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Preface

Health, United States, 1991 is
the 16th report on the health
status of the Nation submitted by
the Secretary of Health and
Human Services to the President
and Congress of the United States
in compliance with Section 308 of
the Public Health Service Act.
This volume also contains the
1991 Prevention Profile, fifth in a
series of profiles, submitted by the
Secretary of the Department of
Health and Human Services to the
President and the Congress of the
United States in compliance with
the Health Services and Centers
Amendments of 1978 (Public Law
95-626). These reports were
compiled by the National Center
for Health Statistics, Centers for
Disease Control. The National
Committee on Vital and Health
Statistics served in a review
capacity.

The 1991 Prevention Profile
serves as an integral part of the
Department’s overall disease
prevention and health promotion
initiatives. It has provided data in
past years (1980, 1983, 1986, and
1989) to chart progress toward the
five broad goals for 1990
published in Healthy People: The
Surgeon General’s Report on Health
Promotion and Disease Prevention
and to track the 1990 objectives
first delineated in Promoting
Health/Preventing Disease:
Objectives for the Nation.

In this transition year, the
report bridges the 1990 and year
2000 initiatives. The year 2000_
initiative was unveiled in
September 1990, by the Secretary
of the U.S. Department of Health
and Human Services, when he
released Healthy People 2000:
National Health Promotion and
Disease Prevention Objectives.

This profile highlights the final
status of each of the 1990
objectives as well as several
components of the three broad
goals for the year 2000. Beginning

with the 1992 profile, the year
2000 objectives will be tracked
annually.

Health, United States, 1991
presents statistics concerning
recent trends in the health care
sector. The 143 detailed tables in
this year’s report are organized
around four major subject
areas — health status and
determinants, utilization of health
resources, health care resources,
and health care expenditures. The
detailed tables are designed to
show continuing trends in health
statistics. A major criterion used
in selecting the detailed tables is
the availability of comparable
national data over a period of
several years. Similar tables
appear in each volume of Health,
United States, to enhance the use
of this publication as a standard
reference source. Data are
reported for selected years to
highlight major trends.

To use Health, United States,
1991 most effectively, the reader
should become familiar with the
two appendixes. Appendix |
describes each data source used in
this report and provides
references for further information
about the sources. Appendix II
defines the terms used in the
report. It also contains the
standard populations used for age
adjustment and International
Classification of Diseases codes for
cause of death and diagnostic and
procedure categories.
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Health, United
States, Highlights

Health Status and Determinants

m In 1989 the fertility rate was
69.2 live births per 1,000 women
15-44 years of age, 3 percent
higher than in 1988. The largest
increases (6-8 percent) occurred
in the birth rates for teenagers
and for women aged 35-44 years.
The increase in 1989 was a
continuation of an upward trend
in the fertility rate since 1987, and
provisional data show another

3 percent increase in 1990 (tables
3 and 4).

m The overall percent of
live-born infants weighing less
than 2,500 grams has remained
generally stable during the 1980’s
at 7 percent. However, the
percent of live-born infants
weighing less than 1,500 grams
(those at greatest risk of death
and disability) steadily increased
between 1980 and 1989 from 1.15
to 1.28 percent of births. Among
black mothers, the group at
greatest risk of having a very low
birth weight infant, the percent
very low birth weight increased
from 2.48 to 2.95 percent of live
births between 1980 and 1989
(table 7).

m  During the 1980’s the percent
of mothers who began prenatal
care in the first trimester of
pregnancy has remained stable at
75-76 percent. Large differences
among racial and ethnic groups in
use of early prenatal care
continued in 1989. Early prenatal
care was used by only 57-58
percent of Mexican American and
American Indian mothers and
60-63 percent of black, Central
and South American, and Puerto
Rican mothers compared with
82-86 percent of Chinese,
non-Hispanic white, Cuban, and
Japanese mothers (table 8).

m Between 1970 and 1989 the
percent of live births to
unmarried mothers has increased
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steadily from 11 to 27 percent. In
1989 the majority of black, Puerto
Rican, and American Indian
mothers of live-born infants were
unmarried (66, 55, and 53 percent
of live births, respectively)

(table 9).

