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Preface

The Healthy People 2000 Review,
1998-99 sixth 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, Office of Disease Prevention
and Health Promotion, Healthy People
2000 Steering Committee, and lead
agencies for the year 2000 objectives
served in a review capacity.

Healthy People 2000 Reviewhich
replaces thdé’revention Profileghat
monitored the 1990 national health
objectives, continues the series of
profiles of the Nation’s health objectives
as an integral part of the Department’s
disease prevention and health promotion
initiative for the year 2000. This
initiative was unveiled in September
1990 by the Secretary of the U.S.
Department of Health and Human
Services with the release éfealthy
People 2000: National Health
Promotion and Disease Prevention
Objectives This publication provides the
latest available tracking data for
objectives and subobijectives in all
priority areas throughout the decade.
The 1995 Midcourse review
modifications to the objectives have
been incorporated.
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Introduction Figure 1. Healthy People 2000 objectives: Summary of progress
by priority area

Background Number of objectives

Healthy People 2000: National 30 - - -
X : M Met B Moving toward O Moving away O Mixed/ O Cannot
Health Promotion and Disease target from target no change assess
Prevention Objectivefl) presents a .
national prevention strategy for 25F

significantly improving the health of the I

American peopleHealthy People 2000
identifies three broad goals and 319
objectives. The goals focus on
increasing the span of healthy life, 15 L
reducing health disparities, and
achieving access to preventive services ]
for everyone. The objectives are 0 I
organized into 22 priority areas. For
each of these priority areas, one or more
U.S. Public Health Service (PHS) 5k
agencies are designated to coordinate
activities directed toward attaining the
objectives (see appendiable |). 0

The Public Health Service 1 2 3 45 6 7 8 9 1011 1213 14 1516 17 18 19 20 21 22
periodically reviews progress toward the
year 2000 objectives for specific priority
areas and for special population groups

. e . Moved

In bnefmgs with the Surgeon General Priority toward Moved away Mixed/ Cannot

and ASS',Stam SeCfetafY f9r Health. area Met target from target no change assess Total
Summaries of these briefings are

published as part dPublic Health oo 1 6 5 0 1 13
Service Progress Review Reportson  2............ 5 13 6 1 2 27
Healthy People 200Q2) and are B 4 15 3 2 2 26
available on the internet at 4oL, 1 8 4 3 4 20
http://odphp.osophs.dhhs.gov/pubs/  5............ 0 8 1 1 2 12
hp2000/prog_rvw.htm. Thelealthy 6. 4 3 6 1 1 15
People 2000 Revieweries, which began7............ 3 6 5 0 5 19
with Healthy People 2000 Review, 19928............ 3 3 2 1 5 14
(3), presents an overview of the current9. . .......... 6 9 2 3 6 26
status of progress toward all of the 100 ... 3 10 5 1 1 20
national year 2000 objectives. The W 2 11 1 2 1 17
1992-94Reviews3-5) reported on the 12........... 2 5 1 0 0 8
objectives as published in the 1990 3. 1 8 2 2 4 17
Healthy People 200Q1). Beginning .o 1 8 5 1 2 17
with the 1995-9&Review(6), the 150 2 12 3 0 0 17
current status of progress toward the 16........... 6 10 0 0 1 17
year 2000 targets includes all additions17........... 1 5 11 4 2 23
and modifications that resulted from the18........... 2 7 3 1 4 17
1995 PHS midcourse review of the 19, ... 4 6 1 2 4 17
Healthy People 2000bjectives (7) (see 20........... 1 9 2 5 2 19
the Midcourse Modifications sectionin 21........... 0 2 1 3 2 8
the appendix). Thélealthy People 2000 22........... 0 6 1 0 0 7

objectives, tracking data, and additional - - - —
information are available on the InternetsOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics.
at http://www.health.gov/healthypeople
(see the Additional Sources of

Monitoring Data and Information share identical objectives, there is a totasubobjectives; with duplicates, there are

L : of 376 objectives including the 429 (7).
section in the appendix). duplicates. Subobjectives for minorities Movement either toward or away
and other special populations were from the target is determined by the
Summary of Progress established to address increased health direction of the change between the

. _ risks or disparities compared with the
There are 319 unduplicated main  total population. There are 319
objectives. Because some priority areas

Healthy People 2000 Review, 1998-99 1



baseline and the most recent data pointsubobjectives shown than to

Some of these changes are relatively  subobjectives not shown.

small and may be within what could be The third section consists of 22
expected on the basis of sampling or  chapters, one for eadHealthy People
random variation. For objectives with 2000 priority area. Each chapter

more than one measure (“compound” contains a summary data table, a text
objectives), if data show trends in
different directions, progress is labeled representing one of the priority area

as “mixed.” For compound objectives  objectives, and the full text of the

with partial data, progress is determinedobjectives in that priority area. Baseline
by the direction of the measure(s) with data that have been revised from those
data (for example, objectivé2.3. published in theHealthy People 2000
Finally, a few objectives are very broad Midcourse Review and 1995 Revisions
in scope and tracking data are not (7) are indicated with a footnote “a” in
available; in these cases the the data table.

subobjectives are being used to track The text for each chapter includes
progress (for example, objectide.14.  brief discussion of the public health
The following summary of progress is  significance of the priority area, data
based on the 319 unduplicated highlights, a summary of the progress
objectives. Current data indicate that  for the objectives, and data issues that
15 percent of the objectives have met may not be apparent from the summary

a,

objectives; these fourealthy People
20000bjectives continue monitoring the
data for the five major life-stage goals
of the 1990 health promotion and
disease prevention initiative (8)

H Table VI lists the publications in

discussion of specific data issues, a chatte Healthy People 2000 Statistical

Notesseries to date.

Healthy People 2010

The Healthy People 2010@bjectives
are currently under development. The
draft objectives were available for
public comment during fall 1998. The
final objectives will be developed during
1999 and will be published in January
2000. For more information oHllealthy
People 2010see
http://web.health.gov/healthypeople/.

the year 2000 targets. Movement towardable or the text of the objective, such as

the targets has been made for another proxy measures, differing tracking

44 percent of the objectives, and systems, and operational definitions.
18 percent show movement away from Most charts show the movement of
the targets. Data for 6 percent of the  one of the priority area objectives
objectives show mixed results and toward or away from the objective

3 percent show no change from the target. Some show the latest data for
baseline. Thirty-five objectives special population subobjectives. As in
(11 percent) have baseline data but havéhe chart section, the choice of charts
no additional data with which to does not confer more relative

evaluate progress (several objectives inimportance to any of the objectives
this category have supplemental data shown.

that cannot be used for determination of ~ An appendix and eight appendix
progress). Two new baselines were tables comprise the fourth section. The
obtained this year (for objectives8 appendix presents and discusses major
and8.1]). Baselines have yet to be data issues involved in the monitoring
obtained for 9 objectives (3 percent) (seef the objectives and subobjectives.
Priority Area 22).Figure 1shows the Sources of additional information on
progress of the objectives by priority ~ Healthy People 200@re also presented.

area. B Table llists the priority area lead

agencies
B Table Il lists the acronyms used in
the list of data sources in the chapter
data summary tables
H Table Il displays the cause-of-deat
This Reviewis organized into four — categories used for thdealthy People
major sections. The introductory section 2000 mortality objectives compared with
includes a brief history oHealthy the cause-of-death categories used for
People 200tand a summary of the the mortality tabulations published by
progress of all year 2000 objectives.  the National Center for Health Statistics
The second section is a chart B Table IV lists ICD-9-CM codes
section. Each year, beginning with the used for objectives tracked by the
1995-96 issue, thReviewfocuses on National Hospital Discharge Survey
special population groups targeted by M Table Vshows trends in the Health
Healthy People 20Q0This year, a
selection of subobjectives for people at 22.1
different life stages is highlighted with a @ Table VI presents the latest
series of charts showing the latest data available Health Status Indicators data
on progress toward the subobjective  for racial and Hispanic-origin population
targets. The choice of charts is meant togroups
be illustrative and does not confer more® Table VII shows progress since the
relative importance to any of the 1987 baseline for the age-related

Organization and Scope of this
Review

2
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List of Special Population Figures

Infants/Children

m O Oowp

m

Infant mortality rates: United States, 1987-97, and year 2000 target for objective 14.1 6
Death rates for children 1-14 years: United States, 1987-97, and year 2000 target 7
Death rates from drowning for children 4 years and under: United States, 1987-96, and year 2000 target for
objective 9.5a 7
Death rates from fires for children 4 years and under: United States, 1987-96, and year 2000 target for
objective 9.6a 8
Nonfatal poisoning rates among children 4 years and under: United States, 1986—-97, and year 2000 target for
objective 9.8a 8
Proportion of children 4 years and under using motor vehicle occupant protection systems: United States, selected
years 1988-96, and year 2000 target for objective 9.12a 9
Asthma hospitalization rates for children 14 years and under: United States, 1987-96, and year 2000 target for
objective 11.1b 9
Restricted activity days due to acute middle ear infection among children 4 years and under: United States,
1987-96, and year 2000 target for objective 20.9 10

Adolescents/Young Adults

J.  Death rates for adolescents and young adults 15-24 years: United States, 1987-97, and year 2000 target 10

K. Proportion of students in grades 9-12 who participated in daily school physical education: United States, 1991,
1993, 1995, 1997, and year 2000 target for objective 1.8 11

L. Proportion of high school seniors and college students who report heavy drinking: United States, 1989-97, and year
2000 targets for objective 4.7 11

M. Proportion of adolescents 12—-17 years who have used alcohol, marijuana, cocaine, or cigarettes in the past month:
United States, 1988, 1990-97, and year 2000 targets for objective 4.6_(3.20) 12

N. Suicide rates among adolescents 15-19 years: United States, 1987-97, and year 2000 target for objective_6.1427.2a)

O. Monthly incidents of physical fighting and weaponcarrying among adolescents 14-17 years: United States, 1991,
1993, 1995, 1997, and year 2000 targets for objectives 7.9 and 7.10 13

P.  Prevalence ofhlamydia trachomatismong young women 15-24 years: United States, 1988, 1995, 1996, and year
2000 targets for objective 19.2 13

Adults

Q. Death rates for adults 25-64 years: United States, 1987-97, and year 2000 target 14

R. Incidence of nonfatal work-related injuries: United States, 1988-96, and year 2000 targets for objective 10.2 14

S.  Proportion of people 35-44 years who have never lost a permanent tooth due to dental caries or periodontal disease:
United States, 1985-86, 1988-94, and year 2000 target for objective 13.3 15

T. Prevalence of gingivitis and periodontal disease in people 35-44 years: United States, 1985-86, 1988-94, and year
2000 targets for objectives 13.5 and 13.6 15

U. Prevalence of significant hearing impairment in people 45 years and over: United States, 1986—88, 1988-96, and
year 2000 target for objective 17.6 16

W. Proportion of degrees in health professions awarded to members of under-represented racial and ethnic minority
groups: United States, 1985-96, and year 2000 targets for objective 21.8 16

Older Adults

Y. People 70 years and over who have difficulty performing two or more personal care activities: United States,
1984-85 and 1994-95, and year 2000 targets for objective 17.3 (1.13) 17

Z. Suicide rates for white males 65 years and over: United States, 1987-97, and year 2000 target for objective
6.1c (7.2c) 17

AA. Death rates for selected causes of unintentional injury among older Americans: United States, 1987-96, and year
2000 targets for objectives 9.3c, 9.4a—b, 9.6b 18

BB. Proportion of females 70 years and over receiving mammograms and Pap tests: United States, 1987, 1990, 1992-94,
and year 2000 targets for objectives 16.11d and 16.12b 18

CC. Proportion of people 65 years and over who ever received a pneumococcal immunization and the proportion of

people 65 years and over who received an influenza immunization in the past year: United States, 1989, 1991,
1993-95, and year 2000 targets for objective 20.11 19

Healthy People 2000 Review, 1998-99 5



Charting Special
Populations:
Life-Stage Objectives

This special chart section focuses
on objectives irHealthy People 2000
that are important to people at different
stages in life. Included in the 26 charts
are selected data from objectives
targeting infants and children,
adolescents and young adults, adults,
and older adults.

The figures shown are illustrative;
the choice of objectives and
subobjectives does not confer more
relative importance to those shown than
to others.

Infant Mortality Figure A. Infant mortality rates: United States, 1987-97, and year

Status: moving toward target

2000 target for objective 14.1

Between 1987 and 1997, infant  Rate per 1,000 live births

mortality rates have declined steadily. At2
the current average annual rate of
decline, the year 2000 target of 7 infant
deaths per 1,000 live births will be met
in 1998.

10

Year 2000 target

1987

1988 1989 1990 1991 1992 1993 1994 1995 1996 1997*

Healthy People 2000 Review, 1998-99




Deaths: 1-14 Years Figure B. Death rates for children 1-14 years: United States,
1987-97, and year 2000 target

Deaths per 100,000 population

Death rates for children 1-14 years3s
have declined by 26 percent from the
1987 baseline to surpass the year 200030 |
target of 28 deaths per 100,000
population. Preliminary 1997 data
indicate a death rate of 25 per 100,00025
population for this age group.

Status: target met

Year 2000 target

20

15 |

10 |

0 | | | | | | | | | | |
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997*

Deaths From Drowning Figure C. Death rates from drowning for children 4 years and
under: United States, 1987-96, and year 2000 target for objective

9.5a
The drowning death rate for )
children 4 years and under was 2.8 in Deaths per 100,000 population

Status: moving toward target

1996. This is a decrease from the rate 8f
3.7 recorded for 1995 and equals the
rate observed in 1994.
4 |-
3 -
|
2 F Year 2000 target
1
0 1 1 1 1 1 1 1 1 1 1

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996

Healthy People 2000 Review, 1998-99 7



Deaths From Fire Figure D. Death rates from fires for children 4 years and under:

United States, 1987-96, and year 2000 target for objective 9.6a
Status: target met

The death rate from fire for childrerDeaths per 100,000 population
4 years and under was 2.4 in 1996. Theg

year 2000 target of 3.3 deaths per
100,000 children in this age group was
met in 1995.
4
3 I Year 2000 target
2 -
1 —
0 1 1 1 1 1 1 1 1 1 1
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996
Nonfatal Poisonings Figure E. Nonfatal poisoning rates among children 4 years and

Status: target met gnSder: United States, 1986-97, and year 2000 target for objective
Although the method for calculating a_ ]

nonfatal poisoning rates among childrert ©isonings per 100,000 population

4 years and under has changed since tf@0

establishment of the year 2000

objective, the target of 520 poisonings

per 100,000 children in this group was

surpassed in 1995 and has improved 600

consistently since then. (See Priority

Area 9 text for more information.)

Year 2000 target
400 |-

200 |-

0 1 1 1 1 1 1 1 1 1 1 1 1
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997

8 Healthy People 2000 Review, 1998-99



Motor Vehicle Child Figure F. Proportion of children 4 years and under using motor
vehicle occupant protection systems: United States, selected years

Safety 1988-96, and year 2000 target for objective 9.12a
Status: moving toward target Percent
The proportion of children 4 years 80

and under using child restraint systems Year 2000 target
such as safety belts and child safety
seats has increased from 48 percent in
1988 to 61 percent in 1996 approaching0 -
the year 2000 target of 70 percent. /

40

20

0 1 1 1 1 1 1 1 1 1
1988 1990 1991 1993 1994 1996

Asthma Hospitalization Figure G. Asthma hospitalization rates for children 14 years and
under: United States, 1987-96, and year 2000 target for objective

11.1b
The rate of hospitalization from o .
asthma for children 14 years and undefospitalizations per 100,000 population

Status: moving away from target

was 338 per 100,000 population in 500
1996. This is an improvement compared
with the 1995 rate of 396, although it is
still considerably above the baseline ratqo |-
(284) observed in 1987.

300 "

200 - Year 2000 target

100 |~

0 1 1 1 1 1 1 1 1 1 1

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996

Healthy People 2000 Review, 1998-99 9



Activity Limitation due FigureH. Restricted activity days due to acute middle ear
. infection among children 4 years and under: United States,
to Ear Infections 1987-96, and year 2000 target for objective 20.9

Status: target met ]
) Rate per 100 population
For every 100 children 4 yearsand 55

under, there were 103.4 restricted
activity days due to acute middle ear
infection in 1996. The target of 105.0
restricted activity days has been met. 200 -

150

100

Year 2000 target
50 |-
0 1 1 1 1 1 1 1 1 1 1
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996

Deaths: 15-24 Years Figure J. Death rates for adolescents and young adults 15-24
Status: target met years. United States, 1987-97, and year 2000 tar get

Death rates for adolescents and
young adults 15-24 years have declined Deaths per 100,000 population
over the past decade to 84.6 per 100,000 120

in 1997; meeting the year 2000 target of
85 per 100,000.
100 |

80 - Year 2000 target

60 [
40 |

20 -

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

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997*
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Physi cal Education Figure K. Proportion of studentsin grades 9-12 who participated
_ in daily school physical education: United States, 1991, 1993,
Status: moving away from target 1995, 1997, and year 2000 target for objective 1.8

In 1997, 27 percent of the students
in grades 9-12 participated in daily Percent
school physica education. Although this
latest figure is lightly higher than the 60
1995 rate, it is 36 percent lower than the
proportion observed in 1991. Unless Year 2000 target
there is a significant change in the trend,
it is unlikely that the year 2000 goal of
50 percent will be met.

1991 1993 1995 1997

Heavy Drinking Figure L. Proportion of high school seniors and college students
who report heavy drinking: United States, 1989-97, and year 2000

Status: moving toward target “AVY
targets for objective 4.7

After declining to a low of
28 percent in 1993, heavy drinking
among high school seniorsincreased to  Percent
31 percent in 1997. Among college 50

students, heavy drinking has varied very
little between 1989 and 1997. At
41 percent in 1997, heavy drinking —— S, Year
among college students is far above the 40 - College students \/ 2000
year 2000 target of 32 percent. targets
|
30
High school seniors
20
10
1 1 1 1 1 1 1 1 1 1 1 1
1989 1990 1991 1992 1993 1994 1995 1996 1997 2000

Healthy People 2000 Review, 1998-99 11



Adolescent Substance
Use

Status: mixed trends

Although alcohol use for
adolescents 1217 years decreased
39 percent between 1988 and 1997, the
percent of this age group using alcohol
is still well above the year 2000 target
of 12.6 percent.

Current marijuana use for
adolescents decreased between 1988 and
1992. In 1993, the trend reversed and by
1997 the rate was almost twice the year
2000 target.

In 1996, cocaine use was one-half
the rate of use observed in 1988 and
had met the year 2000 target. These
gains were reversed and in 1997, the
rate was almost as high as it was a
decade ago.

Current cigarette usage declined
from 1988 to 1992 and then remained
relatively unchanged until 1994. The use
rate has fluctuated between 1994 and
1997.

Suicide
Status: moving toward target

Suicide rates among adolescents
15-19 years are lower than they have
been in the past decade. The rates have
dropped substantially since 1994 to a
preliminary rate of 9.5 per 100,000 in
1997.

12

Figure M. Proportion of adolescents 12-17 years who have used
alcohol, marijuana, cocaine, or cigarettesin the past month:
United States, 1988, 199097, and year 2000 tar gets for objective

4.6 (3.20)
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Figure N. Suicide rates among adolescents 15-19 years. United
States, 198797, and year 2000 target for objective 6.1a (7.2a)
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Fighting and Weapon- Figure O. Monthly incidents of physical fighting and weapon-
carrvin carrying among adolescents 14-17 years. United States, 1991,
ying 1993, 1995, 1997, and year 2000 tar gets for objectives 7.9 and 7.10

Status: moving toward target

Among adolescents 14-17 years, Incidents per 100 students
monthly incidents of physical fighting 150
and weapon carryi ng have both Year
decreased substantially. By 1997, the o 2000
year 2000 target for weapon carrying 190 L Physical fighting targets
had been surpassed and the incidence of
physical fighting was very close to the
year 2000 target.
90 |- i
Weaponcarrying
60 |-
30 -
0 1 1 1 1 1 1 1 1 1 1
1991 1993 1995 1997 2000

Chlamydia TrachomatisS  Figure P. Prevalence of chlamydia trachomatis among young
women 15-24 years. United States, 1988, 1995, 1996, and year

Status: moving toward target >
2000 targets for objective 19.2

A clear downward trend is evident
in the prevalence of chlamydia
trachomatis among women 15-24 years. Percent

The older females (20-24 years) in this 20
group have already surpassed the year [11988 [11995 [EN1996
2000 target of 5 percent. If the declining m— Year 2000 target
trend among the younger females

(15-19 years) continues, this age group 15
will also meet the target by 2000.

10 |

Females 15-19 years Females 20-24 years
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Deaths: 2564 Years

Status. moving toward target

Preliminary 1997 data indicate that
death rates for adults 25-64 years have
declined 14 percent since 1987. At the
current rate of decline, the year 2000
target of 340 deaths per 100,000 will
not be met.

Nonfatal Work-Related
Injuries
Status: mixed trends

The year 2000 targets for the
incidence of nonfatal work- related
injuries that resulted in medical
treatment, lost time from work, or
restricted work activity have been met
for construction and mine workers.

The rates for all full-time workers
have fluctuated, but show a genera
decline. At the current annual average
change in rates, the year 2000 target of
6 per 100 workers will not be met.

Rates for transportation workers are
also generally declining, but are not
expected to reach the target. Generaly,
declining rates for farm workers indicate
that the target will be reached by 2000.

Nursing and personal care workers
are the only group of employees tracked
for this objective for whom rates are
moving away from the year 2000 target,
presenting a major challenge to the
public health community.

14

Figure Q. Death rates for adults 25-64 years. United States,
198797, and year 2000 tar get

Deaths per 100,000 population
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Figure R. Incidence of nonfatal work-related injuries:
United States, 1988-96, and year 2000 targets for objective 10.2
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L oss of Per manent
Teeth

Status: moving away from target

The proportion of people 3544
years who have never lost a permanent
tooth to dental caries or periodontal
diseases has changed dlightly between
the 1985-86 and 1988-94 reporting
periods. At about 30 percent, the rate is
far below the year 2000 target of
45 percent.

Gum Disease

Status: mixed trends

There has been some improvement
in the prevalence of periodontal disease
between the 1985-86 and 1988-94
reporting periods (25 percent vs.

21 percent) for people 35-44 years.
However this is not true for gingivitis.
The prevalence of gingivitis has
increased from 41 to 48 percent for the
same group during that time period.

Healthy People 2000 Review, 1998-99

Figure S. Proportion of people 3544 years who have never lost a
permanent tooth due to dental caries or periodontal disease:
United States, 1985-86, 1988-94, and year 2000 target for
objective 13.3
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Figure T. Prevalence of gingivitis and periodontal disease in
people 3544 years. United States, 1985-86, 1988-94, and year
2000 targets for objectives 13.5 and 13.6
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Hearing Impair ment
Status. moving toward target

The prevalence of significant
hearing impairment for people 45 years
and over has fluctuated between
1986-88 and 1994-96. The most recent
data for 1993-95 and 1994-96, show
declines below the baseline for the first
time in the decade (from 203.0 per
1,000 in 1986-88 to 195.9 per 1,000 in
1994-96).

Degrees Awar ded

Status: moving toward target

Between academic years 1985-86
and 1995-96, the proportion of health
profession degrees awarded to blacks
and American Indiang/Alaska Natives
have increased. For Hispanics, the
proportion of degrees awarded peaked
from 1991 to 1993 and have since
regressed to slightly above the 1985-86
baseline level.

16

Figure U. Prevalence of significant hearing impairment in people
45 years and over: United States, 198688, 198896, and year
2000 target for objective 17.6
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Figure W. Proportion of degreesin health professions awarded to
members of under-represented racial and ethnic minority groups.
United States, 1985-96, and year 2000 targets for objective 21.8
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Difficulty Performing Figure Y. People 70 years and over who have difficulty

) e performing two or more personal care activities: United States,
Self-Care Activities 198485 and 199495, and year 2000 targets for objective 17.3
Status: moving away from target (1.13)

Difficulty performing two or more
self-care activities among people 70 Rate per 1,000 population
years and over has increased between 250

1984-85 and 1994-95. Among the total
population 70 years and over, there has [11984-85 [@1994-95
been a 16-—percent increase in this 200 k- === Year 2000 target
decade—from 141 to 163 per 1,000
population; among the black population

in this age group, the increase has been
31 percent—from 166 to 218 per 1,000 150 |-
population.
100 |-
50 |-
0
All persons Black
Suicide Figure Z. Suicide rates for white males 65 years and over:
Status: target met tJ7n2it§d States, 198797, and year 2000 target for objective 6.1c
.ZC

The year 2000 target for the
reduction of suicide rates for white
males 65 years and over was met in Deaths per 100,000 population
1994. Since then, the rate has declined 75

even further, reaching a preliminary rate
of 35.5in 1997.
60
45 -
Year 2000 target :
30
15 -
0 1 1 1 1 1 1 1 1 1 1 1

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997*
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Deaths From Injury

Status: mixed trends

The rates of death for older
Americans resulting from falls and
motor vehicle crashes have increased 1000
over the last decade, while the rate of
death from fires have decreased. As the
nation’s population ages, and the
proportion of “elderly elderly”
increases, progress in these areas will
become more challenging.

10

Mammograms and
Pap Tests

Status: moving toward target

Deaths per 100,000 population

Figure AA. Death rates for selected causes of unintentional injury
among older Americans: United States, 1987-96, and year 2000
targets for objectives 9.3c, 9.4a—b, 9.6b

Fall-related: 85 years and over

Motor vehicle crashes: 70 years and over

Fall-related: 65-84 years

Fire-related: 65 years and over

Year
2000
targets

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996

2000

Figure BB. Proportion of females 70 years and over receiving
mammograms and Pap tests: United States, 1987, 1990, 1992-94,
and year 2000 targets for objectives 16.11d and 16.12b

The proportion of females 70 years’ €rcent
and over receiving breast examinations!00
and mammograms in the past 2 years =
more than doubled between 1987 and f
1994 (18 percent and 45 percent, 80 | E ved Pap fest
respectively). For this same age group, — verreceived Fap tes
the proportion ever receiving Pap tests
and receiving Pap tests in the past 3 60 k -
years increased as well, but not as Year
dramatically. Pap test in past 3 years 206(?0
20 k targets
Mammogram in past 2 years*
20 +
o L 1 1 1 1 1 1 1 1 1 1 1
1987 1990 1992 1993 1994 2000
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Immunizations Figure CC. Proportion of people 65 years and over who ever
received a pneumococcal immunization and the proportion of
Status: moving toward target people 65 years and over who received an influenza immunization
Between 1989 and 1995. the in the past year: Ur_liteq States, 1989, 1991, 1993-95, and year
proportion of all persons 65 ),/ears and 2000 targets for objective 20.11

over who ever received pneumococcal pgreent
immunization more than doubled. For 75

the total population the increase was Pneumococcal Influenza

from 15 to 34 percent, for blacks it

increased from 6 to 23 percent, and for60 Year 2000 target Year 2000 target
-

Hispanics the increase was from 11 to
23 percent. The percentages of all

persons in this same age group who All persons
received an influenza immunization in 45
the past year also increased dramatically.
The percentage of blacks immunized

doubled followed by the total populationg |
and Hispanics, which nearly doubled.

Hispanics

All persons

Blacks

Blacks

Hispanics

0 1 1 1 1 1 1 1 1 1 1 1 1 1 1
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Data Tables for Figures A-CC

Figure A. Infant mortality rates: United States, 1987-97, and year 2000 target for objective 14.1

Year
2000
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 target

Infant mortality (deaths under 1 year per
1,000 live births) . .. .............. 101 100 9.8 9.2 8.9 8.5 8.4 8.0 7.6 7.3 P7.1 7

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

Figure B. Death rates for children 1-14 years: United States, 1987-97, and year 2000 target

Year
2000
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 target

Children 1-14 years (total deaths per
100,000) . . 337 336 328 308 307 288 298 285 278 265 P250 28

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

Figure C. Death rates from drowning for children 4 years and under: United States, 1987-96, and year 2000 target for objective 9.5a

Year
2000
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 target

Children 4 years and under. . . .......... 4.3 3.9 3.7 3.4 3.6 3.2 3.2 2.8 3.7 2.8 2.3

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

Figure D. Death rates from fires for children 4 years and under: United States, 1987-96, and year 2000 target for objective 9.6a

Year
2000
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 target

Children 4 years and under. . . .......... 4.5 4.2 3.9 3.5 3.8 3.4 3.6 3.5 2.6 2.4 3.3

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

Figure E. Nonfatal poisoning rates among children 4 years and under: United States, 198697, and year 2000 target for objective 9.8a

Year
2000
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 target

Children 4 years and under. . ........... 664 604 681 636 705 638 626 597 518 499 470 460 520

SOURCE: Consumer Product Safety Commission, Directorate for Epidemiology, National Electronic Injury Surveillance System.
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Figure F. Proportion of children 4 years and under using motor vehicle occupant protection systems: United States, selected years
1988-96, and year 2000 target for objective 9.12a

Year

2000

1988 1990 1991 1993 1994 1996 target

Children 4 years and under. . . .......... 48% 50% 55% 60% 60% 61% 70%

SOURCES: U.S. Department of Transportation, National Highway Traffic Safety Administration. For 1988-91, 19 Cities Survey; For 1993, Population Weighted State
Surveys; For 1994 and 1996, National Occupant Protection Use Surveys.

Figure G. Asthma hospitalization rates for children 14 years and under: United States, 1987-96, and year 2000 target for objective 11.1b

Year
2000
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 target

Children 14 years and under. . .. ........ 284 310 312 308 339 344 280 295 396 338 225

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Hospital Discharge Survey.

Figure H. Restricted activity days due to acute middle ear infection among children 4 years and under: United States, 1987-96, and year
2000 target for objective 20.9

Year
2000
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 target

Earinfections ... .................... 1354 130.8 138.8 125.0 155.7 1552 196.3 137.0 1344 1034 105.0

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

Figure J. Death rates for adolescents and young adults 15-24 years: United States, 1987-97, and year 2000 target

Year
2000
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 target

Adolescents and young adults 15-24 years
(total deaths per 100,000)............. 97.8 97.8 100.0 97.6 100.1 956 985 98.0 953 89.6 P84.6 85

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

Figure K. Proportion of students in grades 9-12 who participated in daily school physical education: United States, 1991, 1993, 1995,
1997, and year 2000 target for objective 1.8

Year

2000

1991 1993 1995 1997 target

Students ingrades 9-12. . ... .......... 42% 34% 25% 27% 50%

SOURCE: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Youth Risk Behavior Survey.
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Figure L. Proportion of high school seniors and college students who report heavy drinking: United States, 1989-97, and year 2000
targets for objective 4.7

Year
2000
1989 1990 1991 1992 1993 1994 1995 1996 1997  target
High school seniors .. ................ 33.0% 322% 29.8% 27.9% 27.5% 28.2% 29.8% 30.2% 31.3% 28.0%
College students. . . .................. 41.7% 41.0% 42.8% 41.4% 40.2% 40.0% 40.0% 38.3% 40.7% 32.0%
NOTE: Heavy drinking is defined as 5 or more drinks on one occasion in the past 2 weeks.
SOURCE: National Institutes of Health, National Institute on Drug Abuse, Monitoring the Future Study.
Figure M. Proportion of adolescents 12—-17 years who have used alcohol, marijuana, cocaine or cigarettes in the past month:
United States, 1988, 1990-97, and year 2000 targets for objective 4.6 (3.20)
Year
2000
1988 1990 1991 1992 1993 1994 1995 1996 1997  target
Alcohol . . ... ... 33.4% 325% 27.0% 209% 23.9% 21.6% 21.1% 188% 20.5% 12.6%
Marijuana . . ............... o . 5.4% 4.4% 3.6% 3.4% 4.0% 6.0% 8.2% 7.1% 9.4% 3.2%
Cocaine . ... 1.2% 0.6% 0.4% 0.3% 0.4% 0.3% 0.8% 0.6% 1.0% 0.6%
Cigarettes. . .. ... i 22.7% 22.4% 20.9% 184% 185% 18.9% 20.2% 183% 19.9% 6.0%

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

Figure N. Suicide rates among adolescents 15-19 years: United States, 1987-97, and year 2000 target for objective 6.1a (7.2a)

Year
2000

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 target

Adolescents 15-19years . ............. 102 111 121 1121 110 108 109 111 105 9.7 P9.5

8.2

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

Figure O. Monthly incidents of physical fighting and weaponcarrying among adolescents 14—17 years: United States, 1991, 1993, 1995,

1997, and year 2000 targets for objectives 7.9 and 7.10

Year

2000

1991 1993 1995 1997 target
Physical fighting . . ................... 137 137 128 115 110
Weapon-carrying. . . .................. 107 92 81 74 86

SOURCE: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Youth Risk Behavior Survey.

Figure P. Prevalence of Chlamydia trachomatis among young women 15-24 years: United States, 1988, 1995, 1996, and year 2000
targets for objective 19.2

Year

2000

1988 1995 1996 target
Females 15-19years................... . ...... 12.2% 6.7% 5.4% 5%
Females 20-24 years. . ..., 8.5% 4.2% 3.4% 5%

SOURCE: Centers for Disease Control and Prevention, National Center for HIV, STD, and TB Prevention, Sexually Transmitted Disease Surveillance System.
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Figure Q. Death rates for adults 25-64 years: United States, 1987-97, and year 2000 target

Year
2000

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 target

Adults 25—-64 years (total deaths per
100,000) . . .o oo 426.9 423.2 414.1 406.2 400.7 394.7 400.1 398.6 397.3 382.0 P366.1 340

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

Figure R. Incidence of nonfatal work-related injuries: United States, 1988-96, and year 2000 targets for objective 10.2

Year

2000

1988 1989 1990 1991 1992 1993 1994 1995 1996 target
Full-time workers . ................... 8.3 8.2 8.3 7.9 8.3 7.9 8.4 7.5 6.9 6
Construction workers . ................ 14.4 14.2 14.1 12.8 12.9 12.0 11.8 10.4 9.7 10
Nursing and personal care workers. . .. ... 14.8 15.2 15.4 15.0 18.2 16.9 16.5 17.8 16.2 9
Farmworkers . ...................... 11.7 11.7 12.3 10.2 11.0 10.9 9.7 9.9 8.9 8
Transportation workers . .. ............. 8.8 9.1 8.4 9.1 8.8 9.1 9.3 8.7 8.4 6
Mineworkers . ........... .. ... . ... .. 8.5 8.2 8.1 7.1 7.0 6.5 6.3 6.0 5.3 6

NOTE: Nonfatal work-related injuries are injuries occuring at work that resulted in medical treatment, lost time from or restricted work activity.
SOURCE: Department of Labor, Bureau of Labor Statistics, Annual Survey of Occupational Injuries and llinesses.

Figure S. Proportion of people 35-44 years who have never lost a permanent tooth due to dental caries or periodontal disease:
United States, 1985-86, 1988-94, and year 2000 target for objective 13.3

Year
2000
1985-86 1988-94 target
Notoothloss ....................... 31.0% 30.0% 45.0%

SOURCES: Data for 1985-86: National Institutes of Health, National Institute for Dental Research, National Survey of Oral Health in U.S. Employed Adults and Seniors.
Data for 1988-94: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health and Nutrition Examination Survey.

Figure T. Prevalence of gingivitis and periodontal disease in people 35-44 years: United States, 1985-86, 1988-94, and year 2000
targets for objectives 13.5 and 13.6

Year

2000

1985-86 1988-94 target
Gingivitis. . ... ... 41% 48% 30%
Periodontal disease .................. 25% 21% 15%

SOURCE: Data for 1985-86: National Institutes of Health, National Institute for Dental Research, National Survey of Oral Health in U.S. Employed Adults and Seniors.
Data for 1988-94: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health and Nutrition Examination Survey.

Figure U. Prevalence of significant hearing impairment in people 45 years and over: United States, 1986—88, 1990-96, and year 2000
target for objective 17.6

Year
2000

1986-88 1988-90 1989-91 1990-92 1991-93 1992-94 1993-95 1994-96 target

Significant hearing impairment ... ....... 203.0 206.2 205.2 215.7 213.2 207.4 200.4 1959 180.0

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics. National Health Interview Survey.
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Figure W. Proportion of degrees in health professions awarded to members of under-represented racial and ethnic minority groups:
United States, 1985-96, and year 2000 targets for objective 21.8

Year

2000

1985-86  1990-91  1991-92  1992-93 1993-94 1994-95 1995-96  target

Black .............. ... ... oL 5.0% 5.7% 5.7% 5.9% 5.9% 6.0% 6.6% 8.0%
Hispanic........................... 3.0% 4.3% 4.8% 4.8% 4.3% 4.1% 3.8% 6.4%
American Indian/Alaska Native . ......... 0.3% 0.4% 0.5% 0.4% 0.4% 0.4% 0.5% 0.6%

SOURCE: Health Resources and Services Administration, Bureau of Health Professions, Minorities and Women in the Health Fields.

Figure Y. People 70 years and over who have difficulty performing two or more personal care activities: United States, 1984-85 and
1994-95, and year 2000 targets for objective 17.3 (1.13)

Year

2000

1984-85 1994-95 target
Al PEISONS . . . 141 163 90
Black .. ... 166 218 98

NOTE: Personal care activities are bathing, dressing, using the toilet, getting in and out of bed or chair, and eating.
SOURCES: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview Survey and National Nursing Home Survey.

Figure Z. Suicide rates for white males 65 years and over: United States, 1987-97, and year 2000 target for objective 6.1c (7.2c)

Year
2000
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 target

White male 65 years and over . . 46.7 45.7 44.3 44.4 42.7 41.0 40.9 38.9 38.7 37.8 P355 39.2

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

Figure AA. Death rates for selected causes of unintentional injury among older Americans: United States, 1987-96, and year 2000 targets
for objectives 9.3c, 9.4a-b, 9.6b

Year
2000
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 target

Motor vehicle crash deaths

People 70 years and over . .. ......... 22.6 24.2 23.7 23.9 22.3 21.9 22.9 23.3 23.3 23.1 20.0
Fall-related injury deaths

People 65-84 years ................ 18.1 18.0 18.0 17.8 18.0 17.6 17.8 18.3 18.5 19.9 14.4

People 85 yearsand over . . .......... 133.0 1441 1416 1431 1475 1473 1495 1470 1520 159.6 105.0
Fire-related deaths

People 65 yearsand over .. .......... 4.9 4.9 4.6 4.1 3.9 3.7 3.7 3.5 3.6 3.8 3.3

SOURCES: Centers for Disease Control and Prevention, National Center Health Statistics, National Vital Statistics System. For motor vehicle crash deaths: U.S.
Department of Transportation, National Highway Traffic Safety Administration, Fatality Analysis Reporting System.
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Figure BB. Proportion of females 70 years and over receiving mammograms and Pap tests: United States, 1987, 1990, 1992-94, and

year 2000 targets for objectives 16.11d and 16.12b

Year

2000

1987 1990 1992 1993 1994 target

Mammogram and clinical breast exam in past 2 year . . 18% 39% 39% 44% 45% 60%
Pap test

Everreceived ......... ... ... . ... ... 76% --- 86% 91% 90% 95%

44% --- 46% 54% 53% 70%

Received inpast3years. . ....................

Data are unavailable.

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

Figure CC. Proportion of people 65 years and over who ever received a pneumococcal immunization and the proportion of people 65

years and over who received an influenza immunization in the past year: United States, 1989, 1991, 1993-95, and year 2000 targets for

objective 20.11

Year
2000
1989 1991 1993 1994 1995 target
Pneumococcal immunization
Allpersons .................... 15% 21% 28% 30% 34% 60%
Black persons . ............... 6% --- 14% 15% 23% 60%
Hispanic persons . . ............ 11% --- 12% 14% 23% 60%
Influenza immunization
Allpersons .................... 33% 42% 52% 55% 58% 60%
Black persons . ............... 20% --- 32% 39% 40% 60%
Hispanic persons . . ............ 28% --- 47% 38% 40% 60%

Data are unavailable.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview Survey.
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Priority Area 1
Physical Activity and

Figure 2. Proportion of people 18 years and over participating in
light-to-moderate physical activity: United States, 1985, 1990,
1991, 1995, and year 2000 targets for objective 1.3

Fithess

Percent
50

Background

The adoption and maintenance of a40
physically active lifestyle is essential for
a healthy life. Physical activity has been
known for decades to have protective 30
effects for several chronic diseases,
including coronary heart disease,

5 or more times
per week: all persons

Year
2000
targets

hypertension, noninsulin-dependent

diabetes mellitus, osteoporosis, colon 20
cancer, and depression and anxiety (1,2).
On average, physically active people
outlive those who are inactive (3-5).
Regular physical activity can also help
to maintain the functional independence
of older adults and enhance the quality

7 or more times

10 per week: all persons

5 or more times
per week: Hispanic

of life for people of all ages (6-8).

1985 1990 1991 1995 2000

Data Summary vear
o 2000
Highlights 1985 1990 1991 1995 target
Coronary heart disease death ratess or more times per week. . . . . . . . 22% 23% 24% 23% 30%

(objective1l.1) continue to decline for

| Hispanic 18 years and over
the total population and for the black

7 or more times per week

16%

20%
17%

22%
16%

25%

16% 30%

population, although rates are declining
more slowly among blacks. Overweight. - -
prevalence 1.2) has increased

Not applicable.

NOTE: For years 1985 and 1990, data are for ages 18-64 only.

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

adults between 1976—80 and 1988-94, National Health Interview Survey.
moving further away from the targets
for the total population and for all
special populations. The proportion of
the population reporting physical
activity (1.3, 1.4, 1.8 has remained
essentially unchanged, and progress is

very limited (sedfigure 9. Participation gy ajjable for children 6-17 years.
in daily school physical educatiod )  prggress for objectiva.12 (clinician

has been declining for students in gradeg l bout physical activity) i
9-12, and the number of minutes of bgzgée(;:\]%h% ?eupoprtsyf)llgﬁuzri;em y)is

active physical education class time practitioners only.
reflect a slow downward trend as well
(1.9. The proportion of nurse

(2.2, 1.7, 1.8, 1.9and1.13. Data to
update progress for objectiviell are
not yet available. For objectivels3-1.5
which target the physical activity levels
of adults and children, data are not

practitioners who counsel Data Issues
81-100 percent of sedentary patients
about physical activity has increased  Definitions

(1.12.

Summary of Progress

Operational definitions and data
collection specifications for all year
2000 objectives in Priority Area 1 have
been published in the National Center
for Health StatisticsStatistical Notes
series (9). Data issues are discussed a
references are cited for expanded
discussions of the data systems that
provide data for the national objectives.

Of the 13 physical activity and
fithess objectives, objective.10
worksite fitness programs, has met the
year 2000 targets; 6 additional
objectives show progress toward the
targets 1.1, 1.3, 1.4, 1.5, 1,6and1.12);

Healthy People 2000 Review, 1998-99

and 5 are moving away from the targetsWhere appropriate, the text of the

questionnaire items used to measure the
objectives is also provided. See the
appendix for further information.
Coronary heart disease deaths
(objectivel.1) are defined by ICD-9
codes 402, 410-414, and 429.2. These
codes are different from the codes used
to define the category “Diseases of
heart,” which often appears in published
tables (see appendix text atable II).
Physical activity and fithess as a
recognized risk factor for health
outcomes is still a relatively new
concept, contributing to present
difficulties in tracking some objectives
with appropriate operational definitions.
Calculations vary from simple counts
(for example, weight-training three or
more times a week) to complex
formulas (for example, calculating
erage kilocalories expended per
llogram per day) (10). There is a
growing appreciation of the benefits of
developing a pattern of regular physical
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activity; thus the intent of objectivé.3 ~ whom administrators reported to the The 1985 and 1992 data for
(light-to-moderate physical activity) is to NNHS as “receiving assistance” with at objectivel.10are from the National

generate calorie-burning activity by least two ADLs. The denominator for  Survey of Worksite Health Promotion
emphasizing the importance of regular the baseline was the civilian, Activities, which were telephone surveys
physical activity that can be sustained noninstitutionalized population 65 years of nongovernment worksites. Worksites
throughout the lifespan. The sum of all and over plus the nursing home were sampled because different
physical activities performed at least 30 population 65 years and over. The worksites within the same company

minutes per occasion five or more or  update for this objective is derived from could have different sets of health
seven or more times a week regardless combined data from the 1994 NHIS promotion activities. Both active (for
of the intensity has been defined as Second Supplement on Aging (SOA Il) example, classes) and passive (for
measuring this objective. and data from the 1995 NNHS using theexample, brochures) methods were

To measure the proportion of adults same questions as were used for the  counted as worksite health promotion
performing vigorous physical activity baseline. However, because of the way activities. The 1995 update is from the
(1.4), the predicted maximum data were collected in the SOA Il, the CDC-sponsored Worksite Benchmark
cardiorespiratory capacity was estimatedl994—-95 update is for persons 70 yearsSurvey, which used a methodology very
using age- and sex-based regression and over. The 1984-85 data were also similar to the 1992 survey, but did not

equations and then multiplying by computed for ages 70 years and over toinclude passive methods (for example,
50 percent (see Note with the text of  provide a comparison with the 1994-95 brochures) of health promotion (16,17).
objectivel1.4). Next, all the activities update. Data for objectivel.12 clinician

that were performed for at least 20 counseling about physical activity, were
minutes that had a kilocalorie value thatComparability of Data Sources obtained from three different surveys,
was equal to or greater than that ) ) ) making statements about trends

50 percent level were counted (11,12). Overweight (.2) is being tracked ~ proplematic. The 1988 baseline of 30

The estimated number of people who Wit two data sources. The primary datapercent from the American College of

exercise vigorously were respondents Source is NHANES, which provided  ppysicians (ACP) survey was a random

who performed these activities three or baseline data for most of the overweightsyatified sample ‘of ACP members

more times per week. objectives and the 1988-94 updates;  grawn from 21 geographic regions
Overweight (.2) for adults is these data are derived from measured yje|ding an initial sample of 1,251

defined as a body mass index (BMI) at neight and weight. The second data  jnternists. The sampling frame for

or above the sex-specific 85th percentileSource is the National Health Interview jnternists in the 1992 Primary Care

of the 1976-80 Second National Health Survey (NHIS). This survey provides  provider Surveys (PCPS) also contained

and Nutrition Survey (NHANES II) interim estimates shown in an earlier 5 yandom stratified sample of ACP

reference population 20-29 years of agePublication (15), updates for Hispanic  mempers, but was drawn from four

For adolescents, overweight is the sex- fémales and American Indians/Alaska  geographic regions with oversampling of

and age-specific 85th percentile from  Natives, and all data for people with female members, yielding an initial

NHANES Il (see Note with the text of ~disabilities. NHIS estimates are based 0ggmple of 1,200 internists. Additional

objective1.2). BMI cutoff points for self-reported heights and weights and  provider groups sampled in the 1992
adults are 27.8 kilograms per meter ~ are not comparable with the actual PCPS included pediatricians, nurse
squared for males, and 27.3 kilograms Measured data from NHANES: practitioners, obstetricians/gynecologists,
per meter squared for females. Current Prévalence estimates of overweight fromgnq family physicians. The data on
international research indicates that a  Self-reported height and weight are inquiry for objectivel.12refer to the

lower BMI of 25 kilograms per meter  lower. Trends from the NHIS self-report yroportion of health care providers who
squared may be more clinically relevant Measures, like those from NHANES,  qytinely provided service to

to increased risk of cardiovascular show a steady increase in prevalence ofg1_100 percent of their clients. Data on
disease (13,14). overweight; this increase is, however,  formulation of an exercise plan

The 1984-85 baseline figures for  different in magnitude from that represent the proportion of providers
objective1.13were derived by observed in the data derived from who routinely provide this service to
combining estimates for the measured height and weight. 81-100 percent of their clients who need
noninstitutionalized population from the Objective1.3 (light-to-moderate  hjs intervention. Because inquiry and
1984 NHIS Supplement on Aging physical activity) is being tracked with  counseling services are not reimbursable

(SOA) with data for those in nursing ~ the NHIS. The list of activities asked by seryices, documenting their provision
homes from the 1985 National Nursing the NHIS has not been identical from a5 proven to be difficult.

Home Survey (NNHS). The 1984 SOA Year to year. The 1985 and 1990 surveys  The Prevention in Primary Care
asked about seven specific personal cardid not ask about some activities for  gy,dy (PPCS) was conducted in
activities, also referred to as activities ofP€ople 65 years and over; thus, the data 99798 to update data from the PCPS.
daily living (ADLs) for persons 65 years Shown are for people 18-64 years of  The design and items included in the
and over. Because of the way the age. The 1991 and 1995 surveys asked 199798 study were similar to the
questions were asked on the NNHS,  about some different activities than the pcps, put a slightly different sampling
only five ADLs were used for tracking Previous surveys, but people of all age frame was used, and some items

this objective. The numerator included groups were asked the same questions.jncjyded in the 1992 surveys were not
respondents to the SOA who said they Because of these differences, data frominciuded in the PPCS. The professionals
had “any difficulty” performing at least 1985 and 1990 are not comparable t0 \yere sampled from listings of all

two ADLs combined with patients for ~ 1991 and 1995 data. licensed, active practitioners in the U.S.
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whose practices were at least 50 percenperformance requires only one or two

primary care. Because of low response
rates from the other provider groups,
updates are available only for nurse
practitioners.

Proxy Measures

Regular performance of physical
activities that enhance and maintain

muscular strength, muscular endurance

and flexibility (1.6) generally requires
participation in a variety of physical
activities 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
(weightlifting) and an activity that

increases flexibility (stretching) from the _ o _
NHIS. The 1991, 1993, 1995, and 1997 1. Pate RR, et al. Physical activity and public
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 from the Youth Risk Behavior
Survey (YRBS).

Objectivel.7 is to increase to at
least 50 percent the proportion of
overweight people who use sound
dietary practices combined with regular
physical activity to attain appropriate
body weight. Respondents to the NHIS
identified as overweight based on their
self-reported heights and weights who
reported they were currently trying to
lose weight or control their weight by
eating fewer calories and exercising
more were defined as using sound
dietary practices for this objective.
However, an assessment of the quality
of dietary practices has not yet been
coupled with a measure of regular
physical activity. The 1985 and 1990

jogging, and racquet sports). The proxy

10. Schoenborn CA. Health habits of U.S. adults,
1985: The “Alameda 7" revisited. Public Health
Rep 101:571-8. 1988.

measure for this objective is the percentll. Stephens T, Craig CL. Fitness and activity
of class time spent in actual physical measurement in the 1981 Canada Fitness Survey,
activity. The 1983 baseline data show in Thomas F. Drury, ed. Assessing physical fitness
the percent of physical education class and physical activity in population based surveys.
time spent being physically active for a”HyattsviIIe, Maryland: National Center for Health

. Statistics. Pp. 401-32. 1989.
students. The YRBS data for students in P

grades 9-12 show the percent who

people (such as swimming, bicycling,

12. Ainsworth BE, et al. Compendium of physical

‘exercised in physical education class Zlactivities: Classification of energy costs of human

or more minutes 3-5 times a week and physical activities. Med and Sci and Sports and

. - Exercise 25(1):71-80. 1993.
30 or more minutes 1 or more times per W o _
week. The 1994 data from the School 13. World Heglth Organ_lzatlon. Physical status:
Health Policies and Programs Study The use and interpretation of anthropometry.

: Report of a WHO Expert Committee. WHO

(SHP.PS) show .the proportion qf Technical Report Series 854. Geneva: World
physical education teachers using class ;.. Organization. 1995
time to involve students in actual

physical activities 14. U.S. Department of Agriculture, Agricultural

Research Service, Dietary Guidelines Committee,
1995. Report of the dietary guidelines advisory
committee on the dietary guidelines for Americans
to the Secretary of Health and Human Services
and the Secretary of Agriculture. 1995.
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Table 1. Physical activity and fithess objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
1.1* Coronary heart disease deaths (age adjusted per 100,000)  ........ 1987 135 122 118 114 114 110 108 105 --- 100
a. Black . ... 1987 168 158 156 151 154 147 147 140 --- 115
1.2* Overweight prevalence
(Based on measured height and weight unless otherwise indicated)
People 20—74 Years . . . . .o 1976-80 26% --- --- --- --- 135% --- --- --- 20%
Male . . 1976-80 24% --- --- --- --- 134% --- --- --- 20%
Female . .. ... 1976-80 27% --- --- --- --- 137% --- --- --- 20%
Adolescents 12—19 years . .. ... 1976-80 15% --- --- --- --- 124% --- --- --- 15%
a. Low—income female 20-74years ... .........cc ... 1976-80 37% --- 2U7% --- --- --- --- --- --- 25%
b. Black female 20-74 years. . . ... ... 1976-80 44% --- --- --- --- 152% --- --- --- 30%
c. Hispanic female 20-74 years .. ..., 25%
Hispanic female 20 years and over (self-reported). . . . ......... . --- 33% 32% 32% 33% 32% 35% --- ---
Mexican American female 20-74 years. . . .............. ... 1982-84 39% --- --- --- --- 150% --- --- ---
Cuban female 20—74 years. . . .. ... 1982-84 34% --- --- --- --- --- --- --- ---
Puerto Rican female 20-74years. . ....... ... ... .. 1982-84 37% --- --- --- --- --- --- --- --- L
d. American Indian/Alaska Native 20 years and over. .............. 1984-88 29-75% --- 340% 336% %48% 334% %43% --- --- 30%
e. People with disabilities 20 years and over (self-reported) ......... 1985 36% ---  38% 37% 38% 38% 40% --- --- 25%
f. Female with high blood pressure 20-74 years. ... .............. 1976-80 50% --- --- --- --- --- --- --- --- 41%
g. Male with high blood pressure 20-74years ................... 1976-80 39% --- --- --- --- --- --- --- --- 35%
h. Mexican American male 20—74 years . ... ..., 1982-84 30% --- --- --- --- 137% --- --- --- 25%
1.3* Light to moderate physical activity
People 6 years and OVEr. . . ... ...t 30%
People 18-74 years
50rmore times per Week . .. ......... it 1985 422% 4523%  24% --- --- --- 23% --- --- 30%
7ormore times per Week . .. ... ... .. 1985 416% 4%16% 17% --- --- --- 16% --- --- 30%
a. Hispanic 18 years and over
5o0rmoretimesperweek ............ . ... 1991 20% --- --- --- 22% --- --- 25%
1.4 Vigorous physical activity
Children and adolescents 6-17years . .............uuuiuuunnnn.. - --- --- --- --- --- --- --- --- --- 75%
Children and adolescents 10-17 years .. .........cvuuiiuunnnn.. 1984 a59% --- --- --- --- --- --- --- --- 75%
Students in grades 9—12. . . ... ... ... C --- --- 64% ---  66% --- 64% ---  64% 75%
People 18 years and OVEr. . . .. ..ot 1985 12% --- 16% --- --- --- 16% --- --- 20%
a. Lower-income people 18 yearsand over. . . ................... 1985 7% --- 15% --- --- .- 14% --- --- 12%
b. Black 18 yearsand over. . ............ ... 1991 a13% --- --- --- 13% --- --- 17%
C. Hispanic 18 yearsand over. . . ............... ... 1991 14% --- --- o= 14% --- --- 17%
1.5 Sedentary lifestyle
People 6 years and OVEr. . . ... ...t 15%
People 18 years and OVer. . ........ .o 1985 24% 26%  24% --- --- --- 23% --- --- 15%
a. People65yearsand OvVer. .. .........oiiiiii 1985 43% .- 29% --- --- --- 27T% --- --- 22%
b. People with disabilities . .. ........... ... ... ... . 1985 35% 34%  30% --- --- --- 29% --- --- 20%
c. Lower-income people . ... ... 1985 32% 33% 32% --- --- .- 28% --- --- 17%
d. Black 18 yearsand over. . .............. ... 1991 28% --- --- --- 28% --- --- 20%
e. Hispanic 18 yearsand over . .............iiinennnn.. 1991 34% --- --- --- 31% --- --- 25%
f.  American Indian/Alaska Native 18 yearsand over . .. ............ 1991 29% --- --- --- 23% --- --- 21%
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Table 1. Physical activity and fithess objective status—Con.

Baseline
Objective year

Baseline

1990

1991

1992

1993

1994

1995

Target
2000

1.6 Muscular strength, endurance, and flexibility
People Byears and Over. . ......... i
Students in grades 9-12
Strengthening 4 or more times perweek . . ................ ... ..
Stretching 4 or more times perweek . . . ........ ... .. ... . ...,
People 18-64 years
Weightlifting. . . ... .. 1990
Stretching . . .. oo
1.7* Sound weight loss practices among overweight
people 12 years and OVEr . ... ..t -
Overweight male 18 yearsand over . .............. . i, 1985
Overweight female 18 yearsand over. . ......................... 1985
a. Overweight Hispanic male 18 yearsandover.................. 1991
b. Overweight Hispanic female 18 yearsand over. . ............... 1991
1.8 Daily school physical education
Studentsingrades 1-12. ... .. ... ... 1984-86
Studentsingrades 9-12. .. ... ... ...
Students in middle/junior high schools
Forlyear. ... ... ... .
FOr 2 Or more YEars. . ... ..ot
Students in senior high schools
For d year. . ...
For2years....... ... ..
FOr B years . . ..o
1.9 Active physical education class time
All students. . ... 1983
Students in grades 9-12
21 or more minutes, 3-5times perweek. ......................
30 or more minutes, 1 or more times perweek . .................
Physical education teachers devoting more than one class period to:
JOGGING .« o v et
TENNIS .
Aerobicdance. . ...
Walking . . ..o
SWIMMING .« . oo et
1.10 Worksite fitness programs
50-99 employeesS . . . . .o 1985
100-249 empIOYEES . . . . .o 1985
250-749 emMPIOYEES . . . . ot 1985
750 and more employees . . . . ... 1985
Group classes, workshops, or lectures .. ............ ... ...,

25%
30%
15%
13%

27%

14%
23%
32%
54%

22%
29%

37%
43%

16%
27%

19%
22%

42%

12%
30%

29%
18%
9%

47%
30%
30%
15%
14%

38%
41%

18%
32%

15%
19%
13%
16%

25%

1996 1997
--- 3%
—e- 40%
- 2T%
—-- 32%
—e- 21%

40%

40%

50%
50%
50%
24%
22%

50%

50%

20%
35%
50%
80%
80%



¢ Table 1. Physical activity and fitness objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000

1.11 Community fitness facilities
Hiking, biking, and fitness trail miles . . . ......................... 1986 1 per --- --- --- --- --- --- --- ---  1per
71,000 10,000
people people
Public swimming pools . . . ... .. .. 1986 1 per ---  1per
53,000 25,000
people people
Acres of park and recreation open space . ...............0 ... 1986 1.8 per --- --- --- --- --- --- --- ---  4dper
1,000 1,000
people people

1.12 Clinician counseling about physical activity
Percent of sedentary patients . .. ............. ... i 1988 30% --- --- --- --- --- --- --- --- 50%
Percent of clinicians routinely providing services to 81-100% of patients
Inquiry about exercise habits

Pediatricians . . . . ... S --- --- --- 16% --- --- --- --- 8T 50%
NUurse practitioners . ......... . - --- --- --- 30% --- --- --- --- %41% 50%
Obstetricians/gynecologists . . . .. ... o --- --- --- 14% --- --- --- --- 67 50%
INterNIStS . . . . .- 40% ..o BT 50%
Family physicians . . ........ .. . . . - 19% --- 8T 50%
Formulation of an exercise plan
Pediatricians . . . .. ..o L. --- --- --- 16% --- --- --- --- BT 50%
NUrse practitioners . .......... .t - --- --- .- 14% --- --- --- --- 627% 50%
Obstetricians/gynecologists . . ... .. ..ot o --- --- --- 13% --- --- ------ BT 50%
INtErNIStS . . . oo .- 25% --- BT 50%
Family physicians .. ............. ... . o --- 18% --- 67 50%
1.13*  People with difficulty performing self-care activities (per 1,000)
People 65 years and OVer. . . ...t 1984-85 111 --- --- --- --- --- --- --- --- 90
People 70 years and OVEr. . .. ..o vttt 1984-85 a141 --- --- --- --- --- 8163 --- --- 20
a. People85yearsand Over. . ........... i 1984-85 371 --- --- --- --- --- 847 --- --- 325
b. Black 65 yearsand over. ... ........... .. 1984-85 a132 --- --- --- --- --- --- --- --- 98
Black 70 years and over. . . ... ... 1984-85 a166 --- --- --- --- --- 8218 --- --- 98

- - - Data not available.
Category not applicable.
aBaseline has been revised.
11988-94 data, 20 years and over.
21988-91 data.
SEstimate derived from self-reported height and weight.
4Data are for people 18-64 years.
50Operational definition changed for subsequent tracking data.
61997-98 data.
’Response rate for this group was too low to produce reliable estimates.
8199495 data.

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

Data source

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

1.2d

1.2e

1.3%1.3a
14

1l.4a—c
1.5, 1.5a-f
1.6

1.7*, 1.7a-b
1.8

1.9

1.10
111

1.12

1.13* 1.13a-b

National Vital Statistics System, CDC, NCHS.
National Health and Nutrition Examination Survey, CDC, NCHS
Data for Hispanic: National Health Interview Survey, CDC, NCHS.
Baseline for Mexican American, Cuban, Puerto Rican: Hispanic Health and Nutrition Examination Survey, CDC, NCHS.
Updates for Mexican American: National Health and Nutrition Examination Survey, CDC, NCHS.
Baseline: IHS, OPEL.
Updates: National Health Interview Survey, CDC, NCHS.
National Health Interview Survey, CDC, NCHS.
National Health Interview Survey, CDC, NCHS.
Baseline: For ages 10-17, National Children and Youth Fitness Study I, OPHS, ODPHP.
199197 for grades 9-12: Youth Risk Behavior Survey, CDC, NCCDPHP.
Baseline and updates for ages 18 and over: National Health Interview Survey, CDC, NCHS.
National Health Interview Survey, CDC, NCHS.
National Health Interview Survey, CDC, NCHS.
For students in grades 9-12: Youth Risk Behavior Survey, CDC, NCCDPHP.
For people 18-64: National Health Interview Survey, CDC, NCHS.
National Health Interview Survey, CDC, NCHS.
Baseline for grades 5-12: National Children and Youth Fitness Study |, OPHS, ODPHP.
Baseline for grades 1—-4: National Children and Youth Fitness Study Il, OPHS, ODPHP.
Baseline and updates for grades 9-12: Youth Risk Behavior Survey, CDC, NCCDPHP.
For students in middle/junior and senior high schools: School Health Policies and Programs Study, CDC, NCCDPHP.
Baseline for all students: Siedentop D. Developing Teaching Skills in Physical Education. Palo Alto, CA, Mayfield. 1983.
Data for grades 9-12: Youth Risk Behavior Survey, CDC, NCCDPHP.
For physical education teachers: School Health Policies and Programs Study, CDC, NCCDPHP.
National Survey of Worksite Health Promotion Activities, OPHS, ODPHP.
1995 data: Business Responds to AIDS Benchmark Survey, CDC, NCHSTP.
Baseline: McDonald BL and Cordell HK. Local Opportunities for Americans: Final Report of the
Municipal and County Park and Recreation Study, Alexandria, VA: National Recreation and Park Association. 1988.
Baseline: American College of Physicians Membership Survey of Prevention Practices in Adult Medicine.
1992 data: Primary Care Provider Surveys, OPHS, ODPHP.
1998 data: Prevention in Primary Care Study, American College of Preventive Medicine.
National Health Interview Survey, CDC, NCHS.
National Nursing Home Survey, CDC, NCHS.

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



Physical Activity and
Fitness Objectives

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

Duplicate objectives: 2.1, 3.1, and 15.1

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

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

1.2*: Reduce overweight to a prevalence
of no more than 20 percent among
people aged 20 and older and no more
than 15 percent among adolescents aged
12-109.

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 modified age- and
sex-specific 85th percentile values of the
1976-80 National Health and Nutrition
Examination Survey (NHANES II). BMI
is calculated by dividing weight in
kilograms by the square of height in
meters. The cut points used to define

25 percent among Hispanic women
aged 20 and older.

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

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

engage in light to moderate physical
activity for at least 30 minutes per
day 5 or more times per week.

Duplicate objectives: 15.11a and
17.13a

1.4: Increase to at least 20 percent the

30 percent among American Indiansproportion of people aged 18 and older

and Alaska Natives.

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

1.2e* Reduce overweight to a
prevalence of no more than
25 percent among people with
disabilities.

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

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

41 percent among women with high

blood pressure.

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

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

35 percent among men with high
blood pressure.

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

1.2h*: Reduce overweight to a
prevalence of no more than
25 percent among
Mexican-American men.

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

overweight approximate the 120 percentq 3+ Increase to at least 30 percent the
of desirable body weight definition used proportion of people aged 6 and older

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.

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
and is at least equivalent to sustained

walking. Maximum heart rate equals
roughly 220 beats per minute minus
age. Examples may include 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

1.3a* Increase to at least
25 percent the proportion of
Hispanics aged 18 and older who

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

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

30 percent among black women
aged 20 and older.

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

1.2c* Reduce overweight to a
prevalence of no more than
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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
fithess 3 or more days per week for 20
or more minutes per occasion.

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 fithess 3 or more
days per week for 20 or more
minutes per occasion.

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

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

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

NOTE: For this objective, people with
disabilities are people who report any
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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.

1.5 Reduce to no more than

20 percent the proportion of people
with disabilities who engage in no
leisure-time physical activity.

1.5c Reduce to no more than

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

1.5d Reduce to no more than

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

1.5e Reduce to no more than

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

1.5f Reduce to no more than

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

1.6: 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 1
and older who have adopted sound

dietary practices combined with regular

physical activity to attain an appropriate

body weight.
Duplicate objective: 2.7

1.7a* Increase to at least
24 percent the proportion of

attain an appropriate body weight.
Duplicate objective: 2.7b

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

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

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.

1.1Q0 Increase the proportion of
worksites offering employer-sponsored

getting in and out of bed or chair, and
eating.

Duplicate objective: 17.3 and age-related

objective for people aged 65 and older

1.13a* Reduce to no more than
325 per 1,000 people the proportion
of all people aged 85 and older who
have difficulty in performing two or
more personal care activities,
thereby preserving independence.

Duplicate objective: 17.3a

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

Duplicate objective: 17.3b

*Duplicate objective.

physical activity and fithess programs as

follows:
2000 target

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

1.1% Increase community availability
and accessibility of physical activity and

fitness facilities as follows:

Hiking, biking, and fitness trail miles: 1

i)er 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

overweight Hispanic males aged 18 who routinely assess and counsel their
and older who have adopted sound patients regarding the frequency,
dietary practices combined with duration, type, and intensity of each
regular physical activity to attain an patient’s physical activity practices.

appropriate body weight. 1.13* Reduce to no more than 90 per

1,000 people the proportion of all
people aged 65 and older who have
difficulty in performing two or more
personal care activities, thereby
preserving independence.

Duplicate objective: 2.7a

1.7b* Increase to at least

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

NOTE: Personal care activities are
bathing, dressing, using the toilet,

Healthy People 2000 Review, 1998-99
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iAri Figure 3. Proportion of processed foods sold in supermarkets that
P”O“ty Area 2 have informative food labeling: United States, 1988-95, and year

Nutrition 2000 target for objective 2.14
Percent
BaCkground 100 ]
Year 2000 target

Nutrition is essential for sustenance,
growth and development, health, and
well-being. Nutritional (dietary) factors 80
contribute substantially to the burden of
preventable illness and premature death
in the United States and to the Nation's 60 = ===
economic burden (1). For the majority
of adults who do not smoke and do not
drink excessively, what they eat is the 40 |-
most significant controllable risk factor
affecting their long-term health (2). Five
major causes of death are associated oq |-
with dietary factors: coronary heart
disease, some types of cancer, stroke,
noninsulin-dependent diabetes mellitus, g 1 1 1 1 1 1 1 1
and coronary artery disease (3). In 1988 1991 1993 1995
general, once-prevalent nutrient
deficiencies have been replaced by
excesses and imbalances of other food ;’ggg
components in the diet. There is a
disproportionate consumption of foods 1988 1991 1993 1995  target
high in fat, often at the expense of foodprocessed foods. .. ............. 60% 66% 76% 96% 100%
high in complex carbohydrates, fiber,
and other substances conducive to goo8OURCES: Food and Drug Administration, Food Label and Package Survey.
health found in vegetables, fruits, and
grain products (4). Aspects of
undernutrition still occur in some groupsvegetables4.6). Grain products population and for those with low
of people, however, particularly among consumed by the population surpassed income @.10. Data for 1993-95
those who are isolated or economically the year 2000 target, and consumption indicate a continuing increase in
deprived. of grain products also exceeded the diabetes incidence2(24).

target @.6). Iron deficiency prevalence
(2.10 has decreased for low-income Summary of Progress

Data Summary children 1-2 and 3-4 years, but has Of the 27 objectives in this area, 5
remained the same for all children in  objectives 2.2, 2.4, 2.15, 2.23and
Highlights these age groups. More processed foodg.25 have met the targets. Progress
) that are sold in supermarkets have toward the targets has been made on 13

Two thirds of the targets for the  seful and informative nutrition labeling objectives 2.1, 2.5, 2.6, 2.11, 2.13,
nutrition objectives have been met or  (hart of2.14); seefigure 3 2.14, 2.16, 2.18-2.20, 2.22, 2,28nd
are moving in the desired direction. A few of the nutrition objectives are 2.27). Six objectives moved away from
Coronary heart diseas€.() and stroke  spowing movement away from the the target2.3, 2.7, 2.8, 2.10, 2.2&nd

(2.22 mortality continue to decline for  targets. Overweight prevalenc2.® has 2.24 The status of objective.21

the total population. The age-adjusted jncreased substantially for adolescents (nutrition assessment, counseling, and
death rates for all cance2.@) and for  and adults and for all targeted special referral) is based on a very small
colorectal cancer 23 have surpassed popylation groups. Concomitant with thedecline reported by nurse practitioners
the year 2000 targets. The average jncrease in overweight prevalence, the only. Objective2.9 (salt and sodium
dietary fat intake 2.5) among people  proportion of self-reported overweight intake) shows mixed results. Two

ages 2 years and over (expressed as  adults who report using exercise and  objectives have no new data beyond the
percent of calories from fat) has diet to lose weightZ.7) has declined.  baseline with which to measure progress
declined slightly and the proportion of = The proportion of the population that ~ (2.12and?2.17).

the population that meets the dietary et recommendations for consumption

guidelines for fat has increased. The  4f calcium-rich foods 2.9 has also

average number of servings of fruits andjeclined; the lowest proportion is amongPata Issues

vegetables consumed by the population female adolescents and young adults. -

has increased as has the proportion of For females 2044 years of age, iron Definitions

the population that has met the dietary eficiency has increased for the total Coronary heart disease deatlsl)
guidelines for consuming fruits and are defined by ICD-9 codes 402,
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410-414, and 429.2. These are differentbaby bottle tooth decay include: child
from the codes used to define the no longer using a bottle, never used a
category “Diseases of heart” which bottle, or if the child is still using a
often appears in published tables (see bottle, that no bottle was given at
appendix text andable Il.) bedtime (excluding bottles with plain
Overweight 2.3) for adults is water) during the past 2 weeks.

defined as a body mass index (BMI) at Objective2.14 targets nutrition

or above the sex-specific 85th percentildabeling of food products; labeling of

of the 1976-80 Second National Health fresh produce and fresh fish is measure

and Nutrition Examination Survey
(NHANES I1) reference population
20-29 years of age. For adolescents,
overweight is defined as the sex- and
age-specific 85th percentile from
NHANES II (see Note with the text of
objective2.3). BMI cutoff points for
adults are 27.8 kilograms per meter
squared for males, and 27.3 kilograms to determine whether food retailers
per meter squared for females. Current could achieve and maintain substantia
international research indicates that a compliance with guidelines for a
lower BMI of 25 kilograms per meter  voluntary nutrition labeling program.
squared may be more clinically relevant Guidelines for the nutrition labeling of
to increased risk of cardiovascular these raw foods were issued in
disease (5,6). November 1991. A baseline survey

Estimates for objective.6 (fruit, conducted in August and September
vegetable, and grain intakes) exclude
fruits and vegetables eaten as part of
potato chips, condiments, fruit-flavored
candies, jellies, and jams.

Updates for iron deficiency2(10
from the 1988-94 NHANES Il data

by the percentage of retail food stores
the Nutrition Labeling and Education

actions taken by food retailers to
provide consumers with nutrition
information for raw agricultural

determined that virtually no food
retailers provided complete nutrition
labeling for these foods. Baseline
estimates for objectiv@.14 published
elsewhere (7,8) for fresh produce and

ere made as comparable as possible téresh seafood have been revised based .
W b possi v v f babies were 6 months old. In 1997 the

the 1976-80 NHANES Il estimates to
allow for trend comparisons. Three
methods are used to determine iron
deficiency: mean corpuscular volume
(MCV), erythrocyte protoporphyrin, and
transferrin saturation. Iron deficiency is
defined as having abnormal results for
two or more methods. In 1988-94,
MCV cutoff points were raised by one
unit in order to account for differences
in MCV values of the reference
population at or below the median
between NHANES Il and NHANES Il
and known differences in hematocrit
measurements (centrifugation in
NHANES II versus electronic
measurements in NHANES IIl) and
possible methods differences in red
blood cell counts (both surveys used
electronic measurements but NHANES
Il data showed counts that appeared
lower).

Objective2.12 addresses feeding

on this survey and a reinterpretation o
the available data. The first followup
survey to assess compliance with the
final rule was conducted in November
and December 1992. The dramatic
increase from 1991 to 1992 in the
percentage of retail food stores
providing nutrition labeling information
for raw produce and for raw fish

to both the Nutrition Labeling and
Education Act and the Food and Drug
Administration’s implementation of
regulations.

High blood cholesterol2.25) is
defined as serum cholesterol levels of

the proportion of people with
hypertension whose blood pressure is
under control. High blood pressure is

140 mm Hg systolic and/or 90 mm Hg

decay. The measure used to establish athis objective define control as using
baseline for this objective for the total
population, caregivers with less than a not include other nonpharmacologic
high school education2(12g, blacks treatments such as weight loss, low
(2.129, and HispanicsZ.129 is for

children 6-23 months old. For this

objective, feeding practices to prevent

Healthy People 2000 Review, 1998-99

that provides nutrition labeling. In 1990,

Act mandated the periodic assessment

commodities and raw fish, in particular

1991, before the guidelines were issue

represents a highly significant response

240 mg/dL (9). Objective.26 addresses

defined as blood pressure greater than

diastolic and/or taking antihypertensive
practices that prevent baby bottle tooth medication. The estimates used to trac

antihypertensive medication only and do

sodium diets, and restriction of alcohol.

Data Source Descriptions

Growth retardation among
low-income children Z.4) and breast
feeding among American Indian/Alaska
Native mothersZ.11d) are tracked by
the Pediatric Nutrition Surveillance
System (PedNSS). The number of
articipating States and Indian tribes has
varied from year to year. The
fluctuations in the scope of surveillance
could affect the comparability of

&stimates.

Data for2.11and2.11a—care from
the Ross Mothers’ Survey (RMS)
conducted by Abbot Laboratories. The
RMS is an ongoing survey that is
periodically mailed to a probability

| sample of new mothers selected from a

list of names that represents
approximately 80 percent of all national
births. Mothers are asked to recall the
type of milk their baby was fed in the
hospital and in each subsequent month
up to the month of the survey. Mothers

gare considered to be breastfeeding if

they used either human milk exclusively
or human milk in combination with a
supplemental bottled formula or cow’s
milk.

In 1988-96, the questionnaires were
mailed to mothers at the time their

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

The data on inquiry about diet and
nutrition for objective2.21 are from the
Primary Care Provider Surveys (PCPS),

which were drawn from a random

stratified sample of members of the

kAmerican College of Physicians from
four geographic regions. Provider groups

sampled included internists,
pediatricians, nurse practitioners,
obstetricians/gynecologists, and family
physicians. In 1992 response rates

varied from 50-80 percent across these

groups. The data on formulation of a
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diet and nutrition plan represent the
proportion of providers who routinely
delivered these services to

81-100 percent of their clients who
needed the plan. The Prevention in
Primary Care Study (PPCS) was
conducted in 1997-98 to update data
from the PCPS. The design and items
included in the 1997-98 study were worksites within the same company
similar to the PCPS, but a slightly could have different sets of health
different sampling frame was used and promotion activities. Both active (for
some items included in the 1992 surveygxample, classes) and passive (for
were not included in the PPCS. The example, brochures) methods were
professionals were sampled from listingscounted as worksite health promotion
of all licensed, active practitioners in theactivities. The 1995 update is from the
United States whose practices were at CDC-sponsored Worksite Benchmark
least 50 percent primary care. Because Survey, which used a methodology very
of low response rates from the other  similar to the 1992 survey, but did not
provider groups, updates are available include passive methods of health

only for nurse practitioners. promotion (11,12).

making nutritious food selections using
the food labels.

The 1985 and 1992 data for
objective2.20 are from the National

of nongovernment worksites. Worksites
were sampled, because different

Comparability of Data Sources Proxy Measures

Overweight 2.3) is being tracked Objective2.7 is to increase to at
with two data sources. The primary dataleast 50 percent the proportion of
source is NHANES, which provided overweight people who use sound
baselines and the 1988-94 updates for dietary practices combined with regular
most of the overweight objectives and physical activity to attain appropriate

promotion and disease prevention objectives.
Washington: Public Health Service. 1991.

4. U.S. Department of Agriculture/U.S.
Department of Health and Human Services.

Surveys of Worksite Health Promotion Dietary guidelines for Americans. Fourth edition.
Activities, which were telephone surveysYSDA Home and Garden Bulletin no 232.

December 1995.

5. World Health Organization. Physical status: The
use and interpretation of anthropometry. Report of
a WHO Expert Committee. WHO Technical
Report Series 854. Geneva: World Health
Organization. 1995.

6. U.S. Department of Agriculture, Agricultural
Research Service, Dietary Guidelines Committee,
1995. Report of the dietary guidelines advisory
committee on the dietary guidelines for Americans
to the Secretary of Health and Human Services
and the Secretary of Agriculture. 1995.

7. National Center for Health Statistics. Healthy
people 2000 review, 1995-96. Hyattsville,
Maryland: Public Health Service. 1996.

8. U. S. Department of Health and Human
Services. Healthy people 2000 midcourse review
and 1995 revisions. Washington: Public Health
Service. 1995.

9. Johnson CL, et al. Declining serum total
cholesterol levels among U.S. adults. JAMA
269(23):3002-23. 1993.

SUbObjeCtiveS; these data are derived bOdy Weight' ReSpondents who I’Gportedlo. National Center for Health Statistics. Healthy

from measured height and weight. The they were overweight and were

second data source is the National currently trying to lose weight or control
Health Interview Survey (NHIS). This  their weight by eating fewer calories
survey provides interim estimates showrand exercising more were included in

in an earlier publication (10), updates this objective. However, an assessment
for Hispanic females and American of the quality of dietary practices has
Indians/Alaska Natives, and all data for not yet been coupled with a measure of
people with disabilities. NHIS estimates regular physical activity. The 1985 and
are based on self-reported heights and 1990 questionnaires asked respondents
weights and are not comparable with thespecifically if they were eating fewer
actual measured data from NHANES: calories to lose weight and if they were
prevalence estimates of overweight fromncreasing their physical activity to lose
self-reported height and weight tend to weight. In 1991, 1993, and 1995, eating

people 2000 review, 1992. Hyattsville, Maryland:
Public Health Service. 1993.

11. U.S. Department of Health and Human
Services. Business Responds to AIDS Benchmark
Survey: Technical report. Atlanta: Public Health
Service, Centers for Disease Control and
Prevention. 1996.

12. Centers for Disease Control and Prevention.
Cancer screening offered by worksites—United
States, 1992 and 1995. MMWR 46(19):421-4.
1997.

be lower than estimates from measured fewer calories and exercising more were

height and weight. Trends from the among a list of 10 possible methods of
NHIS self-report measures, like those losing weight in response to the
from NHANES, show a steady increase question, “Are you currently doing any
in prevalence of overweight; this of these things to control your weight?”
increase is, however, different in
magnitude from that observed in the  they reported they were trying to lose
data derived from measured height and weight or stay about the same.
weight.

