the National Comorbidity Study,
which used comparable methods but a
larger sample, to collect the data.

The baseline for 6.6 (use of
community support) came from NIMH
data; updates will come from the 1994
National Health Interview Survey of
Disabilities.

The sources and methods for
collecting the data for the baseline and
update for objective 6.12 (mutual help
clearinghouses) are different. Future
updates may come from another source,
the Substance Abuse and Mental Health
Services Administration’s (SAMHSA)
Community Mental Health Services
office. The data sources are not directly
comparable.

Baselines for objectives 6.13
(clinician review of patients’ mental
functioning) and 6.14 (clinician review
of children’s mental functioning) come
from the Primary Care Provider
Surveys. Varying response rates among
the provider groups (family physicians,
50 percent; nurse practitioners,

70 percent; obstetrician/gynecologists,

71 percent; and pediatricians, 80 percent)
must be considered when interpreting
the data.
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Table 6. Mental health and mental disorders objective status

1987 baseline
Target
Objective Original  Revised 1991 1992 2000
6.1  Suicide (age adjusted per 100,000) .....................ccuuuu.... 1.7 No 11.4 210.9 10.5
change
a. Adolescents 15-19 years (per 100,000) .................c.covuun... 10.3 10.2 11.0 - 8.2
b. Males 20-34 years (per 100,000) . . .. ..ottt i 25.2 "No 25.4 --- 21.4
change
¢. White males 65 years and over (per 100,000) .. .............ovvun.. 46.1 146.7 42.7 “-- 39.2
d. American Indian/Alaska Native males (age adjusted per 100,000). ... ... 15 320.1 19.2 .- 12.8
6.2 Suicide attempts among adolescents . ........................... R 2.1% 1.7% “-- 1.8%
6.3 Mental disorders
Children and adolescents 18 years andunder. . .. ................vv.. 512%  6720% “-- --- 7%
64 Mentaldisordersamongadults . ................................ 912.6% et --- --- 10.7%
6.5 Adverse healtheffectsfromstress .............................. 1042,6% 71044.2%  440.6% --- 35%
a. People with disabilities . .. ............. ... .. i 1053,5% cee *B4.2% -n- 40%
66 Useofcommunitysupport....................ccciiiriinennnn.. 115% . --- “n- 30%
6.7 Treatmentfordepression................... ... c0iiiiiiinennn. 1231% e 1336% .- 45%
6.8 Seekinghelpwithproblems.................................... 1011.1% ce. M25% --- 20%
a. Peoplewith disabilities . .. .............. ... ... .. ... 1014.7% e M7.0% --- 30%
6.9 Nottaking stepstocontroistress............................... 1021%  7.1024% 428% --- 5%
6.10 Number of States with suicide preventioninjails................... e 143 --- --- 50
6.11 Worksite stress management programs .......................... 1026.6% e .- 37.0% 40%
6.12 Number of States with mutual help clearinghouses . ................ 59 e --- 8 25
6.13 Clinician review of patients’ mental functioning . ................... --- e --- .- 50%
Percent of clinicians routinely providing service to 81—100% of patients
Inquiry about cognitive functioning
Pediatricians . .. ... ...t e e ces . --- ---
Nurse practitioners .. ........... .. i, e 1435% --- “n-
Obstetricians/Gynecologists. . . ... ....cvivi it i ... 149% “u- ---
Internists . .. ... e ... 1418% --- ---
Family physicians . .........o0 i i e e 7% --- ---
Inquiry about emotional/behavioral functioning
Pediatricians . . . .. ... i i i e . .. --- ---
Nurse practitioners . ........ ...t ... 1440% --- .-
Obstetricians/Gynecologists. . .. .......... it e 1412% --- “~-
IMernistS . . .o e ... 1425% --- ---
Family physicians . .. ... ... . i e . 1413% --- “--
Treatment/referral for cognitive problems
Pediatricians . .. ... . . i e e ... e --- “--
Nurse practitioners . ........... ... i e 1420% --- .-
Obstetricians/Gynecologists. . .. .. ... ..o ... 1420% --- ---
Itermists . ... e e 1427% “-- ---
Family physicians . ........... .. . i i e e 121% --- ---
Treatment/referral for emotional/behavioral problems
Pediatricians . .. .......... ... ... . --- ---
Nurse practitioners . ............ .t e - 14239, “-- .-
Obstetricians/Gynecologists. . . . ... ... ce. M23% “-- ---
IerniStS . . . .. 1435% “-- ---
Family physicians . .......... ... ... i e .. 1927% “-- .- ...
6.14 Clinician review of children’s mental functioning................... .- ca “-- --- 75%
Percent of clinicians routinely providing service to 81—100% of patients
Inquiry about cognitive functioning
Pediatricians . ... ...... ... i .o Ye2% --- ---
Inquiry about emotional/behavioral functioning
Pediatricians . .........ciiiiii i e cee 7% --- ---
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Table 6. Mental health and mental disorders objective status—Con.

1987 baseline
Target
Objective Original Revised 1991 1992 2000

Treatment/referral for cognitive problems

PediatiiCianS - o v vttt e e it it e cen 1451% --- ---
Treatment/referral for emotional/behavioral problems

PediatiiCians .« oo vttt ittt e e - 1445% --- .-
Inquiry about parent-child relationship

S =Ve =14 (o1 7=1 ¢ = PSP - 1455% --- ---

NUrse practiioners .. ......ooiriniienienirnarnonnnnraeeaasas e 1455% --- ---

Family physicians ... ..o uovt it iinin it ia e inreaanannn .. 1436% --- ---
Treatment/referral for parent-child interaction problems

oo = o1 1= 1 = O - 14349%, _—- -

Nurse practitioners . ........couuiiiinrnirenrnennnnennenns ... 1424% --- ---

Family phySiCians .. ..ottt ittt it i e .. 14299%, --- ---

1Data have been recomputed to reflect revised intercensal population estimates; see Health, United States, 1992, Appendix I.
2Data are provisional.

3pData have been revised to include the entire U.S. American Indian/Alaska Native population; see introduction.
41990 data.

51989 data.

61988 data.

7Data have been revised to reflect updated methodology; see Introduction.

8Target has been revised to reflect proportional reduction from revised baseline.

91984 data.

1091985 data.

111986 data.

121982 data.

131983 data.

141992 data.

Data sources are shown in appendix table C.
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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 in
Reservation States to no more than 12.8 per 100,000.

Duplicate objective: 7.2d

6.2*: Reduce by 15 percent the incidence of injurious suicide attempts among
adolescents aged 14-17.

Duplicate objective: 7.8

6.3: Reduce to less than 10 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
experienced adverse health effects from stress within the past year.

NOTE: For this objective, people with disabilities are people who report any
limitation in activity due to chronic conditions.

6.5a: Reduce to less than 40 percent the proportion of people with disabilities
who experienced adverse health effects from stress within the past year.

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 45 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
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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 mutual help clearinghouses in at least 25 States.

6.13: Increase to at least 50 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.

*Duplicate objective.
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Priority Area 7
Violent and Abusive
Behavior

Background and Data
Summary

Violent and abusive behaviors
continue to be major causes of death,
injury, and stress in the United States.
Suicide and homicide have resulted in
over 50,000 deaths annually between
1985 and 1991 (1) and victims of
violence have exceeded 2 million
persons annually (2). Violence produces
extensive physical costs and emotional
consequences for society (3). The
widespread nature of these consequences
may indicate that violence has become a
routine part of social interaction in
many domestic settings (4). It may also
become a mode of behavior adopted by
future generations raised in such settings
(5).

Firearms play a major role in both
interpersonal and self-directed violence,
especially among younger victims (6).
Handguns are the primary means for the
majority of this violence, being used in
78 percent of all firearm crimes (7).
While laws limiting access to firearms
and mandatory sentences for felony
firearm use appear to reduce and/or
prevent violent injuries (8,9), a
combined effort by law enforcement and
public health services will be necessary
to effectively address the problem of
violence.