® In 1990 the poverty rate for
black children (45 percent) was
almost 3 times that for white
children (16 percent) and poverty
among Hispanic children

(38 percent) was 2.4 times that
for white children (table 2).

m Between 1988 and 1989 overall
life expectancy at birth increased
from 74.9 to 75.3 years. Life
expectancy for black males was
64.8 years, continuing the
downward trend observed since
1984. Life expectancy for black
females was 73.5 years, up slightly
from the previous year.
Provisional data show an increase
in life expectancy for black males
and black females between 1989
and 1990 (table 17).

m In 1989 the infant mortality
rate was 9.8 deaths per 1,000 live
births. Between 1988 and 1989
infant mortality decreased by

4 percent for white infants to 8.1
deaths per 1,000 live births, and
remained about the same for
black infants at 18.6 deaths per
1,000 live births. Provisional data
show that overall infant mortality
declined by 6 percent to 9.1
deaths per 1,000 live births in
1990 (table 18).

m  For the 1986 birth cohort the
infant mortality rate for very low
birth weight infants (less than
1,500 grams) was nearly 90 times
higher than that for normal weight
infants (2,500 grams or more).
Between 1960 and 1986 the risk of
dying in infancy declined by

70 percent for infants of
moderately low birth weight
(1,500-2,499 grams), by

63 percent for normal weight
infants; and by 52 percent for
very low birth weight infants
(table 20).

m In 1988 the infant mortality
rate in the United States was
more than twice as great as in

Japan. The U.S. feto-infant
mortality rate was nearly

60 percent higher than in Japan;
and postneonatal mortality in the
United States was 80 percent
higher than in Japan (table 25).

m In 1988 life expectancy at birth
in Japan was 4.3 years longer than
in the United States for males and
3.6 years longer for females.
These differences have increased
since 1983 when life expectancy in
Japan exceeded that in the United
States by 3.5 years for males and
2.2 years for females (table 26).

m In 1989 Asian persons in the
United States had lower death
rates than other racial and ethnic
groups. Among persons under 65
years of age black persons and
American Indians had the highest
death rates. At ages 25-44 years
the death rate for black persons
was 2.5 times that for white
persons and the death rate for
American Indians was almost
twice the rate for white persons.
With increasing age these
differences narrowed and for
persons 65 years and over, the
death rate for white persons
exceeded that for American
Indians (table 28).

m In 1989 death rates at ages
15-44 years for the Hispanic
population were one-third greater
than those for the white
population. Among persons ages
1-14 years and 45 years and over,
death rates for Hispanic persons
were similar to or lower than
those for white persons in 1989
(table 28).

m In 1989 years of potential life
lost per 100,000 population under
65 years of age, a measure of
premature mortality, was more
than twice as high for males and
females of the black population as
for males and females of the
white population. Premature
mortality was almost twice as high
for males as for females of both
races (table 32).

m Between 1970 and 1989 the
age-adjusted death rate for heart
disease, the leading cause of
death for both men and women,



declined by 39 percent. Since
1970 heart disease mortality has
declined by 41 percent for white
males, 36 percent for white
females, 31 percent for black
females, and 27 percent for black
males. In 1989 heart disease
mortality was almost twice as
great for white males as for white
females and almost 60 percent
greater for black males than for
black females (table 33).

m Between 1970 and 1989 the
age-adjusted death rate for stroke,
the third leading cause of death,
declined by 58 percent. Stroke
mortality has declined at about
the same rate for white and black
persons of both sexes. In 1989 the
age-adjusted death rate for black
men and black women remained
almost twice as great as for white
men and white women (table 34).
m Between 1980 and 1989 the
age-adjusted death rate for lung
cancer increased by 42 percent
for white women and 30 percent
for black women. During this
period lung cancer mortality
remained fairly stable for men of
both races. In 1989 age-adjusted
death rates for lung cancer were
50 percent higher for black men
than for white men (84.6 and 57.4
deaths per 100,000) and were
much lower for black women and
white women (25.4 and 25.8
deaths per 100,000) (table 36).

m Between 1980 and 1989 the
age-adjusted death rate for breast
cancer increased by 12 percent
for black women while remaining
stable for white women. In 1989
breast cancer mortality was

14 percent higher for black
women than for white women
(26.0 and 22.9 deaths per 100,000,
respectively) (table 37).

m Between 1980 and 1989 the
age-adjusted death rate for
prostate cancer increased by

9 percent. In 1989 prostate cancer
mortality was more than twice as
great for black men as for white
men (30.9 and 14.5 deaths per
100,000, respectively) (table 30).
m Between 1985 and 1989 the
age-adjusted homicide rate
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increased by 13 percent to 9.4
deaths per 100,000, and homicide
rose from the 12th to the 10th
leading cause of death in the
United States. During this period
the homicide rate for black males
aged 15-24 years increased by

74 percent to 114.8 deaths per
100,000, the highest level ever for
this group. In 1989 the
age-adjusted homicide rate for
black males 15-24 years was
almost 9 times that for white
males 15-24 years (table 40).

m Between 1988 and 1989 the
age-adjusted death rate for
human immunodeficiency virus
(HIV) infection increased by