For the use of food labels by adults
(2.13 the 1988 baseline measure and RReferences
1990 and 1994 updates are from the 1. Frazao E. The American diet: a costly problem.
Health and Diet Survey, Food and Drug Economic Research Service. U.S. Department of
Administration. After giving a Agriculture. Food Review 19:2—-6. January—April
description of food labels, respondents 1996.
were asked if they read food labels. Thez U.S. Department of Health and Human
1991 and 1993 updates from the NHIS Services. The Surgeon General's report on
asked respondents how often they read nutrition and health. Washington: Public Health
food labels for calories, fat, and/or Service. 1988.
cholesterol content. Respondents
answering “always,” “often,” or
“sometimes” were considered to be

3. U.S. Department of Health and Human
Services. Healthy people 2000: National health
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Respondents were asked this question if
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Table 2. Nutrition objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
2.1* Coronary heart disease deaths (age adjusted per 100,000) ........ 1987 135 122 118 114 114 110 108 105 --- 100
a. Black . ... 1987 168 158 156 151 154 147 147 140 --- 115
2.2* Cancer deaths (age adjusted per 100,000) ...................... 1987 134 135 135 133 133 132 130 128 P125 130
a. Black . ... 1990 182 179 178 177 174 172 168 P162 175
2.3* Overweight prevalence
(Based on measured height and weight unless otherwise indicated)
People 20—74 YEArS . . . .. 1976-80 26% --- --- --- --- 1235% --- --- --- 20%
Male . . 1976-80 24% --- --- --- --- 12349 --- --- --- 20%
Female . .. ... 1976-80 27% --- --- --- --- 1237% --- --- --- 20%
Adolescents 12—19 YEarS . .. .. v vt 1976-80 15% --- --- --- --- 124% --- --- --- 15%
a. Low-income female 20—74 years. .. ... 1976-80 37% --- 347% --- --- --- --- --- --- 25%
b. Black female 20-74 years. . . .. ... .ou i 1976-80 44%  --- --- --- --- 12529 S 30%
c. Hispanic female 2074 years .. ... ... 25%
Hispanic female 20 years and over (self-reported). . . . ......... - --- 33% 32% 32% 33% 32% 35% --- ---
Mexican American female 20-74 years. . ................... 1982-84 39% --- --- --- --- 12509 --- --- ---
Cuban female 20—74 years. . . ... 1982-84 34% --- --- --- --- --- --- --- ---
Puerto Rican female 20-74 years. .......... ... 1982-84 37% --- --- --- --- --- --- --- --- L
d. American Indian/Alaska Native 20 years and over. . ............. 1984-88 29-75% --- %0% “36% “48%  “34% “*43% --- --- 30%
e. People with disabilities 20 years and over (self-reported) ......... 1985 36% --- 38% 37% 38% 38%  40% --- --- 25%
f.  Female with high blood pressure 20-74 years ................. 1976-80 50% --- --- --- --- --- --- --- --- 41%
g. Male with high blood pressure 20-74 years ................... 1976-80 39% --- --- --- --- --- --- --- --- 35%
h. Mexican American male 20-74years . . ..., 1982-84 30% --- --- --- --- 1237% --- --- --- 25%
2.4 Growth retardation among low-income children 5 years and
UNGEE . o 1988 11% 9% 9% 8% 8% 8% 8% 8% 8% 10%
a. Low-income black childrenunder Lyear...................... 1988 15% 15% 15% 15% 16% 16% 15% 15% 15% 10%
b. Low-income Hispanic children under 1year ................... 1988 13% 9% 8% 8% 7% % 7% 7% % 10%
c. Low-income Hispanic children Tyear ........................ 1988 16% 12% 11% 9% 9% 8% 8% 8% 8% 10%
d. Low-income Asian/Pacific Islander children 1 year. .............. 1988 14% 14% 13% 12% 11% 1% 12% 11% 11% 10%
e. Low-income Asian/Pacific Islander children 2—4 years............ 1988 16% 14% 12% 11% 10% 10%  10% 9% 8% 10%
2.5* Dietary fat intake among people 2 years and over °
National Health and Nutrition Examination Survey
Average percent of calories fromtotal fat. . . .................... 1976-80 636% --- --- --- --- 134% --- --- --- 30%
Average percent of calories from saturated fat. . ................. 1976-80 613% --- --- --- --- 112% --- --- --- 10%
Percent who metgoal forfat.................. .. ... ... ...... 1988-94 a27% --- --- --- 50%
Percent who met goal for saturated fat . ....................... 1988-94 a29% --- --- --- 50%
Continuing Survey of Food Intakes by Individuals
Average percent of calories fromtotal fat. . . .................... 1989-91 34% --- --- 33% 33% 33% --- 30%
Average percent of calories from saturated fat. . ................. 1989-91 12% --- --- 11% 11% 11% --- 10%
Percent who metgoal forfat................. ... .. ......... 1989-91 22% --- --- 32% 33% 34% --- 50%
Percent who met goal for saturated fat . ....................... 1989-91 21% --- --- 34% 35% 36% --- 50%
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Table 2. Nutrition objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
2.6* Average daily intake of vegetables, fruits, and grain products
among people 2 years and over 5
Average number of servings
Vegetables and fruits. . . .. ... .. 1989-91 4.1 --- --- 4.6 4.7 4.7 --- 5.0
Grain Products. . . . .. 1989-91 5.8 --- --- 6.7 6.8 6.9 --- 6.0
Proportion who met Dietary Guidelines goal
Vegetables and fruits. . . . ... ... . 1989-91 29% --- --- 36% 37% 35% --- 50%
Grain products. . . ... ..o 1989-91 40% --- --- 50% 53% 52% --- 50%
2.7* Sound weight loss practices among overweight
people 12 years and OVEr . ... ..o i ittt 50%
Overweight male 18 yearsand over . ..................cooo. .. 1985 25%  22%  19% --- 17% --- 15% --- --- 50%
Overweight female 18 yearsand over. . . ........................ 1985 30% 29% 22% .- 19% --- 19% --- --- 50%
a. Overweight Hispanic male 18 yearsandover . ................. 1991 15% --- 11% --- 13% --- --- 24%
b. Overweight Hispanic female 18 yearsand over. ................ 1991 13% --- 16% --- 16% --- --- 22%
2.8 Foods rich in calcium (percent who consume)  °
Average of 3 or more servings daily
People 11-24 years. . . . ... 1989-91 20% --- --- 17% 16% 15% --- 50%
Pregnant and lactating females” . ............................ 1989-91 22% --- --- 20% 17% 13% --- 50%
Average of 2 or more servings daily®
Children 2—10 years . . ....... ot 1989-91 48% --- --- 42%  41% 47% --- 75%
People 25 yearsand over .. ......... ... 1989-91 21% --- --- 20% 20% 21% --- 50%
Proportion who met average daily goal
a. Female 11-24years. .. ...........o i 1989-91 13% --- --- 11%  10% 8% --- 50%
2.9 Salt and sodium intake (18 years and over)
Prepare foods without adding salt. . . ........................... 1989-90 43% --- --- --- --- --- --- --- 65%
Rarely or neveruse saltattable................. ... ... .. ...... 1989-91 60% --- --- 56% 58% 62% --- 80%
Regularly purchase foods with reduced salt and sodium content. . ... .. 1988 20% --- --- --- --- --- 19% --- --- 40%
2.10 Iron deficiency prevalence
Children 1—4 years . . . .. ..o 6% 3%
Children 1-2 years . . . . ..ot 1976-80 9% --- --- --- --- 19% --- --- --- 3%
Children 3—4 years . . . ... 1976-80 4% --- --- --- --- 14% --- --- --- 3%
Females of childbearing age (20-44 years). .. ..., 1976-80 5% --- --- --- --- 18% --- --- --- 3%
a. Low-income children 1-2 years. . ..., 1976-80 21% --- --- --- --- 113% --- --- --- 10%
b. Low-income children 3—4 years. ... ...... ... 1976-80 10% --- --- --- --- 16% --- --- --- 5%
c. Low-income female 20-44 years. ... ...... .. 1976-80 8% --- --- --- --- 112% --- --- --- 4%
Anemia prevalence
d. Alaska Native children 1-5years ...................... ... 1983-85 22-28% °38% °32% °31% °29% 927% °27% --- --- 10%
e. Black, low-income pregnant female
15-44 years (third trimester) . . .. ... ... 1988 41% 41% 42% 43%  44% 43%  45% 44% --- 20%



I Table 2. Nutrition objective status—Con.
Q
§ Baseline Target
B Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
o
% 211  Breastfeeding
~ During early postpartum period®®. . .. ... ... ... L 1988 54% 52% 53% 54% 56% 57% 60% 59% 62% 75%
8 a. Low-income mothers. . ....... ... ... . . 1988 32% 35% 33% 35% 38% 40%  42% 42% --- 75%
P b. Black mothers. . . ... . 1988 25% 16% 26% 28% 31% 33% 37% 37% 41% 75%
%' Cc. Hispanic mothers . ... ... ... . . . . . . 1988 51% 44% 52% 52% 56% 58% 61% 61% 64% 75%
i d. American Indian/Alaska Native mothers . ..................... 1988 47% 47% 46% 53% 51% 44%  52% 54% 56% 75%
3 Atage 6months. .. ... ... . 1988 a20% 18% 18% 19% 19% 20% 22% 22% 26% 50%
z a. Low-income mothers. . ....... ... . . . . . 1988 9% 8% 8% 9%  10% 10% 11% 12% --- 50%
© b. Black mothers. . ......... ... . . . . . 1988 a7% 6% 7% 8% 9% 10% 11% 11% 15% 50%
Cc. Hispanic mothers . ... ... ... . . . . . 1988 a14% 13% 15% 16% 16% 18% 20% 20% 25% 50%
d. American Indian/Alaska Native mothers . ..................... 1988 28% 27% 22% 24%  28% 24%  24% 24% 25% 50%
2.12* Baby bottle tooth decay
Parents and caregivers 18 years and over who use preventive feeding
PracCliCES . . . 1991 55% --- --- --- --- --- --- 75%
a. Parents and caregivers with less than high school education . .. ... 1991 36% --- --- --- --- --- --- 65%
b. American Indian/Alaska Native parents and caregivers . .......... 1985-89 74% --- --- --- --- --- --- --- --- 65%
c. Black parents and caregivers . ........... ... .. 1991 48% --- --- --- --- --- --- 65%
d. Hispanic parents and caregivers. .. ... 1991 39% - --- --- --- --- --- --- 65%
2.13 Use of food labels among people 18 years and over — ............. 1988 74%  76% --- --- --- 74%  75% --- --- 85%
Read food labels for calories, fat, and/or cholesterol content.......... --- --- 64% --- 66% --- 66% --- ---
2.14 Informative nutrition labeling
Processed foods. . .. ... 1988 60% --- 66% --- T76% .- 96% --- ---  100%
Freshproduce ...... ... ... ... . . . . . . . 1991 aLess 76% --- 75% --- 13% --- 90%
than 1%
Fresh seafood. . . ... ... . . 1991 a0% 73% --- 75% --- T71% --- 90%
Fresh meat/poultry .. ... ... . . 1995 a67% --- --- 90%
Carry-away foods . . . . ... 40%
2.15 Availability of reduced-fat processed foods — .................... 1986 2,500 --- 5,618 --- --- --- --- --- --- 5,000
2.16 Low-fat, low-calorie restaurant food choices
Proportion of large chain restaurants offering at least one low-fat,
low-calorie item. . ... ... . 1989 70%  75% --- --- --- --- --- --- --- 90%
2.17 Nutritious school and child care food services — .................. --- --- --- --- --- --- --- --- --- 90%
Schools offering lunches with an average of:
30% or less of calories fromtotal fat. .. ......................... 1992 1% --- --- --- --- ---
Less than 10% of calories from saturated fat. . . ................... Less
1992 than 1%
Schools offering breakfasts in USDA program with an average of:
30% or less of calories fromtotal fat . . ........................ 1992 44% --- --- --- --- ---
Less than 10% of calories from saturated fat. ................... 1992 4% --- --- --- --- ---
Schools with initiatives to reduce fat
Drained browned meat priortoserving . .................. . .... --- --- --- --- --- 94% --- --- ---
Spooned solid fat from chilled meat or poultry . . .. ............... --- --- --- --- --- 79% --- --- ---
Did not provide butter or margarine . . . . ... . . o --- --- --- --- --- 31% --- --- ---

a4
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Table 2. Nutrition objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
2.18 Receipt of home-delivered meals for people 65 years and 1991 a48% --- 48% ---  50% --- --- 80%
overinneed . ... ...
2.19 Nutrition education in schools . ........ ... ... ... .. ... . ... ... . --- --- --- --- --- --- --- --- --- 75%
Proportion of States requiring nutrition education. . ................. 1990 60% --- --- --- 69% --- --- ---
Nutrition education in at least one class:
Middle/junior high schools . . . ................ ... . ... ...... 83%
Senior high schools. . . ... .. .. . . . . 85%
2.20 Worksite nutrition/weight management programs
Nutrition education . . ... ... .. 1985 17% --- --- 31% --- --- --- --- --- 50%
Weight control. . . . ... 1985 15% --- .- 24% --- --- --- --- --- 50%
Nutrition education and/or weight control. . . ...................... --- --- --- 37% --- --- --- --- --- 50%
Nutrition or cholesterol group classes, workshops, or lectures . . ... .. .. --- --- --- 17% --- --- 18% --- --- 50%
Weight management group classes, workshops, or lectures .......... C --- --- ---  15% --- --- 14% --- --- 50%
2.21 Nutrition assessment, counseling, and referral by clinician ~ ........ 1988  40-50% --- --- --- --- --- --- --- --- 75%
Percent of clinicians routinely providing service to 81-100% of patients
Inquiry about diet/nutrition
Pediatricians . . . ... ... . --- --- ---  53% --- --- --- --- 12 75%
Nurse practitioners .. ............ ..t --- --- --- 46% --- --- --- --- 1143% 75%
Obstetricians/gynecologists . . . .. .ot --- --- --- 15% --- --- --- --- 12 75%
INEEINISES . . . .ot --- 36% --- 12 75%
Family physicians . .. .......... ... .. --- --- --- 19% --- --- --- --- 2o 75%
Formulation of a diet/nutrition plan
Pediatricians . . . ... ... --- --- --- 31% --- --- --- --- 12 75%
Nurse practitioners .. ......... ... ...t --- --- ---  31% --- --- --- --- 1131% 75%
Obstetricians/gynecologists . . . ............ i --- --- --- 19% --- --- --- ---niz 75%
INEEIMISES . . ot oot e ---  33% --- 12 75%
Family physicians .. .......... i o --- --- --- 24% --- --- --- --- 12 75%
2.22*  Stroke deaths (age adjusted per 100,000) ................. ..., 1987 304 277 268 262 265 265 26.7 26.4 P259 20.0
a. Black . ... 1987 525 484 46.8 450 45.0 454 45,0 442 P42.0 27.0
2.23*  Colorectal cancer deaths (age adjusted per 100,000) ............. 1987 147 138 135 132 131 13.0 128 123 --- 13.2
a. Black . ... 1990 18.1 17.5 17.3 17.6 17.3 17.4 169 --- 16.5
2.24*  Diabetes incidence and prevalence
Total population (per 1,000)
Incidence of diabetes. . . .......... . ... ... 1986-88 29 1326 ¥25 1524 1623 1731 1834 --- --- 25
Prevalence of diabetes ... ............ ... 1986-88 28 1826 1427 1528 1630 1730 1831 1931 -- 25
Prevalence of diabetes (per 1,000)
a. American Indian/Alaska Native?©. . ... ........... ... .. ...... 1987 69 67 --- 67 70 73 --- .- e 62
b. Puerto Rican 20—74 years . ... ...« 1982-84 55 --- --- --- --- --- --- --- --- 49
c. Mexican American 20—74 YEars ... ...........ouueaieaniro... 1982-84 54 --- --- --- --- 1666 --- --- --- 49
d. Cuban American 20—74 Years. . . .. .. v vt 1982-84 36 --- --- --- --- --- --- --- --- 32
€. Black (All @gES). . . v oot 1986-88 36 1836 1436 1536 1638 1740 1842 1944  --- 32
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Table 2. Nutrition objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000

2.25*  High blood cholesterol prevalence

People 2074 years . . . ... 1976-80 27% --- --- --- --- 119% --- --- --- 20%

Male 20—74 Years. . . . .. 1976-80 25% --- --- --- --- 118% --- --- --- 20%

Female 20—74 years. . . . ... 1976-80 29% --- --- --- --- 120% --- --- --- 20%
2.26*  Controlled high blood pressure

People 18-74 years with high blood pressure . .. .................. 1976-80 11% --- 329% --- --- --- --- --- --- 50%

a. Male 18-74 years with high blood pressure . .................. 1976-80 6% --- 322% --- --- --- --- --- --- 40%

b. Mexican American 18-74 years with high blood pressure . ... ... .. 1988-91 14% --- --- --- --- --- --- 50%

c. Female 70 years and over with high blood pressure .. ........... 1988-91 19% --- --- --- --- --- --- 50%
2.27* Mean serum cholesterol level (mg/dL)

People 20—74 YEArS . . . .o 1976-80 213 --- --- --- --- 1203 --- --- --- 200

Male 20—74 years. . . . .. 1976-80 211 --- --- --- --- 1202 --- --- --- 200

Female 20—74 years. . .. ...t 1976-80 215 --- --- --- --- 1204 --- --- --- 200

--- Data not available.
Category not applicable.
aBaseline has been revised.
PPreliminary data.
11988-94 data.
2people 20 years and over.
31988-91 data.
4Estimate derived from self-reported height and weight.
SEstimates are from 1-, 2-, or 3-day dietary data. See text for explanation.
6For people up to 74 years.
“Estimate may be unreliable because of small cell size and/or large coefficients of variation.
8Excluding pregnant/lactating females and breastfed children.
9Low-income children 1-4 years.
10Breastfed in hospital.
111997-98 data.
12Response rate for this group was too low to produce reliable estimates.
13198890 data.
141989-91 data.
151990-92 data.
161991-93 data.
171992-94 data.
18199395 data.
191994-96 data.
20Data are for American Indian/Alaska Native 15 years and over in Indian Health Service areas only.

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

Data source

2.1*, 2.1a
2.2* 2.2a
2.3%, 2.3a,b,f,g
2.3c, h

2.3d

2.3e
2.4, 2.4a—e
2.5%

2.6*

2.7*, 2.7a-b
2.8, 2.8a
2.9

2.10, 2.10a—c
2.10d

2.10e

2.11*, 2.11a—c
2.11d

2.12* 2.12a,c,d
2.12b

2.13

2.14
2.15
2.16

2.17

2.18
2.19

2.20

221

2.22*, 2.22a

National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

National Health and Nutrition Examination Survey, CDC, NCHS.

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

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

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

Baseline: IHS, OPEL.

Updates: National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Pediatric Nutrition Surveillance System, CDC, NCCDPHP.

1976-80 baselines and 1988-94 updates: National Health and Nutrition Examination Survey, CDC, NCHS.

1989-91 baselines and 1994-96 updates: Continuing Survey of Food Intakes by Individuals, USDA.

Continuing Survey of Food Intakes by Individuals, USDA.

National Health Interview Survey, CDC, NCHS.

Continuing Survey of Food Intakes by Individuals, USDA.

Preparing foods and use of salt at table: Continuing Survey of Food Intakes by Individuals, USDA.

Purchasing reduced-salt foods: Health and Diet Survey, FDA.

National Health and Nutrition Examination Survey, CDC, NCHS.

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

Updates: Pediatric Nutrition Surveillance System, CDC, NCCDPHP.

Pregnancy Nutrition Surveillance System, CDC, NCCDPHP.

Ross Laboratories Mothers Survey.

Pediatric Nutrition Surveillance System, CDC, NCCDPHP.

National Health Interview Survey, CDC, NCHS.

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

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

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

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

Baselines and updates for fresh produce and seafood: Nutrition Labeling of Raw Produce and Raw Fish, FDA.

Baseline for fresh meat/poultry: Nutritional Labeling/Safe Handling Information Study: Raw Meat and Poultry, USDA.

Nielsen Company National Scantrack.

Survey of Chain Operators, National Restaurant Association.

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

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

National Health Interview Survey, CDC, NCHS.

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

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

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

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

1988 baseline: Lewis CE. Disease prevention and health promotion practices of primary care physicians in the United States. Am J Prev Med 4:9-16.
1988.

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

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

National Vital Statistics System, CDC, NCHS.
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Objective number Data source
2.23*, 2.23a National Vital Statistics System, CDC, NCHS.
2.24*, 2.24e National Health Interview Survey, CDC, NCHS.
2.24a Ambulatory Utilization Data, IHS.
2.24b—d Baseline: Hispanic Health and Nutrition Examination Survey, CDC, NCHS.
Update for Mexican American: National Health and Nutrition Examination Survey, CDC, NCHS.
2.25% National Health and Nutrition Examination Survey, CDC, NCHS.
2.26*, 2.26a—C National Health and Nutrition Examination Survey, CDC, NCHS.
2.27* National Health and Nutrition Examination Survey, CDC, NCHS.

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



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

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

Duplicate objective: 16.1a

2.3*: Reduce overweight to a prevalence
of no more than 20 percent among
people aged 20 and older and no more
than 15 percent among adolescents aged
12-109.

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 modified age- and
sex-specific 85th percentile values of the
1976-80 National Health and Nutrition
Examination Survey (NHANES II). BMI
is calculated by dividing weight in
kilograms by the square of height in
meters. The cut points used to define

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: 1.2e, 15.10e,
and 17.12e

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

41 percent among women with high
blood pressure.

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

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

35 percent among men with high
blood pressure.

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

2.3h*; Reduce overweight to a
prevalence of no more than
25 percent among
Mexican-American men.

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

2.4: Reduce growth retardation among

overweight approximate the 120 percent|qy.income children aged 5 and

in the 1990 objectives.

Duplicate objectives: 1.2, 15.10, and
17.12

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

48

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

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

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

10 percent.

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

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

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

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

Duplicate objectives: 15.9 and 16.7

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

NOTE: The definition of vegetables,
fruits, grain products, and serving size
designations are derived from The Food

NOTE: Growth retardation is defined as Guide Pyramid. Vegetable, fruit, and
height-for-age below the fifth percentile grain ingredients from mixtures are
of children in the National Center for
Health Statistics’ reference population
derived from 1971-74 NHANES |.

included in the total, and fractions of
servings are counted.

Healthy People 2000 Review, 1998-99



Duplicate objective: 16.8 3 percent among children aged 1

. through 4 and among women of
2.7* Increase to at least 50 percent the childbearing age.

proportion of overweight people aged 12
and older who have adopted sound NOTE: Iron deficiency is defined as

dietary practices combined with regular having abnormal results for two or more
physical activity to attain an appropriate of the following tests: mean corpuscular
body weight. volume, erythrocyte protoporphryn, and

Duplicate objective: 1.7

2.7a* Increase to at least

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

Duplicate objective: 1.7a

2.7b*: Increase to at least

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

Duplicate objective: 1.7b

2.8 Increase calcium intake so at least
50 percent of people aged 11-24 and
50 percent of pregnant and lactating

women consume an average of three or

more daily servings of foods rich in
calcium, and at least 75 percent of
children aged 2—-10 and 50 percent of
people aged 25 and older consume an
average of two or more servings daily.

NOTE: Calcium-rich foods are defined
for this purpose as milk and milk
products, and the recommended numbe
of servings and the age groupings are
based on The Food Guide Pyramid and
on the National Research Council's
Recommended Dietary Allowance (RDA
for calcium, respectively. Milk and milk
product ingredients in mixtures are
included, and fractions of servings are
counted.

2.8a Increase calcium intake so at
least 50 percent of females aged

transferrin saturation. Anemia is used as
an index of iron deficiency. Anemia
among Alaska Native children was
defined as hemoglobin less than 11
gm/dL or hematocrit less than

34 percent. For pregnant women in the
third trimester, anemia was defined
according to CDC criteria. 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.

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

r among black, low-income pregnant
women (third trimester).

2.11* Increase to at least 75 percent the
froportion of mothers who breastfeed
heir 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
NOTE: The definition used for

11-24 consume an average of threebreastfeeding includes exclusive use of

or more daily servings of foods rich
in calcium.

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

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

2.10 Reduce iron deficiency to less than

Healthy People 2000 Review, 1998-99

human milk or the use of human milk
with a supplemental bottle of formula or
cow’s milk.

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: 14.9c

2.11d* Increase to at least

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

Duplicate objective: 14.9d

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

Duplicate objective: 13.11

2.12a* Increase to at least

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

Duplicate objective: 13.11a

2.12b* Increase to at least

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

Duplicate objective: 13.11b

2.12c* Increase to at least

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

Duplicate objective: 13.11c

2.12d* Increase to at least
65 percent the proportion of
Hispanic parents and caregiverswho

49



use feeding practices that prevent
baby bottle tooth decay.

Duplicate objective: 13.11d

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

2.14 Achieve useful and informative
nutrition labeling for virtually all
processed foods and at least 40 percent
of ready-to-eat carry-away foods.
Achieve compliance by at least

than 20 per 100,000 people.
Duplicate objectives: 3.18 and 15.2

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

Duplicate objectives: 3.18a and
15.2a

90 percent of retailers with the voluntaryDuplicate objective: 16.5

labeling of fresh meats, poultry, seafood,
fruits, and vegetables.

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

NOTE: A brand item is defined as a
particular flavor and/or 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 comprehensive school health
education.

2.20 Increase to at least 50 percent the 2 5%

proportion of worksites with 50 or more
employees that offer nutrition education
and/or weight management programs fo
employees.

2.21 Increase to at least 75 percent the
proportion of primary care providers

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

Duplicate objective: 16.5a

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

Duplicate objective: 17.11

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

Duplicate objective: 17.11a
2.24b* Reduce diabetes among

2.22* Reduce stroke deaths to no moreNOTE: People with high blood pressure
have blood pressure equal to or greater
than 140 mm Hg systolic and/or 90 mm
Hg diastolic and/or take
antihypertensive medication. Blood
pressure control is defined as
maintaining a blood pressure less than
140 mm Hg systolic and 90 mm Hg
diastolic. Control of hypertension does
not include nonpharmacologic

2.23* Reduce colorectal cancer deaths treatment.

to no more than 13.2 per 100,000

Duplicate objective: 15.4
people.

2.26a* Increase to at least

40 percent the proportion of men
with high blood pressure whose

blood pressure is under control.

Duplicate objective: 15.4a

2.26b* Increase to at least

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

Duplicate objective: 15.4b

2.26¢* Increase to at least

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

Duplicate objective: 15.4c

Puerto Ricans to a prevalence of no2.27* Reduce the mean serum

more than 49 per 1,000.

cholesterol level among adults to no

more than 200 mg/dL.
Duplicate objective: 15.6

Duplicate objective: 17.11b
2.24c* Reduce diabetes among

Mexican-Americans to a prevalence *“Duplicate objective.

of no more than 49 per 1,000.
Duplicate objective: 17.11c

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

Duplicate objective: 17.11d

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

Duplicate objective: 17.11e
Reduce the prevalence of blood

cholesterol levels of 240 mg/dL or
reater to no more than 20 percent
mong adults.

Duplicate objective: 15.7
2.26* Increase to at least 50 percent the

who provide nutrition assessment and proportion of people with high blood

counseling and/or referral to qualified
nutritionists or dietitians.

50

pressure whose blood pressure is under
control.

Healthy People 2000 Review, 1998-99



Priority Area 3
Tobacco

Percent

Figure 4. Prevalence of cigarette smoking for persons 18 years
and over, by race and Hispanic origin: United States, 1987-95,
and year 2000 targets for objective 3.4

50
Background

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). 30 [~
Cigarette smoking accounts for
approximately 430,000 deaths yearly
(3), including 21 percent of all coronary ,

~_

American Indian/Alaska Native

Year

2000
targets
All persons

heart disease deaths, 87 percent of all Hispanic
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).

One of every three young people who ¢ L1 1 1

10 |-

\ m

become regular smokers will die of a
smoking-related disease (4). If current

1990 1991 1992 1993 1994 1995

2000

smoking patterns continue, an estimated
25 million persons in the United States
who are alive today will die prematurely

from smoking-related illnesses, 1987

1990

1991

Year
2000

1992 1993 1994 1995 target

including an estimated 5 million persons| persons

now under 18 years of age (3). Black
Smoking contributes substantially ta4ispanic . ...........

chronic morbidity and disability as well. American Indian/

In 1993, smoking-related illnesses cost ajaska Native . . . . . . .

the Nation $50 billion in health care

29%
33%
24%

25%
26%
23%

38%

26%
29%
20%

31%

25%
26%
20%

26%
27%
20%

25%
26%
18%

27%
28%
21%

15%
18%
15%

40% 39% 40%  35% 20%

costs (5). In 1990, estimated indirect --- Data not available.

losses due to smoking were
approximately $47 billion (6).
Additionally, in 1995, the total
smoking-attributable costs related to

complicated births among pregnant  paye slowed to rates that should stay
smokers was an estimated $1.4 billion below the year 2000 targets.

(7). Cigarette smoking during pregnancycijgarette-smoking prevalenca.q) has
accounts for 17-26 percent of declined somewhat since the 1987
low-birthweight babies (8). baseline; however, it has remained
Environmental tobacco smoke also  ggqentially unchanged since 1990. The
causes disease, including lung cancer INroportion of high school seniors who
healthy nonsmokers and respiratory  gmoke remains at approximately
problems in young children and infants 5q percent, but has declined slightly

(9). The prevalence of smoking remainsom haseline (10). Smoking cessation
disproportionately high among

blue-collar workers, military personnel,
and American Indians and Alaska
Natives.

National Health Interview Survey.

cancer mortality $.2) and chronic
obstructive lung disease mortalitg.g)

among pregnant womer3.(7).
Smokeless tobacco us8.9) is declining

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

enforced (11). The average age of first
use for cigarettes has increas&dl@),
although the proportion of high school
seniors reporting a perception of social
disapproval for smoking cigarettes is
declining @.21) and reports of
perception of the harm caused by
smoking cigarettes is essentially
unchanged3.22. The proportion of
nurse practitioners who report asking
about tobacco use and discussing
strategies to quit smoking with their

attempts among the general public havepatients has increased.16).
increased 3.6), but they have decreased

Summary of Progress
Three objectives3.2, 3.14 and

among adolescent males and young meB.17) have met the year 2000 targets.

Data Summary

and worksites with smoking policies

Highlights (3.10and3.11). All States have enacted

Many objectives in the tobacco
priority area are showing progress.
Coronary heart disease mortality.{) is
declining for the total population. Lung

of tobacco products to youth under 18
years of age3.13 seefigure 9);
however, these laws are often not

Healthy People 2000 Review, 1998-99

under 25 years of age. There has been Data for 18 objectives3(1, 3.3-3.6,
an increase in the proportion of schools 3.8-3.13, 3.16, 3.18, 3.19, 3.20

(cigarettes)3.22 (smoking one or more
packs of cigarettes dailyy.23 and

laws prohibiting the sale and distribution3.26) show improvements toward the

year 2000 targets. Although data for
compound objective8.20and 3.22
indicate mixed progress overall, data for

cigarettes show movement toward the
51



targets. Objective8.7, 3.21(cigarette Objective3.25 seeks to reduce the methods of health promotion (14,15).
smoking), and3.25are moving away number of States with preemptive clean The NHSDA is used to measure
from the targets. Data beyond baseline indoor air laws. Preemptive laws prevenbbjectives3.9, 3.19 and3.20regarding
were not available for two objectives  local jurisdictions from enacting more  substance use among adolescents and

(3.15and 3.24. stringent restrictions than the State law young people. Beginning in 1991, the
or restrictions that vary from the State survey was expanded to include college
law (13). students living in residence halls. In

Data Issues . 1994, an improved questionnaire and
Comparability of Data Sources editing procedures were introduced,

Definitions Information on objectives.9 which affects comparability with

Coronary heart disease deatBsly ~ (Smokeless tobacco use by males 12-24revious years. Additionally, in 1994,
are defined by ICD—9 codes 402, years of age) is tracked by two surveys.data were collected for cigarettes using

410414, and 429.2. These are differentMales 12-17 years of age are tracked b self-administered questionnaire, unlike

from the codes used to define the the National Household Survey on DrugPrevious years where questions

category “Diseases of heart” which Abuse (NHSDA). In this survey, regarding cigarette smoking were asked
often appears in published tables (see SMokeless tobacco use is defined as anpy the |nter.V|ewders.. This change '?
appendix text andable 1), use of snuff or chewing tobacco in the quest|onna|rr]e administration greatly
Beginning in 1992, the definition of Preceding month. For males 18-24 yearicreased the cigarette-use estimates
current smokerd.4) was modified to  Of age, information is obtained from the among adolescents, most likely due to
specifically include persons who smokedVHIS. The NHIS defines a smokeless  the |hncdreiased cgnﬂdenga(t::lty Off the”new
only some days. Prior to 1992, a currentobacco user as someone who has usednethodology. The trend data for a
smoker was defined by the questions: €ither snuff or chewing tobacco at least Substances in objecti20 have been
“Have you ever smoked 100 cigarettes 20 times and who currently uses either récalculated to adjust for these
in your lifetime?” and “Do you smoke  Of these substances every day or some differences and to produce comparable
now?” In 1992, data were collected and days. Information for males 18-25 yearsestimates from 1988 to 1997.
analyzed for half the respondents using Of 2ge is also available from the Data for objectives.16 cessation
these smoking questions and for the  NHSDA using the same definition as forcounseling and followup by clinicians,
other half of respondents using a revisedh younger age group. According to theVere obtained from several different
smoking question: *Do you smoke NHSDA, smokeless tobacco use amongSUrveys, making statements about trends
everyday, some days, of not at all?” Themales 18-24 years shows a similar ~Somewhat problematic. The 1986
1992 estimate combines data collected downward trend to that observed from Paselines for dentists were obtained
using both sets of questions. Updates the NHIS. The smokeless tobacco use fro(rjn Lhe Sté:\temde Sfu rveyrg) f Den_'ustsl,
after 1992 are based completely on the Prevalence estimate from NHSDAis  and the updates are from the Nationa
revised definition, which is considered aNigher than the NHIS estimate Survey of Dentists. The 1986 baseline

definition is a small increase in the NHSDA and the NHIS may be due to Membership Survey of Prevention
differences in the definition of Practices in Adult Medicine. The

number of smokers. ; . o
The baseline for objectiva.7 smokeless tobacco use between the twg3@Mpling frame for internists in the

(cessation of cigarette smoking early in Surveys and/or methodological 1992 Primary Care Provider Surveys
pregnancy, with abstinence throughout differences in survey administration (PCP|S) cfontalned a {)and%m Straft'f'Ed
pregnancy) is from a 1986 telephone  (Written answer sheets in the NHSDA ~ Sample of ACP members drawn from
interview of white women selected from @nd verbal responses in the NHIS). four geographic regions with

X oversampling of female members,
the respondents to the 1985 National - A I -
Health Interview Survey (NHIS) (12). Data Source Descriptions yielding an initial sample of 1,200

L . internists. Additional provider groups
Beginning with 1991, progress toward The 1985 and 1992 data for sampled in the 1992 PCPS included

the target is being tracked using periodi@bjective3.11 (worksite smoking
supplements to the NHIS. The 1985 andpolicies) are from the National Survey
1991 surveys used different definitions of Worksite Health Promotion Activities,
for smoking before pregnancy and for which were telephone surveys of
the duration of quitting during nongovernment worksites. Worksites
pregnancy. The 1991 measure, which were sampled because different
focused on women who quit during the worksites within the same company
first trimester, is closer to the intent of could have different sets of health
the objective but not comparable with  promotion activities. Both active (for
the 1985 baseline that counted women example, classes) and passive (for
who quit any time during pregnancy.  example, brochures) methods were
For objective3.8 (children’s counted as worksite health promotion
exposure to tobacco smoke at home), activities. The 1995 update comes from
the definition of regular exposure is the CDC-sponsored Worksite
defined as the occurrence of tobacco Benchmark Survey, which used a
smoking anywhere in the home on 4 or methodology very similar to the 1992
more days each week. survey, but did not include passive

pediatricians, nurse practitioners,
obstetricians/gynecologists, and family
physicians. The Primary Care Providers
Survey data on inquiry for objective
3.16refer to the proportion of providers
who routinely provided service to
81-100 percent of their clients.
Counseling data to discuss strategies to
quit smoking represent the proportion of
providers who routinely delivered these
services to 81-100 percent of their
clients who needed the intervention.
Reporting of counseling could have
been independent of the assessment
made by the clinician.

52 Healthy People 2000 Review, 1998-99



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

Proxy Measures

The proportion of people 20-24
years of age who currently smoke

Disease Control and Prevention, National Center
for Chronic Disease Prevention and Health
Promotion, Office on Smoking and Health. 1990.

rb. U.S. Environmental Protection Agency.

Respiratory health effects of passive smoking:

Lung cancer and other disorders. Washington: U.S.

Environmental Protection Agency, Office of
Research and Development, Office of Air and
Radiation. 1992.

10. U.S. Department of Health and Human
Services. National survey results on drug use from
the monitoring the future study, 1975-94.
Bethesda: National Institutes of Health, National
Institute on Drug Abuse. 1995.

11. U.S. Department of Health and Human
Services. Preventing tobacco use among young
people: A report of the Surgeon General. Atlanta,
Georgia: Public Health Service, Centers for
Disease Control and Prevention, National Center
for Chronic Disease Prevention and Health

cigarettes Is used as a proxy measure fc#rromotion, Office on Smoking and Health. 1994.

initiation of cigarette smoking by
children and youth (objectivd.5). The
proxy data indicate a downward trend

12. Fingerhut LA, Kleinman JC, Kendrick JS.
Smoking before, during, and after pregnancy. Am

that differs from data from other sourcesJ Public Health 80:541-4. 1990.

(16).
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Table 3. Tobacco objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
3.1* Coronary heart disease deaths (age adjusted per 100,000) 1987 135 122 118 114 114 110 108 105 --- 100
a. Black . ... . 1987 168 158 156 151 154 147 147 140 --- 115
3.2* Slow the rise in lung cancer deaths (age adjusted per
100,000) . . . v 1987 385 39.9 396 393 393 38.7 383 378 --- 42
a. Female. ... ... . 1990 25.6 258 263 265 266 269 26.8 --- 27
b. Blackmale........ ... .. .. . . . 1990 86.1 831 812 807 776 757 734 --- 91
3.3 Slow the rise in chronic obstructive pulmonary disease deaths
(age adjusted per 100,000) ... ... .. 1987 18.9 19.7 20.1 199 214 21.0 208 21.0 P21.4 25
3.4* Cigarette smoking prevalence
People 18 years and Over. . . ........ .o 1987 29%  25% 26% 127%  25% 26% 25% --- --- 15%
Male . .. 1987 31% 28% 28% 129%  28% 28% 27% --- --- 15%
Female . .. ... 1987 27%  23% 23% 125% @ 22% 23% 23% --- --- 15%
a. People with high school education or less
20years @and OVEN . . ..o v it 1987 34%  31% 31% 132% 30% 31%  30% --- --- 20%
b. Blue-collar workers 18 yearsand over ................... 1987 41%  36% 36% 136% 34% 39% 36% --- --- 20%
c. Military personnel . ... ... . .. 1988 42% --- --- 135% --- --- 32% --- --- 20%
d. Black 18 yearsand over. .. ............ooiiiiiii.. 1987 33% 26% 29% 128%  26% 27%  26% --- --- 18%
e. Hispanic 18 yearsand over ........................... 1987 24%  23% 20% 121% 20% 20% 18% --- --- 15%
f.  American Indian/Alaska Native 18 years and over. .......... 1979-87 242-70%  38% 31% '40% 39% 40%  35% --- --- 20%
g. SoutheastAsianmale....................cuuiiinion.. 1984-88 55% 335% 336-41% --- --- --- --- --- --- 20%
h. Females of reproductive age (18-44 years) ............... 1987 29% 26% 27% 128%  26% 27%  26% --- --- 12%
i. Pregnantfemale.......... ... . .. ... . ... . ., 1985 25%  19% 20% --- 20% --- 18% --- --- 10%
j. Females who use oral contraceptives . .. ................. 1983 36% “426% --- --- --- .- 24% --- --- 10%
35 Smoking initiation by children and adolescents
(proxy 20—24 years) . ....... ... 1987 30%  26% 24%  28%  27% 30% 26% --- --- 15%
a. Lower socioeconomic status people 20-24 years®. . ... ... ... 1987 40%  35% 33% 38% 38% 39% 31% --- --- 18%
3.6 Smoking cessation attempts ... ... 1986 34% --- 56% 46% 47% 46%  46% --- --- 50%
3.7 Smoking cessation during pregnancy — ................. .. 1985 639% --- 31% --- --- --- --- --- --- 60%
a. Females with less than a high school education . ........... 1985 628% --- 21% --- --- --- --- --- --- 45%
3.8* Children’s exposure to smoke at home (6 years and under) 1986 39% --- 32% --- 2T% 27% --- --- --- 20%
3.9* Smokeless tobacco use
Male 12—17 YEAIS . . . ottt e e e 1988 6.6% --- 53% 4.8% 3.9% 51% 4.9% 3.5% --- 4%
Male 18-24 YEArS. . . .ttt 1987 8.9% --- 9.9% 82% 7.8% 6.9% --- --- --- 4%
a. American Indian/Alaska Native 18-24 years . .. ............ 1986-87  18-64% --- Toee T 7o (O --- --- --- 10%
3.10 Tobacco-use prevention education and tobacco-free schools
School districts providing tobacco-free environments. . .......... 1988 17% --- --- --- --- 836.5% --- --- ---  100%
School districts providing antismoking education
High school. .. ... ... ... . . 1988 78% --- --- --- --- 90.7% --- --- ---  100%
Middle school .. ... ... .. . . . 1988 81% --- --- --- --- 82.5% --- --- ---  100%
Elementary school. . . ....... ... 1988 75% --- --- --- --- --- --- --- ---  100%



I Table 3. Tobacco objective status—Con.
Q
§ Baseline Target
B Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
o
T 311* Worksites with smoking policies
5 Policy that bans smoking or limits it to separately ventilated areas
1] 50 or more employees . .. ...t 1985 27% --- ---  59% --- --- --- --- ---  100%
P Any smoking policy
= Medium and large companies . ............. ... . .. 1987 54% --- 85% --- --- --- --- --- ---  100%
z 50 or more employees. . . ... 86% --- 8%
% 3.12* Nu_mgber of States with comprehensive laws for clean indoor
® air
e Private Workplaces . . ... ..ot 1995 aj 1 1 51
Public workplaces. . .. ... ... 1995 a9 9 12 51
Restaurants . . ........ ... 1995 2 3 3 51
Public transportation. . . .. ......... . . .. 1995 a1z 17 17 51
Hospitals. . . ... . 1995 ag 8 8 51
Day Care CENEIS . .. ..ttt e e 1995 21 21 21 51
Grocery StOres . . .. ..ot 1995 a4 4 4 51
3.13 Number of States with tobacco product sale and distribution
toyouth laws . .. ... . . .. 1990 45 50 50 51 51 51 51 51 51
Number of States enforcing laws to achieve buy rates no higher
than 20 percent. . . .. ...t 104
3.14 Number of States with plans to reduce tobacco use  ......... 1989 12 --- --- 935 --- 939 --- 951 951 51
3.15 Tobacco product advertising and promotion to youth  ........ 1990 Minimal --- --- --- --- --- --- - - -Eliminate
restrictions or
severely
restrict
3.16 Cessation counseling and followup by clinicians
Percent of clinicians routinely providing service to at least 75% of
patients
Inquiry about smoking
General dentists . . ... ... . 1986 26% --- --- --- --- 32.8% --- --- --- 75%
Advised patients about smoking (among patients reporting
smoking)
General dentists . . ... 1986 35% --- --- --- --- 64.8% --- --- --- 75%
Internists (including sub-specialists). . . .................... 1986 52% --- --- --- --- --- --- --- --- 75%
Primary care providers. . . ......... ... 1986 63% --- --- --- --- --- --- --- --- 75%
Inquiry about smokeless tobacco use
General dentists . . ... ... --- 14.4%
Advised patients about smokeless tobacco use (among patients
reporting smokeless tobacco use)
General dentists . . ... ... ---  75.0%
Percent of clinicians routinely providing service to 81-100% of
patients
Inquiry about tobacco use
Pediatricians . . . . ... ... --- --- --- 33% --- --- --- --- Wiz 75%
Nurse practitioners . .............c..ouririnaninennnn .. --- --- ---  51% --- --- --- --- 166% 75%
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Table 3. Tobacco objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Obstetricians/gynecologists . . ... ..., --- --- --- 49% --- --- --- --- a2 75%
INtErNIStS . . . . . o --- 75% .- a2 75%
Family physicians .. ................ . i .. --- --- ---  59% --- --- --- --- iz 75%
Discussion of strategies to quit smoking
Pediatricians . . . . ... ... --- --- .- 19% --- --- --- --- 12 75%
Nurse practitioners . .............. ... .. --- --- ---  20% --- --- --- --- 139% 75%
Obstetricians/gynecologists . . . ....................... --- --- ---  28% --- --- --- --- iz 75%
INEEIMISES . . . oot e e ---  50% --- a2 75%
Family physicians .. ............... .. ... --- --- ---  43% --- --- --- --- iz 75%
3.17* Oral cancer deaths (per 100,000)
Male 4574 Years. . . .. .ot t 1987 136 134 127 122 121 1.1 11.0 107 P10.3 105
Female 45-74 years. .. ... 1987 4.8 4.6 4.6 4.3 4.2 4.0 3.9 3.5 P3.5 4.1
a. Black male 45-74years.............iiiinnii.. 1990 29.4 269 273 26.2 252 234 226 P20.6 26.0
b. Black female 45-74 years. .. ........... .. 1990 6.9 C 6.9 6.0 5.8 5.7 6.4 5.0 P5.2 6.9
3.18*  Stroke deaths (age adjusted per 100,000) ............... 1987 304 277 268 26.2 265 265 267 264 P259 20.0
a. Black . ... . 1987 52.5 48.4 46.8 45.0 45.0 454 450 442 P420 27.0
3.19*  Average age of first use (adolescents 12—17 years)
Cigarettes . . . o 1988 11.6 11.5 11.5 1.7 117 122 123 124 --- 12.6
Alcohol . . .. 1988 13.1 12.8 12.6 13.0 12.9 12.8 12.8 13.1 --- 14.1
Marijuana . . .. ..o 1988 13.4 13.4 13.5 13.8 13.9 14.1 13.8 14.4 --- 14.4
3.20* Use in past month by adolescents and young adults 13
Alcohol
12-017 YEArS . o oot 1988 33.4% 32.5% 27.0% 20.9% 23.9% 21.6% 21.1% 18.8% 20.5% 12.6%
18-20 YEAIS . . vttt 1994 54.6% C C e e ... 54.1% 50.1% 53.4% 29.0%
Hispanic 12—17 years . .. ... ..o, 1988 31.9% 24.2% 28.3% 20.3% 22.0%  18.3% 18.7% 19.9% 18.8% 12.0%
Marijuana
12-017 YEAIS . o oot e 1988 54% 4.4% 3.6% 3.4% 4.0% 6.0% 82% 7.1% 94% 3.2%
18-25 YRAIS . o ottt e 1988 15.3% 12.7% 12.9% 10.9% 11.1% 12.1% 12.0% 13.2% 12.8%  7.8%
Cocaine
12-07 YRAIS v vttt 1988 1.2% 0.6% 0.4% 0.3% 0.4% 03% 08% 06% 10% 0.6%
1825 YRaAIS . ottt e 1988 48% 2.3% 22% 2.0% 1.6% 12% 1.3% 2.0% 12% 23%
Hispanic 12—17 years . . ... ... 1988 1.4% 2.0% 1.4% 13% 1.1% 0.7% 08% 1.1% 1.0% 0.6%
Hispanic 18-25years ... ........... .. 1994 2.2% 1.1% 2.1% 1.5% 1.0%
Cigarettes
12-017 YEAIS . o oo 1988 a22.7% 22.4% 20.9% 18.4% 18.5%  18.9% 20.2% 18.3% 19.9%  6.0%
3.21* Perception of social disapproval by high school seniors
Heavy use of alcohol .. ...... ... .. ... . ... .. ... . .... 1989 56.4% 59.0% 58.1% 60.8% 58.5% 59.1% 58.0% 57.8% 56.4% 70%
Occasional use of marijuana. . .............. .. ......... 1989 71.1% 76.4% 75.8% 79.2% 73.8%  69.1% 65.4% 63.1% 59.9% 85%
Trying cocaine onNce Or tWiCe. . . ... . oot e s 1989 88.9% 90.5% 91.8% 92.2% 91.1% 91.4% 91.1% 89.2% 87.3% 95%
Smoking one or more packs of cigarettes per day........... 1987 74.2% 75.3% 74.0% 76.2% 71.8% 72.4% 69.2% 69.3% 68.5% 95%
3.22* Perception of harm by high school seniors
Heavy use of alcohol .. ........ ... ... ... .. ... .. ..... 1989 44.0% 47.1% 48.6% 49.0% 48.3% 46.5% 45.2% 49.5% 43.0% 70%
Regularuse of marijuana . ................. .. ... ...... 1989 77.5% 77.8% 78.6% 76.5% 72.5%  65.0% 60.8% 59.9% 58.1% 90%



66—866T ‘Malnay 0002 a|doad AylesH

1S

Table 3. Tobacco objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Trying cocaine Once Or tWIiCe. . . . ..o v vttt e 1989 54.9% 59.4% 59.4% 56.8% 57.6% 57.2% 53.7% 54.2% 53.6% 80%
Smoking one or more packs of cigarettes perday.............. 1987 68.6% 68.2% 69.4% 69.2% 69.5% 67.6% 65.6% 68.2% 68.7% 95%
Using smokeless tobaccoregularly . . ....................... 1987 230.0% 34.2% 37.4% 355% 38.9%  36.6% 33.2% 37.4% 38.6% 95%
3.23 Tobacco excise tax (percent of retail price)
Cigarettes. . . ... ... 1993 31.4% - - C ... 31.0% 31.6% 30.5% 31.5% 50%
SMOKeless tobacCo. . ... oo 1993 11.8% o o o o --- 13.8% ---1413.0% 50%
3.24 Treatment for nicotine addiction
Health plans offering treatment . . .. ............ ... ... .. ..., 1985 11% --- --- --- --- --- --- --- ---  100%
3.25* Preemptive clean indoor air laws
Stateswith laws . . . .. ... . 1995 17 C C C C C C 19 18 0
3.26 Number of States with laws banning cigarette vending
machines in areas accessible to minors % ................. 1995 al2 C ce C C c C 14 19 51

--- Data not available.
Category not applicable.

aBaseline has been revised.

PPreliminary data.

1in 1992, the definition of “current” changed to include “some days” (intermittent smoking).

2Estimates for different tribes.

SVietnamese men only.

41988 data.

5Among people 20-24 years with a high school education or less.

6Baseline for white females 20-24 years.

"Data are unreliable. Relative standard error is greater than 30 percent.

8Middle/junior high and senior high schools only.

9Includes the District of Columbia.

101996-97 data.

11199798 data.

12Response rate for this group was too low to produce reliable estimates.

131n 1994, estimates for drug use were restricted to a core set of questions in contrast to the coding procedure in prior years. The trend data have been recalculated to adjust for these

differences and to produce comparable estimates from 1988 to 1996.

14Method of calculation modified in 1997.

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

Data source

3.1%, 3.1a

3.2%, 3.2a,b

3.3

3.4*, 3.4a,b,d,e,h
3.4c

3.4f

3.4g

3.4i

3.4j

3.5, 3.5a
3.6

3.7, 3.7a
3.8*

3.9%
3.9a
3.10

3.11*

3.12*
3.13

3.14

3.15
3.16

National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Worldwide Survey of Substance Abuse and Health Behaviors Among Military Personnel, DoD, OASD.

Baseline: CDC, 1987.

Updates: National Health Interview Survey, CDC, NCHS.

Baseline: Local surveys.

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

1991 update: Jenkins CNH, et al. Tobacco use in Vietnam: Prevalence, predictors, and the role of the transnational tobacco corporations. JAMA
227(21):1726-31. 1997; Jenkins CNH, et al. The effectiveness of a media-led intervention to reduce smoking among Vietnamese-American men. AJPH
87(6):1031-4. 1997.

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

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

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

1983 baseline and 1988 update: Behavioral Risk Factor Surveillance System, CDC, NCCDPHP.

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

National Health Interview Survey, CDC, NCHS.

Baseline: Adult Use of Tobacco Survey, CDC, NCCDPHP.

Updates: National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Baseline: Adult Use of Tobacco Survey, CDC, NCCDPHP.

Updates: National Health Interview Survey, CDC, NCHS.

For males 18-24 years, National Health Interview Survey, CDC, NCHS.

For males 12—17 years, National Household Survey on Drug Abuse, SAMHSA, OAS.

Baseline: National Medical Expenditure Survey of American Indian/Alaska Native, PHS, NCHSR.

Updates: National Health Interview Survey, CDC, NCHS.

Baseline: National Survey of School Districts’ Nonsmoking Policies, NSBA, ACS, ALA, and AHA.

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

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

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

For medium and large companies: Nationwide Survey on Smoking in the Workplace, CDC, OSH; Bureau of National Affairs; American Society for
Personnel Administration.

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

Baseline: Association of State and Territorial Health Officials Reporting System: Cancer and Cardiovascular Diseases Survey, PHF.

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

1997 data for States enforcing laws: Synar Regulation Implementation: “Report to Congress on FY 1997 State Compliance,” SAMHSA, February 1998.

Baseline: Association of State and Territorial Health Officials Reporting System: Cancer and Cardiovascular Diseases Survey, PHF.

1992 and 1994 updates: Association of State and Territorial Health Officials Survey of State Activities on Tobacco Prevention and Control, PHF.

1996 update: Office on Smoking and Health, CDC, NCCDPHP; Public Health Applications Branch, NIH, NCI; California Department of Health Services.

Federal Trade Commission data reported by Office on Smoking and Health, CDC, NCCDPHP.

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

Baseline for dentists: Secker-Walker, et al. Statewide Survey of Dentists’ Smoking Cessation Advice. JADA 118:37-40. 1989.

Updates for dentists: National Survey of Dentists’ and Hygienists’ Tobacco Control Activities, University of Florida.
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Objective number

Data source

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

3.20*

3.21*

3.22*

3.23

3.24

3.25*

3.26

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

1997-98 data for primary care providers: Prevention in Primary Care Study, American College of Preventive Medicine.
National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

National Household Survey on Drug Abuse, SAMHSA, OAS.

National Household Survey on Drug Abuse, SAMHSA, OAS.

Monitoring the Future, NIH, NIDA.

Monitoring the Future, NIH, NIDA.

“The Tax Burden on Tobacco,” The Tobacco Institute, 1995, and the Office on Smoking and Health, CDC, NCCDPHP.
Gelb BD. Preventive Medicine and Employee Productivity. Harvard Business Review 64(2):12. 1985.

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

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

*Duplicate objective.



Tobacco Obijectives

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 values for this objective differ
from those presented here.

Duplicate objective: 16.2

3.2a* Slow the rise in lung cancer
deaths among females to no more
than 27 per 100,000.

Duplicate objective: 16.2a

3.2b*: Slow the rise in lung cancer
deaths among black males to no
more than 91 per 100,000.

Duplicate objective: 16.2b

3.3 Slow the rise in deaths from

chronic obstructive pulmonary disease to
achieve a rate of no more than 25 per
100,000 people.

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 18 and older.

Duplicate objectives: 15.12 and 16.6

3.4a* Reduce cigarette smoking to
a prevalence of no more than

20 percent among people with a
high school education or less aged
20 and older.

Duplicate objectives: 15.12a and
16.6a

workers aged 18 and older.

Duplicate objectives: 15.12b and
16.6b

3.4c* Reduce cigarette smoking to
a prevalence of no more than

20 percent among military
personnel.

Duplicate objectives: 15.12c and
16.6¢

3.4d*: Reduce cigarette smoking to
a prevalence of no more than

18 percent among blacks aged 18
and older.

Duplicate objectives: 15.12d and
16.6d

3.4e* Reduce cigarette smoking to
a prevalence of no more than

15 percent among Hispanics age
18 and older.

Duplicate objectives: 15.12e and
16.6e

3.4f*: Reduce cigarette smoking to
a prevalence of no more than

20 percent among American Indians
and Alaska Natives.

d

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
16.69

3.4h*: Reduce cigarette smoking to
a prevalence of no more than

12 percent among women of
reproductive age.

Duplicate objectives: 15.12h and
16.6h

3.4i*: Reduce cigarette smoking to
a prevalence of no more than
10 percent among pregnant women.

Duplicate objectives: 15.12i and
16.6i

3.4j*: Reduce cigarette smoking to
a prevalence of no more than

10 percent among women who use
oral contraceptives.

Duplicate objectives: 15.12j and
16.6j

. ) ) 3.5 Reduce the initiation of cigarette
3.4b*: Reduce cigarette smoking to smoking by children and youth so that

a prevalence of no more than
20 percent among blue-collar

60

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.

Duplicate objective: 11.17

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.

Duplicate objective: 13.17

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

Duplicate objective: 13.17a

Healthy People 2000 Review, 1998-99



3.10 Establish tobacco-free 100,000 among black females aged

environments and include tobacco-use 45-74.
prevention in the curricula of all : S
elementary, middle, and secondary ?gql;cbate objectives: 13.7b and

schools, preferably as part of
comprehensive school health education.3.18* Reduce stroke deaths to no more
than 20 per 100,000 people.

Duplicate objectives: 2.22 and 15.2

3.18a* Reduce stroke deaths
among blacks to no more than 27

3.11* Increase to 100 percent the
proportion of worksites with a formal
smoking policy that prohibits or
severely restricts smoking at the
workplace.

per 100,000.
Duplicate objective: 10.18
upt Jectv Duplicate objectives: 2.22a and
3.12* Enact in 50 States and the 15.2a

District of Columbia comprehensive
laws on clean indoor air that prohibit
smoking or limit it to separately
ventilated areas in the workplace and
enclosed public places.

3.19* Increase by at least 1 year the
average age of first use of cigarettes,
alcohol, and marijuana by adolescents
aged 12-17.

Duplicate objective: 10.19 Duplicate objective: 4.5

3.13 Enact in 50 States and the District 3-20™ Reduce the proportion of young
of Columbia laws prohibiting the sale ~P€oPle who have used alcohol, .
and distribution of tobacco products to Marijuana, and cocaine, or cigarettes in
youth younger than age 18. Enforce  (h€ past month as follows:

these laws so that the buy rate in 2000 target
compliance checks conducted in all 50 Substance and age
States and the District Columbia is no

higher than 20 percent. Alcohol:
o 12-17 years .

3.14 Establish in 50 States and the 18-20 years 29.0
District of Columbia plans to reduce Marijuana:
tobacco use, especially among youth. 12-17 years 3.2
3.15 Eliminate or severely restrict all 18-25 years 78
forms of tobacco product advertising Colczaurﬁ. years 06
and promotion to which youth younger - :

P y young 18-25 years 2

than age 18 are likely to be exposed.

3.16 Increase to at least 75 percent the US€ in past month

proportion of primary care and oral (percent)
health care providers who routinely Alcohol:

advise cessation and provide assistance Hispanic 12—17 years 12.0
and followup for all of their Cocaine:

tobacco-using patients. Hispanic 12-17 years 0.6
3.17* Reduce deaths due to cancer of __ Hispanic 18-25 years 1.0
the oral cavity and pharynx to no more Clgaretes:

than 10.5 per 100,000 men aged 45-74 12-17 years 6.0

and 4.1 per 100,000 women aged
45-74.

Duplicate objectives: 13.7 and 16.17

3.17a* Reduce deaths due to
cancer of the oral cavity and
pharynx to no more than 26.0 per
100,000 among black males aged

NOTE: The targets of this objective are
consistent with the goals established by
the Office of National Drug Control

Duplicate objective: 4.6

3.21* Increase the proportion of high
school seniors who perceive social

45-74. disapproval of heavy use of alcohol,
Duplicate objectives: 13.7aand ~ ©ccasional use of marijuana, and
16.17a

use of tobacco, as follows:
2000 target
(percent)
70

3.17b* Reduce deaths due to
cancer of the oral cavity and

pharynx to no more than 26.0 per Heavy use of alcohol

Healthy People 2000 Review, 1998-99

(percent5J

Occasional use of marijuana 85

Trying cocaine once or twice 95

Smoking one or more packs of
cigarettes per day 95

NOTE: Heavy drinking is defined as
having five or more drinks once or twice
each weekend. The Monitoring the
Future Survey defines regular use of
cigarettes as smoking one or more packs
daily.

Duplicate objective: 4.9

3.22* Increase the proportion of high
school seniors who associate physical or
psychological harm with the heavy use
of alcohol, occasional use of marijuana,
experimentation with cocaine, or regular
use of tobacco, as follows:

2000 target

(percent)
Heavy use of alcohol 70
Regular use of marijuana 90

Trying cocaine once or twice 80
Smoking one or more packs of
cigarettes per day 95
sing smokeless tobacco
regularly 95

g NOTE: Heavy drinking is defined as

having five or more drinks once or twice
each weekend. The Monitoring the
Future Survey defines regular use of
cigarettes as smoking one or more packs
daily.

Duplicate objective: 4.10
3.23 Increase the average (State and

2000 targetFederal combined) tobacco excise tax to

at least 50 percent of the average retail
price of all cigarettes and smokeless
tobacco.

3.24 Increase to 100 percent the
proportion of health plans that offer
treatment of nicotine addiction (e.g.,
tobacco use cessation counseling by
health care providers, tobacco use
cessation classes, prescriptions for
nicotine replacement therapies, and/or
other cessation services).

Policy, Executive Office of the President3 25* Reduce to zero the number of

States that have clean indoor air laws
preempting stronger clean indoor air
laws on the local level.

Duplicate objective: 10.20
3.26 Enact in 50 States and the District

experimentation with cocaine, or regularof Columbia laws banning cigarette

vending machines except in places
inaccessible to minors.

* Duplicate objective.
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Priority Area 4
Substance Abuse:
Alcohol and Other

Figure 5. Proportion of male high school seniors using anabolic
steroids: United States, 1989-97, and year 2000 target for
objective 4.11

Percent
D 10
rugs
8 |-
Background
Substance abuse and substance
abuse-related problems are among 6 -

society’s most pervasive health and
social concerns. Millions of Americans
consume alcohol in quantities and
frequencies that place them and others
at risk for alcohol-related disease,
unintentional injuries, and crime.
Alcohol use is associated with more
than 45 percent of all motor vehicle
crash fatalities, roughly one-third of the
homicides and suicides, and 22 percent
of all fatal boating accident victims
were reported intoxicated at the time of

death (1). While current figures are
significantly lower than those observed
in the 1980’s, some 100,000 people die

5 Year 2000 target
0 1 1 1 1 1 1 1 1 1
1989 1990 1991 1992 1993 1994 1995 1996 1997
Year
2000

1989 1990 1991 1992 1993 1994 1995 1996 1997 target

each year in the United States as a
result of alcohol (1).
The abuse of illicit drugs has also

Male high school

seniors 47% 5.0% 3.6% 35% 3.5% 3.8% 3.8% 3.2% 4.1% 3.0%

had a profound impact on the Nation’s
health. The relationship between
injecting drug use and acquired
immunodeficiency syndrome (AIDS)
transmission is well known. lllicit drug

abuse and related HIV/AIDS account forupward trend in marijuana use is

SOURCE: National Institutes of Health, National Institute on Drug Abuse, Monitoring the Future.

Alcohol-related motor vehicle crash

at least 12,000 deaths annually. Injectindpasically confined to adolescents, and isdeath rates4.1) have declined markedly

drug abuse is also associated with
hepatitis B and C infection (2). The use

of cocaine, nitrites, and other substancesubgroup. This trend is supported by

can produce cardiac irregularities and
heart failure, convulsions, and seizures.

Long-term consequences such as chronfroportion of high school seniors who

depression, sexual dysfunction, and

psychosis may also result from drug useuse of marijuana and physical and

It costs every man, woman, and
child in America nearly $1,000 annually
to cover the costs of health care, law
enforcement, motor vehicle crashes,
crime, and lost productivity due to
substance abuse (3).

Data Summary

Highlights

According to the National
Household Survey on Drug Abuse,
marijuana was the most commonly use
illicit drug in 1997. Marijuana use
among adolescents has been generally
rising since 1992 (objectivé.6). This
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an extremely broad change, showing upsince 1987. These gains are attributed in

among virtually every demographic part to the passage of administrative

license revocation legislation in 40

States, including the District of

Columbia (objectivet.15, and

legislation to lower blood alcohol

perceive social disapproval of occasionatoncentration tolerance levels to

0.08 percent for people 21 years and

psychological harm from regular use of over in 15 States, and zero tolerance

marijuana. Past-month marijuana use (0.02 percent and lower) for drivers

among young adults (18-25 years), younger than 21 years in 46 States

however, has fluctuated slightly and the including the District of Columbia

1997 level is about the same as it was (objective4.18). Other indicators of

in 1990. alcohol misuse, such as cirrhosis deaths
In response to this recent trend, the (4.2), alcohol use in the past month by

Youth Substance Abuse Prevention adolescents4(6), heavy drinking by

Initiative has been mounted by the high school seniors and college students

Secretary of Health and Human (4.7), and per capita alcohol

Services. Its primary goal is to reverse consumption 4.8) have also shown

the upward trend by the end of 2002, improvement from baseline measures.

and reduce past-month use of marijuanaAlthough the cirrhosis death rate has

data for objective#t.9 and4.1Q which
show a continuing decline in the

£mong adolescents 12—-17 years of age declined for the total population since
b

the 1987 baseline, it has increased
slightly among American Indians or
Alaska Natives.

y 25 percent, using the 1995 data
(8.2 percent) as a baseline.

Healthy People 2000 Review, 1998-99



While considerably less popular than
alcohol or other illicit drugs, anabolic
steroid use among high school seniors

System) (FARS). The FARS objectives4.5 and 4.6 regarding
supplements death certificate data with substance use among adolescents and
information on the circumstances of the young people. Beginning in 1991, the

(objective4.1]) has also declined

4 " death to determine whether the death
slightly (seefigure 5.

was alcohol related. The National Vital
Statistics System does not specify
alcohol-related motor vehicle crashes.

Data to assess trends toward the The 1992 baselines for objective
year 2000 targets are available for 16 of4.14are from the National Survey of
the 20 objectives in this priority area. ~ Worksite Health Promotion Activities,
The target for objectivé.12has been ~ Which was a telephone survey of
met, and the target for objective14 nongovernment worksites. Worksites
has been surpassed. Progress toward Were sampled, because different
targets is shown for 8 objectived.(, worksites within the same company
42,45, 4.7, 48, 4.11, 4.18nd4.19.  could have different sets of health
Trends are moving away from targets promotion activities. Both aqtlve (fOI’
for three objectives4.3, 4.4 and4.9).  example, classes) and passive (for
Mixed results are shown for three example, brochures) methods were
objectives 4.6, 4.10 and4.19. No counted as worksite health promotion

updates are available for objectivég3, activities. The 1995 update is from the
4.16, 4.17 and4.20 CDC-sponsored Worksite Benchmark

Summary of Progress

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 with measures from
previous years. Additionally, an
improved questionnaire and editing
procedures were introduced with the
1994 survey, which restricted
determination of drug use to a core set
of questions in contrast to a broader
coding procedure in prior years. The
trend data for all substances in objective
4.6 have been recalculated to adjust for
these differences and to produce
comparable estimates from 1988 to
1997.

Survey, which used a methodology very

similar to the 1992 survey, but did not

Data Issues include passive methods of health
promotion (5,6).
Definitions The 1992 data on inquiry about

) ~ alcohol consumption and other drug
All deaths attributed to chronic liver abuse for objectivé.19 are from

disease and cirrhosis (whether or not

they are specified as alcohol related) arerhe sample was drawn from the
tracked in objectivet.2 as an indicator  membership rolls of professional

of abusive alcohol consumption. The  organizations for pediatricians, nurse
entries on death certificates are often n§ractitioners, family physicians,
specific enough to identify all obstetricians/gynecologists, and
alcohol-related liver disease deaths.  internists. Response rates varied from
Estimates of the proportion of the total 50-80 percent across these groups. Th
chronic liver disease and cirrhosis data on inquiry (from PCPS) about
deaths that are alcohol-related range  work-related risks represent the
from 41 to 95 percent (4). proportion of providers who routinely
Data from the National Vital
Statistics System are used to track
drug-related deaths (objective3).
Although the objective discusses

about these risks. The data on
counseling refer to the proportion of
providers who routinely provided these
drug-related deaths, it is tracked by a  services to patients who needed the
category of deaths that is more services. The Prevention in Primary

accurately called “drug-induced deaths.”care Study (PPCS) was conducted in
The category includes deaths whose
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Data Source Descriptions

Alcohol-related motor vehicle
crashes4.1) are tracked using data from
the Department of Transportation’s
Fatality Analysis Reporting System The National Household Survey on
(formerly the Fatal Accident Reporting Drug Abuse is used to measure

Comparability of Data Sources
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Table 4. Substance abuse: Alcohol and other drugs objective status

Baseline Target
Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
4.1 Alcohol-related motor vehicle deaths (per 100,000)  .............. 1987 9.8 8.9 7.9 6.9 6.8 6.4 6.6 6.5 --- 5.5
a. American Indian/Alaska Native male. . . ...................... 1987 40.4 34.3 32.2 314 26.8 28.0 --- --- --- 35.0
b. People 15-24 years . .. ... 1987 215 18.5 17.2 14.1 13.8 13.1 12.9 12.9 --- 12.5
4.2 Cirrhosis deaths (age adjusted per 100,000) .................... 1987 9.2 8.6 8.3 8.0 7.9 7.9 7.6 7.5 P7.2 6
a. Blackmale. ... ... ... .. ... . 1987 22.6 20.0 17.4 17.2 16.1 15.9 14.7 13.8 P125 12
b. American Indian/Alaska Native . .. .................. .. ...... 1987 20.5 19.8 20.4 21.6 21.0 214 24.3 20.7 --- 10
C. Hispanicl .. ... . 1990 a14.2 C 13.8 13.5 13.4 13.7 12.9 12.6 10
4.3 Drug-related deaths (age adjusted per 100,000) ................. 1987 3.8 3.6 3.8 4.3 4.8 5.0 5.1 5.2 P4.6 3
a. Black .. ... 1990 5.7 6.6 6.8 8.3 8.6 8.5 8.0 6.6 3
b, Hispanicl . ... ... 1990 4.3 3.9 5.6 6.4 6.0 6.0 5.9 --- 3
4.4 Drug abuse-related emergency room visits (per 100,000) .......... 1991 175.8 1914 2039 2252 2225 207.2 --- 1406
4.5* Average age of first use (adolescents 12—17 years)
Cigarettes. . . .o 1988 11.6 11.5 11.5 11.7 11.7 12.2 12.3 12.4 --- 12.6
AlCOnol . . .o 1988 13.1 12.8 12.6 13.0 12.9 12.8 12.6 13.1 --- 14.1
Marijuana . . .. ... 1988 13.4 13.4 135 13.8 13.9 14.1 13.8 14.4 --- 14.4
4.6* Use in past month by adolescents and young adults 2
Alcohol
12-07 YEAIS . o oot 1988 33.4% 325% 27.0% 20.9% 23.9% 21.6% 21.1% 188% 20.5% 12.6%
18-20 YEAIS . . . ot 1994 54.6% C C e C ... 541% 50.1% 53.4% 29.0%
HIiSpaniC 12—17 YEArS . . . ...ttt t ettt 1988 31.9% 24.2% 28.3% 20.3% 22.0% 18.3% 18.7% 19.9% 18.8% 12.0%
Marijuana
12-017 YEArS . o oot 1988 54% 44% 36% 34% 40% 6.0% 82% 7.1% 94% 3.2%
18-25 YeaAIS . . . ot 1988 153% 12.7% 12.9% 10.9% 11.1% 12.1% 12.0% 13.2% 12.8% 7.8%
Cocaine
12-017 YEAIS . o ottt 1988 12% 06% 04% 03% 04% 03% 08% 06% 1.0% 0.6%
1825 YRAIS . . ot 1988 48% 23% 22% 2.0% 16% 12% 13% 2.0% 12% 2.3%
HIiSpanic 12—17 YEars . . . . ..ottt 1988 1.4% 20% 14% 13% 1.1% 07% 08% 1.1% 1.0% 0.6%
Hispanic 18-25years . .. .......o it 1994 2.2% 11% 21% 15% 1.0%
Cigarettes
L12-07 YEAIS . oot 1988 22.7% 22.4% 20.9% 18.4% 185% 18.9% 20.2% 183% 19.9% 6.0%
4.7 Heavy drinking in past 2 weeks 3
High school seniors . ......... .. . 1989 33.0% 32.2% 29.8% 27.9% 27.5% 28.2% 29.8% 30.2% 31.3% 28.0%
College students. . . .. ... 1989 41.7% 41.0% 42.8% 41.4% 40.2% 40.0% 40.0% 38.3% 40.7% 32.0%
4.8 Alcohol consumption (gallons per capita, persons 14 years and
[0 =T 1987 2.54 2.46 2.31 2.31 2.25 221 --- --- --- 2.0
4.9* Perception of social disapproval by high school seniors
Heavy use of alcohol .. ....... ... .. .. . . . . 1989 56.4% 59.0% 58.1% 60.8% 58.5% 59.1% 58.0% 57.8% 56.4% 70%
Occasional use of marijuana. . . . ... 1989 71.1% 76.4% 758% 79.2% 73.8% 69.1% 65.4% 63.1% 59.9% 85%
Trying COCAINE ONCE OF tWICE. . . . v v vttt et e e 1989 88.9% 90.5% 91.8% 92.2% 91.1% 91.4% 91.1% 89.2% 87.3% 95%
Smoking one or more packs of cigarettes perday. ................. 1987 74.2% 75.3% 74.0% 76.2% 71.8% 72.4% 69.2% 69.3% 68.5% 95%
4.10*  Perception of harm by high school seniors
Heavy use of alcohol ... ... ... ... ... .. . .. . . . . 1989 44.0% 47.1% 48.6% 49.0% 48.3% 46.5% 45.2% 49.5% 43.0% 70%
Regularuse of marijuana . .. ......... .. ... 1989 775% 77.8% 78.6% 76.5% 725% 65.0% 60.8% 59.9% 58.1%  90%
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Table 4. Substance abuse: Alcohol and other drugs objective status—Con.

Baseline Target
Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Trying cOCaiNe ONCe OF tWICE. . . . . oo vttt 1989 54.9% 59.4% 59.4% 56.8% 57.6% 57.2% 53.7% 54.2% 53.6% 80%
Smoking one or more packs of cigarettes perday.................. 1987 68.6% 68.2% 69.4% 69.2% 69.5% 67.6% 65.6% 68.2% 68.7% 95%
Using smokeless tobaccoregularly . .. .......... ... ............. 1987 230.0% 34.2% 37.4% 355% 38.9% 36.6% 33.2% 37.4% 38.6% 95%
4.11 Anabolic steroid use
Male high school seniors. . .. ... ... .. . 1989 47% 50% 36% 35% 35% 38% 38% 32% 41% 3.0%
4.12 Number of States with access to treatment programs ~ ............ 1996 50 --- 50
4.13 Alcohol and drug education in schools . ....................... 1996 86% ---  100%
Provided students with some instruction .. ....................... 1987 63% --- --- --- --- --- --- --- ---  100%
Provided students with counseling. . . ............ ... ............. 1987 39% --- --- --- --- --- --- --- ---  100%
Referred students for clinical assessments . ...................... 1987 23% --- --- --- --- --- --- --- ---  100%
Provided students with instruction in at least one course
Middle/junior and senior high schools .. ....................... --- --- --- --- --- 90.4% --- --- ---  100%
4.14 Worksite alcohol and drug policies 50 or more employees ~ ........ - --- --- --- --- --- --- --- --- --- 60%
AlConol . . .o 1992 88% --- --- 92% --- --- 60%
Other drugs . . ... 1992 89% --- --- 96% --- --- 60%
4.15 Number of States with administrative license suspension/revocation
LA 1990 29 30 --- 35 38 --- --- 40 51
4.16 Number of States with policies to reduce minors’ access
toalcohol ... 1996 46 --- 50
4.17 Number of States with restrictions on promotion of alcohol to
children and adolescents . ........ ... . . . .. 1996 13 --- 20
4.18 Number of States with blood alcohol concentration tolerance
levels
Zero tolerance (0.02% or less) for people under 21 years............ 1993 9 421 --- 438 446 50
0.08% for people 2L yearsand Over . .................couuun... 1993 7 11 --- 14 15 50
4.19 Screening, counseling, and referral by clinicians  ................ --- --- --- --- --- --- --- --- --- 75%
Percent of clinicians routinely providing service to 81-100% of patients
Inquiry about alcohol consumption (12 years and over)
PediatriCians . . .. ..ot 1992 29% --- --- --- --- 56 75%
Nurse practitioners . ........... ..t 1992 45% --- --- --- --- 5529 75%
Obstetricians/gynecologists . . ... ... ..o 1992 34% --- --- --- --- 56 75%
INEEIMISES .\ o e ot ettt e e 1992 63% --- --- --- --- 56 75%
Family physicians . .. .......... ... . 1992 39% --- --- --- --- 56 75%
Inquiry about other drug use (12 years and over)
Pediatricians . . . . . ... 1992 28% --- --- --- --- 56 75%
Nurse practitioners . ......... ... 1992 43% --- --- --- ---  536% 75%
Obstetricians/gynecologists . . . ............ i 1992 32% --- --- --- --- 56 75%
INEINISIS . . . o 1992 34% --- --- --- --- 56 75%
Family physicians .. ........... it 1992 23% --- --- --- --- 56 75%
Referral to alcohol treatment
PediatriCians . . . ..o 1992 26% --- --- --- --- 56 75%
Nurse practitioners . .......... .. 1992 19% --- --- --- --- 522% 75%
Obstetricians/gynecologists . . . .. .ot 1992 24% --- --- --- --- 56 75%
INEEIMISES . . o\ ettt 1992 33% --- --- --- --- 56 75%
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Table 4. Substance abuse: Alcohol and other drugs objective status—Con.

Baseline Target
Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Family physicians .. ............ i 1992 28% - o o --- --- --- --- 56 75%
Referral to drug abuse treatment
Pediatricians . . . .. ... 1992 32% C C - --- --- --- --- 56 75%
Nurse practitioners . ......... .. 1992 19% C C L --- --- --- --- 5250 75%
Obstetricians/gynecologists . . . .. oo 1992 28% o - S --- --- --- --- 56 75%
INEEIMISES . . o et e et 1992 35% - - S --- --- --- --- 56 75%
Family physicians . .......... . .. . . 1992 28% - - L --- --- --- --- 56._. 75%
4.20 Number of States with Hospitality Resource Panels  .............. 1994 8 C C . o c 30

--- Data not available.
Category not applicable.
aBaseline has been revised.
PPreliminary data.
1Excludes data from States lacking an Hispanic-origin item on their death certificate or for which Hispanic-origin data were not of sufficient quality. See appendix.

2In 1994, estimates for drug use were restricted to a core set of questions in contrast to the coding procedure in prior years. The trend data have been recalculated to adjust for these

differences and to produce comparable estimates from 1988 to 1997.

SRecent heavy drinking is defined as having 5 or more drinks on 1 occasion in the previous 2-week period as monitored by self-reports.
4Includes the District of Columbia.

51997-98 data.

6Response rate for this group was too low to produce reliable estimates.

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

Data source

4.1%, 4.1b
4.1a

4.2, 4.2a-c
4.3, 4.3a-b
4.4

4.5%

4.6*

4.7

4.8

4.9*

4.10*

4.11

4.12

4.13

4.14
4.15
4.16
4.17
4.18
4.19

4.20

Fatality Analysis Reporting System, DOT, NHTSA.

Fatality Analysis Reporting System, DOT, NHTSA, and National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

Drug Abuse Warning Network, SAMHSA, OAS.

National Household Survey on Drug Abuse, SAMHSA, OAS.

National Household Survey on Drug Abuse, SAMHSA, OAS.

Monitoring the Future, NIH, NIDA.

Alcohol Epidemiology Data System, NIH, NIAAA.

Monitoring the Future, NIH, NIDA.

Monitoring the Future, NIH, NIDA.

Monitoring the Future, NIH, NIDA.

Substance Abuse Prevention and Treatment Block Grant Applications, SAMHSA, CSAT.

1987 baseline: Report to Congress and the White House on the Nature and Effectiveness of Federal, State, and Local Drug Prevention Education
Programs. DOE. 1987.

1996 baseline: Substance Abuse Prevention and Treatment Block Grant Applications, SAMHSA, CSAT.

1994 data: School Health Policies and Programs Study, CDC, NCCDPHP.

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

Update: Business Responds to AIDS Benchmark Survey, CDC, NCHSTP.

Baseline: Office of Alcohol and State Programs, DOT, NHTSA.

Updates: Office of Safety Recommendations, DOT, NHTSA.

Substance Abuse Prevention and Treatment Block Grant Applications, SAMHSA, CSAT.

Substance Abuse Prevention and Treatment Block Grant Applications, SAMHSA, CSAT.

Baseline: Office of Alcohol and State Programs, DOT, NHTSA.

Updates: Office of Safety Recommendations, DOT, NHTSA.

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

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

California Coordinating Council on Responsible Beverage Service, National Survey Report.

*Duplicate objective.



Substance Abuse- the past month as follows: Future Survey defines regular use of

cigarettes as smoking one or more packs

2000 t t .
Alcohol and Other  gyeance and age (pereend@Y:

Drugs Objecuves Alcohol: Duplicate objective: 3.21
12-17 years 12.6 4.10* Increase the proportion of high
18-20 years 29.0 school seniors who associate physical or
. Marijuana: psychological harm with the heavy use

4.1* Reduce deaths caused by 12-17 years 3.2 of alcohol, occasional use of marijuana,

alcohol-related motor vehicle crashes to 18 75 years 7.8 experimentation with cocaine, or regular

no more than 5.5 per 100,000 people. cocaine: use of tobacco, as follows:

Duplicate objective: 9.23 12-17 years 0.6 Heavy use of alcohol 70
4.1a* Reduce deaths armon 18-25 years 2.3 Regular use of marijuana 90
American Indian and AlaskagNative Use in past month 2000 target;%g‘lgncog?]'geof rrl?c?ré) ' tWE © ¢ 80

. rcent) >MOKING packs o

men caused by alcohol-related (pe Ci d 95

. Alcohol: garettes per day
motor vehicle crashes to no more H i 1917 120 Using smokeless tobacco

spanic 12-17 years .
than.35.0 pe.r 190,000. Coclai%e:l Yy regularly 95
Duplicate objective: 9.23a Hispanic 12-17 years 0.6 NOTE: Heavy drinking is defined as
4.1b* Reduce deaths among people_ Hispanic 18-25 years 1.0 having five or more drinks per occasion
aged 15-24 caused by Cigarettes: in the previous 2-week period. The
alcohol-related motor vehicle 12-17 years 6.0 Monitoring the Future Survey defines
crashes to no more than 12.5 per  NOTE: The targets of this objective are '€gular use Ef C|g§|1rettes as smoking one
100,000. consistent with the goals established by ©F MOre packs daily.
Duplicate obiective: 9.23b the.Offlce of Nat|onal Drug Control' Duplicate objective: 3.22
P ) Policy, Executive Office of the President.

4.2 Reduce cirrhosis deaths to no more o 4.11 Reduce to no more than 3 percent

than 6 per 100,000 people. Duplicate objective: 3.20 the proportion of male high school

4.9 Reduce cirrhosis deaths 4.7- Reduce the proportion of high seniors who use anabolic steroids.

among black men to no more than School seniors and college students 4,12 Establish and monitor in 50 States

12 per 100,000. engaging In recent occasions of heavy comprehensive plans to ensure access to
, , drinking of alcoholic beverages to no  alcohol and drug treatment programs for
4.2b: Reduce cirrhosis deaths more than 28 percent of high school  traditionally underserved people.
among American Indians and seniors and 32 percent of college . . _
Alaska Natives to no more than 10 students. 4,13 Provide to children in all school
per 100,000. o ~districts and private schools primary and
, , NOTE: Recent heavy drinking is definedsecondary school educational programs
4.2c Reduce cirrhosis deaths as having five or more drinks on one  on alcohol and other drugs, preferably
among Hispanics to no more than  occasion in the previous 2—week period as part of comprehensive school health
10 per 100,000. as monitored by self-reports. education.

4.3 Reduce drug-related deaths to no 4.8 Reduce alcohol consumption by 4,14 Extend adoption of alcohol and

more than 3 per 100,000 people. people aged 14 and older to an annual drug policies for the work environment
4.3a Reduce drug-related deaths ~2V€rage of no more than 2 gallons of  to at least 60 percent of worksites with
among blacks to no more than 3 perethanol per person. 50 or more employees.
100,000. 4.9%: Increase the proportion of high 4,15 Extend to 50 States administrative
430 Reduce drug-related deaths ~SCN00I seniors who perceive social driver's license suspension/revocation
among Hispanics to no more than 3disapproval of heavy use of alcohol, Jaws or programs of equal effectiveness
per 100,000. occasional use of marijuana, and for people determined to have been
' experimentation with cocaine, or regulardriving under the influence of
4.4: Reduce drug abuse-related hospital use of tobacco, as follows: intoxicants.
emergency department visits by at least 2000 target
States that have enacted and enforce
4.5* Increase by at least 1 year the ~ Heavy use of alcohol 70 policies, beyond those in existence in
average age of first use of cigarettes, ~Occasional use of marijuana 85 7939 {0 reduce access to alcoholic
alcohol, and marijuana by adolescents Trying cocaine once or twice 95 beverages by minors.
aged 12-17. Smoking one or more packs of
) o cigarettes per day 95 4.17 Increase to at least 20 the number
Duplicate objective: 3.19 of States that have enacted statutes to

4.6*: Reduce the proportion of young  having five or more drinks once or twice

NOTE: Heavy drinking is defined as  aqfrict promotion of alcoholic beverages

NN that are focused principally on youn
people who have used alcohol, _each weekend. The Monitoring the audiences principatly on young
marijuana, and cocaine, or cigarettes in :
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4.18 Extend to 50 States legal blood
alcohol concentration tolerance levels of
.08 percent for motor vehicle drivers
aged 21 and older and zero tolerance
(.02 percent and lower) for those
younger than age 21.

4.19 Increase to at least 75 percent the
proportion of primary care providers
who screen for alcohol and other drug
use problems and provide counseling
and referral as needed.

4.2Q Increase to 30 the number of

States with Hospitality Resource Panels
(including representatives from State
regulatory, public health, and highway
safety agencies, law enforcement,
insurance associations, alcohol retail and
licensed beverage associations) to ensure
a process of management and server
training and define standards of
responsible hospitality.

*Duplicate objective.

Healthy People 2000 Review, 1998-99
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Priority Area 5 Figure 6. Proportion of females 15-44 years at risk for
unintended pregnancy who used contraception in the past month:

Family Planning United States, 1982, 1988, 1995, and year 2000 target for objective
5.12
Background Percent
Family planning is the process of 100 - Year 2000 target Cl1982 TI1988 EH1995

spacing of children in one’s family and
selecting the means by which thisis 80 |-
achieved (1). Problems attendant to poor
family planning exact serious health and
social costs. Low birthweight (2), high
rates of infant mortality (3), and
inadequate monetary and family support40 B
(4) are some of the consequences of

poor family planning. Research suggests
that educating young potential parents
about the financial, welfare, and social
costs of pregnancy may improve

decision making, which, in turn, may 0

reduce the likelihood of an unintended 1AIIAfrtzrmales B1IacIA<fAfemaIes Be|0\|N polverty Under 20|0% ?f
i i 5-44 years 5-44 years eve poverty leve
pregnancy (5). Despite advances in 15-44 years 15-19 years

contraceptive technology and
demonstrated effectiveness of prevention

initiatives, nearly half of all pregnancies Year
in the United States are unintended (6). 2000
While data show a decline in the rates 1982 1988 1995 target

of unintended pregnancy (which may bé

. . — 0, 0, 0, 0,
attributable to higher rates of g‘:' fi";a'eslls 1454 Zjars """"" 32'3 of’ g?{; Of’ gg'g ;’ gg ;’
contraceptive use and improved quaIityé:ean:aleesmlase_f1r4 y;arsyears """" 27 0 =% 0
of contraceptlves) (7), more nee.ds tob below poverty level . ... ........ 79.6% 80.2% 92.1% 95%
done to insure that all pregnancies are
intended (4) Females 15-19 years
n ) under 200% of poverty level . . . .. 67.4% 74.9% 84.8% 95%

It is encouraging to note that data

from the National Survey of Family SOURCES: Forrest JD and Sing S. The Sexual and Reproductive Behavior of American Women,
Growth (NSFG) indicate that the 1982-88. Family Planning Perspectives 22(5):206-14. 1990; Centers for Disease Control and
proportion of females age 15-19 who Prevention, National Center for Health Statistics, National Survey of Family Growth.

have ever had sexual intercourse

dropped from 55 percent in 1990 to schools are providing human sexuality 6 percent in the Netherlands (7).

50 percent in 1995. Reduction of sexual €ducation to teens, which may influenceHowever, use of contraceptives

activity at early ages is an important  their sexual behavior. Data from the increased by about 4 percent among
public health objective because sexual School Health Policies and Programs ~women 15-44 who are at risk for

activity at early ages is associated with Study indicate that 80 percent of junior unintended pregnancy between 1988 and
more partners and more frequent and senior high schools have required 1995 (sedigure 6; this may have
intercourse and the concomitant risks ofclasses that include discussion of humarontributed to the decline in unintended
disease and unintended pregnancy (8). sexuality. Nearly half the States require pregnancies.

The proportions of both males and that a course in human Sexuality be

females 15 years of age who engaged ifaught in at least one grade. Of the 12
sexual intercourse during the past 3 ~ Objectives in this priority area, 5 focus Data Summary

months also have declined. on pregnancy prevention efforts for the Highliaht

The proportions of females age  teenage population. . Ighlights
15-19 using contraception at first and While adolescent females receive The pregnancy rates(1) for
most recent intercourse have also considerable attention in family planningfemales 15-17 years of age has
increased between 1988 and 1995 (14 initiatives, all women of childbearing  decreased by 11 percent between 1990
and 6 percent, respectively). Adolescent§ge require assistance with family and 1995, the abortion rate (a

are more likely to use contraceptives, Planning. Data from the 1995 NSFG  component of the pregnancy rate) has
especially condoms, at first intercourse; show that 49 percent of pregnancies aredropped by 25 percent during the same

black adolescent females are particularlynintended; this is a decrease of time period (sedata Issues Live

likely to use injectable and implant 12 percent since 1988. This is still  pirths (another component of pregnancy)
contraceptives (9). It should be noted, higher than other developed countries; for females 15-17 years of age
however, that a high proportion of Canada’s rate is 39 percent and only  decreased by 13 percent between 1990

70 Healthy People 2000 Review, 1998-99



and 1997 (1997 data are preliminary). health facilities that perform abortions.
The pregnancy rate for girls 10-14 year8ecause the proportion of abortions
of age also declined during the same

time period. The pregnancy rate for the number performed in physicians’

the NSAM survey include all
adolescents regardless of their school

performed in hospitals has declined andenroliment status. Data from the 1992

National Health Interview Survey

Hispanic adolescents 15-19 years of ageffices has increased, AGI staff estimate (NHIS) suggest that sexual intercourse

increased by 4.5 percent between 1990 that as many as one-half of the
and 1995. It should be noted that
pregnancy rates have been recalculatedthe survey. The data from the Abortion
based on the 1995 estimates of fetal losBrovider Survey are adjusted using

in the NSFG (se®ata Issues demographic characteristics of women

is more common and condom use is less

office-based abortions may be missed incommon among out-of-school youth

14-19 years of age, than among
in-school youth in the same age group.
However, estimates for in-school youth

obtaining abortions (in States that reportwere very close to those for the total

abortions to CDC) to produce national
estimates. The diversity of sources and
the variability of reporting intervals
complicate tracking of this objective.
The baseline data on inquiry about
family planning for objectives.10
(counseling by clinicians) are from the

Summary of Progress

Eight objectives §.1-5.3, 5.5, 5.6,
5.8, 5.11 and5.12 show progress
toward the year 2000 targets. Progress
for objective5.4 (adolescent
postponement of sexual intercourse) is
mixed. Fewer 15-year-old males and  primary Care Provider Surveys (PCPS)

females and fewer 17-year-old males  and refer to the proportion of providers
have engaged in sexual intercourse. Thgyho routinely provided counseling to

youth population (10).