Two of the 18 objectives (7.2 and
7.8) in this priority area progressed
toward the year 2000 targets. Suicides
(7.2) have declined slightly for the total
population. Rates of adolescent suicide
(aged 15-19 years) remained stable
between 1988 and 1991, but are higher
than the 1987 baseline. Suicide rates for
American Indians and Alaska Natives
have declined slightly from the 1987
baseline (see Introduction), and rates for
white males 65 years and over have
declined more substantially. Injurious
suicide attempts by adolescents (7.8)
declined from the 1990 baseline and
surpassed the year 2000 target. These
data were obtained from the Youth Risk
Behavior Survey and reflect suicide
attempts in a 12-month period that
required medical attention (10).

Movement away from the targets
was reported for five objectives:
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Figure 7. Age-adjusted weapon-related death rates: United States,
1987-91, and year 2000 targets for objective 7.3

Rate per 100,000 population

20
15 All weapon-related
Firearm-relatedi =
Year 2000 target
10 f
5 -
Knives
0 'l L L L L
1987 1988 1989 1990 1991
Year
2000
1987 1988 1989 1990 1991 target
All weapon-related . . . . . ... 14.8 15.1 15.5 16.5 16.9 12.6
Firearms . . ... ......... 13.0 13.4 13.7 14.6 15.2
Knives .. ............. 1.8 1.8 1.8 1.8 1.8

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,

National Vital Statistics System.

homicides (7.1), weapon-related deaths
(7.3), assault injuries (7.6), rape (7.7),
and number of States with death review
systems (7.13). The homicide rate for
black males aged 15-34 years increased
55 percent between 1987 and 1991.
Almost all of this increase is due to a
sharp rise in firearm homicides
(nonfirearm homicides were unchanged
over the period), and it may be
associated with increased violence
related to drug trafficking. Weapon
carrying has increased among young
people (11).

The increase in weapon carrying
appears linked to the increase in deaths
from firearms (7.3). The 1991 rate of
deaths from firearms increased by nearly
17 percent from the 1987 baseline. In
contrast, the rate of deaths from knives
has remained stable for the past 4 years.

The rate of injuries from crimes
involving assaultive behavior (rape,
robbery, and assault) rose to 11 per
100,000 in 1991. The rates for rape and
attempted rape (7.7), after dropping
below the year 2000 target in 1990, rose
substantially in 1991. Rape reporting is
highly sensitive and subject to a range
of social and contextual influences (12).

No data beyond the baselines were
available for six objectives (7.4, 7.5,
7.9, 7.10, 7.15, and 7.18). Five
objectives (7.11, 7.12, 7.14, 7.16, and
7.17) remain without baseline data. Two
(7.11 and 7.16) should have baseline
data within the next 2 years (see Data
Issues).
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Data Issues

Definitions

Data for objectives 7.6 (assault
injuries) and 7.7 (rape and attempted
rape) come from the National Crime
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 also underreported in
the crime survey.

Data for objectives 7.8 (adolescent
suicide attempts) and 7.9 (physical
fighting among adolescents) come from
the school-based Youth Risk Behavior
Survey (YRBS) and rely on student
self-report. The exclusion of adolescents
not in school may produce
underestimates of both fighting and
suicide attempts. The reliance on
self-report without external validation of
suicide attempts and fighting may affect
the accuracy of these estimates.

Data Availability

Data for objective 7.11
(inappropriate storage of weapons) are
still not available, but the 1994 Health
Promotion Disease Prevention
supplement to the National Health
Interview Survey will include questions
designed to track this objective.
Additionally, CDC’s National Center for
Injury Prevention and Control is
developing a survey that will also
collect data on this objective; this
survey will also be fielded in 1994.

Objective 7.16 (conflict resolution
in schools) also remains without a
baseline. However, the School Health
Policies and Programs Survey
(beginning in 1994) will provide data
for this objective.

Healthy People 2000 Review, 1993
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Table 7. Violent and abusive behavior objective status

1987 baseline
Target
Objective Original Revised 1991 1992 2000
71 Homicide (age adjusted per 100,000)......................... 8.5 'No change 10.8 --- 7.2
a. Children 3 years and under (per 100,000). .. ...........ccc..... 3.9 'No change 24.4 “-- 3.1
b. Spouses 15-34 years (per 100,000) . .. .........couviennen... 1.7 . 31.5 --- 1.4
c. Black males 15-34 years (per 100,000) ...............c...... 90.5 191.1 140.8 --- 72.4
d. Hispanic males 15-34 years (per 100,000) .. . ................. 53.1 41.3 50.8 --- 425
e. Black females 15-34 years (per 100,000) . . ................... 20.0 120.2 24.1 --- 16.0
f. American Indians/Alaska Natives (age adjusted per 100,000) ...... 14.1 “11.2 12.2 --- 11.3
7.2  Suicide (age adjusted per 100,000) .............ccevvuneennan 11.7  'No change 11.4 510.9 10.5
a. Adolescents 15-19 years (per 100,000) ..............c.vuun.. 10.3 10.2 11.0 --- 8.2
b. Males 20-34 years (per 100,000) . . .. .....cuuvievnnvnnnnnnnn 252  'No change 25.4 - 21.4
c. White males 65 years and over (per 100,000) . . ................ 46.1 146.7 42.7 --- 39.2
d. American Indian/Alaska Native males (age adjusted per 100,000} . . . 15 420.1 19.2 --- 12.8
7.3 Weapon-related violent deaths (age adjusted per 100,000)........ 14.8  No change 16.9 - 12.6
Firearms (age adjusted per 100,000). . . .. ....cvviivnenenvnnn. 12.9 13.0 15.2 ---
Knives (age adjusted per 100,000) .. ............ccooiieinen... 1.9 11.8 1.8 --- e
7.4  Child abuse and neglect (per 1,000). . . ...........cuvceveen... 25,2 67226 --- --- Iﬁ-ss
than
25.2
Incidence of types of maltreatment
a Physical abuse . .. ..ot i e e 65.7 674.9 less
than 5.7
b.Sexual @abUse .. ....v i e e 62,5 672.1 --- --- less
than 2.5
C. Emotional @abuse. . . .. ... e 63.4 673.0 --- --- less
than 3.4
doNeglect. . ..o e e e 615.9 6714.6 --- --- less
than
16.9
7.5 Partnerabuse (per1,000)...........cccverierrearneanncnnnnn 830.0 e --- --- 27.0
7.6  Assault injuries (per 100,000). .. .. ....c.viririrenneneanenaan 611.1 679.7 11.0 --- 98.7
7.7 Rape and attempted rape (per 100,000)............cccveuuanns 6120 140 --- 108
Incidence of rape and attempted rape
a. Females 12-34 ¥ears . . . ... vuiii i e e 6250 .. 2206 --- 225
7.8  Suicide attempts among adolescents ........................ 22.1% 1.7% --- 1.8%
7.9 Physical fighting among adolescents 14-17 years (incidents per 109137 --- --- 110
100 studentspermonth). . . ........... .. ... ... L.
7.10 Weapon-carrying by adolescents 14-17 years (incidents per 100 10107 - .- 86
studentspermonth) . ... ...... ... .. ... ... ... ...
711 Inappropriate storageofweapons. . ......................... --- --- --- 20%
reduction
7.12 Emergency room protocols for victims of violence ............. - e --- --- 90%
7.13 Number of States with child death review systems ............. 1033 --- 32 45
7.14 Number of States that followup abused children . ... ........... --- . --- 30
7.15 Battered women turned away fromshelters ... ................ 40% --- --- 10%
7.16 Conflict resolution educationinschools. .. ................... - .- .- 50%
7.17 Comprehensive violence prevention programs. ................ --- e .- .- 80%
7.18 Number of States with suicide prevention injails............... 13 --- --- 50

Data have been recomputed to reflect revised intercensal population estimates; see Health, United States, 1993, Appendix |.