32 percent, and HIV infection
rose from the 15th to the 11th
leading cause of death in the
United States. In 1989 the
age-adjusted HIV infection death
rate for black men was 3 times
that for white men (40.3 and 13.1
deaths per 100,000) and the HIV
death rate for black women was 9
times that for white women (8.1
and 0.9 deaths per 100,000)
(table 42).

m Between 1980 and 1986 the
death rate for occupational
injuries decreased 34 percent
with declines occurring in all
industries. In 1986 the industries
with the highest death rates were
mining and construction (22
deaths per 100,000 workers), and
transportation, communication
and public utilities (20 deaths per
100,000 workers) (table 44).

m In 1989 private sector
employers reported 74 lost
workdays from injuries per 100
full-time employees. The 1990
national health objective was 55.
The lost workday rate for
occupational injuries decreased
from 1979 to 1983, but has
increased at an average annual
rate of 4 percent from 1983 to
1989. Industries reporting the
highest lost workday rates were
construction, mining, and
transportation, communication
and public utilities (table 73).

m In 1990 there were 28,000
measles cases reported, an 8-fold

increase over the 1988 level and
56 times the 1990 objective of 500
cases (table 50).

m Between 1984 and 1990 the
proportion of persons reported
with AIDS who were women
almost doubled from 6 to

11 percent. During this period the
proportion of AIDS cases among
women that were transmitted
through heterosexual contact
increased from 17 to 31 percent
of female cases reported. Fifty-six
percent of all AIDS cases
reported among women as of
September 30, 1991 were black
women (tables 51 and 53).

m In 1990 the percent of
noninstitutionalized persons with
limitation of activity caused by
chronic conditions was 38 percent
for those 65 years of age and over,
22 percent for those 45-64 years
of age, 9 percent for those 15-44
years of age, and only 5 percent
at ages under 15 years (table 59).
m In 1991, 20 percent of youth
12-17 years of age reported
alcohol consumption in the past
month, with similar levels
reported by white, black, and
Hispanic youth. During the period
1985 to 1991 alcohol consumption
among white youth declined from
34 to 20 percent while remaining
fairly stable for black and
Hispanic youth (table 64).

® Between 1989 and 1990 the
number of cocaine-related
emergency room episodes
decreased by 27 percent,
following a period of steep annual
increases between 1985 and 1988
and a slight decline from 1988 to
1989. However, preliminary data
for 1991 show an increase in
cocaine-related emergency room
episodes, with similar trends
observed for the black, white, and
Hispanic populations (table 66).

Utilization of Health Resources

® Between 1985 and 1990 the
average annual number of
ambulatory physician contacts per
person increased slightly from 5.2
to 5.5 contacts. In 1990 the
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age-adjusted average number of
physician contacts per person was
10 percent higher for white
persons than for black persons
(5.6 compared with 5.1 contacts).
Ambulatory care for black persons
was twice as likely to occur in
hospital outpatient and clinic
settings as care for white persons
(24 compared with 12 percent of
physician contacts in 1990)

(table 76).

B Between 1985 and 1990 the
age-adjusted hospital discharge
rate declined by 15 percent for
noninstitutionalized white persons
and by 3 percent for
noninstitutionalized black persons.
In 1990 the hospital discharge rate
was 25 percent higher for black
than white persons (112.0
compared with 89.5 per 1,000
population) and average length of
stay was 1.3 days longer for black
than white persons (table 81). The
age-adjusted proportion of
persons in fair or poor health
continued to be almost twice as
great for black as for white
persons in 1990 (15 percent
compared with 8 percent) (table
61).

® Between 1985 and 1989 the
age-adjusted proportion of office
visits to physicians involving the
administration or prescription of
medications remained at

60 percent (table 79).

® In 1989 use of dental care
continued to vary substantially by
family income. The age-adjusted
percent of persons with a dental
visit within the past year rose
steadily with family income from
42 percent for those with the _
lowest family incomes to

76 percent for those with the
highest family incomes (table 80).
®m Between 1988 and 1990 the
number of discharges from
short-stay hospitals with a
diagnosis of HIV infection
increased 54 percent to 146,000
discharges. Men 2049 years of
age accounted for 70 percent of
all HIV discharges in 1990, down
from 77 percent in 1988. The
average length of stay for patients

Health, United States, 1991

with HIV infection was twice that
for all discharges (14.9 days
compared with 6.4 days in 1990)
(table 83).

® In 1990 there were 30.8
million discharges from
non-Federal short-stay hospitals.
Among men the most common
first-listed diagnoses were diseases
of the heart (1.9 million),
malignant neoplasms (730
thousand), and pneumonia (530
thousand). Among women the
most common first-listed
diagnoses were delivery (4.0
million), diseases of the heart (1.6
million), and malignant neoplasms
(841 thousand) (table 85).