The baseline for objectivb.8
(human sexuality discussion) came from
a one-time study by the Planned
Parenthood Foundation that provided
data on persons 13-18 years of age who
had discussed sexuality with their
parents. The 1994 updates came from
the NHIS, a population-based survey
that provided data on persons 10-17

proportion of 17-year-old females have 81100 percent of their female clients ofyears of age; 1995 updates came from

increased very slightly. Objective 10
shows movement away from the target;
this determination is based on limited
data, showing only nurse practitioners.
Fewer nurse practitioners provided
family planning counseling and other
services to clients (see Data Issues).
Data were not available to update two
objectives .7 and5.9).

childbearing age. The sample for the
study was drawn from the membership
rolls of provider organizations for
pediatricians, family physicians,
obstetricians/gynecologists, nurse
practitioners, and internists. Response
rates varied from 50—-80 percent across
provider groups. The Prevention in
Primary Care Study (PPCS) was
conducted in 1997-98 to update data
from the PCPS. The design and items
included in the 1997-98 study were
similar to the PCPS, but a slightly
different sampling frame was used and

Data Issues

Data Source Descriptions

Data for objective5.1 (adolescent were not included in the PPCS. The
pregnancy) are based on three outcome

of pregnancy: live births, fetal losses,
and abortions. Data on live births are
collected annually through the National
Vital Statistics System. For Hispanic
births, it should be noted that the
number of States reporting Hispanic
origin data in their vital statistics has
increased during the monitoring period.
(seeappendiy. Data on fetal losses
come from the NSFG, which is

United States whose practices were at
least 50 percent primary care. Because
of low response rates from the other
provider groups, updates are available
only for nurse practitioners.

Data Comparability

Baseline and the 1995 data for “all
conducted at multiyear intervals; the  females” for objectives.4 (adolescent
most recent data available are from postponement of sexual intercoursg)
1995. The 1995 data show higher rates (adolescent abstinence), aBd
than previously reported. Fetal loss rategcontraception use) are from the NSFG.
are affected by the degree to which Baseline and the 1995 data for “all
losses are detected at very early males” for objectivess.4, 5.5 and5.6
gestations; it is believed that these are from the National Survey of
estimates reflect more complete Adolescent Males (NSAM). Additional
reporting, rather than a “real” increase tracking data from the Youth Risk
in the fetal loss rate. Behavior Survey (YRBS) are also
Estimates of the number of displayed for these objectives, but are
abortions come from the Abortion
Provider Survey, conducted by the Alan or targets. The YRBS surveys
Guttmacher Institute (AGI). This is a
biennial survey of clinics and other

Healthy People 2000 Review, 1998-99

some items included in the 1992 survey

the NSFG, which provided data on
females 18-19 years old.
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Table 5. Family planning objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
5.1 Adolescent pregnancy
Pregnancies (per 1,000)!
Female 10-14 years .. ... 1990 a3.5 3.4 3.4 3.3 3.3 3.0 --- --- L
Female 15-17years . ... ... 1990 ag0.3 798 773 76.8 755 717 --- --- 50
Live births (per 1,000)
Female 10-14 years .. ... 1990 a14 1.4 1.4 1.4 1.4 1.3 1.2 P1.2
Female 15-17years . ... ..., 1990 a37.5 38.7 378 378 376 36.0 33.8 P32.6
Abortions (per 1,000)
Female 10-14 years ... ....coviiine .. 1990 a1.5 1.4 1.5 1.4 1.3 1.2 --- ---
Female 15-17years . ... ... 1990 a26.5 243 231 225 214 19.9 --- ---
Fetal losses (per 1,000)
Female 10-14years . ... ... .. 1990 a0.5 0.5 0.5 0.5 0.6 0.5 --- ---
Female 15-17 years . .. ... coii it 1990 a16.2 16.8 16.4 16.5 16.5 15.9 --- ---
a. Pregnancies, black adolescents (per 1,000)!
Female 15-19years . .. ... i 1990 a215 215 211 205 195 178 --- --- 120
Female 15-17years . ........... ... .. 1990 a161 160 156 153 146 133 --- ---
Live births (per 1,000)
Female 15-19years . .. ... 1990 a113 116 112 109 105 96 91 P90
Female 15-17years . ... ... ... 1990 ag2 84 81 80 76 70 65 P62
Abortions (per 1,000)
Female 15-19years? .. ...........uueunennn.on.. 1990 ago 77 76 75 70 63 --- ---
Female 15-17years . .. .. ..o i 1990 a55 53 52 51 48 44 --- ---
Fetal losses (per 1,000)
Female 15-19years? .. ...........uueunennn.on.. 1990 a2 22 22 21 21 19 --- ---
Female 15-17years .. ..o 1990 a23 23 23 22 21 19 --- ---
b. Pregnancies, Hispanic adolescents (per 1,000)!
Female 15-19vyears ... ..., 1990 a156 165 168 166 167 163 --- --- 105
Live births (per 1,000)
Female 15-19years® . ............cvririnanen... 1990 a100 107 107 107 108 107 102 P99
Abortions (per 1,000)
Female 15-19vyears ... ......... ... 1990 a39 40 43 42 42 39 --- ---
Fetal losses (per 1,000)
Female 15-19years .. ...t 1990 al7 18 18 18 18 18 --- --- L
5.2 Unintended pregnancy (female 15-44 years) ........... 1988 56.0% --- --- --- --- --- 49.0% --- --- 30%
a. Black female (1544 years) ...................... 1988 78.0% --- --- --- --- --- 372.0% --- --- 40%
b. Hispanic female (1544 vyears) .................... 1988 54.9% --- --- --- --- --- 48.0% --- --- 30%
5.3 Infertility
Married couples with wives 15-44 years................ 1988 7.9% --- --- --- --- --- 7.1% --- --- 6.5%
a. Black couples with wives 15-44 years .............. 1988 12.1% --- --- --- --- ---  310.5% --- --- 9%
b. Hispanic couples with wives 15-44 years ... ......... 1988 12.4% --- --- --- --- --- 7.0% --- --- 9%
5.4* Adolescents engaging in sexual intercourse
Adolescents 15 years
Allfemales . ... 1988 27% --- --- --- --- --- 22% --- --- 15%
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Table 5. Family planning objective status —Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
In-school females . ........ .. .. . . . . C --- 35% 36% --- 37% --- 38% --- 44% A
Allmales. . ... 1988 33% 27% 15%
In-school males. . ...... ... . . . C .- 48%  44% --- 45% --- 42% --- 42% C
a. Allblack males . . ... .. 1988 69% --- --- --- --- --- 60% --- --- 15%
In-school non-Hispanic black males. . .................... --- .- T9% --- 82% --- 7% --- ---
Adolescents 17 years
Allfemales .. ... ... 1988 50% --- --- --- --- --- 51% --- --- 40%
In-school females . ....... ... .. . . . . C --- 62% 66% --- 66% --- 67% --- 62% A
Allmales. . ... 1988 66% 40%
In-school males. . ........ .. . C --- 73% 68% --- 68% --- 65% --- 60% c
b.Allblack males . . ... ... ... .. . . . 1988 90% 40%
In-school non-Hispanic black males. . . ................... C --- --- 90% --- 92% --- 88% --- --- C
c.Allblack females. .. ...... ... . . 1988 66% --- --- --- --- --- 348% --- --- 40%
In-school non-Hispanic black females .. .................. --- --- 84% ---  80% --- 75% --- ---
5.5* Adolescent abstinence from sexual intercourse for previous
3 months
All sexually active females 15-17 years .................... 1988 23.6% --- --- --- --- --- 27% --- --- 40%
In-school sexually active females 15-17 years ............... - .- 24% 25% --- 25% --- 23% --- 23% C
All sexually active males 15-17years. .. ................... 1988 33% --- --- --- --- --- --- --- --- 40%
In-school sexually active males 15-17 years. ................ --- 30% 36% --- 33% --- 34% --- 32%
5.6 Contraception use by sexually active adolescents
Female
First intercourse (15-19years) . ..., 1988 63% --- --- --- --- --- 7% --- --- 90%
Recent intercourse (15-19years) .. ........ovvveinnnnn.. 1988 78% --- --- --- --- --- 84% --- --- 90%
Recent intercourse (In school, 15-17 years) . . ............... --- 78% 81% --- 83% --- 83% --- 85%
Oral contraceptive and the condom at most recent intercourse
(I5-19 YEAIS) . o o o 1988 2% --- --- --- --- --- 8% --- --- 90%
Male
Contraception use at most recent intercourse (15-19 years) . . . .. 1990 78% --- --- --- --- --- --- --- 90%
Contraception use at most recent intercourse
(In'school, 15-17 years) . . . ..o oo vt --- --- 83% --- 84% --- 85% --- 81%
Birth control pills and condoms at most recent intercourse
(In'school, 15-17years) . ......... .. 1990 a2.0% 3.3% .- 2.9% --- 3.6% --- 4.8% 90%
Condom and pill use at last intercourse (17-19 years) ......... 1988 15% --- --- --- --- --- --- --- --- 90%
Condom and pill use at last intercourse
(In school, 17 years and Over). . ...« 14% 5%
5.7 Failure of contraceptive method for females 15-44 years e 1988 14% --- --- --- --- --- --- --- --- 7%
a. Black female 15-44 years. . .......... i 1988 17.6% --- --- --- --- --- --- --- --- 8%
b. Hispanic female 15-44 years .. ........... ... .. ... 1988 16.4% --- --- --- --- --- --- --- --- 8%
5.8 People 13-18 years who have discussed sexuality with
PArENES . . 1986 66% --- --- --- --- 4T3% 580% --- --- 85%
People 10-17 years who have discussed human sexuality
with parents, church, or school .. ........................ o .- - .- .- --- 6899 798% .- .- L.
5.9 Family planning counseling ............... ... ... ....... 1984 60% --- --- --- 90%
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Table 5. Family planning objective status —Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
5.10* Age-appropriate preconception counseling by clinicians ... ... --- --- --- --- --- --- -- --- --- 60%
Percent of clinicians routinely providing service to 81-100% of
patients
Inquiry about family planning (female, childbearing age)
Pediatricians . . .. ...t 1992 18% --- --- -- --- 89 60%
Nurse practitioners . ............ .. 1992 53% --- --- -- --- 842% 60%
Obstetricians/gynecologists . . ... ... ... 1992 48% --- --- -- --- 89 60%
INEEIMISES . & v ottt e e e 1992 24% --- --- -- --- 89 60%
Family physicians .. ............. ... .. ... 1992 28% --- --- -- --- 88 60%
Counseling about family planning
Pediatricians . . .. ...t 1992 36% --- --- -- --- 89 60%
Nurse practitioners . ... ...... ... 1992 53% --- --- -- --- 840% 60%
Obstetricians/gynecologists . . ... ... ... 1992 65% --- --- -- --- 8BS 60%
INEINISES . . o oottt 1992 26% --- --- -- --- 89 60%
Family physicians .. .............. it 1992 36% --- --- -- --- 89 60%
5.11* Clinic services for HIV and other sexually transmitted
diSEASES . . .t -- 50%
Family planning clinics .. ......... .. . . 1989 40% --
Title X funded family planning clinics
STD testing (excluding HIV). . . ... ... . ... .. ... . ..... ---  95% --
STD counseling (excluding HIV) ... ....... ... ........... --- --- --- --- --- 98% -- --- ---
STD treatment (excluding HIV) .. ......... ... .. .......... --- --- --- --- --- 93% -- --- ---
Gonorrhea
Clienttesting®. . .. ... . . - 97% --
Clienttreatment. . .. ... --- 82% --
Partner notification™ .. ... ... ... ... ... . ... ... ... --- 23% --- --- --- --- -- --- ---
Partner testing. . . . ... .. ---  60% --
Partner treatment . ......... ... . . .. 62% --
Syphilis
Clienttesting?®. . . ... ... . . -~ 86% --
Clienttreatment. . . ... ... .. --- 48% --
Partner notification™ .. ... ... ... .. ... .. .. ... .- 29% --- --- --- --- -- --- ---
Partner testing. . . .. ... ---  57% --
Partner treatment .. ......... ... .. 40% --
Chlamydia
Clienttesting®®. . . ... .. .. . . --- 66% --
Clienttreatment. . . ... ... - T3% --
Partner notification™ .. ....... ... ... ... . ... ... ... --- 15% --- --- --- --- -- --- ---
Partner testing. . . . .. ..o --- 29% --
Partner treatment .. ........ .. ---  50% --
HIV
Client pretestcounseling . . . .......... ... ---  66% --- --- --- 82% -- --- ---
Clienttesting . . . . o oot --- 60% --- T74% --
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Table 5. Family planning objective status —Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
5.12 Contraception use
Female 1544 years . ... ..., 1982 88.29%1290.1% --- --- --- ---  925% --- --- 95%
a. Black female 15-44 years. . ......... .. ... ... 1982 78.9%1284.7% --- --- --- --- 89.9% --- --- 95%
b. Female 15-44 years under 100% poverty. . .......... 1982 79.6%1280.2% --- --- --- --- 92.1% --- --- 95%
c. Female 15-19 years under 200% poverty............ 1982 67.4%1274.9% --- --- --- ---  84.8% --- --- 95%

--- Data not available.
Category not applicable.

3Baseline has been revised.

PPreliminary data.

1pregnancy rates are calculated from the number of births, fetal losses, and abortions.
2Excludes data from States lacking an Hispanic-origin item on their birth or death certificate.

SNon-Hispanic black female.

4Data represent the proportion of people aged 10-17 who had discussed human sexuality with parents. Proportions for school and church were 76% and 32%, respectively.
51995 data are for females 18-19 years who have ever discussed birth control methods, how pregnancy occurs, or STD’s with a parent, or have had a sex education class on birth control

methods, STD'’s, safe sex, or abstinence.

6Data represent the proportion of people 10-17 years who had discussed human sexuality with parents or in church or school.
71995 data are for females 18-19 years who have ever discussed birth control methods, how pregnancy occurs, or STD’s with a parent.

81997-98 data.

9Response rate for this group was too low to produce reliable estimates.

1Oncludes testing at initial visit, at annual visit, or if symptomatic.
11By family planning clinic staff via telephone or mail.
121988 data.

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

Data source

5.1, 5.1a,b
5.2,5.2a,b
5.3, 5.3a,b
5.4*

5.5%

5.6

5.7,5.7a,b

5.8

5.9

5.10*

5.11*

5.12, 5.12a—c

Abortion Provider Survey, Alan Guttmacher Institute; National Vital Statistics System, CDC, NCHS; National Survey of Family Growth, CDC, NCHS.

National Survey of Family Growth, CDC, NCHS.

National Survey of Family Growth, CDC, NCHS.

Baseline and update for all females and all black females: National Survey of Family Growth, CDC, NCHS.

Baseline and update for all males and all black males: National Survey of Adolescent Males, NIH, NICHD.

1990-97 data for in-school females and males: Youth Risk Behavior Survey, CDC, NCCDPHP.

Baseline and update for all females: National Survey of Family Growth, CDC, NCHS.

Baseline for all males: National Survey of Adolescent Males, NIH, NICHD.

1990-97 data for in-school females and males: Youth Risk Behavior Survey, CDC, NCCDPHP.

All females: National Survey of Family Growth, CDC, NCHS; All males: National Survey of Adolescent Males, NIH, NICHD; 1990-97 data for in-school
females and males: Youth Risk Behavior Survey, CDC, NCCDPHP.

National Survey of Family Growth, CDC, NCHS.

Baseline: Planned Parenthood Federation of America, Inc., 1986.

1994 Update: National Health Interview Survey, CDC, NCHS.

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

Baseline: Mech EB. Unpublished. Orientation of Pregnancy Counselors toward Adoption. 1984.

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

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

1989 baseline: State Family Planning Directors.

1990 data: National Questionnaire on Provision of STD and HIV Services by Family Planning Clinics, PHS, OPA.

1994 data: The Urban Institute. Family Planning Clinics: Current Status and Recent Changes in Services, Clients, Staffing, and Income Sources. March
1994.

Forrest JD and Sing S. The Sexual and Reproduction Behavior of American Women, 1982-88. Family Planning Perspectives 22(5):206—14. 1990.

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

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



Family Planning
Objectives

5.1 Reduce pregnancies among females

aged 15-17 to no more than 50 per
1,000 adolescents.

NOTE: For black and Hispanic
adolescent females, baseline data are
unavailable for those aged 15-17. The
targets for these two populations are
based on data for females 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 pregnhancies among
black adolescent females aged
15-19 to no more than 120 per
1,000.

5.1 Reduce pregnancies among
Hispanic adolescent females aged
15-19 to no more than 105 per
1,000.

5.2 Reduce to no more than 30 percent

the proportion of all pregnancies that argnethod contraception that both

unintended.

5.2a Reduce to no more than

40 percent the proportion of all
pregnancies among black females
that are unintended.

5.2 Reduce to no more than
30 percent the proportion of all
pregnancies among Hispanic
females that are unintended.

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

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 couples to
no more than 9 percent.

5.3k Reduce the prevalence of
infertility among Hispanic couples
to no more than 9 percent.

5.4*. Reduce the proportion of

adolescents who have engaged in sexual

intercourse to no more than 15 percent
by age 15 and no more than 40 percent
by age 17.

Duplicate objectives: 18.3 and 19.9

5.4a* Reduce the proportion of
black males aged 15 years who
have engaged in sexual intercourse
to no more than 15 percent.

Healthy People 2000 Review, 1998-99

Duplicate objectives: 18.3a and
19.9a

5.4b*: Reduce the proportion of 5.9 Increase to at least 90 percent the
black males aged 17 years who proportion of family planning counselors
have engaged in sexual intercourse who offer accurate information about all
to no more than 40 percent. options, including prenatal care and
delivery, infant care, foster care, or
adoption and pregnancy termination to
their patients with unintended
pregnancies.

parentally endorsed source, such as
youth, school, or religious programs.

Duplicate objectives: 18.3b and
19.9b

5.4c* Reduce the proportion of
black females aged 17 years who
have engaged in sexual intercourse
to no more than 40 percent.

5.10* Increase to at least 60 percent the
proportion of primary care providers
who provide age-appropriate

Duplicate objectives: 18.3c and preconception care and counseling.

19.9¢ Duplicate objective: 14.12
5.5* Increase to at least 40 percent the 5.1
proportion of ever sexually active :
adolescents aged 17 and younger who
have not had sexual intercourse during
the previous 3 months.

1* 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
Duplicate objectives: 18.15 and 19.16 centers, and primary care clinics that
provide on site primary prevention and
provide or refer for secondary
prevention services for HIV infection
and bacterial sexually transmitted
diseases (gonorrhea, syphilis, and
Chlamydia) to high-risk individuals and
their sex or needle-sharing partners.

Duplicate objectives: 18.13 and 19.11

5.7 Increase the effectiveness with 5.12 Increase to at least 95 percent the
which family planning methods are proportion of all females aged 15-44 at
used, as measured by a decrease to norisk of unintended pregnancy who use
more than 7 percent in the proportion of contraception.

women experiencing pregnancy despite
use of a contraceptive method.

5.6 Increase to at least 90 percent the
proportion of sexually active, unmarried
people aged 15-24 who use
contraception, especially combined

effectively prevents pregnancy and
provides barrier protection against
disease.

5.12a Increase to at least

95 percent the proportion of black
females aged 15-44 at risk of
unintended pregnancy who use
contraception.

5.7a Increase the effectiveness with
which family planning methods are
used, as measured by a decrease to
no more than 8 percent in the
proportion of black females
experiencing pregnancy in the last
year despite use of a contraceptive
method.

5.12h Increase to at least

95 percent the proportion of females
aged 15-44 with income less than
100 percent of poverty at risk of
unintended pregnancy who use
5.7k Increase the effectiveness with contraception.
which family planning methods are
used, as measured by a decrease to
no more than 8 percent in the
proportion of Hispanic females
experiencing pregnancy in the last
year despite use of a contraceptive
method.

5.12c¢ Increase to at least 95 percent
the proportion of females aged
15-19 years under 200 percent of
poverty at risk of unintended
pregnancy who use contraception.

*Duplicate objective.

5.8 Increase to at least 85 percent the
proportion of people aged 10-18 who
have discussed human sexuality,
including correct anatomical names,
sexual abuse, and values surrounding
sexuality, with their parents and/or have
received information through another

77



Priority Area 6 Figure 7. Proportion of adolescents 14-17 years with injurious
suicide attempts in the past year: United States, selected years,
Mental Health and 1990-97, and year 2000 targets for objective 6.2

Mental Disorders Percent
10

Background

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 conditions ranging from

6_

4 b Female 14-17 years Year

biologic and genetic vulnerabilities to 2000
acute or chronic physical dysfunction to targets
environmental conditions and stresses. oL \/

Addressing the range of these Both sexes 14-17 years |
contingencies requires a balance of
minimizing risk factors and maximizing

protective factors and combining 0 ; ; : ! : ! L L L L L
prevention with treatment (1). This 1990 1991 1993 1995 1997 2000
balance will become increasingly

important with the growth of managed Year
care and increased efforts to contain 2000
costs (2). 1990 1991 1993 1995 1997 target

In 1992, nearly 40 million
Americans between the ages of 15 and
54 experienced some type of mental
disorder; about 8 million of these --- Data not available.
concurrently experienced some type of souRcE: Centers for Disease Control and Prevention, National Center for Chronic Disease
substance abuse disorder (3). Lifetime Prevention and Health Promotion, Youth Risk Behavior Survey.
estimates of the prevalence of mental
illness are even higher (3), making the
prevalence of ment fincss comParableior reatment; abou 62 percent were  Data Summary

; o : treated on an outpatient basis in

éfgéﬁ)émztilghizzggwgmg?ﬁ f['r? sirrls hospitals, mental health clinics, and  Highlights
lifetime; roughly 40 percent of O]Ehﬁr facilities (6).quugth 48 percent The 1996 data show a suicide rate
hospitalized psychiatric patients are of those admitted for inpatient treatment(6_1) of 10.8 per 100,000 population;
diagnosed with some type of and 35 percr(?nt of ghpse admitted a_sd f this is a 7.7 percent decline from the
schizophrenia (5). Of those diagnosed gutpatt;?nt§ ave their treatment phal O'1987 baseline level. The preliminary
with schizophrenia, 10-15 percent yl pu |cf|nsurance (;)' Despltedt € rate for 1997 was 10.3 per 100,000,
commit suicide (5). volume ot persons who receive which is a decline of 11.9 percent from

Suicide remains one of the most ~ U'¢atment, only ‘tlol pltlercent of those who the baseline. Adolescent suicide rates
serious consequences of mental iIIness,gégﬂiﬂﬁg;iﬂ;0'n|ne§zg_ecfgfer of have fluctuated over the past 5 years,
but other social and economic costs these receive care frgm theqmental but were 4.9 percent lower in 1996 than
highlight the need for aggressive health sector (3) in 1987. Injurious suicide attempts by
prevention and treatment efforts. In Prevention o.f mental illness and its adolescents6(.2), while still higher than
1990, mental illnesses cost the United . - the baseline, have dropped slightly from
States approximately $150 billion. consequences Is a CO”_‘P'E‘X unc_je_zrtaklngiggg and 1995 levels (sdigure 7).
Treatment costs an estimated $67 biIIior‘pUt it has recently recelved_addmonal Both the proportion of people using
(approximately $24 billion came from Impetus through advances n research community support services for severe
public funds); lost productivity or and focus from the professional ., mental disorders6g(6) and the
premature death costs an additional $7500mmun|ty. The Institute of MEd'C'ne S proportion of people seeking help for
billion. Additional costs related to re%o_rt (58) ca(ljls for unlyersaflf, selecﬂve, emotional problemsg(8) have increased
criminal justice involvement with the ag' Indicate rﬁ)_reve_ntl_on efforts. The 15¢5m baseline levels. However, the
mentally ill and property destruction objectives in this priority area support proportion of people not taking steps to
cost an additional $6 billion (6). efforts to address these initiatives. control stressQ.9) has also increased.

In 1990, more than 5 million people In the context of these data on
were admitted to mental health facilities service utilization among persons with

Both sexes 14-17 years.. . . .. 2.1% 1.7% 2.7% 2.8% 2.6% 1.8%
Female 14-17 years........ --- 2.5% 3.8% 3.4% 3.3% 2.0%
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problems related to mental health, it is attempts are self-reported and are worksite health promotion activities.

interesting to note that all 50 States are limited to those that required medical Baseline data for objective&13

served by two national mental health  attention in the last 12 months. Data  (clinical review of childhood mental

clearinghousest(12 that have a from the 1992 National Health Interview functions) ands.14 (clinical review of

mission to increase public awareness  Survey (NHIS) youth supplement adult mental functions) are from the

and access to mental health services. suggest that other types of violent Primary Care Providers Surveys (PCPS).

behavior (weapons-carrying and The samples for the surveys were drawn

Summary of Progress fighting) are higher among youth (14-19from the membership rolls of provider

o years of age) not in school than among organizations for family physicians,
Three objectivesg.5, 6.6 and6.12)  those in school; the estimates for nurse practitioners, internists,

have met year 2000 targets; preliminary fighting and weapons-carrying for obstetricians/gynecologists, and

1997 data for objectivé.1also surpass in-school youth were very close to pediatricians §.14). Response rates

the year 2000 target. Three other estimates for the total population. The ranged from 50-80 percent. The data on

objectives 6.4, 6.8 and6.11) show NHIS youth supplement did not include assessment and screening represent the

progress toward the year 2000 targets. guestions on suicide attempts. The proportion of providers who routinely

Six objectives §.2, 6.7, 6.9, 6.10, 6.14  exclusion of adolescents not in school imueried 81-100 percent of their patients

and6.15 have moved away from the  the data used to monitor objecti@e2 about a particular type of mental

year 2000 targets. Progress for objectivqsuicide attempts) may underestimate theunction. Data on treatment and referral
6.13was mixed. Progress determinationgctual number of youth suicide attemptsrefer to the proportion of providers who
for objectives6.13and6.14were based (11). Reliance on self-report of suicide provided or referred patients who
on limited data from nurse practitioners attempts that resulted in hospitalization needed the services. The Prevention in
(seeData Issueps There were no data to wijthout validation from medical sources Primary Care Study (PPCS) was
update objectives.3 may also affect the accuracy of conducted in 1997-98 to update data
estimates. However, a recent study by from the PCPS. The design and items
CDC indicates that estimates among  included in the 1997-98 study were
in-school youth are highly reliable (12). similar to the PCPS, but a slightly
The wording and baseline data for different sampling frame was used and
Definitions objective6.10 (suicide prevention in some items included in the 1992 surveys
jails) were established using States as were not included in the PPCS. The
the organizational level for monitoring professionals were sampled from listings
and implementing suicide prevention  of all licensed, active practitioners in the
been published in the National Center protocols in jails. However, jails are _ United States whose practices were at
for Health StatisticsStatistical Notes usually_u_nde'r' the jurisdiction of countiesleast 50 percent primary care. Because
series (9). Data issues are discussed an%r- municipalities. State level data on  of low response rates from the other
referenceé are cited for expanded jails are I|m|f[ed;. the a_lterqutlve data . provider groups, uqualtes are available
- X track the objective using jails as the unitonly for nurse practitioners.
discussions of the data systems that of analysis. Data from the National
\F/)\;ﬂ\élrdeeadatﬁ)f?ifaige tﬂ?'&l‘i"(}ﬁﬁ:t'ves' Census of Jails, conducted by the Comparability of Data Sources
questionrﬁ)girepitemé used to measure th Burgau of Justice Statistics, are only
obiectives is also provided. See Qvailable for 1993 but later updates are
J dixtabl VIIIF; rf rth.r expected. Additional data are from the
%F;grenrw]atioi € or furthe American Correctional Association’s
Sscties 1 (i) s momtorea (SIS le et ae,

using data from the National Vital requi s . -
2 equires that suicide prevention policies
Statistics System (NVSS). The data are and training be implemented in the jail.

compiled from death certificates However, not all jails seek ACA

:3?::?32%%2%?50?7?;; dz':]gegg:tt;]nsg accreditation; this selection bias sugges
that these data may not be nationally

rel|e_s heavily on judgment by the representative.
medical legal officer (for example,

Data Issues

Operational definitions and data
collection specifications for all year
2000 objectives in priority area 6 have

Baselines for objective8.4 (adult
mental disorders);.7 (treatment for
depression), ané.15 (prevalence of
depression) came from the National
Institute for Mental Health (NIMH)
Epidemiological Catchment Area (ECA)
studies conducted in five metropolitan
areas during the early 1980’s. This
[:gousehold survey used the Diagnostic

hterview Schedule (DIS) and the
Diagnostic and Statistical Manual of
Mental Disorders (DSM-III) criteria to
coroner or medical examiner). A key estimate 1-month prevalences, which
element of this determination is the were used to set the baseline and target.
establishment of intent by the deceased.  Data for objective.11 (worksite The updates for these objectives come
This determination may be based on  stress management programs) are fromfrom the National Comorbidity Survey
information about prior suicide attempts,the National Survey of Worksite Health (NCS), which is a national survey that

Data Source Descriptions

a statement or note by the deceased Promotion Activities, which were collects prevalence data using the

indicating their intent to commit suicide, telephone surveys of nhongovernment Composite International Diagnostic

or other clinical information (for worksites. Some of the businesses Interview (CIDI) and DSM-IIIR criteria.

example, serious mental iliness) (10). surveyed had multiple worksites with  To monitor the objectives, the ECA data
Objective6.2 (adolescent suicide  different health promotion activities. were reanalyzed to produce 1-year

attempts) is monitored with data from Additionally, both active (for example, prevalence estimates and the NCS data

the Youth Risk Behavior Survey classes) and passive (for example, were recoded to reflect DSM-III

(YRBS), a school-based survey. Suicidebrochures) methods were counted as categories.
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Table 6. Mental health and mental disorders objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
6.1* Suicide (age adjusted per 100,000) .. ...... ... 1987 11.7 115 114 11.1 11.3 11.2 11.2 10.8 P10.3 10.5
a. Adolescents 15-19 years (per 100,000) . .. .......... ... .. 1987 10.2 11.1 110 10.8 10.9 111 10.5 9.7 P95 8.2
b. Male 20-34 years (per 100,000). . . . ... ..o 1987 252 251 251 24.5 255 26.5 26.3 242 P227 214
c.  White male 65 years and over (per 100,000). . ................. 1987 46.7 444 427 41.0 409 38.9 38.7 37.8 P355 39.2
d. American Indian/Alaska Native male (age adjusted per 100,000). . . . 1987 20.1 21.0 19.2 17.9 18.7 23.8 20.1 20.0 --- 17.0
6.2* Suicide attempts among adolescents 14-17 years . .............. 1990 2.1% 1.7% .- 2% --- 28% --- 26% 1.8%
a. Female 14-17 years. . .. ..ot 1991 2.5% --- 3.8% --- 3.4% --- 33% 2.0%
6.3 Mental disorders
Children and adolescents 18 yearsand under. . . .................. 1988 20% --- --- --- --- --- e --- 17%
6.4 Mental disorders among adults 18-54 years (1-month prevalence) 1981-85 12.6% --- --- --- --- --- e --- 10.7%
Mental disorders among adults 18-54 years (1-year prevalence). . ... .. L --- 120.4% --- 216.0% --- --- e --- S
6.5 Adverse health effects from stress for people 18 years and over 1984 44.2% 40.6% --- --- 39.2% --- 339%  --- --- 35%
a. People 18 years and over with disabilities. .. .................. 1984 53.5% 542%  --- --- 54.9% --- 491%  --- --- 40%
6.6 Use of community support among people 18 years and over with
severe mental disorders . ... .. 1986 15% --- --- --- --- 334.6% --- --- --- 30%
6.7 Treatment for depression among people 18-54 years (6-month
SEIVICES) o i ittt 1981-85 31% .- - --- --- --- e ---  54%
Treatment for depression among people 18-54 years (1-year services). . --- 134.7% --- 234.2% --- --- e ---
6.8 People 18 years and over seeking help with emotional/personal
ProblEmMS . . 1985 11.1% 125%  --- --- 143% --- 4189%  --- --- 20%
a. People 18 years and over with disabilities. . . .................. 1985 14.7% 17.0% --- --- 19.8% --- 426.6% --- --- 30%
6.9 People 18 years and over not taking steps to control stress ~ ....... 1985 24% 28% 34% 35% --- 35% --- - --- 5%
6.10*  Suicide prevention in jails
Number of States meeting NCIA suicide prevention standards. . ....... 1992 a2 --- --- 2 1 --- 50
Proportion of jails with suicide policies. . . ........................ --- --- --- --- 79.5% --- e ---
Proportion of jails with ACA Accreditation . ....................... - --- 1% 1% 1% 2% 2% 2%  --- --- S
6.11 Worksite stress management programs ... .. ... 1985 26.6% --- ---  37.0% --- --- --- --- --- 40%
6.12 Mutual help network
Number of States with mutual help clearinghouses . .. .............. 1995 8 --- --- 50
Number of Federal clearinghouses . ... ........... ... ............ 1995 52 --- --- S
6.13 Clinician review of patients’ mental functioning  ................. --- --- --- --- --- --- e --- 60%
Percent of clinicians routinely providing service to 81-100% of patients
Inquiry about cognitive functioning
NUrse practitioners . ........... . 1992 35% --- --- --- --- 619% 60%
Obstetricians/gynecologists . . .. ... 1992 9% --- --- --- --- BTl 60%
10T (=Y 0T ¢ 1992 18% --- --- --- --- 8T B60%
Family physicians .. .......... . 1992 7% --- --- - --- 8T B60%
Inquiry about emotional/behavioral functioning
Nurse practitioners . ........... .. 1992 40% --- --- - --- 526% 60%
Obstetricians/gynecologists . . . ..o v i 1992 12% --- --- .- --- 8T 60%
INEEIMISES . o ottt e e e 1992 25% --- --- .- --- 8T B60%
Family physicians .. .......... ... .. 1992 13% --- --- - --- BT 60%
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Table 6. Mental health and mental disorders objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Treatment/referral for cognitive problems
NUrse practitioners . ........... . 1992 20% --- -- -- --- 824% 60%
Obstetricians/gynecologists . . .. ... 1992 20% --- -- -- --- 67 60%
INEEINISES . . o e et e 1992 27% --- -- -- --- &7 60%
Family physicians .. ........ .. 1992 21% --- -- -- --- 87--- 60%
Treatment/referral for emotional/behavioral problems
Nurse practitioners . .......... ... 1992 23% --- -- -- --- 633% 60%
Obstetricians/gynecologists . . . .. ..ot 1992 23% --- -- -- --- 87 60%
INEEIMISES . . o oot e 1992 35% --- -- -- --- 87 60%
Family physicians .. .......... ... .. 1992 27% --- -- -- --- 87 60%
6.14 Clinician review of children’s mental functioning  ................ --- --- --- --- --- -- -- --- --- 75%
Percent of clinicians routinely providing service to 81-100% of patients
Inquiry about cognitive functioning
PediatriCians . . .. .o 1992 62% --- -- -- --- 8. T75%
Inquiry about emotional/behavioral functioning
Pediatricians . ... ... . 1992 47% --- -- -- --- 87 75%
Treatment/referral for cognitive problems
Pediatricians . . . . . ... 1992 51% --- -- -- - BT 75%
Treatment/referral for emotional/behavioral problems
Pediatricians . . .. ... ... 1992 45% --- -- -- --- 87 75%
Inquiry about parent-child relationship
Pediatricians . . . . . ... 1992 55% --- -- -- - 67 75%
NUrse practiioners . .. .. ........ouutii i 1992 55% --- -- -- --- %51%  75%
Family physicians . . ........... ... 1992 36% --- -- -- --- 87 75%
Treatment/referral for parent-child interaction problems
PediatriCians . . . ..ottt 1992 34% --- -- -- --- &7 75%
Nurse practitioners .. ........ ... 1992 24% --- -- -- --- --- 75%
Family physicians ... ............ . .. 1992 29% --- -- -- --- 87 75%
6.15 Prevalence of depression in people 18-54 years (1-month
PreValeNCe) . . ..ottt e 1981-85 5.1% cee - - - - - cee --- 43%
Prevalence of depression in people 18-54 years (1-year prevalence) . . . - --- 110.9% --- 211.1% --- -- -- --- --- S
a. Female 18-54 years (1-month prevalence).................... 1981-85 6.6% --- --- --- --- -- -- --- ---  55%
Female 18-54 years (1-year prevalence) ..................... --- 114.2% --- 213.1% --- -- -- --- ---

--- Data not available.
Category not applicable.
@Baseline has been revised.
PPreliminary data.
11981-85 data. Data are for noninstitutionalized, nonrural, white, black, or Hispanic people 18-54 years.
21990-92 data. Data are for noninstitutionalized, nonrural, white, black, or Hispanic people 18-54 years.

SEstimate represents the proportion of people with mental disorders (excluding substance disorders only) in the past year which interfered with their ability to work or find work and who sought

help from community mental health services.

4Data represent the proportion of people who sought help from a family member, therapist, or minister/rabbi. Individual values were: family members, 15.6% (21.0% for people with disabilities),
therapist, 6.8% (11.8% for people with disabilities), and minister/rabbi, 4.4% (6.9% for people with disabilities).

5Clearinghouses provide coverage for all 50 States, establishing the required network.
61997-98 data.
"Response rate for this group was too low to produce reliable estimates.

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

Data source

6.1*, 6.1a—d
6.2*

6.2a

6.3

6.4

6.5, 6.5a
6.6

6.7
6.8, 6.8a

6.9
6.10*

6.11
6.12
6.13
6.14

6.15

National Vital Statistics System, CDC, NCHS.

Youth Risk Behavior Survey, CDC, NCCDPHP.

Youth Risk Behavior Survey, CDC, NCCDPHP.

Bird HR. Estimates of the prevalence of childhood maladjustment in a community survey in Puerto Rico. Archives of Gen. Psychiatry 45:1120-26. 1988.
Costello EJ, et al. Psychiatric disorders in pediatric primary care: Prevalence risk factors. Archives of Gen. Psychiatry 45:1107-16. 1988.
Baseline: Epidemiologic Catchment Area Study, NIH, NIMH.

1990 and 1992 data: National Comorbidity Survey, University of Michigan.

National Health Interview Survey, CDC, NCHS.

Baseline: National Institute of Mental Health Community Support Program Client Followup Study, SAMHSA.
1990 and 1992 data: National Health Interview Survey, CDC, NCHS.

Baseline: Epidemiologic Catchment Area Study, NIH, NIMH.

Updates: National Comorbidity Survey, University of Michigan.

National Health Interview Survey, CDC, NCHS.

Prevention Index, Rodale Press, Inc.

Baseline and updates (States): National Study of Jails, National Center on Institutions and Alternatives.
Baseline and update (ACA accreditation): American Correctional Association.

Baseline (suicide policies): National Census of Jails, DOJ, BJS.

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

SAMHSA.

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

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

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

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

Baseline: Epidemiologic Catchment Area Study, NIH, NIMH.

1990 and 1992 data: National Comorbidity Survey, University of Michigan.

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



Mental Health and
Mental Disorders
Objectives

6.1* Reduce suicides to no more than
10.5 per 100,000 people.

Duplicate objective: 7.2

6.1a* Reduce suicides among
youth aged 15-19 to no more than
8.2 per 100,000.

Duplicate objective: 7.2a

6.5a Reduce to less than 40 percentognitive, emotional, and parent-child
the proportion of people with functioning with appropriate counseling,
disabilities who report adverse referral, and followup, in their clinical
health effects from stress within the practices.

past year. 6.15 Reduce the prevalence of

6.6 Increase to at least 30 percent the depressive (affective) disorders among
proportion of people aged 18 and older adults living in the community to less
with severe, persistent mental disordersthan 4.3 percent.

who use community support programs. 6.15a Reduce the prevalence of

depressive (affective) disorders
among women living in the
community to less than 5.5 percent.

6.7: Increase to at least 54 percent the
proportion of people with major
depressive disorders who obtain

treatment. *Duplicate objective.

6.8 Increase to at least 20 percent the

6.1b* Reduce suicides among men proportion of people aged 18 and older

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: 7.2c

6.1d*: Reduce suicides among
American Indian and Alaska Native
men to no more than 17.0 per
100,000.

Duplicate objective: 7.2d

6.2*; Reduce to 1.8 percent the
incidence of injurious suicide attempts
among adolescents aged 14-17.

Duplicate objective: 7.8

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

NOTE: Data are limited to those suicide intervention to prevent suicide by jail

attempts that result in hospitalization
and are based on self-reports.

6.2a* Reduce to 2.0 percent the
incidence of injurious suicide

attempts among female adolescents

aged 14-17.
Duplicate objective: 7.8a

6.3 Reduce to less than 17 percent the
prevalence of mental disorders among
children and adolescents.

6.4 Reduce the prevalence of mental

disorders (exclusive of substance abuse

inmates.
Duplicate objective: 7.18

6.11 Increase to at least 40 percent the
proportion of worksites employing 50 or
more people that provide programs to
reduce employee stress.

6.12 Establish a network to facilitate
access to mutual self-help activities,
resources, and information by people
and their family members who are
experiencing emotional distress resulting
;rom mental or physical illness.

among adults living in the community to 6.13 Increase to at least 60 percent the

less than 10.7 percent.

6.5 Reduce to less than 35 percent the
proportion of people aged 18 and older
who report adverse health effects from
stress within the past year.

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

84

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

Healthy People 2000 Review, 1998-99



iAri Figure 8. Age-adjusted death rates for firearm-related causes:
5:2)?2:% erlaaATousive United States, 1990-96, and year 2000 targets for objective 7.3

Deaths per 100,000 population

Behavior 40
Black
—
Background
30
Violent and abusive behaviors Year 2000 target: black

continue to be major causes of death,
injury, and stress in the United States.
Suicide and homicide have resulted in 20 |-
over 50,000 deaths annually between All persons
1985 and 1996 (1) and victims of
violence have exceeded 2 million
extensive physical costs and emotional Year 2000 target: all persons

consequences for society (3). The
widespread nature of these consequences
may indicate that interpersonal violence
has become a common part of social 0

interaction in many domestic settings 1990 1991 1992 1993 1994 1995 1996
(4). In 1994, over 500,000 women were

seen in hospital emergency rooms for Year
violence-related injuries; over one-third 2000

current or former husbands or All persons . . .. . ... 146 152 149 156 151 139 129 116
boyfriends (5). One innovative approacty,,o 334 354 344 376 355 303 285  30.0
to coping with partner abuse has been to

recruit assistance from public SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,
advertising firms to increase the National Vital Statistics System.
awareness of domestic violence (6).
Violence in the domestic setting
also affects children in that environment
it may also become a mode of behavior
they adopt and pass on to future
generations (7). Abuse and maltreatmen
of children has increased (8). Children
who have been maltreated are more
likely to be involved in delinquent
behavior and violent behavior during
adolescence (9). Adolescent homicides

and mandatory sentences for felony decline of 18.5 percent since 1990.

firearm use appear to reduce and/or  Child abuse and neglect.d), however,
revent both self-directed and increased by more than 85 percent from
terpersonal violent injuries (16,17), a the baseline despite a 45-percent

combined effort by law enforcement andincrease in the number of States that

public health services will be necessary have child death review systems.13).

to effectively address the problem of

violence. Summary of Progress

increased during the late 1980'’s but Of the 19 objectives in this priority
have declined in recent years (10); thereData Summary area, 6 7.1, 7.3, 7.5, 7.7, 7,9nd7.19
have also been slight increases in progressed toward the year 2000 targets.
reported violent victimizations among Highlights Preliminary data foi7.2 (suicide) and

adolescents in school and dramatic the updates fo.10 (weapon carrying),
increases in the perceived level of gang The 1996 homicide rate of 8.3 per 7.13(States with child death review

activity during the same time period 100,000 population7.1) reached its systems), and the baseline established
(11). There have been corresponding lowest level since 1987 and is for 7.16 (conflict resolution in schools)
increases in juvenile arrests for violent 23.1 percent below the decade high of met their respective year 2000 targets.
behavior (12). 10.8 in 1991. The homicide rate for The data for five objectives/(4, 7.6,

Firearms play a major role in both black males also declined, but remains 7.8, 7.15 and7.18 indicate movement
interpersonal and self-directed violence, above the baseline. In 1996, suicides away from the year 2000 target. There

especially among younger victims (13). (7.2) and firearm-related deathg.8) were no updates beyond the baselines
While firearm deaths have declined dropped 7.7 and 11.6 percent, for objectives7.11 (firearm storage) and
since 1993 (seéigure 8, handguns respectively, below their 1987 and 1990 7.16 (conflict resolution). Three

remain the primary means for the baseline levels. Preliminary data for objectives 7.12, 7.14 and7.17) remain

majority of this violence. Handguns are 1997 indicate further declines; suicide without baselines.
used in about 75 percent of all firearm dropped to 10.3 per 100,000, a decline

crimes and firearm suicides (14,15). of 11.9 percent from 1987. Firearm

While laws limiting access to firearms deaths dropped to 11.9 per 100,000, a

Healthy People 2000 Review, 1998-99 85



Data Issues

Definitions

Objective7.1 (homicide) is
monitored using data from the National
Vital Statistics System (NVSS) and
excludes homicides attributed to legal
intervention. It should be noted that the
number of States reporting Hispanic
origin data in their vital statistics has
varied from year to year (sesppendiy.
The data on spousal homicidé.{b)
come from the Federal Bureau of
Investigation; the 1993 and 1994 data
are for spouses age 15 years and over
and are not directly comparable to
previous data.

Objective7.2 (suicide deaths) is
monitored using data from the NVSS.
The data are compiled from death
certificates submitted by the States.
Differentiating suicide deaths from
accidental deaths relies heavily on
judgment by the medical legal officer
(for example, coroner or medical
examiner). A key element of this
determination is the establishment of
intent by the deceased. This
determination may be based on

information about prior suicide attempts

a statement or note by the deceased
indicating their intent to commit suicide
or other clinical information (for
example, serious mental illness) (18).

The baseline and target for
objective7.5 (partner abuse) were
established using the National Institute
of Mental Health’s survey of family
violence, which measured incidents of
violence among couples. This survey
will not be repeated, so the objective is
monitored using data from the Bureau
of Justice Statistics National Crime
Victimization Survey that is tracking
violence between intimates (for
example, spouses, ex-spouses, or
boyfriends). The data used to track the
objective report incidents per 1,000
women, which reflects the intent of the
objective.

Data for objectives.6 (assault
injuries) and7.7 (rape and attempted
rape) come from the National Crime
Victimization Survey, which provides
self-reported victimizations. The
numbers of offenses reported in this

survey generally exceed those reported

to police and other law enforcement

attempted and completed robberies with

injury, and completed aggravated and

The wording and baseline data for
objective7.18 (suicide prevention in

simple assaults with injury. In 1992, thisjails) were established with States as the

survey was redesigned; the revised
guestions elicit higher rates for rape,
other sex offenses, and crimes
committed by relatives and
acquaintances. The baseline for
objective7.7 has been revised using the
1992 data to reflect this measurement
change.

Data for objectives.8 (adolescent
suicide attempts)7.9 (physical fighting
among adolescents), addl0 (weapon
carrying) are measured using the
school-based Youth Risk Behavior
Survey (YRBS) and rely on student
self-report. Self-reported suicide
attempts are limited to those that
occurred in the last 12 months and
required medical attention. Data from
the 1992 National Health Interview
Survey (NHIS) youth supplement
indicate higher levels of weapon
carrying and fighting among youth
(14-19 years of age) not in school than
among youth the same age in school,
although the estimates for in-school
youth were very close to the estimates
for the total population (20). The NHIS
'supplement did not include questions o
suicide attempts. Because YRBS data
" are used for ongoing monitoring of

objective 7.8, the exclusion of
adolescents not in school may
underestimate youth suicide attempts.
The reliance on self-report without
external validation of weapon carrying,

suicide attempts, and fighting may affect

the validity of these estimates, although
a recent study by the Centers for
Disease Control and Prevention
indicated that the results are highly
reliable (21).

Objective7.11 (inappropriate

organizational level for monitoring and
implementing suicide prevention
protocols in jails. Jails are usually under
the jurisdiction of counties or
municipalities. State-level data on jails
are limited; the alternative data track the
objective using jails as the unit of
analysis. Data from the National Census
of Jails, conducted by the Bureau of
Justice Statistics, were only available for
1993 but subsequent updates are
expected. Additional data are from the
American Correctional Association’s
(ACA) list of jails that are
ACA-accredited; their accreditation
requires that suicide prevention policies
and training be implemented in the jail.
However, not all jails seek ACA
accreditation; this selection bias suggests
that these data may not be nationally
representative.

Data Availability

Data are not currently available for
objectives7.12 (emergency room
protocols),7.14 (followup on abused
children), and7.17 (comprehensive

Violence prevention programs). No

update is available for.11
(inappropriate firearm storage).
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Table 7. Violent and abusive behavior objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
7.1 Homicide (age adjusted per 100,000) . ........................ 1987 85 101 108 103 106 101 9.2 8.3 --- 7.2
a. Children 3 years and under (per 100,000). . . ................. 1987 3.9 4.4 4.9 4.5 4.9 4.6 4.5 4.5 --- 3.1
b. Spouses 15-34 years (per 100,000) . . .. ...t .. 1987 1.7 15 211 211 211 210 --- ——- - 1.4
c. Black male 15-34 years (per 100,000) . ... ... 1987 91.1 1305 140.8 134.2 1405 133.8 114.6 105.7 --- 72.4
d. Hispanic male 15-34 years (per 100,000)% . ... ............... 1987 413 532 557 56.8 524 522 49.7 39.2 --- 33.0
e. Black female 15-34 years (per 100,000). ... ................. 1987 202 221 241 227 237 21.0 185 161 --- 16.0
f.  American Indian/Alaska Native (age adjusted per 100,000). ... ... 1987 11.2 107 122 103 10.7 118 115 9.9 --- 9.0
7.2% Suicide (age adjusted per 100,000) . ....... ... 1987 11.7 11.5 11.4 11.1 11.3 11.2 11.2 10.8 P10.3 10.5
a. Adolescents 15-19 years (per 100,000) ... .................. 1987 10.2 111 11.0 108 109 111 105 9.7 P95 8.2
b. Male 20-34 years (per 100,000). . . .. .ot ii it 1987 252 251 251 245 255 265 263 242 P227 21.4
c.  White male 65 years and over (per 100,000). . ... ............. 1987 46.7 444 427 410 409 389 387 37.8 P355 39.2
d. American Indian/Alaska Native male (age adjusted per 100,000). . . . 1987 201 210 192 179 187 238 20.1 20.0 --- 17.0
7.3 Firearm related deaths (age adjusted per 100,000) .............. 1990 14.6 152 14.9 156 151 139 129 P119 11.6
a. Black . ... 1990 334 354 344 376 355 303 285 P249 30.0
7.4 Child abuse and neglect (per 1,000) . .............. . 1986 22.6 --- --- --- 41.9 --- --- --- --- Less than
22.6
Incidence of types of maltreatment
a. Physicalabuse........ ... .. ... .. 1986 4.9 --- --- --- 49.1 --- --- --- --- Less than
4.9
b. Sexualabuse......... ... .. .. 1986 2.1 --- --- --- 4.4 --- --- --- --- Lessthan
2.1
c. Emotional abuse. .. ........... ... 1986 3.0 --- --- --- 47.9 --- --- ---  --- Lessthan
3.0
d. NegleCt. . .o 1986 14.6 --- 45286 ---  --- Lessthan
14.6
7.5 Partner abuse (per 1,000 couples) . .......... .. 1985 30.0 --- --- --- --- --- --- --- --- 27.0
Assaults by intimates (per 1,000 females 12 years and over)s. . ... ... . --- --- --- 8.8 9.8 9.1 8.6 7.5 --- S
7.6 Assault injuries (per 1,000 people 12 years and over) ©6........... 1986 9.7 103 110 9.3 12.3 127 11.7 105 --- 8.7
7.7 Rape and attempted rape (per 100,000) ©
Female 12 years and OVer . ......... ..t 1992 290 270 270 --- 230 --- 108
a. Female 12-34 years. .. ... ... 1992 607 477 527 --- --- --- 225
Sexual assaults (per 100,000 females 12 years and over). . ......... 1992 170 c 140 100 --- --- --- -
7.8* Suicide attempts among adolescents 14-17 years — .............. 1990 2.1% 1.7% .- 2% .- 2.8% .- 2.6% 1.8%
a. Female 14-17 years. . . ... 1991 2.5% --- 3.8% --- 3.4% --- 3.3% 2.0%
7.9 Physical fighting among adolescents 14—-17 years
(incidents per 100 students per month) ...................... 1991 137 --- 137 --- 128 --- 115 110
a. Non-Hispanic black male 14-17years ...................... 1991 207 --- 203 --- 181 --- 175 160
7.10 Weapon-carrying by adolescents 14-17 years
(incidents per 100 students per month)  ...................... 1991 107 --- 92 --- 81 --- 74 86
a. Non-Hispanic black adolescent 14-17 years. ................. 1991 134 --- 117 --- 85 --- 84 105
7.11 Proportion of people 18 years and over with firearms in the home
that are stored either loaded or unlocked . ................... 1994 20% --- --- --- 16%
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Table 7. Violent and abusive behavior objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
7.12 Emergency room protocols for victims of violence ~ .............. C --- --- --- --- --- --- --- --- --- 90%
7.13 Number of States with child death review systems — .............. 1991 33 32 --- 40 --- 848 --- 45
7.14 Number of States that followup abused children .. .............. C --- --- --- --- --- --- --- --- --- 30
7.15 Battered women turned away from shelters . ............ ... ... 1987 40% --- --- --- --- --- ---  66% --- 10%
7.16 Conflict resolution in a required course
Proportion of middle/junior and senior high schools. .. .............. 1994 58.3% --- --- --- 50%
7.17 Local comprehensive violence prevention programs — ............. --- --- --- --- --- --- --- --- --- 80%
7.18*  Suicide prevention in jails
Number of States meeting NCIA suicide prevention standards. . .. ..... 1992 a2 --- --- 2 1 --- 50
Proportion of jails with suicide policies. . . ........................ --- --- --- ---  79.5% --- --- --- ---
Proportion of jails with ACA accreditation. . ....................... C --- 1% 1% 1% 2% 2% 2% --- --- S
7.19*  Number of States with firearm storage laws .. .................. 1989 al 1 5 8 11 13 15 15 --- 50

--- Data not available.
Category not applicable.

aBaseline has been revised.

PPreliminary data.

11989 data.

2Includes married men and women aged 15 and older. Data include deaths from legal intervention (E970-E978) in addition to E960-E969 and are not comparable to other data for this

objective.

SExcludes data from States lacking Hispanic-origin item on their death certificates or for which Hispanic-origin data were not of sufficient quality. See appendix.
4Rates were computed using the Endangerment Standard.

5Rate inc

ludes both physically and emotionally neglected children.

6The victimization survey was redesigned in 1992. The revised questions elicit higher rates for rape, other sex offenses, and crimes committed by relatives and acquaintances.
7In 1994, 37.4% reported having a firearm in or around the home and 7.2% reported having a firearm that was stored either loaded or unlocked.

8Number includes State teams in 38 States and the District of Columbia, and 9 additional States where county/local teams serve the majority of the population at risk.

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

Data source

7.1, 7.1a—f

7.2*, 7.2a—d
7.3

7.4, 7.4a—d
7.5

7.6

7.7, 7.7a
7.8*

7.8a

7.9

7.10
7.11
7.13

7.15

7.16
7.18*

7.19*

National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

National Incidence of Child Abuse and Neglect Survey, Administration for Children and Families, NCCAN.
Baseline: National Family Violence Survey, NIH, NIMH.

1992-96 data: National Crime Victimization Survey, DOJ, BJS.

National Crime Victimization Survey, DOJ, BJS.

National Crime Victimization Survey, DOJ, BJS.

Youth Risk Behavior Survey, CDC, NCCDPHP.

Youth Risk Behavior Survey, CDC, NCCDPHP.

Youth Risk Behavior Survey, CDC, NCCDPHP.

Youth Risk Behavior Survey, CDC, NCCDPHP.

National Health Interview Survey, CDC, NCHS.

Baseline: Annual 50 State Survey, National Committee for Prevention of Child Abuse.

Update: National Incidence of Child Abuse and Neglect Survey, Administration for Children and Families, NCCAN.
Domestic Violence Statistical Survey, National Coalition Against Domestic Violence.

School Health Policies and Programs Study, CDC, NCCDPHP.

Baseline and updates (States): National Study of Jails, National Center on Institutions and Alternatives.
Baseline and update (ACA accreditation): American Correctional Association.

Baseline (suicide policies): National Census of Jails, DOJ, BJS.

Center to Prevent Handgun Violence.

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



Violent and Abusive
Behavior Objectives

children the rising incidence of
maltreatment of children younger than
age 18.

7.4a Reverse to less than 4.9 per

7.1 Reduce homicides to no more than 1,000 children the rising incidence

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.

than age 18.

7.4b: Reverse to less than 2.1 per
1,000 children the rising incidence

7.4 Reverse to less than 22.6 per 1,000

7.10a Reduce to 105 per 100 the
incidents of weapon-carrying by
blacks aged 14-17.

7.11 Reduce by 20 percent the
proportion of people who possess
weapons that are inappropriately stored

of maltreatment of children younger and therefore dangerously available.

7.12 Extend protocols for routinely
identifying, treating, and properly
referring suicide attempters, victims of

of sexual abuse of children younger sexual assault, and victims of spouse,

7.1b: Reduce homicides among
spouses aged 15-34 to no more
than 1.4 per 100,000.

7.1c 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 33.0 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 to no more than 9.0 per
100,000.

than age 18.

7.4c Reverse to less than 3.0 per
1,000 children the rising incidence
of emotional abuse of children
younger than age 18.

7.4d Reverse to less than 14.6 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 8.7 per 1,000.

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 systems.

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

7.7 Reduce rape and attempted rape ofchildren turned away from emergency

7.2*. Reduce suicides to no more than
10.5 per 100,000 people.

Duplicate objective: 6.1

women aged 12 and older to no more
than 108 per 100,000 women.

7.7a Reduce rape and attempted
rape of women aged 12-34 to no
more than 225 per 100,000.

7.8* Reduce to 1.8 percent the
incidence of injurious suicide attempts
among adolescents aged 14-17.

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 ) o
aged 20-34 to no more than 21.4 Duplicate objective: 6.2
per 100,000.

Duplicate objective: 6.1b attempts that result in hospitalization

o _and are based on self-reports.
7.2c* Reduce suicides among white

men aged 65 and older to no more
than 39.2 per 100,000.

Duplicate objective: 6.1c

7.8a* Reduce to 2.0 percent the
incidence of injurious suicide

aged 14-17.

7.2d*: Reduce suicides among Duplicate objective: 6.2a

American Indian and Alaska Native
men to no more than 17.0 per
100,000.

Duplicate objective: 6.1d

of physical fighting among adolescents
aged 14-17.

7.9a Reduce to 160 per 100 the
7.3 Reduce firearm-related deaths to no

more than 11.6 per 100,000 people from

f black males aged 14-17.
major causes.

7.10 Reduce to 86 per 100 the incident

7.3a Reduce firearm-related deaths of Weapon_carrying by adolescents age
among blacks to no more than 30.0 14-17.

per 100,000 people from major
causes.

Healthy People 2000 Review, 1998-99

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
comprehensive school health education.

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

NOTE: Data are limited to those suicide 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

attempts among female adolescentsauthorities with corrections authorities to

facilitate identification and appropriate
intervention to prevent suicide by jall
inmates.

7.9 Reduce to 110 per 100 the incidentsyyplicate objective: 6.10

7.19* Enact in 50 States and the
District of Columbia laws requiring that
firearms be properly stored to minimize

incidents of physical fighting among a¢ccess and the likelihood of discharge

by minors.

(?Duplicate objective: 9.25

91



NOTE: There are some variations
across States in the age which defines
minors. Additionally, in some States
violation of the law is a misdemeanor;
in others it is a felony. Penalties for
violation also vary.

*Duplicate objective.

92
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Priority Area 8 Figure 9. Proportion of college students 18-24 years who received
information from their institution on selected health topics:

Educational and United States, 1995 (supplementary data for objective 8.5)
CO mmun Ity- Based Alcohol and other drug use
Prog rams prevention
AIDS or HIV infection
prevention
Sexually transmitted disease

Background prevention
Physical activity and fitness

A supportive social environment . )
may be one of the key factors in Violence prevention
successfully influencing positive
behaviors and changing negative
behaviors that contribute to many of Pregnancy prevention
today’s leading health threats. )
Consequently, leadership, collaboration, Tobacco use prevention
and initiatives at the community level
are fundamental to progress. Educational

Dietary behaviors and nutrition

Injury prevention and safety

and community-based interventions are Suicide prevention

designed to reach groups of people " ) )

outside of traditional health care 0 20 40 60 80
settings. Many of these intervention Percent

programs are located in specially
targeted sites in the community; these

programs are designed for people who 1995
come together in diverse settings, suchaicohol and other drug use prevention ................ 59%
as students within a school, employeesa|ps or HIV infection prevention. . ................... 58%
at a worksite, or members of civic or  sexually transmitted disease prevention . .............. 53%
religious groups that meet regularly.  physical activity and fitness. . . .. .................... 40%
Other programs are best planned as  violence prevention. . . ... ........oveoeeoeeie .. 38%
community-wide health promotion Dietary behaviors and nutrition . . .................... 34%
initiatives to reach large numbers of  pregnancy prevention. . ............... .. ... ... ... 34%
people with highly visible and more  Tobacco use prevention ........................... 32%
easily implemented interventions. While|njury prevention and safety . . ...................... 26%
some community-based programs mMay suicide prevention . . ... ............eoeoronii... 21%

address a single risk factor or prominent
health problem, many programs are SOURCE: Centers for Disease Control and Prevention, National Center for Chronic Disease
taking a more Comprehensive holistic Prevention and Health Promotion, National College Health Risk Behavior Survey.

approach to health and healthy
communities. Community-based
programs are increasingly recognizing
the importance of addressing the social
and physical environment in which
positive behaviors are reinforced.

limitation). The increases in 1994-96 example, alcohol and drug use, HIV
were primarily due to increases in life  prevention, and STD prevention) (see
expectancy. figure 9.

There have been considerable

improvements in opportunities offering  Summary of Progress
access to preschool children (including

disabled children) through organizations _ Of the 14 Educational and
Data Summary such as Head St?:lrt andgHeaI%hy Start Community-Based Programs objectives,
o (8.9, although the percent of 3 are progressing toward the year 2000
Highlights low-income children entering targets (objective8.6, 8.12 and8.14),
The average number of years of  kindergarten or first grade actually while 2 are unchanged from the_ bajsellne
healthy life for the total populatior(l) ~receiving Head Start services has (8.1and8.2). Results for one objective
increased in 1996 for the third declined slightly since 1992. There have(8-3) regressed from its 1990 baseline.

consecutive year. The increase in years also been improvements in the number TWO objectives §.4 and8.5) have no

of healthy life in 1996 was primarily of worksites offering health promotion New data beyond the baseline. Proxy
due to large increases for blacks and  activities 8.6) and in the proportion of data are available for one objective
Hispanics. Between 1990 and 1994,  hospitals offering patient education (8.10. For three objectivesd(7, 8.9
years of healthy life declined. Except forprograms 8.12. New information from ~and8.13 the baseline data exceed the

1993 when life expectancy declined,  the National College Health Risk year 2000 targets. New baseline data for
these decreases reflected a downturn inBehavior Survey (CHRBS) show that ~ Objective8.8 and8.11are now
health-related quality of life (based on college students are also receiving ~ available.

self-reports of health status and activity information on health topics3(5) (for
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the past year that were adapted to meetproportion of the State population
the special language and cultural needsreached by the services or programs was
of any racial/ethnic minority population not available.

Data Issues

Years of Healthy Lif
ears of nealthy L served. Local health departments

The Media Health Partnerships

The concept of increasing the span included are those in which a racial or Survey was developed by CDC to

of healthy life is one of the three
Healthy People 200@oals and a

ethnic minority group constitutes more measure partnerships between network
than 10 percent of the population. Data television affiliates and community

specific measure has been developed tashown are the proportion of local health health organizations (objectiv&13.

track this objective in three priority
areas 8.1, 17.1 and21.1). See the
appendixfor a discussion of years of
healthy life.

departments providing culturally and
linguistically appropriate programs by
Healthy People 200@riority area.

Data Source Descriptions

Definitions
Objectives8.2 (completion of high

Objective8.4 does not include a school) andB.3 (preschool child

definition of comprehensive school
health education. However, the Centers are consistent with the National

for Disease Control and Prevention usesEducation Goals for these areas. The

an operational definition that includes
eight elements (1). Data for the
variables from the 1994 School Health Statistics (NCES) (2). The data for

Policies and Programs Study (SHPPS) objective8.2 include those who received

used to measure these elements are
shown intable 8 Schools must have who received alternative credentials,
addressed all elements of the operationauch as a General Education

definition to meet the criteria for

Development (GED) certificate. Data for

The survey, conducted in September
1995-January 1996, determined that all
television network affiliates in the top

20 media markets devote a substantial
effort to health promotion and disease
prevention through partnerships with
community groups, organizations, and/or
agencies. Based on these findings,

development programs) and their targetgpjective8.13 has been achieved and

the survey will not be repeated.
Objective8.14, which focuses on

data used to track these objectives comene proportion of people served by local
from the National Center for Education

health departments, is being monitored
by the proportion of health departments
carrying out the core functions of public

high school diplomas as well as those peajth—assessment, assurance, and

policy development.

comprehensive school health education.1992 and 1993 are for 19-20-year-olds. References

In 1994, only 2.3 percent of schools
included all eight elements.
Objective8.7 asks for the
proportion of hourly workers who
participated regularly in
employer-sponsored health promotion National Survey of Worksite Health
activities. The 1994 baseline indicates Promotion Activities, which were
the number of people who participated telephone surveys of nongovernment
in employer-sponsored health promotionworksites. Some of the businesses
programs in the past year in the surveyed had multiple worksites with
following occupational categories: different health promotion activities.
Additionally, both active (for example,
classes) and passive (for example,
brochures) methods were counted as
worksite health promotion activities.

Beginning with data for 1994, figures

only for people 18-24 years of age.
Data for objectiveB.6 (worksite

B Precision production, craft, and
repair occupations

B Operators, fabricators, and laborers

B Transportation and material moving
occupations

B Handlers, equipment cleaners,
helpers, and laborers

Proxy Measures and Data
Availability

Family discussions of health issues Proxy data for 1992-93 from the
(8.9) are defined as discussions in the
past month among family members 10
years and over about the following
topics: nutrition, exercise, safety,
tobacco use, sexual behavior/sexually
transmitted diseases, or illegal drugs. In
1994, 83 percent of people had
discussed at least one of these topics
with family members in the month prior
to interview. This exceeds the year 200
target of 75 percent.

43 reporting States in which at least

reported providing services that

the program or service was a health
New baseline data for objective promotion effort that involved citizen
8.11represent the proportion of local  participation, included community
health departments who indicated they assessment, or had measurable
provided programs or interventions in  objectives. Information on the

94

for high school completion are available

National Association of City and County
Health Officials are shown for objective
8.10 These data show the percent of the

90 percent of local health departments

addressed three or mokealthy People
2000 priority areas. The data represent
the local health departments’ report of
whether a program or service existed.
OThe survey did not determine whether

1. National Commission on the Role of the School
and Community in Improving Adolescent Health.
Code blue: Uniting for healthier youth. Alexandria,
VA: National Association of State Boards of

health promotion programs) are from thesducation. 1990.

2. National Education Goals Panel. The national
education goals report: Building a nation of
learners. Washington, D.C. U.S. Government
Printing Office. 1996.

Healthy People 2000 Review, 1998-99
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Table 8. Educational and community-based programs objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
8.1* Years of healthy life . ... .. .. .. . . 1990 64.0 639 637 635 638 639 64.0 --- 65
a. Black .. ... 1990 56.0 56.0 556 552 556 56.0 56.5 --- 60
b, Hispanicl .. ... . . 1990 64.8 63.6 264.0 632 642 640 64.7 --- 65
c. People65yearsand overd .. ... .. ... ... 1990 11.9 11.8 119 119 121 120 122 --- 14
8.2 Completion of high school (18-24 years) ...................... 1992 a86% 86% 86% 85% 86% --- 90%
a. Hispanic. .. ... 1992 462% 64% 62% 63% --- --- 90%
b, Black .. ... 1992 a82% 82% 83% 84% --- --- 90%
8.3 Preschool child development programs
Eligible children 4 years afforded opportunity to enroll in Head Start . . . . 1990 47% 55% --- --- --- --- ---  40%  100%
Low-income children receiving 1 year of Head Start services prior to
entering kindergarten or firstgrade . .. ........ ... ... L --- --- ---  58% 57% 58% 54% 49% ---
Disabled children 3-5 years enrolled in preschool. . . ............... --- ---  56% ---  56% ---  63% --- ---
8.4 Schools with comprehensive school health education
All eight criteria met . . . ... ... . 1994 2.3% --- --- --- 75%
A documented, sequential program . .. ........... . . ... 1994 a48% --- --- ---
At least one health education course. . .......... ... ........... 1994 ar7% --- --- ---
Instruction in six key behavioralareas . . . ...................... 1994 a47% --- --- ---
Focus on skill development . . ....... ... .. ... . . . 1994 a39% --- --- ---
Health education teachers adequately trained . .. ................ 1994 53% --- --- ---
Designated coordinator for health education .................... 1994 38% --- --- ---
Involvement of parents, health professionals, and other concerned
community members . .. ... 1994 a31% --- --- ---
Evaluation of health education program during the past 2 years. . . . .. 1994 a67% --- --- ---
8.5 Health promotion in post-secondary institutions
Higher education institutions offering health promotion activities . ... ... 1989-90 20% --- --- --- --- --- --- --- 50%
College students 18-24 years who report receiving
information from their college or university on:
Tobacco use prevention. . . ... i --- --- --- --- --- --- 32% --- ---
Alcohol and other drug use prevention. . . ...................... --- --- --- --- --- ---  59% --- ---
Violence prevention. . . ... ... --- --- --- --- --- --- 38% --- ---
Injury prevention and safety. . .......... .. ... ... .. .. ... .- 26%
Suicide prevention. . . ... ... --- 21%
Pregnancy prevention . .. ... . --- --- --- --- --- --- 34% --- ---
Sexually transmitted disease prevention ....................... --- --- --- --- --- ---  5B3% --- ---
AIDS or HIV infection prevention . . .. .............. ... ---  58%
Dietary behaviors and nutrition .. ............. ... ... .. ... ... --- --- --- --- --- .- 34% --- ---
Physical activity and fithess. . . . ... ... --- --- --- --- --- --- 40% --- ---
8.6 Worksite health promotion activities
Worksites with 50 or more employees (using 1985 analysis) . ......... 1985 65% --- --- 81% --- --- --- --- --- 85%
Worksites with 50 or more employees (using 1992 analysis) . . ........ C --- --- .- 92% --- --- --- --- --- C
Medium and large companies having a wellness program. ........... 1987 63% --- --- --- --- --- --- --- --- 85%
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Table 8. Educational and community-based programs objective status—Con.
Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
8.7 Hourly workers 18 years and over participating in health promotion
ACHVItIES . .o 1994 21% --- --- --- 20%
8.8 Health promotion programs for older adults
People 65 years and over participating in at least one health promotion
program through a facility serving older adults. . . ................. 1995 12% --- --- 90%
8.9 Family discussion of health issues—children 10 years and over 1994 83% C C --- --- --- 75%
NULHEON L --- --- --- --- --- 67% --- ---
Physical activity. . . .. ... ---  66%
Sexual behavior. . . . ... ... --- 39%
TODACCO . .. .- 4T%
Alcohol . . . --- --- --- --- --- 38% --- ---
Mlegal drugs. . . ... --- 33%
Safety . . ---  50%
Among 9th—-12th grade students engaging in family discussion of
HIVIAIDS . . 1989 54% 53% 61% ---  66% ---  63% 63% --- 75%
8.10 Number of States with community health programs addressing at
least three Healthy People 2000 objectives that reach 40% of State
POPUIAtioON . . . . 50
Proportion of States with 90 percent of local health departments providing
services that address three or more Healthy People 2000 priority
AIBAS .« v v it i --- 481%
8.11 Counties with programs for racial/ethnic minority groups ~ ......... --- --- --- --- --- --- --- --- --- 50%
Percent of local health departments providing culturally and linguistically
appropriate services
Health promotion
Physical activity and fitness . . . ......... ... ... .. ... .. ... 1996-97 21% 50%
NULILION . . e 1996-97 44% 50%
TObACCO. . . . 1996-97 24% 50%
Alcohol and otherdrugs . . .. ... ... 1996-97 26% 50%
Family planning . .. ... 1996-97 42% 50%
Mental health and mental disorders . . ....................... 1996-97 18% 50%
Violent and abusive behavior . . ......... ... ... ... ... 1996-97 25% 50%
Education and community-based programs . .................. 1996-97 33% 50%
Health protection
Unintentional injuries . . . ... .. 1996-97 19% 50%
Occupational safety and health .. .......................... 1996-97 13% 50%
Environmental health . . . ........... ... . 1996-97 22% 50%
Food and drug safety. . ............ ... i 1996-97 18% 50%
Oral health. . ... ... 1996-97 25% 50%
Preventive services
Maternal and infanthealth . . . ........ ... ... .. ... ... ... 1996-97 47% 50%
Heart disease and stroke . . ... ... ... ... ... . . . ... 1996-97 28% 50%
CaNCET. .« o ot 1996-97 30% 50%
Diabetes and other chronic disabling conditions . . .............. 1996-97 26% 50%
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Table 8. Educational and community-based programs objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
HIVinfection ... ... . .. 1996-97 45% 50%
Sexually transmitted diseases . ............ ... . ... ... ... 1996-97 41% 50%
Immunization and infectious diseases. . ..................... 1996-97 48% 50%
Clinical preventive Services . ...............uuiiiien.... 1996-97 35% 50%
Surveillance and data systems . ............ ... .. 1996-97 14% 50%
8.12 Hospital-based patient education and community health promotion
Patient education programs
Registered hospitals .. ........ ... ... ... 1987 68%  86% --- --- --- --- --- --- --- 90%
Health maintenance organizations. ... ....................... --- --- --- --- --- --- --- --- --- 90%
Health education classes . . .......... ... --- 575% --- 84% --- --- --- --- ---
Nutrition counseling. . . . ... .. --- 585% --- 8% --- --- --- --- ---
Smoking cessation Classes . . ... ... --- --- --- 67% --- --- --- --- ---
Community health promotion programs
Community hospitals . . .. ... ... 1987 60% 77% --- --- --- --- --- --- --- 90%
8.13 Television partnerships with community organizations for health
PrOMOLION . . o 1995-96 100% --- 75%
8.14 Effective public health systems
Local health departments reporting:
Health assessment
Behavioral risk assessment . . . ... ... 1990 33% --- --- --- --- --- --- --- 90%
Morbidity data . . . . ... 1990 49% --- --- --- --- --- --- --- 90%
Reportable disease . .. ......... .. 1990 87% --- --- --- --- --- --- --- 90%
Vital records and statistics. . . . ........ .. 1990 64% --- --- --- --- --- --- --- 90%
Surveillance—chronic disease. . .. ....... ... ... ..o . 1990 55% --- --- --- --- --- --- --- 90%
Surveillance—communicable disease ... ...................... 1990 92% --- --- --- --- --- --- --- 90%
Policy development functions and services
Health code development and enforcement. ................... 1990 59% --- --- --- --- --- --- --- 90%
Health planning . . . .. ... 1990 57% --- --- --- --- --- --- --- 90%
Health assurance
Health education . . .. ... 1990 74% --- --- 484% --- --- --- --- 90%
Child health. . ... ... 1990 84% 90%
IMMUNIZAtioNS . . . . . 1990 92% --- --- “96% --- --- --- --- 90%
Prenatal care. . . ... ... 1990 59% --- --- %64% --- --- --- --- 90%
Primary care . . ... 1990 22% --- --- “30% --- --- --- --- 90%

Data not available.
Category not applicable.

aBaseline has been revised.
1Estimate based on preliminary data. Excludes mortality data from States lacking a Hispanic-origin item on their death certificate or for which Hispanic-origin data were not of sufficient quality.
See appendix.

2Estimate derived from 1991-93 health status data and 1992 mortality data.
SYears of healthy life remaining at age 65.

41992-93 data. Data are from 43 States and represent local health department’s report of whether a program or service existed.
51988 data.

NOTE: Data include revisions and, therefore, may differ from data previously published in these reports and other publications.
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Objective number Data source
8.1*, 8.1a—c National Vital Statistics System, CDC, NCHS.
National Health Interview Survey, CDC, NCHS.
8.2, 8.2a—b National Center for Education Statistics, National Education Goals Panel.
8.3 Head Start data: Head Start Bureau: Administration on Children, Youth, and Families.
Data on disabled children: National Center for Education Statistics, National Education Goals Panel.
8.4 School Health Policies and Programs Study, CDC, NCCDPHP.
8.5 Baseline: Health Promotion on Campus Survey and Directory, American College Health Association.
Data for college students: National College Health Risk Behavior Survey, CDC, NCCDPHP.
8.6 Baseline and updates for worksites with 50 or more employees: National Survey of Worksite Health Promotion Activities, OPHS, ODPHP.
Baseline for medium and large companies: Health Research Institute Biennial Survey, Health Research Institute.
8.7 National Health Interview Survey, CDC, NCHS.
8.8 National Health Interview Survey, CDC, NCHS.
8.9 1989 baseline: Secondary School Student Health Risk Survey, CDC, NCCDPHP.

1990-97 data: Youth Risk Behavior Survey, CDC, NCCDPHP.
1994 data: National Health Interview Survey, CDC, NCHS.

8.10 National Profile of Local Health Departments, National Association of City and County Health Officials.
8.11 National Profile of Local Health Departments, National Association of City and County Health Officials.
8.12 Annual Survey of Hospitals, AHA.

HMO Industry Profile, Group Health Association of America, Inc.
8.13 Media Health Partnerships Survey, CDC, NCCDPHP.
8.14 National Profile of Local Health Departments, National Association of City and County Health Officials.

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



Educational and
Community-Based
Programs Objectives

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
8.1* Increase years of healthy life to at Goal to increase school readiness and
least 65 years. its objective to increase access to

NOTE: Years of healthy life is a preschool programs for disadvantaged

summary measure of health that and disabled children.

combines mortality (quantity of life) and 8.4: Increase to at least 75 percent the

morbidity and disability (quality of life) proportion of the Nation’s elementary

into a single measure. and secondary schools that provide

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

years. 8.5 Increase to at least 50 percent the

Duplicate objectives: 17.1a and
21.1a

8.1b*: Increase years of healthy life 8.6: Increase to at least 85 percent the
among Hispanics to at least 65 proportion of workplaces with 50 or
years. more employees that offer health

with institution-wide health promotion

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

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

65. employer-sponsored health promotion
Duplicate objectives: 17.1c and activities.
21.1c

8.8 Increase to at least 90 percent the

8.2 Increase the high school graduationproportion of people aged 65 and older

rate to at least 90 percent, thereby who had the opportunity to participate
reducing risks for multiple problem _ _
behaviors and poor mental and physicalorganized health promotion program

health.

NOTE: This objective and its target are
consistent with the National Education
Goal to increase high school graduation 8.9 Increase to at least 75 percent the
rates.

or other community-based setting that
serves older adults.

5 he hiah school who have discussed issues related to
8.2a Increase the high schoo nutrition, physical activity, sexual

risks for multiple problem behavior “or safety with family members on at

and poor mental and physical
health.

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

8.3 Achieve for all disadvantaged
children and children with disabilities
access to high quality and
developmentally appropriate preschool

month.

8.1Q Establish community health
promotion programs that separately or
together address at least three of the

at least 40 percent of each State’s
population.

proportion of counties that have
established culturally and linguistically

Healthy People 2000 Review, 1998-99

proportion of postsecondary institutions

through a senior center, lifecare facility,

proportion of people aged 10 and older

behavior, tobacco, alcohol, other drugs,

S least one occasion during the preceding

8.11 Increase to at least 50 percent the

programs that help prepare children for programs for racial and ethnic minority

populations.

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

kindergarten—12th grade comprehensivethat 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

programs for students, faculty, and staff.proportion of people who are served by

a local health department that is
effectively carrying out the core
functions of public health.

promotion activities for their employees, 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.

during the preceding year in at least one

Healthy People 2000 priorities and reach

appropriate community health promotion
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iAri Figure 10. Death rates from drowning: United States, 1987-96,
LPJg?nr{[eynﬁcr)?wZIg and year 2000 targets for objective 9.5

| nj u ries Deaths per 100,000 population
7

Background 6

Unintentional injuries are the fifth

Black male
American Indian/

leading cause of death in the United 5 [ Alaska Native Year
States, accounting for more than 90,000 | Male 15-34 years \ 2000
deaths in 1997 (1). They are a major targets
cause of disabilities and hospitalization; m
in 1994, 4.5 million people were

hOSpita”ZEd and nearly 35 million 3 F Children 4 years and under/

visited emergency rooms because of ]
injuries (2). They have a significant 2 L —

impact on health care costs; in 1994 Al ersons\‘—\/\

alone, medical expenses attributable to P [ ]

unintentional injuries were estimated at 1
nearly $80 billion; when costs for losses
of income and productivity are included, g 1 1 1 1 1 1 1 1 1 1 1 1 1 1
the estimate climbs to $224 billion (3). 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 2000
Motor vehicle injuries remain the
most costly and fatal of unintentional
injuries. The National Safety Council

estimated that 1994 motor vehicle Year
. 2000

crashes cost the United States $169 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 target

billion in lost wages, medical expenses,

and administrative costs (3). However, All persons. . ... 21 20 19 19 19 16 17 15 17 15 13

efforts to reduce motor vehicle-related Children 4 years

injuries show promise. The National and under. . ... 43 39 37 34 36 32 32 28 37 28 23

Highway Traffic Safety Administration Male 15-34

(NHTSA) estimates that if all occupants years ........ 45 42 39 40 41 34 36 31 46 30 2.5

in passenger vehicles had used their Black male . . . .. 66 56 54 50 58 41 43 40 41 39 3.6

safety belts, nearly one-half of the American Indian/

41,000 motor vehicle deaths in 1996 Alaska Native .. ... ... ... 43 38 40 43 43 35 33 20

could have been prevented (4). The
increase in States with seat belt laws
(objective9.14 may help to reduce
motor vehicle deaths.

Teens are overrepresented among
motor vehicle deaths. While constituting vehicle deaths and injuries. The rate of death for children ages 14 and under;

Not applicable.

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

10 percent of the total population, alcohol-related motor vehicle deaths  two-thirds of this is spent on children

15 percent of motor vehicle deaths are (objective9.23 has declined between ages 5 and under (11).

teenagers (5). Implementation of 1987 and 1996. In part, this may be Although less visible, fall-related

graduated licensing programs may help attributed to improvements in the injuries and deaths among older

reduce the number of teenage motor  engineering and safety of motor Americans are increasing; this is in part

vehicle deaths (6). vehicles. However, NHTSA has also attributable to the aging of the
Motorcyclists are also highlighted the impact of the passage population. Falls and fall-related injuries

disproportionally represented among  and enforcement of laws limiting are the second leading cause of injury

motor vehicle deaths; per mile traveled, drinking to ages 21 and over (9). deaths among people 65-84 years of age

16 motorcyclists are killed for each While eclipsed by the magnitude  and the leading cause for people 85 and

automobile occupant (5). Motorcycle  and pervasiveness of motor vehicle older (1). The costs associated with
helmet use is associated with less severgeaths, poisoning-related injury and fall-related injuries are extensive, but
injuries and lower health care costs (7). death have a serious impact on childrenmany of these injuries are preventable
In 1995 alone, 791 lives would have In 1995, 80 children ages 14 and under through exercise, diet, building redesign,
been saved if all motorcyclists wore died from poisons; one-half were under and other interventions (12). In 1994,
helmets (8). While States requiring age 4 (1). In 1996, 1.1 million direct costs for fall injuries were an
helmet use increased during the early poisonings among children age 5 and estimated $20.2 billion for persons age
1990’s, the number declined in 1997. younger were reported to poison control65 and over (13).

Alcohol use has long been centers (10). Each year $7.6 billion is
recognized as contributing to motor spent on poisoning-related injury and

100 Healthy People 2000 Review, 1998-99



Data Summary

Highlights

Motor vehicle crash death9.Q)
have remained at the same level since

1993, remaining about 29 percent below

baseline level. Alcohol-related motor
vehicle deaths9.23 have also remaine
stable since 1993 and are 33.7 percen
below baseline level. Forty-nine States
have enacted laws requiring seat-belt
use .14 and reported usag®.(l2

also increased slightly to 69 percent.
Fire (9.6) and drowning 9.5 deaths
(see figure 10) are also substantially
below baseline levels.

Summary of Progress

Fifteen objectives9.1-9.3, 9.5, 9.6,
9.8-9.10, 9.12-9.14, 9.1énd
9.23-9.2% showed progress toward the

by the National Center for Health
Statistics (NCHS). The ICD-9 codes
designated for this objective include
both unintentional and intentional
injuries (seeappendiy. The two types

State laws or programs that vary across
States in populations targeted, penalties,
and liability.

The baseline and target for
objective9.17 (smoke detectors) are

of injuries cannot be distinguished at thebased on estimates of the proportion of

national level because, currently, only
22 States mandate the use of E—codes

increase the use of E—codes.

Data for objective9.6 (residential
fire deaths) include all fire-related
deaths. While 90 percent occur in the
home, a small proportion occur
elsewhere. The 1990 baseline data for
fire-related deaths for Puerto Ricans
(9.69 have been revised. The original
baseline published in thiglidcourse
Review and 1995 Revisio) included
data for 45 States and the District of
Columbia. It did not include data for
New York City where about 40 percent

year 2000 targets. Targets were achievedf the U.S. Puerto Rican population

for objectives9.2, 9.6, 9.8, 9.9, 9.10
and the baseline fa®.18 met the target;
preliminary 1997 data for objective.1

resides. The revised baseline, which
includes data for 47 States (including
New York) and the District of

have also met the year 2000 target. Par€Columbia, is considerably lower than

of the progress for objectiv@.8
(nonfatal poisoning) may be an artifact
of changes in the methodology (see
Data Issues). Two objective8.7 and
9.17 show movement away from the
target. However, objectivB.17 (smoke
detectors) does show progress in the
proportion of people with at least one
detector in place in their residence (a
35 percent increase from 1985) and in

on each floor of their residence (a
32 percent increase from 1993). After

originally published and, in fact, has
met the year 2000 target for this
subobjective. The number of States
reporting Hispanic origin data on their
birth and death certificates has varied
from year to year; seappendixfor
more information.

Obijective9.7 (hip fractures among

homes with smoke detectors; this is
somewhat different from the intent of

d (external causes) on hospital discharge the objective, which focuses on smoke
t forms. NCHS is working with States to detectors on each habitable floor.