21990 data.
31989 data.
“Data have been revised to include the entire Arerican Indian/Alaska Native population; see Introduction.
SData are provisional.

61986 data.

"Baseline has been revised to reflect updated methodology.

81985 data.

STarget has been revised to reflect reduction from revised baseline.
101991 data.

111992 data.

Data sources are shown in appendix table C.
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Violent and Abusive Behavior Objectives

7.1: Reduce homicides to no more than 7.2 per 100,000 people.

7.1a: Reduce homicides among children aged 3 and younger to no more than
3.1 per 100,000 children.

7.1b: Reduce homicides among spouses aged 15-34 to po more than 1.4 per
100,000.

7.1¢: Reduce homicides among black men aged 15-34 to no more than 72.4 per
100,000.

7.1d: Reduce homicides among Hispanic men aged 15-34 to no more than 42.5
per 100,000.

7.1e: Reduce homicides among black women aged 15-34 to no more than 16.0
per 100,000.

7.1f: Reduce homicides among American Indians and Alaska Natives in
Reservation States to no more than 11.3 per 100,000.

7.2*: Reduce suicides to no more than 10.5 per 100,000 people.
Duplicate objective: 6.1

7.2a*: Reduce suicides among youth aged 15-19 to no more than 8.2 per
100,000.

Duplicate objective: 6.1a

7.2b*: Reduce suicides among men aged 20-34 to no more than 21.4 per
100,000.

Duplicate objective: 6.1b

7.2¢*: Reduce suicides among white men aged 65 and older to no more than
39.2 per 100,000.

Duplicate objective: 6.1c

7.2d*: Reduce suicides among American Indian and Alaska Native men in
Reservation States to no more than 12.8 per 100,000.

Duplicate objective: 6.1d

7.3: Reduce weapon-related violent deaths to no more than 12.6 per 100,000 people
from major causes.

7.4: Reverse to less than 25.2 per 1,000 children the rising incidence of
maltreatment of children younger than age 18.

7.4a: Reverse to less than 5.7 per 1,000 children the rising incidence of
physical abuse of children younger than age 18.

7.4b: Reverse to less than 2.5 per 1,000 children the rising incidence of sexual
abuse of children younger than age 18.

7.4c: Reverse to less than 3.4 per 1,000 children the rising incidence of
emotional abuse of children younger than age 18.

7.4d: Reverse to less than 15.9 per 1,000 children the rising incidence of
neglect of children younger than age 18.

7.5: Reduce physical abuse directed at women by male partners to no more than 27
per 1,000 couples.

7.6: Reduce assault injuries among people aged 12 and older to no more than 10
per 1,000.

7.7: Reduce rape and attempted rape of women aged 12 and older to no more than
108 per 100,000 women.

Healthy People 2000 Review, 1993
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7.7a: Reduce rape and attempted rape of women aged 12-34 to no more than
225 per 100,000.

7.8*: Reduce by 15 percent the incidence of injurious suicide atterapts among
adolescents aged 14-17.

Duplicate objective: 06.02

7.9: Reduce by 20 percent the incidence of physical fighting among adolescents
aged 14-17.

7.10: Reduce by 20 percent the incidence of weapon-carrying by adolescents aged
14-17.

7.11: Reduce by 20 percent the proportion of people who possess weapons that are
inappropriately stored and therefore dangerously available.

7.12: Extend protocols for routinely identifying, treating, and properly referring
suicide attempters, victims of sexual assault, and victims of spouse, elder, and child
abuse to at least 90 percent of hospital emergency departments.

7.13: Extend to at least 45 States implementation of unexplained child death review
systerms.

7.14: Increase to at least 30 the number of States in which at least 50 percent of
children identified as neglected or physically or sexually abused receive physical
and mental evaluation with appropriate followup as a means of breaking the
intergenerational cycle of abuse.

7.15: Reduce to less than 10 percent the proportion of battered women and their
children turned away from emergency housing due to lack of space.

7.16: Increase to at least 50 percent the proportion of elementary and secondary
schools that teach nonviolent conflict resolution skills, preferably as a part of quality
school health education.

7.17: Extend coordinated, comprehensive violence prevention programs to at least
80 percent of local jurisdictions with populations over 100,000.

7.18%: 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: 6.10

*Duplicate objective.
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Priority Area 8
Educational and
Community-Based
Programs

Background and Data
Summary

Community-based interventions
attempt to reach groups of people
outside of traditional health care
settings. Many of these programs are
community-based, designed for people
who meet in diverse settings, such as
students within a school, employees at a
worksite, or members of civic or
religious groups. Other programs are
planned to be community-wide. These
health promotion programs can reach
large numbers of people with intensive
and effective interventions; in addition,
they are relatively easy to implement.
While community-based programs may
address a single risk factor or health
problem, many programs are starting to
take a more comprehensive, and often
more positive, approach to health and
well-being. Community-based programs
also increasingly recognize the
importance of addressing the social and
physical environment in which behavior
occurs.

Of the 14 Educational and
Community-Based Programs objectives,
4 are progressing toward the year 2000
targets (objectives 8.3, 8.6, 8.9, and
8.12), while one is moving away from
the targets (8.1). No new data were
available to update the baselines for two
objectives (8.2 and 8.14). Data to update
the baseline for objective 8.5 will be
available in 1996. Baselines for the
remaining six objectives are not yet
available.

Data Issues
Years of Healthy Life

The concept of 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, and
21.1). See the introduction to the
Healthy People 2000 Review for a
discussion of years of healthy life.

Data Source Description

Objectives 8.2 (completion of high
school) and 8.3 (preschool child
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Figure 8. Total life expectancy and years of healthy life:
United States, 1990, and year 2000 targets for objective 8.1

Number of years

100
80
|| Unhealthy
60 F I Healthy
40 |
20 F
0 5 ;
All persons Black Hispanic 65 years and
over
Years of
healthy Life
life expectancy
Allpersons. . . . . ................. 64.0 75.4
Black . . . ......... ... ... ........ 56.0 69.1
Hispanic . . ..................... 64.8 79.1
People 65 years and over . . .. ........ 1.9 17.2

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,
National Health Interview Survey and National Vital Statistics System.

development programs) and their targets
are consistent with the National
Education Goals for these areas. The
data used to track these objectives come
from the National Center for Education
Statistics.

Data Availability

Objective 8.9 addresses the
proportion of people 10 years of age
and over who have discussed any of
several health-related issues with family
members in the last month. Progress is
currently being measured by the percent
of 9th—12th graders engaging in family
discussions about HIV/AIDS. More

complete data will be obtained from the
1994 National Health Interview Survey.
Similarly, objective 8.14, which focuses
on the proportion of people served by
effective local health departments, is
being monitored by the proportion of
health departments carrying out the core
functions of public health.

Because of the process-oriented
nature of many of the objectives, this
chapter poses as significant a challenge
in obtaining relevant data to measure
progress as any Healthy People 2000
priority area. A concerted effort will be
made over the decade to locate complete
data sources for those objectives that are
only being partially measured.
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Table 8. Educational and community-based programs objective status

Baseline

Objective Original

Revised

1991

1992

Target
2000

81 Yearsofhealthylife ................. .. . . . i,
= TR =1 =T

b HISPaniCs . .. i i i e i et e e e

C.PeopleB5years and overS ... .. .ttt i it
8.2 Completion of high school

People 19-20 years . ... o ii ittt ettt e e
8.3 Preschool child development programs

Eligible children 4 years afforded opportunity to enroll in Head Start .. .. ...

Disabled children 3-5 years enrolled in preschool. . ...................
8.4  Schools with quality school health education......................
8.5 Health promotion in postsecondary institutions

Percent of higher education institutions offering health promotion activities . .
8.6 Worksite health promotion activities

Worksites with 50 or more employees. .. . ... oviiii it inienennnnn.

Medium and large companies having a wellness program. ..............
8.7 Hourly workers in health promotion activities. . .. ..................
8.8  Health promotion programs forolderadults. . .....................
8.9 Family discussion of health issues—ages 10 yearsandover .........