= In 1989 one-half of all surgery
in short-stay hospitals was
performed on an outpatient basis,
3 times the proportion of
outpatient surgery in 1980. The
proportion of outpatient surgery
was inversely related to hospital
size, ranging from 42 percent for
hospitals with 500 beds or more to
54 percent for hospitals with
fewer than 100 beds (table 88).

®  Throughout the 1980’s average
length of stay has been shorter in
smaller hospitals than larger
hospitals but the gap has
narrowed. In 1980 patients in
short-stay hospitals with fewer
than 100 beds had an average
length of stay 3.3 days shorter
than patients in hospitals with 500
beds or more. By 1989 the
difference in average length of
stay between small and large
hospitals had declined by a full
day to 2.3 days (table 88).

= In 1985 the percent of persons
institutionalized in nursing homes
rose sharply with age from

1 percent for those 65-74 years to
6 percent at 75-84 years and

22 percent for those 85 years and
over (table 89).

Health Care Resources

® Between 1985 and 1990 the
number of civilians employed in
the health service industry grew
by 19 percent to 9.4 million,
compared with a 9 percent

increase for other industries. In
1990 half of all health service
industry workers were employed
in hospitals, down from

54 percent in 1985 (table 95).

® Between 1985 and 1989 the
number of active non-Federal
physicians per 10,000 population
grew by 6 percent to 21.9.
Increases in physician supply
during this period ranged from

4 percent in the Pacific Division
to 9 percent in the East South
Central Division. In 1989
physician supply was lowest in the
East South Central Division (16.4
per 10,000) and highest in New
England (28.6 per 10,000)

(table 96).

® Between 1981 and 1989 the
total number of nursing personnel
in community hospitals increased
slightly from 1.1 to 1.2 million
full-time equivalent employees
(FTEs). During this period the
mix of nursing staff changed.
Among all nursing FTEs the
proportion who were registered
nurses increased from 55 to

65 percent; the proportion who
were licensed practical nurses
declined from 20 to 14 percent;
and the proportion who were
ancillary nursing personnel
declined from 25 to 21 percent
(table 100).

® Between 1985 and 1989 the
number of registered nursing
(RN) graduates declined by

25 percent to 62 thousand, after
increasing by 11 percent from
1981 to 1985. Between 1981 and
1989 the proportion of RN
graduates receiving baccalaureate
degrees remained fairly stable (33
to 31 percent), while associate
degree graduates increased from
50 to 61 percent and those
receiving diplomas declined from
17 to 8 percent (table 102).

® Between academic years
1979-80 and 1989-90 total
minority enrollment in medical
schools increased from 14 to

25 percent of all medical
students. Much of the increase
was accounted for by rising
enrollment of Asian students. In



1989-90, 12 percent of medical
students were Asian, 6 percent
were black, and 5 percent were
Hispanic (table 103).

m Between 1985 and 1989
occupancy rates in short-stay
hospitals have remained fairly
stable at 65-67 percent, after
declining from 76 percent
occupancy in 1980. Smaller
hospitals continue to have lower
occupancy rates than larger
hospitals. In 1989 the occupancy
rate was 49 percent for hospitals
with fewer than 100 beds,
compared with 77 percent for
hospitals with 500 beds or more
(table 105).

m Between 1980 and 1988 the
number of psychiatric beds in
State and county mental hospitals
fell 32 percent to 107 thousand
while beds in private psychiatric
hospitals increased 2% fold to 42
thousand (table 107).

Health Care Expenditures

® In 1990 national health care
expenditures in the United States
totaled $666 billion, an average of
$2,566 per person. Health
expenditures comprised

12.2 percent of the gross national
product in 1990, a record high.
Federal Government health
expenditures rose from

3.1 percent of total Federal
Government expenditures in 1960
to 15.3 percent in 1990

(table 112).

® In 1990 health spending in the
United States accounted for a
larger share of gross domestic
product (GDP) than in other
major industrialized countries and
the gap continued to widen. The
United States devoted

12.4 percent of GDP to health in

1990, up from 9.3 percent in 1980.

Canada, the country with the
second highest health share of
GDP, devoted 9.0 percent of
GDP to health in 1990

(table 113).

® National health expenditures
increased by 10.5 percent in 1990,
compared with a 5.1 percent
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increase in the GNP.
Expenditures for hospital care

(38 percent of the total) and
physician services (19 percent of
the total) increased at about the
overall level. Home health care
costs (1 percent of the total)
increased by 22.5 percent in 1990.
(tables 112 and 114).