Updates on the proportion of homes
with smoke detectors are from the
NHIS, a different source than that used
for the baseline. However, data from the
1993 NHIS were analyzed to obtain an
estimate of the proportion of people
living in apartments or condominiums
who report having one or more smoke
detectors and the proportion of people
living in townhouses or single family
homes who report having two or more
smoke detectors; this value was

66 percent. Findings from a survey
conducted by the Consumer Product
Safety Commission indicate that

52 percent of households had at least
one functional smoke detector on each
floor (15). The 1994 updates are from
the NHIS. The estimate for smoke
detectors on each floor was calculated
using a question with slightly different
wording from the question on the 1993
NHIS. However, the increase in the
proportion of people with smoke
detectors on each floor is consistent with
the increase in the proportion of homes

older adults) is also monitored with datawith smoke detectors. Updates from the
from the NHDS. These rates are based NHIS will be used to monitor this
the proportion of people with a detector on extremely small numbers and must objective in the last report of the

be interpreted cautiously. Data on race

are not reported by many hospitals due

fluctuating for several years, the rate of to omission of a race field on hospital

fall-related deaths9(4) has returned to
baseline level; the update f&r15

discharge reporting forms. More

hospitals have automated their discharge

(handgun design) shows no change fronsystems in recent years and are using

the baseline.

No updates were available for four
objectives 9.18, 9.19, 9.22and9.26).
Only data from the nurse practitioners
were available for objective.21; these
data suggest mixed progress (f2sta
Issue}. Baselines are not available for
objectives9.11and9.20

Data Issues

Definitions

Objective9.2 (nonfatal
unintentional injuries) is tracked with
data from the National Hospital
Discharge Survey (NHDS) maintained

Healthy People 2000 Review, 1998-99

these forms (UB-82 and UB-92). A
comparison of NHDS data with those
who reported being hospitalized in the
National Health Interview Survey
(NHIS) (NHIS data were adjusted to
exclude hospitalizations of 1 day or
less) indicated that underreporting for
whites was roughly 22 percent in 1991;
the difference for blacks was negligible
(14).

Objectives9.14 (safety belt and
motorcycle helmet laws®.15 (handgun
design laws)9.22 (trauma linking
systems)9.24 (bicycle helmet laws),
9.25 (handgun storage laws), a®d26
(graduated driver licensing) all relate to

decade.

Data Source Description

Data for objective9.3 (motor
vehicle crash deaths) and the
subobjectives (excemt andg) are crude
rates from the Department of
Transportation’s Fatality Analysis
Reporting System (formerly the Fatal
Accident Reporting System) (FARS).
See theappendixfor a discussion of
crude and age-adjusted rates and the
chapter on Priority Area 4 for a
description of FARS. The rates f&.3d
(American Indian/Alaska Native) and
9.3g (Mexican-American) are
age-adjusted data from the National
Vital Statistics System.

Baseline data for objectiv@.21
(injury prevention counseling) are from
the Primary Care Provider Surveys
(PCPS). The sample for the survey was
drawn from the membership rolls of
professional associations of internists,
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family physicians, nurse practitioners,
pediatricians, and obstetricians/

gynecologists. Response rates from thesschanged.

groups varied from 50-80 percent. The
data on inquiry about seat-belt use and
falls in the home represent the
proportion of practitioners who routinely
queried 81-100 percent of their patients
about these risks. The data on
counseling about these issues represen
the proportion of providers who
routinely provided these services to thei
patients who needed the services. The
basis for counseling may be independe
of the inquiry made by the clinicians.
The Prevention in Primary Care
Study (PPCS) was conducted in
1997-98 to update data from the PCPS
The design and items included in the
1997-98 study were similar to the
PCPS, but a slightly different sampling
frame was used and some items
included in the 1992 surveys were not

11. National Safe Kids Fact Campaign. Poisoning
Fact Sheet. Washington, D.C. 1997.

12. Province M, et al. The effects of exercise on
falls in elderly patients. JAMA 273(17):1,341-7.
1995.

13. Englander F, et al. Economic dimensions of
slip and fall injuries. J Forensic Sci 41(5):733-46.
1996.

all 50 States. The data collection
methods (direct observation) are

Proxy Measures

Tracking data fo19.16 (fire
suppression systems) are from the U.S.
Fire Administration’s National Fire
Incident Reporting System (NFIRS) and 14 _Kozak LJ. _Unde_rreporting of race in the _
indicate the proportion of fires in National Hospital Discharge Survey. Hyattsville,

residential properties that have Marylan.d: Centgrs for Disease Control and_ .
r . . Prevention, National Center for Health Statistics.
automatic suppression systems. Data Or}]uIy 1995

[ocalities for this objective are not i y
15. Smith CL. Smoke detector operability survey

vailable.
The additional data for obiective report on findings. Directorate for Economic
4 Analysis. Consumer Product Safety Commission.

9.19 (protective sports equipment) are 5. 994
from the NHIS and represent the

‘proportions of children playing baseball,

softball, football, or soccer who use

headgear or mouthguards; there will be
additional data from the NHIS to track

this objective later in the decade.

included in the PPCS. The professionals

were sampled from listings of all
licensed, active practitioners in the
United States whose practices were at
least 50 percent primary care. Because
of low response rates from the other
provider groups, updates are available
only for nurse practitioners.
Alcohol-related motor vehicle
crashes 4.23 are tracked using data
from FARS. The FARS supplements
death certificate data with information
on the circumstances of the death to
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Injuries reported in the system are
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regulated by CPSC in a given year.
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types of products affect the number of
injuries reported in the system. The
baseline and estimates were again
revised in 1997 to accommodate a new
sampling design.

In 1992, data collection for
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protection systems) an@l13 (helmet use
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I Table 9. Unintentional injuries objective status
Q
§ Baseline Target
B Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
o
5 91 Unintentional injury deaths (age adjusted per 100,000)  ......... 1987 347 325 310 294 303 303 305 304 °P289 29.3
5 a. American Indian/Alaska Native . . ........... .. ............ 1987 66.0 590 583 573 581 583 56.7 57.6 --- 53.0
8 b. Blackmale......... ... .. . 1987 38.0 624 610 56.7 598 585 576 557 P513 51.9
& C. Whitemale. . ... ... 1987 a49.8 46.4 439 419 427 427 43.0 424 P404 42.9
%' d. Mexican American malel ... ....... .. ... .. .. 1990 a53.1 C 47.2 46.5 48.6 46.1 44.6 454 --- 43.0
i 9.2 Unintentional injury hospitalizations (per 100,000) 2 ............ 1988 ag32 780 764 714 699 654 635 612 --- 754
e a. Blackmale ... ... ... .. .. 1991 1,007 969 893 847 911 730 --- 856
z 9.3 Motor vehicle crash deaths
© Per 100 million vehicle miles traveled (VMT). . .................. 1987 2.4 2.1 1.9 1.8 1.7 1.7 1.7 1.7 --- 15
Per 100,000 population. . . ... ..ot 1987 192 179 164 154 156 156 159 1538 --- 14.2
a. Children 14 years and under (per 100,000). . .. .............. 1987 6.2 5.3 5.0 4.8 4.8 5.0 4.8 4.6 --- 4.4
b. People 15-24 years (per 100,000) . ... ... 1987 36.9 33.3 31.4 28.0 28.6 29.1 29.6 28.8 --- 26.8
c. People 70 years and over (per 100,000). ... ................ 1987 22.6 23.9 22.3 21.9 22.9 23.3 23.3 23.1 --- 20
d. American Indian/Alaska Native (age adjusted per 100,000). ... .. 1987 37.7 33.2 334 320 323 314 331 34.0 --- 32.0
e. Motorcyclist (per 100 million VMT) . ............. ... .. ..., 1987 40.9 33.8 30.6 25.1 24.8 22.8 --- --- --- 25.6
(per 100,000). . . o 1987 1.7 1.3 11 0.9 0.9 0.9 0.9 0.8 --- 0.9
f. Pedestrians (per 100,000). . . ... ... 1987 2.8 2.6 2.3 2.2 2.2 2.1 2.1 2.0 --- 2.0
g. Mexican American (age adjusted per 100,000)* .............. 1990 20.9 .. 18.9 175 18.1 18.7 17.7 18.0 --- 18.0
9.4 Fall-related deaths (age adjusted per 100,000) ................ 1987 2.7 2.7 2.6 25 25 25 2.6 2.7 --- 2.3
a. People 65-84 years (per 100,000) . .. ....... ... 1987 181 178 180 176 178 183 185 199 --- 14.4
b. People 85 years and over (per 100,000). ................... 1987 133.0 143.1 1475 1473 1495 1470 1520 159.6 --- 105.0
c. Black male 30-69 years (per 100,000) ... .................. 1987 8.1 6.8 6.2 5.3 55 5.4 4.8 5.3 --- 5.6
d. American Indian/Alaska Native (age adjusted per 100,000). . . . .. 1990 3.2 C 3.1 3.1 4.3 3.2 3.8 2.9 --- 2.8
9.5 Drowning deaths (age adjusted per 100,000) .................. 1987 2.1 1.9 1.9 1.6 1.7 15 1.7 15 --- 1.3
a. Children 4 years and under (per 100,000). . ................. 1987 a4.3 3.4 3.6 3.2 3.2 2.8 3.7 2.8 --- 2.3
b. Male 15-34 years (per 100,000). . . ... ...t 1987 45 4.0 4.1 34 3.6 31 4.6 3.0 --- 25
c. Black male (age adjusted per 100,000). ... ................. 1987 6.6 5.0 5.8 4.1 4.3 4.0 4.1 3.9 --- 3.6
d. American Indian/Alaska Native (age adjusted per 100,000). . .... 1990 4.3 3.8 4.0 4.3 4.3 35 3.3 --- 2.0
9.6 Residential fire deaths
Fire-related deaths (age adjusted per 100,000)3 .. ............... 1987 a1.7 15 15 1.4 1.3 1.4 1.2 1.2 --- 1.2
a. Children 4 years and under (per 100,000). . ................. 1987 a4.5 3.5 3.8 3.4 3.6 35 2.6 2.4 --- 3.3
b. People 65 years and over (per 100,000). ................... 1987 a4.9 4.1 3.9 3.7 3.7 3.5 3.6 3.8 --- 3.3
c. Black male (age adjusted per 100,000)..................... 1987 6.4 5.2 5.1 49 4.6 4.5 4.2 3.9 --- 4.3
d. Black female (age adjusted per 100,000) . .................. 1987 a3.3 2.7 2.6 2.3 2.6 2.4 2.4 2.1 --- 2.6
e. Residential fire deaths caused by smoking . ................. 1987 26% 17% 17% --- 16% --- --- --- --- 8%
f.  American Indian/Alaska Native (age adjusted per 100,000). . . ... 1990 2.1 2.3 25 25 3.1 3.1 1.9 --- 1.4
g. Puerto Rican (age adjusted per 100,000)t. . ................. 1990 a1.8 - 1.4 1.4 1.0 1.1 1.3 1.6 --- 2.0
9.7 Hip fractures among adults 65 years and over (per 100,000) ..... 1988 714 776 814 757 841 815 818 934 --- 607
a. White female 85 yearsandover.......................... 1988 2,721 3,075 3,091 2,368 3,035 2,815 2,604 2,804 --- 2,177
9.8 Nonfatal poisoning (per 100,000) . ......... ...t 1986 a104 68 64 61 52 43 43 41 41 88
a. Children 4 years and under (per 100,000). . ... .............. 1986 664 705 638 626 597 518 499 470 460 520
9.9 Nonfatal head injuries (per 100,000) . .......... ... . 1988 118 110 104 92 90 84 87 79 --- 106
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Table 9. Unintentional injuries objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
9.10 Nonfatal spinal cord injuries (per 100,000)  ................... 1988 5.3 4.4 6.4 3.6 4.7 3.9 4.6 4.8 --- 5.0
a. Male. . ... 1988 9.6 6.9 9.8 4.8 6.7 7.1 6.9 6.5 --- 7.1
9.11 Incidence of secondary conditions associated with traumatic 20%
spinal cord iNJUNEesS . ... --- reduction
9.12 Motor vehicle occupant protection systems — .................. 1988 42%  49% 59% 62% 66% 67% 68% 68% 69% 85%
a. Children4yearsandunder. .. ..............0iiiieeirn.. 1988 48%  50%  55% --- 60% 60% --- 61% --- 70%
9.13 Helmet use by motorcyclists and bicyclists
Motorcyclists. . . . ... 1988 60% 60% 62% --- --- 63% --- 64% --- 80%
BiCyCliStS. . . . 1988 8% --- 18% --- --- --- --- --- --- 50%
9.14 Safety belt and helmet use laws
Number of States with safety belt laws* .. ..................... 1989 33 36 41 44 45 48 49 49 49 50
Number of States with motorcycle helmet use laws® . .. ........... 1989 22 23 24 24 25 25 25 25 22 50
9.15 Number of States with handgun design to protect children — ...... 1989 0 0 --- --- --- --- --- --- --- 50
9.16 Fire suppression sprinkler installation codes (number of
localities) . ... 1989 700 2,000
Proportion of residential fires with suppression equipment. . ........ --- 62.4 2.5 2.7 2.6 --- --- --- ---
9.17 Smoke detectors
In inhabited residential dwellings. . . .......... ... ... ... ... ... 1985 81%  82% --- --- 80% --- --- --- --- 100%
At least one on each habitable floor. . ......... ... ... .. ...... --- --- --- --- 52% --- --- --- --- 100%
Proportion of people with at least one detector . ... .............. --- 768.5% --- --- 87.6% 92.7% --- --- ---
Atleastoneoneachfloor........... ... ... ... ... . ........ --- --- --- ---  66% 86.8% --- --- ---
9.18 Injury prevention instruction in required course
Proportion of middle/junior and senior high schools. . ............. 1994 66.2% --- --- --- 50%
9.19*  Protective equipment in sporting and recreation events ~ ........ --- --- --- --- --- --- --- --- --- 100%
National Collegiate Athletic Association
Foothall. . . ... . 1988 Required
HOCKEY . . .o 1988 Required
LACIOSSE .+« v v et 1988 Required
High school football ... ...... ... . ... .. .. . . . . 1988 Required --- --- --- --- --- --- --- ---
Amateur boXing. . . ... 1988 Required
Amateurice hockey . ...... ... .. . . . 1988 Required --- --- --- --- --- --- --- ---
Use of protective headgear and mouth guards among
children who play sports
Baseball/softball
Headgear. . . ... .. --- 35%
Mouth guard . . ....... .. 7%
Football
Headgear. . . . ... .- T2%
Mouth guard . . ... . .- T2%
Soccer
Headgear. . . . ... 4%
Mouth guard . . ....... . 7%
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Table 9. Unintentional injuries objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
9.20 Number of States with design standards for roadway safety — ..... --- --- --- --- --- --- --- --- --- 50
9.21 Injury prevention counseling by primary care providers ~— ........ --- --- --- --- --- --- --- --- --- 50%
Percent of clinicians routinely providing service to 81-100% of patients
Inquiry about seat belt/child seat use
Pediatricians . . .. .. ...t 1992 45% --- --- --- --- 89 50%
Nurse practitioners . ... .......... ... 1992 29% --- --- --- - - -8103904 50%
Obstetricians/gynecologists . . . .. ..ot 1992 6% --- --- --- --- 88 50%
INEEIMISES . . o oottt e 1992 11% --- --- --- - 89, 50%
Family physicians .. ... ....... ... .. .. .. 1992 16% --- --- --- --- 89 50%
Inquiry about hazards for falls in the home (65 years and over)
Nurse practitioners . .......... i 1992 15% --- --- --- --- 814% 50%
INEEIMISES . . o ot ottt e 1992 10% --- --- --- --- 89 50%
Family physicians .. .......... ... .. . .. 1992 7% --- --- --- --- 89 50%
Advice about seat belt/child seat use
PediatriCians . . . ..ottt 1992 58% --- --- --- --- 89 50%
NUrse practitioners ... ...........iuiiriran ... 1992 32% --- --- --- ---811309% 50%
Obstetricians/gynecologists . . . ... ......... ... 1992 18% --- --- --- - 89 50%
INEEINISES . . o\ ot ettt e e 1992 15% --- --- --- --- 85 50%
Family physicians .. .............. it 1992 29% --- --- --- --- 88 50%
Advice about prevention of falls in the home (65 years and over)
NUrse practitioners . ..... ...t 1992 17% --- --- --- --- 818% 50%
INEEINISES . . o\ vttt e e e 1992 17% --- --- --- --- 89 50%
Family physicians .. .............. ot 1992 15% --- --- --- --- 88 50%
9.22 Number of States with linked emergency medical services
and trauma SYyStemMS . . ... 1993 7 20
9.23*  Alcohol-related motor vehicle deaths (per 100,000)  ............ 1987 9.8 8.9 7.9 6.9 6.8 6.4 6.6 6.5 --- 55
a. American Indian/Alaska Native male. . . .................... 1987 40.4 34.3 32.2 31.4 26.8 28.0 --- --- --- 35.0
b. People 15-24 years . . ... 1987 215 18.5 17.2 14.1 13.8 131 12.9 12.9 --- 125
9.24 Number of States with bicycle helmetlaws . .................. 1994 9 .. .. L - S 13 14 --- 50
9.25*  Number of States with firearm storage laws . ................. 1989 al 1 5 8 11 13 15 15 --- 50
9.26 Number of States with graduated licensing systems — ........... 1993 16 --- --- --- --- 35

--- Data not available.
Category not applicable.

aBaseline has been revised.

PPreliminary data.

1Excludes data from States lacking Hispanic-origin item on their death certificates or for which Hispanic-origin data were not of sufficient quality. See appendix.

Data include intentional and unintentional injuries and injuries where the intent was not known.
SIncludes all deaths due to fires and flames regardless of location.

4The District of Columbia, Puerto Rico, and other U.S. possessions also have a safety belt law.
5The District of Columbia and Puerto Rico also have a motorcycle helmet law.

61989 data.

71985 data.

81997-98 data.

9Response rate for this group was too low to produce reliable estimates.

10Data represent the proportion of nurse practitioners who inquired about child safety seat use only. Seventeen percent of the nurse practitioners inquired about seat belt use.
pata represent the proportion of nurse practitioners who provided advice about child safety seat use only. Data on advice on seat-belt use were not available.

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

Data source
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9.1, 9.1ad National Vital Statistics System, CDC, NCHS.
9.2 National Hospital Discharge Survey, CDC, NCHS.
9.3, 9.3a—c,ef Fatality Analysis Reporting System, DOT, NHTSA.
9.3d,9 National Vital Statistics System, CDC, NCHS.
9.4, 9.4a—d National Vital Statistics System, CDC, NCHS.
9.5, 9.5a—d National Vital Statistics System, CDC, NCHS.
9.6, 9.6a—d,f,g National Vital Statistics System, CDC, NCHS.
9.6e National Fire Incident Reporting System, FEMA, U.S. Fire Administration.
9.7, 9.7a National Hospital Discharge Survey, CDC, NCHS.
9.8, 9.8a National Electronic Injury Surveillance System, CPSC, Directorate for Epidemiology.
9.9 National Hospital Discharge Survey, CDC, NCHS.
9.10, 9.10a National Hospital Discharge Survey, CDC, NCHS.
9.12 Baseline and 1989-91 updates: 19 Cities Survey, DOT, NHTSA.
1992-97 updates: Population Weighted State Surveys, DOT, NHTSA.
9.12a Baseline: 19 Cities Survey, DOT, NHTSA.
1992-93 updates: Population Weighted State Surveys, DOT, NHTSA.
199496 updates: National Occupant Protection Use Survey, DOT, NHTSA.
9.13 Baseline: 19 Cities Survey, DOT, NHTSA.
Updates: National Occupant Protection Use Survey, DOT, NHTSA.
9.14 DOT, NHTSA.
9.15 Telephone Survey on Handgun Laws, CDC, NCIPC.
9.16 Baseline (localities): Fire Suppression Sprinkler Codes, FEMA, U.S. Fire Administration.
1990-93 data: National Fire Incident Reporting System, FEMA, U.S. Fire Administration.
9.17 Baseline and 1990-93 updates: Prevention Index, Rodale Press for inhabited residential dwellings.
1993 data: Smoke Detector Operability Survey, Consumer Product Safety Commission for inhabited residential dwellings on each habitable floor.
Proportion of people with smoke detectors: National Health Interview Survey, CDC, NCHS.
Proportion of people with one on each floor: National Health Interview Survey, CDC, NCHS.
9.18 School Health Policies and Programs Study, CDC, NCCDPHP.
9.19* 1988 baseline: CDC, NCPS; NIH, NIDR.
1991 data: National Health Interview Survey, CDC, NCHS.
9.21 Baseline: Primary Care Provider Surveys, OPHS, ODPHP.
Update: Prevention in Primary Care Study, American College of Preventive Medicine.
9.22 CDC, NCIPC.
9.23* 9.23b Fatality Analysis Reporting System, DOT, NHTSA.
9.23a Fatality Analysis Reporting System, DOT, NHTSA; National Vital Statistics System, CDC, NCHS.
9.24 National SAFEKIDS Campaign.
9.25* Center to Prevent Handgun Violence.
9.26 DOT, NHTSA.

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



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 53.0 per
100,000 people.

9.3e Reduce deaths among
motorcyclists caused by motor
vehicle crashes to no more than
25.6 per 100 million vehicle miles
traveled and 0.9 per 100,000.

9.3f. Reduce deaths among

pedestrians caused by motor vehicle

crashes to no more than 2.0 per
100,000.

9.3g Reduce deaths among
Mexican-Americans caused by
motor vehicle crashes to no more
than 18 per 100,000.

9.1b: Reduce deaths among black 9.4 Reduce deaths from falls and

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.

9.1d Reduce deaths among
Mexican—American males caused by
unintentional injuries to no more
than 43.0 per 100,000.

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

9.2a Reduce nonfatal unintentional
injuries among black males so that
hospitalizations for this condition
are no more than 856 per 100,000
people.

9.3 Reduce deaths caused by motor
vehicle crashes to no more than 1.5 per
100 million vehicle miles traveled and
14.2 per 100,000 people.

9.3a Reduce deaths among children
aged 14 and younger caused by
motor vehicle crashes to no more
than 4.4 per 100,000.

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

9.3c 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 32 per
100,000.
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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.

9.4d: Reduce deaths among
American Indians and Alaska
Natives from falls and fall-related
injuries to no more than 2.8 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 younge

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.
9.5c Reduce drowning deaths

among black males to no more than

3.6 per 100,000.

9.5d Reduce drowning deaths
among American Indians and

Alaska Natives to no more than 2.0

per 100,000.

no more than 3.3 per 100,000.

9.6¢c Reduce residential fire deaths
among black males to no more than
4.3 per 100,000.

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 8 percent.

9.6f. Reduce residential fire deaths
among American Indians and
Alaska Natives to no more than 1.4
per 100,000.

9.6g Reduce residential fire deaths
among Puerto Ricans to no more
than 2.0 per 100,000.

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 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 by 20 percent the

incidence of secondary conditions (i.e.,
pressure sores) associated with traumatic

9.6. Reduce residential fire deaths to nospinal cord injuries.
more than 1.2 per 100,000 people.

NOTE: Secondary conditions are defined

9.6a Reduce residential fire deaths as conditions causally related to a
among children aged 4 and youngerdisabling condition (i.e., occurring as

to no more than 3.3 per 100,000.

9.6h: Reduce residential fire deaths
among people aged 65 and older to

aresult of the primary disabling
condition) and can be either a
pathology, an impairment, a functional
limitation, or a disability.
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9.12 Increase use of safety belts and 9.23* Reduce deaths caused by
child safety seats to at least 85 percent alcohol-related motor vehicle crashes to
of motor vehicle occupants. no more than 5.5 per 100,000 people.

9.12a Increase use of child restraintDuplicate objective: 4.1
systems among children aged 4 and
younger involved in potentially fatal
crashes to 70 percent.

9.23a* Reduce deaths among
American Indian and Alaska Native
men caused by alcohol-related
9.13 Increase use of helmets to at least motor vehicle crashes to no more
80 percent of motorcyclists and at least than 35.0 per 100,000.

50 percent of bicyclists. Duplicate objective: 4.1a

9.14 Extend to 50 States laws requiring

safety belt and motorcycle helmet use 9.23b* Reduce deaths among

people aged 15-24 caused by

for all ages. .
alcohol-related motor vehicle

9.15 Enact in 50 States laws requiring crashes to no more than 12.5 per

that new handguns be designed to 100,000.

c?mg:gae the likelihood of discharge by Duplicate objective: 4.1b

9.24 Extend to 50 States laws requiring

9.16 Extend to 2,000 local jurisdictions helmets for bicycle riders.

the number whose codes address the
installation of fire suppression sprinkler 9.25* Enact in 50 States and the
systems in those residences at highest District of Columbia laws requiring that

risk for fires. firearms be properly stored to minimize
9.17 Increase the presence of functional ;C;isﬁofgd the likelihood of discharge

smoke detectors to at least one on each
habitable floor of all inhabited Duplicate objective: 7.19

residential dwellings. .
9 NOTE: There are some variations

9.18 Provide academic instruction on  across States in the age which defines
injury prevention and control, preferably minors. Additionally, in some States
as part of comprehensive school health violation of the law is a misdemeanor;
education, in at least 50 percent of in others it is a felony. Penalties for
public school systems (grades K—-12). violation also vary.

9.19* Extend requirement of the use of 9.26 Increase to 35 the number of
effective head, face, eye, and mouth  States having a graduated driver
protection to all organizations, agencies,licensing system for novice drivers and
and institutions sponsoring sporting and riders under the age of 18.

recreation events that pose risks of
injury.

Duplicate objective: 13.16

*Duplicate objective.

9.20Q Increase to at least 50 the number
of States that have design standards for
markings, signing, and other
characteristics of the roadway
environment to improve the visual
stimuli and protect the safety of older
drivers and pedestrians.

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 20 States the capability
to link emergency medical services,
trauma systems, and hospital data.
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Priority Area 10
Occupational Safety
and Health

2000 target for objective 10.5

Number of new cases
(thousands)

Figure 11. Number of new cases of hepatitis B infections among
occupationally exposed workers: United States, 1987-96, and year

Background 5

Work-related injuries and illnesses
continue to place an enormous burden 4
on U.S. workers and the economy (1).

In 1992, the U.S. economic burden for
work-related injuries and illnesses was
an estimated $171 billion (2). While the
human and financial costs of
occupational injuries are extensive,
efforts to reduce these injuries are often
successful and cost-effective (3,4).

The size, characteristics, and
functions of the workforce are changing 1
dramatically, as are the challenges to

occupational safety and health (2). The Year 2000 target

expanding use of information 0 1 1 1 1 1 1 1 1 1 1
technology and the concomitant rise in 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996
reporting injuries, such as carpal tunnel Year
syndrome (5), are one example of this 2000
change. 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 target

Another emerging concern is
workplace violence. The Department of Occupationally
Justice estimates that annually 1 million exposed
people are victims of violent crime workers. . ..

3,000 1,520 4,189 1,258 2,576 1,923 727

506 407 391 623

while working or on duty. Forty-six

SOURCES: Centers for Disease Control and Prevention, Epidemiology Program Office, National

percent of these victimizations occur in noifiable Disease Surveillance System; Centers for Disease Control and Prevention, National
restaurants, stores, or other commerciaktenter for Infectious Diseases, Sentinel Counties Surveillance of Acute Viral Hepatitis, Viral

establishments (6). Nearly three-quarterdepatitis Surveillance System.
of these violent events are simple or
aggravated assaults (7). The estimated
annual cost in lost wages is over $55
million (6). deaths (14 percent of all work-related
deaths). Nearly 40 percent of the
homicides occurred during a robbery,
Data Summary

L or former coworkers, and about
Highlights
Work-related injury deathsLQ.1) acquaintances. Falls accounted for
have declined from the 1983-87 averagél percent of workplace deaths and
of 6.0 per 100,000 workers to a rate of €xposure to harmful substances or
4.8 in 1997 (6,218 deaths); work-relatedconditions in the workplace (for
injuries (L0.2) also decreased slightly ~ €xample, electric shock, poisons)

from the 1983-87 average of 7.7 per ~ accounted for 9 percent (8).
100 to 6.9 in 1996 (8,9). Three objectives have met the year

The leading cause of work-related 2000 targets. Objectivesd.11and10.14
deaths remains motor vehicle accidents."ave been addressed by Federal statut
While the overall number of or Federal programs. New cases of
work-related injury deaths in 1996 is ~ hepatitis B among exposed workers
about the same as 1995, there was an (10.5 have dropped 87 percent since
increase in work-related highway 1987 _(see figure 11). The reduction in
crashes; 22 percent of all work-related hepatitis B cases may, in part, be
injury fatalities were highway crashes.

Homicide remained the second
leading cause of work-related injury
deaths in 1997, accounting for 856

hepatitis B immunizations among
occupationally exposed worker$(Q.9
between 1987 and 1994.
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7 percent were committed by coworkers

attributable to the 81 percent increase in

Summary of Progress

Data for 10 (0.1, 10.2, 10.6, 10.9,
10.10, 10.13, 10.15nd10.17-10.19 of
the 20 objectives in this priority area

5 percent were committed by relatives ofndicate movement toward the year 2000

targets. Progress for objectiu®.15is
based on limited data from nurse
practitioners only (se®ata Issues
Additionally, three objectivesl(.5,
10.11 and10.14 have met their year
2000 targets. The data for five
objectives 10.3, 10.4, 10.7, 10,&nd
10.20 indicate movement away from

dhe targets. The 1996 data f0.16

(workplace homicides) show a rate the
same as the baseline level. It should be
noted that all updates for objective
10.16are from a different source than
the baseline. Data were not available to
update objectivel0.12
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Data Issues codes. The baseline for adolescent activities. The 1995 update was
worker injuries is an extrapolation of  measured by the Centers for Disease
Definitions data from the last 6 months of calendar Control and Prevention
o year 1992 and is limited to workers agegCDC)-sponsored Worksite Benchmark
Objective10.20seeks to reduce the 15 through 17. The update is from fiscalSurvey, which used a methodology very
number of States with preemptive cleanyear 1996. The main objective and the similar to the 1992 survey, but did not
indoor air laws. Preemptive laws prevenpther subobjectives fot0.2are tracked include passive methods of health

local jurisdictions from enacting more  ysing data from ASOII. promotion (12,13).

stringent restrictions than the State law ~ The data used to report on the Baseline data for objectiv0.15

or restrictions that vary from the State status of objectivel0.7 (occupational (screening for occupational health

law (10). noise exposure) come from the U.S. Air exposure) are from the Primary Care
Force Hearing Conservation database. Provider Surveys (PCPS). The PCPS

Data Source Descriptions The data report exposures for civilian sample was drawn from the membership

and military employees in a wide range rolls of professional organizations for
of industrial and service occupations.  pediatricians, nurse practitioners, family
NIOSH is currently developing the physicians, obstetricians/gynecologists,
Sentinel Event Notification System for and internists. Response rates varied
Occupational Risk (SENSOR) and the from 50-80 percent across these groups.
Occupational Hearing and Conservation The data on inquiry about work-related
database that will provide additional risks represent the proportion of

. ; data to track this objective. While providers who routinely queried
ggﬁr?;g)i ﬁ?a%ltlurrghggcﬁggislnn;fkfaaggllit?esmo-nitqring systems to track the 81-100 percent of their patients about

‘objective are still under development, these risks. The data on counseling refer

a survey of employer logs of

Since 1992, the data for objective
10.1 (work-related injury deaths) have
come from the Census for Fatal
Occupational Injuries (CFOI), Bureau of
Labor Statistics (BLS). Prior to 1992,
the data came from the Annual Survey
on Occupational Injuries and llinesses

oceunational deaths in approximatel NIOSH has issued guidelines and to the proportion of providers who
50 6’5’0 : kol 'Il'h pproxi y sponsored workshops designed to routinely provided these services to
' workplaces. 1ne survey address this important occupational patients who needed the services. The

undercounted occupational fatalities by
as much as 60 percent (11). The CFOI
uses a minimum of two data sources to

health issue. Prevention in Primary Care Study

The data for objectivd.0.8 (PPCS) was conducted in 1997-98 to
identify occupational deaths. The (occupatipnal lead exposure) are from updqte dat_a from thg PCPS. The design
primary sources are death c.ertificateS' State registries that report adult blood ~and items included in the 1997-98 study
State workers’ compensation reports: ' lead Ifavels. These State data are were similar to.the PCPS, but a slightly
coroner. medical examiner. or autopéy comp|qu by NIOSH in the Adult Blood dlfferent samplmg frame was used and
reporIS"and Occupational éafety and Lead Epidemiology Survey (ABLES). some items mcluded in the 1992 surveys
Health :Administration (OSHA) reports _The numbe_r of reporting States has were not included in the PPCS. Th_e _
The rates for 1993 were rounded to : |ncrea§ed since t_he baseline was profesglonals were sampleq. from I|.st|ngs
whole numbers by BLS. National established; this increase has a_lffected of z_:1|| licensed, active practitioners in the
Traumatic Occupational' Eatalities the number of cases _reported; in FY98, United States Whose practices were at
Surveillance System (NTOF) data 27 states were reporting. least 50 percent primary care. Because
(reported by the National Institute for Object|ve10.11(St_ate exposure of onv response rates from the ot_her
Occupational Safety and Health standards for occupational lung disease)provider groups, updates are available
(NIOSH)) can also be used to monitor Was_achlev_ed because Federal standardsnly for nurse practitioners.

applicable in all 50 States were

this objective, but NTOF uses only — oqiaplished for airborne asbestos fibers, Comparability of Data Sources
death certificates and may underestlmat((,::Otton dust. coal mine dust. and silica

some categories of work-related injury d o
ust. The parallel objectiv&0.17
deaths. CFOI and NTOF are also used (pneumoconiosis deaths) is tracked with

o eck ojecivel0-160m WOrPlace o umber of deats 2 reporid n the . 0o = R0 meact el
The Sl'Jbobjective on adolescent National Vital Statistics System (NVSS).Center for Infectious Diseases. The

work injuries (L0.24) is tracked with _The 1985 and 1992 data for baseline for objectiva 0.10(State

data from the National Electronic Injury OPieCtives10.12(worksite safety and o0 pational health and safety plans)

Surveillance System (NEISS) under an health programs)10.13(worksite back o6 trom the Public Health

interagency agreement between NIOSH Uy, prever_1t|_on), andO.lS(works@e Foundation’s unintentional injuries

and the Consumer Product Safet smoking policies) are from the National survey; the update is from NIOSH. For

y Surveys of Worksite Health Promotion ¥ '

Commission (CPSC) and does not Activities, which were telephone surveysbOth objectives, the data may not be
utilize ICD-9 codes or other

of nongovernment worksites, Worksites comparable and statements about trends
hospital eme.rgency rooms and are because different worksites within the
limited to injuries attributable to a same company could have different setsReferences

specific list of regulated products and of health promotion activities. Both i i i i
P g P active (for example, classes) and passivé' National Committee for Injury Prevention and

geg!g‘éts't ngr?ﬁeélchrq:tt'?)ncs?l'lr(?digtarse (for example, brochures) methods were (A:;m;o;,'r ;C”,J\%é) révf nt'lg’rg(g?igg%?ef;;genge'
ubject 1o annual variations in What IS -, nted as worksite health promotion PP S TR
specified in product safety or regulatory

The baseline for objectiv&0.9
(hepatitis immunizations) was collected
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Table 10. Occupational safety and health objective status

Baseline Target
Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
10.1  Work-related injury deaths (per 100,000 full-time workers) — ......... 1983-87 6.0 4.3 4.3 5.0 5.0 5.0 4.9 4.8 4.8 4.0
a. Mine WOrKers . . ... ... 1983-87 30.3 1173 156 27.0 26.0 27.0 25.0 26.8 25.0 21
b. Construction workers ... ........ .. . 1983-87 250 206 166 140 14.0 15.0 14.6 13.9 14.1 17
c. Transportation WOrkers . . ... 1983-87 15.2 10.0 8.1 13.0 13.0 13.0 131 131 13.2 10
d. Farmworkers. .. ... e 1983-87 14.0 238 --- 240 26.0 24.0 225 22.8 23.9 9.5
10.2  Nonfatal work-related injuries (per 100 full-time workers) — ......... 1983-87 7.7 8.3 7.9 8.3 7.9 7.7 7.5 6.9 --- 6
a. Construction WOrkers . ... 1983-87 14.9 141 12.8 12.9 12.0 11.5 10.4 9.7 --- 10
b. Nursing and personal care workers. . . ....................... 1983-87 12.7 154 150 182 16.9 16.5 17.8 16.2 --- 9
C. Farm workers . .. ... 1983-87 12.4 12.3 111 115 10.9 9.0 9.9 8.9 --- 8
d. Transportation WOrkers . . .. ... oottt 1983-87 8.3 9.4 9.1 8.8 9.1 9.3 8.7 8.4 --- 6
e. Mine WOrKers . . ... .. 1983-87 8.3 8.1 7.1 7.0 6.5 6.0 6.0 5.3 --- 6
f.  Adolescent workers (15-17 YEars) . ... .......uouuuuunanen... 1992 5.8 - C ce --- --- --- 4.8 --- 3.8
10.3  Cumulative trauma disorders (per 100,000 full-time workers) — ...... 1987 100 241 297 368 383 411 378 335 --- 60
a. Manufacturing industry workers. . ........ ... 1987 355 867 1,046 1,241 1,267 1,362 --- 1,104 --- 150
b. Meat product WOrkers. . .......... . 1987 3,920 8,245 8,802 8,475 8532 8,750 --- 6,116 --- 2,000
10.4  Occupational skin disorders (per 100,000 full-time workers) — ....... 1983-87 64 79 77 82 76 81 79 69 --- 55
10.5* Hepatitis B infections among occupationally exposed workers
(number of cases) .. ... 1987 3,090 1,258 2,576 1,923 727 506 407 391 --- 623
10.6  Worksite occupant protection system mandates ~ ................ 1992 82.4% --- --- 85% --- --- 95%
10.7  Occupational noise exposure 4 (average noise levels
exceeding 85db) . ... 1989 16% 20.5% 23.8% 21.5% 19.9% --- --- --- ---  15%
10.8  Occupational lead exposure (blood concentration greater
than 25 pg/dL) . ... 1988 54,804 64,531 --- 78,886 811,240 °12,137 912,664 012,672 112,716 0
10.9* Hepatitis B immunizations among occupationally
exposed workers 2. . 1989 37% --- ---  50% --- 67% --- --- --- 90%
10.10 Number of States with occupational health and safety plans  ....... 1989 10 --- --- 23 --- --- --- --- --- 50
10.11 Number of States with occupational lung disease exposure
standards 13 . ... o 50 50 50 50 50 50 50 50 50 50
10.12 Worksite health and safety programs . ........................ 1992 63.8% - --- --- --- --- --- 70%
10.13 Worksite back injury prevention and rehabilitation programs ~ ...... 1985 28.6% --- --- 32.5% --- --- --- --- ---  50%
Back injury classes, workshops, or lectures. . ..................... --- --- --- 24% --- --- 26% --- ---
10.14 Number of States with programs for small business safety and
health . . . ... 1991 26 --- 50 50 50 50 50 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 . . .. ...t 1992 7% --- --- --- --- WIS 75%
NUrse practitioners . .. ......... ..., 1992 14% --- --- --- --- 1M4%  75%
Obstetricians/gynecologists . . . ... ...t 1992 6% --- --- --- ... .. 75%
INEEIMISES . . o ot o et e 1992 14% --- --- --- --- I 75%
Family physicians .. .......... ... i 1992 7% --- --- --- --- WIS 75%
Counseling about work-related health risks
Pediatrficians . . .. ...t 1992 8% --- --- --- --- I 75%
Nurse practitioners ... ........... ..ot 1992 10% --- --- --- --- 0 12% 75%
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Table 10. Occupational safety and health objective status—Con.

Baseline Target
Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Obstetricians/gynecologists . . . .. .ot 1992 10% --- --- --- .- I 75%
INEEIMISES . & o v ettt 1992 9% --- --- --- --- IS 75%
Family physicians .. ............. .. ... 1992 8% o --- --- --- --- . 750
10.16 Work-related homicides (per 100,000 full-time workers) . .......... 1980-89 0.7 --- --- 0.9 0.8 0.9 0.8 0.7 --- 0.5
10.17 Occupational lung disease deaths (age adjusted per 1,000,000) 6. .. 1990 9.6 C --- --- --- --- --- --- --- 7.7
Number of pneumoconiosis deaths among people 15 years and overl?. . --- 3,644 3,486 3,230 3,237 3,127 3,151 3,115 ---
10.18* Worksites with smoking policies
Policy that bans smoking or limits it to separately ventilated areas
50 or more employees. . . . ..ot 1985 27% --- ---  59% --- --- --- --- --- 100%
Any smoking policy
Medium and large companies . . ............ i 1987 54% ---  85% --- --- --- --- --- --- 100%
50 or more emplOyees. . . . . oo --- --- --- 86% --- --- 87% --- --- 100%
10.19* Number of States with comprehensive laws for clean indoor air 18
Private workplaces . . .. ... . . . 1995 al 1 1 51
Public workplaces. . . ... ... . 1995 a9 9 12 51
Restaurants . . ... ... 1995 2 3 3 51
Public transportation . . . . ... .. . 1995 al7 17 17 51
Hospitals. . . .. 1995 ag 8 8 51
Day care Centers . ... ......... ... 1995 21 21 21 51
GrOCEIY SIOMES . . . ittt et e e e e e 1995 a4 4 4 51
10.20* Preemptive clean indoor air laws
Stateswith laws . . .. .. . 1995 17 19 18 0

--- Data not available.

Category not applicable.
aBaseline has been revised.
11989 data.

2Data are for adolescents 15-17 years who sought medical treatment in an emergency room and are reported by fiscal year.

Spata are for the fiscal year 1996.

4Data represent a cross-section of civilian and military employees.
5Data are from 7 States.

6Data are from 13 States.

"Data are from 18 States.

8Data are from 20 States.

9Data are from 23 States.

10Data are from 25 States.

1Data are from 27 States.

12Health care workers only.

13pursuant to the enactment of the Federal Coal Mine Health and Safety Act of 1969 (PL91-173, amended by PL95-164) and the Occupational Safety and Health Act of 1970 (PL91-596),
Federal standards have been established for occupational exposure to airborne asbestos fibers, cotton dust, coal mine dust, and silica dust. These exposure limits apply in all 50 States and

U.S. territories.

141997-98 data.

15Response rate for this group was too low to produce reliable estimates.
161CD-9 codes: 500-502, 504.

171CD-9 codes: 500-505.

18|ncludes the District of Columbia.

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

Data source

10.1, 10.1a—d

10.2, 10.2a—e
10.2f

10.3, 10.3a-b
10.4

10.5*

10.6
10.7
10.8
10.9*
10.10
10.11
10.12
10.13

10.14
10.15

10.16

10.17
10.18*

10.19*
10.20*

Baseline and 1990-91 updates: Annual Survey of Occupational Injuries and llinesses, DOL, BLS.

1992-96 updates: Census of Fatal Occupational Injuries, DOL, BLS.

Annual Survey of Occupational Injuries and llinesses, DOL, BLS.

National Electronic Injury Surveillance System, CPSC.

Annual Survey of Occupational Injuries and llinesses, DOL, BLS.

Annual Survey of Occupational Injuries and llinesses, DOL, BLS.

National Notifiable Disease Surveillance System, CDC, EPO.

Sentinel Counties Surveillance of Acute Viral Hepatitis, Viral Hepatitis Surveillance Program, CDC, NCID.

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

Updates: Business Responds to AIDS Benchmark Survey, CDC, NCHSTP.

U.S. Air Force Hearing Conservation Database, DoD.

Adult Elevated Blood Lead Level Registries, CDC, NIOSH.

Baseline: Regulatory Impact Analysis of OSHA Final Rule on Occupational Exposure to Bloodborne Pathogens, DOL, OSHA, ORA.

Updates: CDC, NCID.

Baseline: Association of State and Territorial Health Officials Reporting System: Unintentional Injuries Survey, PHF.

Updates: DOL, OSHA.

CDC, NIOSH.

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

Baseline and 1992 updates: National Survey of Worksite Health Promotion Activities, OPHS, ODPHP.

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

CDC, NIOSH.

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

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

Baseline: National Traumatic Occupational Fatalities, CDC, NIOSH.

Updates: Census of Fatal Occupational Injuries, DOL, BLS.

National Vital Statistics System, CDC, NCHS.

Baseline, 1991, and 1992 updates for worksites with 50 or more employees: National Survey of Worksite Health Promotion Activities, OPHS,
1995 data: Business Responds to AIDS Benchmark Survey, CDC, NCHSTP.

For medium and large companies: Nationwide Survey on Smoking in the Workplace, CDC, OSH; Bureau of National Affairs; American Society for
Personnel Administration.

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

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

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



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.

10.2kb 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¢c 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.

Healthy People 2000 Review, 1998-99

10.2e Reduce work-related injuries diseases and injuries within the State.

among mine workers resulting in ] S
medical treatmen, lost tme from ot CC 200 B 8 B ent the major
work, or restricted-work activity to tional an di P 10 which |
no more than 6 cases per 100 occupational lung diseases (o whic

: their worker populations are exposed
full-time workers. S ; }

(byssinosis, asbestosis, coal workers

10.2f Reduce work-related injuries pneumoconiosis, and silicosis).
among adolescent workers resulting
in medical treatment, lost time from
work, or restricted-work activity to
no more than 3.8 cases per 100
full-time workers.

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.

10.3 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 100,00
full-time workers.

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

10.15 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.

S.LO.16 Reduce deaths from work-related
homicides to no more than 0.5 per
100,000 full-time workers.

10.17 Reduce the overall age-adjusted
mortality rate for four major preventable
occupational lung diseases (byssinosis,
asbestosis, coal workers’
pneumoconiosis, and silicosis) to 7.7 per

10.6 Increase to at least 95 percent the 100,000.

proportion of worksites with 50 or more 10.18* Increase to 100 percent the
employees that mandate employee use proportion of worksites with a formal
of occupant protection systems, such assmoking policy that prohibits or
seat belts, during all work-related motor severely restricts smoking at the
vehicle travel. workplace.

10.4 Reduce occupational skin disorder
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 623
cases.

Duplicate objective: 20.3e

10.7. Reduce to no more than 15 percenDuplicate objective: 3.11

the proportion of workers exposed to . .
average daily noise levels that exceed 1(.)'1.9 - Enact in 5(.) States and the
District of Columbia comprehensive

85 dBA. . . e
laws on clean indoor air that prohibit

10.8 Eliminate exposures which result smoking or limit it to separately

in workers having blood lead ventilated areas in the workplace and

concentrations greater than 25 ug/dL of enclosed public places.

whole blood. Duplicate objective: 3.12

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

10.20* Reduce to zero the number of
States that have clean indoor air laws
preempting stronger clean indoor air

Duplicate objective: 20.11 laws on the local level.

10.10 Implement occupational safety
and health plans in 50 States for the
identification, management, and
prevention of leading work-related

Duplicate objective: 3.25

*Duplicate objective.
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Telg Figure 12. Number of waterborne disease outbreaks:
Elt:\?lrlfé%]greer?ta]il United States, 1988-96, and year 2000 targets for objective 11.3

Number of outbreaks

Health 20

Among all

Background 15 L persons Year
Environmental factors play a tafogtg

fundamental role in health and disease. 9
|

One of the first public health
interventions to control disease (cholera)® [
succeeded through control of a Among all persons
contaminated public water supply (1). served by community
Ironically, this historical problem of water systems
waterborne disease has been resurrected
as a very modern challenge in terms of
research in disease etiology and
cost-effective health management. Water
quality in urban and contiguous areas 1 1 1 1 1 1 1 1 1 1 1 1 1
has been impacted by both modern 1988 1989 1990 1991 1992 1993 1994 1995 1996 2000
agricultural practices and development,
placing increased stress on water
treatment facilities. It not only continues

. Year

to affect large numbers of people in 2000
modern urban settings, but the methods 1988 1989 1990 1991 1992 1993 1994 1995 1996 target
for preventing waterborne disease are
coming under increased scrutiny as  Allpersons........ 6 13 14 15 19 17 1 16 6 1
possible health threats themselves (2). Persons served by
Under the provisions of the community water
reauthorization of the Safe Drinking systems ......... 4 S 3 2 S 9 5 8 2 2
Water Act, the E_nVIronr_nemal ProteCtIO%OURCE: Centers for Disease Control and Prevention, National Center for Environmental Health,
Agency (EPA) will provide Internet Waterborne Surveillance System.
access to information on water standard
Vlolagggtsin%ee%nenrlr?p?hg]si%c,ggr?.sanitation Right to Know Act of 1986 may The 17 objectives in this priority
vector control, and pollution preventior; increase public awareness of the area cover a broad range of exposure

' problem of exposure to toxins, but media, including air, water, and soil.

are needed to deal with the complex
interaction of both chemical and
biological threats to health. Also needed

Issc'ae r?tr.]?gtglgtngﬁsr?ano??g %f;he osure @mbiguity about exposure thresholds.
lentim lonship XIC EXPOSUTe ny;nyin continues to be the focus of

on human health (3). The monitoring of  oo0 o ch (6), and lead has been shown fgata Summary
public exposure to increasing humbers have toxic effects at even lower

of toxins and research into the exposure levels than originally believed Highlights
relationship of toxic exposure to dlsease(S7 8)

are important, but are confounded due 0" "5 <o rch will aid priority-setting

g;etocgrznspilr?)fclrﬁlgser?f/i%i?nsggcn%htgerellz\ﬁeamong environmental and public health
’ interventions. In addition to assessing

exposure of the popul_atlon, anq . and redressing the effects of pollution,
individual characteristics that mitigate - -1 bocad initiatives in

e fects of pAE0ere (4 WIS UAt2. manufacuring shoud ecuce he

concentrations of population—race and introduction of waste and pollution from

ethnic subgroups within more polluted energy production and utilization into
the environment (9). While research

areas—individual factors such as continues to offer new technologies to

exposure and life style complicate : o
. advance recycling, both legislation and
evaluation of the health effects of the marketing have lagged somewhat,

ollutants (5). Increased public access : .
gnd utilizat(io)n of data on r:oxic gg;ﬂtmg challenges to recycling efforts their homes for radonl(L.6 dropped
emissions authori_zed under the _ ' slight]y between 1992 and 1993, but_
Emergency Planning and Community remains nearly double that reported in

careful interpretation of the data is They also address a variety of
required for effective health planning.  pollutants, such as radon, toxic
Research may clarify current chemicals, and lead.

The number of waterborne
outbreaks 11.3 reported in 1996 was 6
(seefigure 13; this met the year 2000
target of 11. However, data for this
objective is based on voluntary reporting
and does not indicate the nhumber of
people affected by an outbreak (see Data
Issues). The proportion of rivers, lakes,
and estuaries that met designated uses
(11.10 in 1996 was lower than 1994
levels.

The proportion of people who know
what radon is and who reported testing
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1990. Only a fraction of these homes maintained by the National Center for by the fact that not all counties have
exceed the level identified as dangerousHealth Statistics (NCHS). Data for the monitoring stations. Individual exposure

by the EPA (four picocuries), but it survey are obtained from approximately within counties varies greatly and health
should be noted that the National 480 hospitals throughout the United effects from poor air quality are
Academy of Sciences reports that 10-145tates. Data on race (required for mitigated by a wide range of individual
percent of lung cancer deaths are objectivel1l.laasthma hospitalizations factors (for example, personal sensitivity
attributable to indoor radon (11). Itis  for blacks and nonwhites) are not to pollutants, other health conditions,
also important to note that smokers andreported by many hospitals due to and use of health services). Additionally,
former smokers are less likely to test foromission of a race field on hospital health effects from some pollutants may
radon, hence increasing their risk for  discharge reporting forms. More occur at levels lower than those

lung cancer (12). Providing greater hospitals have automated their dischargspecified in the National Ambient Air
awareness of radon and its dangers  systems in recent years and are using Quality Standards (NAAQS).

through Government-sponsored these forms (UB-82 and UB-92). A Data for11.7 (toxic agent release)

education and testing programs (13)  comparison of NHDS data with those are from the Toxic Release Inventory
may further reduce the risk from radon. who reported being hospitalized in the maintained by EPA. The inventory

Data for objectivell.13(radon National Health Interview Survey estimates of prior year releases are
disclosure) show that the number of (NHIS) (NHIS data were adjusted to provided to EPA by industry that

States requiring disclosure of radon testexclude hospitalizations of 1 day or periodically revises these estimates.
results at the time of home sales has less) indicated that underreporting for These revisions are permitted under the
doubled between 1993 and 1995. Whilewhites was roughly 22 percent in 1991; Community Right to Know Act of 1986;
debate on the etiology of radon-related the difference in reporting for blacks however, they complicate monitoring of

cancer continues, recent research on  was negligible (15). this objective.

occupational exposure supports the The baseline data fdtl.2 (mental Data for11.8 are estimates of per
contention that radon remains a health retardation) were revised to be capita waste production and per capita
risk and supports the importance of the comparable with data from the recycling. While pounds of waste
Healthy People 2000bjectives that Metropolitan Atlanta Developmental produced have increased and pounds
focus on this environmental issue (14). Disabilities Surveillance Program, whichrecycled have decreased, earlier

The proportion of people living in uses school counts of children classifiedprojections suggested that the former
counties that did not exceed ambient airas mentally retarded. would be higher and the latter lower
standards in the past 12 montld 6 Data for11.3are from the Center  than current levels. Both have met the
increased substantially. Part of this for Disease Control and Prevention’s 2000 targets.

improvement may be attributable to the (CDC) Waterborne Surveillance System, Although drinking water quality has
cooler summer and lower ozone which compiles data from the States; improved, data foll.9 (safe drinking
production. However, the measure usedreporting is voluntary. Variations in the water) have remained relatively

in Healthy Peoplds more likely to level of reporting can produce large unchanged for the past 5 years because

reflect annual changes than that used tofluctuations in the number of outbreaks of an increase in the number of
define nonattainment areas in air qualityreported from year to year. An outbreak maximum contaminant level (MCL)

regulations. can be defined when as few as two standards used to define safe drinking
people are affected by waterborne water. For the past several years,
Summary of Progress disease or poisoning; however, the compliance has also been based on
. numbers of people affected by the one reporting and treatment standards, as

~ Of the 17 environmental health outbreak in 1994 (the year the target  well as contaminants. Additionally, the
objectives, 2 {1.3and11.8 met the was met) were as high as 400,000 proportions reported for this objective
year 2000 target and 11 showed people. Epidemiological evidence is  reflect the proportion of community
progress toward the year 2000 targets ysed to link the cause of the outbreak tovater systems, rather than the proportion
(11.1,11.4-11.7,11.11-11.13, water. of the population (which is stated in the
11.15-11.1y. Progress for objective The updates foll.4are from the  objective). The proportion of the
11.14is difficult to evaluate (see Data  National Health and Nutrition population served by community water
Issues). The data for objectivid.2 Examination Survey (NHANES) Il systems has increased over the years;
indicated movement away from the phase | (1988-91). The children tested currently they serve nearly 98 percent of
target. Progress fatl.10was mixed. in NHANES Il were 1-5 years of age the population.

Although showing slight fluctuations  compared with 6 months—5 years of age  Data for objectivell.15(hazardous
over the years of tracking, 1995 data  from the 1984 baseline projected from waste recycling) include both permanent

showed no change since baseline for  NHANES 11 (1976-80) data. (year-round) and temporary (1 day)
objective1l.9 Additionally, the special population was recycling programs.
identified using the Bureau of Census For objectivell.17(children’s
Data | Poverty Income Ratio rather than a exposure to tobacco smoke at home),
ala Issues discrete family income level. the definition of regular exposure is
Data for11.5 (air quality) are defined as the occurrence of tobacco
Definitions affected by a range of meteorological smoking anywhere in the home on 4 or

factors (for example, temperature and more days each week.
wind) and may vary considerably on an
annual basis. The data are also limited

Data for objectivell.l (asthma
hospitalizations) come from the National
Hospital Discharge Survey (NHDS)

Healthy People 2000 Review, 1998-99 117



Proxy Data

Updates forll.6 (radon testing)
come from the NHIS and represent the
proportion of survey respondents who
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Table 11. Environmental health objective status

Baseline Target
Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
11.1 Asthma hospitalizations (per 100,000) ............ ... ..., 1987 188 192 196 183 183 174 194 179 --- 160
a. Black and other nonwhite . . ........ ... ... . ... .. 1987 334 340 349 380 290 353 368 360 --- 265
b. Children 14 yearsand under. ... ......... ... ... ... 1987 284 308 339 344 280 295 369 338 --- 225
c. Female25yearsandover ............. .. ... 1988 229 235 235 216 198 202 219 201 --- 183
11.2*  Serious mental retardation (per 1,000)
Children 10 years with IQ lessthan 50 . . .. ..................... 1985-88 3.1 --- --- 13.6 --- --- --- S 2.0
11.3  Waterborne diseases (number of outbreaks) . .................. 1988 16 14 15 19 17 11 16 6 --- 11
a. People served by community water systems. . ................ 1988 4 3 2 5 9 5 8 2 --- 2
11.4 Blood lead levels among children (6 months to 5 years)
Levels exceeding 15 ug/dL . . . . ... oo 1984 3 million --- --- --- --- 2393,000 ~--- --- --- 300,000
Levels exceeding 25 pg/dL . . . . .. 1984 234,000 --- --- --- --- 259,000 --- e 0
a. Inner-city low-income black children
Levels exceeding 15 pug/dL. . . ... ..o 1984 234,900 --- --- --- --- 293,000 --- ---  --- 75,000
Levels exceeding 25 pug/dL. . . ... ... 1984 36,700 --- --- --- --- 218,000 --- R 0
11.5 Proportion of people in counties that have not exceeded standards
for air pollutants
Total population (any of the following pollutants) .. ................ 1988 49.7% 69.4% 65.3% 784% 76.5% 751% 67.9% 81.3% --- 85%
OZONE . . e 1988 53.6% 74.2% 72.0% 82.1% 79.5% 79.9% 71.6% 833% ---
Carbon monoXide . . . .. ..o 1988 87.8% 91.1% 92.0% 94.3% 95.4% 93.9% 95.2% 94.9% ---
Nitrogen dioXide . . ... ..o 1988 96.6% 96.5% 96.5% 100% 100%  100% 100% 100%  ---
Sulfurdioxide . . ... 1988 99.3% 99.4% 98.0% 100% 99.4%  100% 100% 99.9%  ---
Particulates. . . . ... 1988 89.4% 92.3% 91.4% 89.6% 97.5% 94.8% 90.2% 97.1% ---
Lead. . . 1988 99.3% 97.8% 94.1% 98.1% 97.8% 98.3% 98.1% 98.3% --- .
11.6  Proportion of homes with radon testing . ..................... 1989 Less 3%5.6% 38.7% --- 311.4% 311.0% --- ——- - 40%
than 5%
a. Homes with smokers and former smokers*. . ................. 1990 5.2% 6.9% --- 10.3% 8.8% --- .- --- 50%
b. Homeswithchildren............ ... ... . i, 1990 56.8% 610.7% --- 613.8% 613.1% --- .- - 50%
11.7  Toxic agent releases
DHHS list of carcinogens (billion pounds) .. ..................... 1988 a0.35 0.28 0.23 0.21 0.19 0.18 0.17 o 0.12
ATSDR list of the most toxic chemicals (billion pounds)
275 SUDSIANCES . . . . o o 1988 a2.15 1.75 2.04 1.39 1.64 1.04 1.02 --- - 1.08
11.8 Solid waste (average pounds per person perday)  .............. 1988 4.0 4.3 --- 4.5 4.4 4.5 4.4 43  --- 4.3
After recovery (recycling and composites) . . . .................... 1988 35 3.6 --- 3.6 3.4 3.4 3.3 32 --- 3.2
11.9 People receiving safe drinking water . ........................ - --- --- --- --- --- --- 98% B ---
Proportion of community water systems meeting standards. . ........ 1988 a73%  73% 2%  72% 68% 66%  73% R 85%
Number of Maximum Contaminant Level Standards in force . ........ --- 36 57 81 81 81 81 - -
11.10 Waters supporting beneficial uses
Rivers supporting:
Consumable fish ... ... ... . 1992 89% --- 95% --- 8% --- 94%
Recreational activities .. ............. .. . . . . 1992 71% --- 7% .- 79% --- 85%
Lakes supporting:
Consumable fish ... ... . . 1992 64% --- 82% ---  63% --- 82%
Recreational activities .. .............. .. . . . 1992 T7% --- 81% ---  75%  --- 88%
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Table 11. Environmental health objective status—Con.

Baseline Target
Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Estuaries supporting:
Consumable fish .. ... . . . 1992 94% --- 92% ---  76% --- 97%
Recreational activities .. ............. .. . . 1992 83% C --- 85% --- 84% --- 91%
11.11 Homes built before 1950 tested for lead-based paint  ............. 1990 Less --- --- 9% --- --- e 50%
than 5%
11.12 Number of States with construction standards to minimize radon
CONCENTIAtiONS . . . ottt e 1989 1 3 --- --- 3 --- --- e 35
11.13 Number of States requiring disclosure of lead and radon
concentrations
Lead-based paintand radon . . .............. ... 1989 1 1 3 --- --- --- --- R 30
Lead-based paint . . ......... .. 1989 2 2 5 --- --- --- --- 850  --- 30
Radon . ... 1989 1 3 5 --- 13 --- 926 ... - 30
11.14 Significant health risks from hazardous waste sites
Number of sites on National Priority List . .. ...................... 1990 21,079 --- 1,199 --- --- 1232 1,210 ---
Percent of sites identified with public health hazards/concerns
where ATSDR recommendations were implemented . .............. --- --- --- --- --- --- 1090% R 100%
11.15 Recyclable materials and household hazardous waste programs
Population served by curbside recycling .. ............ ... ... . ... 1991 26% 30% 39% 42%  46% .- --- 50%
Permanent and temporary household hazardous waste recycling
programstt L 1991 802 867 1,223 --- --- - - 1,529
Permanent programs . .. ... ... 1991 96 --- --- --- --- e 215
Temporary ProgramsS. . . . ..o vt et e e e e 1991 706 c C --- --- --- --- N 1,314
States with at least one program. . .. ........ . ... .. .. -- 1228 50 50 50 50 50 50 ~---
11.16 Number of States that track sentinel environmental diseases
Plans established and monitored. . . . .......... ... ... ... .. ... 1990 0 --- --- --- --- --- .- - 35
Federal funds for surveillance . . .. ... ... --- --- --- 8 10 19 27 31 ---
State data collection for specific diseases
Childhood lead poisoning. . . . ... .ot 51
Adult nonoccupational lead poisoning . . ............ ... ... ... .. --- --- --- --- --- --- --- --- 28
MErcury POISONING .« « « v v vttt e e e e 9 15
ArSeNiC POISONING . . o v v vttt et e e e 8 11
Cadmium POISONING. « . . oo vttt e 7 11
Methemglobinemia .. ......... .. .. . . .. 9
Acute chemical poisoning .. ........... i --- --- --- --- 6 --- --- --- 8
Carbon monoxide poisoning . . ... ...t --- --- --- --- 4 --- --- --- 7
Heatstroke. . . . ... 4
Hypothermia . . . ... .. 4
11.17* Children’s exposure to smoke athome ........................ 1986 39% --- 32% --- 27% 27% --- R 20%

--- Data not available.
Category not applicable.

aBaseline has been revised.

11991-92 data.

2Children 1-5 years.

3The proportion of people who reported that they knew what radon was and had tested their homes for radon.
4The proportion of people who reported that they smoked in their homes 4 or more days a week, knew what radon was, and had tested their homes for radon.
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5The proportion of people who reported that they had children 16 years or under, knew what radon was, and had tested their homes for radon.
6The proportion of people who reported that they had children 6 years or under, knew what radon was, and had tested their homes for radon.
"EPA developed model standards for control of radon in buildings in 1993.

8ln 1996, EPA promulgated regulation requiring disclosure of lead-based paint in all pre-1987 housing during sales or leasing.

9Includes 25 States and one territory.

1090% represents 253 sites.

Ipermanent programs are fixed locations where hazardous waste can be recycled year round; temporary programs are short term sites where hazardous waste can be recycled. There has

been a steady increase in permanent programs (from 27 in 1988 to 96 in 1991), whereas number of temporary programs has declined.

121987 data.

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

Objective number

Data source

11.1, 11.1a-—cC
11.2*

11.3, 11.3a
11.4, 11.4a
11.5

11.6
11.6a,b
11.7

11.8

11.9

11.10
11.11
11.12
11.13
11.14
11.15
11.16

11.17*

National Hospital Discharge Survey, CDC, NCHS.

Baseline: Metropolitan Atlanta Developmental Disabilities Study, CDC, NCEH.

Update: Metropolitan Atlanta Developmental Disabilities Surveillance Program, CDC, NCEH.
Waterborne Surveillance System, CDC, NCEH.

National Health and Nutrition Examination Survey, CDC, NCHS.

National Air Quality and Emissions Trends Report, EPA, AIRS, OAR.

Baseline: EPA, OAR, Office of Radiation Programs.

National Health Interview Survey, CDC, NCHS.

Toxic Chemical Release Inventory, EPA, OPPTS.

Characterization of Municipal Solid Waste in the United States, EPA, OSWER.

EPA Federal Reporting Data Base; EPA, Office of Water, Office of Ground Water and Drinking Water.
National Water Quality Inventory, EPA, Office of Water.

National Health Interview Survey, CDC, NCHS.

Environmental Law Institute.

Alliance to End Childhood Lead Poisoning, Environmental Law Institute.

National Priorities List, EPA, OSWER; Hazardous Substance Release and Health Effects Database, CDC, ATSDR.
Biocycle Journal of Waste Recycling; Wastewatch Center.

For funding data: CDC, NCEH.

For State data collection: PHF;Council for State and Territorial Epidemiologists.

Baseline: Adult Use of Tobacco Survey, CDC, NCCDPHP.

Update: National Health Interview Survey, CDC, NCHS.

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



than $6,000 in 1984 dollars) to no
more than 75,000 and zero,
respectively.

Environmental
Health Objectives

safe drinking water standards established
by the Environmental Protection
Agency.

11.5 Reduce human exposure to criteriaNOTE: Compliance with the Safe

air pollutants, as measured by an
increase to at least 85 percent in the
proportion of people who live in
rcounties that have not exceeded any
Environmental Protection Agency
standard for air quality in the previous
12 months.

11.1 Reduce asthma morbidity, as
measured by a reduction in asthma
hospitalizations to no more than 160 pe
100,000 people.

11.1a Reduce asthma morbidity
among blacks and other nonwhites
as measured by a reduction in
asthma hospitalizations to no more

’11.6 Increase to at least 40 percent the
proportion of homes in which

Drinking Water Act includes monitoring
and reporting as well as providing
water that meets the Maximum
Contaminant Level (MCL) standards set
by the Environmental Protection Agency
which define acceptable levels of
contaminants. Seebjective 11.3or
definition of community water systems.

11.10 Reduce potential risks to human

than 265 per 100,000 people homeowners/ocqupants have tested for health 'from surface water, as measured

' : radon concentrations and that have by an increase in the proportion of
11.10 Reduce asthma morbidity ~ either been found to pose minimal risk assessed rivers, lakes, and estuaries that
among children, as measured by a or have been modified to reduce risk to support beneficial uses, such as

reduction in asthma hospitalizations health.
to no more than 225 per 100,000

people. the proportion of homes with

11.1c Reduce asthma morbidity smokers and former smokers in
among women, as measured by a
reduction in asthma hospitalizations
to no more than 183 per 100,000

people.

tested for radon concentrations and

minimal risk or have been modified

. to reduce risk to health.
11.2* Reduce the prevalence of serious

mental retardation among school-aged
children to no more than 2 per 1,000
children.

11.6h Increase to at least

50 percent the proportion of homes
with children in which home-
owners/occupants have tested for
radon concentrations and that have
either been found to pose minimal
risk or have been modified to
reduce risk to health.

Duplicate objective: 17.8

11.3 Reduce outbreaks of waterborne
disease from infectious agents and
chemical poisoning to no more than 11

per year. 11.7 Reduce human exposure to toxic

NOTE: Includes only outbreaks from  agents by decreasing the release of
water intended for drinking. Community hazardous substances from industrial
water systems are public or facilities:

investor-owned water systems that serve
large or small communities,

subdivisions, or trailer parks with at
least 15 service connections or 25
year-round residents.

65 percent decrease in the
substances on the Department of
Health and Human Services list of
carcinogens.

50 percent reduction in the
11.3a Reduce outbreaks of b

waterborne disease from infectious
agents and chemical poisoning
among people served by community
water systems to no more than 2
per year.

Substances and Disease Registry
(ATSDR) priority list of the most
toxic chemicals.

11.8 Reduce human exposure to solid
waste-related water, air, and soll
contamination, as measured by a
reduction in average pounds of
municipal solid waste produced per
%erson each day to no more than 4.3

11.4 Reduce the prevalence of blood
lead levels exceeding 15 ug/dL and 25
ug/dL among children aged 6 months—5
years to no more than 300,000 and zer
respectively.

11.4a Reduce the prevalence of  after recovery.

blood lead levels exceeding 15
ug/dL and 25 ug/dL among
inner-city low-income black
children (annual family income less

11.9 Increase to at least 85 percent the
proportion of people who receive a
supply of drinking water that meets the

122

11.6a Increase to at least 50 percen

which homeowners/occupants have beneficial use

that have either been found to pose Consumable fish

pounds before recovery and 3.2 pounds

consumable fishing and recreational
gctivities.

2000
Waters supporting target
(percent)
Rivers supporting:
94
Recreational activities 85
Lakes supporting:
Consumable fish 82
Recreational activities 88
Estuaries supporting:
Consumable fish 97
Recreational activities 91

NOTE: Designated beneficial uses, such
as aquatic life support, contact
recreation (swimming), and water
supply, are designated by each State and
approved by the Environmental
Protection Agency. Support of beneficial
use is a proxy measure of risk to human
health, as many pollutants causing
impaired water uses do not have human
health effects (for example, siltation and
impaired fish habitat).

11.1% Perform testing for lead-based
paint in at least 50 percent of homes

substances on the Agency for Toxic built before 1950.

11.12 Expand to at least 35 the number
of States in which at least 75 percent of
local jurisdictions have adopted
construction standards and techniques
that minimize elevated indoor radon
levels in those new building areas
locally determined to have elevated
radon levels.

NOTE: Since construction codes are
frequently adopted by local jurisdictions
rather than States, progress toward this
objective also may be tracked using the
proportion of cities and countiesthat

Healthy People 2000 Review, 1998-99



have adopted such construction 11.17* Reduce to no more than
standards. 20 percent the proportion of children
aged 6 and younger who are regularly

11.13 Increase to at least 30 the numbe%xposed to tobacco smoke at home

of States requiring that prospective
buyers be informed of the presence of NOTE: Regular exposure to tobacco

lead-based paint and radon smoke at home is defined as the
concentrations in all buildings offered  occurrence of tobacco smoking
for sale. anywhere in the home on more than

11.14 Eliminate significant health risks three days each week.

from National Priority List hazardous  Duplicate objective: 3.8
waste sites, as measured by performanq%
of clean-up at these sites sufficient to
eliminate immediate and significant

health threats as specified in health
assessments completed at all sites.

NOTE: The Comprehensive
Environmental Response, Compensation,
and Liability Act of 1980 required the
Environmental Protection Agency to
develop criteria for determining

priorities among hazardous waste sites
and to develop and maintain a list of
these priority sites. The resulting list is
called the National Priorities List

(NPL).

11.15 Establish curbside recycling
programs that serve at least 50 percent
of the U.S. population and continue to
increase household hazardous waste
collection programs.

uplicate objective.

Recyclable materials

and household 2000
hazardous waste target
programs (percent)

Percentage of population
served by curbside

recycling programs 50
2000
Permanent and temporary target
household hazardous (number of
waste collection events events)
Permanent 215
Temporary 1,314
Total 1,529

11.16 Establish and monitor in at least
35 States plans to define and track
sentinel environmental diseases.

NOTE: Sentinel environmental diseases
include lead poisoning, other heavy
metal poisoning (e.g., cadmium, arsenic,
and mercury), pesticide poisoning,
carbon monoxide poisoning, heatstroke,
hypothermia, acute chemical poisoning,
methemoglobinemia, and respiratory
diseases triggered by environmental
factors (e.g., asthma).

Healthy People 2000 Review, 1998-99
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Priority Area 12
Food and Drug
Safety

Number of outbreaks

Figure 13. Outbreaks of infections due toSalmonella enteriditis
United States, 1989-97, and year 2000 target for objective 12.2

80

Background
60 [~
The development of systems to
protect consumers from dangers posed
by unapproved food additives,
pesticides, food contaminants, and drugt
has been a major public health
accomplishment. Despite many effective
food and drug safety procedures, this
country still experiences outbreaks of oo L
foodborne diseases and incidents of
therapeutic drug-related illness and
death. In the United States, an annual
average of 15,475 foodborne illness

Year 2000 target

cases and 14 foodborne illness-related
deaths were reported to the Centers for
Disease Control and Prevention (CDC)
for years 1988-92 (1). Other estimates

1989 1990 1991 1992

1993

1994 1995 1996 1997

indicate that between 6.5 million and 33
million illnesses and 9,000 deaths each
year are associated with microorganisms

Year
2000

1989 1990 1991 1992 1993 1994 1995 1996 1997 target

68 68

in food (2). Foodborne disease outbreaks persons
sometimes result from failures in

59

63 44 56 50 44 25

protective systems, but are more often SOURCE: Centers for Disease Control and Prevention, National Center for Infectious Diseases,

the result of improper food handling.  Salmonella Surveillance System.

Salmonella enteritidisCampylobacter
jejuni, Escherichia coliO157:H7, and
Listeria monocytogeneare four of the
most common foodborne pathogens in Data Summary
the United States, based on numbers of =
Highlights

reported cases and the severity of
Reported outbreaks of infections

illness. Children, the very old, and
people with immunological deficiencies e toSaimonella enteriditigell from

are at increased risk of infection and

death resulting from food contamination.; gg7 (objectivel2.2 seefigure 13. The
_Adverse drug reactions are incidence of infection per 100,000
estimated to play a role in more than — c5,5eq hySalmonellaspecies was 14 in
100,000 deaths nationwide each year 1997, torCampylobacter jejuni25, for
(3). New drugs, which are being Escherichia coli 2, and forListeria
mtrodu_ced at an increasing rate, are monocytogene®.5, indicating that the
becoming more powerful and more targets have been met for all
complex. Older adults, who use more o mhonents of objectivé2.1 The 1998

prescription and nonprescription data indicate that the percentage of
medicines than younger people, are at o qn1e who wash their cutting boards
increased risk of suffering adverse drug

reactions. The physiological changes
associated with increasing age and
particular diseases and conditions may
alter the effects of drugs. In addition,
use of multiple medications increases
the risk of an adverse outcome.

events that are seriou&?.7) has
declined slightly from 69 percent in

percent of nurse practitioners who

list for 81-100 percent of patients 65
years and over and who report

increased to 71 percent and 68 percent,
respectively 12.6).

Summary of Progress
Two of the eight food and drug

77 outbreaks in 1989 to 44 outbreaks insafety objectives have met their targets:

12.1and12.5 Five objectives
(12.2-12.4, 12.6and12.8 show
progress toward their respective targets,
and one objective is moving away from
the target 12.7). Progress for objective
12.6 primary care providers who review
medications for older patients, is based
on the reports of nurse practitioners
only.

with soap has increased (a component of
objective12.3. The reporting of adverse Data Issues

Definitions

1993 to 67 percent in 1998. In 1998, the

The definition of a serious adverse

routinely maintain a current medication event (objectivel2.7) includes events

that are life threatening and require
intervention to prevent permanent

reviewing medications when prescribingdamage as well as death, hospitalization,

for this proportion of patients has

124

disability, and congenital anomaly (4).
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For objectivel2.8 receipt of useful Network (FoodNet) is the primary of low response rates from the other
information for new prescriptions, a foodborne diseases component of theseprovider groups, updates are available

prescriber is anyone who is authorized programs. FoodNet was initiated in only for nurse practitioners.
to prescribe, including physicians, nurse1995 as a collaborative effort among -
practitioners, and physician assistants CDC, USDA, FDA, and five State Comparability of Data Sources

depending on the State law. Dispensershealth departments (5); this network
are persons authorized to dispense collects population-based surveillance
prescription medications and include  data on culture-confirmed cases of
physicians and pharmacists (4). foodborne illnesses among 16.1 million

residents (6 percent of the U.S. fr
. . = . om the Food Safety Survey, FDA
Data Source Descriptions population) in five EIP sites. Two new (FSS). The FSS is based on 20- to

z:zgswvgirz d%i%e%?glggggf&\nannudaﬁn eighth3y minute telephone interviews with
incidence rates are caléulated usin consumers to determine food safety

9 knowledge, concern level, food handling
reported cases as the_ numerator and practices, perception of risk, and
census estimates for |nd|V|duaI. consumption of potentially hazardous
catchment areas as the denominator (6)foods In 1993, 1,620 people were
Additional information about FoodNet, survei/ed and i’n i998 2,001 people

which includes the 1997 summary were surveyed. The HDS is a broader

report, is available on the Internet at ; ;
http:/iwww.cdc.gov/ncidod/dbm/ survey with few food safety questions.

Baseline data for refrigeration and
cutting-board practiceslp.3 were
obtained from the 1988 Health and Diet
Survey, FDA/USDA (HDS). Updates are

Various surveillance systems of the
CDC, including theSalmonella
Surveillance System, thEampylobacter
Surveillance System, and the Bacterial
Meningitis Surveillance System, were
used to monitor progress for objectives
12.1and 12.2for data through 1994.
The SalmonellaSurveillance System is a
passive laboratory-based system that
uses reports from 49 States, the FDA, foodnet/foodnet.htm

and the U.S. Department of Agriculture o
. MedWatch, which is used to track References
(USDA). This system measures the objective12.7. is FDA's Medical

incidence of infection fronSalmonella ; ;
- Products Reporting Program. It is an
species 12.]) and the number of outreach program for health

gﬁ:g:ﬁ%li(ss (iguseﬁﬂgalzg%?;léa professionals to educate them on the ‘ _ _
-4 y ; importance of reporting adverse events, 2- Council for Agricultural Science and

pclinghe Mersty o snelence, e D e e, o e o
y ’ more quickly adverse reactions and ~ 0nseduences. faskiorce report no Les. 1954,

medical care, and association witha .~ 40 ¢ by increasing reporting (4). 3. Lazarou J, Pomeranz BH, Corey PN. Incidence
!’eCOQ.nlzed_ outbreak, affect whether the The baseline data on maintenance ©f adverse drug reactions in hospitalized patients.
mfec'upn \{Vlll_ be reported. When of a current medication list and A meta-analysis of prospective studies. JAMA
reporting is incomplete, the incidence Ofmedication review for older patients by 279(15):1200-05. 1998.

salmonellosis is substantially primary care providers for objective 4. Healthy People 2000 midcourse review and
Underrepmt?d. ) . 12.6are from the Primary Care Provider1995 revisions. Washington: Department of Health
The incidence of foodbornkisteria Surveys (PCPS), drawn from a random @nd Human Services. 1995.

monocytern?S‘duced |_nfect|0ns was stratified sample of members of the 5. Centers for Disease Control and Prevention.
rI\T/}ea_SUf_e_d lént" 1_5?'94 US'gg the B_?ﬁer]al American College of Physicians from  Incidence of foodborne illnesses-FoodNet, 1997.
eningitis Surveillance System. ThiS IS ¢, " aqgraphic regions. Provider groupdMWR 47(37):782-6. 1998.

an ?CrtTI]VG |ﬁ30|’<’;\t(()jl’)i/r-]bai)s(egt Stur\/.eill!lanC(rB]t sampled included internists, 6. Centers for Disease Control and Prevention.
system conducte S ates, It count$egiatricians, nurse practitioners, Foodborne Disease Active Surveillance Network,

hysicians. In 1992, response rates

by thii f|\ge Tor?t Icr%mr?r?nit{)atmo?ec?iﬁ varied from 50-80 percent across these
causing bacterial meningitis, inciuding groups. The data represent the

L;S:t(iaé:aaqi]r? nzcu);s)e%ﬁ;r?(ihgreas represen roportion of providers who routinely
p pating P elivered these services to

several regions throughout the country g;_1 o percent of their clients 65 years
and a population of 33.5 million, and over

14 percent of the U.S. population. The Prevention in Primary Care

The CampylobactenSurveiIlance . Study (PPCS) was conducted in
System is a passive system _that receve3997-98 to update data from the PCPS.
weekly reports of laboratory isolates of The design and items included in the
CampylobacterThe number of 1997-98 study were similar to the
participating States has increased each PCPS, but a slightly different sampling
year. Surveillance mechanisms, frame was used and some items

including laboratory isolation included in the 1992 surveys were not
procledilg%sg \S/)a7ry fgqmtSta;(; tlo Sgate. included in the PPCS. The professionals
12 2\r/]vere tr;cké((j) Jgi%évgaté fﬁ)nm the were sample_d from Ii_s;ings Of all
Erﬁerging Infections Programs (EIP) licensed, active practitioners in the
United States whose practices were at

implemented by the CDC. The :
Foodborne Diseases Active SurveillanceIeaSt 50 percent primary care. Because

1. Centers for Disease Control and Prevention.
Surveillance Summaries, October 25, 1996.
MMWR 45 (SS-5). 1996.
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Table 12. Food and drug safety objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
12.1 Foodborne infections (cases per 100,000)
Salmonella species . . . .. ....... ... 1987 18 16 16 14 15 15 --- 15 14 16
Campylobacter jejuni. . .. ... ...... ... .. 1987 50 --- --- --- --- --- --- 24 25 25
Escherichia coli O157:H7. . .. ... . i 1987 8 --- --- --- --- --- --- 3 2 4
Listeria monocytogenes. . .. ... 1987 07 077 061 045 044 042 --- 0.5 0.5 0.5
12.2 Salmonella enteriditis outbreaks ............. ... ... ... . ... ... 1989 77 68 68 59 63 44 56 50 44 25
12.3 Refrigeration and cutting board practices
For refrigeration of perishable foods. . . ........... ... ... ....... 1988 70% --- --- --- 172% --- --- --- --- 75%
For washing cutting boards withsoap ......................... 1988 66% --- --- --- 165% --- --- - 71% 75%
For washing utensils withsoap . ................. ... .. ........ 1988 55% --- --- --- --- --- --- --- --- 75%
12.4 Use of FDA Food Code (proportion of States and U.S. Territories)
States reviewing food protection standards . . . .................... o --- --- --- --- ---  80% --- 82% --- o
States adopting food protection standards. . . ..................... 1994 a2% --- 8% 316% 70%
125 Linked pharmacy systems 4
Computer utilization by pharmacies . . . ........................ 1993 95% --- 98% --- --- 75%
12.6 Providers reviewing medication for older patients
Percent of clinicians routinely providing service to 81-100% of patients
B5 years and OVET. . . . ... vttt 75%
Maintenance of current medication list
NUrse practitioners . ... ......... i 1992 63% --- --- --- --- 271% 75%
Obstetricians/gynecologists . . .. ... 1992 64% --- --- --- --- 25... 75%
INEINISES . o et 1992 84% --- --- --- --- 25 75%
Family physicians .. .......... i 1992 70% --- --- --- --- 250 75%
Review of medications when prescribing
Nurse practitioners . ... ... .. 1992 55% --- --- --- --- 268% 75%
Obstetricians/gynecologists . . . .. ..ot 1992 60% --- --- --- --- 25 75%
INEEIMISES . o ottt e e 1992 77% --- --- --- --- 25 75%
Family physicians .. .......... ... ... 1992 63% --- --- --- --- 250 75%
12.7 Adverse event drug reports
Proportion voluntarily sent to FDA regarded as serious . . . ........... 1993 69% 72% 70% 68% 2567% 75%
12.8 Receipt of verbal and written information for new prescriptions --- --- --- --- --- --- --- --- --- 75%
Written information
From prescribers. . ... .. 1992 14% --- 15% --- --- --- 75%
Fromdispensers . . ......... . 1992 a32% ---  59% --- --- --- 75%

--- Data not available.
Category not applicable.
aBaseline has been revised.
11992-93 data.
21997-98 data.
SPercent of States with at least one agency adopting Food Code standards.

“4A linked system is one with individual computer capability or one that is part of a larger more integrated system such as a chain store computer system.

5Response rate for this group was too low to produce reliable estimates.
6Cumulative total as of June 30, 1998.

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

Data source

12.1

12.2
12.3

12.4

12.5

12.6

12.7
12.8

Salmonella Surveillance System, CDC, NCID.

Campylobacter Surveillance System, CDC, NCID.

Bacterial Meningitis Surveillance System, CDC, NCID.

1996 and 1997 updates: Foodborne Disease Active Surveillance Network (FoodNet), CDC, USDA, FDA.
Salmonella Surveillance System, CDC, NCID.

Baselines: Health and Diet Survey, USDA/FDA.

Updates: Food Safety Survey, FDA.

Baseline and 1996 data: Listing of Confirmed Code Adoptions by Local, State, and National Jurisdictions, FDA, CFSAN.
1997 update: Listing of Reported Adoptions by Local, State, and National Jurisdictions, FDA, CFSAN.
Baseline: National Association of Retail Druggists.

Update: American Society for Automated Pharmacies.

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

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

FDA, MedWatch.

FDA.




Food and Drug
Safety Objectives

12.1 Reduce infections caused by key
foodborne pathogens to incidences of no
more than:

2000 target

Disease (per 100,000)
Salmonellaspecies 16
Campylobacter 25
Escherichia coliO157:H7 4
Listeria monocytogenes 0.5

12.2 Reduce outbreaks of infections due
to Salmonella enteritidiso fewer than
25 outbreaks yearly.

12.3 Increase to at least 75 percent the
proportion of households in which
principal food preparers routinely refrain
from leaving perishable food out of the
refrigerator for over 2 hours and wash
cutting boards and utensils with soap
after contact with raw meat and poultry.

12.4 Extend to at least 70 percent the
proportion of States and territories that
have implementeéood Code 1993or
institutional food operations and to at
least 70 percent the proportion that have
adopted the new uniform food

protection code that sets recommended
standards for regulation of all food
operations.

12.5 Increase to at least 75 percent the
proportion of pharmacies and other
dispensers of prescription medications
that use linked systems to provide alerts
to potential adverse drug reactions
among medications dispensed by
different sources to individual patients.

12.6 Increase to at least 75 percent the
proportion of primary care providers
who routinely review with their patients
aged 65 and older all prescribed and
over-the-counter medicines taken by
their patients each time a new
medication is prescribed.

12.7 Increase to at least 75 percent the
proportion of the total number of
adverse event reports voluntarily sent
directly to FDA that are regarded as
serious.

12.8 Increase to at least 75 percent the
proportion of people who receive useful
information verbally and in writing for
new prescriptions from prescribers or
dispensers.