Among 9th—12th grade students engaging in family discussion of HIV/AIDS .

8.10 Number of States with community health programs for 40 percent of
thepopulation. . . ... ... i i i i i e

8.1 Counties with programs for racial/ethnic minoritygroups............
8.12 Hospital-based patient education and community health promotion
Patient education programs
Community hospitals . . ... oo in it it i et e it e e e
Health maintenance organizations. . ........c.ccoviiiin i,
Health educationclasses.......... ...,
Nutritioncounseling . . . ... .o vi ittt et i
Smoking cessation classes. ...ttt i e e e e
Community health promotion
Community hospitals . . ... oo vi vttt e e e

8.13 Television partnerships with community organizations for health
PrOMOtION . . .. L . it e e

8.14 Effective public health systems
Local health departments reporting
Health assessment. .. ... .. ittt ittt ireerrennnnnnnns
Behavioral risk assessment. . ... oo vt ittt it i e
Mombiditydata . ... ..o i e i e e et e e
Reportabledisease . .. .....cciii ittt ittt it it
Vital records and statistics. . ... ..o oo i i e

Policy development functions and services
Health code developmentandenforce. ...........oiivieneen...
Healthplanning. . .. ..o ii it i i et et eenaann
Health assurance
Health education . . .....vi it ii i i i i i it et i i naan
Child health. . .. ... it i i i e i e it i i enan

162.0
156.0

162.0
12,0

579%

247%

2%64.0
23No
change
23464.8
2311.9

2283%

954%

31168%

63.9
56.0

11.8

55%
56%

61%

286%
175%
1185%

277%

90%

100%
100%
75%

50%
85%
20%
90%
75%
75%
40%
50%

90%
90%

90%
75%

90%

11980 data. 71989-90 data.

21990 data. 81985 data.
3Data have been revised to reflect updated methodology; see Introduction. 91989 data.
4Estimated based on preliminary data. 101987 data.
SYears of healthy life remaining at age 65. 111988 data.
61989 data for people 2021 years.

Healthy People 2000 Review, 1993

Data sources are shown in appendix table C.

55



Educational and Community-Based
Programs Objectives

8.1*: Increase years of healthy life to at least 65 years.

NOTE: Years of healthy life is a summary measure of health that combines
mortality (quantity of life) and morbidity and disability (quality of life) into a single
measure.

Duplicate objectives: 17.1 and 21.1

8.1a*: Increase years of healthy life among black persons to at least 60 years.
Duplicate objectives: 17.1a and 21.1a

8.1b*: Increase years of healthy life among Hispanics to at least 65 years.
Duplicate objectives: 17.1b and 21.1b

8.1c*: Increase years of healthy life among people aged 65 and older to at least
14 years remaining at age 65.

Duplicate objectives: 17.1c and 21.1c

8.2: Increase the high school graduation rate to at least 90 percent, thereby reducing
risks for multiple problem behaviors and poor mental and physical health.

NOTE: This objective and its target are consistent with the National Education
Goal to increase high school graduation rates.

8.3: Achieve for all disadvantaged children and children with disabilities access to
high quality and developmentally appropriate preschool programs that help prepare
children for school, thereby improving their prospects with regard to school
performance, problem behaviors, and mental and physical health.

NOTE: This objective and its target are consistent with the National Education
Goal to increase school readiness and its objective to increase access to preschool
programs for disadvantaged and disabled children.

8.4: Increase to at least 75 percent the proportion of the Nation’s elementary and
secondary schools that provide planned and sequential kindergarten—12th grade
quality school health education.

8.5: Increase to at least 50 percent the proportion of postsecondary institutions with
institution-wide health promotion programs for students, faculty, and staff.

8.6: Increase to at least 85 percent the proportion of workplaces with 50 or more
employees that offer health promotion activities for their employees, preferably as
part of a comprehensive employee health promotion program.

8.7: Increase to at least 20 percent the proportion of hourly workers who participate
regularly in employer-sponsored health promotion activities.

8.8: Increase to at least 90 percent the proportion of people aged 65 and older who
had the opportunity to participate during the preceding year in at least one
organized health promotion program through a senior center, lifecare facility, or
other community-based setting that serves older adults.

8.9: Increase to at least 75 percent the proportion of people aged 10 and older who
have discussed issues related to nutrition, physical activity, sexual behavior, tobacco,
alcohol, other drugs, or safety with family members on at least one occasion during
the preceding month.

8.10: Establish community health promotion programs that separately or together
address at least three of the Healthy People 2000 priorities and reach at least 40
percent of each State’s population.
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8.11: Increase to at least 50 percent the proportion of counties that have
established culturally and linguistically appropriate community health
promotion programs for racial and ethnic minority populaticns.

NOTE: This objective will be tracked in counties in which a racial or ethnic group

constitutes more than 10 percent of the population.

8.12: Increase to at least 90 percent the proportion of hospitals, health
maintenance organizations, and large group practices that provide patient
education programs, and to at least 90 percent the proportion of community
hospitals that offer community health promotion programs addressing the
priority health needs of their communities.

8.13: Increase to at least 75 percent the proportion of local television network
affiliates in the top 20 television markets that have become partners with one
or more community organizations around one of the health problems
addressed by the Healthy People 2000 objectives.

8.14: Increase to at least 90 percent the proportion of people who are served
by a local health department that is effectively carrying out the core functions
of public health.

NOTE: The core functions of public health have been defined as assessment,
policy development, and assurance. Local health department refers to any local
component of the public health system, defined as an administrative and service
unit of local or State government concerned with health and carrying some
responsibility for the health of a jurisdiction smaller than a State.

*Duplicate objective.
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Priority Area 9
Unintentional
Injuries

Background and Data
Summary

Unintentional injuries are the fifth
leading cause of death in the United
States, accounting for nearly 90,000
deaths annually (1). They are a major
cause of disabilities and hospitalization
and have significant impact on health
care costs (2). For example, the National
Highway Traffic Safety Administration
has estimated that motor vehicle crashes
alone cost the United States $75 billion
annually (3). Despite the tremendous
financial and human costs, recent efforts
to reduce injuries show promise.
Improvements in vehicle safety saved at
least 90,000 lives between 1966 and
1982 (4). Safety belt laws save an
estimated 3,600 lives each year (5).
Child safety seats and seat belt use by
children saved the lives of 1,300 infants
and toddlers between 1982 and 1990
(6). Motorcycle helmets saved 5,000
lives between 1984 and 1990 (7). An
additional 1,100 lives have been saved
annually, since the passage and
enforcement of laws limiting drinking to
age 21 and over (8).

The 22 objectives in this area focus
on a wide range of mechanical,
legislative, and educational means to
reduce the occurrence of these events.
Progress toward the year 2000 targets
was made on 13 objectives (9.1, 9.2,
9.3,94, 95, 9.6, 9.8, 9.9, 9.10, 9.12,
9.13, 9.14, and 9.17). For six objectives
(9.1, 9.2, 9.3, 9.8, 9.9, and 9.10), the
year 2000 target has been equaled or
surpassed. Much of this progress is in
areas related to motor vehicle fatalities,
injuries, and use of vehicle occupant
restraints (9.3, 9.9, and 9.12). This
improvement may be attributable to
reduction in the amount of driving and
alcohol consumption during the recent
economic slowdown. The national rate
of residential fire deaths (9.6) and all
special populations monitored as
subobjectives show declining rates.
These improvements may be associated
with increased use of smoke detectors
(9.17).