®m In 1990 rising prices continued
to explain the largest portion

(63 percent) of growth in
personal health care expenditures.
Ten percent of the growth was
attributed to population increase
and 27 percent to changes in the
use or kinds of services and
supplies (table 115).

m In 1990 the rate of increase in
the medical care component of
the Consumer Price Index (CPI)
was 9.0 percent compared with an
overall inflation rate of

5.4 percent. During the last
decade the medical care
component of the CPI has grown
at an average annual rate of

8.1 percent compared with

4.7 percent for the overall CPL
The hospital component of the
CPI increased by 10.9 percent in
1990, physicians’ services by

7.1 percent and prescription drugs
by 10.0 percent (tables 116 and
117).

m  From 1965 to 1980 the share
of health care expenditures paid
by households declined from 61 to
38 percent, while the shares paid
by private business and
government increased. However,
for the past decade these shares
have remained relatively stable. In
1990, 35 percent of health care
expenditures were paid by
households, 33 percent by
government, and 29 percent by
private business including, for
example, employer contributions
to health insurance premiums and
Medicare (table 122).

®m In 1990 the major sources of
funds for hospital care were the
government (55 percent) and
private health insurance

(35 percent). Medicare provided
almost half of government funds
for hospital care. Nursing home

care was financed almost equally
by Medicaid and out-of-pocket
payments (45 percent each).
Physician services were primarily
funded by private health insurance
(46 percent) and the government
(35 percent) with Medicare
providing nearly 70 percent of
government funds (table 123).

m  Expenditures for HIV-related
activities by the Federal
government increased from $8
million in 1982 to almost $3
billion in 1990. The Health Care
Financing Administration
accounted for 26 percent of these
expenditures in 1990, the National
Institutes of Health for a quarter,
and the Centers for Disease
Control for 15 percent. The
Alcohol, Drug Abuse, and Mental
Health Administration and the
Department of Veterans Affairs
accounted for 7 percent of
expenditures each. Of the total in
1990, 39 percent was for research,
38 percent for medical care,

16 percent for education and
prevention, and 7 percent for
cash assistance (disability
insurance and supplemental
security income) (table 128).

m In 1989 total public health
expenditures by State and
territorial health agencies
increased by 13 percent compared
with 5 percent the previous year.
Expenditures for the supplemental
food program for women, infants,
and children (WIC) increased by
17 percent in 1989. This growth in
the WIC program was similar to
that experienced from 1980 to
1984 (18 percent per year) after
which annual increases slowed to
9 percent from 1984 to 1987 and
only 2 percent in 1988. WIC has
accounted for one-fifth of public
health expenditures by State and
territorial health agencies since
the mid-1980’s (table 129).

m Enrollment in health
maintenance organizations
(HMOs) continued to increase
slowly to 34 million in 1991. The
growth in enrollment has slowed
after a period of rapid expansion
during the early to mid-1980’s.

Health, United States, 1991



Despite the increase in
enrollment, the number of plans
continued to decline in 1991 to
553 after reaching a high of 647 in
1987 (table 135).

m In 1990 Medicare expenditures
totaled $67 billion under Hospital
Insurance (HI) and $44 billion
under Supplementary Medical
Insurance (SMI). HI expenditures
increased by 14 percent in 1989
and 10 percent in 1990. Average
annual increases in HI
expenditures had slowed from

14 percent between 1980 and
1985 to 3 percent between 1985
and 1988. SMI expenditures grew
by 11 percent in 1990 compared
with an average annual increase of
15 percent from 1980 to 1989
(table 136).

m The proportion of Medicare
enrollees age 85 years and over
increased from 6.7 percent in
1967 to 10.5 percent in 1989. In
1989 payments per enrollee
averaged $3,809 for those 85 years
and over, compared with $1,737
for those 65-66 years of age
(table 137).

® In 1990 children in families
receiving Aid to Families with
Dependent Children (AFDC)
comprised 44 percent of Medicaid
recipients but accounted for only
14 percent of expenditures. The
aged, blind, and disabled
accounted for 27 percent of
recipients and 71 percent of
expenditures. Payment per
recipient ranged from $811 for
children in AFDC families to
more than $6,500 per recipient for
the aged, blind, and disabled
(table 139).

m In 1990 about a quarter of
Medicaid payments went to
general hospitals, another quarter
to intermediate care facilities, and
an eighth to skilled nursing
facilities. Prescribed drugs,
physician services, home health
services, and outpatient hospital
services each accounted for 5-7
percent of Medicaid payments.
Early and periodic screening, rural
health clinics, and family planning
services combined received less

Health, United States, 1991

than 1 percent of Medicaid funds.
Payments per recipient ranged
from $67 for early and periodic
screening for children to $50,000
for intermediate care facility
services for the mentally retarded
(table 140).

m Of the $11.5 billion that the
Department of Veterans Affairs
spent on health care in 1990,

58 percent was for inpatient
hospital care, 25 percent for
outpatient care, and 10 percent
for nursing home care. Nearly