128
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iAri Figure 14. Proportion of people 35 years and over using the oral
P”O“ty Area 13 health care system each year: United States, 1986, 1989, 1991,
Oral Health 1993, and year 2000 targets for objective 13.14

Percent
100

Background
Year

2000

Oral diseases are among the most
targets

common health problems in the United
States. Among school-aged children,
45 percent have caries in their
permanent teeth (1). Among adults,

94 percent show evidence of past or Persons 65 vears and over .

current tooth decay (2). An average of / y Black 35 years and over
21.5 tooth surfaces have been affected 49 | 7 )

by decay among all dentate adults (2). Mexican American Puerto Rican 35 years
Periodontal diseases are also a chronic 35 years and over and over

problem. Over 90 percent of people 13
years and over show some evidence of 20 [- Edentulous persons 35 years and over
periodontal problems (loss of
attachment) (3). Moderate periodontal
disease is evident in approximately 0 L4 1 1 1 1 1 1 1 1 1 1 1 1 1 1
25 percent of people (3). Expenditures 1986 1989 1991 1993 2000
for dental care were $39 billion in 1992

(4). In 1989 dental visits or problems
resulted in 148 hours missed from work
per 100 employed people, 117 hours
missed from school per 100 school-aged
children, and 17 days with restricted

60 | Persons 35 years and over = u

Year
2000
1986 1989 1991 1993 target

activity per 100 people among the total persons 35 years and over. . .......... 54% 55% 58% 61% 70%
U.S. population (5). Edentulous persons 35 years and over . . . 11% 13% 13% 16% 50%
Persons 65 yearsand over. . .......... 42% 43% 47% 51% 60%
Black 35 yearsandover.............. c ce 43% 46% 60%
Data Summary Mexican Americans 35 years and over . . . S e 38% 45% 60%
Puerto Ricans 35 years and over ....... C - 51% 37% 60%

Highlights Not applicable.

Oral cancer mortality rates 8.7) SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,
continued to decrease in 1996 for the National Health Interview Survey.
total population 45-74 years and among
black men and women of the same age

group. The rates for all groups, except _ S _ _ _
all males 45-74 years, have met the  not available for four objectives in this appendix for further information.

year 2000 targets. This decline in oral priority area (3.10, 13.11, 13.13and Objective13.11addresses feeding
cancer mortality 13.14 may, in part, be 13.19. practices that prevent baby bottle tooth
related to increased use of the oral decay. The measure used to establish a
health care system (sdigure 14. baseline for this objective for the total
Data Issues population, caregivers with less than a

high school educationl@.113, blacks

Summary of Progress (13.119, and Hispanics13.119 is for

Definition children 6-23 months old. The
Data to assess trends toward the Operational definitions and data preventive feeding practices are either
year 2000 targets are available for 13 ofcollection specifications for all year that the child no longer uses a bottle,
the 17 objectives in the oral health 2000 objectives in priority area 13 have never used a bottle, or if the child still
priority area. The year 2000 target for been published in the National Center uses a bottle, that no bottle was given at
objective13.7 has been met. Progress for Health StatisticsStatistical Notes bedtime (excluding bottles with plain
toward targets is shown for eight series (6). Data issues are discussed andater) during the past 2 weeks.

objectives 3.1, 13.4, 13.6, 13.8, 13.9, references are cited for expanded

13.14, 13.15and 13.1%. Data show discussions of the data systems that ~ Comparability of Data Sources
trends that are moving away from the provide data for the national objectives. .

target for three objective<8.3, 13.5,  When appropriate, the text of Baseline data for 198687 from the
and13.12. Trends are mixed for questionnaire items used to measure thdlational Survey of Dental Caries in
objective13.2 Data beyond baseline areobjectives is also provided. See the U.S. school children for objectivel3.1,
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13.2 and13.8and 1988-94 updates who are not served by a fluoridated

from the National Health and Nutrition water system. Survey interview methods

Examination Survey (NHANES lIl) are are limited because many people cannot

not strictly comparable because of accurately state the fluoridation status of

different sampling designs. The 1986—87their water supply. For this reason, a

survey sampled only children attending proxy measure—the proportion of all

schools while the NHANES IIl sampled U.S. residents who use fluoride—is used

all noninstitutionalized children. as the revised baseline and will be used
Changes in the National Health to monitor progress toward achieving

Interview Survey (NHIS) questions on this objective. The original baseline

oral health between 1989 and 1991 showing use of fluoride products among

affect comparability of information on  people without fluoridated water was

the proportion of 5-year-old children approximated from the 1989 NHIS data

and adults 35 years of age and over whand information on water fluoridation

visited a dentist in the past 12 months patterns in the United States.

(13.12and 13.14 respectively). In 1986 The additional data for objective

and 1989, the question on dental visits 13.16(protective sports equipment) are

in the past 12 months followed an from the NHIS and represent the

introductory statement and questions  proportions of children playing baseball,

about dental visits and problems in the softball, football, or soccer who use

past 2 weeks (7,8). The introduction ancheadgear or mouthguards; there will be

question on visits in the past 2 weeks additional data from the NHIS to track

were not included in the 1991 and 1993this objective later in the decade.

surveys. These may have differentially

affected recall about visits in the past 12

months. A second difference is that the References

proportion of people who had visited & 1. kaste LM, Selwitz RH, Oldakowski RJ, et al.

dentist in the past 12 months was basettoronal caries in the primary and permanent

on a question about the interval since dentition of children and adolescents 1-17 years of

the last dental visit in the 1986 and age: United States, 1988-91. J Dent Res 75(Spec

1989 surveys. In 1991 and 1993, this  Iss):631-41. 1996.

measure was obtained from a question ) )

about he number of visis (o @ dentist I W71 O Buncte 2 Semi B

the past year. Finally, in 1986 and 1989 &, "\ &0 'siaie 1988 91, J Dent Res 75(Spec

oral health data for adults were ok)talne(ts)_e.>£12_51 1996

from a knowledgeable respondent who ' ' '

provided information for all people in 3 Brown LJ, Brunelle JA, Kingman A.

the household. In 1991 and 1993, an  Periodontal status in the United States, 1988-91:

adult sampled from each family Prevalence, extent, and demographic variation. J

provided information only for himself or Dent Res 75(Spec Iss):672-83. 1996.

herself and not others in the household.

A knowledgeable adult provided 4. Bruner ST, Waldo DR, M_cKusick DR. National

information for children in all survey health expend!tures proleptlons through 2030.

years. Health Care Finance Review 14:1-29. 1992.

The Natl_onal Household Survey on 5. Gift HC, Reisine ST, Larach DC. The social
D“:'g Abuse is used t9 measure impact of dental problems and visits. Am J Public
objective13.17regarding smokeless Health 82:1663-8. 1992.
tobacco use among adolescents. An
improved questionnaire and editing 6. Vargas C, Schober S, Gift H. Operational
procedures were introduced with the definitions for year 2000 objectives: Priority area
1994 survey and affect comparability 13, oral health. Healthy people 2000 statistical
with previous years, especially for notes, no 12. Hyattsvil_le,_ Maryland: National
tobacco use among adolescents. (See Center for Health Statistics. 1997.
text for priority area 3 for more

. . 7. Jack SS, Bloom B. Use of dental services and
information.)

dental health, United States, 1986. National Center

for Health Statistics. Vital Health Stat 10(165).
Proxy Measures 1988.

to ICl\zil?téornsa”S);er;?éilsfgrtggvﬁsia‘;ar‘n%?] 8. Bloom B, Gift HC, Jack SS. Dental services
p y 9 and oral health; United States, 1989. National

people not receiving optimally . Center for Health Statistics. Vital Health Stat
fluoridated public water are not readily 19(183). 1992.

obtainable 13.10. It is difficult to
identify a national sample of people
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Table 13. Oral health objective status

Baseline
year

Baseline

1990

1991

1992 1993

1994

1995 1996 1997

Target
2000

131

13.2

13.3

134

13.5

13.6

13.7*

Objective
Dental caries
Children 6—8 years . . . . ...
AdOoIESCENES 15 YEAIS . . . . oottt
a. Children 6-8 years whose parents have less than high school

education. . . ... ...

b. American Indian/Alaska Native children 6-8 years

Primary or permanentteeth . .......... ... ... ... .. ... .. .. ...

Primary teeth. . . ... ... . .

Permanentteeth . ... ... . . .. . . .
c. Blackchildren6-8years............ . . . i
d. American Indian/Alaska Native adolescents 15years . .............
Untreated dental caries
Children 68 years . . ... ...t
a. Children whose parents have less than a high school education . . . . ..
b. American Indian/Alaska Native children. . .. .....................
c. Blackchildren. .. ... ..
d. Hispanicchildren ......... . ... .. . . . . .
AdOoIESCENtS 15 YeAIS . . . . o
e. Adolescents whose parents have less than a high school education . . .
f.  American Indian/Alaska Native adolescents . ....................
g. Black adolescents. . ....... ... .. ...
h. Hispanic adolescents . ............. . .

No tooth loss

People 3544 years . . . ...

Complete tooth loss

People 65 years and OVer. . . ... ...

a. Low-income people

b.

Annual family income less than $15,000. . .. ....................
Annual family income below poverty level. .. ....................
American Indian/Alaska Native . . .. ......... ... ... ... ... ...

Gingivitis

People 3544 years . . . . ...
a. Low-income people (annual family income less than $12,500). . . . . ..
b. American Indian/Alaska Native . ... ............. ... ... .......
C. Hispanic. . ..... ...

Mexican AmeriCan . . ...

Puerto Rican . . ... ... . . . e

Periodontal diseases

People 3544 years . . . ...

Oral cancer deaths (per 100,000)

Male 45—T4 YEAIS . . . . et
Female 4574 years. . . . ..o

1986-87
1986-87

1986-87

1983-84
1983-84
1986-87
1983-84

198687
1986-87
1983-84
1986-87
1982-84
1986-87
1986-87
1983-84
1986-87
1982-84

1985-86
1986
1986
1991

1985-86

1985-86

1983-84

1982-84

1982-84

1982-84

1985-86

1987
1987

54%
78%

70%

92%
52%
56%
93%

28%
43%
64%
a38%
a245%
24%
41%
84%
38%
a245%

31%

36%

46%

42%

41%
50%
95%
74%
79%
82%

25%

13.6
4.8

13.4
4.6

12.7
4.6

12.2
4.3

12.1
4.2

152%
161%

166%

150%

129%
144%
136%
1248%
120%

129%
1.236%

131%

122%

111
4.0

11.0
3.9

10.7
35

P10.3
P3.5

35%
60%

45%

45%

40%
70%
20%
30%
35%
25%
25%
15%
25%
40%
20%
25%

45%
20%
25%
20%
30%
35%

50%
50%

15%

10.5
4.1
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Table 13. Oral health objective status —Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
a. Black male 45-74 years. ... ... 1990 29.4 269 273 26.2 252 234 226 P20.6 26.0
b. Black female 45-74 years. . . ... ... .. 1990 6.9 6.9 6.0 5.8 5.7 6.4 5.0 P5.2 6.9
13.8 Protective sealants
Children 8 YEaIS . . . oottt ettt e 1986-87 1%  ---  --- --- --- 123% oo --- ---  50%
AdOIESCENES 14 YEAIS . . . . .ttt 1986-87 8% --- --- --- --- 124% --- --- --- 50%
a. Black 8years . .. ... 1986-87 a1% --- --- --- --- 111% --- --- --- 50%
b. Black 14 years . . ... ... 1986-87 a3% --- --- --- --- 15% --- --- --- 50%
C. HIiSPaniC 8 YEAIS. . ..ttt 1986-87 Q9%  --- --- meee-- L2750 oo oo ---  50%
d. HiSpanic 14 YEars. . ... ... ot 1986-87 a6% --- --- --- --- 1279% --- --- --- 50%
13.9 Water fluoridation
People served by community water systems. . .............. . ... ..., 1989 61% --- --- 62% --- --- --- --- --- 75%
13.10  Topical and systemic fluorides
People in nonfluoridated areas who use fluoride . .. .................. 1989 50% --- --- --- --- --- --- --- --- 85%
Proportion of people (national) using:
Toothpaste containing fluoride . . .. ........ ... ... .. ... .. ..... --- 494% --- --- --- --- --- --- ---
Fluoride mouthrinse
Children and adolescents 6-17 years. . .. ..........vuvuunenno.. ---522.0% --- --- --- --- --- --- ---
People 18 yearsand over . ........... i --- S7.7%
Fluoride supplements
Children and adolescents 2—16 years. . .. ..., ---510.3% --- --- --- --- --- --- ---
13.11* Baby bottle tooth decay
Parents and caregivers who use preventive feeding practices . .......... 1991 55% --- --- --- --- --- --- 75%
a. Parents and caregivers with less than high school education ........ 1991 36% C --- --- --- --- --- --- 65%
b. American Indian/Alaska Native parents and caregivers . ............ 1985-89 74% --- --- --- --- --- --- --- --- 65%
c. Black parents and caregivers . .......... ... 1991 48% --- --- --- --- --- --- 65%
d. Hispanic parents and caregivers. . . ... 1991 39% --- --- --- --- --- --- 65%
13.12  Oral health screening, referral, and followup
Children 5 years who visited the dentist in the pastyear............... 1986 66% 560% 63% --- --- --- --- --- --- 90%
a. Black 5years. .. ... . 1991 51% 90%
b. Hispanic5years. .. ... ... .. . 1991 51% --- --- --- --- --- --- 90%
13.13  Oral health care at institutional facilites .. ....................... . --- --- --- --- --- --- --- --- ---  100%
Nursing facilities . . ... ... o 1990 Required --- --- --- --- --- --- --- ---
Federal prisONs. . . ...
Non-Federal priSONS . . . . ..o
Juvenile homes. . . ...
Detention facilities. . . .. ... ..
13.14  Regular dental visits
People 35 years and over. . ......... . 1986 54% 555%  58% ---  61% --- --- --- --- 70%
a. Edentulous people 35 yearsand over. . .............c.ciiin.... 1986 11% 513% 13% --- 16% --- --- --- --- 50%
b. People65yearsandover............... .. 1986 42% 543% 47% ---  51% --- --- --- --- 60%
c. Black35yearsandover............. . ... 1991 43% --- 46% --- --- --- --- 60%
d. Mexican American 35 yearsandover.......................... 1991 38% ---  45% --- --- --- --- 60%
e. PuertoRican35yearsand over.............covuiiiinnnn... 1991 51% --- 3% --- --- --- --- 60%



66—866T ‘Malnay 0002 a|doad AylesH

€eT

Table 13. Oral health objective status —Con.

Objective

Baseline
year Baseline

1992

1993

1994

1995 1996 1997

Target
2000

13.15  Oral health care for infants with cleft lip and/or palate

Number of States with systems for recording and referring infants with cleft

lip and/or palates

Systems to identify and refer. . .. ... ...
Systems to identify infants. . . ....... ... .. . . .
Systemstoreferforcare. .. ...... ... . .. .. .
Systems to identify, refer, and followup forcare....................
13.16* Protective equipment in sporting and recreation events . ...........

National Collegiate Athletic Association

Football. . . ...
Hockey . ..o
LaCIOSSE . . oo
High school football ... ...... ... ... .. .. .. . . .
Amateur boXiNg. . . . ..ot
Amateur ice hockey . .. ... . .

Use of protective headgear and mouth guards among children who play
sports
Baseball/softball

Headgear. . . ...
Mouth guard ... ...... . . .

Football

Headgear. . . ...
Mouth guard ... ....... .. .

Soccer

Headgear. . . ... ..
Mouth guard .. ...

13.17* Smokeless tobacco use

Male 12—17 YearS . . . . ot
Male 18-24 Years. . . . ...ttt
a. American Indian/Alaska Native 18-24 years . ... .................

1989 11
1989 25
1989 20
1993 a16

1988 Required
1988 Required
1988 Required
1988 Required
1988 Required
1988 Required

1988 6.6%
1987 8.9%
1986-87 18-64%

1990 1991
--- 35%
- T%
e T2%
- T2%
—e- 4%
e T%
--- 53%
—e- 9.9%
R 3.

23
34
31

5.1%
6.9%

4.9%

--- Data not available.
Category not applicable.
3Baseline has been revised.
PPreliminary data.
11988-94 data.
2Data are for Mexican Americans.
SData are unreliable. Relative standard error is greater than 30%.
41986 data.
51989 data.
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NOTE: Data include revisions and, therefore, may differ from those previously published in these reports and other publications.

Objective number

Data source

13.1, 13.1c
13.1a
13.1b,d

13.2, 13.2¢c,g
13.2a,e
13.2b,f
13.2d,h

13.3

13.4, 13.4a
13.4b

13.5, 13.5a
13.5b
13.5c

13.6

13.7*, 13.7a,b
13.8

13.9

13.10

13.11*, 13.11a,c,d
13.11b

13.12

13.13

13.14

13.15

13.16*

13.17*

13.17a

Baseline: National Survey of Dental Caries in U.S. School Children, 1986-87, NIH, NIDR.

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

Baseline: North Carolina Oral Health School Survey, North Carolina Division of Dental Health, University of North Carolina School of Public Health.
Update: National Health and Nutrition Examination Survey, CDC, NCHS.

Baseline: Survey of Oral Health, IHS.

Update: Oral Health Status and Treatment Needs Survey of American Indians/Alaska Natives, IHS.
Baseline: National Survey of Dental Caries in U.S. School Children, 1986-87, NIH, NIDR.

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

Baseline: North Carolina Oral Health School Survey, North Carolina Division of Dental Health, University of North Carolina School of Public Health.
Update: National Health and Nutrition Examination Survey, CDC, NCHS.

Baseline: Survey of Oral Health, IHS.

Update: Oral Health Status and Treatment Needs Survey of American Indians/Alaska Natives, IHS.
Baseline: Hispanic Health and Nutrition Examination Survey, CDC, NCHS.

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

Baseline: National Survey of Oral Health in U.S. Employed Adults and Seniors, 1985-86, NIH, NIDR.
Update: National Health and Nutrition Examination Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Baseline: Oral Health Status and Treatment Needs Survey of American Indians/Alaska Natives, IHS.
Update: National Health Interview Survey, CDC, NCHS.

Baseline: National Survey of Oral Health in U.S. Employed Adults and Seniors, 1985-86, NIH, NIDR.
Update: National Health and Nutrition Examination Survey, CDC, NCHS.

Baseline: Survey of Oral Health, IHS.

Update: Oral Health Status and Treatment Needs Survey of American Indians/Alaska Natives, IHS.
Baseline: Hispanic Health and Nutrition Examination Survey, CDC, NCHS.

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

Baseline: National Survey of Oral Health in U.S. Employed Adults and Seniors, 1985-86, NIH, NIDR.
Update: National Health and Nutrition Examination Survey, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

Baseline: National Survey of Dental Caries in U.S. School Children, 1986-87, NIH, NIDR.

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

Annual Fluoridation Census, CDC, NCPS.

National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

1990 Baby Bottle Tooth Decay 5-Year Evaluation Report, IHS.

National Health Interview Survey, CDC, NCHS.

Baseline: HCFA.

National Health Interview Survey, CDC, NCHS.

State Public Health Dentists Survey, lllinois State Health Department.

1988 baseline: CDC, NCPS; NIH, NIDR.

1991 data: National Health Interview Survey, CDC, NCHS.

For males 18-24 years, National Health Interview Survey, CDC, NCHS.

For males 12—17 years, National Household Survey on Drug Abuse, SAMHSA, OAS.

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

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



Oral Health
Objectives

13.1 Reduce dental caries (cavities) so
that the proportion of children with one
or more caries (in permanent or primary
teeth) is no more than 35 percent among
children aged 6—8 and no more than

60 percent among adolescents aged 15.

13.1a Reduce dental caries
(cavities) so that the proportion of
children with one or more caries (in
permanent or primary teeth) is no
more than 45 percent among
children aged 6-8 whose parents
have less than a high school
education.

13.1b Reduce dental caries
(cavities) so that the proportion of
children with one or more caries (in
permanent or primary teeth) is no
more than 45 percent among
American Indian and Alaska Native
children aged 6-8.

13.1c Reduce dental caries
(cavities) so that the proportion of
children with one or more caries (in
permanent or primary teeth) is no
more than 40 percent among black
children aged 6-8.

13.1d Reduce dental caries
(cavities) so that the proportion of
adolescents with one or more caries
(in permanent teeth) is no more
than 70 percent among American
Indian and Alaska Native
adolescents aged 15.

13.2 Reduce untreated dental caries so

teeth) is no more than 35 percent.

13.2c Reduce untreated dental
caries so that the proportion of
black children aged 6—8 with
untreated caries (in permanent or
primary teeth) is no more than
25 percent.

13.2d Reduce untreated dental
caries so that the proportion of
Hispanic children aged 6-8 with
untreated caries (in permanent or
primary teeth) is no more than
25 percent.

13.2e Reduce untreated dental
caries so that the proportion of
lower socioeconomic status
adolescents aged 15 (those whose

parents have less than a high school

education) with untreated dental
caries (in permanent or primary
teeth) is no more than 25 percent.

13.2f Reduce untreated dental
caries so that the proportion of
American Indian and Alaska Native

20 percent the proportion of
American Indians and Alaska
Natives aged 65 and older who
have lost all of their natural teeth.

13.5 Reduce the prevalence of
gingivitis among people aged 3544 to
no more than 30 percent.

13.5a Reduce the prevalence of
gingivitis among low-income people
(annual family income less than
$12,500) aged 3544 to no more
than 35 percent.

13.5h Reduce the prevalence of
gingivitis among American Indians
and Alaska Natives aged 3544 to
no more than 50 percent.

13.5¢ Reduce the prevalence of
gingivitis among Hispanics aged
35-44 to no more than 50 percent.
13.6 Reduce destructive periodontal

diseases to a prevalence of no more than
15 percent among people aged 35-44.

NOTE: Destructive periodontal disease

adolescents aged 15 with untreated is one or more sites with 4 millimeters

caries (in permanent or primary
teeth) is no more than 40 percent.

13.2g Reduce untreated dental
caries so that the proportion of
black adolescents aged 15 with
untreated caries (in permanent or
primary teeth) is no more than
20 percent.

13.2h Reduce untreated dental
caries so that the proportion of
Hispanic adolescents aged 15 with
untreated caries (in permanent or
primary teeth) is no more than

25 percent.

or greater loss of tooth attachment.

13.7* Reduce deaths due to cancer of
the oral cavity and pharynx to no more
than 10.5 per 100,000 men aged 45-74
and 4.1 per 100,000 women aged
45-74.

Duplicate objectives: 3.17 and 16.17

13.7a* Reduce deaths due to
cancer of the oral cavity and
pharynx to no more than 26.0 per
100,000 among black males aged
45-74,

Duplicate objectives: 3.17a and
16.17a

that the proportion of children with 13.3 Increase to at least 45 percent the
untreated caries (in permanent or proportion of people aged 35-44 who
primary teeth) is no more than have never lost a permanent tooth due
20 percent among children aged 6-8 antb dental caries or periodontal diseases.

no more than 15 percent among

13.7b* Reduce deaths due to
cancer of the oral cavity and
pharynx to no more than 6.9 per

NOTE: Never lost a permanent tooth is 100,000 among black females aged

adolescents aged 15. having 28 natural teeth exclusive of 45-74.
13.2a Reduce untreated dental third molars. Duplicate objectives: 3.17b and
caries so that the proportion of 16.17b

13.4 Reduce to no more than 20 percent

the proportion of people aged 65 and  13.8 Increase to at least 50 percent the
older who have lost all of their natural proportion of children who have

teeth. received protective sealants on the
13.4a Reduce to no more than occlusal (chewing) surfaces of
25 percent the proportion of permanent molar teeth.
low-income people (annual family NOTE: Progress toward this objective
income less than $15,000) aged 65 will be monitored based on prevalence
and older who have lost all of their of sealants in children at ages 8 and 14,
natural teeth. when the majority of first and second
molars, respectively, are erupted.

lower socioeconomic status children
aged 6-8 (those whose parents hav
less than a high school education)
with untreated dental caries (in
permanent or primary teeth) is no
more than 30 percent.

13.2kb Reduce untreated dental
caries so that the proportion of
American Indian and Alaska Native
children aged 6-8 with untreated
caries (in permanent or primary 13.4kh Reduce to no more than
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13.8a Increase to at least

50 percent the proportion ofblack
children aged 8 who have received
protective sealants on the occlusal
(chewing) surfaces of permanent
molar teeth.

Duplicate objective: 2.12b

13.11c* Increase to at least

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

13.8lr Increase to at least

50 percent the proportion of black
children aged 14 who have received
protective sealants on the occlusal
(chewing) surfaces of permanent
molar teeth.

Duplicate objective: 2.12c

13.11d* Increase to at least

65 percent the proportion of
Hispanic parents and caregivers
who use feeding practices that

13.8c Increase to at least 50 percent prevent baby bottle tooth decay.

the proportion of Hispanic children
aged 8 who have received
protective sealants on the occlusal
(chewing) surfaces of permanent
molar teeth.

Duplicate objective: 2.12d

13.12 Increase to at least 90 percent the
proportion of all children entering
school programs for the first time who
have received an oral health screening,
13.8d Increase to at least referral, and followup for necessary

50 percent the proportion of diagnostic, preventive, and treatment
Hispanic children aged 14 who haveservices.

received protective sealants on the
occlusal (chewing) surfaces of
permanent molar teeth.

NOTE: School programs include Head
Start, prekindergarten, kindergarten, and
first grade.

13.9 Increase to at least 75 percent the
proportion of people served by
community water systems providing
optimal levels of fluoride.

13.12a Increase to at least
90 percent the proportion of all
black children aged 5 who have

Identification and referral
of infants with clefts

States with system to identify

health care system during each year.

13.14c Increase to at least

60 percent the proportion of blacks
aged 35 and older using the oral
health care system during each year.

13.14d Increase to at least

60 percent the proportion of
Mexican-Americans aged 35 and
older using the oral health care
system during each year.

13.14e Increase to at least

60 percent the proportion of Puerto
Ricans aged 35 and older using the
oral health care system during each
year.

13.15 Increase to at least 40 the number
of States that have an effective system
for recording and referring infants with
cleft lips and/or palates to craniofacial
anomaly teams.

2000 target
(number of
States)

clefts 40
States with system to refer
for care 40

NOTE: Optimal levels of fluoride are

determined by the mean maximum daily

air temperature over a 5-year period

and range between 0.7 and 1.2 parts of

fluoride per 1 million parts of water
(ppm).

13.10 Increase use of professionally or

self-administered topical or systemic

(dietary) fluorides to at least 85 percent

of people not receiving optimally
fluoridated public water.

13.11* Increase to at least 75 percent

the proportion of parents and caregiversthat oral examinations and services be
who use feeding practices that prevent provided no later than 90 days after

baby bottle tooth decay.
Duplicate objective: 2.12
13.11a* Increase to at least

received an oral health screening,  States with system to follow-up 40

referral, and followup for necessary  States with system to identify
diagnostic, preventive, and and refer 40

treatment services. )
13.16* Extend requirement of the use

13.12h Increase to at least of effective head, face, eye, and mouth
90 percent the proportion of protection to all organizations, agencies,
Hispanic children aged 5 who have gnd institutions sponsoring sporting and

received an oral health screening, recreation events that pose risk of injury.
referral, and followup for necessary

diagnostic, preventive, and
treatment services.

Duplicate objective: 9.19

13.17* 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

! all smokeless tobacco user is someone who
entry into these facilities. has used snuff or chewing tobacco in
NOTE: Long-term institutional facilites the preceding month. For males aged

include nursing homes, prisons, juvenile18-24, a smokeless tobacco user is
homes, and detention facilities. someone who has used either snuff or

13.13 Extend to all long-term
institutional facilities the requirement

65 percent the proportion of parents

chewing tobacco at least 20 times and

and caregiverg with less than a high13.14 Increase to at least 70 percent theyho currently uses snuff or chewing
school education who use feeding proportion of people aged 35 and older tgbacco.

practices that prevent baby bottle

using the oral health care system during

tooth decay. each year.

Duplicate objective: 2.12a 13.14a Increase to at least
50 percent the proportion of
edentulous people using the oral

health care system during each year.

13.11b* 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.

13.14h Increase to at least
aged 65 and older using the oral

136

Duplicate objective: 3.9

13.17a* Reduce smokeless tobacco
use by American Indian and Alaska
Native youth to a prevalence of no
more than 10 percent.

Duplicate objective: 3.9a

60 percent the proportion of people xpyplicate objective.
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iAri Figure 15. Maternal mortality rates: United States, 1987-96, and
P”O”ty Area 14 year 2000 targets for objective 14.3
Maternal and Infant Deaths per 100,000 live births

Health 50

Background 40

Improving the health of mothers
and infants is a national priority. Nearly 30 L
30,000 infants died before their first
birthday in 1996 (1). Although the

infant mortality rate in the United States Black
continues to decline and has reached ag0
all-time low, the decline has been more Year

rapid among the white population than 2000
for the black population. The mortality 10 k Total targets
rate for black infants remains more than —

twice the rate for white infants. In the I

past decade some important measures of
increased risk of infant morbidity and
morta”ty, such as incidence of |owl\/ery 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 2000
low birthweight, and of preterm births
have actually increased (1). Despite the

. R Year
importance of early prenatal care in 2000
protecting against low birthweight and 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 target
infant mortality, nearly one of every five

pregnant women does not receive careTotal . . . . .. 66 84 79 82 79 78 75 83 71 76 33
in the first trimester of pregnancy (1). Black ... .. 149 205 184 224 183 208 205 185 221 203 5.0

Further reductions in infant mortality
and morbidity will require a focus on
strategies to modify the behaviors and
lifestyles that affect birth outcomes.

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

surpassing the year 2000 target in 1995targets (4.3, 14.4, 14.5, 14.1&and
However, the decline for black women 14.17. The year 2000 target for severe

Data Summary (14.79 has been more modest. Total ~ complications of pregnancyl4.7) has
cesarean section (C-sectiody(8), been met and some newborn screening
Highlights primary C-section14.89, and repeat tests (4.19 have also met the target.
, L C-section 14.8b) births increased in Progress for objectivé4.10showed
Infant mortality (objectivel4.l) 1996. In recent years all three rates hadmixed results. Two objectivesi4.14

continued to decline substantially in - peen decreasing. The rate for repeat  and14.16 have no baseline data.

was due to decreases in both neonatal 2000 target in 1995, is now slightiy

mortality (14.1d) and postneonatal above the target. The national year 200d0ata Issues

mortality (14.19. In the past several ~  target for C-sections has already been

years there have been improvements inyeached in a number of States (2). Definitions

factors such as breastfeedirigt(9, the rate of fetal alcohol syndrome Operational definitions and data
receipt of early prenatal caré4.11), (14.4), especially among the black collection specifications for all year

smoking during pregnancyi4.10, and  popylation (4.49, an increase in spina 2000 objectives in priority area 14 have
screening for fetal abnormalitied4.13. pifida and other neural tube diseases Peen published in the National Center
The 1997 figure for breastfeeding in the (14,17, and a gradual rise in the percenfor Health StatisticsStatistical Notes

early postpartum periodif.9 exceeded of |ow and very low birthweight14.5  Series (3). Data issues are discussed and
the record rate reported in 1984 and g preteen births. references are cited for expanded

1995. Maternal mortality14.3 discussions of the systems that provide
increased in 1996 after declining in data for the national objectives. When
1995, and remains substantially above Summary of Progress appropriate, the text of questionnaire

the 1987 baseline level (séigure 15. Of the 17 Maternal and Infant items used to measure the objectives is
Fetal mortality (4.2 declined slightly ~ Health objectives for the total also provided. See the appendix for

in 1996 after remaining level for population, 8 are moving toward the  further information.

1994-95. The rate of hospitalizations foryear 2000 targets (objectivdsl.1, 14.2, In 1989 the National Center for
severe complications of pregnancy 14.6, 14.8, 14.9, 14.11, 14.18nd Health Statistics (NCHS) changed the
(14.7 has dropped dramatically 14.15 and 5 are moving away from the method for tabulating race for live
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births, assigning to the infant the race ofData Source Descriptions Breastfeeding among Al/AN
mother rather than using the previous, mothers (4.9 is tracked by the
more complicated algorithm for race of Pediatric Nutrition Surveillance System
child. This change affects the natality o (PedNSS). The number of participating
data by race in this chapter. In addition, fr? emlgg%%tllq%?zgfsSﬁ%?%?ggg;rzoemseuaoen; States and Indian tribes has varied from
because live births comprise the (NHDS) maintained by NCHS. Data for year to year. The fluctuations in State
denominator of infant mortality ' and tribal participation could affect the
(including neonatal and postneonatal), comparability of these data.
maternal mortality, and fetal death rates Data for objectivel4.12
these rates are also affected. These (preconception counseling by clinicians)
changes are described in greater detail are from the Primary Care Provider
in other NCHS publications (4,5). Surveys (PCPS). The sample was drawn
Quantitatively, the change in the basis hospitals have automated their discharggom the membership rolls of
for tabulating live births by race results systems in recent years and are using professional organizations for
in more births to the white population these forms (UB-82 and UB-92). A pediatricians, nurse practitioners, family
and fewer births to the black population comparison of NHDS data with t.hose physicians, obstetricians/gynecologists,
and other races. Because of changes in - ) : and internists. Response rates varied
: . . who reported being hospitalized in the
the denominators, infant mortality rates National Health Interview Survey from 50-80 percent across these groups.
(14.1), fetal death rateslé.?, and (NHIS) (NHIS data were adjusted to The data on inquiry (from PCPS) about
maternal mortality rateslé.3 under the exclude hospitalizations of 1 day or preconception counseling represent the
new classification tend to be lower for less) indicated that underreporting for proportion of providers who routinely
white infants and higher for infants of whites was roughly 22 tin 1991 asked 81-100 percent of their patients
ghly 22 percent in ; . X

other races than they would be when the difference in reporting for blacks about family planning. The data on
computed by the previous method. For was negligible (7) counseling refer to the proportion of
characteristics of birth such as percent Data for 14 Qaind 14.9a—care from providers who routinely counseled
low birthweight (L4.5 and percent the Ross Mothers’ Survéy (RMS) 81-100 percent of their patients who
receiving early carel@.11), the racial conducted by Abbot Laboratories. The needed the services.
disparities tend to be larger when data RMS is an ongoing survey that is' The Prevention in Primary Care
are tabulated by race of mother rather periodically mailed to a probability Study (PPCS) was conducted in
than race of child. sample of new mothers selected from a 1997-98 to update data from the PCPS.

The special target populations for list of names that represents The design and items included in the
racial subgroups in this priority area are approximately 80 percent of all national 1997-98 study were similar to the
being monitored with the “new” data by births PCPS, but a slightly different sampling
race of mother. Data prior to 1989 were ' frame was used and some items

Mothers are asked to recall the type. )
recomputed by race of mqther to allow of milk their baby was fed in the included in the 1992 surveys were not
comparable trend comparisons.

; : included in the PPCS. The professionals
Studies indicate that infant mortality Egstp())lt?r: earr:]dolnrlheg;: ?hzusjﬁgl;em OThO enrtsh were sampled from listings of all
for minorities other than blacks from theare considered to be breastfeéding if licensed, active practitioners in the
mortality files have been seriously the d ei . : United States whose practices were at
. ; y used either human milk exclusively -

underlgstlzn%‘gedt_(ﬁ)il'?)e][efcxe, infant or human milk in combination with a Iefalst 50 percent pr;ma][y cart(re]. B?ﬁause
mortality (objectivel4.l) for American . Of low response rates from the other
Indians and Alaska Natives (AlI/AN) and rsT:J”le(plemental bottled formula or cow’s provider groups, updates are available
for Puerto Ricans is being monitored in 1988-96, the questionnaires Wereonly for nurse practitioners.
with data from the !_inked I.nfant Birth mailed to mothérs at the time their N
2235Irgﬁznéng:;Thzllg&ﬂ\?ghlr;ie of mOthebabies were 6 months old. In 1997 the Comparability of Data Sources
as rg orted on the bi)r/th certificate. The |rnethodology changed and Data on fetal alcohol syndrome
data From the linked files lag soméwhat questionnaires were mailed toa larger (FAS) (objective14.4 and spina bifida
behind the regular vital statistics files sample of mothers with babies 1-12  “and other neural tube defects4(17 are
The most recent year of linked file da{ta months of age._Therefore, although the by year of birth. Cases received after the
is 1996. Beginning in 1995. data are overall sample is now approximately  end of data year are assigned to year of
brsod on o e enteq  double the pre-1997 size, the number inthe birth. Therefore, data for previous
data and are? not strictly co?npargme the sample for each month (including 6 years include revisions and may differ
with the unweighted cohort linked file ~TONthS) IS considerably smaller than —from those previously published.
data used for grevious ears (3). The that of previous years. This change The increasing trends for FAS and
1995 weightedpinfant m)(/)rtality rétes are e_lﬁ‘ects the stability of the_ 6-mo_nth spina bifida should be interpreted with
between less than 1 percent and figures now used to monitor this caution. These data are obtained from

P objective. Also beginning with data year the Birth Defects Monitoring Program

?O;r)elrgcgegt(ggher than unweighted rates ;997 the RMS no longer collects (BDMP) from hospitals participating in

Data for objectivel4.7 (severe

the survey are obtained from
approximately 480 hospitals throughout
the United States. Data on race are not
reported by many hospitals due to
omission of a race field on hospital
discharge reporting forms. More

information on family income. the Commission on Professional and
Information on education of mother Hospital Activities (CPHA). The number
from the survey is available to measure of participating hospitals has declined
socioeconomic status. substantially in recent years, resulting in

a decrease in the proportion of U.S.
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births covered by the BDMP. In 1981, Monthly vital statistics report; vol 46 no 11 supp.
24 percent of a" blrths (19 percent of HyattSVIIIe, Maryland National Center for Health
black births) were covered compared ~ Statistics. 1998.
\(/)vfltglggliyb?rt?]i;ciin;_éggd A(?Snlz)i/ Eegﬁ{f etﬂ:a 2. Clarke SC, Taffel SM._State variation in rates of
. ) . o cesarean and VBAC delivery: 1989-93. Stat Bull
rBe[l)a,\t/'l\ée% asymr?cl)lt %Lén:’ggiecge?lltr;?iiemoghae" Metropolitan Life Insurance Company 77(1).
Jan.—Mar. 1996.
U.S. births. The increasing trend in FAS
may also be a function of improved 3. Heck KE, Klein RJ. Operational definitions for
identification and reporting, rather than year 2000 objectives: Priority area 14, maternal
an actual increase in incidence of the and infant health. Healthy people statistical notes
condition. There was not a sufficient no 14 (revised). Hyatt_svi}lle, Maryland: National
number of CPHA hospitals in 1994 to Center for Health Statistics. 1998.
Compl.jte a reliable rate for e.lther 4. National Center for Health Statistics. Advance
ggifg::;{; ]\;\Llloérlk?l’:é!\tvljiz gt[;tceslsto report of final natality statistics, 1989. Monthly
improve the surveillance of birth defects\ﬂ;ﬂtg\iﬂj’lcﬁggﬁgﬁ_vgleio 1n909f_SUpp'
and hopes to have new tracking systems
available in the near future. 5. National Center for Health Statistics. Health,
The decreasing number of births in United States, 1992. Hyattsville, Maryland. 1993.
the BDMP has also made tracking FAS
for AI/AN problematic (L4.49. In 1993 6. Hahn RA, Mulinare J, Teutsh SM. =~
the BDMP contained only about 500 InconS|steer|es in codlng'of race and ethnicity
births (or 1 percent of A/AN births) to betweer\ birth and d_eath in U.S. infants: A new
. look at infant mortality, 1983 through 1985.
Al/AN mothers compared with JAMA 267-259-63. 1992,
13 percent in 1981. As a result, FAS

data beyond 1990 for AI/AN are 7. Kozak LJ. Underreporting of race in the
f)OﬂSIdered unreliable and are not showrNational Hospital Discharge Survey. Advance data
in the table. from vital and health statistics; no 265.

The data on substance use during Hyattsville, Maryland: Centers for Disease Control
pregnancy 14.1Q come from multiple and Prevention, National Center for Health
sources. The 1985 baseline data on ~ Statistics. July. 1995.
ir9n808klkl;lg aiie frcémt the NI—IHShaIild the - 8. Palomaki GE, et al. Maternal serum screening
and me?rfjﬁ;;lz ana”lleo?r(?rﬁ?hg ’I\I(;?I((;)?":gle' for fetal Down syndrome in_ the United States: A
Maternal and Infant Health Survey. The izgfeijrggg'_g; fgggfte”'“ and Gynecology:
1992 and 1994-96 updates on tobacco
are from the information listed on the
certificate of live birth and the 1993
updates on all substances are from the
National Pregnhancy and Health Survey.

Although the estimates from these
sources are relatively consistent,
differences in methodology among the
data systems suggest that changes over
time should be interpreted with caution.

Proxy Data

Objective14.13calls for the percent
of women enrolled in prenatal care who
are offered screening and counseling on
prenatal detection of fetal abnormalities.
The data used to track the objective are
the number of pregnant women (per 100
live births) who were screened for
alpha-fetoprotein levels for the purpose
of detecting babies with fetal Down’s
syndrome (8).
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Table 14. Maternal and infant health objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
141 Infant mortality (under 1 year per 1,000 live births)  ......... 1987 10.1 9.2 8.9 8.5 8.4 8.0 7.6 7.3 P7.1 7
a. Black ... 1987 18.8 18.0 17.6 16.8 16.5 15.8 15.1 14.7 P13.7 11
b. American Indian/Alaska Native . .. ..................... 1984 13.4 13.1 11.3 --- --- --- 9.0 10.0 --- 8.5
C. PuertoRican:.......... ... . ... 1984 12.9 9.9 9.7 --- --- --- 8.9 8.6 --- 8
d. Neonatal mortality (under 28 days per 1,000 live births) . . ... 1987 6.5 5.7 5.6 5.4 5.3 51 49 4.8 P47 4.5
e. Neonatal mortality among black infants. . . ............... 1987 12.3 11.6 11.2 10.8 10.7 10.2 9.8 9.6 P9.0 7
f.  Neonatal mortality among Puerto Rican infants® . ... ....... 1984 8.6 6.9 6.1 --- --- --- 6.1 5.6 --- 5.2
g. Postneonatal mortality (28 days—11 months per 1,000 live
births) .. ... 1987 3.6 34 3.4 3.1 3.1 2.9 2.7 25 P2.4 25
h. Postneonatal mortality among black infants. . . ............ 1987 6.4 6.4 6.3 6.0 5.8 5.6 5.3 5.1 P47 4
i. Postneonatal mortality among American Indian/Alaska Native
infants . . ... . 1984 7.0 7.0 5.8 --- --- --- 51 5.3 --- 4
j.  Postneonatal mortality among Puerto Rican infants®. . ... ... 1984 4.3 3.0 3.5 --- --- --- 2.8 3.0 --- 2.8
14.2 Fetal deaths (20 weeks or more gestation per 1,000 live births
plus fetal deaths) . ......... ... ... ... . .. ... ... .. 1987 7.6 7.5 7.3 7.4 7.1 7.0 7.0 6.9 --- 5
a. Black .. ... 1987 13.1 13.3 12.8 13.3 12.8 12.5 12.7 12.5 --- 7.5
14.3 Maternal mortality (per 100,000 live births) —................ 1987 6.6 8.2 7.9 7.8 7.5 8.3 7.1 7.6 P7.5 3.3
a. Black . ... . 1987 14.9 22.4 18.3 20.8 20.5 18.5 221 20.3 P18.3 5
14.4 Fetal alcohol syndrome (per 1,000 live births) . ............ 1987 0.22 0.40 0.37 0.52 0.67 --- --- --- --- 0.12
a. American Indian/Alaska Native . .. ..................... 1987 4.0 5.2 --- --- --- --- --- --- --- 2.0
b. Black .. ... . 1987 0.8 1.4 1.9 2.3 54 --- --- --- --- 0.4
14.5 Low birthweight (less than 2,500 grams) . ................. 1987 6.9% 7.0% 71% 71% 72% 73% 7.3% 7.4% P7.5% 5%
Very low birthweight (less than 1,500 grams). . .. ............. 1987 12% 13% 13% 13% 1.3% 1.3% 1.4% 1.4% P1.4% 1%
a. Low birthweight among black infants. .. ................. 1987 13.0% 13.3% 13.6% 13.3% 13.3% 13.2% 13.1% 13.0% P13.0% 9%
b. Very low birthweight among black infants . ............... 1987 28% 29% 3.0% 30% 3.0% 3.0% 3.0% 3.0% P3.0% 2%
c. Low birthweight among Puerto Rican infants® . . ... ... ... .. 1990 9.0% 94% 92% 92% 9.1% 94% 9.3% --- 6%
d. Very low birthweight among Puerto Rican infants®. . ... ... .. 1990 1.6% .. 1.7% 1.7% 1.7% 1.6% 1.8% 1.7% --- 1%
14.6 Recommended weight gain during pregnancy . ............ 1980 2368%  375% --- --- --- --- --- --- --- 85%
14.7 Severe complications of pregnancy (per 100 deliveries) — ..... 1987 22 18 18 17 15 15 14 14 --- 15
a. Black . ... 1991 28 C . 26 24 25 24 23 16
14.8 Cesarean delivery (per 100 deliveries) .................... 1987 24.4 235 23.5 23.6 22.8 22.0 20.8 21.8 --- 15
a. Primary (first time) cesarean delivery .. ................. 1987 174 16.8 171 16.8 16.3 15.8 155 15.7 --- 12
b. Repeat cesarean deliveries (females with previous
cesarean delivery) . ........ . ... ... 1987 91.2 79.6 75.8 74.9 74.6 70.3 64.5 66.4 --- 65
14.9*  Breastfeeding
During early postpartum period® . .. ............. ... ... 1988 54% 52% 53% 54% 56% 57% 60% 59% 62% 75%
a. Low-incomemothers. .......... ... ... . . . .. ... 1988 a34% 35% 33% 35% 38% 40% 42% 42% --- 75%
b. Blackmothers. . ..... ... .. .. .. . . . . . 1988 25% 23% 26% 28% 31% 33% 37% 37% 41% 75%
c. Hispanicmothers. . .......... ... ... . . . . . ... 1988 51% 48% 52% 52% 56% 58% 61% 61% 64% 75%
d. American Indian/Alaska Native mothers. ... ............ 1988 47% 47% 46% 53% 51% 44% 52% 54% 56% 75%
Atage 6months. . ... 1988 a20% 18% 18% 19% 19% 20% 22% 22% 26% 50%
a. Low-incomemothers. .......... ... ... .. . .. ... 1988 9% 8% 8% 9% 10% 10% 11% 12% --- 50%
b. Blackmothers.......... ... ... . . . . . .. 1988 a7% 6% 7% 8% 9% 10% 11% 11% 15% 50%
c. Hispanicmothers. . ......... ... ... . ... .. ... . .. ... 1988 a14% 13% 15% 16% 16% 18% 20% 20% 25% 50%
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Table 14. Maternal and infant health objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
d. American Indian/Alaska Native mothers. .. .............. 1988 28% 27% 22% 24% 28% 24% 24% 24% 25% 50%
14.10 Abstinence from alcohol, tobacco, and drug use during
pregnancy
TObACCO . . . o 1985 75% 79% 80% 83% 80% 85% 86% 86% --- 90%
Alcohol . .. 1988 79% --- --- --- 81% --- --- --- --- 95%
COCAINE . .\t 1988 99% --- --- --- 99% --- --- --- ---  100%
MarijUana . . ..t 1988 98% --- --- --- 97% --- --- --- ---  100%
14.11  Prenatal care in the first trimester (percent of live births) .. ... 1987 76.0% 758% 76.2% 77.7% 78.9% 80.2% 81.3% 81.9% P82.5% 90%
a. Black . ... 1987 60.8% 60.6% 61.9% 63.9% 66.0% 68.3% 70.4% 71.4% P72.3% 90%
b. American Indian/Alaska Native . . . ...................... 1987 57.6% 57.9% 59.9% 62.1% 63.4% 652% 66.7% 67.7% --- 90%
c. Hispanicl .. ... ... .. .. 1987 61.0% 60.2% 61.0% 64.2% 66.6% 68.9% 70.8% 72.2% P73.7% 90%
14.12* Age-appropriate preconception counseling by clinicians . ... .. --- --- --- --- --- --- --- --- --- 60%
Percent of clinicians routinely providing service to 81-100% of
patients
Inquiry about family planning (female, childbearing age)
Pediatricians . . .. ... 1992 18% --- --- --- --- 56 60%
Nurse practitioners . ............ it 1992 53% --- --- --- --- 542% 60%
Obstetricians/gynecologists . . . .. ... 1992 48% --- --- --- --- %6 60%
INEEIMISES . . o ot e 1992 24% --- --- --- --- 56 60%
Family physicians .. .............. ... .. ... 1992 28% --- --- --- --- 56... 60%
Counseling about family planning
Pediatricians . . .. .. ... 1992 36% --- --- --- --- 56 60%
Nurse practitioners . ............ . 1992 53% --- --- --- --- 540% 60%
Obstetricians/gynecologists 1992 65% --- --- --- --- 56. 60%
INEEINISTS . . . o 1992 26% --- --- --- --- 56... 60%
Family physicians . . .............. it 1992 36% S --- --- --- --- %6 60%
14.13  Screening for fetal abnormalities (percent of live births) . ... .. 1988 29% --- --- 51% --- --- --- --- --- 90%
14.14  Pregnant women and infants receiving risk-appropriate care --- --- --- --- --- --- --- --- --- 90%
14.15 Newborn screening and treatment
Screened by State-sponsored programs for genetic disorders and
otherconditions . ...... ... ... . ... ... 95%
Testing positive for disease and receiving appropriate
treatment . ... ... 90%
Sickle cell anemia screening. . . ............ ..., 1987 733%  889% --- --- --- --- --- --- --- 90%
Black infants. . . ... . 1987 B7%  077% --- --- --- --- --- --- --- 95%
Galactosemia screening (38 States) .. ...................... 1987 70% 97% --- --- --- --- --- --- --- 95%
Newborns diagnosed positive for sickle cell anemia receiving
treatment . . ... 95% 90%
Newborns diagnosed positive for galactosemia receiving
treatment . ... ... ---  100% 95%
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Table 14. Maternal and infant health objective status—Con.

Baseline Target

Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000

14.16  Babies receiving primary care . ...... ... . --- --- --- --- --- --- --- --- -- 90%
14.17  Spina bifida and other neural tube defects (per 10,000 live

births) ... 1990 6 7 6 7 -- 3

--- Data not available.
Category not applicable.
@Baseline has been revised.
PPreliminary data.
1Excludes data from States lacking an Hispanic-origin item on their birth or death certificate or for which Hispanic-origin data were not of sufficient quality. See appendix.
21980 data for married females who had a full-term live birth and prenatal care.
31988 data.
4Breastfed in hospital.
51997-98 data.
6Response rate for this group was too low to produce reliable estimates.
7Based on 20 States reporting.
8Based on 43 States reporting.
9Based on 9 States reporting.

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

Objective number Data source
14.1, 14.1aj National Vital Statistics System, CDC, NCHS.
14.2, 14.2a National Vital Statistics System, CDC, NCHS.
14.3, 14.3a National Vital Statistics System, CDC, NCHS.
14.4, 14.4a,b Birth Defects Monitoring Program, CDC, NCEH.
14.5, 14.5a—d National Vital Statistics System, CDC, NCHS.
14.6 Baseline: National Natality Survey, CDC, NCHS.
Update: National Maternal and Infant Health Survey, CDC, NCHS.
14.7 National Hospital Discharge Survey, CDC, NCHS.
14.8, 14.8a,b National Hospital Discharge Survey, CDC, NCHS.
14.9%, 14.9a— Ross Laboratories Mother Survey.
14.9d Pediatric Nutrition Surveillance System, CDC, NCCDPHP.
14.10 Baseline: National Maternal and Infant Health Survey, CDC, NCHS.

1992 and 1994-96 updates: National Vital Statistics System, CDC, NCHS.
1993 updates: National Pregnancy and Health Survey, NIH, NIDA.

14.11, 14.11a—c National Vital Statistics System, CDC, NCHS.
14.12* Baseline: Primary Care Provider Surveys, OPHS, ODPHP.
Update: Prevention in Primary Care Study, American College of Preventive Medicine.
14.13 College of American Pathologists, Foundation for Blood Research.
14.15 Council of Regional Networks for Genetic Services.
14.17 Birth Defects Monitoring Program, CDC, NCEH.

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



Maternal and Infant
Health Objectives

14.1 Reduce the infant mortality rate to

no more than 7 per 1,000 live births.
NOTE: Infant mortality is deaths of

postneonatal mortality is deaths of

14.3 Reduce the maternal mortality rate

to no more than 3.3 per 100,000 live
births.

14.7a Reduce severe complications
of pregnancy among blacks to no

14.4 Reduce the incidence of fetal
infants under 1 year; neonatal mortality alcohol syndrome to no more than 0.12
is deaths of infants under 28 days; and per 1,000 live births.

more than 16 per 100 deliveries.

14.3a Reduce the maternal 14.8 Reduce the cesarean delivery rate
mortality rate among black women to no more than 15 per 100 deliveries.
to no more than 5 per 100,000 live

births. 14.8a Reduce the primary (first

time) cesarean delivery rate to no
more than 12 per 100 deliveries.

14.8k Reduce the repeat cesarean
delivery rate to no more than 65 per

infants aged 28 days up to 1 year.

14.2 Reduce the fetal death rate (20 or
more weeks of gestation) to no more
than 5 per 1,000 live births plus fetal
deaths.

14.4a Reduce the incidence of fetal
alcohol syndrome among American
Indians and Alaska Natives to no
more than 2 per 1,000 live births.

14.1a Reduce the infant mortality
rate among blacks to no more than
11 per 1,000 live births.

14.1h Reduce the infant mortality
rate among American Indians and
Alaska Natives to no more than 8.5
per 1,000 live births.

14.1c Reduce the infant mortality
rate among Puerto Ricans to no
more than 8 per 1,000 live births.

no more than 0.4 per 1,000 live
births.

14.5 Reduce low birthweight to an
incidence of no more than 5 percent of
live births and very low birthweight to
no more 1 percent of live births.

NOTE: Low birthweight is weight at
birth of less than 2,500 grams; very low
birthweight is weight at birth of less
than 1,500 grams.

14.1d Reduce the neonatal
mortality rate to no more than 4.5
per 1,000 live births.

14.1e Reduce the neonatal
mortality rate among blacks to no
more than 7 per 1,000 live births.

14.5a Reduce low birthweight
among blacks to an incidence of no

. more than 9 percent of live births.
14.1f Reduce the neonatal mortality P

rate among Puerto Ricans to no
more than 5.2 per 1,000 live births.

14.5kh Reduce very low birthweight
among blacks to no more 2 percent
of live births.

14.5¢c Reduce low birthweight
among Puerto Ricans to an
incidence of no more than 6 percent
of live births.

14.1g Reduce the postneonatal
mortality rate to no more than 2.5
per 1,000 live births.

14.1h Reduce the postneonatal
mortality rate among blacks to no
more than 4 per 1,000 live births. 14.5d Reduce very low birthweight
among Puerto Ricans to no more

14.1i Reduce the postneonatal 1 percent of live births.

mortality rate among American
Indians and Alaska Natives to no
more than 4 per 1,000 live births.

14.6 Increase to at least 85 percent the
proportion of mothers who achieve the
minimum recommended weight gain

14.1j: Reduce the postneonatal during their pregnancies.

mortality rate among Puerto Ricans
to no more than 2.8 per 1,000 live NOTE: Recommended weight gain is
births. pregnancy weight gain recommended in
the 1990 National Academy of Science’s
report, Nutrition During Pregnancy.

14.7. Reduce severe complications of
pregnancy to no more than 15 per 100

deliveries.
14.2a Reduce the fetal death rate

(20 or more weeks of gestation)
among blacks to no more than 7.5
per 1,000 live births plus fetal
deaths.

NOTE: Severe complications of
pregnancy is measured using
hospitalizations due to
pregnancy-related complications.
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100 deliveries among women who
had a previous cesarean delivery.

14.9* Increase to at least 75 percent the
proportion of mothers who breastfeed
14.4h Reduce the incidence of fetal their babies in the early postpartum
alcohol syndrome among blacks to period and to at least 50 percent the
proportion who continue breastfeeding
until their babies are 5 to 6 months old.

Duplicate objective: 2.11

14.9a* 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: 2.11a

14.9b* 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: 2.11b

14.9c* 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: 2.11c

14.9d* 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: 2.11d
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14.10 Increase abstinence from tobacco
use by pregnant women to at least

90 percent, increase abstinence from
alcohol by pregnant women to at least
90 percent and increase abstinence from
cocaine and marijuana to 100 percent.

14.11 Increase to at least 90 percent the
proportion of all pregnant women who
receive prenatal care in the first
trimester of pregnancy.

14.11a Increase to at least

90 percent the proportion of
pregnant black women who receive
prenatal care in the first trimester of
pregnancy.

14.11h Increase to at least

90 percent the proportion of
preghant American Indian and
Alaska Native women who receive
prenatal care in the first trimester of
pregnancy.

14.11c Increase to at least

90 percent the proportion of
pregnant Hispanic women who
receive prenatal care in the first
trimester of pregnancy.

14.12* Increase to at least 60 percent
the proportion of primary care providers
who provide age-appropriate
preconception care and counseling.

Duplicate objective: 5.10

14.13 Increase to at least 90 percent the
proportion of women enrolled in

prenatal care who are offered screening
and counseling on prenatal detection of
fetal abnormalities.

14.14 Increase to at least 90 percent the
proportion of pregnant women and
infants who receive risk-appropriate
care.

14.15 Increase to at least 95 percent the
proportion of newborns screened by
State-sponsored programs for genetic
disorders and other disabling conditions
and to 90 percent the proportion of
newborns testing positive for disease
who receive appropriate treatment.

14.186 Increase to at least 90 percent the
proportion of babies aged 18 months
and younger who receive recommended
primary care services at the appropriate
intervals.

14.17 Reduce the incidence of spina
bifida and other neural tube defects to 3
per 10,000 live births.

*Duplicate objective.
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priority Area 15 Figure 16. Proportion of people 18 years and over with high blood
. cholesterol who are aware of their condition and are taking action
Heart Disease and to reduce their blood cholesterol: United States, 1988, 1990, 1995,

Stroke and year 2000 target for objective 15.8
Percent
100

Background

Between 1979 and 1995, the death
rate for cardiovascular disease has
continued to decline dramatically:

31 percent for all cardiovascular disease, Year 2000 target

37 percent for coronary heart disease, 60 |- |
and 36 percent for stroke. Even so,
cardiovascular diseases, primarily

coronary heart disease and stroke, kill a0 L
nearly as many Americans as all other /
diseases combined (1). Cardiovascular

disease is also among the leading causes
of disability (2). The major modifiable 20
risk factors for cardiovascular disease

are high blood pressure, high blood
cholesterol, cigarette smoking, obesity, 0 I ! ! ! ! 1 1 1
and physical inactivity. High blood 1988 1990 1995
pressure is one of the most important
modifiable risk factors for

80

cardiovascular disease (3). Year
According to the National Health 2000
1988 1990 1995 target

and Nutrition Examination Survey
(NHANES), the average blood Pressuréaquits with high blood cholesterol . . . 30% 44% 60% 60%
levels have dropped and the prevalence
of high blood pressure has declined  SOURCE: 1988 and 1990 data: Food and Drug Administration, Health and Diet Survey. 1995
from 30 percent of adults (1976—80) to data: National Institutes of Health, Cholesterol Awareness Survey.

23 percent (1988-94) over the past

decade (4). In addition, the mean serum . )
cholesterol level fell from 213 mg/dL in Population who have their cholesterol  Data Issues

1976-80 to 203 mg/dL in 1988-94 and MeasuredX5.14. The objectives for
the percentage of the population with high blood cholesterol prevalence(7)

high blood cholesterol fell from and awareness of a high blood Definitions
27 percent to below the year 2000 targegholesterol condition1(.§ (see Coronary heart disease deati$ ()
at 19 percent. figure 1§ have met the year 2000 are defined by ICD-9 codes 402,

targets. However, the rate of end-stage 410_414 4292 These are different
renal diseaself.3 and the proportion  om the codes used to define the

Data Summary of overweight peoplel5.10 have category “Diseases of heart” which
I increased, moving away from the year qgen appears in published tables (see
Highlights 2000 targets. appendix text andable III).

A number of objectives in the heart Objectivel5.4addresses the
disease and stroke priority area have  Summary of Progress proportion of people with hypertension
shown progress. Mortality due to whose blood pressure is u_nder control.
coronary heart disease5.1) and stroke Of the 17 obiectives in the heart High blood pressure is defined as blood
(15.2) declined from the 1987 baseline i qst L iorit 5 pressure greater than or equal to 140
through 1996 in the population as a ISease and Stroke prionity area, mm Hg systolic and/or 90 mm Hg

whole. However, mortality for both objectives 15.7and15.8 have met the gjastolic and/or taking antinypertensive
causes of death among black people is 279€ts and data for 12 objectives showmegication. The estimates used to track
higher and the decline in mortality over 'MProvements toward meeting the year this objective define control as using
this period was not as substantial as th 000 targets15.1, 15.2, 15.4, 15.6, antihypertensive medication only and do
of the total population. The proportion 123 @nd15.11-15.1y. Three objectives not include other nonpharmacologic

of people who know their blood are moving away from the year 2000  treatments such as weight loss, low

pressure valueslb.13 has increased. ~ A'9ets 5.3, 15.5and15.10. sodium diets, and restriction of alcohol.
The mean serum cholesterol level has _High blood cholesterol1(5.7) is
decreasedl15.6 and there has been an defined as serum cholesterol levels of
increase in the proportion of the 240 mg/dL or higher (5).

Healthy People 2000 Review, 1998-99 145



Overweight (5.10 for adults is
defined as a body mass index (BMI) at

with hypertension who are aware of
their condition. For the 1985 baseline,

and over who had their blood pressure
checked and can state whether their

or above the sex-specific 85th percentiledNHIS respondents reporting high blood blood pressure was high, low,

of the 1976-80 NHANES II reference
population 20-29 years of age. For
adolescents, overweight is the sex- and
age-specific 85th percentile from
NHANES II (see Note with the text of
objective15.10. BMI cutoff points for
adults are 27.8 kilograms per meter
squared for males and 27.3 kilograms
per meter squared for females. Current
international research indicates that a
lower BMI of 25 kilograms per meter

squared may be more clinically relevant objectives and the 1988—-94 updates;

to increased risk of cardiovascular
disease (6,7).

Beginning in 1992 the definition of
current smoker5.19 was modified to

specifically include persons who smokedoublication (8), updates for Hispanic

only “some days.” Prior to 1992, a
current smoker was defined by the
guestions “Have you ever smoked 100
cigarettes in your lifetime?” and “Do
you smoke now?” In 1992, data were
collected and analyzed for one-half the
respondents using these smoking
questions and for the other one-half of
respondents using a revised smoking
question: “Do you smoke everyday,
some days, or not at all?” The 1992
estimate combines data collected using
both sets of questions. Updates after
1992 are based completely on the

revised definition, which is considered ameasured height and weight.

more complete estimate of smoking
prevalence. The effect of the new
definition is a small increase in the
number of smokers.
Objective15.15seeks to increase
the proportion of primary care providers
who provide appropriate therapy for
high blood cholesterol. This objective is
being tracked by the median blood
cholesterol level at initiation of diet and
drug therapy. In 1990, 54 percent of

pressure were asked if they were told toborderline, or normal.
take blood pressure medication, diet to The 1985 and 1992 data for
lose weight, cut down on salt, or objectivel5.16are from the National
exercise. In 1991 and 1993, the only  Survey of Worksite Health Promotion
actions asked about to reduce high Activities, which were telephone surveys
blood pressure were taking medication of nongovernment worksites. Worksites
or following doctor’s advice to diet. were sampled, because different
Overweight (5.10 is being tracked worksites within the same company
with two data sources. The primary datacould have different sets of health
source is NHANES, which provided promotion activities. Both active (for
baseline data for most of the overweightexample, classes) and passive (for
example, brochures) methods were
counted as worksite health promotion
activities. The 1995 update comes from
the Centers for Disease Control and
Prevention-sponsored Worksite
Benchmark Survey, which used a
females and American Indians/Alaska methodology very similar to the 1992
Natives, and all data for people with survey, but did not include passive
disabilities. NHIS estimates are based omethods of health promotion (9,10).
self-reported heights and weights and
are not comparable with the actual
measured data from NHANES; References
prevalence estimates of overweight fromy National Center for Health Statistics. Health,
self-reported height and weight are United States, 1998. Hyattsville, Maryland: Public
lower. Trends from the NHIS self-report Health Service. 1998.
measures, like Fhose fror_n NHANES, 2. U.S. Department of Health and Human
show a steady increase in prevalence Ofservices. Healthy people 2000: National health
overweight; this increase is, however, promotion and disease prevention objectives for
different in magnitude from that the Nation. Washington: Public Health Service.
observed in the data derived from 1991.

these data are derived from measured
height and weight. The second data
source is NHIS. This survey provides
interim estimates shown in an earlier

el - 3. Burt V, et al. Trends in the prevalence,
QbJeCtIV_e_l5.]..1 (Ilght—to-moderat_e awareness, treatment, and control of hypertension

physical activity) is being tracked with in the adult U.S. population. Hypertension

the NHIS. The list of activities asked by 26(1):60-9. 1995.

the NHIS has not been identical from 4 National Center for Health Statistics. Health,

year to year. The 1985 and 1990 surveysnited States, 1998. Hyattsville, Maryland: Public

did not ask about some activities for ~ Health Service. 1998.

people 65 years and over; thus, the data ;onnson cL, et al. Declining serum total

shown are for people 18-64 years of  cholesterol levels among U.S. adults. JAMA

age. The 1991 and 1995 surveys asked 269(23):3002-23. 1993.

about some different activities than the 6. World Health Organization. Physical status: The

previous surveys, but people of all agde yse and interpretation of anthropometry. Report of

physicians reported that they initiate dietgroups were asked the same questions.; wHo Expert Committee. WHO Technical

therapy and 60 percent initiate drug
therapy at these median levels.

Comparability of Data Sources

Objective15.5 to increase the
proportion of people with hypertension
who are taking action to control their
blood pressure, is measured by
self-reported data from the National
Health Interview Survey (NHIS). In this
survey, people with high blood pressure

are defined as those who report that the,

have been told they have high blood
pressure on two or more occasions by

doctor or health professional. These dat%

are limited to the proportion of people
146

Because of these differences, 1985 and Report Series 854. Geneva: World Health
1990 data are not comparable to 1991 Organization. 1995.

and 1995 data. (See text for Priority 7. U.S. Department of Agriculture, Agricultural

Area 1 'for more information.) Research Service, Dietary Guidelines Committee,
Objective15.13addresses blood 1995. Report of the dietary guidelines advisory

pressure screening and whether people committee on the dietary guidelines for Americans
know if their blood pressure is normal to the Secretary of Health and Human Services
or high. Baseline data and 1990 updategnd the Secretary of Agriculture. 1995.

show the proportion of people 18 years 8. National Center for Health Statistics. Healthy
of age and over who had their blood  people 2000 review, 1992. Hyattsville, Maryland:
pressure measured within the precedingPublic Health Service. 1993.

2 years by a health professional or othep, y.s. pepartment of Health and Human
tained observer and who were given th&ervices. Business Responds to AIDS Benchmark
diastolic and systolic values of the Survey: Technical report. Atlanta: Public Health
easure. The 1991 and 1993-94 updatésrvice, Centers for Disease Control and

re the proportion of people 18 years Prevention. 1996.
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10. Centers for Disease Control and Prevention.
Cancer screening offered by worksites—United
States, 1992 and 1995. MMWR 46(19):421-4.
1997.
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Table 15. Heart disease and stroke objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
15.1* Coronary heart disease deaths (age adjusted per
100,000) . . . 1987 135 122 118 114 114 110 108 105 --- 100
a. Black ... .. 1987 168 158 156 151 154 147 147 140 --- 115
15.2* Stroke deaths (age adjusted per 100,000) ........... 1987 30.4 27.7 26.8 26.2 26.5 26.5 26.7 26.4 P25.9 20.0
a. Black ....... . 1987 52.5 48.4 46.8 45.0 45.0 45.4 45.0 442  P42.0 27.0
15.3 End-stage renal disease (per 100,000) .............. 1987 14.4 18.4 20.5 22.3 22.7 25.8 275 27.6 --- 13.0
a. Black ... ... . 1987 34.0 43.0 48.6 52.7 53.6 61.1 65.1 65.1 --- 30.0
15.4* Controlled high blood pressure
People with high blood pressure (18-74 years)......... 1976-80 11% --- 129% --- --- --- --- --- --- 50%
a. Male with high blood pressure (18-74 years) . ...... 1976-80 6% --- 122% --- --- --- --- --- --- 40%
b. Mexican American with high blood pressure (18-74
YEAIS) . o v e 1988-91 14% --- --- --- --- --- --- 50%
c. Female 70 years and over with high blood pressure . . 1988-91 19% --- --- --- --- --- --- 50%
155 Taking action to control blood pressure
People with high blood pressure 18 years and over?. . . .. 1985 79% 80% 71% --- 12% 71% --- --- --- 90%
a. White hypertensive male 18-34 years?. ... ........ 1985 51% 54% 34% --- 38% 30% --- --- --- 80%
b. Black hypertensive male 18-34 years? .. .......... 1985 63% 56% 40% --- 64% 50% --- --- --- 80%
15.6* Mean serum cholesterol level (mg/dL)
People 20-74 years . . ... 1976-80 213 --- --- --- --- 3203 --- --- --- 200
Male 20—74 years. . . . ..o 1976-80 211 --- --- --- --- 3202 --- --- --- 200
Female 20—-74 years. . ... 1976-80 215 --- --- --- --- 3204 --- --- --- 200
15.7* High blood cholesterol prevalence
People 2074 years . . ... 1976-80 27% --- --- --- --- 319% --- --- --- 20%
Male 20—74 years. . . . ..o 1976-80 25% --- --- --- --- 318% --- --- --- 20%
Female 20—-74 years. . ... 1976-80 29% --- --- --- --- 320% --- --- --- 20%
15.8 Awareness of high blood cholesterol condition
People 18 years and over with high blood cholesterol . . . . 1988 30% 44% --- --- --- --- 60% --- --- 60%
15.9* Dietary fat intake among people 2 years and over 4
National Health and Nutrition Examination Survey
Average percent of calories from total fat. . .......... 1976-80 536% --- --- --- --- 334% --- --- --- 30%
Average percent of calories from saturated fat. . ...... 1976-80 513% --- --- --- --- 312% --- --- --- 10%
Percent who metgoal forfat..................... 1988-94 a27% --- --- --- 50%
Percent who met goal for saturated fat . ............ 1988-94 a29% --- --- --- 50%
Continuing Survey of Food Intakes by Individuals
Average percent of calories from total fat. . .. ........ 1989-91 34% --- --- 33% 33% 33% --- 30%
Average percent of calories from saturated fat. . ...... 1989-91 12% --- --- 11% 11% 11% --- 10%
Percent who metgoal forfat..................... 1989-91 22% --- --- 32% 33% 34% --- 50%
Percent who met goal for saturated fat . ............ 1989-91 21% --- --- 34% 35% 36% --- 50%
15.10*  Overweight prevalence
(Based on measured height and weight unless otherwise
indicated)
People 20—74 YEars . ... 1976-80 26% --- --- --- 3635% --- --- --- 20%
Male . ... 1976-80 24% --- --- --- --- 3634% --- --- --- 20%
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Table 15. Heart disease and stroke objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Female . . ... ... . .. . 1976-80 27% --- --- --- ---  3637% --- --- --- 20%
Adolescents 12—-19years . ...........iiinnnaan 1976-80 15% --- --- --- --- 324% --- --- --- 15%
a. Low-income female 20-74 years. . ............... 1976-80 37% --- 147% --- --- --- --- --- --- 25%
b. Black female 20-74 years. . .. .................. 1976-80 44% --- --- --- --- 365205 --- --- --- 30%
c. Hispanic female 20-74 years . .................. 25%
Hispanic female 20 years and over (self-reported) . . - --- 33% 32% 32% 33% 32% 35% --- ---
Mexican American female 20-74 years. .. ........ 1982-84 39% --- --- --- --- 36500 --- --- ---
Cuban female 20-74 years ................... 1982-84 34% --- --- --- --- --- --- --- ---
Puerto Rican female 20-74 years. . .. ........... 1982-84 37% --- --- --- --- --- --- --- --- L
d. American Indian/Alaska Native 20 years and over. . . . 1984-88 29-75% --- 40% '36% 748% 734% 743% --- --- 30%
e. People with disabilities 20 years and over.......... 1985 36% --- 38% 37% 38% 38% 40% --- --- 25%
f.  Females with high blood pressure 20-74 years. . . . .. 1976-80 50% --- --- --- --- --- --- --- --- 41%
g. Males with high blood pressure 20-74 years. . ... ... 1976-80 39% --- --- --- --- --- --- --- --- 35%
h. Mexican American male 20-74 years . ............ 1982-84 30% --- --- --- ---  3637% --- --- --- 25%
15.11*  Light to moderate physical activity
People 6yearsandover. ................... ... 30%
People 18-74 years
5ormore times perweek .. ..................... 1985 822% 8.923% 24% --- --- --- 23% --- --- 30%
7 or more times perweek .. ......... . .. 1985 816% 8916% 17% --- --- --- 16% --- --- 30%
a. Hispanic 18 years and over
5 or more times perweek . . ................... 1991 20% --- --- --- 22% --- --- 25%
15.12*  Cigarette smoking prevalence
People 18 years and over. . . ..., 1987 29% 25% 26% 1027%  25% 26% 25% --- --- 15%
Male . ... 1987 31% 28% 28% 1029% 28% 28% 27% --- --- 15%
Female .. ... .. .. 1987 27% 23% 23% 10250  22% 23% 23% --- --- 15%
a. People with high school education or less 20 years
ANd OVEI ..ottt 1987 34% 31% 31% 1032%  30% 31% 30% --- --- 20%
b. Blue-collar workers 18 years and over ............ 1987 41% 36% 36% 1036% 34% 39% 36% --- --- 20%
c. Military personnel . ............ ... . ... ... ... 1988 42% --- --- 10350 --- --- 32% --- --- 20%
d. Black 18 yearsandover....................... 1987 33% 26% 29% 1028%  26% 27% 26% --- --- 18%
e. Hispanic 18 yearsandover .................... 1987 24% 23% 20% 1021%  20% 20% 18% --- --- 15%
f.  American Indian/Alaska Native 18 years and over. . . . 1979-87 142-70% 38% 31% 1040%  39% 40% 35% --- --- 20%
g. SoutheastAsianmale......................... 1984-88 55% 12350 1236-41% --- --- --- --- --- --- 20%
h. Female of reproductive age (18-44 years) ......... 1987 29% 26% 27% 1028% 26% 27% 26% --- --- 12%
i. Pregnantfemales............................ 1985 25% 19% 20% --- 20% --- 18% --- --- 10%
j.  Females who use oral contraceptives 1983 36% 1326% --- --- --- --- 24% --- --- 10%
15.13 Knowledge of blood pressure values
People given blood pressure values . ................ 1985 61% 76% --- --- --- --- --- --- --- 90%
People who can state blood pressure is high, low, or
normal .. ... 84% ---  85% 84%
a. Mexican American male 18 years and over. . ....... 1991 69% --- 68% 68% --- --- --- 90%
15.14 Blood cholesterol checked in past 5 years
People 18 yearsandover. . ................. ... 1993 66% --- --- --- --- 75%
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Table 15. Heart disease and stroke objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Everchecked .. ... ... .. .. .. . . .. 1988 59% 65% 63% --- 71% -- 75% --- ---
Withinpast2years. .. ............ ..., 1988 52% --- 50% --- 54% -- --- --- ---
Ever checked
a. Black 18 yearsandover....................... 1991 56% --- 68% -- --- --- --- 75%
b. Mexican American 18 yearsandover............. 1991 42% ---  55% -- --- --- --- 75%
c. American Indian/Alaska Native 18 years and over. . . . 1991 46% --- 60% -- --- --- --- 75%
Within past 2 years
d. Mexican American 18 yearsandover............. 1991 33% --- 38% -- --- --- --- 75%
e. American Indian/Alaska Native 18 years and over. . . . 1991 38% --- 50% -- --- --- --- 75%
f.  Asian/Pacific Islander 18 years and over. . ......... 1991 45% --- 44% -- --- --- --- 75%
15.15 Primary care providers who provide appropriate
therapy for high blood cholesterol . ............... --- --- --- --- --- -- --- --- --- 75%
Median cholesterol level when diet therapy is initiated
(Ma/dL). . .o 1986 240-259 200-219 --- --- --- -- 200-219 --- ---
Median cholesterol level when drug therapy is initiated
(MOAL) . 1986 300-319 240-259 --- --- --- ---  240-259 --- ---
15.16 Worksite blood pressure/cholesterol education
programs
High blood pressure and/or cholesterol activity . ........ 1992 35.0% S --- -- --- --- --- 50%
High blood pressure activity .. ..................... 1985 16.5% --- --- 14299 --- -- --- --- ---
Nutrition education activity . ....................... 1985 16.8% --- --- 31% --- -- --- --- ---
Blood pressure screening . . . . ... L 32% -- 16% -
15.17 Laboratory accuracy in cholesterol measurement 1985 53% 158490 --- --- --- -- --- --- --- 90%

--- Data not available.
Category not applicable.
aBaseline has been revised.
PPreliminary data.
11988-91 data.
gFor 1985 and 1990 actions include medication, dieting to lose weight, cutting down on salt, or exercising. Beginning in 1991, actions include taking medication or dieting to lose weight only.
1988-94 data.

4Estimates are from 1-, 2-, or 3-day dietary data. See text for explanation.

5For people up to 74 years.

8people 20 years and over.

7Estimate derived from self-reported height and weight.
8Data are for people 18-64 years of age.

90perational definition changed for subsequent tracking data.
1010 1992, the definition of “current” changed to include “some days” (intermittent smoking).
Estimates for different tribes.

12vietnamese males only.

131988 data.

14ncludes classes, individual counseling, and resource materials.
151987 data.

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

Data source

15.1%, 15.1a
15.2*%, 15.2a
15.3, 15.3a
15.4*, 15.4a—C
15.5, 15.5a,b
15.6*

15.7*

15.8

15.9*

15.10%, 15.10a,b,f,g
15.10c,h

15.10d

15.10e
15.11*%, 15.11a

15.12*, 15.12a,b,d,e,h

15.12c
15.12f

15.12g

15.12i
15.12]
15.13
15.14
15.15

15.16

15.17

National Vital Statistics System, CDC, NCHS.

National Vital Statistics System, CDC, NCHS.

End-Stage Renal Disease Medicare Reimbursement Data, HCFA, Bureau of Data Management and Strategy.

National Health and Nutrition Examination Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

National Health and Nutrition Examination Survey, CDC, NCHS.

National Health and Nutrition Examination Survey, CDC, NCHS.

Baseline and 1990 data: Health and Diet Survey, FDA.

1995 update: Cholesterol Awareness Survey, NIH, NHLBI.

1976-80 baselines and 1988-94 data: National Health and Nutrition Examination Survey, CDC, NCHS.

1989-91 baselines and 1994-96 updates: Continuing Survey of Food Intakes by Individuals, USDA.

National Health and Nutrition Examination Survey, CDC, NCHS.

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

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

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

Baseline: IHS, OPEL.

Updates: National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Worldwide Survey of Substance Abuse and Health Behaviors Among Military Personnel, DoD, OASD.

Baseline: CDC.

Updates: National Health Interview Survey, CDC, NCHS.

Baseline: Local surveys.

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

1991 update: Jenkins CNH, et al. Tobacco use in Vietnam: Prevalence, predictors, and the role of the transnational tobacco corporations. JAMA
227(21):1726-31. 1997; Jenkins CNH, et al. The effectiveness of a media-led intervention to reduce smoking among Vietnamese-American men. AJPH
87(6):1031-4. 1997.

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

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

1983 and 1988 data: Behavioral Risk Factor Surveillance System, CDC, NCCDPHP.

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

National Health Interview Survey, CDC, NCHS.

Baseline: Health and Diet Survey, FDA.

1991 and 1993 updates: National Health Interview Survey, CDC, NCHS.

1995 update: Cholesterol Awareness Survey, NIH, NHLBI.

Cholesterol Awareness Physicians Survey, NIH, NHLBI.

1985 and 1992 data: National Survey of Worksite Health Promotion Activities, OPHS, ODPHP.

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

Comprehensive Chemistry Survey of Laboratories Using Enzymatic Methods, College of American Pathologists.

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



Heart Disease and
Stroke Objectives

15.1* Reduce coronary heart disease

deaths to no more than 100 per 100,000

people.
Duplicate objectives: 1.1, 2.1, and 3.1

15.1a* Reduce coronary heart
disease deaths among blacks to no
more than 115 per 100,000 people.

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

Duplicate objective: 2.26b

15.4c* Increase to at least

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

Duplicate objective: 2.26¢
15.5 Increase to at least 90 percent the

Duplicate objectives: 1.1a, 2.1a, andproportion of people with high blood

3.1a

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

Duplicate objectives: 2.22 and 3.18

15.2a* Reduce stroke deaths
among blacks to no more than 27
per 100,000.

Duplicate objectives: 2.22a and
3.18a

15.3 Reverse the increase in end-stage
renal disease (requiring maintenance
dialysis or transplantation) to attain an
incidence of no more than 13 per
100,000.

15.3a Reverse the increase in
end-stage renal disease (requiring
maintenance dialysis or
transplantation) among black
persons to attain an incidence of no
more than 30 per 100,000.

15.4* Increase to at least 50 percent the

proportion of people with high blood

pressure whose blood pressure is under

control.

NOTE: People with high blood pressure
have blood pressure equal to or greater
than 140 mm Hg systolic and/or 90 mm
Hg diastolic and/or take
antihypertensive medication. Blood
pressure control is defined as
maintaining a blood pressure less than
140 mm Hg systolic and 90 mm Hg
diastolic. Control of hypertension does
not include nonpharmacologic
treatment.

Duplicate objective: 2.26

15.4a* Increase to at least

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

Duplicate objective: 2.26a
15.4b* Increase to at least
152

pressure who are taking action to help
control their blood pressure.

NOTE: People with high blood pressure
are defined in the National Health
Interview Survey as those who are told
on two or more occasions by a
physician or other health professional

keeping medical appointments, making
recommended dietary changes (e.g.,
reducing saturated fat, total fat, and
dietary cholesterol), and, if necessary,
taking prescribed medication.

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

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

Duplicate objectives: 2.5 and 16.7

that they had blood pressure equal to or15.10* Reduce overweight to a
greater than 140 mm Hg systolic and/or prevalence of no more than 20 percent

90 mm Hg diastolic and/or taking
hypertensive medication. Actions to
control blood pressure include taking
medication, dieting to lose weight,
cutting down on salt, and exercising.

15.5a Increase to at least

80 percent the proportion of white
hypertensive men aged 18-34 who
are taking action to help control
their blood pressure.

15.5h Increase to at least

80 percent the proportion of black
hypertensive men aged 18-34 who
are taking action to help control
their blood pressure.

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

Duplicate objective: 2.27

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

Duplicate objective: 2.25

15.8 Increase to at least 60 percent the
proportion of adults with high blood
cholesterol who are aware of their
condition and are taking action to
reduce their blood cholesterol to
recommended levels.

NOTE: “High blood cholesterol” means
a level that requires diet and, if
necessary, drug treatment. Actions to
control high blood cholesterol include

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
gender-specific 85th percentile values of
the 1976-80 National Health and
Nutrition Examination Survey (NHANES
I1), 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, 2.3, and 17.12

15.10a* Reduce overweight to a
prevalence of no more than

25 percent among low-income
women aged 20 and older.
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Duplicate objectives: 1.2a, 2.3a, andbeats per minute minus age. Examples

17.12a

15.10b* Reduce overweight to a
prevalence of no more than

30 percent among black women
aged 20 and older.

Duplicate objectives: 1.2b, 2.3b, an
17.12b

15.10c* Reduce overweight to a
prevalence of no more than

25 percent among Hispanic women
aged 20 and older.

Duplicate objectives: 1.2c, 2.3c, and
17.12c

15.10d* Reduce overweight to a
prevalence of no more than

30 percent among American Indians
and Alaska Natives.

Duplicate objectives: 1.2d, 2.3d, an
17.12d

15.10e* Reduce overweight to a
prevalence of no more than

25 percent among people with
disabilities.

Duplicate objectives: 1.2e, 2.3e, and
17.12e

15.10f* Reduce overweight to a
prevalence of no more than

41 percent among women with high
blood pressure.

Duplicate objectives: 1.2f, 2.3f, and
17.12f

15.10g* Reduce overweight to a
prevalence of no more than

35 percent among men with high
blood pressure.

Duplicate objectives: 1.2g, 2.3g, and
17.12g

15.10h* Reduce overweight to a
prevalence of no more than

25 percent among
Mexican-American men.

Duplicate objectives: 1.2h, 2.3h, and
17.12h

15.11* 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 requires sustained, rhythmic
muscular movements and is at least
equivalent to sustained walking.
Maximum heart rate equals roughly 220

Healthy People 2000 Review, 1998-99

may include walking, swimming,
cycling, dancing, gardening and yard
work, various domestic and
occupational activities, and games and
other childhood pursuits.

dDuplicate objectives: 1.3 and 17.13

15.11a* Increase to at least

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

Duplicate objectives: 1.3a and
17.13a

15.12* Reduce cigarette smoking to a
prevalence of no more than 15 percent
among people aged 18 and older.

dDuplicate objectives: 3.4 and 16.6

15.12a* Reduce cigarette smoking
to a prevalence of no more than
20 percent among people aged 20
and older with a high school
education or less.

20 percent among Southeast Asian
men.

Duplicate objectives: 3.4g and 16.6g

15.12h* Reduce cigarette smoking
to a prevalence of no more than
12 percent among women of
reproductive age.

Duplicate objectives: 3.4h and 16.6h

15.12i* Reduce cigarette smoking
to a prevalence of no more than
10 percent among pregnant women.

Duplicate objectives: 3.4i and 16.6i

15.12j*: Reduce cigarette smoking
to a prevalence of no more than
10 percent among women who use
oral contraceptives.

Duplicate objectives: 3.4j and 16.6j

15.13 Increase to at least 90 percent the
proportion of adults who have had their
blood pressure measured within the
preceding 2 years and can state whether
their blood pressure was normal or high.