The hospitalization rates for hip
fractures (9.7) remain above baseline
levels, indicating no progress toward the
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Figure 9. Age-adjusted death rates for unintentional injuries:
United States, 1987-92, and year 2000 targets for objective 9.1

Rate per 100,000 population

80
Black male
L T— @
60 A;Zr:zgg*%&w
Indian or Alaskan
Native
White male
®
40 F
[
All persons e
Year
20 F 2000
targets
O Il 1 1 1 1 L L L L L L L L '
1987 1988 1989 1990 1991 1992 2000
Year
2000
1987 1988 1989 1990 1991 1992 target
All persons. . . ........ 34.7 35.0 33.9 32.5 31.0 20.2 20.3
American Indian or Alaska
Native. . ........... 66.0 64.4 61.8 59.0 58.3 --- 66.1
Black male. . . ........ 68.0 70.4 68.8 62.4 61.0 53.2 51.9
White male . . ........ 49.8 50.0 47.8 46.4 43.9 41.7 429

NOTE: 1992 data are provisional.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,

National Vital Statistics System.

year 2000 target. The number of States
with laws requiring handgun design to
protect children (9.15) remains zero and
the number of States with linked
emergency systems (9.22) remained at
two. A baseline was established for
objective 9.21 (injury prevention
counseling) using data from the Primary
Care Provider Surveys.

Data Issues

Data Source Description

Data for objective 9.3 (motor
vehicle crash deaths) are crude rates
from the Fatal Accident Reporting
System (FARS). See the Introduction for
a discussion of crude and age-adjusted

rates and priority area 4 for a
description of FARS. The rates for 9.3d
(American Indian and Alaska Natives)
are age-adjusted data from the National
Vital Statistics System.

Data Definitions

Objective 9.2 (nonfatal
unintentional injuries) is tracked with
data from the National Hospital
Discharge Survey (NHDS) maintained
by the National Center for Health
Statistics (NCHS). The ICD-9 codes
designated for this objective include
both unintentional and intentional
injuries. The two types of injuries
cannot be distinguished at the national
level because, currently, only 14 States
mandate the use of E-codes
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(environmental causes) on hospital
discharge forms. The National Center
for Health Statistics is working with
States to increase the use of E-codes.

Objective 9.7 (hip fractures—older
adults) is also monitored with data from
the NHDS. These rates are based on
extremely small numbers and must be
interpreted cautiously. Data on race are
missing from approximately 17 percent
of the cases; this limits tracking of the
special population objective (9.7a white
women over 85).

Objective 9.15 (handgun design)
will remain difficult to measure because
of problems in definition. Design
features, such as trigger guards, are not
uniform and have not been included in

any existing or proposed gun legislation.

Similarly, the criteria used to define
linked emergency systems (objective
9.22) in the two States reporting are not
universally accepted; refinement in the
definition will be necessary prior to
further monitoring of this objective,

Data Availability

Data are not currently available to
update three objectives (9.11, 9.16, and
9.19). No system exists to provide
ongoing monitoring of objective 9.11
(secondary disabilities from head and
spinal cord injuries). Data from regional
treatment centers for these disabilities
may become available in 1994, but the
low incidence limits tracking of this
objective. In addition, the regional
treatment centers monitor the incidence
of secondary disabilities from the time
of the primary injury; the Healthy
People 2000 measure requires annual
monitoring. Programming limitations
have (so far) precluded annualized
tallies of these events. Data to update
9.16 (fire suppression system
installations) is no longer available from
the U.S. Fire Administration; no
alternative source has been identified.
An update for objective 9.19 (protective
equipment in sports) should be available
in late 1994,

Baseline data have yet to be
obtained for objectives 9.18 and 9.20.
The School Health Programs and
Policies Survey, soon to be in the field,
will provide data for objective 9.18
(injury prevention instruction). Data for
objective 9.20 (highway design
standards) are being compiled by the
Department of Transportation and
should be available in 1994.

Healthy People 2000 Review, 1993

Data Comparability

Data collection for objectives 9.12
(motor vehicle occupant protection
systems) and 9.13 (helmet use by
motorcyclists and bicyclists) has been
expanded from 19 metropolitan areas to
all 50 States. The data collection
methods (direct observation) are
unchanged; however, data on child use
of occupant restraints will no longer be
reported.

Data for objective 9.21 (injury
counseling by primary care providers)
come from the Primary Care Provider
Surveys. The wide range of 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) dictates caution in
interpreting the data,
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Table 9. Unintentional injuries objective status

1987 baseline
Target
Objective Original Revised 1991 1992 2000
9.1  Unintentional injury deaths (age adjusted per 100,000) .......... 34.5 134.7 31.0 299.2 29.3
a. American Indians/Alaska Natives (age adjusted per 100,000) ...... 82.6 %66.0 58.3 --- 66.1
b. Biack males (age adjusted per 100,000} . . .................... 64.9 68.0 61.0 253.2 51.9
c. White males (age adjusted per 100,000) .. .. .......c.uvnn.. .. 53.6 149.8 43.9 M7 42.9
9.2  Unintentional injury hospitalizations (per 100,000) .............. 4887 45683 5764 5714 754
9.3 Motor vehicle crash-related deaths
Per 100 million vehicle miles traveled (VMT)..................... 24 . 1.8 1.8 1.9
(Per100,000) . ...ttt e e 18.8 518.2 16.4 15.4 16.8
a. Children 14 years and under (per 100,000) .. .................. 6.2 5.0 4.8 5.5
b. People 1524 years (per 100,000} . ......................... 36.9 31.4 28.0 33
¢. People 70 years and over (per 100,000). . .................... 22.6 v 223 21.9 20
d. American Indians/Alaska Natives (age adjusted per 100,000) .. .... 46.8 837.7 33.4 --- 39.2
e. Motorcyclists (per 100 million VMT). . . ... ...t iinnn.t. 409 30.6 25.6 33.0
(Per 100,000) . . . ittt i e e e 1.7 e 1.1 0.9 1.5
f. Pedestrians (per 100,000). .. ...t 3.1 52.8 23 22 2.7
9.4  Fall-related deaths (age adjusted per 100,000) ................. 27 No change 2.6 --- 23
a. People 6584 years (per 100,000) ...........cvvvinnunnnnann. 18.0 18.1 18.0 --- 14.4
b. People 85 years and over (per 100,000) . . .. ..........cvvu.n.. 131.2 1133.0 147.5 --- 105.0
c. Black males 3069 years (per100,000) ..............cc.vunn.. 8.0 18.1 6.2 —- 5.6
9.5 Drowning deaths (age adjusted per 100,000). .................. 2.1 No change 1.9 --- 1.3
a. Children aged 4 and under (per 100,000) . ...........ccovun... 4.2 4.3 3.6 --- 2.3
b. Males 1534 years (per 100,000) . . ... ... ...itviirnnnennnn. 4.5 No change 4.1 --- 25
c. Black males (age adjusted per 100,000) .. ...........cccov.... 6.6 No change 5.8 --- 3.6
9.6 Residential fire deaths (age adjusted per 100,000) .............. 1.5 1.7 1.5 --- 1.2
a. Children 4 years and under (per 100,000). .. .............out.. 44 145 3.8 --- 3.3
b. People 65 years and over (per 100,000) . . .. ........ccvuvenun.. 4.4 14.9 3.9 --- 3.3
c. Black males (age adjusted per 100,000) ... ................... 57 6.4 5.1 .- 4.3
d. Black females (age adjusted per 100,000). . .. ................. 3.4 13.3 2.6 --- 2.6
e. Residential fire deaths caused by sroking .. .................. 17% 526% 7% --- 5%
9.7  Hip fractures among older adults (per 100,000) ................ 4714 814 757 607
a. White females 85 yearsandover . ............. ... v h.... 42,721 N 3,091 2,368 2,177
9.8 Nonfatal poisoning (per100,000) .. .. ........................ 8103 58108 70 71 88
a. Among children 4 yearsandunder . ......................... 8650 58648 654 651 520
9.9  Nonfatal head injuries (per 100,000). . . ....................... 4125 45118 104 92 106
9.10 Nonfatal spinal cord injuries (per 100,000) .................... 45.9 +55.3 6.4 3.6 5.0
A Males. . ... e e e e 48.9 +59.6 9.8 4.8 7.1
9.1 S_ec_:or!dary disabilities associated with head and spinal cord
injuries
Head injuries (per 100,000). . .. ..ot vttt 820.0 a.- --- 16.0
Spinal cord injuries (per 100,000) ... .......... . i, 83,2 --- --- 2.6
9.12 Motor vehicle occupant protection system . ................... 442% 962% 1966% 85%
a. Childrend4yearsandunder. . ............coii ... 484% --- --- 95%
9.13 Helmet use by motorcyclists and bicyclists
MotorcyClists. . . . oo e e 460% 62% --- 80%
BicyClistS. . ..o 8% 5-10% --- 50%
9.14 Safety beltand helmetuselaws ............................
Number of States with safety beltlaws™ . ....................... 733 944 1045 50
Number of States with motorcycle helmet use laws'2 .............. 722 24 1025 50
9.15 Number of States with handgun design to protect children....... 0 .. 30 --- 50
9.16 Fire suppression sprinkler installation (number of localities . . . . .. ces 7700 --- .- 2,000
9.17 Residences with smokedetectors. . ......................... 81% 1382% .- 100%
9.18 Injury prevention instructioninschools ...................... --- .- .- 50%
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Table 9. Unintentional injuries objective status—Con.