40 percent of both inpatients and
outpatients were veterans with
service-connected disabilities.
Fifty-five percent of inpatients and
41 percent of outpatients were
low income veterans with no
service-connected disability

(table 141).
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Introduction

Background

By the late 1970’s, lifestyle and environmental factors had
gained national recognition for their role in the promotion of
health and the prevention of disease. The landmark 1979
publication, Healthy People: The Surgeon General’s Report on
Health Promotion and Disease Prevention (1), provided the
foundation for the first national health promotion and disease
prevention initiative. Five broad national goals were set, one
for each of the five major stages of life; premature mortality
and morbidity were highlighted. To plan a course of action
for the Nation, Promoting Health/Preventing Disease: Objectives
for the Nation (2), produced in 1980, identified 15 priority
areas to target efforts by a wide range of public and private
groups, as well as individuals.

In September 1990, Department of Health and Human
Services Secretary, Dr. Louis Sullivan, unveiled a second
national prevention initiative when he released Healthy People
2000: National Health Promotion and Disease Prevention
Objectives (3).

The Year 2000 initiative builds on not only the lessons
learned from progress made toward the 1990 objectives, but
also the decade’s scientific research on health promotion and
disease prevention. Healthy People 2000 aims to significantly
improve the Nation’s health over the next 10 years through a
comprehensive approach to three broad goals: 1) to increase
the span of healthy life of Americans, 2) to reduce health
disparities among Americans, and 3) to achieve access to
preventive services for all Americans. Healthy People 2000
also sets forth 300 specific and measurable objectives which,
when accomplished by the year 2000, should lead to the
achievement of these goals.

During the 3 years of its formulation, more than 10,000
people commented on Healthy People 2000, including
national, State, and local agencies and communities, private
and voluntary groups, consumers, and other individuals. This
broad-based input was obtained through 8 regional hearings
and testimonies from over 750 individuals and organizations
that were assembled since work on Healthy People 2000 began
in 1987.

Implicit throughout the Healthy People 2000 initiative is
the principle that long life without good health is not enough.
The prevention of disability, as well as the prevention of
further impairment or morbidity for those people with
disabilities, is an important aim. The Healthy People 2000
initiative emphasizes the full range of functional capacity
from infancy through old age, including measures of health
outcomes.

Substantial health improvements are needed for
populations who have been disadvantaged economically and
educationally. This new initiative includes special targets for
reducing the disparities in death, disease, and disability rates
of these groups as compared to the majority population. The
specific groups targeted are racial and ethnic minority
populations, people with low income, and people with
disabilities.
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The Healthy People 2000 initiative also recognizes that
many Americans lack access to an ongoing source of primary
care and therefore to essential clinical preventive services.
The initiative addresses the many barriers to access to health
care. These barriers include inadequate health insurance, low
numbers of primary care providers, geographic barriers (for
example, distance in rural areas), language and cultural
barriers, restrictive hours of service availability, inadequate
child care options, and lack of transportation. Even when
people have access to primary care, they may not be offered
clinical preventive services at recommended intervals; thus,
many individuals do not receive all of the services that would
benefit them. This initiative emphasizes the need for access
to preventive services as an important factor in achieving
many of the objectives of Healthy People 2000.

All of the 300 objectives for the year 2000 are designed to
have quantifiable and realistic targets. The objectives are
organized into 22 separate priority areas. The first 21 priority
areas focus on health promotion activities related to
individual lifestyle, health protection strategies related to
environmental or regulatory measures, and preventive
services such as counseling, screening, and immunization.
Priority area 22, “Surveillance and Data Systems,” addresses
the critical need for data to monitor progress toward the
objectives at the national, State, and local levels, as well as to
enhance the public health data systems.

Health Promotion

Physical activity and fitness

Nutrition

Tobacco

Alcohol and other drugs

Family planning

Mental health and mental disorders

Violent and abusive behavior

Educational and community-based programs

Health Protection

9. Unintentional injuries

10. Occupational safety and health
11. Environmental health

12. Food and drug safety

13. Oral health

Preventive Services

14. Maternal and infant health

15. Heart disease and stroke

16. Cancer

17. Diabetes and chronic disabling conditions
18. HIV infection

19. Sexually transmitted diseases

20. Immunization and infectious diseases

21. Clinical preventive services

PONAU AL

Surveillance and Data Systems
22. Surveillance and data systems
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The 1991 Prevention Profile, fifth in a series of profiles,
was prepared in response to legislation enacted in 1978
(Public Law 95-626) that called for the triennial preparation
of a national disease prevention data profile. The first four
profiles have appeared with Health, United States, 1980; 1983;
1986; and 1989. With the exception of the first profile, each
profile has provided both baseline data and data for
subsequent time periods for a substantial number of the 1990
objectives in Promoting Health/Preventing Disease: Objectives
for the Nation. Thus, these profiles have measured and
documented the cumulative effects of the strategies to
alleviate or avoid the problems that were faced in moving
toward the five Healthy People health promotion and disease
prevention goals.