NOTE: A blood pressure measurement
within the preceding 2 years refers to a

Duplicate objectives: 3.4a and 16.6ameasurement by a health professional or

15.12b* Reduce cigarette smoking
to a prevalence of no more than
20 percent among blue-collar
workers aged 18 and older.

Duplicate objectives: 3.4b and 16.6b

15.12c* Reduce cigarette smoking
to a prevalence of no more than
20 percent among military
personnel.

other trained observer.

15.13a Increase to at least

90 percent the proportion of
Mexican-American men who have
had their blood pressure measured
within the preceding 2 years and
can state whether their blood
pressure was normal or high.

15.14 Increase to at least 75 percent the
proportion of adults who have had their

Duplicate objectives: 3.4c and 16.6cblood cholesterol checked within the

15.12d* Reduce cigarette smoking
to a prevalence of no more than
18 percent among blacks aged 18
and older.

preceding 5 years.

15.14a Increase to at least

75 percent the proportion of blacks
who have ever had their blood
cholesterol checked.

Duplicate objectives: 3.4d and 16.6d

15.12e* Reduce cigarette smoking
to a prevalence of no more than
15 percent among Hispanics aged
18 and older.

Duplicate objectives: 3.4e and 16.6e

15.12f* Reduce cigarette smoking
to a prevalence of no more than

20 percent among American Indians

and Alaska Natives.

Duplicate objectives: 3.4f and 16.6f

15.12g* Reduce cigarette smoking
to a prevalence of no more than

15.14h Increase to at least
75 percent the proportion of
Mexican-Americans who have ever
had their blood cholesterol checked.

15.14c Increase to at least

75 percent the proportion of
American Indians/Alaska Natives
who have ever had their blood
cholesterol checked.

15.14d Increase to at least

75 percent the proportion of
Mexican-Americans who have had
their blood cholesterol checked
within the preceding 2 years.
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15.14e Increase to at least

75 percent the proportion of
American Indians/Alaska Natives
who have had their blood
cholesterol checked within the
preceding 2 years.

15.14f Increase to at least

75 percent the proportion of
Asian/Pacific Islanders who have
had their blood cholesterol checked
within the preceding 2 years.

15.15 Increase to at least 75 percent the
proportion of primary care providers
who initiate diet and, if necessary, drug
therapy at levels of blood cholesterol
consistent with current management
guidelines for patients with high blood
cholesterol.

NOTE: Treatment recommendations at
baseline are outlined in detail in the
Report of the Expert Panel on the
Detection, Evaluation, and Treatment of
High Blood Cholesterol in Adults,
released by the National Cholesterol
Education Program in 1987. Current
treatment recommendations are
described in the Second Report of the
Expert Panel on the Detection,
Evaluation, and Treatment of High
Blood Cholesterol in Adults, released in
1993. Treatment recommendations are
likely to be refined over time. Thus, for
the year 2000, “current” means
whatever recommendations are then in
effect.

15.18 Increase to at least 50 percent the
proportion of worksites with 50 or more
employees that offer high blood pressure
and/or cholesterol education and control
activities to their employees.

15.17 Increase to at least 90 percent the
proportion of clinical laboratories that
meet the recommended accuracy
standard for cholesterol measurement.

*Duplicate objective.
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Priority Area 16 Figure 17. Proportion of people 50 years and over who have
received fecal occult blood testing in the past 2 years and people

Cancer 50 years and over who have ever received proctosigmoidoscopy:
United States, 1987, 1992, and year 2000 targets for objective
16.13

Background Percent

Cancer is the second leading cause’s
of death in the United States, accounting 1987 EH1992
for nearly one out of every four deaths
(2). It is estimated that 1,252,000 60 F
Americans were diagnosed with cancer
in 1995 and approximately 547,000 died
of cancer that year. These American
Cancer Society estimates are based orf*®
an increase in the number of older
Americans who are at higher risk for
developing the disease; one-half of the 30
cases occur in persons 67 years of age
and over (2).

Although cancer remains a major
health problem in the United States,
there is evidence that the prospects of
preventing and surviving cancer
continue to improve. Specifically, 0
perhaps as much as 50 percent or more Fecal occult blood testing Proctosigmoidoscopy
of cancer incidence can be prevented
through smoking cessation and changed

= Year 2000 target

15 -

dietary habits (3). The scientific Year
evidence for smoking as a cause of 2000
cancer has been recognized for over 40 1987 1992 target

years. The evidence for diet has
emerged over the past decade and has
progressed to the extent that
recommendations for prudent dietary SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,
changes, such as less fat and more fruiltional Health Interview Survey.

and vegetables, can now be made.

Received fecal occult blood testing in past 2 years . . . . 27% 30% 50%
Ever received proctosigmoidoscopy . .............. 25% 33% 40%

colorectal cancerl.5 continued to targets. New baseline and tracking data
Data Summary decline and has met the year 2000 for cytology laboratory qualityX6.19
- target. However, the rate of indicate that the year 2000 target has
Highlights improvement in cancer mortality for the been met. Based on preliminary
Trends for most objectives related total population has not been observed mortality data for 1997, objectivé6.17
to cancer mortality 16.1~16.3, 16.5and for all population subgroups. _ has also met its year 2000 target.
16.17 improved for the total population Mprovement was also observed in Progress toward the year 2000 targets

in 1996. The rate for cervical cancer  cancer risk factors such as smoking  has been made for a majority (10 of the
mortality (16.4 remained level in 1996. (16.6 and dietary fat intakel.7). Data 17 objectives) 16.4, 16.6-16.8

For all cancers¥6.1) the mortality rate  for 1994 indicate that substantial ~ 16.10-16.14and16.1§. It should be

in 1996 met the year 2000 target. For Progress has been made in increasing noted that in many cases the actual
lung cancer mortality, year 2000 the numbers of women receiving improvement is small. There were no
objective 16.2 specifically targeted mammograms16.1]) and Pap tests new data available to update progress

slowing the rise in the rate; until 1991 (16.12. The proportions of people over for objective16.9
the trend for lung cancer mortality had 50 who have received fecal occult blood

been rising at a rate that would surpass t€sts and proctosigmoidoscopy exams |
the target. The rate actually declined in (16.13 also increased between 1987 andata Issues

ot fiag i 1992 (sedigure 17. ;
1991 for the first time in at least 50 (sedig 9 Age-Adjusted Death Rates

years and again in 1992. Lung cancer
mortality remained level in 1993, then Summary of Progress The death rates shown in objectives

dropped again in 1994-96. The Total cancer mortality¥6.1), lung 16.1-16.5are age adjusted to the 1940
mortality rate for lung cancer has been cancer mortality 16.2), female breast U.S. population. (See appendix for more
below the 1987 target since 1995. In  cancer 16.3, and colorectal cancer information on age-adjusted rates.) The

1996 the age-adjusted death rate for ~ mortality (16.5 have met the year 2000 National Cancer Institute age adjusts
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cancer deaths to the 1970 U.S. counseling) are from the Primary Care 2. American Cancer Society, Cancer facts and
population. When the 1970 standard ~ Provider Surveys (PCPS). The data on figures, 1994. American Cancer Society, Inc.
population is used, the equivalent formulation of a diet/nutrition plan Atlanta, GA. 1994.

baseline, interim, and target rates are alfepresent the proportion of providers 3. National Cancer Institute, Division of Cancer
somewhat higher than those generated who routinely queried 81-100 percent ofPrevention and Control. Fiscal Year 1994 Annual
using the 1940 population. However, thetheir patients about these risks. The dat&eport. Rockville, Maryland. 1994.

trends are very similar. on strategies to quit smoking refer to thet. Food and Drug Administration/Center for
o proportion of providers who routinely  Devices and Radiological Health. Mammography
Definitions provided these services to patients who Matters, vol 2, issue 3. Columbia, Maryland. 1995.

f needed the services. The sample was
drawn from the membership rolls of
qorofessional organizations for
pediatricians, nurse practitioners, family
physicians, obstetricians/gynecologists,
and internists. Response rates varied
from 50-80 percent across these groups.
The data on counseling refer to the
proportion of providers who routinely
provided these services to patients who
needed the services.

The Prevention in Primary Care
Study (PPCS) was conducted in
1997-98 to update data from the PCPS.
The design and items included in the
1997-98 study were similar to the

Beginning in 1992, the definition o
current smoker16.6 was modified to
specifically include persons who smoke
only “some days.” Prior to 1992, a
current smoker was defined by the
questions “Have you ever smoked 100
cigarettes in your lifetime?” and “Do
you smoke now?” In 1992, data were
collected and analyzed for half the
respondents using these smoking
questions and for the other half of
respondents using a revised smoking
question: “Do you smoke everyday,
some days, or not at all?” The 1992
estimate combines data collected using

both sets of questions. Updates after . . .
1992 are based completely on the PCPS, but a slightly different sampling
frame was used and some items

revised definition, which is considered a'ncl ded in the 1992 survevs were not
more complete estimate of smoking :nclﬂded :n the PPCS l{I'\Pgey rt\;\:‘essionals
prevalence. The effect of the new : P

definition is a small increase in the were sample_d from Il_spngs Of all
number of smokers. Ilce_nsed, active practitioners in the
Estimates for objectiva6.8 (fruit United States whose practices were at

vegetable, and grain intakes) exclude least 50 percent primary care. Because

fruits and vegetables eaten as part of Oiésméres?gﬂsg rﬁt?isatfégrgrgg\?atirlﬁgle
potato chips, condiments, fruit-flavored P groups, upd:
candies, jellies, and jams. only for nurse practitioners.

Two subobijectives in this chapter,

16.11b(mammograms) andl6.12d (Pap Comparability of Data Sources

tests), target women with low income. For objectivel6.16 1990 baseline
Prior to 1993 these subobjectives were and 1992 update data represent the
tracked with data for women with proportion of mammography facilities

family incomes of less than $10,000. that were certified by the American
Because of changes in the poverty levelCollege of Radiology. The 1995-97
over time, beginning with data for 1993, updates measure how well the 4,200
these subobjectives are being tracked facilities performing mammograms met

with data for women with family the Mammogram Quality Standards Act
incomes below the Census poverty (MQSA) quality standards. “No
threshold (see appendix). noncompliances” means the facility was
Data from the Health Care in full compliance with MQSA. Level 1
Financing Administration indicate that findings are the most serious and
virtually all laboratories meet the facilities with level 1 findings receive a

standards set by the Clinical Laboratory warning letter from the Food and Drug
Improvements Act16.19. In 1993-96  Administration (FDA) and must respond
only 8 of 3,200 laboratories were cited to it. Although level 2 and level 3

with deficiencies and terminated from findings are considered less serious, they
medical payments until the deficiencies also must be corrected. Information on
were corrected. Therefore, the year 200@he types of violations included in these
target of 100 for this objective is levels has been published by FDA (4).
considered met.

Data Source Descriptions References

Data fO.I‘ 1992 for ObjeCtiVG.G-]_-O 1. National Center for Health Statistics. Health,
(tobacco, diet, and cancer screening andinited States 1998. Hyattsville, Maryland. 1998.
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Table 16. Cancer objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
16.1*  Cancer deaths (age adjusted per 100,000) .................... 1987 134 135 135 133 133 132 130 128 P125 130
a. Black . ... 1990 182 L 179 178 177 174 172 168 P162 175
16.2*  Slow the rise in lung cancer deaths (age adjusted per 100,000) .. 1987 38,5 39.9 396 39.3 393 387 383 37.8 --- 42
a. Female. . ... ... ... . 1990 25.6 258 263 265 266 26.9 26.8 --- 27
b. Blackmale ... ... ... . . ... . 1990 86.1 L. 831 812 80.7 77.6 757 73.4 --- 91
16.3 Female breast cancer deaths (age adjusted per 100,000) ........ 1987 23.0 231 227 219 215 213 210 20.2 P19.4 20.6
a. Blackfemale. ... ... ... . . .. . 1990 275 - 277 270 271 269 275 26.5 P26.5 25
16.4 Cervical cancer deaths (age adjusted per 100,000) ............. 1987 2.8 2.8 2.7 2.7 2.6 2.7 25 25 --- 1.3
a. Blackfemale. .. ... ... . . . 1990 5.9 L. 5.7 6.1 5.7 5.0 5.2 4.7 --- 3
b. Hispanic femalel. . ... ... ... .. .. .. . . . 1977-83 3.6 3.3 3.0 34 3.1 35 3.1 3.1 --- 2
16.5* Colorectal cancer deaths (age adjusted per 100,000) ........... 1987 147 138 135 132 131 13.0 128 12.3 --- 13.2
a. Black . ... 1990 18.1 175 173 176 173 17.4 16.9 --- 16.5
16.6*  Cigarette smoking prevalence
People 18 years and OVEr. . . ... ...ttt 1987 29%  25% 26% 227% 25% 26% 25% --- --- 15%
Male . . 1987 31% 28% 28% 229% 28% 28% 27% --- --- 15%
Female . .. ... 1987 27%  23% 23% 225% 22% 23% 23% --- --- 15%
a. People with high school education or less 20 years and over . . . . 1987 34% 31% 31% 232% 30% 31% 30% --- --- 20%
b. Blue-collar workers 18 yearsand over ..................... 1987 41%  36% 36% 236% 34% 39% 36% --- --- 20%
c. Military personnel. . ......... .. .. 1988 42% --- --- 235% --- --- 32% --- --- 20%
d. Black 18 yearsand over. ... .......... ...t 1987 33% 26% 29% 228% 26% 27% 26% --- --- 18%
e. Hispanic 18 yearsand over ..............ciiiueeinnnn.. 1987 24%  23% 20% 221% 20% 20% 18% --- --- 15%
f.  American Indian/Alaska Native 18 years and over ............ 1979-87 342-70%  38% 31% 240% 39% 40% 35% --- --- 20%
g. SoutheastAsianmale..................uuirinineno... 1984-88 55% 435% “436-41% R T --- --- 20%
h. Females of reproductive age (18-44 years) ................. 1987 29%  26% 27% 228% 26% 27% 26% --- --- 12%
i. Pregnantfemales.......... ... ... ... i 1985 25%  19% 20% --- 20% --- 18% --- --- 10%
j.  Females who use oral contraceptives . . .. .................. 1983 36% °526% --- --- --- .- 24% --- --- 10%
16.7*  Dietary fat intake among people 2 years and over 6
National Health and Nutrition Examination Survey
Average percent of calories from total fat. .. .................. 1976-80 736% --- --- --- --- 834%  --- --- ---  30%
Average percent of calories from saturated fat. . . .............. 1976-80 713% --- --- --- --- 812% --- --- --- 10%
Percentwho metgoalforfat................ ... ... .. ...... 1988-94 a27% --- --- --- 50%
Percent who met goal for saturated fat . ..................... 1988-94 a29% --- --- --- 50%
Continuing Survey of Food Intakes by Individuals
Average percent of calories from total fat. . . .................. 1989-91 34% --- --- 33% 33% 33% --- 30%
Average percent of calories from saturated fat. . ............... 1989-91 12% --- --- 0 11%  11% 11% --- 10%
Percent who metgoal forfat.............................. 1989-91 22% --- --- 32% 33% 34% --- 50%
Percent who met goal for saturated fat . ..................... 1989-91 21% --- --- 34%  35% 36% --- 50%
16.8*  Average daily intake of vegetables, fruits, and grain products
among people 2 years and over ©
Average number of servings
Vegetables and fruits. . .. ... ... 1989-91 4.1 --- --- 4.6 4.7 4.7 --- 5.0
Grain products. . . . ..ot 1989-91 5.8 --- --- 6.7 6.8 6.9 --- 6.0

Proportion who met Dietary Guidelines goal
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Table 16. Cancer objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Vegetables and fruits. . .. ... ... 1989-91 29% --- ---  36% 37% 35% --- 50%
Grain products. . . ... 1989-91 40% --- --- 50% 53% 52% --- 50%
16.9 Actions to limit sun exposure
Among people 18 years and over those very likely to—
Limit SUN @XPOSUIe . . . ..t 1992 a32% --- --- --- --- --- 60%
USE SUN SCIEEIMN . . o o vttt e e et e e et e 1992 a29% --- --- --- --- --- 60%
Wear protective clothing . ............ ... ... ... .. ... ... 1992 28% --- --- --- --- --- 60%
Avoid artificial ultraviolet light. . .. ........ ... ... ... ... ... --- --- --- --- --- --- --- --- --- 60%
16.10 Tobacco, diet, and cancer screening and counseling by
clinicians
SMOKING PALIENES . . . oot ot et 1986 952% 91996% --- S e - --- .- T5%
Digital FeCtal . . . . oottt --- 104904 ce- - T5%
Blood Stool . . . . ... --- 1056% 75%
Proctoscopic eXam . . .. ... --- 1023% --- --- --- --- --- --- --- 75%
Breast PhySICal. . . .. oot --- 1078% --- 75%
MammOGram . . . ..ttt e --- 1037% 75%
Pap teSt . . o --- 10550 75%
Percent of clinicians routinely providing service to 81-100% of
patients
Formulation of diet/nutrition plan
Pediatricians . . . . ... --- --- --- 31% --- --- --- -1z 75%
NUrse practitioners . ..............ouiuiiiiiranannene... --- --- --- 31% --- R --- U31%  75%
Obstetricians/gynecologists . . . ............... ... --- --- .- 19%  --- - e .- 11z 75%
INTEINISTS . . . . o --- --- --- 33% --- --- --- - 12 75%
Family physicians .. ......... . --- --- .- 24% --- --- --- -- 12 75%
Discussion of strategies to quit smoking
Pediatricians . . . . .. ... --- --- .- 19% --- --- --- --nazo 75%
Nurse practitioners ... ........... ..ot --- --- --- 20% --- .- - - 139%  75%
Obstetricians/gynecologists . . . .. ..o --- --- .- 28% --- .- - - 12 75%
INterNIStS . . . --- --- ---  50% --- --- --- -- iz 75%
Family physicians .. ............ ... . .. --- --- --- 43% --- .- e -- 112 75%
16.11  Breast examination and mammogram
Female 50 years and over (preceding 1-2years) . ............... 1987 25%  49% --- 51% 55% 56% --- --- --- 60%
a. Hispanic female 50 yearsandover. . ...................... 1987 18%  42% --- A47%  47% 50% --- --- --- 60%
b. Low-income female 50 years and over (annual family income less
than $11,000)13 . . . .. ... ... 1987 15% 32% --- 32% 39% 38% --- --- --- 60%
c. Female 50 years and over with less than high school education . . 1987 16% 35% ---  35% 42% 42% --- --- --- 60%
d. Female 70yearsand Over . ............c.iiiinnnnnnnn. 1987 18% 39% --- 39% 44% 45% --- --- --- 60%
e. Black female 50 yearsandover............... ... .. ... 1987 19% 43% ---  48% 54% 56% --- --- --- 60%
16.12  Pap test 14
Everreceived . . ... ... 1987 88% --- --- 93% 95% 94% --- --- --- 95%
a. Hispanic female 18 yearsandover. . ...................... 1987 75% --- --- 88% 88% 91% --- --- --- 95%
b. Female 70 yearsand over ............. ... 1987 76% --- ---  86% 91% 90% --- --- --- 95%
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Table 16. Cancer objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
c. Female 18 years and over with less than high school
education. . . . ... 1987 79% --- --- 87% 91% 91% --- --- --- 95%
d. Low-income female 18 years and over (annual family income
less than $10,000)13. . . ... .. ... 1987 80% --- --- 89% 89% 91% --- --- --- 95%
Received within preceding 3years . .................ccviu.... 1987 75% --- .- T4% T78% TT% --- --- --- 85%
a. Hispanic female 18 yearsandover. ....................... 1987 66% --- .- T4%  T7%  T74% --- --- --- 80%
b. Female 70 yearsand over .................iiiin... 1987 44% --- ---  46% 54% 53% --- --- --- 70%
c. Female 18 years and over with less than high school
education. . . . ... 1987 58% --- --- 58% 64% 62% --- --- --- 75%
d. Low-income female 18 years and over (annual family income less
than $10,000). . . . ..ottt 1987 64% --- --- 65% T71% 72% --- --- --- 80%
16.13  Fecal occult blood test and proctosigmoidoscopy (50 years and
over)
Received fecal occult blood testing within preceding 2 years. . ... ... 1987 27% --- --- 30% --- --- --- --- --- 50%
Ever received proctosigmoidoSCoOpy . .. ..o i i 1987 25% --- --- 33% --- --- --- --- --- 40%
People 65 years and over with routine checkup in past 2 years who
had a fecal occult blood test . . . ........ ... ... ... . . ... ... ... 36%
16.14  Oral, skin, and digital rectal examinations
People 50 years and over (during pastyear). . .................. --- --- --- --- --- --- --- --- --- 40%
Oral. . 9%
SKIN .- 17%
Digital rectal . . ... .. 1987 27% --- --- 38% --- --- --- --- ---
16.15 Pap test quality
Monitoring cytology laboratory. . .. ....... ... ... ... ... .. ... ... 1988-92  15100% --- --- - 1617100% ---  100%
16.16  Monitoring and certifying mammography facilities
Certified by FDA . . . ... 1990 18-21% --- 64% --- --- --- --- ---  100%
Mammogram Quality Standards Act compliance
NO noncomplianCes. . . . . ..ot --- --- --- --- --- --- 31.9% 48.2% 56.4%
Level 3findings. . . ..o --- 47.1% 38.6% 28.6%
Level 2findings. . . ... --- --- --- 18.8% 11.9% 13.9%
Level 1findings. . . ... --- --- --- --- --- --- 2.2% 1.4% 1.1%
16.17* Oral cancer deaths (per 100,000)
Male 4574 Years. . . .. 1987 136 134 127 122 121 111 110 10.7 P10.3 10.5
Female 45-74 years. . ... ... 1987 4.8 4.6 4.6 4.3 4.2 4.0 3.9 35 P35 4.1
a. Black male 45-74 years. .. ... 1990 29.4 269 273 262 252 234 22.6 P20.6 26.0
b. Black female 45-74 years. . ... ... . .. 1990 6.9 6.9 6.0 5.8 5.7 6.4 50 P5.2 6.9

--- Data not available.

Category not applicable.

PPreliminary data.
1Updates exclude data from States lacking an Hispanic-origin item on their death certificate or for which Hispanic-origin data were not of sufficient quality.
2|n 1992, the definition of “current” changed to include “some days” (intermittent smoking).
SEstimates for different tribes.

4Vietnamese males only.

51988 data.

6Estimates are from 1-, 2-, or 3-day dietary data. See text for explanation.
"For people up to 74 years.

aBaseline has been revised.
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81988-94 data.

9Data reflect tobacco screening and counseling only.

101989 data.

111997-98 data.

12Response rate for this group was too low to produce reliable estimates.

13Beginning with 1993, data are for women with family incomes below the Census poverty threshold.
L4Includes women without a uterine cervix.

1515 of 3,200 laboratories closed or limited in cytology testing.

16199396 data.

178 of 3,200 laboratories terminated from medical payments until differences corrected.

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

Objective number Data source
16.1*, 16.1a National Vital Statistics System, CDC, NCHS.
16.2*, 16.2a,b National Vital Statistics System, CDC, NCHS.
16.3, 16.3a National Vital Statistics System, CDC, NCHS.
16.4, 16.4a National Vital Statistics System, CDC, NCHS.
16.4b Baseline: Surveillance, Epidemiology, and End Results, NIH, NCI.
Updates: National Vital Statistics System, CDC, NCHS.
16.5%, 16.5a National Vital Statistics System, CDC, NCHS.
16.6*,16.6a,b,d,e,h National Health Interview Survey, CDC, NCHS.
16.6¢ Worldwide Survey of Substance Abuse and Health Behaviors Among Military Personnel, DoD, OASD.
16.6f Baseline: CDC.
Updates: National Health Interview Survey, CDC, NCHS.
16.69 Baseline: Local surveys.

1990 update: Jenkins CH. Cancer risks and prevention practices among Vietnamese refugees. Western J of Med 153:34-9. 1990.
1991 update: Jenkins CNH, et al. Tobacco use in Vietnam: Prevalence, predictors, and the role of the transnational tobacco corporation
JAMA 227(21):1726-31. 1997; Jenkins CNH, et al. The effectiveness of a media-led intervention to reduce smoking among Vietnamese-American men.
AJPH 87(6):1031-4. 1997.
16.6i Baseline and 1991 update: National Health Interview Survey, CDC, NCHS.
1993 update: National Health and Pregnancy Survey, NIH, NIDA.
1995 update: National Survey of Family Growth, CDC, NCHS.

16.6j 1983 baseline and 1985 update: Behavioral Risk Factor Surveillance System, CDC, NCCDPHP.
1995 update: National Survey of Family Growth, CDC, NCHS.

16.7* 1976-80 and 1988-94 data: National Health and Nutrition Examination Survey, CDC, NCHS.
1989-91 baselines and 1994-96 updates: Continuing Survey of Food Intakes by Individuals, USDA.

16.8* Continuing Survey of Food Intakes by Individuals, USDA.

16.9 National Health Interview Survey, CDC, NCHS.

16.10 1986 baseline: Physician Practice Study, University of Chicago.

1989 updates: Survey of Physician’s Attitudes and Practices in Early Cancer Detection, NIH, NCI.
1992 data: Primary Care Provider Surveys, OPHS, ODPHP.
1997-98 data: Prevention in Primary Care Study, American College of Preventive Medicine.

16.11, 16.11a National Health Interview Survey, CDC, NCHS.

16.12, 16.12a National Health Interview Survey, CDC, NCHS.

16.13 National Health Interview Survey, CDC, NCHS.

16.14 National Health Interview Survey, CDC, NCHS.

16.15 Clinical Laboratory Improvements Act, HCFA.

16.16 Baseline and 1992 update: American College of Radiology; 1995-97 data: Mammography Quality Assurance Program, FDA.
16.17*%, 16.17 National Vital Statistics System, CDC, NCHS.

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



Cancer Objectives

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

Duplicate objective: 2.2

16.1a* Reverse the rise in cancer
deaths among blacks to achieve a
rate of no more than 175 per
100,000 people.

Duplicate objective: 2.2a

16.2* Slow the rise in lung cancer
deaths to achieve a rate of no more than
42 per 100,000 people.

Duplicate objective: 3.2

16.2a* Slow the rise in lung cancer
deaths among females to no more
than 27 per 100,000.

Duplicate objective: 3.2a

16.2b* Slow the rise in lung cancer
deaths among black males to no
more than 91 per 100,000.

Duplicate objective: 3.2b

16.3 Reduce breast cancer deaths to no
more than 20.6 per 100,000 women.

16.3a Reduce breast cancer deaths
among black females to no more
than 25 per 100,000 women.

16.4 Reduce deaths from cancer of the
uterine cervix to no more than 1.3 per
100,000 women.

16.4a Reduce deaths from cancer
of the uterine cervix among black
females to no more than 3 per
100,000 women.

16.4h Reduce deaths from cancer
of the uterine cervix among
Hispanic females to no more than 2
per 100,000 women.

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

Duplicate objective: 2.23

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

Duplicate objective: 2.23a

16.6* Reduce cigarette smoking to a
prevalence of no more than 15 percent
among people aged 18 and older.

Duplicate objectives: 3.4 and 15.12

Healthy People 2000 Review, 1998-99

16.6a* Reduce cigarette smoking
to a prevalence of no more than
20 percent among people aged 20
and older with a high school
education or less.

Duplicate objectives: 3.4a and
15.12a

16.6b* Reduce cigarette smoking
to a prevalence of no more than
20 percent among blue-collar
workers aged 18 and older.

Duplicate objectives: 3.4b and
15.12b

16.6j*: Reduce cigarette smoking to
a prevalence of no more than

10 percent among women who use
oral contraceptives.

Duplicate objectives: 3.4j and
15.12j

16.7* Reduce dietary fat intake to an
average of 30 percent of calories or less
and average saturated fat intake to less
than 10 percent of calories among
people aged 2 and older. In addition,
increase to at least 50 percent the
proportion of people aged 2 and older
who meet the Dietary Guidelines’

16.6¢c* Reduce cigarette smoking toaverage daily goal of no more than

a prevalence of no more than
20 percent among military
personnel.

Duplicate objectives: 3.4c and
15.12c

16.6d* Reduce cigarette smoking
to a prevalence of no more than
18 percent among blacks aged 18
and older.

Duplicate objectives: 3.4d and
15.12d

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

Duplicate objectives: 2.5 and 15.9

16.8* 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

16.6e* Reduce cigarette smoking tofor grain products. In addition, increase

a prevalence of no more than
15 percent among Hispanics aged
18 and older.

Duplicate objectives: 3.4e and
15.12e

to at least 50 percent the proportion of
people aged 2 and older who meet the
Dietary Guidelines’ average daily goal

of 5 or more servings of
vegetables/fruits, and increase to at least
50 percent the proportion who meet the

16.6f* Reduce cigarette smoking to 90al of 6 or more servings of grain

a prevalence of no more than

products.

20 percent among American Indianspypiicate objective: 2.6

and Alaska Natives.

Duplicate objectives: 3.4f and
15.12f

16.6g* Reduce cigarette smoking
to a prevalence of no more than
20 percent among Southeast Asian
men.

Duplicate objectives: 3.4g and
15.12g

16.6h* Reduce cigarette smoking
to a prevalence of no more than
12 percent among women of
reproductive age.

Duplicate objectives: 3.4h and
15.12h

16.6i*: Reduce cigarette smoking to
a prevalence of no more than

10 percent among pregnant women.

Duplicate objectives: 3.4i and
15.12i

NOTE: The definition of vegetables,
fruits, and grain products and serving
size designations are derived from the
Food Guide Pyramid. Vegetable, fruit,
and grain ingredients from mixtures are
included in the total, and fractions of
servings are counted.

16.9 Increase to at least 60 percent the
proportion of people of all ages who
limit sun exposure, use sunscreens and
protective clothing when exposed to
sunlight, and avoid artificial sources of
ultraviolet light (e.g., sun lamps, tanning
booths).

16.10Q Increase to at least 75 percent the
proportion of primary care providers
who routinely counsel patients about
tobacco-use cessation, diet modification,
and cancer screening
recommendations,which includes
providing information on the potential
benefit or harm attributed to the
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various screening modalities and
discussion of risk factors associated with
breast, prostate, cervical, colorectal, and
lung cancers.

16.12 Increase to at least 60 percent
those women aged 50 and older who
have received a clinical breast
examination and a mammogram within
the preceding 1 to 2 years.

16.11a Increase to at least

60 percent Hispanic women aged 50
and older who have received a
clinical breast examination and a
mammogram within the preceding 2
years.

16.11b Increase to at least

60 percent low-income women aged
50 and older who have received a
clinical breast examination and a

Pap test within the preceding 3 100,000 among black females aged

years. 45-74.
16.12c Increase to at least Duplicate objectives: 3.17b and
95 percent the proportion of women 13.7b

aged 18 and older with less than a
high school education who have
ever received a Pap test, and to at
least 75 percent those who received
a Pap test within the preceding 3
years.

*Duplicate objective.

16.12d Increase to at least

95 percent the proportion of
low-income women (annual family
income less than $10,000) aged 18
and older who have ever received a
Pap test, and to at least 80 percent
those who received a Pap test
within the preceding 3 years.

16.13 Increase to at least 50 percent the

mammogram within the preceding 2proportion of people aged 50 and older

years.

16.11c Increase to at least

60 percent women aged 50 and
older with less than high school
education who have received a
clinical breast examination and a

who have received fecal occult blood
testing within the preceding 1 to 2
years, and to at least 40 percent those
who have ever received
proctosigmoidoscopy.

16.14 Increase to at least 40 percent the
mammogram within the preceding 2proportion of people aged 50 and older
years. visiting a primary care provider in the
preceding year who have received oral,
skin, and digital rectal examinations
during one such visit.

16.11d Increase to at least

60 percent women aged 70 and
older who have received a clinical
breast examination and a 16.15 Ensure that Pap tests meet quality
mammogram within the preceding 2standards by monitoring and certifying
years. all cytology laboratories.

16.11e Increase to at least 16.16 Ensure that mammograms meet
60 percent black women aged 50 quality standards by inspecting and

and older who have received a certifying 100 percent of mammography
clinical breast examination and a  facilities according to the requirements
mammogram within the preceding 2of the Mammography Quality Standards
years. Act.

16.12 Increase to at least 95 percent thel6.17* Reduce deaths due to cancer of
proportion of women aged 18 and older the oral cavity and pharynx to no more
who have ever received a Pap test, andthan 10.5 per 100,000 men aged 45-74
to at least 85 percent those who receivednd 4.1 per 100,000 women aged

a Pap test within the preceding 1 to 3 45-74.

years.

16.12a Increase to at least

95 percent the proportion of
Hispanic women aged 18 and older
who have ever received a Pap test,
and to at least 80 percent those who
received a Pap test within the
preceding 3 years.

16.12h Increase to at least

95 percent the proportion of women
aged 70 and older who have ever
received a Pap test, and to at least
70 percent those who received a
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Duplicate objectives: 3.17 and 13.7

16.17a* Reduce deaths due to
cancer of the oral cavity and
pharynx to no more than 26.0 per
100,000 among black males aged
45-74,

Duplicate objectives: 3.17a and
13.7a

16.17b* Reduce deaths due to
cancer of the oral cavity and
pharynx to no more than 6.9 per
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Priority Area 17
Diabetes and
Chronic Disabling

objective 17.5
Rate per 1,000 population

Figure 18. Rates of activity limitation due to chronic back
conditions: United States, 1986—

96 and year 2000 target for

Conditions *
25 |
Background —
20 |

As the population of the United
States grows older, the problems posed
by chronic and disabling conditions
increasingly demand the Nation’s 15
attention. Quality, not merely quantity,
of life has become a major issue.
Chronic and disabling conditions that
significantly affect quality of life include
diabetes, arthritis, deformities or
orthopedic impairments, hearing and
visual impairments, and mental
retardation.

10

0

/'/

Year 2000 target

Disability, defined by a limitation of
the ability to perform major activities

1988 1990 1991

1992 1993 1994 1995 1996

caused by chronic health conditions and
impairments, affects an increasing

number of Americans (10 percent in 1966~

88

1988—-
90

1989—-
91

1990—-

Year
2000
target

1994—
96

1991-
93

1992—
94

1993—

92 95

1996) (1). Nearly 40 million people

have functional limitations that interfere All persons ... 219 237 251

25.3 27.3 28.1 28.8 27.9 19

with their daily activities, and about 12
million have limitations that prevent . .

. . National Health Interview Survey.
them from working, attending school, or
maintaining a household. The underlying o
conditions most often responsible for ~ diabetes incidencel.1]). The
these limitations are arthritis, heart prevalence of diabeted7.1]) and
disease, back conditions, lower diabetes-related mortalityl {.9 have
extremity impairments, and also generally been increasing,
intervertebral disc disorders (2). For ~ especially for blacks and American
those under 18 years of age, the most Indians and Alaska Natives. Data on
frequent causes of activity limitation are prevalence of peptic ulced¢.2])
asthma, mental retardation, mental indicate that, after increasing in 1992,
iliness, and hearing and speech

impairments. Incl /
(17.7) is discussed in the text for

Priority Area 8.
Data Summary

Summary of Progress
Highlights

Several measures of chronic for 20 of the 23 objectives in this

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

beyond the baseline to assess progress
(17.15and17.18. Progress fol7.22is
described in the text for Priority Area
22, which discusses the duplicate
objective @2.4).

Objective17.19calls for the
voluntary establishment of policies or
programs for the hiring of people with

the rate has been steadily declining. Thealisabilities. Since this objective was
recent increase in years of healthy life created, Congress has passed the

Americans with Disabilities Act of 1990
(ADA) that prohibits all employers from
discriminating against a “qualified
disabled individual because of the
disability in regard to job application

Data are available to assess progressrocedures, hiring, advancement. . .” (3).

Assuming full compliance with the

disability that had been increasing have priority area. Five objectivesly.6, 17.7, apA, this objective has been achieved

declined in recent years. These include 17.13, 17.22and17.23 are moving

via legislation.

people limited in major activity due to
chronic conditions 17.2), people limited
in activity due to asthmal({7.4), people

with significant hearing impairment

toward the year 2000 targets. Ten

(17.2-17.5, 17.8-17.12nd17.2]) are

moving away from the targets. ProgressData Issues
for 17.14is being measured with the

(17.9, and people with significant visual data for the subobjectives and the trend

impairment (7.7). Rates for people with are mixed; progress fdt7.17is also
activity limitation due to chronic back  mixed. Earlier detection of significant
conditions (7.5 (seefigure 1§ hearing impairmentsl(.1§ and years

Years of Healthy Life

The concept of increasing the span
of healthy life is one of the three

continued the upward trend away from
the year 2000 target in 1996. Data for
1993-95 indicate a sharp increase in

Healthy People 2000 Review, 1998-99

of healthy life (L7.1) showed no change. Healthy People 200@oals and a
For the remaining objectives one has nospecific measure has been developed to
baseline {7.20 and two have no data track an objective in three priority areas
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(8.1, 17.1 and21.]). See theappendix  District of Columbia (including New American Indian and Alaska Native

for a discussion of years of healthy life. York), is considerably lower than data for 1996 for objectivd7.11aare
originally published and, in fact, has from the Indian Health Service (IHS)
Definitions met the year 2000 target for this Patient Comprehensive Care file. The

subobjective. The number of States file excludes data from 25 (representing

reporting Hispanic origin data on their 11 percent of the population served by

birth and death certificates has varied IHS) of the 166 IHS service units

from year to year; seappendixfor because data were incomplete.

more information. Baseline data for objectivek/.15
Overweight (objectivel7.12 for and17.17(clinical assessment of

adults is defined as a body mass index childhood development and cognitive

(BMI) at or above the sex-specific 85th assessment of older adults) are from the

Subobjectivel7.2a(limitation in
major activity due to chronic conditions)
targets people with low income.
Originally this subobjective was tracked
with data for people with annual family
incomes of less than $10,000. Because
of changes in the poverty level over
time, data are also shown for people

ith family incomes below Census percentile of the 1976-80 National Primary Care Provider Surveys (PCPS).
le it tlh):l hold Wndi u Health and Nutrition Examination The data on testing/evaluation-inquiry
poverty threshold (seappendiy. Survey (NHANES l1) reference represent the proportion of providers

The 1984-85 baseline figures for population 20-29 years of age. For who routinely queried 81-100 percent of

8g£gﬂ'\1/i$117é§t\;vn?2taecsjefrcl>\r/?ﬁeby adolescents, overweight is the sex- and their patients about specific functioning.
noninstituq[ionalize d population from the age-specific 85th percentile from The data on treatment/referral refer to
1984 National Health Interview Survey NHANES I (seeNote with the_text of  the proportion of providers Who
(NHIS) Supplement on Aging (SOA) objectivel7.12. BMI cutoff points for rou_tmely provided these services to
with data for those in nursing homes adults are 27.8 kilograms per meter patients who needed the services. The.
from the 1985 National Nursing Home squared for males, and 27.3 kilograms sample was drawn from the membership
Survey (NNHS). The 1984 SOA asked per meter squared for females. Current rolls_ of_p_rofessmnal organizations for _
about seven spécific personal care international research appears to |nd|catped|e_1tr_|0|ans, nurse practitioners, fqmlly
activities. also referred to as activities Ofthat a lower BMI of 25 kllograms_ per phys_|C|ans_, obstetnuans/gynecologlsts,
daily Iiviﬁg (ADL's) for persons 65 meter squa_red may be_ more clinically and internists. Response rates varied

d Because of the wa therelev_ant to mcrez_ised risk of from 50-80 percent across these groups.
éizrssti;?s V(\)/\e’?é' asked on the NNHg cardiovascular disease (5,6). The Prevention in Primary Care Study
only five ADL’s were used for tracking o (PPCS) was conducted in 1997-98 0

Data Source Description update data from the PCPS. The design

this objective. The numerator included and items included in the 199798 study
respondents to the SOA who said they Diabetes-related mortality data were similar to the PCPS, but a slightly

had *any difficulty” performing at least ~ (17.9) are derived from the different sampling frame was used and
two ADL's combined with patients for - multiple-cause-of-death files. Data some items included in the 1992 surveys
whom administrators reported to the  include all mentions of diabetes on the \yere not included in the PPCS. The
NNHS as “receiving assistance” with at death certificate, whether as an professionals were sampled from listings
least 2 ADL's. The denominator for the - underlying or contributing cause of of all licensed, active practitioners in the

noninstitutionalized population 65 years times as likely to be listed as a least 50 percent primary care. Because
population 65 years and over. The underlying cause. provider groups, updates are available

update for this objective is derived from Data on lower extremity amputation oy for nurse practitioners
combined data from the 1994 NHIS  for objective17.10-17.10come from Y P '
Second Supplement on Aging (SOAII) the National Hospital Discharge Survey comparability of Data Sources

and data from the 1995 NNHS using theqNHDS) maintained by the National .
same questions as were used for the  Center for Health Statistics (NCHS). The baseline data fdt7.8 (mental

baseline. However, because of the way Data for the survey are obtained from retardation) were revised to be

data were collected in the SOA I, the  approximately 480 hospitals throughout comparable with data from the

1994-95 update is for persons 70 yearsthe United States. Data on race are not Metropolitan Atlanta Developmental

and over. The 1984-85 data were also reported by many hospitals due to Disabilities Surveillance Program, which

computed for ages 70 years and over toomission of a race field on hospital uses school counts of children classified

provide a comparison with the 1994-95 discharge reporting forms. Automation as mentally retarded.

update. of the hospital discharge systems has led Overweight {7.12 is being tracked
The 1990 baseline data for to an increase in the use of these formsWith two data sources. The primary data

diabetes-related deaths for Puerto RicangJB-82 and UB-92) in recent years. A source is the NHANES, which provided

(17.99 have been revised. The original comparison of NHDS data with those ~ baseline data for most of the overweight

baseline published in thielidcourse who reported being hospitalized in the objectives and the 1988-94 updates;

Review and 1995 Revisiol$) included NHIS (NHIS data were adjusted to these data are derived from measured

data for 45 States and the District of  exclude hospitalizations of 1 day or height and weight. The second data

Columbia. It did not include data for less) indicated that underreporting for ~ source is the NHIS. This survey

New York where more than one-half of whites is roughly 22 percent in 1991;  provides interim estimates shown in an

the U.S. Puerto Rican population the difference in reporting for blacks earlier publication (8), updates for
resides. The revised baseline, which  was negligible (7). Hispanic females and American
includes data for 47 States and the Indians/Alaska Natives, and all data for
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people with disabilities. NHIS estimates 8. National Center for Health Statistics. Healthy

are based on Self_reported helghts and people 2000 review, 1992. Hyattsville, Maryland:

weights and are not comparable with théuPlic Health Service. 1993.

actual measured data from NHANES;
prevalence estimates of overweight from
self-reported height and weight are
lower. Trends from the NHIS self-report
measures, like those from NHANES,
show a steady increase in prevalence of
overweight; this increase is, however,
different in magnitude from that
observed in the data derived from
measured height and weight.

Objective17.13(light-to-moderate
physical activity) is being tracked with
the NHIS. The list of activities asked by
the NHIS has not been identical from
year to year. The 1985 and 1990 surveys
did not ask about some activities for
people 65 years and over; thus, the data
shown are for people 18-64 years of
age. The 1991 and 1995 surveys asked
about some activities different from the
previous surveys, but people of all age
groups were asked the same questions.
Because of these differences, 1985 and
1990 data are not comparable to 1991
and 1995 data. (See text for Priority
Area 1 for more information.)
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Table 17. Diabetes and chronic disabling conditions objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
17.1*  Years of healthy life ............ ... ... ... ..... 1990 64.0 63.9 63.7 63.5 63.8 63.9 64.2 -- 65
a. Black ... 1990 56.0 56.0 55.6 55.2 55.6 56.0 56.5 -- 60
b. Hispanicl ......... ... .. .. .. . 1990 64.8 63.6 264.0 63.2 64.2 64.0 64.7 -- 65
c. People65yearsandoverd................... 1990 11.9 11.8 11.9 11.9 121 12.0 12.2 -- 14
17.2 Limitation in major activity due to chronic 1988 9.4% 9.3% 9.6% 10.3% 10.6% 10.3% 10.1% 10.0% -- 8%
conditions . ...
a. Low-income people (annual family income less than
$10,000) . .ot 1988 18.9% 19.2% 19.6% 202% 209% 21.1% 21.4% 22.7% -- 15%
Below poverty level ........................ S ---  146% 155% 16.2% 16.5% 16.8% 17.1% 17.5% -- -
b. American Indian/Alaska Native . .. ............. 1983-85 13.4% “412.3% 512.0% 512.6% 712.4% 813.3% 913.5% 1014.9% -- 11%
c. Black ... ... .. . 1988 11.2% 10.7% 11.0% 12.2% 12.6% 12.5% 12.2% 12.5% -- 9%
d. PuertoRican .............. ... .. .. ... 1989-91 11.7% 612.0% 712.7% 813.4% °13.4% 1013.0% -- 10%
17.3* People with difficulty performing self-care activities
(per 1,000)
People 65yearsandover. . ..................... 1984-85 111 --- --- --- --- --- --- --- -- 20
People 70 yearsand over. ... ................... 1984-85 a141 --- --- --- --- --- 11163 --- -- 90
a. People85yearsandover.................... 1984-85 371 --- --- --- --- --- 1471 --- -- 325
b. Black 65yearsandover..................... 1984-85 a132 --- --- --- --- --- --- --- -- 98
Black 70 yearsand over. ... ................. 1984-85 a166 --- --- --- --- --- 11218 --- -- 98
17.4 People with asthma with activity limitation ... ... .. 1986-88 19.4% 420.4% 521.8% 621.8% 7225% 822.0% 920.7% 1919.6% -- 10%
a. Black ... 1989-91 30.5% 630.3% 732.1% 831.5% °29.1% 1927.0% -- 19%
b. PuertoRican? .............. ... .. ........ -- 22%
175 Activity limitation due to chronic back conditions
(Per 1,000) . .. oo 1986-88 21.9 423.7 525.1 625.3 727.3 828.1 928.8 1027.9 -- 19
17.6 Significant hearing impairment (per 1,000)  ........ 1986-88 88.9 489.5 589.7 693.5 793.6 891.9 989.0 1085.1 -- 82
a. People45yearsandover.................... 1986-88 203 4206.2 5205.2 62157 72132 8207.4 °200.4 10195.9 -- 180
17.7 Significant visual impairment (per 1,000) .......... 1986-88 345 4325 531.7 632.8 734.8 835.1 934.0 1031.3 -- 30
a. People65yearsandover.................... 1986-88 87.7 481.8 578.0 679.8 787.4 888.3 984.6 1084.2 -- 70
17.8* Serious mental retardation (per 1,000)
Children 10 years with IQ lessthan 50 . ... ......... 1985-87 a3.1 --- --- --- 133.6 --- --- --- -- 2
17.9 Diabetes-related deaths (age adjusted per 100,000) 1986 38 38 38 38 40 40 40 41 -- 34
a. Black . ... ... 1986 67 71 71 71 74 73 76 76 -- 58
b. American Indian/Alaska Native . ... ............ 1986 46 53 51 57 60 58 63 63 -- 41
c. Mexican American' ... ...... .. ... .. ... 1990 a55.7 50.3 51.1 56.6 55.6 56.7 60.1 -- 50
d. PuertoRican'.......... ... .. .. .. ... . ... .. 1990 a40.7 47.2 48.7 48.5 57.8 63.2 58.5 -- 42
17.10 Diabetes-related complications
People with diabetes
End-stage renal disease (ESRD) (per 1,000)....... 1987 15 25 25 2.7 2.4 3.3 3.4 4.1 -- 1.4
Blindness (age-adjusted per 1,000) . ............. 1987 2.2 25 2.4 2.3 2.1 2.2 --- --- -- 14
Lower extremity amputation (per 1,000). .......... 1987 8.2 8.6 6.2 7.8 7.3 8.6 9.4 111 -- 4.9
Perinatal mortality (among infants of females with
established diabetes). . .......... ... .. ... ... 1988 5% --- --- --- --- --- --- --- -- 2%
Major congenital malformations . . . .............. 1988 8% --- --- --- --- --- --- --- -- 4%
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Table 17. Diabetes and chronic disabling conditions objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000

ESRD due to diabetes (per 1,000)

a. Black with diabetes. . ....................... 1983-86 2.2 153.1 --- --- 165,7 175.0 1852 1955 --- 2.0

b. American Indian/Alaska Native in Indian Health

Service areas with diabetes®® . . .............. 1983-86 2.1 4.2 4.4 5.4 --- --- --- --- --- 1.9

Lower extremity amputations due to diabetes (per

1,000)
c. Black with diabetes. .. ........... ... .. ... ... 1987 29.0 8.0 11.1 8.6 8.6 9.1 10.2 10.1 --- 6.1
17.11* Diabetes incidence and prevalence
Total population (per 1,000)
Incidence of diabetes. . ....................... 1986-88 2.9 42.6 52,5 62.4 2.8 83.1 93.4 103.1 --- 2.5
Prevalence of diabetes .. ..................... 1986-88 28 426 527 628 730 830 931 1031 --- 25
Prevalence of diabetes (per 1,000)
a. American Indian/Alaska Native 15 years and over in
Indian Health Service areas . . .. ............. 1987 69 --- --- --- --- --- --- 2090 --- 62

b. Puerto Rican (ages 20-74). .. ................ 1982-84 55 --- --- --- --- --- --- --- --- 49

c. Mexican American (ages 20-74) ... ............ 1982-84 54 --- --- --- --- 2166 --- --- --- 49

d. Cuban American (ages 20-74) .. .............. 1982-84 36 --- --- --- --- --- --- --- --- 32

e. Black (allages)............ciiiiiiii, 1986-88 36 436 536 636 738 840 942 1044 --- 32

17.12* Overweight prevalence

(Based on measured height and weight unless

otherwise indicated)

People 2074 years .. ... ... 1976-80 26% --- --- --- --- 20213504 --- --- --- 20%
Male . .. 1976-80 24% --- --- --- --- 20213404 --- --- --- 20%
Female .. ... ... 1976-80 27% --- --- --- --- 2021379 --- --- --- 20%

Adolescents 12-19 years . .. ............oououn... 1976-80 15% --- --- --- .- 2021249 --- --- --- 15%

a. Low-income female 20-74 years. .. ............ 1976-80 37% --- 2247% --- --- --- --- --- --- 25%

b. Black female 20-74years. . .................. 1976-80 44% --- --- --- --- 2021520 --- --- --- 30%

c. Hispanic female 20-74years . ................ 25%

Hispanic female 20 years and over

(self-reported)® . ... ... ... - --- 33% 32% 32% 33% 32% 35% --- ---

Mexican American female 20-74 years. . ........ 1982-84 39% --- --- --- --- 2021500 --- --- ---

Cuban female 20-74years. .................. 1982-84 34% --- --- --- --- --- --- --- ---

Puerto Rican female 20-74 years. . ............ 1982-84 37% --- --- --- --- --- --- --- --- L

d. American Indian/Alaska Native 20 years and over..  1984-88 29-75% --- B40%  B36%  B48% < B34%  2843% --- --- 30%

e. People with disabilities 20 years and over

(self-reported)?3. . . ... ... ... ... 1985 36% --- 38% 37% 38% 38% 40% --- --- 25%

f. Female with high blood pressure 20-74 years. . . . . 1976-80 50% --- --- --- --- --- --- --- --- 41%

g. Male with high blood pressure 20-74 years ... ... 1976-80 39% --- --- --- --- --- --- --- --- 35%

h. Mexican American male 20-74 years . .. ........ 1982-84 30% --- --- --- --- 20213704 --- --- --- 25%
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Table 17. Diabetes and chronic disabling conditions objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
17.13* Light-to-moderate physical activity
People 6yearsandover. . ..................... 30%
People 18-74 years
5 or more times perweek . ................... 1985 24220 242523% 24% --- --- --- 23% --- --- 30%
7 or more times perweek . ...... ... 1985 2416% 242516% 17% --- --- --- 16% --- --- 30%
a. Hispanic 18 years and over
5ormoretimesperweek .................... 1991 20% --- --- --- 22% --- --- 25%
17.14  Patient education for people with chronic and
disabling conditions . ........... ... .. ... .. ... 40%
a. People with diabetes (classes) .. ............. 1983-84 32%  2633% 39% --- 43% --- --- --- --- 75%
People with diabetes (counseling). . ......... 1983-84 68% --- --- --- --- --- --- --- --- o
b. People with asthma (classes) . ............... 1991 9% --- 10% --- --- --- --- 50%
c. Black with diabetes (classes) ................ 1991 34% --- 50% --- --- --- --- 75%
d. Hispanic with diabetes (classes).............. 1991 27% --- 26% --- --- --- --- 75%
17.15  Clinician assessment of childhood development --- --- --- --- --- --- --- --- --- 80%
Percent of clinicians routinely providing service to
81-100% of patients (children)
Visual acuity testing (3 years and over)
Pediatricians . . . . ... ... 1992 55% --- --- --- --- --- 80%
Nurse practitioners ......................... 1992 49% --- --- --- --- --- 80%
Family physicians .. ........... .. ... ....... 1992 30% --- --- --- --- --- 80%
Hearing testing (3 years and over)
Pediatricians . . . . ... ... 1992 47% --- --- --- --- --- 80%
Nurse practitioners . ........................ 1992 46% --- --- --- --- --- 80%
Family physicians . .............. ... ....... 1992 19% --- --- --- --- --- 80%
Evaluation of speech
Pediatricians . . .. ...t 1992 65% --- --- --- ... 2T 80%
Nurse practitioners . . .......... ... ... 1992 51% --- --- --- --- 2749% 80%
Family physicians .. ........................ 1992 39% --- --- --- .- 2728, 80%
Evaluation of motor development
Pediatricians . . .. ... 1992 72% --- --- --- --- T2 80%
Nurse practitioners . ........................ 1992 56% --- --- --- --- 2753% 80%
Family physicians .. ........................ 1992 45% --- --- --- --- 2128, 80%
Treatment/referral for vision problems
Pediatricians . . . . ... ... 1992 67% --- --- --- --- --- 80%
Nurse practitioners . .............. .. ........ 1992 35% --- --- --- --- --- 80%
Family physicians . ............. ... ......... 1992 56% --- --- --- --- --- 80%
Treatment/referral for hearing problems
Pediatricians . . . .. ... ... 1992 66% --- --- --- --- --- 80%
Nurse practitioners . ............... .. ....... 1992 35% --- --- --- --- --- 80%
Family physicians . ............ ... ... ....... 1992 55% --- --- --- --- --- 80%
Treatment/referral for speech problems
Pediatricians . . . . ... .. 1992 62% --- --- --- --- --- 80%
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Table 17. Diabetes and chronic disabling conditions objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Nurse practitioners . .................... 1992 34% --- --- --- --- --- 80%
Family physicians . ..................... 1992 48% --- --- --- --- --- 80%
Treatment/referral for motor problems
Pediatricians . . .. ...... .. ... oo 1992 55% --- --- --- --- --- 80%
Nurse practitioners . .................... 1992 33% --- --- --- --- --- 80%
Family physicians . ..................... 1992 49% --- --- --- --- --- 80%
17.16  Early detection of significant hearing impairment in
children (average age in months) 2° 1988 24-30 --- 27 --- --- --- --- --- --- 12
a. Black ........ ... 1991 36 12
17.17  Clinician assessment of cognitive and other
functioning in older adults
Percent of clinicians routinely providing service to
81-100% of patients (adults aged 65 years and over)
Visual acuity testing
Nurse practitioners . .................... 1992 24% --- --- --- --- 2719% 60%
Obstetricians/gynecologists . . ... .......... 1992 3% --- --- --- --- 2128 60%
INternists .. . . ..o 1992 15% --- --- --- - 2728 60%
Family physicians .. .................... 1992 12% --- --- --- --- 2128 60%
Hearing acuity testing
Nurse practitioners . .................... 1992 16% --- --- --- --- 2113% 60%
Obstetricians/gynecologists . .. ............ 1992 2% --- --- --- .- 2728 60%
INterNiStS . . . ..ot 1992 9% --- --- --- ... 228 60%
Family physicians .. .................... 1992 7% --- --- --- --- 2028 60%
Evaluation of physical mobility
Nurse practitioners . .................... 1992 41% --- --- --- --- 2735% 60%
Obstetricians/gynecologists . . ... .......... 1992 18% --- --- --- --- N8l 60%
INternists . . . .. oo 1992 42% --- --- --- --- 228 60%
Family physicians .. .................... 1992 26% --- --- --- --- 2128 60%
Evaluation for dementia
Nurse practitioners . .................... 1992 28% --- --- --- --- 2722% 60%
Obstetricians/gynecologists . . ... .......... 1992 9% --- --- --- --- 2128 60%
INternists .. . ... 1992 23% --- --- --- --- 2028 60%
Family physicians .. .................... 1992 13% --- --- --- ... 2128 60%
Inquiry about urinary incontinence
Nurse practitioners . .................... 1992 33% --- --- --- --- 2124% 60%
Obstetricians/gynecologists . .. ............ - --- --- --- --- --- --- --- - 2728 60%
INternistS . . ... oo 1992 30% --- --- --- --- 212 60%
Family physicians .. .................... 1992 15% --- --- --- --- 2128l 60%
Treatment/referral for vision problems
Nurse practitioners . .................... 1992 33% --- --- --- --- --- 60%
Obstetricians/gynecologists . . ............. 1992 35% --- --- --- --- --- 60%
Internists . . . ... ... 1992 63% --- --- --- --- --- 60%
Family physicians . ..................... 1992 54% --- --- --- --- --- 60%
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Table 17. Diabetes and chronic disabling conditions objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Treatment/referral for hearing problems
Nurse practitioners ...................... ... 1992 30% --- --- --- --- --- 60%
Obstetricians/gynecologists . . . ................. 1992 34% --- --- --- --- --- 60%
Internists.. . . ... 1992 52% --- --- --- --- --- 60%
Family physicians . .......... ... .. .. ......... 1992 46% --- --- --- --- --- 60%
Prescription of mobility aids/modification of living
environment to improve mobility
Nurse practitioners . ..................coouo... 1992 18% --- --- --- --- 2125% 60%
Obstetricians/gynecologists . . ... ............... 1992 15% --- --- --- --- 2128 60%
INEEINISES . . o vt 1992 31% --- --- --- .- 2728, 60%
Family physicians .. ......................... 1992 25% --- --- --- --- 2128, 60%
Investigation of/referral for treatable causes of dementia
Nurse practitioners . ......................... 1992 31% --- --- --- --- 2728% 60%
Obstetricians/gynecologists . . .. ................ 1992 27% --- --- --- --- 2128, 60%
INEEIMISES . . o ot ot e 1992 54% --- --- --- .- 2128, 60%
Family physicians .. ......................... 1992 40% --- --- --- --- 228 60%
Treatment/referral for urinary incontinence
Nurse practitioners ............... ... ....... 1992 31% --- --- --- --- 2728% 60%
Obstetricians/gynecologists . ... ................ 1992 56% --- --- --- .- 2728 60%
INEEIMISES . . o oot 1992 37% --- --- --- ..o 2T 60%
Family physicians .. ......................... 1992 31% --- --- --- --- 2128, 60%
17.18  Perimenopausal females counseled about estrogen
replacement therapy
Female 40-60years .............ouuvinnn.. 1994 80% --- --- --- 90%
Female 40—49 years . . ... 1994 76% --- --- --- 90%
Female 50-60years ......................... 1994 83% --- --- --- 90%
17.19  Worksites with policies for hiring people with
disabilities 3°
Worksites with a voluntary policy. .. ............... 1986 37% 100% 100% 100% 100% 100% 100% 100% 100% 75%
17.20  Service systems for children with or at risk of
chronic and disabling conditions (number of
States) . . o 50
17.21  Prevalence of peptic ulcer (per 1,000)
People 18 yearsandover. . ..................... 1991 19.9 23.7 24.4 23.0 22.0 21.2 --- 18
17.22* Identify gaps in health data . ................... 1990 None --- --- --- --- 8l 82... 3. 3.
identified
Establish mechanisms to meet needs3*. .. .......... 1990 None --- --- --- --- 8. 82 3. 3.
estab-
lished
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Table 17. Diabetes and chronic disabling conditions objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
17.23  People with diabetes who had a dilated eye exam in
the past year
People 18 yearsand over. . .. ................... 1989 49% --- 22520 --- --- --- --- --- --- 70%

--- Data not available.
Category not applicable.
aBaseline has been revised.
1Estimate based on preliminary data. Excludes mortality data from States lacking an Hispanic-origin item on their death certificate or for which Hispanic-origin data were not of sufficient quality.
See appendix.
2Estimate derived from 1991-93 health status data and 1992 mortality data.
3Years of healthy life remaining at age 65.
41988-90 data.
51989-91 data.
61990-92 data.
71991-93 data.
81992-94 data.
91993-95 data.
101994-96 data.
111994-95 data.
12Data are unreliable. Relative standard error is greater than 30%.
131991-93 data.
14Excludes data from States lacking an Hispanic-origin item on their death certificates or for which Hispanic-origin data were not of sufficient quality. See appendix.
151986-89 data.
161990-93 data.
171991-94 data.
181992-95 data.
19199396 data.
20pata are for people 20 years and over.
211988-94 data.
221988-91 data.
23Estimate derived from self-reported height and weight.
24Data are for people 18—64 years.
250Operational definition changed for subsequent tracking data.
261989 data.
271997-98 data.
28Response rate for this group was too low to produce reliable estimates.
29Among hearing-impaired children 4-6 years.
30Assuming full compliance, achieved through passage of the Americans with Disabilities Act of 1990.
31The National Committee on Vital and Health Statistics established a Subcommittee on State and Community Health Statistics. The Subcommittee’s charge (in part) is to work with Federal
and State agencies and appropriate private agencies to review and identify gaps in current health statistics.
32The Healthy People 2000 Midcourse Review added 111 additional subobjectives for major population groups at highest risk for disease, injury, and disability.
33As part of the planning process for 2010, data gaps are being identified and mechanisms to address these gaps are being considered.
34See text for Priority Area 22 for a discussion of this objective (duplicate objective 22.4).

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

Objective number Data source

17.1*, 17.1a—c National Vital Statistics System, CDC, NCHS; National Health Interview Survey, CDC, NCHS.
17.2, 17.2a—c National Health Interview Survey, CDC, NCHS.

17.3*, 17.3a,b National Health Interview Survey, CDC, NCHS.
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Objective number

Data source

17.4

175

17.6, 17.6a
17.7, 17.7a
17.8*

17.9, 17.9a,b
17.10

17.10a
17.10b
17.10c

17.11%, 17.11e
17.11a

17.11b—d
17.12*,17.12a,b,f,9
17.12¢,h

17.12d

17.12e

17.13* 17.13a
17.14a

17.14b
17.15

17.16
17.17

17.18
17.19

17.21
17.22*
17.23

National Nursing Home Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Baseline: Metropolitan Atlanta Developmental Disabilities Study, CDC, NCEH.

Update: Metropolitan Atlanta Developmental Disabilities Surveillance Program, CDC, NCEH.

National Vital Statistics System, CDC, NCHS.

For blindness: Massachusetts Blind Registry, Massachusetts Commission on the Blind.

For perinatal mortality and congenital malfunctions: Clinical series and selected State data.

For ESRD: End stage renal disease medicare reimbursement data, HCFA, Bureau of Data Management and Strategy.
For amputation: Denominator: National Health Interview Survey, CDC, NCHS; Numerator: National Hospital Discharge Survey, CDC, NCHS.
End-stage renal disease Medicare reimbursement data, HCFA, Bureau of Data Management and Strategy.
IHS, OPEL.

Denominator: National Health Interview Survey, CDC, NCHS.

Numerator: National Hospital Discharge Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Ambulatory Utilization Data, IHS.

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

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

National Health and Nutrition Examination Survey, CDC, NCHS.

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

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

Baseline: IHS, OPEL.

Updates: National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

1983-84 baseline: Halpern M. The impact of diabetes education in Michigan. Diabetes 38(2):151A, 1989.
1991 baseline and updates: National Health Interview Survey, CDC, NCHS.

National Health Interview Survey, CDC, NCHS.

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

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

1988 baseline: Annual Survey of Hearing Impaired Children and Youth, Commission on Education of the Deaf.
1991 baseline and updates: National Health Interview Survey, CDC, NCHS.

Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

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

National Health Interview Survey, CDC, NCHS.

Baseline: Survey of Persons with Disability, International Center for the Disabled.

Updates: Americans with Disabilities Act of 1990.

National Health Interview Survey, CDC, NCHS.

Subcommittee on State and Community Health Statistics, NCVHS; CDC, NCHS; OPHS, ODPHP.
Baseline: National Health Interview Survey, CDC, NCHS.

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

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



in major activity due to chronic
conditions.

Diabetes and
Chronic Disabling

17.2c Reduce to no more than

Conditions 9 percent the proportion of blacks
i . who experience a limitation in
ObjECtIVES major activity due to chronic

conditions.

17.2d Reduce to no more than
17.1* Increase years of healthy life to
at least 65 years.

NOTE: Years of healthy life (also
referred to as quality-adjusted life

in major activity due to chronic
conditions.

years) is a summary measure of health 17.3* Reduce to no more than 90 per

that combines mortality (quantity of life) 1,000 people the proportion of all
and morbidity and disability (quality of people aged 65 and older who have
life) into a single measure. difficulty in performing two or more
Duplicate objectives: 8.1 and 21.1 personal care activities, thereby
preserving independence.
17.1a* Increase years of healthy
life among blacks to at least 60

years.

NOTE: Personal care activities are
bathing, dressing, using the toilet,

Duplicate objectives: 8.1a and 21.1aeating.

17.1b* Increase years of healthy  Duplicate objective: 1.13 and age—relatecg
life among Hispanics to at least 65 objective for people aged 65 and older

years.
Duplicate objectives: 8.1b and 21.1b

17.1c* Increase years of healthy
life among people aged 65 and
older to at least 14 more years of
healthy life.

17.3a* Reduce to no more than

more personal care activities,

Duplicate objectives: 8.1c and 21.1c Duplicate objective: 1.13a

10 percent the proportion of Puerto
Ricans who experience a limitation

getting in and out of bed or chair, and

325 per 1,000 people the proportion
of all people aged 85 and older who
have difficulty in performing two or

thereby preserving independence.

NOTE: Chronic back conditions include
intervertebral disk disorders, curvature
of the back or spine, and other
self-reported chronic back impairments
such as permanent stiffness or deformity
of the back or repeated trouble with the
back. Activity limitation refers to any
self-reported limitation in activity
attributed to a chronic back condition.

17.6 Reduce significant hearing
impairment to a prevalence of no more
than 82 per 1,000 people.

NOTE: Hearing impairment covers the
range of hearing deficits from mild loss
in one ear to profound loss in both ears.
Generally, inability to hear sounds at
levels softer (less intense) than 20
decibels (dB) constitutes abnormal
hearing. Significant hearing impairment
is defined as having hearing thresholds
for speech poorer than 25 dB. However,
for this objective, self-reported hearing
impairment (that is, deafness in one or
oth ears or any trouble hearing in one
r both ears) will be used as a proxy
measure for significant hearing
impairment.

17.6a Reduce significant hearing
impairment among people aged 45
and older to a prevalence of no
more than 180 per 1,000.

17.7 Reduce significant visual
impairment to a prevalence of no more

17.2 Reduce to no more than 8 percent
the proportion of people who experience
a limitation in major activity due to
chronic conditions.

NOTE: Major activity refers to the usual
activity for one’s age-gender group
whether it is working, keeping house,

17.3b* Reduce to no more than 98 than 30 per 1,000 people.

per 1,000 people the proportion of \oTE: Significant visual impairment is
blacks aged 65 and older who have generally defined as a permanent

difficulty in performing two or more  ro,ction in visual acuity and/or field of
personal care activities, thereby yision that is not correctable with
preserving independence. eyeglasses or contact lenses. Severe
visual impairment is defined as inability

Duplicate objective: 1.13b _ _ :
to read ordinary newsprint even with

going to school, or living independently. 17.4 Reduce to no more than 10 percenggrrective lenses. For this objective,

Chronic conditions are defined as
conditions that either (1) were first
noticed 3 or more months ago, or (2)
belong to a group of conditions such as
heart disease and diabetes, which are
considered chronic regardless of when
they began.

17.2a Reduce to no more than
15 percent the proportion of
low-income people (annual family
income of less than $10,000 in
1988) who experience a limitation
in major activity due to chronic
conditions.

17.2h Reduce to no more than

11 percent the proportion of
American Indians and Alaska
Natives who experience a limitation

Healthy People 2000 Review, 1998-99

the proportion of people with asthma
who experience activity limitation.

NOTE: Activity limitation refers to any
self-reported limitation in activity
attributed to asthma.

self-reported blindness in one or both
eyes and other self-reported visual
impairments (that is, any trouble seeing
with one or both eyes even when
wearing glasses or color blindness) will
be used as a proxy measure for

17.4a Reduce to no more than significant visual impairment.

19 percent the proportion of blacks
with asthma who experience activity
limitation.

17.7a Reduce significant visual
impairment among people aged 65
and older to a prevalence of no

17.4h Reduce to no more than more than 70 per 1,000.

22 percent the proportion of Puerto
Ricans with asthma who experience
activity limitation.

17.5 Reduce activity limitation due to
chronic back conditions to a prevalence
of no more than 19 per 1,000 people.
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17.8* Reduce the prevalence of serious
mental retardation among school-aged
children to no more than 2 per 1,000
children.

than 1.9 per 1,000.
17.10c Reduce lower extremity

blacks with diabetes to no more
than 6.1 per 1,000.

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

NOTE: Serious mental retardation is
defined as an Intelligence Quotient
(1.Q.) less than 50. This includes
individuals defined by the American
Association of Mental Retardation as
profoundly retarded (1.Q. of 20 or less),
severely retarded (1.Q. of 21-35), and
moderately retarded (1.Q. of 36-50).

Duplicate objective: 11.2

17.9 Reduce diabetes-related deaths to
no more than 34 per 100,000.

NOTE: Diabetes-related deaths refer to
deaths from diabetes as an underlying
or contributing cause.

Duplicate objective: 2.24

17.11a* Reduce diabetes among
American Indians and Alaska
Natives to a prevalence of no more
than 62 per 1,000.

Duplicate objective: 2.24a

17.11b* Reduce diabetes among
Puerto Ricans to a prevalence of no
more than 49 per 1,000.

Duplicate objective: 2.24b

17.9a Reduce diabetes-related
deaths among blacks to no more
than 58 per 100,000.

17.9h Reduce diabetes-related
deaths among American Indians and
Alaska Natives to no more than 48
per 100,000.

17.9c Reduce diabetes-related
deaths among Mexican-Americans

17.11c* Reduce diabetes among
Mexican-Americans to a prevalence
of no more than 49 per 1,000.

Duplicate objective: 2.24c

17.11d* Reduce diabetes among
Cuban Americans to a prevalence of

to no more than 50 per 100,000.
17.9d Reduce diabetes-related

deaths among Puerto Ricans to no

more than 42 per 100,000.

no more than 32 per 1,000.
Duplicate objective: 2.24d

17.11e* Reduce diabetes among
blacks to a prevalence of no more

than 32 per 1,000.
Duplicate objective: 2.24e

17.10 Reduce the most severe
complications of diabetes as follows:
Complications among

people with diabetes: 2000 targetl7-12* Reduce overweight to a

) prevalence of no more than 20 percent
End-stage renal disease 1.4 per 1,008mong people aged 20 and older and no

Blindness ~ 1.4 per 1,000 more than 15 percent among adolescents
Lower extremity amputation 4.9 peraged 12-19.

Perinatal mortality 2 percent NOTE: For people aged 20 and older,
Major congenital malformation 4 percentOverweight 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
NOTE: End-stage renal disease (ESRD)BMI equal to or greater than 23.0 for
is defined as requiring dialysis or males aged 12-14, 24.3 for males aged
transplantation and is limited to ESRD 15-17, 25.8 for males aged 18-19, 23.4
due to diabetes. Blindness refers to  for females aged 12-14, 24.8 for
blindness due to diabetic eye disease. females aged 15-17, and 25.7 for
females aged 18-19. The values for
dolescents are the modified age- and
x-specific 85th percentile values of the
1976-80 National Health and Nutrition
Examination Survey (NHANES II). BMI
is calculated by dividing weight in

1Among infants of women with established
diabetes.

17.10a Reduce end-stage renal
disease due to diabetes among blac,
persons with diabetes to no more
than 2 per 1,000.

17.10h Reduce end-stage renal

of desirable body weight definition used
in the 1990 objectives.

amputations due to diabetes amongDuplicate objectives: 1.2, 2.3, and 15.10

17.12a* Reduce overweight to a
prevalence of no more than

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

Duplicate objectives: 1.2a, 2.3a, and
15.10a

17.12b* Reduce overweight to a
prevalence of no more than

30 percent among black women
aged 20 and older.

Duplicate objectives: 1.2b, 2.3b, and
15.10b

17.12c* Reduce overweight to a
prevalence of no more than

25 percent among Hispanic women
aged 20 and older.

Duplicate objectives: 1.2c, 2.3c, and
15.10c

17.12d* Reduce overweight to a
prevalence of no more than

30 percent among American Indians
and Alaska Natives.

Duplicate objectives: 1.2d, 2.3d, and
15.10d

17.12e* Reduce overweight to a
prevalence of no more than

25 percent among people with
disabilities.

Duplicate objectives: 1.2e, 2.3e, and
15.10e

17.12f* Reduce overweight to a
prevalence of no more than

41 percent among women with high
blood pressure.

Duplicate objectives: 1.2f, 2.3f, and
15.10f

17.12g* Reduce overweight to a
prevalence of no more than

35 percent among men with high
blood pressure.

Duplicate objectives: 1.2g, 2.3g, and
15.10g

17.12h* Reduce overweight to a
prevalence of no more than

35 percent among
Mexican-American men.

Duplicate objectives: 1.2h, 2.3h, and
15.10h

disease due to diabetes among
American Indians and Alaska
Natives with diabetes to no more

174

kilograms by the square of height in
meters. The cut points used to define
overweight approximate the 120 percent
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17.13* 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 requires sustained, rhythmic
muscular movements, is at least
equivalent to sustained walking, and is
performed at less than 60 percent of
maximum heart rate. Maximum heart
rate equals roughly 220 beats per
minute minus age. Examples may
include walking, swimming, cycling,
dancing, gardening and yardwork,
various domestic and occupational
activities, and games and other
childhood pursuits.

Duplicate objectives: 1.3 and 15.11

17.13a* Increase to at least

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

Duplicate objectives: 1.3a and
15.11a

17.14 Increase to at least 40 percent the{J

proportion of people with chronic and
disabling conditions who receive formal
patient education including information
about community and self-help
resources as an integral part of the
management of their condition.

17.14a Increase to at least

75 percent the proportion of people
with diabetes who receive formal
patient education including
information about community and
self-help resources as an integral
part of the management of their
condition.

17.14h Increase to at least

50 percent the proportion of people
with asthma who receive formal
patient education including
information about community and
self-help resources as an integral
part of the management of their
condition.

17.14c Increase to at least

75 percent the proportion of blacks
with diabetes who receive formal
patient education including
information about community and
self-help resources as an integral
part of the management of their
condition.

Healthy People 2000 Review, 1998-99

17.14d Increase to at least children with or at risk for cerebral

75 percent the proportion of palsy, mental retardation, sensory
Hispanics with diabetes who receivedeprivation, developmental disabilities,
formal patient education including spina bifida, hemophilia, other genetic
information about community and disorders, and health-related

self-help resources as an integral educational and behavioral problems.
part of the management of their Service systems for such children are
condition. organized networks of comprehensive,
community-based, coordinated, and

17.15 Increase to at least 80 percent thefamily-centered services

proportion of providers of primary care
for children who routinely refer or
screen infants and children for
impairments of vision, hearing, speech
and language, and assess other
developmental milestones as part of
well-child care.

17.21 Reduce the prevalence of peptic
ulcer disease to no more than 18 per
1,000 people aged 18 and older by
preventing its recurrence.

17.22* Develop and implement a
national process to identify significant
17.16 Reduce the average age at whichgaps in the Nation’s disease prevention
children with significant hearing and health promotion data, including
impairment are identified to no more  data for racial and ethnic minorities,
than 12 months. people with low incomes, and people
with disabilities, and establish

17.16a Reduce the average age at mechanisms to meet these needs.

which black children with

significant hearing impairment are NOTE: Disease prevention and health
identified to no more than 12 promotion data include disease status,
months. risk factors, and services receipt data.
Public health problems include such
8ssue areas as HIV infection, domestic
violence, mental health, environmental
health, occupational health, and
disabling conditions.

proportion of providers of primary care
for older adults who routinely evaluate
eople aged 65 and older for urinary
ncontinence and impairments of vision,
hearing, cognition, and functional status.Duplicate objective: 22.4

17.18 Increase to at least 90 percent thel7.23 Increase to 70 percent the
proportion of perimenopausal women  proportion of people with diabetes who
who have been counseled about the  have an annual dilated eye exam.
benefits and risks of estrogen
replacement therapy (combined with
progestin, when appropriate) for
prevention of osteoporosis.

*Duplicate objective.

17.19 Increase to at least 75 percent the
proportion of worksites with 50 or more
employees that have a policy or
program for the hiring of people with
disabilities.

NOTE: Mandated by the Americans with
Disabilities Act.

17.2Q Increase to 50 the number of
States that have service systems for
children with or at risk of chronic and
disabling conditions, as required by
Public Law 101-239.

NOTE: Children with or at risk of
chronic and disabling conditions, often
referred to as children with special
health care needs, include children with
psychosocial as well as physical
problems. This population encompasses
children with a wide variety of actual or
potential disabling conditions, including
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Priority Area 18 Figure 19. Proportion of students who received HIV/AIDS and

. other STD information, education, or counseling on their college
HIV Infection or university campuses: United States, 1995, and year 2000 target
for objective 18.11

Background
Year

2000
target

The human immunodeficiency virus ' V/AIDS prevention
information

infection/acquired immunodeficiency

syndrome (HIV/AIDS) epidemic is a

relatively recent public health

phenomenon in the United States and

globally. There are at least four distinct STD prevention

HIV/AIDS epidemics of public health information

significance: among men who have sex

with men; injecting drug users; perinatal

infection among infants of untreated or

undetected HIV positive women; and

heterosexual persons, principally in HIV/AIDS education

minority communities and facilitated by  in a college class

high rates of other sexually transmitted

diseases (which can increase both

susceptibility to and transmissibility of

HIV infection) and high-risk sexual

practices (mainly unprotected sex)

associated with certain addictive

substances such as crack cocaine (1,2). vear
Over 600,000 people have been 2000

diagnosed with acquired 1995 target

immunodeficiency syndrome (AIDS) in

the United States since the disease wag!!V/AIDS prevention information. ... ......... 49.1% 90%

first recognized (2). No treatment is STD prevention information. . ... ............ 43.4% 90%

available to cure AIDS, although HIV/AIDS education in a college class. . . ... ... 41.4% 90%

retro-viral therapies now available

extend survival among those who are

infected with the human

immunodeficiency virus (HIV). With

current knowledge, the HIV epidemic o 1ation. AIDS incidence rates for ~ (18.29 was 160 per 100,000 in 1994:
can only be controlled through primary p|acks, females, and Hispanics show  there has been no overall change in this
preventive strategies, particularly increases in 1996 (sd2ata Issues The rate from the 1989 baseline. Condom
through modifying personal behavioral ,mper of cases diagnosed in 1996 use by their partner at last sexual

risk factors. The objectives in the HIV among men who have sex with men andntercourse has increased among
priority area address sexual abstinence 5mqng injecting drug users also sexually active unmarried females
among adolescents, condom use amongyecreased compared with the number obetween 1988 and 1995 from 19 percent
sexually active adolescents and 5505 in 1995 (seBata Issues These  to 25 percent18.4. The estimated risk
unmarried adults, treatment for injecting yecreases can be explained to a certainof transfusion-transmitted HIV infection
drug users, use of uncontaminated extent by the effect of the expanded ~ (18.7) has dropped to 1 per

injecting equipment among drug Users 993 A|DS surveillance case definition 450,000-660,000 units of donated

who are not in treatment, HIV testing 3y and by changes to the measure usedlood. In early 1992, Red Cross blood

0 20 40 60 80 100
Percent

SOURCE: Centers for Disease Control and Prevention, National Center for Chronic Disease
Prevention and Health Promotion, National College Health Risk Behavior Survey.

and counseling, workplace policies and 'track objectivel8.1 starting with centers began screening blood with

employee education programs, and 1996 gata (seBata Issues The third-generation double antigen enzyme

improving the safety of the country’s i igence rate of AIDS opportunistic  immunosorbent assays based on

blood supply. infections, a measure that takes into ~ recombinant antigens for HIV-1 and
account changes in the AIDS case HIV-2. This new sensitive test decreased

definition, shows a 6.5-percent decreasethe window period between becoming

Data Summary between 1995 and 1996 (3). The latest HIV-infectious and having detectable

o estimates of HIV infectionX8.2 antibodies. There has been a significant
Highlights indicate that 650,000 to 900,000 drop in the percent of HIV tests for
The estimated number of AIDS Americans are infected with HIV, a rate which people returned for counseling

; f 310—-420 per 100,000 population (4). (18.8), from 83 percent in 1995 to
100,000 lation b - . . X
g?:;r?ozssr (objectivé);[]))udaeggasyegear OI?’he prevalence of HIV infection among 61 percent in 1996, a decline of

between 1995 and 1996 for the total  Women delivering live-born infants 27 percent. Almost half of college
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students receive HIV and STD expanded definition adds pulmonary
education on their college or university tuberculosis, recurrent pneumonia, and
campus 18.1]) (seefigure 19. invasive cervical cancer to the list of
diseases that indicate that AIDS has
fully developed among HIV-infected
) eople. In addition, the new definition

Data to assess progress are avfﬂil't’ﬂlbﬁﬂcludes HIV-infected people with a
for 13 of the 17 objectives in this CD4 cell count below 200 cells per
priority area. Two objectives have met microliter of blood, regardless of
or exceeded the year 2000 targets. whether those persons have

Objective18.7, to lower the risk of opportunistic infections, neoplasms, or
transfusion-tl’ansmitted HIV infection, any other Symptoms of HIV infection.
has exceeded its target. Objecti®.14  These changes resulted in cases being
to extend to all workplaces regulations diagnosed earlier in the course of the
to protect workers from exposure to disease and effected a temporary
bloodborne infections, was met with

promulgation of the Occupational Safetyafter January 1, 1993. The expanded

Summary of Progress

Recent data on the proportion of
injecting drug users not in treatment
who use uncontaminated injecting
equipment (objectivd 8.6 are available
from the Cooperative Agreement for
AIDS Community-Based Outreach and
Intervention Research Program from the
National Institute on Drug Abuse
(NIDA). Baseline data were from a
similar research project, the National
AIDS Demonstration Research Program,
also from NIDA. Data from both data
sources are from selected cities and are
not nationally representative. The
measure to monitor this objective is the

increase in the number of cases reporte@roportion of current injecting drug

users who did not share needles during

and Health Administration’s bloodborne definition increased the number of caseshe last 30 days. Injecting drug users are

pathogens standard in December 1991 diagnosed in 1992 and 1993 because it

(5). Data show progress toward the yearpplied to cases diagnosed in earlier
2000 targets for an additional seven

objectives 18.1, 18.2, 18.4-18.6, 18.13
and18.15. Objectivel8.1, which

targets a slowing of the rise in the rate
of AIDS cases, shows the number of  change in AIDS reporting criteria. In

AIDS cases diagnosed in 1996 per 1995, the Centers for Disease Control
100,000 population continues to decline.and Prevention (CDC) began to publish
The 1992 data for objective8.2 estimates of the incidence of cases of
indicate that the prevalence of HIV AIDS opportunistic illnesses (including
infection has slowed considerably. Data H|\v dementia and wasting syndrome)
from the 1995 National Survey of by year of diagnosis. This will improve
Family Growth (NSFG) update the 1988comparability for trend purposes.
baseline for objectivd 8.4 showing an The National Household Survey on

increase in the proportion of sexually  prug Abuse (NHSDA) provides updates
active females whose partners used  to monitor objectivel8.50n the

condoms at last sexual intercourse. Theproportion of injecting drug users in the
1997 Youth Risk Behavior Survey

(YRBS) also shows progress from data gpyse treatment program in the past ye
reported in 1995. Objectiv&8.8 to (7). For 1991 through 1993, persons
increase the percent of HIV-infected  gefined as injecting drug users in the
people who know their serostatus, as  past year were those who used any dru
measured by the percent of HIV-positivewith a needle for nonmedical reasons.
tests for which people returned for For 1994, persons defined as injecting
counseling, is moving away from the drug users in the past year were those
year 2000 target. Objectiveis8.9and who used a needle to inject cocaine,
18.12show trends that are moving awayheroin, a stimulant, or an anabolic

from the target. Supplementary data for steroid in the past year. For 1995,

objective18.10indicate that this persons defined as injecting drug users
objective could be moving away from

the year 2000 target as well. The trend
is mixed for objectivel8.3 Data
beyond baseline are not available for
assessing the status of objectivi&s 10,
18.11 and18.16 Baseline data are not
yet available for objectivd 8.17

definition was implemented in 1993.

the continued but waning effect of the

needle to inject cocaine, heroin, or a
stimulant in the past year. Enumeration
of injecting drug users is difficult
because of the illegality of the behavior.
Therefore, the number of injecting drug

data source. In addition, the NHSDA
will miss an unknown proportion of

Data Issues injecting drug users who are homeless,
institutionalized, or difficult to locate.
Definitions The NHSDA data are not comparable to

the baseline measure, which was

In January 1993 a new AIDS case estimated from various sources.

definition was implemented for the
HIV/AIDS Surveillance System (6). The

Healthy People 2000 Review, 1998-99

past year who were enrolled in any druga

in the past year were those who used a

users may be underestimated using this

newly recruited study participants who
report injecting drugs during the past 30

years if they were reported after the newdays and whose drug-using behavior is

confirmed by observation of track marks

The decline in 1994 and 1995 representer positive urine tests.

Data Source Descriptions

Data for objectivel8.10on the
number of AIDS cases by year of
diagnosis are available from the Centers
for Disease Control and Prevention’s
HIV/AIDS Surveillance System and are
adjusted for both delayed and
incomplete reporting (3). Data on AIDS
cases are more often published by year
of report than by year of diagnosis.
Approximately 20 percent of AIDS cases
re reported more than a year after
jagnosis. The estimated number of
IDS cases by year of diagnosis
changes as new data become available

gecause AIDS cases diagnosed in

revious years continue to be reported
and because the adjustment factor for
delays in reporting changes as new data
become available. The adjustment factor
for underreporting is based on the
assumption that 90 percent of all AIDS
cases are eventually reported (8).