Objective

1991

1992

Target
2000

9.19 Protective equipment in sporting and recreationevents .........

National Collegiate Athletic Association

Football. . ... oo i i i i i i i s

{01+ (=
=T £ T
Highschoolfootball ...........coviii i,
Amateur BOXINg. .. .o v it i e et et e
Amateurice NOCKEY . ... cuur it e i et

9.20 Number of States with design standards for roadway safety......
9.21 Injury prevention counseling by primary care providers .........
Percent of clinicians routinely providing service to 81—100% of patients

Inquiry about seat belt/child seat use

Pediatricians . . . ..ot ii i i i e
Nurse practitioners . ....... .o,
Obstetricians/Gynecologists. . . . . ..o it ii it
12T g 1 £ P
Family physicians . . .....c.oiiiii it i it ii i

Inquiry about hazards for falls in the home (65 years and over)

Nurse practitioners . .........c.it it inneiettrnnenenns
(1= 311
Family physicians . ...ttt i,

Advice about seat belt/child care seat use

Pediafricians . .. ..ot i e e
Nurse practitioners . ........ciiiiiiiiniiiniiiniiennnnns
Obstetricians/Gynecologists. . .. ... vvvii it it
143 13T
Family physicians . ... ccoiiii it iiiiiiiii it

Advice about prevention of falls in the home (65 years and older)

Nurse practitioners . ......ciiiiii ittt i i
11 = 417
Family physicians . . ... ..ottt ie i

9.22 Number of States with linked emergency medical services and trauma
Systems. ... ... .. e i i e s

1987 baseline

Original  Revised
“Required
4Required
“Required
“Required
“Required
4Required

945%

929%

96%

911%

916%

915%

910%

7%

958%

932%

918%

915%

929%

917%

917%

. 915%
2

100%

50

1Data have been recomputed to reflect revised intercensal population estimates; see Health, United States, 1992, Appendix I

2Data are provisional.

3pata have been revised to include the entire American Indian/Alaska Native population; see Introduction.

41988 data.
SData have been revised to reflect updated methodology; see Introduction.

SData include intentional and unintentional injuries and injuries where the intent was not known.

71989 data.

81986 data.

91992 data.

101993 data.

"The District of Columbia and Puerto Rico also have safety belt laws.

12The District of Columbia and Puerto Rico also have motorcycle helmet laws.

131990 data.
Data sources are shown in appendix table C.
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Unintentional Injuries Objectives

9.1: Reduce deaths caused by unintentional injuries to no more than 29.3 per
100,000 people.

9.1a: Reduce deaths among American Indians and Alaska Natives caused by
unintentional injuries to no more than 66.1 per 100,000 people.

9.1b: Reduce deaths among black males caused by unintentional injuries to no
more than 51.9 per 100,000 people.

9.1c: Reduce deaths among white males caused by unintentional injuries to no
more than 42.9 per 100,000.

9.2: Reduce nonfatal unintentional injuries so that hospitalizations for this condition
are no more than 754 per 100,000 people.

9.3: Reduce deaths caused by motor vehicle crashes to no more than 1.9 per 100
million vehicle miles traveled and 16.8 per 100,000 people.

9.3a: Reduce deaths among children aged 14 and younger caused by motor
vehicle crashes to no more than 5.5 per 100,000.

9.3b: Reduce deaths among youth aged 15-24 caused by motor vehicle crashes
to no more than 33 per 100,000.

9.3¢: Reduce deaths among people aged 70 and older caused by motor vehicle
crashes to no more than 20 per 100,000.

9.3d: Reduce deaths among American Indians and Alaska Natives caused by
motor vehicle crashes to no more than 39.2 per 100,000.

9.3e: Reduce deaths among motorcyclists caused by motor vehicle crashes to
no more than 33 per 100 million vehicle miles traveled and 1.5 per 100,000.

9.3f: Reduce deaths among pedestrians caused by motor vehicle crashes to no
more than 2.7 per 100,000.

9.4: Reduce deaths from falls and fall-related injuries to no more than 2.3 per
100,000 people.

9.4a: Reduce deaths among people aged 65-84 from falls and fall-related
injuries to no more than 14.4 per 100,000.

9.4b: Reduce deaths among people aged 85 and older from falls and fall-related
injuries to no more than 105 per 100,000.

9.4c: Reduce deaths among black men aged 30—69 from falls and fall-related
injuries to no more than 5.6 per 100,000.

9.5: Reduce drowning deaths to no more than 1.3 per 100,000 people.

9.5a: Reduce drowning deaths among children aged 4 and younger to no more
than 2.3 per 100,000.

9.5b: Reduce drowning deaths among men aged 15-34 to no more than 2.5 per
100,000.

9.5¢: Reduce drowning deaths among black males to no more than 3.6 per
100,000.

9.6: Reduce residential fire deaths to no more than 1.2 per 100,000 people.

9.6a: Reduce residential fire deaths among children aged 4 and younger to no
more than 3.3 per 100,000.

9.6b: Reduce residential fire deaths among people aged 65 and older to no
more than 3.3 per 100,000.

9.6c: Reduce residential fire deaths among black males to no more than 4.3 per
100,000.
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9.6d: Reduce residential fire deaths among black females to no more than
2.6 per 100,000.

9.6e: Reduce residential fire deaths from residential fires caused by
smoking to no more than 5 percent.

9.7: Reduce hip fractures among people aged 65 and older so that
hospitalizations for this condition are no more than 607 per 100,000 people.

9.7a: Reduce hip fractures among white women aged 85 and older so that
hospitalizations for this condition are no more than 2,177 per 100,000.

9.8: Reduce nonfatal poisoning to no more than 88 emergency department
treatments per 100,000 people.

9.8a: Reduce nonfatal poisoning among children aged 4 and younger to no
more than 520 emergency department treatments per 100,000.

9.9: Reduce nonfatal head injuries so that hospitalizations for this condition
are no more than 106 per 100,000 people.

9.10: Reduce nonfatal spinal cord injuries so that hospitalizations for this
condition are no more than 5.0 per 100,000 people.

9.10a: Reduce nonfatal spinal cord injuries among males so that
hospitalizations for this condition are no more than 7.1 per 100,000.

9.11: Reduce the incidence of secondary disabilities associated with injuries of
the head and spinal cord to no more than 16 and 2.6 per 100,000 people,
respectively.

NOTE: Secondary disabilities are defined as those medical conditions secondary to
traumatic head or spinal cord injury that impair independent and productive
lifestyles.

9.12: Increase use of occupant protection systems, such as safety belts,
inflatable safety restraints, and child safety seats, to at least 85 percent of
motor vehicle occupants.

9.12a: Increase use of occupant protection systems, such as safety belts,
inflatable safety restraints, and child safety seats, to at least 95 percent of
motor vehicle occupants aged 4 and younger.