This report will highlight the goals for the year 2000, as
well as the endpoint status of the 1990 objectives. Beginning
with the 1992 profile, the year 2000 objectives will be tracked
annually.

Organization and Scope of This Profile

This profile is divided into three major sections—(1) a
section of figures and text bridging the two initiatives by
addressing both the 1990 and the year 2000 goals, (2) a
section monitoring the 1990 objectives with final status tables
and notes, and (3) a 3-part section of summary and
information tables.

The first section of figures and accompanying text
highlights the final outcome of the progress toward the five
broad 1990 goals set for the five major life stages (see also
detailed table 48). This section also serves as a transition to
the year 2000 objectives by providing data related to the
three overall goals of Healthy People 2000. Subsequent
Prevention Profiles will focus entirely on the year 2000 goals
and objectives.

Following the figures, the final status of each of the
components of the fifteen subject areas identified in
Objectives for the Nation is presented. A statement of each
1990 objective is followed either by tables displaying data for
the baseline and subsequent years where tracking data were
available, or by notes providing additional data or
information where tracking data were not available. Sources
for tracking data appear with the tables and notes.
Provisional vital statistics data have been presented where
necessary. The limitations of these data are detailed in the
introduction to the section.

The summary and information tables show (1) a summary
of the final status of the 1990 objectives, (2) a list of the
similarities between the 1990 objectives and the 2000
objectives, and (3) the data points used in the construction of
the figures.

References

1. U.S. Department of Health, Education, and Welfare, Healthy
people: The surgeon general’s report on health promotion and
disease prevention. Washington: Public Health Service. 1979,
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Washington: Public Health Service. 1991.
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1990 Goals

The 1979 Surgeon General’s
Report on Health Promotion and
Disease Prevention, Healthy
People, targeted five broad
national goals for 1990, one for
each of the five major stages of
life. Specific objectives were
developed to achieve these goals,
and are presented in a later
section of this profile. The goals,
which concentrated on premature
mortality and morbidity, were:

1. To continue to improve infant
health, and, by 1990, to reduce
infant mortality by at least

35 percent, to fewer than 9 deaths
per 1,000 live births.

2. To improve child health, foster
optimal childhood development,
and, by 1990, reduce deaths
among children ages 1 to 14 years
by at least 20 percent, to fewer
than 34 per 100,000.

3. To improve the health and
health habits of adolescents and
young adults, and, by 1990, to
reduce deaths among people ages
15 to 24 years by at least

20 percent, to fewer than 93 per
100,000.

4. To improve the health of
adults, and, by 1990, to reduce
deaths among people ages 25
years to 64 by at least 25 percent,
to fewer than 400 per 100,000.

5. To improve the health and
quality of life for older adults,
and, by 1990, to reduce the
average annual number of days of
restricted activity due to acute and
chronic conditions by 20 percent,
to fewer than 30 days per year for
people aged 65 years and over.

Infants
(Under 1 year of age)

The infant mortality rate has
steadily declined during the 20th
century. Between 1950 and 1989,
the mortality rate for U.S. infants
dropped from 29.2 per 1,000 live
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Figure 1. Infant mortality rates: United States, 1977-90 and 1990
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SOURCE: National Center for Health Statistics, National Vital Statistics System.

births to 9.8 per 1,000 births
(detailed table 18). Provisional
data for 1990 estimate the infant
mortality rate to be 9.1 —very
close to the 1990 goal of 9.0
deaths per 1,000 live births

(figure 1 and detailed table 48).
However, the U.S. infant mortality
rate continues to compare poorly
with that of other industrialized
nations. The United States ranked
23rd among industrialized
countries in 1988 (detailed

table 25).

The overall infant mortality
rate masks the significant
discrepancy between mortality of
white babies and that of black
babies (figure 2). Black babies are
twice as likely as white babies to
die before their first birthday. In
1977, the white infant mortality
rate was 12.2 per 1,000 live births;
in 1989 the rate was 8.1. The
comparable rates for black infants
were 24.4 and 18.6. From 1977 to
1989, the ratio of black to white
infant mortality increased,

reflecting a more rapid average
annual decline for white babies

.(3.4 percent) than for black

babies (2.2 percent). Overall, the
infant mortality rates for white
and for black infants declined

34 percent and 24 percent,
respectively, between 1977 and
1989.