Healthy People 200@ata from this
surveillance system cover the 50 States
and the District of Columbia only. The
data usually published by the AIDS
Surveillance System also include United
States dependencies, possessions, and
nations in free association with the
United States.

The baseline data on counseling to
prevent HIV and other STD’s for
objective18.9 are from the Primary
Care Provider Surveys (PCPS). The
sample was drawn from the membership
rolls of professional organizations for
pediatricians, nurse practitioners, family
physicians, obstetricians/gynecologists,
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and internists. Response rates varied Also beginning with 1996 data, the mathematical models using back
from 50—80 percent across these groupsaumber of AIDS cases for men who calculation, a statistical method that
The data on counseling refer to the have sex with men (MSM’s) excludes estimates the number of prior HIV
proportion of providers who routinely  those who were also injecting drug userinfections that would account for the

delivered these services to (IDU's) and the number of cases of number of AIDS cases that have
81-100 percent of their patients who  IDU’s excludes those who also were  subsequently occurred (3) as well as
needed the services. MSM’s. In 1996, the number of AIDS  serostatus data from the Survey on
The Prevention in Primary Care cases among those who were both Childbearing Women and from the
Study (PPCS) was conducted in IDU’s and MSM’s was 2,680. National Health and Nutrition
1997-98 to update data from the PCPS.  Baseline and 1995 data for “all Examination Survey Il (4,13).
The design and items included in the females” for objectivel8.3 (adolescent Nationally representative estimates of
1997-98 study were similar to the postponement of sexual intercourse), forHIV seroprevalence among high-risk
PCPS, but a slightly different sampling females 15-44 years and 15-19 years groups are not available. Information on
frame was used and some items for objective18.4 (condom use at last  the proportion infected among men who
included in the 1992 surveys were not sexual intercourse), and for “all have sex with men and injecting drug
included in the PPCS. The professionalsfemales” for objectivel8.15(adolescent users has been obtained from
were sampled from listings of all abstinence) are from the NSFG. seroprevalence studies conducted in
licensed, active practitioners in the Baseline and 1995 data for “all males” clinical settings as part of a sentinel
United States whose practices were at for these objectives are from the surveillance system conducted by CDC

least 50 percent primary care. Because National Survey of Adolescent Males in collaboration with State and local
of low response rates from the other  (NSAM). Biennial tracking data from health departments (14). The

provider groups, updates are available the Youth Risk Behavior Survey surveillance system covers various

only for nurse practitioners. (YRBS) are also displayed for these clinical settings in selected metropolitan
Data for objectivel8.16are from objectives, but are not directly areas. Seroprevalence estimates for men

the CDC-sponsored Worksite comparable to the baselines or the who have sex with men are based on

Benchmark Survey, which was a targets. The YRBS is a school-based anonymous surveys conducted in STD

telephone survey of nongovernment survey and thus does not include clinics. For injecting drug users,

worksites. Worksites were sampled teenagers who are not in school and  estimates are based on surveys among

because different worksites within the who are potentially at higher risk of drug users entering treatment programs.
same company could have different setsthese behaviors (11). YRBS data, showrClients attending STD clinics and drug
of health promotion activities. Active by age in this report, are published by treatment programs are not

methods (for example, classes) were grade only in other publications. (See representative of all persons with these

counted as worksite health promotion text for Priority Area 5 for more high-risk behaviors.
activities; passive methods (for examplejnformation.)
brochures) were not included (9,10). The update for objectiv&é8.7
comes from Lackritz et al., who References
Data Comparability obtained data from the American Red 1. centers for Disease Control and Prevention.

Cross on donations collected between update: Trends in AIDS incidence, deaths, and
January 1992 through December 1993 prevalence—United States, 1996. MMWR
(12). The more sensitive screening 46:165-73. 1997.

enzyme immunosorbent assay antibody 2. centers for Disease Control and Prevention.
test introduced in 1992 is one possible update: Perinatally acquired HIV/AIDS—United
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combination therapies, researchers can L ) . 1998.
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AIDS opportunistic infections each year. Who know their serostatus. This 1984-92. JAMA 276:126-31. 1996.
There is no longer a way to determine objective is being measured by the 5. Occupational exposure to bloodborne
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Table 18. HIV infection objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
18.1 Slow the rise in incidence of AIDS cases (per 100,000
population 18 years and over) ............ ... ... 1989 17.0 20.9 25.2 33.1 32.8 29.8 28.6 1278 --- 43
a. Men who have sex with men (number of cases) . ...... 1989 27,000 28,574 34,005 42,706 39,326 34,146 30,696 1223,420 --- 48,000
b. Black (non-Hispanic). . ........... ... ... . ... ... .. 1989 44.4 59.0 73.0 100.8 107.8 102.9 100.5 11109  --- 136
C. Hispanic........... .. . . 1989 34.9 331 39.9 51.5 53.7 49.4 47.1 148.4 --- 76
d. Female. ... ... ... . . . . . . 1989 35 5.3 6.9 9.9 111 10.9 11.2 116 --- 13
e. Injecting drug users (number of cases) . ............. 1989 10,300 12,466 15,696 21,899 23,399 20,734 19,100 1315583 --- 25,000
18.2 Slow the rise in prevalence of HIV infection (per 100,000
population 13 years and over) ........... .. 0. 1989 400 400 --- 310-420 --- --- --- .- - 400
a. Men who have sex with men (15 years and over)* . .. .. 1989 215,000- 17,400- --- 53,900~ --- --- --- --- --- 20,000
61,800 60,900 47,400
b. Injecting drug users (15 years and over)® . ... ........ 1989 20-48,200 0-49,300 --- 5600~ --- --- --- --- --- 40,000
52,900
c. Females giving birth to live-born infants (15-44 years) . . . 1989 160 160 170 170 160 160 --- .- me- 100
18.3* Adolescents engaging in sexual intercourse
Adolescents 15 years
All females . ... . 1988 27% --- --- --- --- --- 22% --- --- 15%
In-school females . .......... ... ... ... ... ... C --- 35% 36% --- 37% --- 38% --- 44% .
Allmales. .. ... 1988 33% 27% 15%
In-schoolmales. ........ ... ... .. ... .. .. ... c --- 48% 44% --- 45% --- 42% --- 42% c
a. Allblackmales........ ... ... .. .. .. ... . .. ... 1988 69% --- --- --- --- --- 60% --- --- 15%
In-school non-Hispanic black males. .. ............... --- --- 79% --- 82% --- 7% .- -
Adolescents 17 years
All females . ... .. . . 1988 50% --- --- --- --- --- 51% --- --- 40%
In-school females . .......... ... ... . ... .. ... C --- 62% 66% --- 66% --- 67% --- 62% C
Allmales. .. ... 1988 66% 40%
In-schoolmales. ........ ... .. ... . ... ... .. . . ... c --- 73% 68% --- 68% --- 65% --- 60% c
b. Allblackmales............ .. ... ... . ... .. ..... 1988 90% 40%
In-school non-Hispanic black males. . ................ L --- --- 90% --- 92% --- 88% .- - S
c. Allblack females 15-17vyears. .. .................. 1988 66% --- --- --- --- --- 748% .- - 40%
In-school non-Hispanic black females ................ --- --- 84% --- 80% --- 75% R
18.4*  Condom use at last sexual intercourse
Sexually active unmarried females 15-44 years (by their 1988 19% --- --- --- --- --- 25% .- - 50%
PAMNErS) . o ot
a. Sexually active females 15-19 years (by their partners) . . 1988 26% --- --- --- --- --- 37% .- --- 60%
Sexually active females 15-19 years in grades 9-12 (by their
PAMNErS) . o o A --- 40% 38% --- 46% --- 49% --- 51% A
b. Sexually active males 15-19years................. 1988 57% --- --- --- --- --- --- .- - 75%
Sexually active males 15-19 years in grades 9-12. .. .. ... L --- 49% 54% --- 59% --- 61% --- 63% L
c. Injectingdrugusers ............. .. ... 1992 834% --- --- --- e 75%
d. Black female 15-44 years (by their partners) ......... 1988 12.4% --- --- --- --- --- 725% .- - 75%
18.5 Injecting drug users enrolled in treatment . ............ 1989 11% --- 28.7% 29.8% 45.9% 47.8% 34.1% .- --- 50%
18.6 Injecting drug users not in treatment who did not share
needles (in previous 30 days) ............... ... 1991 30.8% --- 957.7% 1060.6% 1160.0% ---  75%



66—866T ‘Malnay 0002 a|doad AylesH

18T

Table 18. HIV infection objective status —Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
18.7 Risk of transfusion-transmitted HIV infection (per units of 1 per 121 per
blood) ...... ... . 40,000- 1 per 450,000 1 per
1989 150,000 211,000 --- --- 660,000 --- --- ---  ---250,000
18.8  HIV-infected people who know their serostatus
Percent of positive HIV tests for which people returned
forcounseling. . ......... . . . . 1990 72.5% --- --- --- --- 83% 61% --- 80%
18.9*  Clinician counseling to prevent HIV and other
sexually transmitted diseases . ..................... 1987 1310% --- --- --- --- --- --- —e - 75%
Percent of clinicians routinely providing service to 81-100% of
patients
a. Providers practicing in high incidence areas . . ......... L --- --- --- --- --- --- --- .- - 90%
b. Family physicians. ... ............ ... ... ... ...... 1992 27% --- --- --- - 1415 75%
C. INternists. . . ... 1992 30% --- --- --- 1415 . 75%
d. Nurse practitioners . ... ...........ouirininenr.i.. 1992 50% --- --- --- --- 14450  75%
e. Obstetricians/gynecologists. ... .................... 1992 46% --- --- --- 1415 75%
f. Pediatricians. .. ... 1992 46% --- --- --- --1415 . 75%
g. Mental health care providers. . ..................... --- --- --- --- --- --- --- .- - 75%
18.10* HIV and other STD education curricula
Schools offering at least one STD class ................. 1988 95% --- --- --- --- --- --- .- - 95%
Proportion of middle and senior high schools:
With HIV prevention in required courses . .............. --- --- --- --- --- 86% --- .- -
With STD prevention required courses. . .. ............. --- --- --- --- --- 84% --- S
18.11* HIV and STD education for students at colleges and
universities
Students 18 years and over given:
AIDS or HIV infection prevention information. . .......... 1995 49.1% .- - 90%
STD prevention information. . . ...................... 1995 43.4% .- - 90%
Students 18 years and over taught about AIDS or HIV in a
college class. . ... . 1995 41.4% .- - 90%
18.12 Outreach HIV programs for drug users (cities with
populations greater than 100,000) ................... 1991 35% 32% --- --- --- .- --- 90%
18.13* Clinic services for HIV and other sexually transmitted
disease . ... .. 50%
Family planning clinics . . ........ .. ... ... . .. . ... 1989 40%
Title X funded family planning clinics
STD testing (excluding HIV). . ... ......... ... ........ 95%
STD counseling (excluding HIV) . .................... 98%
STD treatment (excluding HIV) .. ........ ... ......... --- --- --- --- --- 93% --- .- -
Gonorrhea
Clienttesting®. ... ... .. ... . 97%
Clienttreatment. . . ... ... 82%
Partner notification” ... ......... .. ... .. .. ... ... ... --- 23% --- --- --- --- --- - -
Partnertesting. . .. ... 60%
Partner treatment .. ............ .. ... ... .. . 62%
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Table 18. HIV infection objective status —Con.

Baseline
Objective year

Baseline 1990

1991

1992 1993

1994 1995

1996 1997

Target
2000

18.14

18.15*

18.16

Syphilis
Clienttesting®. . .. ... ... ... ... .. ... ... ...
Clienttreatment. . . ...
Partner notification” .. ...... ... .. ... ..
Partnertesting. . . .......... ... . . .
Partner treatment . . . ........ ... ...
Chlamydia
Clienttesting®. ... ... . ... .. .
Clienttreatment. . .. ... ...
Partner notification” ... ......... .. ... .. .. ... ...
Partnertesting. . . ...
Partner treatment . . ........ ... . ...
HIV
Client pretest counseling . . . ............ ... .........
Clienttesting. . ... ..o
Regulations to protect workers from occupational
exposure to bloodborne infections, including HIV
Proportion of work places . .. ........ ... ... ... ... 1992
Adolescent abstinence from sexual intercourse for
previous 3 months
All sexually active females 15-17 years ................. 1988
In-school sexually active females 15-17 years ............ S
All sexually active males 15-17years. .................. 1988
In-school sexually active males 15-17 years. .............
Comprehensive HIV/AIDS workplace programs
Proportion of businesses with policies, management
training, and employee education:
Small businesses (15-49 employees) . ................ 1995
Medium businesses (50-749 employees). . . ............ L
Large businesses (750 or more employees). . . .......... 1995
Proportion of businesses with policies:
Small businesses (15-49 employees) . ................
Medium businesses (50-749 employees). . . ............
Large businesses (750 or more employees). . ...........
Proportion of businesses with management training:
Small businesses (15-49 employees) . ................
Medium businesses (50-749 employees). . . ............
Large businesses (750 or more employees). . .. .........
Proportion of businesses with employee education:
Small businesses (15-49 employees) . ................
Medium businesses (50-749 employees). . . ............
Large businesses (750 or more employees). . . .......... L
Federal government departments and agencies ........... 1995

86%
48%
29%
57%
40%

66%
--- 73%
--- 15%
29%
50%

--- 66%
60%

100%

23.6% ---
--- 24%
33% ---
--- 30%

2%

25%

80%

25%

36%

100%

--- 25%

--- 33%

100% 100%

27%
23%

34%

7%

18%
42%
79%

18%
41%
7%

6%
16%
32%

100%

100%

100%

40%

40%

10%

50%
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Table 18. HIV infection objective status —Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
18.17 Linkages between substance abuse treatment
programs and primary care clinics
Federally funded primary care clinics ................... S 40%
Federally funded substance abuse treatment programs. . . . .. L --- --- --- --- --- --- --- .- - 40%

--- Data not available.
Category not applicable.
aBaseline has been revised.
1Beginning with 1996, data are for people 13 years and over and methodology is changed. See text for Priority Area 18.
2Beginning with 1996 data, excludes men who are also injecting drug users. See text for Priority Area 18.
3Beginning with 1996 data, excludes men who also had sex with men. See text for Priority Area 18.
‘S‘Range of clinic-specific HIV prevalence rates among men who have sex with men attending sexually transmitted disease clinics patrticipating in CDC’s National Serosurveillance Program.
1991-92 data.
6Range of clinic-specific HIV prevalence rates among injecting drug users attending sexually transmitted disease clinics participating in CDC’s National Serosurveillance Program.
"Data are for non-Hispanic black females.
8Data are for male and female injecting drug users (married and unmarried) who report having vaginal sex within the last 6 months and reported using a condom “always” or “sometimes.”
9Data are for January 1992 through April 1993.
10Data are for May 1993 through December 1995.
pata are for January 1992 through July 1996.
121992-93 data.
13pata are for new patients only.
141997-98 data.
15Response rate for this group was too low to produce reliable estimates.
18ncludes testing at initial visit, at annual visit, or if symptomatic.
17By family planning clinic staff via telephone or mail.

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

Objective number Data source
18.1,18.1a-€ HIV/AIDS Surveillance System, CDC, NCHSTP.
18.2, 18.2a—c Baseline and 1990 update: CDC, NCHSTP.
1992 update for total population: Karon JM, et al. Prevalence of HIV infection in the United States, 1984 to 1992. JAMA 276(2):126-31. 1996.
18.3* Baseline and updates for all females and all black females: National Survey of Family Growth, CDC, NCHS.

Baseline and updates for all males and all black males: National Survey of Adolescent Males, NIH, NICHD.
1990-97 data for in-school females and males: Youth Risk Behavior Survey, CDC, NCCDPHP.

18.4*, 18.4d National Survey of Family Growth, CDC, NCHS.
18.4a Baseline: National Survey of Family Growth, CDC, NCHS.
1990-97 data for in-school females and males: Youth Risk Behavior Survey, CDC, NCCDPHP.
18.4b Baseline: National Survey of Adolescent Males, NIH, NICHD.
199097 data: Youth Risk Behavior Survey, CDC, NCCDPHP.
18.4c National AIDS Demonstration Research Program, NIH, NIDA.
18.5 Baseline: NIH, NIDA.
Updates: National Household Survey on Drug Abuse, SAMHSA, OAS.
18.6 Baseline: National AIDS Demonstration Research Program, NIH, NIDA.
Updates: Cooperative Agreement for AIDS Community-based Outreach/Intervention Research Program, NIH, NIDA.
18.7 Baseline: American Association of Blood Banks.

1990 update: Comprehensive Blood Donations Data Set, CDC, NCHSTP.
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Objective number

Data source

18.8
18.9*

18.10*
18.11

18.12
18.13*

18.14
18.15*

18.16

1992-93 update: Lackritz EM, et al. Estimated risk of transmission of the human immunodeficiency virus by screened blood in the United States. NEJM
333(26):1721-5. 1995.

HIV Counseling and Testing Data Sites System, CDC, NCHSTP.

1987 baseline: Sexual history-taking and counseling practices of primary care physicians, Lewis CE and Freeman HE. Western Journal of Medicine 147:
165-7. 1987.

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

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

1988 baseline: AIDS education: Public school programs require more student information and teacher training. GAO, 1990.

1994 data: School Health Policies and Programs Study, CDC, NCCDPHP.

National College Health Risk Behavior Survey, CDC, NCCDPHP.

CDC, NCPS.

1989 baseline: State Family Planning Directors.

1990 data: National Questionnaire on Provision of STD and HIV Services by Family Planning Clinics, OPA.

1994 data: The Urban Institute. Family planning clinics: Current status and recent changes in services, clients, staffing and income sources. March 1994.

Occupational exposure to bloodborne pathogens; final rule (29 CFR 1910, 1030). Federal Register 56:64004-182. December 6, 1991.

Baseline and update for all females: National Survey of Family Growth, CDC, NCHS.

Baseline for all males: National Survey of Adolescent Males, NIH, NICHD.

1990-97 data for in-school males and females: Youth Risk Behavior Survey, CDC, NCCDPHP.

Businesses: Business Responds to AIDS Benchmark Survey, CDC, NCHSTP.

Federal government: CDC.

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



HIV Infection
Objectives

18.1 Confine annual incidence of
diagnosed AIDS cases to no more than
43 per 100,000 population.

NOTE: Cases are by year of diagnosis
and are corrected for delays in
reporting and underreporting.

18.1a Confine annual incidence of

diagnosed AIDS cases among men 18.4* Increase to at least 50 percent th

who have sex with men to no more proportion of sexually active, unmarried
people who used a condom at last

¢ sexual intercourse.

than 48,000 cases.

18.1k Confine annual incidence o
diagnosed AIDS cases among
blacks to no more than 136 per
100,000 population.

18.1c Confine annual incidence of
diagnosed AIDS cases among
Hispanics to no more than 76 per
100,000 population.

18.1d Confine annual incidence of
diagnosed AIDS cases among
women to no more than 13 per
100,000 population.

18.1e Confine annual incidence of
diagnosed AIDS cases among

Duplicate objective: 19.10

Duplicate objectives: 5.4a and 19.9a18.8 Increase to at least 80 percent the
proportion of HIV-infected people who

18.3b* Reduce the proportion of know their serostatus.

black males aged 17 years who
have engaged in sexual intercourse 18.9* Increase to at least 75 percent the
to no more than 40 percent. proportion of primary care and mental

. Co health care providers who provide
Duplicate objectives: 5.4b and 19'gbappropriate counseling on the prevention
18.3c* Reduce the proportion of  of HIV and other sexually transmitted
black females aged 17 years who diseases.

have engaged in sexual intercourse

t0 no more than 40 percent. NOTE: Primary care providers include

physicians, nurses, nurse practitioners,
Duplicate objectives: 5.4c and 19.9cand physician assistants. Mental health
care providers include psychiatrists,
&sychologists, social workers,
psychiatric nurses, and mental health
counselors. Areas of high AIDS and
sexually transmitted disease incidence
are cities and States with incidence
rates of AIDS cases, HIV
seroprevalence, gonorrhea, or syphilis
that are at least 25 percent above the
national average.

18.4a* Increase to at least

60 percent the proportion of
sexually active, unmarried young
women aged 15-19 whose partners
used a condom at last sexual
intercourse.

Duplicate objective: 19.14

18.9a* Increase to at least

90 percent the proportion of primary
care and mental health care
providers who practice in areas of

Duplicate objective: 19.10a
18.4b* Increase to at least

75 percent the proportion of
sexually active, unmarried young
men aged 15-19 who used a
condom at last sexual intercourse.

injecting drug users to no more than
25,000.

18.2 Confine the prevalence of HIV
infection to no more than 400 per
100,000 people.

18.2a Confine the prevalence of
HIV infection among men who
have sex with men to no more than
20,000 per 100,000.

18.2lr Confine the prevalence of
HIV infection among injecting drug
users to no more than 40,000 per
100,000.

18.2¢ Confine the prevalence of 18 5 |ncrease to at least 50 percent the
HIV infection among women giving estimated proportion of all injecting
birth to live-born infants to no more g users who are in drug abuse

than 100 per 100,000. treatment programs.

18.3* Reduce the proportion of - 18.6 Increase to at least 75 percent the
adolescents who have engaged in sexu@stimated proportion of active injecting
intercourse to no more than 15 percent drug users who use only new or

by age 15 and no more than 40 percent properly decontaminated syringes,

by age 17. needles, and other drug paraphernalia
(“works”).

Duplicate objective: 19.10b

18.4c* Increase to at least

75 percent the proportion of
injecting drug users who used a
condom at last sexual intercourse.

Duplicate objective: 19.10c

18.4d* Increase to at least

75 percent the proportion of black
women aged 15-44 whose partners
used a condom at last sexual
intercourse.

Duplicate objective: 19.10d

Duplicate objectives: 5.4 and 19.9

18.3a* Reduce the proportion of ~ 18.7 Reduce to no more than 1 per
black males aged 15 years who 250,000 units of blood and blood

have engaged in sexual intercourse COmponents the risk of transfusion-

Healthy People 2000 Review, 1998-99

high AIDS and sexually transmitted
disease incidence, who provide
appropriate counseling on the
prevention of HIV and other
sexually transmitted diseases.

Duplicate objective: 19.14a

18.9b* Increase to at least

75 percent the proportion of family
physicians who provide appropriate
counseling on the prevention of
HIV and other sexually transmitted
diseases.

Duplicate objective: 19.14b

18.9c* Increase to at least

75 percent the proportion of
internists who provide appropriate
counseling on the prevention of
HIV and other sexually transmitted
diseases.

Duplicate objective: 19.14c

18.9d* Increase to at least

75 percent the proportion of nurse
practitioners who provide
appropriate counseling on the
prevention of HIV and other
sexually transmitted diseases.

Duplicate objective: 19.14d
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18.9e* Increase to at least

75 percent the proportion of
obstetricians/gynecologists who
provide appropriate counseling on
the prevention of HIV and other
sexually transmitted diseases.

Duplicate objective: 19.14e

18.9f*: Increase to at least

75 percent the proportion of
pediatricians who provide
appropriate counseling on the
prevention of HIV and other
sexually transmitted diseases.

Duplicate objective: 19.14f

18.9g* Increase to at least

75 percent the proportion of mental
health care providers who provide
appropriate counseling on the
prevention of HIV and other
sexually transmitted diseases.

Duplicate objective: 19.14g

18.10* Increase to at least 95 percent
the proportion of schools that have
appropriate HIV and other STD
education curricula for students in
4th—12th grade, preferably as part of
comprehensive school health education,
based upon scientific information that
includes the way HIV and other STDs
are prevented and transmitted.

Duplicate objective: 19.12

18.11* Increase to at least 90 percent
the proportion of students who received
HIV and other STD information,

education, or counseling on their college

or university campus.
Duplicate objective: 19.17

18.12 Increase to at least 90 percent th
proportion of cities with populations
over 100,000 that have outreach
programs to contact drug users
(particularly injecting drug users) to
deliver HIV-risk-reduction messages.

NOTE: HIV-risk-reduction messages
include messages about reducing or
eliminating drug use, entering drug
treatment, disinfection of injection
equipment if still injecting drugs, and
safer sex practices.

18.13* Increase to at least 50 percent
the proportion of family planning

clinics, maternal and child health clinics,
sexually transmitted disease clinics,
tuberculosis clinics, drug treatment
centers, and primary care clinics that
provide on site primary prevention and
provide or refer for secondary

186

prevention services for HIV infection
and bacterial sexually transmitted
diseases (gonorrhea, syphilis, and
chlamydia) to high-risk individuals and
their sex or needle-sharing partners.

Duplicate objectives: 5.11 and 19.11

18.14 Extend to all facilities where
workers are at risk for occupational
transmission of HIV regulations to
protect workers from exposure to blood
borne infections, including HIV
infection.

18.15* Increase to at least 40 percent
the proportion of ever sexually active
adolescents aged 17 and younger who
have not had sexual intercourse for the
previous 3 months.

Duplicate objectives: 5.5 and 19.16

18.18 Increase to at least 50 percent the
proportion of large businesses and to

10 percent the proportion of small
businesses that implemented a
comprehensive HIV/AIDS workplace
program. Increase to 100 percent the
proportion of Federal Government
departments and agencies that
implemented a comprehensive
HIV/AIDS workplace program.

NOTE: An HIV/AIDS workplace
program consists of (1) an HIV/AIDS
written policy, (2) managerial training
about the policy and its application, and
(3) HIV/AIDS employee education.

18.17 Increase to at least 40 percent the
number of federally funded primary care
clinics that have formal established
linkages with substance abuse treatment
programs and increase to at least

40 percent the number of federally

&unded substance abuse treatment

programs that have formal established
linkages with primary care clinics.

*Duplicate objective.

Healthy People 2000 Review, 1998-99



Figure 20. Primary and secondary

Priority Area 19
Sexually Transmitted

. Rate per 100,000 population
Diseases

syphilis rates: United States,

1989-97, and year 2000 targets for objective 19.3

1000
Background
. . Year
Sexually transmitted diseases 2000
(STD's) are the most commonly 100 Black target
reported diseases in the United States,
and affect all population groups. More
than 12 million Americans are infected u
with STD’s each year. Adolescents and
young adults are at greatest risk of 10 Al persons
acquiring an STD. Each year
approximately 3 million teenagers
acquire an STD and many will develop u
long-term complications as a result (1).
By age 21, approximately one of every
five young people has received 1 1 1 1 1 1 1 1 1 1 1 1 1
treatment for an STD (2). Women and 1989 1990 1991 1992 1993 1994 1995 1996 1997 2000
children suffer a disproportionate
amount of the sexually transmitted vear
disease burden, with pelvic 2000
inflammatory disease, infertility, ectopic 1989 1990 1991 1992 1993 1994 1995 1996 1997 target
pregnancy, blindness, cancer associated
with human papillomavirus, fetal and All persons . ....... 181 203 170 133 103 79 63 43 32 4
Black ............ 118 143 122 97 75 57 45 30 22 30

infant deaths, and congenital defects

among the most serious complications.
Ethnic and racial minorities, particularly
black and Hispanic people, shoulder a
disproportionate share of the sexually ) . )
transmitted disease burden as well, ~ 2000target in 1997, including rates
experiencing higher rates of disease andeéported among black4.9.8. )
disability than the population as a Gonorrhea incidencel9.1), chlamydia
whole. Many sexually transmitted prevalence among females 15-24 years
diseases such as syphilis, gonococcal (19.2, and the number of sexually
infections, and chlamydia, facilitate transmitted hepatitis B infections are
transmission of human making progress toward achieving
immunodeficiency virus (HIV) infection Healthy People 200@argets. The pelvic
(). |nfla.mmatory'd|sease (PI_D) 'ratég(.@
continues to improve as indicated by a
lower number of initial visits to
physicians, 261,000 in 1997 (34-percen
decrease from the number reported in
1988). Blacks and adolescents are also
making considerable progress in
reducing hospitalization rates for PID,
with both groups having rates that are
51 percent lower than those reported at
baseline. The 1996 rate of 164

SOURCE: Centers for Disease Control and Preven
Prevention, Sexually Transmitted Disease Surveilla

Data Summary t

Highlights

Progress continues to be made
toward achieving the sexually
transmitted disease objectives. The
incidence of primary and secondary

syphilis in 1997 is the lowest ever hospitalizations per 100,000 females
recorded (seéigure 2Q and represents  15_44 years with PID is slightly higher
an 84-percent reduction from the peak than that reported in 1995, but overall is
incidence in 1990, with an 81-percent 47 percent lower than the 1988 rate.
reduction among blacks (Objective  condom use at last sexual intercourse
19.3. Congenital syphilis rates continue gmong sexually active teenagef® (10
to decline even further below the is increasing, and the percent of
Healthy People 200@argets, from 32.3  gqplescents 15 years of age having

in 1996 to 24.6 cases per 100,000 live gey 3] intercoursel@.9 is declining.
births in 1997 19.4). Repeat gonorrhea

infection rates met theirealthy People

Healthy People 2000 Review, 1998-99

tion, National Center for HIV, STD, and TB
nce System.

Summary of Progress

Data to assess trends are available
for 13 of 17 objectives in this priority
area. Progress has been made toward
reaching targets for six objective$9.1,
19.2, 19.6, 19.10, 19.1&nd19.16, and
objectivesl19.3, 19.4, 19.7and19.8
have met or exceeded the year 2000
targets. The trend is mixed for
objectives19.5and 19.9 Data
subsequent to baseline measures are
unavailable for four objectivesl9.12,
19.13, 19.15and19.17%. However,
supplemental data for objectivi®.12
indicate a trend that could be moving in
the wrong direction. Data were obtained
for objective19.14(clinician counseling
to prevent HIV or other sexually
transmitted diseases) for nurse
practitioners only and indicated that the
objective is moving away from its
target.

Data Issues

Definitions

In January 1988, the Centers for
Disease Control and Prevention issued
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new guidelines for classifying and
reporting cases of congenital syphilis
(19.4). The new surveillance case
definition is more useful for public
health surveillance; the previous
definition involved physical The design and items included in the
examination, laboratory and radiographid997-98 study were similar to the
results, and followup serological data PCPS, but a slightly different sampling
(3). Followup information was often frame was used and some items
difficult to obtain and led to delayed andincluded in the 1992 surveys were not
incomplete reporting. In addition, the
clinical criteria excluded stillbirths to were sampled from listings of all
mothers with untreated syphilis. The licensed, active practitioners in the
new case definition includes criteria for United States whose practices were at
presumptive and confirmed cases of  least 50 percent primary care. Because
syphilis in infants and children and of low response rates from the other
includes stillbirths. A presumptive case provider groups, updates are available

81-100 percent of their patients who
needed the services.

The Prevention in Primary Care
Study (PPCS) was conducted in

included in the PPCS. The professional
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5. Kozak LJ. Underreporting of race in the

includes all infants whose mothers haveonly for nurse practitioners.

untreated or inadequately treated
syphilis at delivery (4). The number of
cases increased dramatically during
1989-91, partly as a result of the new

case definition. The case definition was @mong females 15-24 yearky(2) are

fully implemented in all States on
January 1, 1992; trends after this point
more accurately reflect changes in the
true incidence of congenital syphilis.

Data Source Descriptions
Data for objectivel9.6 come from

National Hospital Discharge Survey. Centers for
Disease Control and Prevention, National Center

Comparabi”ty of Data Sources for Health Statistics. July. 1995.

6. Centers for Disease Control and Prevention.
Youth Risk Behavior Surveillance—United States,
obtained from the Sexually Transmitted 1997- MMWR 47:(SS-3). 1998.

Disease Surveillance System.

Surveillance of chlamydial infections is

incomplete in many areas of the United

States; however, surveillance is

improving and, in 1994, chlamydia

became a nationally notifiable condition

(3). Baseline and update data differ in

Estimates of chlamydia prevalence

the National Hospital Discharge Survey data collection methodology, which has

(NHDS) maintained by the National

improved, and in the number of regions

Center for Health Statistics. Data for thefrom which rates are derived, which has
survey are obtained from approximately jncreased.

480 hospitals throughout the United

Baseline and 1995 data for “all

States. Data on race are not reported byfemales” for objective19.9 (adolescent

many hospitals due to omission of a

postponement of sexual intercourse), for

race field on hospital discharge reportingfemales 15-44 years” and for

forms (UB-82 and UB-92). Automation

“sexually active females 15-19 years”

of the hospital discharge systems has lefbr objective19.10(condom use at last
to an increase in the use of these formssexual intercourse), and for “all

in recent years. A comparison of NHDS females” for objective19.16 (adolescent

data with those who reported being
hospitalized in the National Health
Interview Survey (NHIS) (NHIS data

abstinence) are from the National
Survey of Family Growth (NSFG).
Baseline and 1995 data for “all males”

were adjusted to exclude hospitalizationgor these objectives are from the

of 1 day or less) indicated that
underreporting for whites is roughly
22 percent in 1991; the difference in
reporting for blacks was negligible (5).

National Survey of Adolescent Males
(NSAM). Biennial tracking data from
the Youth Risk Behavior Survey

(YRBS) are also displayed for these

The baseline data on counseling to objectives, but are not directly

prevent HIV and other STD’s for
objective19.14are from the Primary
Care Provider Surveys (PCPS). The

comparable to the baselines or the
targets. The YRBS is a school-based
survey and thus does not include

sample was drawn from the membel’ShineenagerS who are not in school and

rolls of professional organizations for

who are potentially at higher risk of

pediatricians, nurse practitioners, family these behaviors (6). YRBS data, shown

physicians, obstetricians/gynecologists,

and internists. Response rates varied

by age in this report, are published by
grade only in other publications. (See

from 50-80 percent across these groupsext for Priority Area 5 for more

The data on counseling refer to the
proportion of providers who routinely
delivered these services to

188

information.)
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Table 19. Sexually transmitted diseases objective status

Baseline Target
Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
19.1 Gonorrhea (per 100,000) . ... 1989 300 278 247 197 172 163 149 123 123 100
a. Black (non-Hispanic). ... ....................... 1989 1,990 1,941 1,714 1,408 1,175 1,163 1,046 827 812 650
b. Adolescents 15-19years ................ .. 1989 1,123 1,114 1,031 869 728 734 671 572 532 375
c. Female 15-44 years. ... ..., 1989 501 495 417 364 309 316 300 261 260 175
19.2  Chlamydia prevalence among females 15-24 years
Female 15-19years. . ...t 1988 12.2% --- --- --- --- --- 6.7% 5.4% --- 5%
Female 20-24 years. . ... 1988 8.5% --- --- --- --- --- 4.2% 3.4% --- 5%
19.3 Primary and secondary syphilis (per 100,000) ......... 1989 18.1 20.3 17.0 13.3 10.3 7.9 6.3 4.3 3.2 4
a. Black ... 1989 118 143 122 97 75 57 45 30 22 30
194 Congenital syphilis (per 100,000 live births) — .......... 1990 91.0 107.3 94.7 80.7 55.6 47.4 32.3 24.6 40
a. Black ... .. 1992 a417.8 357.3 230.6 173.2 134.7 99.3 175
b. Hispanic........ ... . . . 1992 a134.6 103.8 78.6 55.2 40.8 32.0 50
19.5  Annual number of first time consultations !
Genital herpes . . ... . . . 1988 163,000 2172,000 235,000 139,000 172,000 142,000 160,000 208,000 176,000 138,500
Genitalwarts . ......... . . 1988 290,000 2275,000 282,000 218,000 167,000 238,000 253,000 191,000 145,000 246,500
19.6 Pelvic inflammatory disease
Hospitalizations per 100,000 females 15-44 years ....... 1988 311 261 233 212 196 177 162 164 --- 100
Initial visits to physicians (number of visits)® ... ......... 1988 430,800 357,522 376,540 334,793 386,860 312,000 245,000 285,000 261,000 290,000
Hospitalizations per 100,000 females
a. Black 15—44years .. ... 1988 655 567 523 539 399 378 296 318 --- 150
b. Adolescents 15-19years ... ............... ... 1988 342 279 239 205 159 184 141 168 --- 110
19.7*  Sexually transmitted hepatitis B (number of cases) B 1987 47,593 47,881 58,393 52,882 35,849 35077 329,446 --- --- 30,500
19.8 Repeat gonorrhea infection ....................... 1987 20% --- ---  16.7% 16.1% 13.8% 149% 158% 14.4% 15%
a. Black ....... .. 1992 21.3% 19.9% 15.6% 16.8% 17.7% 16.2% 17%
19.9* Adolescents engaging in sexual intercourse
Adolescents 15 years
All females . ... ... . . 1988 27% --- --- --- --- --- 22% --- --- 15%
In-school females . .......... ... ... ... .. ...... Ca --- 35% 36% --- 37% --- 38% --- 44% C
Allmales. . ... 1988 33% 27% 15%
In-schoolmales. ......... ... .. ... ... C --- 48% 44% --- 45% --- 42% --- 42% c
a. Allblackmales................ ... .. . . . 1988 69% --- --- --- --- --- 60% --- --- 15%
In-school non-Hispanic black males. .. .............. --- --- 79% --- 82% --- 7% --- ---
Adolescents 17 years
All females . ... .. . . . . 1988 50% --- --- --- --- --- 51% --- --- 40%
In-school females . .......... ... ....... ... ...... - --- 62% 66% --- 66% --- 67% --- 62% C
Allmales. . ... 1988 66% 40%
In-schoolmales. ......... ... ... ... . ... C --- 73% 68% --- 68% --- 65% --- 60% c
b. Allblack males............ ... ... . ... ........ 1988 90% --- --- --- --- --- --- 40%
In-school non-Hispanic black males. .. .............. - --- --- 90% --- 92% --- 88% --- --- -
c. All black females 15-17years. . .................. 1988 66% --- --- --- --- --- 448% --- --- 40%
In-school non-Hispanic black females ............... --- --- 84% --- 80% --- 75% --- ---
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Table 19. Sexually transmitted diseases objective status—Con.

Baseline Target
Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
19.10* Condom use at last sexual intercourse
Sexually active unmarried females 15—-44 years (by their
PAMNErS) . . . 1988 19% --- --- --- --- --- 25% --- --- 50%
a. Sexually active females 15-19 years (by their
PArtNErS) . .. ..ot 1988 26% --- --- --- --- --- 37% --- --- 60%
Sexually active females 15-19 years in grades 9-12
(by their partners). . . ........ .. ... . . . C --- 40% 38% --- 46% --- 49% --- 51% o
b. Sexually active males 15-19vyears................ 1988 57% --- --- --- --- --- --- --- --- 75%
Sexually active males 15-19 years in grades 9-12. . .. C --- 49% 54% --- 59% --- 61% --- 63% L
C. Injecting drug USErs . .............uuuuiiunnnn.. 1992 534% --- --- --- --- --- 75%
d. Black females 15-44 years (by their partners). . ... ... 1988 12.4% --- --- --- --- --- 425% --- --- 75%
19.11* Clinic services for HIV and other sexually transmitted
AISEASES . . 50%
Family planning clinics . .......... ... .. .. .......... 1989 40%
Title X funded family planning clinics
STD testing (excluding HIV). . ... .................. 95%
STD counseling (excluding HIV) . .................. 98%
STD treatment (excluding HIV) .. .................. --- --- 93%
Gonorrhea
Clienttesting® . ....... ... .. .. . ... 97%
Clienttreatment. . . ... 82%
Partner notification”. . ........... .. ... .. ... .. ..., --- 23% --- --- --- --- --- --- ---
Partnertesting. . . ... 60%
Partner treatment . ......... ... .. . . .. 62%
Syphilis
Clienttesting® . ... 86%
Clienttreatment. . . ........... ... . 48%
Partner notification”. . .. ......................... --- 29% --- --- --- --- --- --- ---
Partnertesting. . .. ... 57%
Partner treatment .. ........... ... ... 40%
Chlamydia
Clienttesting® . ............ ... 66%
Clienttreatment. . . ... ... 73%
Partner notification” . . .. ......... ... .. ... ... --- 15% --- --- --- --- --- --- ---
Partnertesting. . . ......... . 29%
Partner treatment . . ........ ... . ... 50%
HIV
Client pretest counseling . .. ...................... --- 66% --- --- --- 82% --- --- ---
Clienttesting. . ... 60% 74%
19.12* HIV and other STD education curricula
Schools offering at least one STDclass ............... 1988 95% --- --- --- --- --- --- --- --- 95%
Proportion of middle and senior high schools:
With HIV prevention in required courses . ............ --- --- --- --- --- 86% --- --- ---
With STD prevention in required courses. . . .......... --- --- --- --- --- 84% --- --- ---
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Table 19. Sexually transmitted diseases objective status—Con.

Baseline Target
Objective year  Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
19.13 Correct management of sexually transmitted disease
cases by primary care providers  .................. 1988 70% --- --- --- --- --- --- --- --- 90%
19.14* Clinician counseling to prevent HIV and other sexually
transmitted diseases . ......... . ... 1987 810% --- --- --- --- --- --- --- --- 75%
Percent of clinicians routinely providing service to 81-100%
of patients
a. Providers practicing in high incidence areas .. ....... C --- --- --- --- --- --- --- --- --- 90%
b. Family physicians. ... .......... ... ... ... ...... 1992 27% --- --- --- --- 910, 75%
C.oInternists. . .. oo 1992 30% --- --- --- --- 920 75%
d. Nurse practitioners . . .. ......... ... 1992 50% --- --- --- --- 945% 75%
e. Obstetricians/gynecologists. .. .. ................. 1992 46% --- --- --- --- 910 75%
f. Pediatricians. .. .......... ... 1992 46% --- --- --- --- 920 75%
g. Mental health care providers. . ................... 75%
19.15 Partner notification of exposure to sexually transmitted
diseases
Patients with bacterial sexually transmitted diseases. . . . .. 1988 20% --- --- --- --- --- --- --- --- 50%
19.16* Adolescent abstinence from sexual intercourse for
previous 3 months
All sexually active females 15-17 years ............... 1988 23.6% --- --- --- --- --- 27% --- --- 40%
In-school sexually active females 15-17 years .......... C --- 24% 25% --- 25% --- 23% --- 23% S
All sexually active males 15-17years. . ............... 1988 33% --- --- --- --- --- --- --- --- 40%
In-school sexually active males 15-17 years. ........... --- 30% 36% --- 33% --- 34% --- 32%
19.17* HIV and STD education for students at colleges and
universities
Students 18 years and over given:
AIDS or HIV infection prevention information . . ........ 1995 49.1% --- --- 90%
STD prevention information. .. .................... 1995 43.4% --- --- 90%
Students 18 years and over taught about AIDS or HIV in
acollegeclass. .. ....... .. 1995 41.4% --- --- 90%
--- Data not available.
Category not applicable.
aBaseline has been revised.
1As measured by first-time visits to physicians’ offices.
21989 data.
SData are provisional.
“Data are for non-Hispanic black females.
5Data are for male and female injecting drug users (married and unmarried) who report having vaginal sex within the last 6 months and reported using a condom “always” or “sometimes.”

Sincludes testing at initial visit, at annual visit, or if symptomatic.

"By family planning clinic staff via telephone or mail.
8Data are for new patients.
91997-98 data.

10Response rate for this group was too low to produce reliable estimates.

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

Data source

19.1, 19a—c
19.2

19.3, 19.3a
19.4

19.5

19.6, 19.6a-b

19.7*

19.8
19.9*

19.10% 19.1

19.10a

19.10b

19.10c

19.11*

19.12*

19.13
19.14*

19.15
19.16*

19.17*

Sexually Transmitted Disease Surveillance System, CDC, NCHSTP.

Sexually Transmitted Disease Surveillance System, CDC, NCHSTP.

Sexually Transmitted Disease Surveillance System, CDC, NCHSTP.

Sexually Transmitted Disease Surveillance System, CDC, NCHSTP.

National Disease and Therapeutic Index, IMS America, Ltd.

For hospitalizations, National Hospital Discharge Survey, CDC, NCHS.

For number of visits, National Disease and Therapeutic Index, IMS America, Ltd.

Viral Hepatitis Surveillance System, CDC, NCID.

Gonococcal Isolate Surveillance Project, CDC, NCHSTP.

Baseline and update for all females and all black females: National Survey of Family Growth, CDC, NCHS.

Baseline and update for all males and all black males: National Survey of Adolescent Males, NIH, NICHD.

1990-97 data for in-school females and males: Youth Risk Behavior Survey, CDC, NCCDPHP.

National Survey of Family Growth, CDC, NCHS.

Baseline: National Survey of Family Growth, CDC, NCHS.

199097 data: Youth Risk Behavior Survey, CDC, NCCDPHP.

Baseline: National Survey of Adolescent Males, NIH, NICHD.

1990-97 data for in-school males and females: Youth Risk Behavior Survey, CDC, NCCDPHP.

National AIDS Demonstration Research Program, NIH, NIDA.

Baseline: State Family Planning Directors.

1990 data: National Questionnaire on Provision of STD and HIV Services by Family Planning Clinics, OPA.

1994 data: The Urban Institute. Family planning clinics: Current status and recent changes in services, clients, staffing, and income sources. March 1994.

1988 baseline: AIDS education: Public school programs require more student information and teacher training, GAO, 1990.

1994 data: School Health Policies and Programs Study, CDC, NCCDPHP.

National Disease and Therapeutic Index, IMS America, Ltd.

1987 baseline: Sexual history-taking and counseling practices of primary care physicians, Lewis CE and Freeman HE. Western Journal of Medicine, 147:
165-7. 1987.

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

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

Sexually Transmitted Disease Surveillance System, CDC, NCHSTP.

Baseline and update for all females: National Survey of Family Growth, CDC, NCHS.

Baseline for all males: National Survey of Adolescent Males, NIH, NICHD.

1990-97 data for in-school males and females: Youth Risk Behavior Survey, CDC, NCCDPHP.

National College Health Risk Behavior Survey, CDC, NCCDPHP.

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



Sexually Transmitted
Diseases Objectives

19.1 Reduce gonorrhea to an incidence
of no more than 100 cases per 100,000
people.

19.1a Reduce gonorrhea among
blacks to an incidence of no more
than 650 cases per 100,000.

19.1kb Reduce gonorrhea among
adolescents aged 15-19 to an
incidence of no more than 375
cases per 100,000.

19.1c¢ Reduce gonorrhea among
women aged 15-44 to an incidence
of no more than 175 cases per
100,000.

19.2 Reduce the prevalence of

Chlamydia trachomatis infections amongcombined

young women (under the age of 25
years) to no more than 5 percent.

NOTE: As measured by a decrease in
the prevalence of chlamydia infection
among family planning clients

19.3 Reduce primary and secondary
syphilis to an incidence of no more than
4 cases per 100,000 people.

19.3a Reduce primary and
secondary syphilis among blacks to
an incidence of no more 30 cases
per 100,000.

19.4 Reduce congenital syphilis to an
incidence of no more than 40 cases per
100,000 live births.

19.4a Reduce congenital syphilis
among blacks to an incidence of no
more than 175 cases per 100,000
live births.

19.4k Reduce congenital syphilis
among Hispanics to an incidence of
no more than 50 cases per 100,000
live births.

19.5 Reduce genital herpes and genital
warts, as measured by a reduction to
138,500 and 246,500, respectively, in
the annual number of first-time
consultations with a physician for the
conditions.

19.6 Reduce the incidence of pelvic

inflammatory disease, as measured by a

reduction in hospitalizations for pelvic
inflammatory disease, to no more than
100 per 100,000 women aged 15-44
and a reduction in the number of initial
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visits to physicians for pelvic
inflammatory disease to no more than
290,000.

19.6a Reduce the incidence of
pelvic inflammatory disease among
blacks, as measured by a reduction
in hospitalizations for pelvic
inflammatory disease, to no more
than 150 per 100,000 women aged
15-44.

19.6k Reduce the incidence of
pelvic inflammatory disease among
adolescents, as measured by a
reduction in hospitalizations for
pelvic inflammatory disease, to no
more than 110 per 100,000 females
aged 15-19.

19.7* Reduce sexually transmitted
hepatitis B infection to no more than
30,500 cases.

Duplicate objectives: 20.03b and 20.03c,

19.9c* Reduce the proportion of
black females aged 17 years who
have engaged in sexual intercourse
to no more than 40 percent.

Duplicate objectives: 5.4c and 18.3c

19.10* Increase to at least 50 percent
the proportion of sexually active,
unmarried people who used a condom at
last sexual intercourse.

Duplicate objective: 18.4

19.10a* Increase to at least

60 percent the proportion of
sexually active, unmarried young
women aged 15-19 whose partner
used a condom at last sexual
intercourse.

Duplicate objective: 18.4a

19.10b* Increase to at least

75 percent the proportion of
sexually active, unmarried young
men aged 15-19 who used a

19.8 Reduce the rate of repeat condom at last sexual intercourse.

gonorrhea infection to no more than
15 percent within the previous year.

Duplicate objective: 18.4b

19.10c* Increase to at least

60 percent the proportion of
intravenous drug users who used a
condom at last sexual intercourse.

NOTE: As measured by a reduction in
the proportion of gonorrhea patients
who, within the previous year, were
ggﬁger?hfeoar.a separate case of Duplicate objective: 18.4c

19.10d* Increase to at least

75 percent the proportion of black
women aged 15-44 whose partner
used a condom at last sexual
intercourse.

19.8a Reduce the rate of repeat
gonorrhea infection among blacks to
no more than 17 percent within the
previous year.

NOTE: Proportion of male gonorrhea
patients with one or more gonorrhea
infections within the previous 12
months.

Duplicate objective: 18.4d

19.11* Increase to at least 50 percent
the proportion of family planning
19.9% Reduce the proportion of clinics, maternal and child health clinics,

adolescents who have engaged in sexug€xually transmitted disease clinics,
intercourse to no more than 15 percent tuberculosis clinics, drug treatment

by age 15 and no more than 40 percent ceNters, and primary care clinics that
by age 17. provide on site primary prevention and

provide or refer for secondary
prevention services for HIV infection
and bacterial sexually transmitted
diseases (gonorrhea, syphilis, and
Chlamydia) to high-risk individuals and
their sex or needle-sharing partners.

Duplicate objectives: 5.4 and 18.3

19.9a* Reduce the proportion of
black males aged 15 years who
have engaged in sexual intercourse
to no more than 15 percent.

Duplicate objectives: 5.4a and 18.3aDUpllcate objectives: 5.11 and 18.13

19.12* Increase to at least 95 percent
the proportion of schools that have
appropriate HIV and other STD
education curricula for students in
4th—12th grade, preferably as part of
Duplicate objectives: 5.4b and 18.3bcomprehensive school health education,
based upon scientific information that

19.9b* Reduce the proportion of
black males aged 17 years who
have engaged in sexual intercourse
to no more than 40 percent.
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includes the way HIV and other STDs
are prevented and transmitted. Duplicate
objective: 18.10

19.13 Increase to at least 90 percent the
proportion of primary care providers
treating patients with sexually

transmitted diseases who correctly
manage cases, as measured by their use
of appropriate types and amounts of
therapy.

19.14* Increase to at least 75 percent
the proportion of primary care and
mental health care providers who
provide appropriate counseling on the
prevention of HIV and other sexually
transmitted diseases.

NOTE: Primary care providers include
physicians, nurses, nurse practitioners,
and physician assistants. Mental health
care providers include psychiatrists,
psychologists, social workers,
psychiatric nurses, and mental health
counselors. Areas of high AIDS and
sexually transmitted disease incidence
are cities and States with incidence
rates of AIDS cases, HIV
seroprevalence, gonorrhea, or syphilis
that are at least 25 percent above the
national average.

appropriate counseling on the
prevention of HIV and other
sexually transmitted diseases.

Duplicate objective: 18.9d

19.14e* Increase to at least

75 percent the proportion of
obstetricians/gynecologists who
provide appropriate counseling on
the prevention of HIV and other
sexually transmitted diseases.

Duplicate objective: 18.9e

19.14f* Increase to at least
75 percent the proportion of
pediatricians who provide
appropriate counseling on the
prevention of HIV and other
sexually transmitted diseases.

Duplicate objective: 18.9f

19.14g* Increase to at least

75 percent the proportion of mental
health care providers who provide
appropriate counseling on the
prevention of HIV and other
sexually transmitted diseases.

Duplicate objective: 18.9g

19.15 Increase to at least 50 percent the

proportion of all patients with bacterial

Duplicate objective: 18.9
19.14a* Increase to at least

sexually transmitted diseases (gonorrhea,
syphilis, and chlamydia) who are offered

90 percent the proportion of primary Provider referral services.

care and mental health care

NOTE: Provider referral (previously

providers who practice in areas of called contact tracing) is the process
high AIDS and sexually transmitted whereby health department personnel

disease incidence who provide
appropriate counseling on the
prevention of HIV and other
sexually transmitted diseases.

Duplicate objective: 18.9a
19.14b* Increase to at least

directly notify the sexual partners of
infected individuals of their exposure to
an infected individual for the purpose of
education, counseling, and referral to
health care services.

19.16* Increase to at least 40 percent

75 percent the proportion of family the proportion of ever sexually active

physicians who provide appropriate
counseling on the prevention of

adolescents aged 17 and younger who
have not had sexual intercourse for the

HIV and other sexually transmitted Previous 3 months.

diseases.
Duplicate objective: 18.9b

19.14c* Increase to at least

75 percent the proportion of
internists who provide appropriate
counseling on the prevention of

Duplicate objective: 5.5 and 18.15

19.17* Increase to at least 90 percent
the proportion of students who received
HIV and other STD information,
education, or counseling on their college
or university campus.

HIV and other sexually transmitted Duplicate objective: 18.11

diseases.

*Duplicate objective.

Duplicate objective: 18.9¢c

19.14d* Increase to at least
75 percent the proportion of nurse
practitioners who provide

194

Healthy People 2000 Review, 1998-99



Figure 21. Proportion of hospital and health maintenance
organization laboratories that possess technologies for rapid viral
diagnosis of influenza: United States, 1993, 1995, 1997, and year
2000 targets for objective 20.19

Priority Area 20
Immunization and
Infectious Diseases

Percent
100

Background 11993 MM1995

The reduction in incidence of
infectious diseases is a significant public80
health achievement of this century.
Despite the progress that has been made,
infectious diseases remain an important 60 |-
cause of illness and death in the United
States. Each of the causative agents of
infectious diseases, even those that are 4
currently rare, poses a potential threat of
recurrence or development of resistance
to current treatment. For example,
susceptibility to active tuberculosis
among persons infected with the human
immunodeficiency virus (HIV) has
contributed to an increase in the number 0
of tuberculosis cases after a steady
decline since the 1950’s (1). The
development and widespread use of
vaccines has been instrumental in

mmm Year 2000 target

20 |-

Health maintenance
organization

Secondary care
hospital

Tertiary care
hospital

reducing the incidence of many Year
infectious diseases, particularly 2000
childhood diseases. Approximately 1993 1995 1997 target

80 percent of childhood vaccine doses
are recommended for administration
before the second birthday; however,
under-vaccination in this age group has
been a_contmumg prOb!em (2). SOURCE: Centers for Disease Control and Prevention, National Center for Infectious Diseases,
Protecting children against Viral and Rickettsial Disease Division, Survey of Laboratories Using Rapid Viral Diagnosis of
vaccine-preventable diseases has becomfeienza.

a national priority.

52%
45%
68%

57%
46%
56%

58%
46%
68%

85%
50%
50%

Tertiary care hospital laboratories
Secondary care hospital laboratories. .. ... ....
Health maintenance organization laboratories . . .

also continued to increase from the 198%he number of measles cases increased
rates among the total population, blacksg4 percent from that reported in 1995.
and among Hispanics in 1997. However,There were 138 cases reported in 1997,
racial/ethnic disparities in vaccination a 73 percent drop. Pertussis incidence,
levels still persist among Hispanics and which had declined by 15 percent in
non-Hispanic blacks (3). 1994 from the 20-year high reported in
United States (objectiva0.11). The The incidence of almost all 1993, increased to an even higher level
proportion of children 19-35 months ~ vaccine-preventable diseased (l) in 1996, with 7,796 cases. Data for 1997
fully vaccinated against hepatitis B viruscontinued to be low during 1997, with  (6,564) show a 16 percent drop.
increased 24 percent in the past 2 years0 cases of polio due to wild virus, Incidence of tuberculosis declined
from 68 percent in 1995 to 84 percent infewer than 10 cases each of tetanus or in 1996 to the lowest rate since the
1997. The proportion of children who  diphtheria among persons 25 years of 1988 baseline20.4). The 1997 rates for
have received a complete set of age and under, and only 5 cases of blacks, Hispanics, and American Indians

Data Summary

Highlights

Vaccination levels among children
are the highest ever recorded in the

vaccinations comprising four doses of
diphtheria-tetanus-pertussis vaccine,
three doses of polio vaccine, and one
dose of measles-containing (MCV)
vaccine increased from 76 percent in
1995 to 78 percent in 1997. Polio and
measles-containing vaccination levels
have also increased. Influenza and

reported congenital rubella syndrome.
The number of rubella cases in 1997
(181) dropped 24 percent from the

and Alaska Natives declined from the
1994 rates and are below the 1988
baselines; rates for Asians and Pacific

number of cases reported in 1996 (238)lIslanders are over five times as high as

An interruption of indigenous measles
transmission likely occurred in the fall
of 1993, although importation of the
virus resulted in moderate measles

pneumococcal vaccination levels amongoutbreaks in 1994 primarily among of res
groups that refuse vaccination; in 1996 days due to ear infections per 100

people 65 years and ove2(.11la-b
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rates for the total population, but have
decreased modestly in the past 2 years
to a rate of 40.6 cases per 100,000
population.

The number of restricted activity
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children 4 years and unde2@.9 has excluding data for the periods when
dropped to 103.4, a rate below the mortality was known to be raised by
Healthy People 200@arget of 105.0 influenza epidemics (5). Epidemic-
restricted activity days per 100 children. related deaths are defined as those that

The incidence of hepatitis B has  exceed the predicted number during
continued to decline and the number of epidemic periods based on the model.
cases among high-risk groups have also
declined 20.3. Data Source Descriptions

It is also important to note that the
proportion of health maintenance
organizations with laboratories capable
of diagnosing viral influenza20.19 has
met the year 2000 target (ségure 2J).

The National Notifiable Disease
Surveillance System (NNDSS) is the
data source for tracking cases of
vaccine-preventable diseas@® (D).
Interim data from this system are
routinely published in thélorbidity and
Mortality Weekly ReportFinal data,

Data are available to assess progresssed to track objectivg0.1, are
for 17 of the 19 objectives in the published in the annu&ummary of
Immunization and Infectious Diseases Notifiable Disease$6). Detailed
priority area. Objective®0.7 and20.9 epidemiologic analyses of data from
have met or exceeded the year 2000 NNDSS are sometimes published in
targets. For seven objective®0(2—20.4, special surveillance reports. Data in
20.13, 20.14, 20.16and20.19, there is
progress toward achieving the targets.
Progress made by objectia.14is
based on nurse practitioner data only.
Trends for two objectives20.12and
20.18 indicate movement away from
the target. Mixed results are shown for
six objectives 20.1, 20.5, 20.6, 20.10,
20.11, and20.15. Data are not yet
available to provide measures after
baseline for two objective20.8 and

Summary of Progress

reports published in th&orbidity and
Mortality Weekly Reporbecause of
differences in timing or refinements in
case definition. The NNDSS is the data
source for specific disease surveillance
systems, such as the Viral Hepatitis
Surveillance System and the
Tuberculosis Morbidity Data System
(20.3and20.4. In the case of the Viral
Hepatitis Surveillance System, the data

20.17. are corrected for underreporting.
The baseline data on provision of
immunizations by physicians for
Data Issues objective20.14are from the Primary
Care Provider Surveys (PCPS). The
Definitions

rolls of professional organizations for
Operational definitions and data  pediatricians, nurse practitioners, family
collection specifications for all year physicians, obstetricians/gynecologists,
2000 objectives in priority area 20 have and internists. The data show the

been published in the National Center proportion of providers who provided
for Health StatisticsStatistical Notes the service to 81-100 percent of their

Comparability of Data Sources

Data sources on immunization
coverage have changed over the years.
The baseline dat&20.11) were obtained
from the 1985 United States
Immunization Survey (USIS) and show
the range of antigen-specific vaccination
levels at the time of the interview
among children 24-35 months of age.
From 1991 to 1994, the source of the
immunization data was the National
Health Interview Survey (NHIS) and the
age included in the data set was
expanded to children 19—35 months of
age. In 1992, the NHIS questions on
childhood immunizations were modified;
therefore, the 1991 data are not directly
comparable to data for subsequent years.
The 1992 data are now considered the
baseline data for estimates from the
NHIS. The 1994 NHIS data have been

these reports may not agree exactly wittprovider-verified and adjusted; providers

were contacted and asked to provide
vaccination information for each child in
the sample.

One of the limitations of the NHIS
is that it provides only national
estimates. In contrast, the National
Immunization Survey (NIS) provides
comparable national, State, and local
vaccination coverage estimates.
Therefore, since 1995, vaccination
coverage data have been obtained from
the NIS. The NIS, first fielded in 1994,
is an ongoing survey that provides the
first population-based State and urban
area-specific estimates of vaccination

sample was drawn from the membershigoverage by a standard methodology for

the United States for children 19-35
months of age.
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Table 20. Immunization and infectious diseases objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
20.1 Vaccine-preventable diseases (number of
cases)
Diphtheria among people 25 years and under . . 1988 1 2 2 3 0 2 0 0 3 0
Tetanus among people 25 years and under. . . . 1988 3 6 4 7 4 5 5 3 9 0
Polio (wild-type virus) . ................... 1988 0 0 0 0 0 0 0 0 0 0
Measles . ........ .. . 1988 a3,396 26,527 9,411 2,237 312 963 309 508 138 0
Rubella. . ...... ... ... . ... 1988 225 1,125 1,401 160 192 227 128 238 181 0
Congenital Rubella Syndrome. . ............ 1988 6 11 47 11 5 7 6 4 5 0
MUMPS . . 1988 4,866 5,292 4,264 2,572 1,692 1,537 906 751 683 500
Pertussis. . . ... . 1988 3,450 4,570 2,719 4,083 6,586 4,617 5,137 7,796 6,564 1,000
20.2 Epidemic-related pneumonia and influenza
deaths among people 65 years and over
(per 100,000) . . ...t 1979-87 119.9 222.6 318.6 420.0 515.7 621.0 719.2 817.3 --- 15.9
20.3* Viral hepatitis cases (per 100,000)
Hepatitis B . . ............. . . 1987 63.5 50.6 42.6 37.7 30.9 28.7 25.0 23.9 --- 40.0
HepatitisS A .. ... . .. 1987 33.0 37.9 29.0 27.2 28.2 30.9 36.4 311 --- 16.1
HepatitisC .. ............. .. . 1987 18.3 13.1 8.3 5.6 4.4 4.1 2.7 2.9 --- 13.7
Hepatitis B (number of cases)
a. Injectingdrugusers .................. 1987 44,348 17,615 12,666 10,576 15,136 14,180 10,216 9,199 --- 7,932
b. Heterosexually active people ........... 1987 33,995 33,971 43,795 46,152 26,289 25375 19,831 25,659 --- 22,663
c. Men who have sex withmen. ........... 1987 13,598 13,840 14,598 6,730 9,560 9,702 9,615 11,135 --- 4,568
d. Children of Asians/Pacific Islanders. . . . . .. 1987 10,817 8,807 7,514 6,730 5,576 5,224 4,207 4,440 --- 1,500
e. Occupationally exposed workers. . ....... 1987 3,090 1,258 2,576 1,923 727 506 407 391 --- 623
f.  Infants (chronic infections) . ............ 1987 6,012 3,003 2,235 2,464 2,464 1,682 1,682 1,682 --- 1,111
g. Alaska Native (number of new carriers). . . . 1987 15 15 15 15 1 0 0 0 --- 1
Hepatitis B (cases per 100,000)
h. Black ................ ... ... 1992 52.8 57.0 52.3 45.3 415 --- 40
Hepatitis A (cases per 100,000)
i. Hispanic............... ... ... ... ... 1992 53.8 50.6 61.9 44.9 62.9 --- a26.9
j. American Indian/Alaska Native . ......... 1992 256.0 192.7 363.7 240.7 142.3 --- 128
Hepatitis C (cases per 100,000)
k. Hispanic................ ... ... ..... 1992 17.2 c c c 111 6.7 3.9 7.7 a13.7
20.4 Tuberculosis cases (per 100,000) .......... 1988 9.1 10.3 104 10.5 9.8 9.4 8.7 8.0 7.4 35
a. Asian/Pacific Islander .. ............... 1988 36.3 41.6 41.8 46.6 445 45.3 45.9 41.6 40.6 15.0
b. Black ........ ... ... 1988 28.3 33.0 31.9 317 29.1 26.8 23.9 22.3 20.5 10.0
C. Hispanic............. .. ............ 1988 18.3 21.4 22.8 22.4 20.6 19.5 18.0 16.0 14.4 5.0
d. American Indian/Alaska Native . ......... 1988 18.1 18.9 16.3 16.3 14.6 17.4 16.5 14.5 134 5.0



66—866T ‘Malnay 0002 a|doad AylesH

66T

Table 20. Immunization and infectious diseases objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
20.5 Surgical wound and nosocomial infections
Device-associated nosocomial infection rates in
ICU patients (per 1,000 device-days)
Bloodstream Infections
Medical/coronary ICU’'s . ................ 198690 6.9 --- 6.5 5.9 5.4 5.7 5.7 --- 6.2
Surgical/medical-surgical ICU's ... ........ 198690 5.3 --- 5.8 4.9 4.6 4.3 4.9 --- 4.8
Pediatric ICU's. . .. ....... ... ... .. ..., 1986-90 114 --- 7.9 8.3 8.0 7.8 7.5 --- 10.3
Urinary Tract Infections
Medical/coronary ICU’'s . ................ 198690 10.7 --- 10.1 8.5 7.9 7.3 6.9 --- 9.6
Surgical/medical-surgical ICU's ... ........ 198690 7.6 --- 6.3 5.9 5.8 4.9 5.1 --- 6.8
Pediatric ICU's. . . ........... ... ... ... 1986-90 5.8 --- 54 51 5.2 5.9 4.9 --- 52
Pneumonia
Medical/coronary ICU's . .. .............. 1986-90 12.8 --- 9.0 9.5 8.6 10.1 9.2 --- 11.5
Surgical/medical-surgical ICU's .. ......... 1986-90 17.6 --- 15.1 14.1 13.6 12.9 12.7 --- 15.8
Pediatric ICU’s. . ... ... oo 1986-90 4.7 --- 6.7 5.8 5.7 55 5.3 --- 4.2
Surgical wound infection rates (per 100
operations)
Low-risk patients . . . . ......... ... ... .. 1986-90 1.1 --- 1.2 1.2 1.1 1.2 1.0 --- 1.0
Medium-low-risk patients . . .............. 198690 3.2 --- 3.2 3.2 3.1 3.4 3.2 --- 2.9
Medium-high-risk patients . .............. 198690 6.3 --- 6.4 5.8 6.1 5.9 5.8 --- 5.7
High-risk patients. . . . .................. 1986-90 14.4 --- 12.1 11.0 11.0 10.1 10.3 --- 13.0
20.6 lllness among international travelers (number
of cases)
Typhoid fever . ...... ... ... .. ... ... ... 1987 280 386 351 299 308 309 258 --- --- 140
Hepatitis A . ... ... 1987 4,475 3,962 3,814 3,814 4,581 6,602 7,815 6,331 --- 1,119
Malaria........... .. ... 1987 932 91,102 1,021 910 1,275 1,007 1,162 955 --- 750
20.7 Bacterial meningitis cases (per 100,000) 1986 6.5 --- --- --- --- --- 1.9 2.3 --- 4.7
a. Alaska Native....................... 1987 33 --- 17 --- --- --- --- 0.7 --- 8
20.8 Infectious diarrhea among children in child
care centers
Children0O-5years . .............ccov.... 1991 32% --- --- --- --- --- --- 24%
Children0-3years . ......... ... .. 1991 38% --- --- --- --- --- --- 28%
20.9 Ear infections among children 4 years and
under (restricted activity days per 100
children) ....... ... .. . . . ... .. 1987 135.4 125.0 155.7 155.2 196.3 137.0 134.4 103.4 --- 105.0
20.10 Pneumonia-related restricted activity days
(per 100 people)
People 65 yearsandover. ................ 1987 19.1 46.2 78.5 63.5 45.1 71.3 58.8 80.7 --- 151
Children 4 years and under. ... ............ 1987 29.4 51.3 10... 10... 10... 39.5 10... 10... --- 24.0
20.11 Immunization (percent immunized)
Basic immunization series among children
Children 2 years and under. .. ........... 1985 11:1254-64% --- --- --- --- --- --- --- --- 90%
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Table 20. Immunization and infectious diseases objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Children 19-35 months
Diptheria-tetanus-pertussis (3 or more
dOSEeS) . . --- --- 69% 83% 88% 90% 95% 95% 95%
Polio (3 or more doses) . .. ............ --- --- 53% 2% 79% 79% 88% 91% 91%
Measles-containing .................. --- --- 82% 83% 84% 90% 90% 91% 91%
Haemophilus influenzae B (3 or more
dOSES) . oo --- --- 58% 28% 55% 75% 92% 92% 93%
Hepatitis B (3 or more doses). . ......... --- --- --- --- 16% 34% 68% 82% 84%
4DTP/3polio/IMMR. . ... ... .. ... .... . --- --- --- 55% 67% 68% 76% 78% 78% S
Children in licensed child care facilities'>1? . . 1987-88  1394-95% 1494-96% 1594-96% 1694-96% 1795-98% 1897-98% 1°98-99% 2095% --- 95%
Children in kindergarten through
post-secondary education institutions'>12 . . . 1987-88  1397-98% 197-98% 1°96-98% 1696-98% 1792-94% 1893-94% 1°94-95% 2098-99% --- 95%
Hepatitis B immunizations
Infants of antigen-positive mothers. . . ... ... 1991 40% 71% 71% 78% 78% 79% --- 90%
Occupationally exposed workers?®. ... ... .. 1989 37% --- --- 50% --- 67% --- --- --- 90%
Injecting drug users in drug treatment
Programs . . ... 50%
Men who have sex withmen............. 1992-93 3% --- --- --- 229% 50%
Pneumococcal immunizations
Institutionalized chronically ill people or older
people. ... ... 1995 2322% . . . . --- --- 80%
Noninstitutionalized people 65 years and over 1989 a15% --- 21% --- 28% 30% 34% --- --- 60%
a. Black 65yearsandover ........... 1989 6% --- --- --- 14% 15% 23% --- --- 60%
b. Hispanic 65 years and over......... 1989 a11% --- --- --- 12% 14% 23% --- --- 60%
Influenza immunizations
Institutionalized chronically ill people or older
people. . ... 1995 2461% C c c ce --- --- 80%
Noninstitutionalized people 65 years and over 1989 a33% --- 42% --- 52% 55% 58% --- --- 60%
a. Black 65yearsandover ........... 1989 a20% --- 27% --- 33% 39% 40% --- --- 60%
b. Hispanic 65 years and over......... 1989 a28% --- --- --- 47% 38% 50% --- --- 60%
25,000- 22,000— 16,000—
20.12 Postexposure rabies treatments (number) 1987 18,000 --- 18,800 24,700 43,000 43,000 --- 39,000 --- 9,000
20.13 Immunization laws (number of States) . ..... 1989 10-49 --- --- 34-50 --- --- 24250 --- 264450 50
20.14 Provision of immunizations by clinicians --- --- --- --- --- --- --- --- --- 90%
Percent of clinicians routinely providing service
to 81-100% of patients
Children:
DTP vaccination
Pediatricians . . .. ........... ... ... ... 1992 86% --- --- --- - 2728 90%
Nurse practitioners . ................... 1992 76% --- --- --- --- 2178% 90%
Family physicians .. ................... 1992 89% --- --- --- --- 2728 90%
Oral polio vaccination
Pediatricians . .. ............ouuiuan... 1992 87% --- --- --- --- 2N 90%
Nurse practitioners . ................... 1992 76% --- --- --- --- 2179% 90%
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Table 20. Immunization and infectious diseases objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Family physicians .. ................... 1992 89% --- -- -- .- 2728 90%
Tetanus-diphtheria booster (under 18 years)
Pediatricians . .. ..o 1992 79% --- -- -- --- 2N 90%
Nurse practitioners . ................... 1992 71% --- -- -- -- 2172% 90%
Family physicians . .................... 1992 70% --- -- -- --- 2N 90%
Hib vaccination
Pediatricians . .. ... 1992 85% --- -- -- --- 2N 90%
Nurse practitioners . ................... 1992 68% --- -- -- --- 2T74% 90%
Family physicians .. ................... 1992 74% --- -- -- --- 2128 90%
Tetanus-diphtheria booster (18 years and over)
Nurse practitioners . ................... 1992 38% --- -- -- -- 2740% 90%
Obstetricians/gynecologists . .. ........... 1992 4% --- -- -- --- 2N 90%
INternistS . . ..o v 1992 29% --- -- -- --- 2728 90%
Family physicians .. ................... 1992 28% --- -- -- --- 2128 90%
Influenza vaccination (65 years and over)
Nurse practitioners . ................... 1992 42% --- -- -- -- 2147% 90%
Obstetricians/gynecologists . .. ........... 1992 6% --- -- -- --- 2728 90%
INtEINISES . . .o 1992 49% --- -- -- --- 2N 90%
Family physicians ..................... 1992 31% --- -- -- --- 22 90%
Pneumococcal vaccination (65 years and over)
Nurse practitioners . ................... 1992 33% --- -- -- -- 2743% 90%
Obstetricians/gynecologists . .. ........... 1992 5% --- -- -- --- 2728, 90%
INternistS . . ... ..ot 1992 40% --- -- -- --- 2n 90%
Family physicians .. ................... 1992 25% --- -- -- --- 2128 90%
20.15 Financial barriers to immunization
Employment-based insurance plans that provide
coverage for immunizations
Conventional insurance plans .. .......... 1989 45% 47% --- 53% --- -- -- -- --- 100%
Preferred provider organization plans. . . . ... 1989 62% 65% --- 65% --- -- -- -- --- 100%
Health maintenance organization plans . . . .. 1989 98% 98% --- 95% --- -- -- -- --- 100%
20.16 Public health department provision of
immunizations
Pneumococcal vaccine . .. ................ 1990 37% --- --- 2648% -- -- -- --- 90%
Influenzavaccine .. ..................... 1990 60% --- --- 2691% -- -- -- --- 90%
Tetanus/diphtheria vaccine .. .............. 1990 70% --- --- --- -- -- -- --- 90%
Tetanus. .. ..o 2685% -- -- -- 90%
Diphtheria . . ....... ... .. ... ... ... ... - --- --- --- --- 2677% -- -- -- --- 90%
Hepatitis Bvaccine. .. ................... 1992-93 7% -- -- -- --- 90%
20.17 Local health department programs that
identify tuberculosis cases .............. 1992-93 80% -- -- -- --- 90%
20.18 Preventive therapy for tuberculosis (percent
of infected people completing therapy) 1987 66.3% 63.0% 64.9% 66.3% 65.3% -- -- -- --- 85%



c0c¢

66—866T ‘Malney 000z a|doad AylesaH

Table 20. Immunization and infectious diseases objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1994 1995 1996 1997 2000

20.19 Laboratory capability for influenza diagnosis
Tertiary care hospital laboratories . . ......... 1993 52% -- 57% -- 58% 85%
Secondary care hospital laboratories. . . ... ... 1993 45% -- 46% -- 46% 50%
Health maintenance organization laboratories . . 1993 268% -- 56% -- 68% 50%

--- Data not available.

Category not applicable.
aBaseline and/or target have been revised.
11979-80 influenza season through 198687 influenza season.
21987-88 influenza season through 1989-90 influenza season.
31988-89 influenza season through 1990-91 influenza season.
41989-90 influenza season through 1991-92 influenza season.
51990-91 influenza season through 1992-93 influenza season.
61991-92 influenza season through 1993-94 influenza season.
71992-93 influenza season through 1994-95 influenza season.
81993-94 influenza season through 1995-96 influenza season.
91989 data.
10Data are unreliable. Numerator has a relative standard error of more than 30%.
11Range of antigen-specific immunization levels.
12Three or more doses for DTP and polio.
131987-88 school year.
141989-90 school year.
151990-91 school year.
161991-92 school year.
171992-93 school year.
18199394 school year.
191994-95 school year.
201995-96 school year.
21Health care workers only.
221994-98 data.
2343% of nursing home residents surveyed had unknown pneumococcal vaccination status and were counted as unvaccinated.
2421% of nursing home residents surveyed had unknown influenza vaccination status and were counted as unvaccinated.
251994-95 data.
261996-97 data.
271997-98 data.
28Response rate for this group was too low to produce reliable estimates.

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

Objective number Data source
20.1 National Notifiable Disease Surveillance System, CDC, EPO.
20.2 CDC, NCID.
National Vital Statistics System, CDC, NCHS.
20.3*, 20.3a—c,i-k National Notifiable Disease Surveillance System, CDC, EPO.
Sentinel Counties Surveillance of Acute Viral Hepatitis, Viral Hepatitis Surveillance Program, CDC, NCID.
20.3d CDC, NCID.
20.3e National Notifiable Disease Surveillance System, CDC, EPO.

Sentinel Counties Surveillance of Acute Viral Hepatitis, Viral Hepatitis Surveillance Program, CDC, NCID.

20.3f National Notifiable Disease Surveillance System, CDC, EPO.
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Objective number Data source

Margolis, HS. Estimates and reported cases of hepatitis B infection and its sequelae in Alaskan Natives.
Lancet (1987) 2:1134-6.

20.3g Alaskan Registry, IHS.

20.3h National Notifiable Disease Surveillance System, CDC, EPO.
20.4, 20.4a—d Tuberculosis Morbidity Data, CDC, NCHSTP.

20.5 National Nosocomial Infection Surveillance System, CDC, NCID.
20.6 Malaria Surveillance System, CDC, NCID.

Typhoid Surveillance System, CDC, NCID.
National Notifiable Disease Surveillance System, CDC, EPO.
Sentinel Counties Surveillance of Acute Viral Hepatitis, Viral Hepatitis Surveillance Program, CDC, NCID.

20.7 Bacterial Meningitis Surveillance System, CDC, NCID.
20.7a Arctic Investigations Laboratory, CDC, NCID.

20.8 National Health Interview Survey, CDC, NCHS.

20.9 National Health Interview Survey, CDC, NCHS.

20.10 National Health Interview Survey, CDC, NCHS.

20.11 Basic immunization series among children:

Baseline for children 2 years and under: United States Immunization Survey, CDC, NCHSTP.
Children 19-35 months: 1991-1994 data: National Health Interview Survey, CDC, NCHS.
1995-96 data: National Immunization Survey, CDC, NIP.
Immunizations among children in licensed child care facilities and in schools: State Immunization Survey, CDC, NCHSTP.
Hepatitis B immunizations among infants of antigen-positive women: Perinatal Hepatitis B Prevention Program, CDC, NIP.
Hepatitis B immunizations among occupationally exposed workers: Baseline: Regulatory Impact Analysis of OSHA Final Rule on Occupational Exposure to
Bloodborne Pathogens, DOL, OSHA, ORA.
Updates: CDC, NCID.
Hepatitis B immunizations among men who have sex with men:
Baseline: Young Men’s Survey, San Francisco Department of Public Health. MMWR Vol. 45 No.10: March 15, 1996.
Update: Young Men’s Survey, CDC, NCHSTP.
Pneumococcal and influenza immunizations among noninstitutionalized people: National Health Interview Survey, CDC, NCHS.
Pneumococcal and influenza immunizations among institutionalized people:
National Nursing Home Survey, CDC, NCHS.

20.11a, b National Health Interview Survey, CDC, NCHS.
20.12 Rabies Vaccine and Immune Globulin Manufacturers Sales Data, CDC, NCID.
20.13 Survey of Immunization Laws, CDC, NIP.
20.14 Baseline: Primary Care Provider Surveys, OPHS, ODPHP.

Update: Prevention in Primary Care Study, American College of Preventive Medicine.
20.15 Health Insurance Association of America Employer Survey, Health Insurance Association of America.
20.16 Baseline: Immunization Grant Program Profiles, CDC, NCPS.

Update: National Profile of Local Health Departments, National Association of County and City Health Officials.
20.17 National Profile of Local Health Departments, National Association of County and City Health Officials.
20.18 Tuberculosis Program Management Report Data on Completion of Preventive Therapy, CDC, NCHSTP.
20.19 Survey of Laboratories Using Rapid Viral Diagnosis of Influenza, CDC, NCID.

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



Immunization and
Infectious Diseases
Objectives

20.1 Reduce indigenous cases of
vaccine-preventable diseases as follows:

Disease 2000 target
Diphtheria among people

aged 25 and younger 0
Tetanus among people

aged 25 and younger 0
Polio (wild-type virus) 0
Measles (indigenous) 0
Rubella 0
Congenital Rubella

Syndrome 0
Mumps 500
Pertussis 1,000

20.2 Reduce epidemic-related

20.3f Reduce hepatitis B among
infants to no more than 1,111
chronic infections.

20.3g Reduce hepatitis B among
Alaska Natives to no more than 1
new chronic infection.

20.3h Reduce hepatitis B among

blacks to no more than 40 cases per

100,000 people.

20.3i Reduce hepatitis A among
Hispanics to no more than 26.9
cases per 100,000 people.

20.3]: Reduce hepatitis A among
American Indians and Alaska

in programs that provide an
Individualized Education Program (IEP)
or Individualized Health Plan (IHP).

20.9 Reduce acute middle ear infections
among children aged 4 and younger, as
measured by days of restricted activity
or school absenteeism, to no more than
105 days per 100 children.

20.1Q Reduce pneumonia-related days
of restricted activity as follows:

15.1 days per 100 people aged 65
and older

24 days per 100 children aged 4
and younger

Natives to no more than 128 cases 20.11 Increase immunization levels as

per 100,000 people.

20.3k Reduce hepatitis C among
Hispanics to no more than 13.7
cases per 100,000 people.

20.4 Reduce tuberculosis to an

follows:

Basic immunization series among
children under age 2: at least 90 percent.

Basic immunization series among
children in licensed child care facilities

pneumonia and influenza deaths amongincidence of no more than 3.5 cases perand kindergarten through post-secondary

people aged 65 and older to no more
than 15.9 per 100,000 people.

NOTE: Epidemic-related pneumonia and
influenza deaths are those that occur
above and beyond the normal yearly
fluctuations of mortality. Because of the
extreme variability in epidemic-related
deaths from year to year, they will be
measured using a 3-year average.

20.3* Reduce viral hepatitis as follows:

Hepatitis B: 40 per 100,000 people
Hepatitis A: 16.1 per 100,000 people
Hepatitis C: 13.7 cases per 100,000
people

20.3a Reduce hepatitis B among
injecting drug users to no more than
7,932 cases.

20.3b* Reduce hepatitis B among
heterosexually active people to no
more than 22,663 cases.

Duplicate objective: 19.7

100,000 people.

20.4a Reduce tuberculosis among
Asians and Pacific Islanders to an

education institutions: at least
95 percent.

Hepatitis B immunization among

incidence of no more than 15 caseshigh-risk populations, including infants

per 100,000 people.

20.4b Reduce tuberculosis among
blacks to an incidence of no more
than 10 cases per 100,000 people.

20.4c Reduce tuberculosis among
Hispanics to an incidence of no
more than 5 cases per 100,000
people.

20.4d Reduce tuberculosis among
American Indians and Alaska
Natives to an incidence of no more
than 5 cases per 100,000 people.

20.5 Reduce by at least 10 percent the
incidence of surgical wound infections
and nosocomial infections in intensive
care patients.

20.6 Reduce selected illness among

international travelers, as follows:

20.3c* Reduce hepatitis B among
men who have sex with men to no
more than 4,568 cases.

Duplicate objective: 19.7

Typhoid fever: 140 cases
Hepatitis A: 1,119 cases
Malaria: 750 cases

20.7 Reduce bacterial meningitis to no

20.3d Reduce hepatitis B among
children of Asian and Pacific
Islanders to no more than 1,500
cases.

20.3e* Reduce hepatitis B among
occupationally exposed workers to
no more than 623 cases.

Duplicate objective: 10.5
204

more than 4.7 cases per 100,000 people.

20.7a Reduce bacterial meningitis
among Alaska Natives to no more
than 8 cases per 100,000 people.

20.8 Reduce infectious diarrhea by at
least 25 percent among children in
licensed child care centers and children

of hepatitis B surface antigen-positive
mothers to at least 90 percent;
occupationally exposed workers to at
least 90 percent; injecting drug users in
drug treatment programs to at least

50 percent; and men who have sex with
men to at least 50 percent.

Pneumococcal pneumonia and influenza
immunization among institutionalized
chronically ill or older people: at least
80 percent.

Pneumococcal pneumonia and influenza
immunization among
noninstitutionalized, high-risk
populations, as defined by the
Immunization Practices Advisory
Committee: at least 60 percent.

Duplicate objective for occupationally
exposed workers: 10.9

20.11a Increase pneumococcal
pneumonia and influenza
immunization among blacks aged
65 years and older to 60 percent.

20.11h Increase pneumococcal
pneumonia and influenza
immunization among Hispanics
aged 65 years and older to

60 percent.

20.12 Reduce postexposure rabies
treatments to no more than 9,000 per
year.

Healthy People 2000 Review, 1998-99



20.13 Expand immunization laws for
schools, preschools, and day care
settings to all States for all antigens.

20.14 Increase to at least 90 percent the
proportion of primary care providers
who provide information and counseling
about immunizations and offer
immunizations as appropriate for their
patients.

20.15 Improve the financing and
delivery of immunizations for children
and adults so that virtually no American
has a financial barrier to receiving
recommended immunizations.

20.18 Increase to at least 90 percent the
proportion of public health departments
that provide adult immunization for
influenza, pneumococcal disease,
hepatitis B, tetanus, and diphtheria.

20.17 Increase to at least 90 percent the
proportion of local health departments
that have ongoing programs for actively
identifying cases of tuberculosis and
latent infection in populations at high
risk for tuberculosis.

NOTE: 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.

20.18 Increase to at least 85 percent the
proportion of people found to have
tuberculosis infection who completed
courses of preventive therapy.

20.19 Increase to at least 85 percent the
proportion of tertiary care hospital
laboratories and to at least 50 percent
the proportion of secondary care
hospital and health maintenance
organization laboratories possessing
technologies for rapid viral diagnosis of
influenza.

*Duplicate objective.