9.13: Increase use of helmets to at least 80 percent of motorcyclists and at
least 50 percent of bicyclists.

9.14: Extend to 50 States laws requiring safety belt and motorcycle helmet use
for all ages.

9.15: Enact in 50 States laws requiring that new handguns be designed to
minimize the likelihood of discharge by children.

9.16: Extend to 2,000 local jurisdictions the number whose codes address the
installation of fire suppression sprinkler systems in those residences at highest
risk for fires.

9.17: Increase the presence of functional smoke detectors to at least one on
each habitable floor of all inhabited residential dwellings.

9.18: Provide academic instruction on injury prevention and control, preferably
as part of quality school health education, in at least 50 percent of public
school systems (grades K-12).

9.19*: Extend requirement of the use of effective head, face, eye, and mouth
protection to all organizations, agencies, and institutions sponsoring sporting
and recreation events that pose risks of injury.

Duplicate objective: 13.16

9.20: Increase to at least 30 the number of States that have design standards
for signs, signals, markings, lighting, and other characteristics of the roadway
environment to improve the visual stimuli and protect the safety of older
drivers and pedestrians.
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9.21: Increase to at least 50 percent the proportion of primary care providers who
routinely provide age appropriate counseling on safety precautions to prevent
unintentional injury.

9.22: Extend to 50 States emergency medical service and trauma systems linking
prehospital, hospital, and rehabilitation services in order to prevent trauma deaths
and long-term disability.

*Duplicate objective.
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Priority Area 10
Occupational Safety
and Health

Background and Data
Summary

Work-related injuries and deaths
decrease the quality of life and produce
stress among the workers and their
families (1). A recent study by the
RAND Corporation estimated that in
1989 the costs associated with
work-related injuries exceeded $83
billion (2). While the human and
financial costs of occupational injuries
are extensive, efforts to reduce these
injuries are successful and cost-effective
(3,4). Although work-related deaths have
declined slightly from a 1983-87
average of 6 per 100,000 workers to a
rate of 5.0 in 1992, work-related injuries
remain above the 1983—-87 average of
7.7 per 100 (7.9 in 1991 (5) and 8.3 in
1992 (6)). The leading cause of
occupational deaths is motor vehicle
accidents (7); reductions in this area are,
in part, a consequence of increased
legislation and enforcement of seat belt
laws.

Some specific professions (such as
mining, construction, farming, and
nursing) have higher levels of mortality
and morbidity, due to physical and
environmental demands (8).
Work-related deaths for some of these
groups have declined from the 1983-87
averages. Specifically, the rates for mine
workers, construction workers, and
transportation workers are lower than
baseline levels. The rate for construction
workers is below the year 2000 target.
These declines are particularly
noteworthy, given that the revised
reporting mechanism for
occupation-related deaths (see Data
Issues) is a more comprehensive method
of data collection. Many work-relafed
deaths and injuries are among younger,
newer workers, who may require safety
training and other initiatives to further
reduce work-related mortality and
morbidity (9).

Five of the 15 objectives in this
priority area show progress toward the
year 2000 targets (10.1, 10.5, 10.6,
10.10, and 10.13). The baseline for
objective 10.6 (worksite mandates for
use of occupant protection systems)
surpassed the year 2000 target. Since
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Figure 10. Nonfatal work-related injuries among full-time workers
according to selected occupations: United States, 1987-92, and
year 2000 targets for objective 10.2

Rate per 100 full-time workers

20

[l1e87 [1988 [H1989 EH1990 [EE1991 HH 1992 === Year
2000
target
15 F
10 F
5 b
Ful-time  Construction  Nursing Farm Transportaton ~ Mine
workers workers  and personal ~ workers workers workers
care workers
Year
2000
1987 1988 1989 1990 1991 1992 target
Full-time workers. . . . ... .. 7.7 8.3 8.2 8.3 7.9 8.3 6
Construction workers . . . . . . 14.9 14.4 14.2 14.1 12.8 12.9 10
Nursing and personal care
workers. . . ........... 12.7 14.8 15.2 15.4 15.0 18.2 9
Farmworkers. . . ........ 12.4 1.7 1.7 12.3 10.2 1.0 8
Transportation workers . . . . . 8.3 8.8 9.1 8.4 9.1 8.8 6
8.2 8.1 7.1 7.0 6

Mine workers . . ... ...... 8.3 8.5

SOURCE: Department of Labor, Bureau of Labor Statistics, Annual Survey of Occupational
Injuries and llinesses and Census of Fatal Occupational Injuries.

seat belt use is a component of this
objective, the achievement of the target
level is probably a result of increased
legislation and enforcement of State seat
belt laws.

Two objectives (10.2, nonfatal
occupation-related injuries, and 10.4,
occupational skin disorders) remained
relatively stable between 1988 and 1992,
but were higher than the 1987 baseline.
Objective 10.3 (cumulative trauma
disorders) continued to increase between
1987 and 1992. Occupational lead
exposure (10.8) increased considerably,
and the number of States reporting also
increased from 7 to 16.

No data beyond the baseline were
available for objectives 10.9 (hepatitis

immunization), 10.12 (health and safety
programs), and 10.14 (small business
pregrams). Baseline data were
established for objective 10.15 (clinician
assessment). Two objectives (10.7 and
10.11) remain without baseline data; the
data are expected in mid-1994.

Data Issues

Data Source Description

The 1992 data for objective 10.1
(work-related injury deaths) come from
a new data source, the Census for Fatal
Occupational Injuries (CFOI). Previous
years’ data came from the Annual
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Survey on Occupational Injuries and
Illnesses. The latter relied on a single
data source to capture occupational
fatalities, a survey of employer logs of
occupational deaths in approximately
50,000 workplaces. The survey
undercounted occupational fatalities by
as much as 60 percent (10). The CFOI
uses a minimum of two data sources to
identify occupational deaths. The
primary sources are death certificates;
State workers’ compensation reports;
coroner, medical examiner, or autopsy
reports; and the Occupational Safety and
Health Administration reports. The death
rates obtained are somewhat higher, but
more accurate. The rates for 1992 were
rounded to whole numbers by the
Bureau of Labor Statistics. National
Traumatic Occupational Fatalities data
will also be used to monitor this
objective.

Data Availability

Data to track objective 10.7
(occupational noise exposure} are still
unavailable; the National Institute for
Occupational Safety and Health
(NIOSH) is currently developing the
Sentinel Event Notification System for
Occupational Risk (SENSOR) and the
Occupational Hearing Conservation
database that will help track this
objective. While monitoring systems to
track the objective are still under
development, NIOSH has developed
guidelines and sponsored workshops
designed to address this important
occupational health issue.

Data for objective 10.15 (screening
for occupational health exposure) are
obtained from the Primary Care
Provider Surveys. Because of the
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), the data must
be interpreted with caution. NIOSH, the
Indian Health Service, and the Health
Resources and Services Administration
are working together to develop an
additional tracking mechanism for this
objective.
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Table 10. Occupational safety and health objective status

1987 baseline
Target
Objective Original Revised 1991 1992 2000
10.1 Work-related injury deaths (per 100,000) . . ... ......... ... ......... s 43 5 4
A MINE WOTKEIS .ottt ettt e e e e 130.3 15.6 27 21
b. Construction WOrKErS . .. ... vvi it it e 125.0 16.6 14 17
c. Transportationworkers . ........ ... i e 115.2 8.1 13 10
. FammM WOTKEIS « o oottt et et e e 14.0 --- 24 9.5
10.2 Nonfatal work-related injuries (per100). . ...... ... .......... .. 0. 7.7 7.9 8.3 6
a. Construction Workers . . ... ... ...t i e 149 12.8 12.9 10
b. Nursing and personalcareworkers. . .......... .. .. i, 12.7 15.0 18.2 9
C.Rarmworkers . ... e 12.4 10.2 11.0 8
d. Transportation workers . ......... ... i i 8.3 9.1 8.8 6
€. MINEWOTKEIS . ... ottt et et 8.3 71 7.0 6
10.3 Cumulative trauma disorders (per 100,000)......................... 100 297 368 60
a. Manufacturing industry workers. . ... .. ... ... e 355 1,046 --- 150
b.Meat productworkers . . .......... ... . . e 3,920 8,802 --- 2,000
10.4 Occupational skin disorders (per 100,000) ......................... 64 R 77 82 55
10.5 Hepatit)is B infections among occupationally exposed workers (number of 6,200 23,090 2576 --- 1,250
T 11 1 O
10.6 Worksite occupant protection system mandates .................... 382.4% --- --- 75%
10.7 Occupational noise exposure. .. ............. . ... ..o iiiiieran --- --- --- 15%
10.8 Occupational lead exposure. . ..................ccouiniiininnonn 44,804 ... --- 59,621 0
10.9 Hepatitis B immunizations among occupationally exposed workers . . . . . .. 837% --- --- 90%
10.10 Number of States with occupational health and safety plans. . . ..... ... 610 --- 32 50
10.11 Number of States with occupational lung disease exposure standards . . . --- e --- --- 50
10.12 Worksite health and safetyprograms .. ........................... .. 363.8% --- --- 70%
10.13 Worksite back injury prevention and rehabilitation programs .......... 728.6% ... --- 32.5% 50%
10.14 Number of States with programs for small business safety and health. . . . 826 --- --- 50
10.15 Clinician assessment of occupational health exposures .. ............ --- --- --- 75%
Percent of clinicians routinely providing service to 81-100% of patients
Inquiry about work-related health risks (16 years and over)
PediatriCians . . . .. .ot e --- 37% --- ---
NUurse practitioners .. .. ......cuiton et --- $14% --- ---
Obstetricians/Gynecologists. . ... ... ... .. .. . --- 36% --- ---
1§ 1=T 11 --- 314% .- ---
Family physicians . ...... ...t e i --- 37% --- ---
Counseling about work-related health risks
PediatriCians . . . ... e --- 58% --- ---
Nurse practitioners .. ...... ...t nr i --- 310% --- ---
Obstetricians/Gynecologists. . . .. v vt e --- 310% --- ---
EINISIS . ittt e e e --- 39% --- ---
Family physiCians . .. .....c. it e i --- 38% --- ---
119831987 average.
2Data have been revised to reflect updated methodology; see Introduction.
31992 data.
41988 data from seven States.
5Data from 16 States.
61989 data.
71985 data.
81991 data.
Data sources are shown in appendix table C.
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Occupational Safety and Health Objectives

10.1: Reduce deaths from work-related injuries to no more than 4 per 100,000
full-time workers.

10.1a: Reduce deaths among mine workers from work-related injuries to no
more than 21 per 100,000 full-time workers.

10.1b: Reduce deaths among construction workers from work-related injuries to
no more than 17 per 100,000 full-time workers.

10.1c: Reduce deaths among transportation workers from work-related injuries
to no more than 10 per 100,000 full-time workers.

10.1d: Reduce deaths among farm workers from work-related injuries to no
more than 9.5 per 100,000 full-time workers.

10.2: Reduce work-related injuries resulting in medical treatment, lost time from
work, or restricted-work activity to no more than 6 cases per 100 full-time workers.

10.2a: Reduce work-related injuries among construction workers resulting in
medical treatment, lost time from work, or restricted-work activity to no more
than 10 cases per 100 full-time workers.

10.2b: Reduce work-related injuries among nursing and personal care workers
resulting in medical treatment, lost time from work, or restricted-work activity
to no more than 9 cases per 100 full-time workers.

10.2¢: Reduce work-related injuries among farm workers resulting in medical
treatment, lost time from work, or restricted-work activity to no more than 8
cases per 100 full-time workers.

10.2d: Reduce work-related injuries among transportation workers resulting in
medical treatment, lost time from work, or restricted-work activity to no more
than 6 cases per 100 full-time workers.

10.2e: Reduce work-related injuries among mine workers resulting in medical
treatment, lost time from work, or restricted-work activity to no more than 6
cases per 100 full-time workers.

10.3: Reduce cumulative trauma disorders to an incidence of no more than 60 cases
per 100,000 full-time workers.

10.3a: Reduce cumulative trauma disorders among manufacturing industry
workers to an incidence of no more than 150 cases per 100,000 full-time
workers.

10.3b: Reduce cumulative trauma disorders among meat product workers to an
incidence of no more than 2,000 cases per 100,000 full-time workers.

10.4: Reduce occupational skin disorders or diseases to an incidence of no more
than 55 per 100,000 full-time workers.

10.5*: Reduce hepatitis B infections among occupationally exposed workers to an
incidence of no more than 1,250 cases.

Duplicate objective: 20.3e

10.6: Increase to at least 75 percent the proportion of worksites with 50 or more
employees that mandate employee use of occupant protection systems, such as seat
belts, during all work-related motor vehicle travel.

10.7: Reduce to no more than 15 percent the proportion of workers exposed to
average daily noise levels that exceed 85 dBA.

10.8: Eliminate exposures that result in workers having blood lead concentrations
greater than 25 ug/dL of whole blood.

68

Healthy People 2000 Review, 1993



10.9%: Increase hepatitis B immunization levels to 90 percent among occupationally
exposed workers.

Duplicate objective: 20.11

10.10: Implement occupational safety and health plans in 50 States for the
identification, management, and prevention of leading work-related diseases and
injuries within the State.

10.11: Establish in 50 States exposure standards adequate to prevent the major
occupational lung diseases to which their worker populations are exposed
(byssinosis, asbestosis, coal workers’ pneumoconiosis, and silicosis).

10.12: Increase to at least 70 percent the proportion of worksites with 50 or more
employees that have implemented programs on worker health and safety.

10.13: Increase to at least 50 percent the proportion of worksites with 50 or more
employees that offer back injury prevention and rehabilitation programs.

10.14: Establish in 50 States either public health or labor department programs that
provide consultation and assistance to small businesses to implement safety and
health programs for their employees.

10.15: Increase to at least 75 percent the proportion of primary care providers who
routinely elicit occupational health exposures as a part of patient history and
provide relevant counseling.

*Duplicate objective.
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Priority Area 11
Environmental
Health

Background and Data
Summary

Environmental factors play a
fundamental role in health and disease.
One of the most famous public health
interventions to control disease (cholera)
succeeded through control of a
contaminated public water supply (1).
Despite this historic and other more
recent successes, the etiology linking
toxic exposure to disease is not well
documented (2). The monitoring of
public exposure to toxins and research
into the relationship of toxic exposure to
health and disease are important due to
the increasing public and commercial
use of hazardous substances (3).

Research may clarify current
ambiguity about exposure thresholds.
Dioxin continues to be the focus of
research (4), but lead has been shown to
have toxic effects at even lower
exposure levels than originally believed
(5,6). Research will aid priority setting
among environmental and public health
interventions.

In addition to assessing and
redressing the effects of pollution,
research-based initiatives in
manufacturing and marketing should
reduce the introduction of waste into the
environment (7).

The 16 objectives in this priority
area cover a broad range of exposure
media, including air, water, soil, and
groundwater. They also include a variety
of pollutants, such as radon, toxic
chemicals, and lead. Eight of the
objectives (11.1, 11.5, 11.6, 11.7, 11.12,
11.13, 11.15, and 11.16) showed some
progress toward the year 2000 targets.
Asthma hospitalizations (11.1) declined
for the total population, but continued to
increase for black and other persons
other than white and children. Air
quality (11.5) also showed improvement
with no exceedances reported for
nitrogen dioxide or sulphur dioxide; the
lead exceedance was limited to the Los
Angeles area, where a lead smelter is
located.

A greater proportion of people
reported testing their homes for radon
(11.6) and toxic agent releases (11.7)
decreased to levels below the yea