Healthy People 2000 Review, 1998-99
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Priority Area 21 Figure 22. Proportion of people 65 years and over who have

g . received selected clinical preventive screening and immunization
Clinical Preventive services as recommended by the U.S. Preventive Services Task
Services Force: United States, 1991, 1993-95, and year 2000 targets for
objective 21.2

Background Percent

100

Priority area 21 was designed to -

directly address the third goal of
Healthy People 20Q0'Achieve access 80
to preventive services for all Routine check-up
Americans.” The priority area provides — Influenza vaccine in past
a crosscutting assessment of access for - \ 12 months
all populations by looking at measures 60 [~ L bl
of the provision and receipt of a basic At least one screening Year
set of recommended clinical preventive / question at routine check-up 2000
services (CPS) across clinical settings. 49 L * Tetanus booster in past 10 years targets
(This priority area was originally linked
with Priority Area 8, also crosscutting in
terms of a delivery site.) In Priority
Area 21, access is conceptualized, in 20 - Pneumococcal vaccine in
part, by the proportion of the total lifetime
population that has a specific source of
ongoing primary care. Access is also 0 ! ! ! ! ! ! ! ! ! !
expressed in terms of the extent of the 1991 1993 1994 1995 2000
financial barriers to receiving services or
for reimbursement for CPS provided. Year
People who have financial barriers to 2000
receiving the recommended CPS are 1991 1993 1994 1995 target
measured by proxy as the proportion of
people without health insurance. Other Routine check-up . ................ 67% 73% 62% 74% 91%
measures of access include whether Asked at least one screening question
people receiving services from a at routine check-up ............... 42% 48% 38% --- 80%
primary care provider are offered the Tetanus booster in p.ast.lo.ye.ars ..... 29% 34% 32% 40% 62%
recommended CPS, the proportion of Pneumococcal. vaccine in lifetime . . ... 21% 28% 30% 34% 60%

Influenza vaccine in past 12 months . . . 42% 52% 55% 58% 60%

providers who offer the recommended
CPS to their patients, and the proportion__ paia not available.
of people e“glble for services throth SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,

publicly funded programs who are National Health Interview Survey.
offered the recommended CPS in the

latter clinical setting. Measurement of

access to care is further enhanced by literature on clinical preventive services objectives in this priority area support
data to determine whether local health and developed scientifically sound those objectives by considering clinical
departments are assessing and filling theecommendations for specific services preventive services as a complete
gaps in the provision of CPS in their  based on age, sex, and other risk factorpackage and addressing barriers that
jurisdictions, and data on the success ofin 1989 (1). These recommendations  impede access to and receipt of these
actions designed to assure that the were updated in 1996 (2). At the 1997 services.

health professions workforce more National Coordinating Committee on
accurately reflects the cultural makeup Clinical Preventive Services, it was
of the American public served. noted that the delivery of preventive ~ Data Summary

Clinical preventive services are services by clinicians would increase
those disease prevention and health  now that insurance companies allow Highlights
promotion services such as reimbursement for these services.
immunizations, screening for early Preventive services for specific The average number of years of
detection of disease or risk factors, and diseases and health-related behaviors ateealthy life for the total population
patient counseling that are delivered to addressed in other priority areas of (21.D) increased in 1996 for the third
individuals in a health care setting. The Healthy People 20Q0For example, consecutive year. The increase in years

U.S. Preventive Services Task Force, a receipt of Pap smears, clinical breast of healthy life in 1996 was primarily
panel of prevention experts convened by:xams, and mammography are addressélle to large increases for blacks and
the U.S. Public Health Service, first in the cancer priority area. The Hispanics. Prior to 1994, years of
reviewed the full range of scientific healthy life had been declining since the

206 Healthy People 2000 Review, 1998-99



1990 baseline. Except for 1993 when Data Issues update data from the PCPS. The design

life expectancy declined, these decreases and items included in the 1997-98 study
reflected a downturn in health-related  years of Healthy Life were similar to the PCPS, but a slightly
quality of life (based on self-reports of ] ) different sampling frame was used and
health status and activity limitation). The concept of increasing years of some items included in the 1992 surveys
The increases in 1994-96 were healthy life is one of the threllealthy  were not included in the PPCS. The
primarily due to increases in life People 200@oals and a specific professionals were sampled from listings
expectancy. measure has been developed to track af all licensed, active practitioners in the
The proportion of the adult objective in three priority areas(, United States whose practices were at
population with a specific source of 17.1 and21.1). See theappendixfor a  |east 50 percent primary care. Because
primary care has increased from discussion of years of healthy life. of low response rates from the other
80 percent in 1991 to 85 percent in 1995 provider groups, updates are available
(21.3. Hispanic and black adults as wellDefinitions only for nurse practitioners.

as other subgroups of the population are

. ) Operational definitions and data
less likely to have a specific source of

collection specifications for all year Comparability of Data Sources

primary care. Improvements have 2000 objectives in priority area 21 have .
occurred among Hispanics while blacks been published in the National Center Data on the proportion of people

have shown no change from 1994. The ¢ 1o ith StatisticsStatistical Notes who have a specific source of ongoing
proportion of adults under 65 years series (3). Data issues are discussed an imary care are obtained from the
without health care coverage increased referenceé are cited for expanded HIS (objective21.3. In 1991 and

from 15.7 percent in 1989 to almost discussions of the data systems that 1992, information on source of primary
18 percent in 199421.4. The provide data for the national objectives care was received from one adult
proportion of people without health care\yhen appropriate, the text of " randomly selected from among
coverage is used as a proxy measure quuestionnaire iterﬁs used to measure thé‘nousehold members. Beginning in 1993,
financial barriers to receiving a knowledgeable adult respondent

e . objectives is also provided. See the ; ; .
recommended clinical preventive appendixand appendixable VIl for provided information for all members of

services. : . the household.

Data on the proportion of adults further information. Data on the proportion of people
who received recommended clinical Data to determine the level of under 65 years of age who do not have
preventive services in 1995 show receipt of clinical preventive services health care coverage are from the NHIS
improvements for many specific servicesamong adults (objectiv2l.?) are (21.4). The 1989 baseline data and

compared with 1991 and 1992 baseline obtained through periodic supplements tracking data from 1992 through 1994
data (sedigure 29. For example, the to the National Health Interview Survey are not directly comparable because of
proportion of adults who received a (NHIS). The supplements provide guestionnaire changes. Also, beginning
tetanus booster in the last 10 years limited information on counseling, and with 1995 data, persons receiving public
improved from 52 percent in 1991 to  recommendations for high-risk groups assistance other than Medicaid are

59 percent in 1995. Pneumococcal and are not addressed. Respondents were considered to have health care coverage.

influenza vaccinations among older asked if they had been asked about at Prior to 1995 they were considered to
adults improved to an even greater least one behavior that indicates the  not have health care coverage. In 1996,
extent. More women received Pap tests need for counseling at their last routine 0.4 percent of the population under 65
in the previous 3 years and checkup. If the response was positive, years were covered by public assistance
mammograms in the previous 2 years inthis was used as an indication that the other than Medicaid.
1994 compared with 1992. person had received at least one

recommended counseling service. Proxy Measures

Summary of Progress ;
Y J Data Source Descriptions The proportion of the U.S.

Data are available for six of the . o population under 65 years of age
eight Clinical Preventive Services Baseline data for objectiv2l.6 (age-adjusted to the 1970 U.S. civilian
objectives to assess trends toward (provision of recommended services) araoninstitutionalized population) that

meeting the year 2000 targets. For two from the Primary Care Provider Surveysdoes not have health care coverage
objectives 21.3and21.9, data show (PCPS). The sample was drawn from (private insurance, Medicare, Medicaid,
progress toward achieving the year 2006he membership rolls of professional  or a military plan) is used to measure
targets. Trends are moving away from oOrganizations for pediatricians, nurse  progress for objectiv@1.4 financial
targets for objectiv?1.4 Objective21.1 practitioners, family physicians, barriers to receiving recommended
shows no change from its 1990 baselineobstetricians/gynecologists, and clinical preventive services. This is only
Although most services are making internists. Response rates varied from a partial measure. Many health
progress toward the 2000 targets, trend$0-80 percent across these groups. Theinsurance plans do not provide full

are mixed for objective@1.2 Objective data on provision of recommended coverage for preventive health care,
21.6also shows mixed progress, with ~ Services represent the proportion of however, overall coverage for preventive
the assessment of progress being basedroviders who report that they routinely care services is improving. In 1997,

on nurse practitioner data only. Data  Provided 81-100 percent of eligible 89 percent of employer-sponsored health
beyond baseline are not available for ~ patients with the recommended servicesinsurance plans covered periodic
two objectives 21.5and21.7). The Prevention in Primary Care Study physical examinations, 88 percent

(PPCS) was conducted in 1997-98 to covered well baby care, and 92 percent
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covered periodic gynecological
examinations (4).

Beginning with 1996 data, persons
receiving public assistance other than
Medicaid are considered to have health
care coverage. Prior to 1996 they were
considered to not have health care
coverage. In 1996 the age-adjusted
percent of the population under 65 years
of age covered by Medicaid was
11.3 percent, and 0.4 percent were
covered by other public assistance (5).
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Table 21. Clinical preventive services objective status

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
21.1* Years of healthy life .. ... . . . . 1990 64.0 639 637 635 638 639 642 --- 65
a. Black .. ... 1990 56.0 56.0 556 552 55.6 56.0 56.5 --- 60
b, Hispanicl ... ... .. 1990 64.8 63.6 264.0 632 642 640 64.7 --- 65
c. People65yearsand overd .. ... ... ... 1990 11.9 11.8 119 119 121 120 122 --- 14
21.2 Receipt of recommended services
Children 19-35 months
Basic immunization Series. . . . ... 90%
DTP (30rmore doSeS) . . . ..o v vttt 1992 83% 88% 90% 95%  95% ---
Polio (30rmore doSes). . . ..cv v it 1992 72% 79% 79% 88% 91% ---
Measles/mumps/rubella (1 dose) . . . ... 1992 83% 84% 90% 90% 91% ---
Haemophilus influenzae B (3 or more doses). . . ................. 1992 28% 55% 75% @ 92%  92% ---
Hepatitis B (3 ormore doses) . ............... i 1993 16% ... 34% 68% 82% ---
ADTP/3POlIo/AMMR . . . .. 1992 55% 67% 68% 76% 78% ---
People 18 years and older
Routine checkup?® . . ... .. 1991 74% --- 78% 70% 81% --- --- 91%
People 65 yearsand over .. ............ ... 1991 67% --- 73% 62% 74% --- --- L
Cholesterol checked inlast5years. . ........................... 1993 60% - --- --- --- --- 75%
Cholesterol ever checked .. ... ... ... ... . . . . 1991 63% --- 71% --- --- --- ---
People with low income® . .. ........ ... ... 1991 46% ---  55% --- --- --- ---
Black. . . .. 1991 56% .- T12% --- --- --- ---
HISpaniC . . ... 1991 51% --- 62% --- --- --- ---
American Indian/Alaska Native . ........... ... .. ... .......... 1991 46% --- 60% --- --- --- ---
Cholesterol checked inlast2years. .................... .. ...... 1991 50% ---  54% --- --- --- ---
People with low income® . ... ... .. ... ... ... ... ... ... . ... ... 1991 37% --- 41% --- --- --- ---
HispaniC . .. ... 1991 42% .- AT% --- --- --- ---
Asian/Pacific Islander ... ... .. ... 1991 45% --- 44% --- --- --- ---
American Indian/Alaska Native . .......... ... ... ... ... ..... 1991 38% .- 49% --- --- --- --- A
Tetanus boosterinlast 10years .. ...t ... 1991 52% --- B57% 56% 59% --- --- 62%
People 65 yearsand over .. .......... .. i 1991 29% --- 34%  32% 40% --- ---
HispaniC . . . ... 1991 45% ---  48% 51% 51% --- ---
Asian/Pacific Islander .. .......... . . . . . . 1991 40% ---  45% 43% 40% --- ---
People with disabilities. . . . ......... .. ... . .. . 1991 47% ---  b51% 52% 56% --- --- L
Pneumococcal vaccine in lifetime (people 65 years and over) . ........ 1991 21% --- 28% 30% 34% --- --- 60%
People with low income® . .. ......... ... .. .. . 1991 17% ---  18% 19% 25% --- ---
Black. . . .. 1991 14% - 14% 15% 23% --- ---
HispaniC . . ... 1991 12% --- 13%  14% 23% --- ---
Asian/Pacific Islander .. ....... ... ... 1991 15% .- 21%  14%  22% --- --- -
Influenza vaccine in last 12 months (people 65 years and over) ....... 1991 42% ---  52% 55% 58% --- --- 60%
People with low income® . ... ... .. ... ... ... ... ... ... . ...... 1991 36% ---  41% 44% 46% --- ---
BlacK. . .. 1991 27% --- 33% 39% 40% --- ---
Hispanic . .. ... 1991 34% ---  47% 38% 50% --- ---
Asian/Pacific Islander . ........ ... . . . . . 1991 29% --- 54% 43% 51% --- ---
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Table 21. Clinical preventive services objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Pap test in last 3 years (female 18 years and over). . ............... 1992 74% 8%  T7% --- --- --- 85%
Female 65 years and Over .. ......... .. 1992 51% 58% 57% --- --- ---
Asian/Pacific Islander .. ... .. ... 1992 62% 69% 66% --- --- ---
American Indian/Alaska Native . .................. ... .. ...... 1992 64% 78%  73% --- --- ---
Females with disabilities . ... ....... .. ... . ... 1992 65% 69%  69% --- --- ---
Breast exam and mammogram in past 2 years (female 50 years and
[0 =T ) 1992 51% 55%  56% --- --- --- 60%
Female 65 yearsand over. . ... 1992 43% 49%  49% --- --- ---
Females with low income®. .. ......... ... ... oiiiiirinan... 1992 30% 39% 38% --- --- ---
Asian/Pacific Islander .. ....... ... ... .. 1992 38% 53%  46% --- --- ---
American Indian/Alaska Native . .................. ... .. ...... 1992 31% 38%  53% --- --- ---
Females with disabilities . ... ....... .. ... . ... 1992 44% 51% 50% --- --- --- L
Asked at least one screening question at routine checkup® .. ......... 1991 56% ---  63% 56% --- --- --- 80%
People 65 yearsand over . ........... .. 1991 42% --- 48%  38% --- --- ---
Asian/Pacific Islander . ........... . . . . . . 1991 51% ---  60% 48% --- --- ---
21.3 Access to primary care (percent with source of care)
Total population (18 yearsand over) . . ... ... 1991 80% 78% 83% 84% 85% --- --- 95%
a. Hispanic. .. ... 1991 63% 64% 71% 71% 74% --- --- 95%
Mexican AMENICAN . . . . ..ottt 1991 57% 62% 69% 69% 72% --- --- 95%
b, Black . . ... 1991 78% 75% 79% 82% 82% --- --- 95%
c. Low-income people (family income below poverty level) ... ....... 1991 71% 1% 72% 73% 76% --- --- 95%
d. American Indian/Alaska Native . .. .................. ... ..... 1991 70% 85% 82% 81% 84% --- --- 95%
e. Asian/PacificIslander . . ... ... .. .. . 1991 70% 71% 74% 78% 81% --- --- 95%
21.4 Financial barriers to receipt of clinical preventive services
Proportion of people under 65 years without health care coverage’

(@age adjusted). . .. ... 1989 a15.7% --- --- 17.2% 17.3% 17.8% 15.6% 16.1% --- 0%
a. American Indian/Alaska Native . . . ........ .. ... .. .. 1989 a36.1% --- --- --- 34.2% 39.0% 33.9% 33.9% --- 0%
b. Hispanic. .. ... ... ... 1989 a31.3% --- --- 34.0% 34.2% 32.9% 30.8% 31.6% --- 0%

Mexican AMEriCaN . . ... ... 1989 a38.1% --- --- 37.8% 39.5% 37.2% 35.4% 36.7% --- 0%
Puerto Rican . ........ ... . e 1989 a21.4% --- --- 183% 21.0% 17.4% 17.8% 14.4% --- 0%
Cuban . ... 1989 a20.7% --- --- 20.1% 16.9% 27.4% 21.6% 17.6% --- 0%
C. Black . ... 1989 22.0% --- --- 223% 23.2% 21.5% 17.9% 19.0% --- 0%

215 Clinical preventive services from publicly funded programs

(proportion of eligible people)
Federal programs

SCrEENING . o v vttt e e 1991-92 10-100% --- --- --- --- --- 90%
Counseling . ..o 1991-92 40-100% --- --- --- --- --- 90%
IMMUNIZAtIONS . . . . . 1991-92 10-100% --- --- --- --- --- 90%
21.6 Provision of recommended services by primary care providers --- --- --- --- --- --- --- --- --- 50%
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Table 21. Clinical preventive services objective status—Con.

Objective

Baseline
year

Baseline

1990

1991

1992

1993

1994

1995

1996

1997

Target
2000

Percent of clinicians routinely providing service to 81-100% of patients
Preventive services for children:
Hemoglobin/hematocrit
Pediatricians . . . . ...
Nurse practitioners .. ........... ..
Family physicians . ........... .. . . .
Eye exam (for strabismus and amblyopia)
Pediatricians . . . . ...
Nurse practitioners . ............ ..
Family physicians . .......... ... . . .
Blood pressure
Pediatricians . . . ...
Nurse practitioners . ............ ..
Family physicians . ........... .. . . .
Height and weight
Pediatricians . . . ...
Nurse practitioners . ............ .
Family physicians . .......... ... . .
DTP vaccination
Pediatricians . . . . .. ..
Nurse practitioners . ........... ..
Family physicians . ........... .. . .
Oral polio vaccination
Pediatricians . . . ... ..
Nurse practitioners . ........... ..
Family physicians . ... . . . .
Tetanus-diphtheria booster
Pediatricians . . . ... ..
Nurse practitioners . ............ .
Family physicians . ... . . .
Hib vaccination
Pediatricians . . . . . ...
Nurse practitioners . .......... ..
Family physicians .. ........ .. .
Preventive services for adults:
Tetanus-diphtheria booster (18 years and over)
Nurse practitioners . ........... ..
Obstetricians/gynecologists . . . ... ...
INtEINISES . . . o
Family physicians . .......... ... . . .
Influenza vaccination (65 years and over)
Nurse practitioners .. ........... ... i
Obstetricians/gynecologists . . . ... ...

1992
1992
1992

1992
1992
1992

1992
1992
1992

1992
1992
1992

1992
1992
1992

1992
1992
1992

1992
1992
1992

1992
1992
1992

1992
1992
1992
1992

1992
1992

78%
7%
52%

64%
67%
53%

78%
71%
42%

96%
88%
89%

86%
76%
89%

87%
76%
89%

79%
71%
70%

85%
68%
74%

38%

4%
29%
28%

42%
6%

8,9_

851%
89

8,9

865%
8.9

8,9

885%
89

8,9

878%
8.9

8,9

879%
89

8,9

872%
89

8,9

874%
89

840%
89
89
89

847%
8,9
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Table 21. Clinical preventive services objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000

INTEINISES . .« . o et e 1992 49% I I I .. 89 __

Family physicians . .......... .. . 1992 31% - .- . .. 89
Pneumococcal vaccination (65 years and over)

NUrse practitioners . .. ........ ..o 1992 33% S - - .- 843

Obstetricians/gynecologists . . . .. ...t 1992 5% - - - .. 89.__

INEEINISTS . . . ot e e 1992 40% .- - .- oo 89

Family physicians . ......... .. . 1992 25% - - — .. 89
Blood pressure

Nurse practitioners . ............ .. 1992 82% --- --- --- --- 890%

Obstetricians/gynecologists . . . . ..ot 1992 88% .- .- - .- 89 __

INEEINISTS . . . et 1992 92% - . - IR

Family physicians ... ... 1992 89% - - - .- 89
Cholesterol level

NUrse practitioners . ... ... ...t 1992 45% --- S - --- 8550

Obstetricians/gynecologists . . . . ..o 1992 36% - .- - .- 89 __

INEEINIStS . . . o 1992 80% S I R .. 89 __

Family physicians . ........... . 1992 61% - .- . .. 89
Breast exam (by clinician)

NUrse practitioners . ... ........ i 1992 78% S - - .- 8B7%

Obstetricians/gynecologists . . ... ... 1992 92% S - - U X R

INEEINISTS . . . ot ot 1992 76% .- - .- oo 89

Family physicians .. ... .. . 1992 62% - - — .. 89
Pap smear

Nurse practitioners . ............ .. 1992 7% --- --- --- --- 865%

Obstetricians/gynecologists . . . ..ot 1992 92% - .- - .- 89 __

INEEINISTS . . . et e 1992 67% - . - oo 8O

Family physicians .. ... 1992 62% - - - .- 89._.
Mammogram

NUrse practitioners . .. ........uuii i 1992 63% - .- - .- 89 __

Patients 40—49 Years. . . . ...t --- 858%

Patients 50 yearsand over . ........... ... --- 860%

Obstetricians/gynecologists . . . .. ..ot 1992 85% .- .- - .- 89 __

INEEINISTS . . . ottt 1992 67% .- . - .. 89

Family physicians . . ... 1992 53% - - — .. 89._.

21.7 Local health department assurance of access to essential clinical
preventive services

Proportion of people served . . ... ... ... --- --- --- --- --- --- --- --- --- 90%
Proportion of local health departments that:

Assess the extent to which screening, immunization,

and counseling services are provided to the local population . . . .. .. 1992-93 76% - . - .
Collect data to document the number of providers
of clinical preventive services in their jurisdication . .............. 1992-93 45% - - .- .-
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Table 21. Clinical preventive services objective status—Con.

Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
Evaluate to determine whether a gap exists between available clinical
preventive services and the need for those services ............. 1992-93 57% --- --- --- ---
(Of those that assess gaps) Provide clinical preventive services to fill
JAPS - - v e e e e 1992-93 83% --- --- --- ---
21.8 Racial/ethnic minority representation in the health professions
Degrees awarded:
BlacK. . ..o 1985-86 5.0% --- 10579 1157% 125.9% 135.9% 146.0% 56.6% --- 8.0%
HIiSpanic . . ... 1985-86 3.0% --- 104.3% 114.8% 124.8% 134.3% 44.1% 1°3.8% --- 6.4%
American Indian/Alaska Native . ...............couuirenen .. 1985-86 0.3% --- 190.4% 1'0.5% 120.4% 130.4% 40.4% %°0.5% --- 0.6%
a. Enrolled in schools of nursing:
BlacK. . . 111991-92 9.1% .. 128.6% 138.7% 1%9.0% 1°9.4% ---  10.0%
HIisSpanic . ... ..o 111991-92 3.1% .. 123.0% 133.0% 143.2% 153.5% --- 4.0%
Asian/Pacific Islander . ............ .. . 11199192 2.9% .. 123.29% 133.3% 143.6% 1°4.0% ---  5.0%
American Indian/Alaska Native .. ..................ccouiin.... 11991-92 0.7% . 120.6% 130.7% 40.7% 150.7% --- 1.0%

--- Data not available.
Category not applicable.
aBaseline has been revised.

1Estimate based on preliminary data. Excludes mortality data from States lacking an Hispanic-origin item on their death certificate or for which Hispanic-origin data were not of sufficient quality.

See appendix.

2Estimate derived from 1991-93 health status data and 1992 mortality data.

SYears of healthy life remaining at age 65.

4In the last 3 years for people 18—64 and in the last year for people 65 years and over.
5Data are for persons with family incomes below the Census poverty threshold.

8For people 18-64 years, a screening question on at least one of the following: diet, physical activity, tobacco use, alcohol use, drug use, sexually transmitted diseases, contraceptive use at a
routine checkup in the last 3 years. For people 65 years and over, a screening question on at least one of: diet, physical activity, tobacco use, alcohol use at a routine checkup in the past year.
"Beginning with 1996 data, persons receiving public assistance other than Medicaid are considered to have health care coverage. Prior to 1996 they were considered to not have health care

coverage.
81997-98 data.

°Response rate for this group was too low to produce reliable estimates.
10Academic year 1990-91.

Academic year 1991-92,

12Academic year 1992-93.

13academic year 1993-94.

14Academic year 1994-95.

15Academic year 1995-96.

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

Data source

21.1* 21.1a—C
21.2

21.3, 21.3a—e
21.4, 21.4a—c
21.5

21.6
21.7

21.8
21.8a

National Vital Statistics System, CDC, NCHS; National Health Interview Survey, CDC, NCHS.
Excluding basic immunization series among children: National Health Interview Survey, CDC, NCHS.
Basic immunization series among children:
Baseline for children 2 years and under: United States Immunization Survey, CDC, NCHSTP.
Children 19-35 months: 1991-1994 data: National Health Interview Survey, CDC, NCHS.
1995 data: National Immunization Survey, CDC, NIP.
National Health Interview Survey, CDC, NCHS.
National Health Interview Survey, CDC, NCHS.
For Community/Migrant Health Centers: Bureau of Primary Health Care Survey, HRSA, OPEL.
For other publicly funded programs: Survey of Federal Programs, HRSA, OPEL.
Baseline: Primary Care Providers Survey, OPHS, ODPHP.
Update: Prevention in Primary Care Study, American College of Preventive Medicine.
National Profile of Local Health Departments, National Association of County and City Health Officials.
Minorities and Women in the Health Fields, HRSA, BHPR.
National League for Nursing, Nursing Data Source.

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



Clinical Preventive
Services Objectives

21.1* Increase years of healthy life to
at least 65 years.

NOTE: Years of healthy life (also
referred to as quality-adjusted life
years) 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: 8.1 and 17.1

21.1a* Increase years of healthy
life among blacks to at least 60
years.

Duplicate objectives: 8.1 and 17.1a

21.1b* Increase years of healthy
life among Hispanics to at least 65
years.

Duplicate objectives: 8.1b and 17.1b

21.1c* Increase years of healthy
life among people aged 65 and
older to at least 14 years remaining.

Duplicate objectives: 8.1c and 17.1c

21.2 Increase the proportion of people
who have received selected clinical
preventive screening and immunization
services and at least one of the
counseling services appropriate for their

age and gender as recommended by the

U.S. Preventive Services Task Force.

years without health care coverage.
Breast exam and mammogram in

past 2 years 21.4c Decrease to 0 percent the

proportion of blacks under 65 years
without health care coverage.

60
Counseling services 80
21.5 Ensure that at least 90 percent of
people for whom primary care services
are provided directly by publicly funded
o Programs are offered, at a minimum, the
screening, counseling, and immunization
services recommended by the U.S.
Preventive Services Task Force.

21.3 Increase to at least 95 percent the
proportion of people who have a
specific source of ongoing primary car
for coordination of their preventive and
episodic health care.

21.3a Increase to at least

95 percent the proportion of
Hispanics and the proportion of
Mexican-Americans who have a
specific source of ongoing primary
care for coordination of their
preventive and episodic health care.

NOTE: Publicly funded programs that
provide primary care services directly
include federally funded programs such
as the Maternal and Child Health
Program, Community and Migrant
Health Centers, and the Indian Health
Service as well as primary care service
21.3h Increase to at least settings funded by State and local

95 percent the proportion of blacks governments. This objective does not
who have a specific source of include services covered indirectly
ongoing primary care for through the Medicare and Medicaid
coordination of their preventive and programs.

episodic health care. 21.6 Increase to at least 50 percent the

21.3c Increase to at least 95 percenproportion of primary care providers

the proportion of low-income who provide their patients with the
people who have a specific source screening, counseling, and immunization
of ongoing primary care for services recommended by the U.S.
coordination of their preventive and Preventive Services Task Force.

episodic health care. 21.7 Increase to at least 90 percent the

proportion of people who are served by
95 percent the proportion of a local health department that assesses
American Indians and Alaska and assures access to essential clinical
Natives who have a specific source preventive services.

of ongoing primary care for
coordination of their preventive an
episodic health care.

21.3d Increase to at least

d NOTE: Local health department refers
to any local component of the public

Receipt of selected clinical 2000 health system, defined as an
preventive and counseling target 21 3e Increase to at least 95 percentdministrative and service unit of local
services (percent) the proportion of Asians and Pacific or State government concerned with
Basic Immunization Series 920 Islanders who have a specific sourcéealth and carrying some responsibility

of ongoing primary care for for the health of a jurisdiction smaller
Routine check-up 91 coordination of their preventive and than a State.

Cholesterol checked in last 5 years

Cholesterol ever checked

Cholesterol checked in last 2 years 7§

Tetanus booster in last 10 years 6
Pneumococcal vaccine in lifetime

(aged 65 and over) 60
Influenza vaccine in last year

(aged 65 and over) 60
Pap test in last 3 years 85

Healthy People 2000 Review, 1998-99

75—21.4 Improve financing and delivery of
75

episodic health care. 21.8 Increase the proportion of all

degrees in the health professions and
clinical preventive services so that allied and associated health profession
virtually no American has a financial fields awarded to members of

arrier to receiving, at a minimum, the underrepresented racial and ethnic
creening, counseling, and immunizatiomminority groups as follows:
ervices recommended by the U.S.

> ' 2000 target
reventive Services Task Force. Degrees awarded to— (percent)
21.4a Decrease to 0 percent the  Blacks 8.0
proportion of American Indians and Hispanics 6.4
Alaska Natives under 65 years American Indians and
without health care coverage. Alaska Natives 0.6

21.4h Decrease to 0 percent the
proportion of Hispanics under 65
years, and Mexican-Americans,
Puerto Ricans, and Cubans under 65

21.8a Increase the proportion of
individuals from underrepresented
racial and ethnic minority groups
enrolled in U.S. schools of nursing.

215



2000

Proportion enrolled target
in fall academic year (percent)
Blacks 10
Hispanics 4
Asians and Pacific

Islanders 5
American Indians and

Alaska Natives 1

*Duplicate objective.
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Priority Area 22
Surveillance and

Number of States

Figure 23. Number of States that publish data from major
databases: 1989-97, and year 2000 target for objective 22.5

Data Systems 60

Vital statistics*®

50
Background

The ability to assess health status, 40
health disparities, or service needs or to
evaluate the implementation and
effectiveness of preventive interventions30

YRBSS data

BRFSS data*

Year
2000
target

__~

and community health programs requires
information. Public health surveillance is
the systematic collection, analysis, and 20
use of health information. This activity

is essential to understanding the health
status of a population and to planning
effective prevention programs and
interventions. The Institute of Medicine , , , , ,

Hospital discharge data

L
|dent!f|es surveHIance as one of'the core” 4989 1990 1991
functions of public health (1). It is

1992 1993 1994 1995 1996 1997

2000

critical in health agencies at all
jurisdictional levels: Federal, State, and
local. Achievement of the year 2000
objectives depends in part on our ability

Year
2000

1989 1990 1991 1992 1993 1994 1995 1996 1997 target

to monitor and compare progress towargita| statistics* . . . . . . 51 51 51 51 51 51 51 51 51 50
the objectives at all levels of BRFSS data* . . ... .. 40 45 48 49 50 51 51 51 51 50
government. Hospital discharge

We must also be able to measure data . ............ 22 L. oo .. e o-o .- 29 33 50
the health status of special populations.yrBss data. . . .. ... . 24 27 --- 41 --- M ... 139 50
Morbidity, mortality, health behaviors, — -
and access to and use of health service¥icludes the District of Columbia. _

BRFSS is the Behavioral Risk Factor Surveillance System.

vary markedly by age, race, sex, and

socioeconomic status. There are 319
Healthy People 2008ubobjectives that
are targeted toward racial and ethnic
minorities, elderly people, people with

YRBSS is the Youth Risk Behavior Surveillance System.
--- Data not available.

SOURCES: Centers for Disease Control and Prevention. Vital Statistics: National Center for

Health Statistics. Behavioral Risk Factor Surveillance System data: National Center for Chronic
Disease Prevention and Health Promotion. Hospital discharge data: National Center for Health
Statistics. Youth Risk Behavior Surveillance System data: National Center for Chronic Disease

chronic disabilities, people with less
than a high school education, people
with low incomes, and others.

Some important health issues could consensus set of 18 indicators was
not be addressed in the year 2000 published in July 1991 (2). National
objectives because of the unavailability data for the HSI's were first published
of national data to accurately in October 1992 (3). National trends in
characterize the problems. The lack of the HSI data are shown in appendix
data at the State and local levels is of table \ Appendixtable VI presents the
even greater concern. Thus, several indicators for the major race/ethnic
objectives in Priority Area 22 are groups for the most recent data year. A
directed toward enhancing data systemsdetailed discussion of HSI differentials

Prevention and Health Promotion.

Statistics and Surveillanceumber 8)

(5). The 1997 State and Local Capacity
Survey developed and administered by
the Public Health Foundation (6) found
that 41 of 42 responding States provided
information about some HSI's to local
health departments. Thirty-nine of 46
responding States have produced a
report that includes over half the HSI's

in States and communities. Similarly,
there are objectives that address the
identification of and response to data
gaps related to minorities and other
special populations.

Data Summary and Issues

The first part of objective?2.],

development of Health Status Indicatorsdata for county, region, or health

(HSI's), has been achieved. The

Healthy People 2000 Review, 1998-99

and 31 of these States indicated that the
reports included information specific to
achievement of the second part of this areas within the State (such as counties,
objective, to establish use of the HSI's regions, and health districts). HSI data
in at least 40 States, is being measuredby State can be accessed via FTP (file
by tracking their use by State and local transfer protocol) on the Internet at
health departments. All States, includinghttp://www.cdc.gov/nchswww/datawh/
the District of Columbia, are monitoring ftpserv/hstatus/hstatus.htm. See the
some of the Health Status Indicators. Atappendix for further discussion of the
least nine States have published the HSHealth Status Indicators and additional
sources of monitoring data.

by race and Hispanic origin was
published in September 1995 (4). The

department district (an update of
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Objective22.2is close to being
achieved with 97 percent of objectives
with ongoing data sources. There are

seven objectives for which there are no development and implementation of

baseline data and no plans to collect
monitoring data7.12, 7.14, 7.17, 14.14,
14.16, 17.20and18.17. New baselines
were obtained for objective.8 and

These objectives include patient process contains guidance for expanding
education and counseling, employer- angopulation-based objectives to include
community-based prevention programs, data on race/ethnic groups and other
pertinent subpopulations (see the
Healthy People 2018ection in the
introduction).

The process of thélealthy People
2000 midcourse review (7) has brought

quality standards, conformance with
national guidelines, and enactment of
national or State laws. Therefore, the
1994 estimate of 21 percent is an

8.11in 1998, and data are still expected underestimate of the actual proportion othe Nation closer to achieving the latter

before the year 2000 for objectivesll
and9.20 In 1997, 32 of the 44 States
and the District of Columbia with
Healthy People 200@lans had included

all objectives with comparable data

collection procedures. midcourse review, considerable attention
Developing and disseminating was given to population groups that are

comparable data collection procedures at highest risk for premature death,

part of objective22.4 During the

surveillance and data systems objectivesnvolves systematically documenting thedisease, or disability, and 120 new

in their plans.
Objective22.3 has three parts:
developing, disseminating, and

incorporating into Public Health Service each priority area, reports are being

data collection systems the procedures
for collecting comparable data for each
of the year 2000 national health
objectives among Federal, State, and

local agencies. The baseline shows the published in theHealthy People 2000

percent of objectives that are tracked
with vital statistics data, which are

comparable at all levels of measuremendate (see appendiable VIII).

Comparable procedures for monitoring
population-based nutrition objectives
among Federal surveys were included
for 1992. Objectives measured by
systems that have comparable data at
the Federal, State, or local levels such
as those monitored with the Youth Risk
Behavior Survey (YRBS), the National

Notifiable Disease Surveillance System,

the Fatality Analysis Reporting System
(formerly the Fatal Accident Reporting
System), and several other national

systems that depend on State data wereof data gaps connected with special
included for 1994. Objectives monitored populations. In 1993, first steps to

with the National Health Interview

methods that are currently being used subobjectives were proposed by the lead
and accepted (as well as changes in  PHS agencies; 111 new subobjectives
measurement methods over time). For were eventually added (see the section
on the midcourse review in the
appendix). Data gaps still exist for many
objective is being measured at the population groups that might be at
Federal level and the relevant data higher health risk than the general
issues involved. These reports are beingpopulation, and additional steps are
being taken to identify these gaps
Statistical Noteseries. Six of these through the current process of
Statistical Noteshave been published to establishing objectives for 2010.
Progress toward objectiv@2.5 the
Objective22.4 (duplicated as number of States that periodically
objectivel17.22during the midcourse analyze and publish data needed to
review) addresses the development andmeasure progress toward the national
implementation of a national process to health objectives, is currently being
identify significant gaps in the Nation's assessed by the number of States that
disease prevention and health promotiorpublish data from major databases
data. Progress is being made, although ihcluding vital statistics, the BRFSS,
is difficult to quantify. There are two hospital discharge systems, and the
parts to this objective: the identification YRBSS (sedigure 23. A national
of data gaps in broad areas of public database (the Health Care Cost and
health where insufficient data exist to  Utilization Project) has been developed
develop objectives, and the identificatiorto build comparable hospital discharge
data sets among States; in 1997, 33
States collected hospital discharge data
identify significant gaps in broad areas (8). The number of States with at least

compiled that describe how each

Survey were also counted in 1994 if theof the Nation’s disease prevention and one racial/ethnic group that comprises at

State Behavioral Risk Factor
Surveillance System (BRFSS) included
guestions that were similar in wording
and conceptual approach (some

objectives, for example, physical activityrecommended the development of a

and current smoking, are being
monitored by the BRFSS but not with
methods comparable with national
methods).

The denominator for the proportion
of objectives with comparable data is
the total number of objectives, which
underrepresents Federal-State-local
objective measurement comparability.

Some objectives are out of scope for theesources, health care costs and

purposes of tracking objectivé2.3
including most Services and Protection
objectives, which do not involve
traditional data collection comparability

health promotion data were taken. The least 10 percent of their population that
National Committee on Vital and Health publish vital statistics data for each of
Statistics Subcommittee on State and these groups is also being tracked. There
Community Health Statistics are 27 States whose populations include
at least 10 percent racial/ethnic
coordinated Federal, State, and minorities. At least 22 of those States
community health statistics system that were publishing data for their major
should include the following data sets inracial/ethnic groups in 1996.

order to carry out the functions of Data to measure objecti#2.6 (to
assessment and policy development: expand in all States systems for the

vital statistics, in-patient hospitalization transfer of year 2000 data among
utilization, ambulatory care, long-term Federal, State, and local agencies) are
care, incidence and prevalence of available for three data systems. The
disease and disability, health care National Electronic Telecommunications
System for Surveillance (NETSS) is
expenditures, demographic profiles of operating in all States and the District of
populations served, access to basic Columbia. In 1995, the Public Health
health care and preventive services, Laboratory Information System (PHLIS)
health risk behaviors and attitudes, and became available in all States and the

issues, although they may involve what environmental health risks. THéealthy  District of Columbia as well.

is considered appropriate protocol.
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all the nationalHealthy People 2000
objectives, became available in April
1995 to State and local health
department personnel through the CDC
WONDER system, a system actively
used by all State health departments. In
1996, DATA2000 became available to
all Internet users through CDC
WONDER (see appendix).

The National Center for Health
Statistics Internet homepage contains
links to State data for a number of
Healthy People 2000bjectives
(http://www.cdc.gov/nchswwyv In
1997, mortality data by State for the
years 1992-95 were made available in
the Data Warehouse section
(http://www.cdc.gov/nchswww/
datawh/datawh.ht)n race/ethnicity data
are provided for 19 causes of death
targeted inHealthy People 200@nd for
HIV mortality. Healthy People 2000
data for natality objectives by State for

objectives targeting mortality rates and
the National Notifiable Disease
Surveillance System for
vaccine-preventable diseases (objective
20.1). Other objectives are tracked with
biennial data, such as data from the
YRBS for objectives targeting
adolescents. Other objectives are
monitored with data from periodic
surveys such as the National Health and
Nutrition Examination Surveys for
measures of overweight and prevalence
of high blood cholesterol. For these
surveys, data are counted as timely for
years close to the years of data
collection only, even though the data
may have been released soon after
collection.
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Table 22. Surveillance and data systems objective status
Baseline Target
Objective year Baseline 1990 1991 1992 1993 1994 1995 1996 1997 2000
22.1 Health status indicators
Develop (indicators selected) . ......... ... .. .. i 1991 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Establish use (number of States)
Monitoring some iNdicators . .. . ... .ot --- --- --- 48 151 151 151 151 151 40
Providing HSI data to local health departments. . .................. o --- --- --- 36 --- --- --- --- 39 40
22,2 National data SOUICES . . ..ot v vttt e e 1990 2T77% --- --- 93% 93% 396% 97% *°97% 100%
a. State level data for at least two-thirds of State objectives (number of
States) e . 1995 42 --- 45 50
22.3 Comparable data collection procedures
Federal, State, and local agencies . .............. .. ... ... . 1990 12% .- 14% --- 21% --- --- --- 100%
Publication of operational definitions and sources for national data . . . . . --- --- --- --- --- --- --- --- 729%
None
22.4* |dentify gapsin healthdata ................. ... .. ... .... 1990 identified --- --- --- --- 8. o 0. 10._.
None
Establish mechanisms to meetneeds . .. ..., 1990 established --- --- --- --- 8. 9. 0. 10 S
22.5 Periodic analysis and publication of data (number of States)  ...... 1989 20 --- --- --- --- --- --- --- --- 50
Vital statistics? . .. ... . -- 151 51 51 51 51 51 51 51 50
Behavioral Risk Factor Surveillance System datat. .. ............... --- 140 --- 49 50 51 51 51 51 50
Hospital discharge data' ... ........ ... ... . ... ... ... ........ --- 1122 --- --- --- --- --- 29 533 50
Youth Risk Behavior Survey data . ................ ... ... ... ... S --- 24 27 --- 41 41 C 139 50
a. Analysis for racial and ethnic groups (number of States)™3 . ... ... 1992 1419 1423 --- --- 22 --- 25
22.6 Number of States with data transfer systems . .................. 1989 30 --- --- --- --- --- --- --- --- 50
National Electronic Telecommunications System for Surveillance
(NETSS) .t --- --- --- 51 51 51 51 51 51 50
Public Health Laboratory Information System (PHLIS). . ............. --- --- --- 37 144 151 151 151 151 50
DATA2000 on CDC WONDER/PC . . ... ... ... ... ... . . ... .. .. ... --- --- --- --- --- --- 51 51 51 50
22.7 Timely release of national data (percent of objectives)
Data released within 1 year of collection. .. ...................... 1994 65% --- 1567% 1646% 1749%  523% 100%
Data released between 1-2 years of collection . .. ................. 1994 24% --- 1524% 1616% 1718%  531%

--- Data not available.

Category not applicable.
Lincludes the District of Columbia.
2Total number of objectives is 300.

SNumber of objectives changes from 300 to 319 during the midcourse review.

49 of 319 objectives have no baseline; there are no plans for data collection for 7 of these objectives.

51998 data.
6States that have adopted Healthy People 2000 plans.

76 of 21 Statistical Notes have been published. See appendix table VIII.
8The National Committee on Vital and Health Statistics established a Subcommittee on State and Community Health Statistics to work with Federal and State agencies and appropriate private

agencies to review and identify gaps in current health statistics.

9The Healthy People 2000 Midcourse Review added 111 additional subobjectives for major population groups at highest risk for disease, injury, and disability.

10As part of the planning process for 2010, data gaps are being identified and mechanisms to address these gaps are being considered.

111989 data.

12states that collect hospital discharge data. The number of States with legislative mandates to collect hospital discharge data was 39 in 1993-95, 38 in 1998.
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13Twenty-seven States have at least one racial/ethnic group comprising at least 10 percent of their population; data show number of States that published vital statistics data for these
racial/ethnic groups.
1;"Number of all States that published vital statistics data for racial/ethnic groups; racial/ethnic groups may comprise less than 10 percent of State population.
1995 data.
161996 data.
171997 data.

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

Objective number Data source
22.1 CDC, NCHS.
22.2,22.2a Baseline: National data: OPHS, ODPHP.

State data: Public Health Foundation.
Updates: CDC, NCHS; OPHS, ODPHP.

22.3 CDC, NCHS.

22.4* Subcommittee on State and Community Health Statistics, NCVHS.
CDC, NCHS; OPHS, ODPHP.

22.5 1990 data: PHF.

1989 baselines and updates:
Vital statistics: CDC, NCHS.
Behavioral Risk Factor Surveillance System: CDC, NCCDPHP.
Hospital discharge data: National Association of Health Data Organizations.
Youth Risk Behavior Surveillance System: CDC, NCCDPHP.
22.5a CDC, NCHS.
22.6 1989 baseline: PHF.
1992-97 data:
NETSS: CDC, EPO.
PHLIS: CDC, NCID.
CDC WONDER: CDC, EPO; CDC, NCHS.
22.7 CDC, NCHS.

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



Surveillance and
Data Systems
Objectives

22.1 Develop a set of health status
indicators appropriate for Federal, State

use of the set in at least 40 States.

22.2 ldentify, and create where
necessary, national data sources to
measure progress toward each of the
year 2000 national health objectives.

22.2a ldentify, and create where
necessary, State-level data for at
least two-thirds of the objectives in
State year 2000 plans in all 50
States.

22.3 Develop and disseminate among
Federal, State, and local agencies
procedures for collecting comparable
data for each of the year 2000 national
health objectives and incorporate these
into Public Health Service data
collection systems.

22.4* Develop and implement a
national process to identify significant
gaps in the Nation's disease prevention
and health promotion data, including
data for racial and ethnic minorities,
people with low incomes, and people
with disabilities, and establish
mechanisms to meet these needs.

NOTE: Disease prevention and health
promotion data include disease status,
risk factors, and services receipt data.
Public health problems include such
issue areas as HIV infection, domestic
violence, mental health, environmental
health, occupational health, and
disabling conditions.

Duplicate objective: 17.22

22.5 Implement in all States periodic
analysis and publication of data needed
to measure progress toward objectives
for at least 10 of the priority areas of
the national health objectives.

NOTE: Periodic is at least once every 4
years. Objectives include, at a minimum
one from each objectives category:
health status, risk reduction, and
services and protection.

22.5a Implement in 25 States
periodic analysis and publication of
data needed to measure State
progress toward the national or

222

State-specific health objectives for
each racial or ethnic group that
makes up at least 10 percent of the
State population.

22.6 Expand in all States systems for
the transfer of health information related
to the national health objectives among
Federal, State, and local agencies.

and local health agencies, and establishNOTE: Information related to the

national health objectives includes State
and national level baseline data, disease
prevention and health promotion
evaluation results, and data generated
to measure progress.

22.7 Achieve timely release of national
surveillance and survey data needed by
health professionals and agencies to
measure progress toward the national
health objectives.

NOTE: Timely release (publication of
provisional or final data or public-use
data tapes) should be based on the use
of the data, but is at least within one
year of the end of data collection.

Healthy People 2000 Review, 1998-99
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Appendix between the total population and peopleasse_ss the health Qf minoritigs a}r]d other
in age, sex, racial, or ethnic minority  special subpopulations is a significant

groups resulted in the addition of 111  challenge during this decade. However,

new special population subobjectives  the addition of the special population

Midcourse Modifications (bringing the total number of subobjectives during the midcourse
subobjectives to 319). Including the review indicates that some
The midcourse review dflealthy midcourse changesjealthy People improvements in data availability have
People 2000vas a 2-year process, 2000now contains a total of 638 been made.
announced in the fall of 1993 and objectives and subobjectives; because

culminating in the publication of the some priority areas share identical )
Healthy People 2000 Midcourse Reviewobijectives, the number of objectives andGeographic Coverage

and 1995 Revisionfl), in the fall of subobjectives including duplicates is
1995. During 1993-94, PHS workgroups805. PeoDlztgcl)Josg)%Locttir\?;g;?:Ievilr:?r/e
met to consider new data, new There were 58 target revisions (29 P J '

. . ) o N . available, for the 50 States and the
information, and new science that had objectives and 29 subobijectives), in gistrict of Columbia. In cases where

become available since the release of almost all cases to make the target morcomplete U.S. data are not available,

Healthy People 200 1990. In the challenging. Text changes were made tosubnational data (if they exist) are used

resulting draft of the proposed 75 existing objectives, in some cases e

midcourse revisions (2), announced in considerably modifying the objective. 6586‘ proxy. For all objelc'glv%s, data for
the Federal Registepn October 3, All midcourse review modifications are ©->- terrtories are excluded.

1994, for public review and comment, detailed inHealthy People 2000

there were no changes to the three goalStatistical NotesNumber 13 (3). Age Adjustment

of Healthy People 200@or to the The midcourse modifications

organization of the 22 priority areas. established baselines for dllealthy Most of the baselines and

The changes that were proposed People 200®bjectives for which data  monitoring data for the population-based
included: were available. Most of these baselines Healthy People 200@nortality

B New objectives that reflect scientific are the same as those established in thebjectives are derived from the National
developments, new policy initiatives, or original Healthy People 2000eport (4); Vital Statistics System (NVSS) and are

new information that has become others reflect revisions to the original age adjusted to the 1940 population (see
available baselines or are newly created. This  appendixtable Ill). Exceptions are
B New duplicates of existing Reviewtracks progress for all the objectives4.1, 9.3(except9.3d), 10.1,

objectives, shared across priority areas objectives contained in thilidcourse and10.16 Data for4.1 and 9.3 (except
in recognition of the interrelationships Review and 1995 Revisionsport using 9.3d) are crude rates from the National

among health issues the midcourse review baselines and the Highway and Traffic Safety

B Revisions to language in existing most recent data available. About 50  Administration’s Fatality Analysis
objectives to make them more baselines have been revised from thoseReporting System (formerly the Fatal
understandable, to encompass current published in the midcourse review Accident Reporting System) (FARS).
issues, and to reflect changes in data report; these changes are denoted by a Data for10.1are crude rates from the
reporting systems footnote “a” in each priority area Department of Labor’'s Annual Survey
B New special population targets to  summary table. of Occupational Injuries and llinesses
focus on groups that are at highest risk and Census of Fatal Occupational

of premature death, disease, or disability . . Injuries. Baseline data fat0.16 a new
B Revisions to year 2000 targets to opPecial Population objective, are crude rates from the
make them more challenging Subobjectives National Traumatic Occupational

Fatality Surveillance System, CDC.

More than 550 public comments Update data are crude rates from the

were received on the proposed Special population subobjectives X o
midcourse revisions. 'Phege public address disparities and differing trends C€NSus of Fatal Occupational Injuries.
comments were used by the PHS in health measures for subpopulation

agencies to complete the revised groups as compared with the total U.S. Data Source Comparability
Summary List of Objectives that population. The guidelines for drafting

includes the new objectives, the subobjectives suggested the For some objectives the baseline

modifications to existing objectives, newidentification of a data source to track data source differs from the source used
special population subobjectives, and th@rogress before a subobjective for a  to monitor progress. Comparability
target revisions (1). All midcourse minority or special population could be between different data sources or even
modifications were coordinated and set. A lack of data sources prevented thevithin the same data source for different
edited by the DHHS Office of Disease establishment of subobjectives for someyears is not assured. Comparability can

Prevention and Health Promotion. population groups even when disparitieshbe compromised by changes in survey
As a result of the review process, were suspected. questions, survey systems, survey

19 new objectives were added to the Many subpopulations are small and methodology, operational definitions,

original 300 unduplicated main geographically clustered and cannot be and analytic techniques. Some of the

objectives, bringing the total number of adequately measured through national most important comparability issues

objectives to 319. Additional data that surveys using standard sampling related to specific objectives are

showed increased health risk or disparityechniques. Developing techniques to  discussed in the Data Issues section of
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the priority area chapters. Other issues 9.1d, 9.3g, 9.6g, 16.4b, 17.9and underestimated by 22—-30 percent for

related to tracking the objectives are  17.9d. For objective7.1d, the only American Indians or Alaska Natives, by
addressed itdealthy People 2000 subobjective with pre-1990 data, the  about 12 percent for Asians or Pacific
Statistical NotesNumber 4, Issues 1987-89 baseline and tracking data are Islanders, and 7 percent for Hispanics
Related to Monitoring the Year 2000 based on deaths to residents of selected8).
Obijectives (5). The data source for eachStates that had data that were at least Racial/ethnic classification for infant
Healthy People 2000bjective is shown 90 percent complete on a place-of- deaths is substantially improved by
at the end of the summary data table in occurrence basis and considered to be using the linked birth and infant death
each priority area chapter. sufficiently comparable. Beginning with file, which uses the race of the mother
data for 1990 for all Hispanic as self-reported on the birth certificate

) subobjectives, the criterion was changednstead of the race of child as reported
Cause-of-Death Terminology to include States with data that were at on the death certificate. The infant
and Codes least 80 percent complete. The number mortality rates for Puerto Ricans and

of States in the mortality reporting area American Indians or Alaska Natives
Twenty-six objectives (excluding increased from 18 States and the Districshown in objectived4.1b, c, f, | and]
duplicates) inHealthy People 200@re  of Columbia in 1987 to 49 States and use data from the linked file.
tracked using mortality data. For most the District of Columbia in 1993.

of these objectives, the cause-of-death Hispanic origin data for prenatal )

terminology used irHealthy People care in the first trimesterl@.119 are Years of Healthy Life

2000is different from that used in based on States that reported Hispanic

Health, United States; Vital Statistics of parentage on the birth certificate. The Increasing years of healthy life is
the United States, Mortalifyand other  number of States in the natality one of the thredealthy People 2000

National Center for Health Statistics  reporting area increased from 23 Statesgoals and is included as three specific
(NCHS) publications; in some cases, theand the District of Columbia in 1987 to objectives 8.1, 17.1, 21.1 The Healthy

International Classification of Diseases, all 50 States and the District of People 2000/ears of healthy life

Ninth Revision(ICD-9) codes are Columbia in 1993. The reporting area  (HP2000-YHL) measure, which will be

different as well (6) (see appendix for infant mortality data from the used to monitor progress until the year
table I11). national linked file of live births and 2000, combines mortality data from the

For five objectives, the terminology infant deaths for Puerto Rican$4.1c, f, National Vital Statistics System with
and the codes are different from those andj) increased from 23 States and the Self-reported health status data from the

used for similar cause-of-death District of Columbia in 1984 to 49 National Health Interview Survey. The
categories in NCHS publications. One States and the District of Columbia in methodology for the HP2000-YHL
example, objectivé’.1, concerns 1991. Since 1991, only Oklahoma does measure, developed by NCHS and

reduction of homicides. Progress towardnot report Hispanic origin for deaths. ~ outside consultants, is published in
this objective is measured using ICD-9 A listing of the States included in ~ Healthy People 2000 Statistical Notes
codes E960-E969. NCHS generally usethe reporting areas for each year and Number 7, Years of Healthy Life (9).

“Homicide and legal intervention” more information can be found in

(ICD-9 codes E960-E978), which another publication (7).

includes “legal intervention,” or “police Census Poverty Threshold
action.” For 14 objectives, only the . L )
terminology differs; the defining ICD-9 Mortality Data by Race Data for subobjectives targeting
identifying codes are the same. For family income below the poverty level

example, objective5.2 calls for The racial groups—white, black,  are based on definitions originally
reduction in mortality from “stroke”; ~ American Indian or Alaska Native, and developed by the Social Security

NCHS tabulation lists use the term Asian or Pacific Islander—include  Administration. They include a set of
“Cerebrovascular diseases” (both use ~Persons of Hispanic and non-Hispanic - money income thresholds that vary by
ICD-9 numbers 430-438). Only one  ©"9in. Conversely, persons of Hispanic family size and composition. Families or
objective, suicide, has the same title and!19in may be of any race. Consistency individuals with income below the

the same code structure in both uses. ©°f face and Hispanic origin appropriate thresholds are classified as
The remaining six mortality objectives 'dentification between the death below the poverty level. These

have no comparable category in NCHS certificate (source of data for the thresholds are updated annually by the
publications. With the exception of heartUmerator of death rates) and self- U.S. Bureau of the Census. The
disease, the differences between reported population data from the weighted-average poverty threshold for

mortality rates defined by theealthy Census Bureau (source of denominatorsa family of four was $14,335 in 1992,
People 2000CD-9 categories and thosefor death rates) or birth certificates $14,764 in 1993, $15,141 in 1994,
defined by NCHS rubrics are relatively .(derlmomma'gors' fpr mfan; mortality rates) $15,569 in 1995, and $16,036 in 1996
small. if not trivial. is high for individual white and b_Iack ~(10).

' persons. However, persons self-identified
as American Indian or Alaska Native,

Hispanic Vital Statistics Asian or Pacific Islander, or Hispanic in Age-Related Objectives
Census data or birth certificates are
There are nine subobjectives sometimes misclassified on the death Embraced as broad national goals in
targeting mortality reduction for certificate. Death rates for subobjectives1990 for improving the health of
Hispanic populations4(2c, 4.3b, 7.1d, targeting these groups may be Americans at the five major life stages
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(11), Healthy People 200@lso includes codes. These HSI's are: homicides
targets for reducing deaths among (objective7.1), lung cancer deaths
people under age 65, and for reducing (objectives3.2 and16.2), and heart

the proportion of people 70 years and disease deaths (objectivsl, 3.1, and
over who have difficulty performing two 15.1). Please refer to appendiables 11,
or more activities of daily living. V, and VI for exact codes.

Healthy People 200@ontains four Prior to data for 1996, the rate of
age-related objectives, listed below. the reported incidence of AIDS is
Appendixtable VII shows the latest data measured by date of diagnosis for the
for these objectives. They are also HSI and for objectivel8.1 However,
included in the special chart section in the HSI rate was adjusted for delays in
the beginning of this volume. reporting only, while the objectivé8.1

B Reduce the death rate for children fate was adjusted for underreporting as
by 15 percent to no more than 28 per WQ" as delays in reporting. Beginning
100,000 children age 1-14 years, and With 1996 data, the methodology for
for infants by approximately 30 percent OMputing AIDS incidence has changed

to no more than 7 per 1,000 live births. for objectivel8.1 The new
B Reduce the death rate for methodology for objectivd8.1will also

adolescents and young adults by be gse_d for the AIDS HSI; therEfore,
15 percent to no more than 85 per beglnmng with 1996 the data for _
100,000 people age 15-24 years. objective18.1 and the AIDS HSI will be
B Reduce the death rate for adults by comparable. See text for Priority Area
20 percent to no more than 340 per 18 for more details.

100,000 people age 2564 years. o =1
B Reduce to no more than 90 per objective10.1for work-related injury
1,000 people the proportion of all deaths is the Census of Fatal

people age 70 years and over who haveOcc_up_annal Injuries, Bureau of Labor
difficulty in performing two or more Statistics, Department Qf Labor.
personal care activities (a reduction of However, the HSI rate is for the total

about 19 percent), thereby preserving Population 16 years of age and over
independence. the denominator is obtained from the

Bureau of the Census. For objective
10.1, the rate is for full-time workers 16
years of age and over and the
denominator is provided by the Bureau
of Labor Statistics.

Two HSI measures use the same
methodology but are the converse of
their associatetHealthy People 2000
objectives. All HSI's were defined so
that the higher rate or percent would be

Health Status Indicators and
Priority Data Needs

In July 1991 the Centers for
Disease Control and Prevention (CDC)
released a set of 18 health status
indicators (HSI) (12) and encouraged
their use by Federal, State, and local
health agencies. The indicators were
developed by a group called Committee
22.1 in response to objectig2.1 of
Healthy People 200Q4) through a
consensus process(13). Recent trend d
and data by race and Hispanic origin for
the 18 HSI's are shown in appendix
tables VandVI. The HSI definitions are
discussed in detail istatistical Notes
Number 3, “Health Status Indicators:
Definitions and National Data” (14).

The International Classification of
Diseases, Ninth Revisigi6) (ICD-9)
code definitions recommended for most
of the mortality indicators are taken
from established NCHS cause-of-death
tabulations. In some cases, these
definitions differ from those used to
track similar objectives irHealthy
People 2000There are three HSI's
similar to Healthy People 2000
objectives that use different ICD-9

HSI for prenatal care is measured by th
proportion of mothers delivering live
infants who didnot receive care during
the first trimester of pregnancy, while
ﬁjective14.11is to increase the

proportion of all pregnant women who
received prenatal care in the first
trimester of pregnancy. Similarly, the
HSI for air quality is measured by the
proportion of people living in counties
exceeding U.S. Environmental
Protection Agency (EPA) standards for
air quality during the previous year,
while objectivell.5is measured by the
proportion of people who live in
counties that havaeot exceeded any
EPA standard for air quality in the past
year.

As part of their mandate to identify
a set of indicators of community health
status that would be relevant to public
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The data source for the HSI and for

an indicator of poorer health status. The

health practice, Committee 22.1 also
identified a set of 16 Priority Data
Needs (PDN's) as indicators that would
be important for evaluating the health of
a population; however, data for these
indicators were not necessarily available
for all levels of government. In response
to the Committee’s recommendation that
existing data collection systems be
modified to accommodate the PDN’s, a
survey instrument for measuring the
PDN's at the local level has been
developed. Detailed information on the
PDN's and their definitions are
discussed in detail istatistical Notes
Number 15 (15).

Additional Sources of
Monitoring Data and
Information

Relevant Internet sites include the
following:

B TheHealthy People 200Gome
page
(http://odphp.osophs.dhhs.gov/pubs/
hp2000: Contains connections to many

and;lctivities related tdHealthy People 2000

including lead agency contacts for the
priority areas, progress review reports,
the Healthy People 200@onsortium,
and more.

B The National Health Information
Center (NHIC) home page
(http://nhic-nt.Health.org Serves as a
health information referral service that
enables health professionals and
consumers who have health questions to
contact organizations that are best able
to provide answers. Many documents
elated toHealthy People 200@an be
ocated at this site. NHIC was
established in 1979 by the Office of
Disease Prevention and Health
Promotion (ODPHP), Office of Public
Health and Science, Office of the
Secretary, U.S. Department of Health
and Human Services.

B The National Center for Health
Statistics home page
(http://www.cdc.gov/nchswwyv
Provides statistical information on vital
events as well as information on health
status, lifestyle and exposure to
unhealthy influences, the onset and
diagnosis of illness and disability, and
the use of health care. NCHS
publications, including the full text of
several recentealthy People 2000
Reviewsare located at
http://www.cdc.gov/nchswww/products/
pubs/pubd/hp2k/hp2k.htnThey are
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presented in Acrobat (tm). PDF file
format and may be viewed or

and 1995 revisions. Washington: Public Health
Service. 1995.

downloaded directly from this site. Data 2. U.S. Department of Health and Human

for recent years are available for the

Services. Draft for public review and comment:

HSI's and the PDN’s in files that can be Healthy people 2000 national health promotion

downloaded through the CDC
FTP-server at
http://www.cdc.gov/nchswww/datawh/
datawh.htm

m Information on the development of
the Healthy People 201@bjectives can
be found at
http://www.health.gov/healthypeople

B A valuable resource for public

and disease prevention objectives: Midcourse
revisions. Washington: Public Health Service.
1994,

3. Turczyn KM, Ryan CM. Healthy People 2000
midcourse revisions: A compendium. Healthy
people 2000 statistical notes no 13. Hyattsville,
Maryland: National Center for Health Statistics.
1997.

4. U.S. Department of Health and Human

health professionals wishing to measureServices. Healthy people 2000: National health

and track data comparable to the
nationalHealthy People 2000bjectives
is presented as a series of publications
entitled Healthy People 2000 Statistical
Notes This series contains information
on the Health Status Indicators,
monitoring issues, operational
definitions, and other issues related to
tracking theHealthy People 2000
objectives. For a list of these
publications, see appendiable VIII.
The full text of Healthy People 2000
Statistical Notesiumbers 6 through the
present can be found on the Internet at
http://www.cdc.gov/nchswww/products/
pubs/pubd/hp2k/hp2k.htm

The National Center for Health

Statistics also presents an annual cours

entitled “Measuring the Healthy People
2000 Objectives” through the Applied
Statistics Training Institute (ASTI). This
course, presented free of charge to

health professionals and others working

promotion and disease prevention objectives.
Washington: Public Health Service. 1991.

5. Wilson R, Freedman MA, Klein RJ. Issues
related to monitoring the healthy people 2000
objectives. Healthy people 2000 statistical notes,
no 4. Hyattsville, Maryland: National Center for
Health Statistics. 1993.

6. 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.

7. National Center for Health Statistics. Health,
United States, 1998. Hyattsville, Maryland: Public
Health Service. 1998.

8. Sorlie PD, Rogot E, Johnson NJ. Validity of
demographic characteristics on the death

%ertificate. Epidemiology 3(2): 181-4. 1992.

9. Erickson P, Wilson R, Shannon I. Years of
healthy life. Healthy people 2000 statistical notes,
no 7. Hyattsville, Maryland: National Center for
Health Statistics. 1995.

in areas of public health in Government 10. U.S. Bureau of the Census. Current population

agencies and private organizations,

addresses specific measurement issues

related to monitoring progress toward
selectedHealthy People 200@bjectives
and Health Status Indicators. A number
of objectives that present unusual

problems or require the use of complex

algorithms are discussed (for example,
years of healthy life; vigorous physical
activity; overweight prevalence; and air
quality). Data comparability, the
International Classification of Diseases
(ICD) codes for mortality data,
computation of age-adjusted death rate
and a demonstration of using statistical
data on the Internet are also included.
For more information on ASTI, contact

the National Center for Health Statistics

(301) 436-7063.
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Tab

le I. Priority area lead agencies

Priority area

Lead agency

1
2

10
11

12
13

14
15
16
17

18
19
20
21

22

Physical activity and fitness

Nutrition

Tobacco

Substance abuse: alcohol and other drugs

Family planning

Mental health and mental disorders

Violent and abusive behavior

Educational and community-based programs

Unintentional injuries
Occupational safety and health
Environmental health

Food and drug safety
Oral health

Maternal and infant health
Heart disease and stroke
Cancer

Diabetes and chronic disabling conditions

HIV infection
Sexually transmitted diseases
Immunization and infectious diseases

Clinical preventive services

Surveillance and data systems

President’s Council on Physical Fitness and Sports

National Institutes of Health
Food and Drug Administration

Centers for Disease Control and Prevention

Substance Abuse and Mental Health Services
Administration

Office of Population Affairs

Substance Abuse and Mental Health Services
Administration and the National Institutes of Health

Centers for Disease Control and Prevention

Centers for Disease Control and Prevention
Health Resources and Services Administration

Centers for Disease Control and Prevention
Centers for Disease Control and Prevention

National Institutes of Health
Centers for Disease Control and Prevention

Food and Drug Administration

National Institutes of Health
Centers for Disease Control and Prevention

Health Resources and Services Administration
National Institutes of Health
National Institutes of Health

National Institutes of Health
Centers for Disease Control and Prevention

Centers for Disease Control and Prevention
Centers for Disease Control and Prevention
Centers for Disease Control and Prevention

Health Resources and Services Administration
Centers for Disease Control and Prevention

Centers for Disease Control and Prevention

Table Il. Healthy People 2000 data source acronyms

Acronyms

Agency/Organization

American Cancer Society

American Hospital Association

Aerometric Information Retrieval System
American Lung Association

Agency for Toxic Substances and Disease Registry
Bureau of Health Professions

Bureau of Justice Statistics

Bureau of Labor Statistics

Centers for Disease Control and Prevention
Center for Food Safety and Applied Nutrition
Consumer Product Safety Commission
Center for Substance Abuse Treatment
Department of Defense

Department of Justice

Department of Labor

Department of Transportation

Environmental Protection Agency
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Table Il. Healthy People 2000 data source acronyms

Acronyms Agency/Organization
EPO .. ... .. Epidemiology Program Office
FARS . ... ... ... ... ... ... Fatality Analysis Reporting System
FDA . .. Food and Drug Administration
FEMA. ... ... ... . Federal Emergency Management Administration
GAO. .. Government Accounting Office
HCFA . ... Health Care Financing Administration
HRSA. ... ... .. . Health Resources and Services Administration
IHS. ... Indian Health Service
IRMO . ... .. Information Resources Management Office
NCCAN . ...... .. ... .. National Center for Child Abuse and Neglect
NCCDPHP . ................... National Center for Chronic Disease Prevention and Health Promotion
NCEH. ...... ... ... ... ... ... National Center for Environmental Health
NCHS. ........ ... ... .. ... ... National Center for Health Statistics
NCHSR ....... ... ........... National Center for Health Services Research
NCHSTP. . ......... ... .. ...... National Center for HIV, STD, and TB Prevention
NCL ... National Cancer Institute
NCID ... National Center for Infectious Disease
NCIPC . ... .. National Center for Injury Prevention and Control
NCPS......... ... . National Center for Prevention Services
NCVHS. . ...... ... ... ... . . ... National Committee on Vital and Health Statistics
NHLBI ... National Heart, Lung, and Blood Institute
NHTSA. . ... .. National Highway Traffic Safety Administration
NIAAA National Institute on Alcoholism and Alcohol Abuse
NICHD . ... .. National Institute for Child Health and Human Development
NIDA ... National Institute on Drug Abuse
NIDR . ... ... .. ... . National Institute of Dental Research
NIH. ..o National Institutes of Health
NIMH ... . National Institute for Mental Health
NIOSH . ....... ... ............. National Institute for Occupational Safety and Health
NIP. . National Immunization Program
NSBA. ... .. National School Boards Association
OAR. . ... Office of Air and Radiation
OAS . ... Office of the Assistant Secretary
OASD. . ... Office of the Assistant Secretary of Defense
OASH. .. ... Office of the Assistant Secretary of Health
ODPHP ...... ... ... ... .... Office of Disease Prevention and Health Promotion
OPA . ... Office of Population Affairs
OPEL....... . i, Office of Planning, Evaluation, and Legislation
OPHS. ... ... . Office of Public Health and Science
OPPTS. ... ... . . . Office of Pollution, Prevention, and Toxic Substances
ORA. ... Office of Research and Analysis
OSH. ... Office of the Secretary of Health
OSHA. . ... . Occupational Safety and Health Administration
OSWER ...... ... ... ... .. ... Office of Solid Waste Enforcement and Remediation
PHF ... .. Public Health Foundation
PHS ... ... . Public Health Service
SAMHSA ... ... ... ... ... ... Substance Abuse and Mental Health Services Administration
USDA. ... United States Department of Agriculture

Healthy People 2000 Review, 1998-99
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Table 1ll. Mortality objective cause-of-death categories

Healthy People 2000

Mortality tabulation lists

Objective
ndmber Cause of death® ICD-9 identifying codes Cause of death ICD-9 identifying codes
1.1 Coronary heart disease 402, 410414, 429.2 Diseases of heart 390-398, 402, 404-429
2.1 See 1.1
2.2 Cancer (all sites) 140-208 Malignant neoplasms, including (Same as HP2000)
neoplasm of hematopoietic tissues
2.22 Stroke 430-438 Cerebrovascular diseases (Same as HP2000)
2.23 Colorectal cancer 153.0-154.3, 154.8, Malignant neoplasms of colon, rectum, 153, 154
159.0 rectosigmoid junction, and anus
3.1 Seel1
3.2 Lung cancer 162.2-162.9 Malignant neoplasms of trachea, 162
bronchus and lung
3.3 Chronic obstructive pulmonary disease 490-496 Chronic obstructive pulmonary diseases (Same as HP2000)
and allied conditions
3.17 Cancer of the oral cavity and pharynx 140-149 Malignant neoplasms of lip, oral cavity, (Same as HP2000)
and pharynx
3.18 See 2.22
4.1 Alcohol-related motor vehicle crashes E810-E8192 No comparable category S
4.2 Cirrhosis 571 Chronic liver disease and cirrhosis (Same as HP2000)
4.3 Drug-related deaths 292, 304, 305.2—-305.9, Drug-induced causes (Same as HP2000)
E850-E858, E950.0—
E950.5, E962.0, E980.0—
E980.5
6.1 Suicides E950-E959 (Same as HP2000) (Same as HP2000)
7.1 Homicides E960-E969 Homicide and legal intervention E960-E978
7.2 See 6.1
7.3 Firearm-related deaths E922.0-E922.3, E922.8— Injury by firearms (Same as HP2000)
E922.9, E955.0-E955.4,
E965.0-E965.4, E970,
E985.0-E985.4
9.1 Unintentional injuries E800-E949 Accidents and adverse effects (Same as HP2000)
9.3, 9.3a—c,e—f Motor vehicle crashes E810-E819 Motor vehicle traffic accidents (Same as HP2000)
9.3d,9 Motor vehicle crashes E810-E825 Motor vehicle accidents (Same as HP2000)
9.4 Falls and fall-related injuries E880-E888 Accidental falls (Same as HP2000)
9.5 Drowning E830, E832, E910 Accidental drowning and submersion E910
9.6 Residential fires E890-E899 Accidents caused by fire and flames (Same as HP2000)
9.23 See 4.1
10.1 Work-related injuries® E800-E999 No comparable category
10.16 Work-related homicides E960-E969 No comparable category
10.17 Occupational lung diseases?® 500-502, 504 No comparable category
13.7 See 3.17
14.3 Maternal mortality 630-676 Complications of pregnancy, childbirth, (Same as HP2000)
and the puerperium or maternal
mortality
15.1 See 11
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Table Ill. Mortality objective cause-of-death categories—Con.

Healthy People 2000

Mortality tabulation lists

Objective
ndmber Cause of death® ICD-9 identifying codes Cause of death ICD-9 identifying codes
15.2 See 2.22
16.1 See 2.2
16.2 See 3.2
16.3 Breast cancer in women 174 Malignant neoplasm of female breast (Same as HP2000)
16.4 Cancer of the uterine cervix 180 Malignant neoplasm of cervix uteri (Same as HP2000)
16.5 See 2.23
16.17 See 3.17
17.9 Diabetes-related deaths?® 250 Diabetes mellitus (Same as HP2000)
20.2 Epidemic-related pneumonia
and influenza deaths for
ages 65 and over 480-487 No comparable category

Category not applicable.
1Unless otherwise specified, Healthy People 2000 uses underlying cause-of-death data.
2Includes only those deaths assigned to E810—-E819 that were alcohol related; see Priority Area 4, Substance Abuse: Alcohol and Other Drugs.

SHealthy People 2000 uses multiple-cause-of-death data.

Table V. Morbidity codes used for objectives tracked by the National Hospital Discharge Survey

Objective
number Subject ICD-9-CM diagnosis codes Comment
9.2 All nonfatal injuries 800-959 Because of limited reporting of external causes (E-codes) in hospital
discharge systems, the data include injuries that are unintentional,
intentional, and where the intent is unknown
9.7 Hip fractures 820
9.9 Nonfatal head injuries 800-801, 803—-804, 850-854,
870-873, 925
9.10 Nonfatal spinal cord injuries 806, 952
11.1 Asthma 493
14.7 Severe complications of pregnancy 630-634, 636-677 First listed code cannot be V27 (which would indicate a delivery)
14.8 Cesarean births—total V27 Procedure code 74, excluding 74.3 and 74.91
14.8a Cesarean births—primary V27 first listed and 654.2 not listed Procedure code 74, excluding 74.3 and 74.91
14.8b Cesarean births—repeat V27 first listed and Procedure code 74, excluding 74.3 and 74.91
654.2 (any listed)
17.10 Lower extremity amputation 250 (any listed) and Procedure codes 84.11-84.12
among people with diabetes 895-897 are not listed
19.16 Pelvic inflammatory disease 098.10, 098.16, 098.17,

098.30, 098.36-098.37, 098.39,
098.86 (any listed), 614.0-614.5,
614.7-614.9, 615.0, 615.1, 615.9

NOTE: First listed diagnoses are used for all objectives, unless otherwise stated. Because of the hierarchical nature of ICD-9—CM coding, three-digit codes (such as 493) include all the more

detailed four- and five-digit codes with the same first three digits (for example, 493 includes 493.0-493.9).



Table V. Health Status Indicators: United States, 1994—-96

Health status indicators 1994 1995 1996
1 Race/ethnicity-specific infant mortality as measured by the rate (per 1,000 live births)
of deaths among infants under 1 year of age . ...... ... .. .. ... 8.0 7.6 7.3
It 6.6 6.3 6.1
BlaCK. . . o 158 151 147
American Indian/Alaska Nativel. . . .. .. ... . --- 9.0 10.0
ChINESEL . . .o --- 3.8 3.2
Japanesel . . .. ---  *53 %42
FilipINOT .« --- 5.6 5.8
Hawaiian and part-Hawaiian®. . . .. ... ... --- * *
Other Asian or Pacific Islandert . . .. .. ... .. --- 5.5 5.7
Hispanic originb2 . . . .. --- 6.3 6.1
2 Total deaths per 100,000 population (ICD=9 nos. 0-E999) 3... ... .. ... .. ... ... . ..ciiir.... 508.4 503.9 491.6
3 Motor vehicle crash deaths per 100,000 population (ICD-9 nos. E810-E825) 3 ................ 16.1 16.3 16.2
4 Work-related injury deaths per 100,000 population 4 .. ... ... .. ... . ... ... 3.3 3.0 3.1
5 Suicides per 100,000 population (ICD-9 nos. E950-E959) 3. .. ... ... ... . ... it 11.2 112 108
6 Homicides per 100,000 population (ICD-9 nos. E960-E978) 2. ........ ... ... iririneno... 10.1 9.4 8.5
7 Lung cancer deaths per 100,000 population ICD-9 no. 162) 3 . ... ... ... it . 38.7 383 379
8 Female breast cancer deaths per 100,000 females (ICD-9 no. 174) 3 ... ... ... ... ... ....... 21.3 210 20.2
9 Cardiovascular disease deaths per 100,000 population (ICD-9 nos. 390-448)  3................ 176.8 1749 170.7
Heart disease deaths per 100,000 population (ICD-9 nos. 390-398, 402, 404-429)3. .. .......... 140.0 138.3 1345
Stroke deaths per 100,000 population (ICD-9 nos. 430—438)3 . .. . ... ... ... . .. ... 26,5 26.7 26.4
10 Reported incidence (per 100,000 population) of acquired immunodeficiency syndrome — ........ 529.8 528.6 627.8
11 Reported incidence (per 100,000 population) of measles . ........ ... . . . . . 0.4 0.1 0.2
12 Reported incidence (per 100,000 population) of tuberculosis ~ ......... ... ... ... ... ... 9.4 8.7 8.0
13 Reported incidence (per 100,000 population) of primary and secondary syphilis ~ .............. 8.1 6.3 4.3
14 Prevalence of low birthweight as measured by the percentage of live born infants weighing
under 2,500 grams at birth . . . .. 7.3 7.3 7.4
15 Births to adolescents (10-17 years) as a percentage of total live biths . .................... 5.3 5.3 5.1
16 Prenatal care as measured by the percentage of mothers delivering live infants who did not
receive care during the first trimester of pregnancy . ......... . . .. 198 187 18.1
17 Childhood poverty, as measured by the proportion of children under 15 years of age living in
families at or below the poverty level
UNder I8 YEAIS . . . .ttt ittt 21.8 208 205
UNEN 15 YRAIS. . o o ottt ittt e e e e e 225 215 211
B 7 YEAIST . . o 20.1 19.0 189
18 Proportion of persons living in counties exceeding U.S. Environmental
Protection Agency standards for air quality during the previous year B 249 329 187

——— Data not available.

*Infant mortality rates for groups with fewer than 10,000 births are considered unreliable. Infant mortality rates for groups with less than 7,500
births are considered highly unreliable and are not shown.

1Rates based on a period linked birth and infant death file using weighted data. See text for Priority Area 14.

2Includes mothers of all races.

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

4Data are for people 16 years and over.

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

6Beginning with 1996, data are for people 13 years and over and methodology is changed. See text for Priority Area 18.
"Related children in families.

8Data are based on 1990 county population estimates.

Indicator Data source
1-3,5-9,14-16 ... .. National Vital Statistics System, CDC, NCHS.
A Census of Fatal Occupational Injuries, DOL, BLS.
10, .. ..o HIV/AIDS Surveillance System, CDC, NCHSTP.
1 National Notifiable Disease Surveillance System, CDC, EPO.
120 Tuberculosis Morbidity Data, CDC, NCHSTP.
130 Sexually Transmitted Disease Surveillance System, CDC, NCHSTP.
17, Current Population Survey, U.S. Bureau of the Census.
18. .. National Air Quality and Emission Trends Report, EPA, OAR.
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Table VI. Health Status Indicators by race and Hispanic origin: United States, 1996

Race

American

Indian/  Asian/

Alaska Pacific  Hispanic
Health status indicators Total White Black  Native Islander origint

1 Race/ethnicity-specific infant mortality as measured by the rate (per

1,000 live births) of deaths among infants under 1 year of age ~ ...... 7.3 6.1 147 ?210.0 5.2 26.1
2 Total deaths per 100,000 population (ICD-9 nos. 0-E999) 3........... 491.6 466.8 738.3 456.7 277.4 365.9
3 Motor vehicle crash deaths per 100,000 population (ICD-9 nos.
E8L10-E825)3 . .. it 16.2 16.3 16.7 340 9.4 16.1
4 Work-related injury deaths per 100,000 population 4 ................ 3.1 3.0 2.6 2.3 2.3 3.3
5 Suicides per 100,000 population (ICD-9 nos. E950-E959) 3. ........ ... 10.8 116 6.6 13.0 6.0 6.7
6 Homicides per 100,000 population (ICD-9 nos. E960-E978) 3......... 8.5 4.9 30.6 10.1 4.6 12.4
7 Lung cancer deaths per 100,000 population (ICD-9 no. 162) 3 ........ 379 376 461 2338 16.9 14.3
8 Female breast cancer deaths per 100,000 females (ICD-9 no. 174) % ... 20.2 19.8 265 127 8.9 12.8
9 Cardiovascular disease deaths per 100,000 population (ICD-9 nos.
390-448)3. . e 170.7 163.6 251.0 128.1 101.4 114.5
Heart disease deaths per 100,000 population (ICD-9 nos. 390-398, 402,
R 1345 129.8 1915 100.8 71.7 88.6
Stroke deaths per 100,000 population (ICD-9 nos. 430-438)3. ... ....... 26.4 245 442 211 23.9 19.5
10 Reported incidence (per 100,000 population) of acquired
immunodeficiency syndrome 5 ... ... 27.8 613.4 61109 134 7.6 48.4
11 Reported incidence (per 100,000 population) of measles  ............ 0.2 --- --- --- --- ---
12 Reported incidence (per 100,000 population) of tuberculosis ~ ........ 8.0 628 6223 145 41.6 16.0
13 Reported incidence (per 100,000 population) of primary and
secondary syphilis . ... ... ... 43 606 630.2 2.1 0.6 1.9
14 Prevalence of low birthweight as measured by the percentage of
live born infants weighing under 2,500 grams at birth ~ ............. 7.4 6.3 13.0 6.5 7.1 6.3
15 Births to adolescents (10-17 years) as a percentage of total live
births . .. 51 4.2 10.3 8.7 2.1 7.3

16 Prenatal care as measured by the percentage of mothers delivering
live infants who did not receive care during the first trimester of
PregnanCy . . ...ttt e e 18.1 16.0 28.6 323 18.8 27.8

17 Childhood poverty, as measured by the proportion of children under
15 years of age living in families at or below the poverty level

Under 18 Years . ... ..o 205 16.3 39.9 --- --- 40.3
Under 15 years . . ... .. 211  16.7 40.8 --- --- 41.0
B YBAIS . o 18.9

18 Proportion of persons living in counties exceeding U.S.
Environmental Protection Agency standards for air quality during the
previous year 8. . . ... ... 18.7 181 19.2 16.8 35.6 43.7

——— Data not available.

IHispanic origin can be of any race.

2Rates based on a period linked birth and infant death file using weighted data. See text for Priority Area 14.

SAge adjusted to the 1940 standard population.

4Data are for people 16 years and over.

5Beginning with 1996, data are for people 13 years and over and methodology is changed. See text for Priority Area 18.
6Data are for the non-Hispanic population.

"Related children in families.

8Data are based on 1990 county population estimates.

Objective number Data source
1-3,5-9,14-16 ... .. .. National Vital Statistics System, CDC, NCHS.
A Census of Fatal Occupational Injuries, DOL, BLS.
10, ... HIV/AIDS Surveillance System, CDC, NCHSTP.
.. National Notifiable Disease Surveillance System, CDC, EPO.
120 Tuberculosis Morbidity Data, CDC, NCHSTP.
13. . Sexually Transmitted Disease Surveillance System, CDC, NCHSTP.
17, Current Population Survey, U.S. Bureau of the Census.
18. .. National Air Quality and Emission Trends Report, EPA, OAR.
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Table VII. Age-related objectives: United States, 1987-97

Baseline 2000
Objectives 1987 1991 1992 1993 1994 1995 1996 19970  Target
Infant mortality (per 1,000 live births) ......... 10.1 8.9 8.5 8.4 8.0 7.6 7.1 7
Children 1-14 years (total deaths per 100,000). . 33.7 30.7 28.8 29.8 28.5 27.8 25.0 28
Adolescents and young adults 15-24 years
(total deaths per 100,000). . ............... 97.8 100.1 95.6 98.5 98.0 95.3 84.6 85
Adults 25—-64 years (total deaths per 100,000) . . 426.9 400.7 394.7 400.1 398.6 397.3 382.0 366.1 340
People 70 years and over (difficulty in
performing two or more personal care activities
per 1,000). . ..ot 2141 --- --- --- --- 3163 --- 90

- - - Data not available.
1Preliminary data.
21984-85 data.
31994-95 data.

Data Sources: National Vital Statistics System, CDC, NCHS.

For people 70 years and over: National Health Interview Survey, CDC, NCHS; National Nursing Home Survey, CDC, NCHS.

Table VIII. Published issues of Healthy People 2000 Statistical Notes

Number Title Date of Issue

1 Health Status Indicators for the Year 2000 Fall 1991

2 Infant Mortality Winter 1991

3 Health Status Indicators: Definitions and National Data Spring 1992

4 Issues Related to Monitoring the Year 2000 Objectives Summer 1993

5 Revisions to Healthy People 2000 Baselines July 1993

6 Direct Standardization (Age-Adjusted Death Rates) March 1995

7 Years of Healthy Life April 1995

8 Evaluating Public Health Data Systems: A Practical Approach June 1995

9 Monitoring Air Quality in Healthy People 2000 September 1995
10 Health Status Indicators: Differentials by Race and Hispanic Origin September 1995
11 Operational Definitions for Year 2000 Objectives: Priority Area 20, Immunization and Infectious

Diseases February 1997

12 Operational Definitions for Year 2000 Objectives: Priority Area 13, Oral Health May 1997
13 Healthy People 2000 Midcourse Revisions: A Compendium August 1997
14 Operational Definitions for Year 2000 Objectives: Priority Area 14, Maternal and Infant Health December 1997
15 Priority Data Needs: Sources of National, State, and Local-level Data and Data Collection Systems December 1997
16 Operational Definitions for Year 2000 Objectives: Priority Area 6, Mental Health and Mental Disorders February 1998
17 Operational Definitions for Year 2000 Objectives: Priority Area 21, Clinical Preventive Services December 1998
18 Operational Definitions for Year 2000 Objectives: Priority Area 1, Physical Activity and Fitness December 1998
236 Healthy People 2000 Review, 1998-99
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