The five leading causes of
infant death in 1989 were (1)
congenital anomalies, (2) sudden
infant death syndrome, (3)
disorders relating to short
gestation and unspecified low
birth weight, (4) respiratory
distress syndrome, and (5)
newborn affected by maternal
complications of pregnancy. Low
birth weight (less than 2,500
grams or 5 pounds, 8 ounces)
occurs in about 7 percent of all
live births and is the greatest
single hazard to infant health
(detailed tables 7 and 20). Of all
infants who die, about 60 percent
are of low birth weight; of these,
about 40 percent are of very low
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birth weight (weighing less than
1,500 grams at birth).

Black babies are more than
twice as likely as white babies to
be born weighing less than 2,500
grams. In 1989, 13.5 percent of
black babies (live births) were of
low birth weight compared with
5.7 percent of white babies. The
proportion of very low-birth-
weight infants for black births
(2.95 percent) was 3 times the
proportion for white births
(.95 percent).

Black infant mortality rates
are higher not only in the first
month of life, but also between
1 month and 1 year of age. The
major killer in this period is
sudden infant death syndrome
(SIDS). Other major causes of
death that are more prevalent for
black infants than for all live
births include disorders relating to
short gestation and unspecified
low birth weight, respiratory
distress syndrome, infections, and
injuries.

Some of the maternal factors
associated with low birth weight
and other major causes of infant
death and disability are lack of
prenatal care, smoking, alcohol
and drug use, age, and
socioeconomic background. These
issues are addressed in Healthy
People 2000. The Year 2000 target
is to reduce the infant mortality
rate to no more than 7 per 1,000
live births. Related objectives
address smoking, alcohol and drug
use by expectant mothers, and
age-related preconception
counseling.

Children -
(1-14 years of age)

The 1990 goal of limiting
death among children aged 1-14
years to 34.0 deaths per 100,000
population has been reached and
surpassed since 1985. In 1977, the
death rate for children 1-14 years
of age was 42.3 per 100,000; in
1989, it was 32.4, with a
provisional estimate of 30.1 deaths
per 100,000 in 1990 (figure 3). As
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Figure 2. Infant mortality rates, according to race of mother:
United States, 1977-89
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Figure 3. Death rates for children 1-14 years of age:
United States, 1977-90 and 1990 goal

Deaths per 100,000 pobulation
44

42

40
38
36

34

32

30

i £
I I '

1988

i ]

5 . L 4 Tl
1978 1980 1982 1984 1986 1990

NOTE: 1990 data are provisional. Related detailed tables are 27-29, 33-35, 39-42, 45, 47, and 48.
SOURCE: National Center for Health Statistics, National Vital Statistics System,

Prevention Profile, 1991



in the past, the leading cause of
death for children is unintentional
injuries, including deaths from
motor vehicle crashes, drowning,
fire and flames, and suffocation.
Nearly half of all childhood
deaths are from unintentional
injuries; just less than half of
these are from motor vehicle
crashes, although this proportion
has decreased from about

47 percent in 1978 to 42 percent
in 1989. Declines in childhood
deaths from motor vehicle crashes
are due in part to increasing use
of child safety seats and safer
automobile design.

In 1989, among young children
(aged 1-4 years), 18.7 per 100,000
population died from
unintentional injuries; among
these deaths, 6.8 per 100,000 were
from motor vehicle crashes
(detailed table 39). The second
leading cause of death, congenital
anomalies, caused 6.3 deaths per
100,000; the third leading cause of
death was cancer, killing 3.4
children per 100,000 population
(detailed table 35).

In 1989, among children aged
5-14 years, 11.6 per 100,000 died
from unintentional injuries, of
which 6.4 deaths per 100,000 were
caused by motor vehicle accidents
(detailed table 39). Cancer was
the second leading cause of death
in this age group, with 3.3 deaths
per 100,000 (detailed table 35).
Childhood homicides have been
increasing. Homicide was the third
leading cause of death in this age
group in 1989, surpassing
congenital anomalies as a cause of
death. Homicide caused 1.5
deaths per 100,000 (detailed
table 40), and congenital
anomalies caused 1.4 deaths per
100,000.

The Healthy People 2000
age-related objective for children
aged 1-14 years is to reduce the
death rate to no more than 28 per
100,000 population.

Prevention Profile, 1991
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Adolescents and Young Adults
(15-24 years of age)

In 1977, the death rate for
adolescents and young adults aged
15-24 years was 114.8 per 100,000
population. In 1981, the rate
began to decline rapidly, and
between 1983 and 1985, the death
rate approached the 1990 goal of
93.0 deaths per 100,000 in this age
group. However, the rate has
leveled off and slowly increased to
99.9 in 1989, with a provisional
estimate of 104.1 in 1990 (figure 4
and detailed table 48).

The leading cause of death in
this age group was unintentional
injuries, accounting for about
one-half of all deaths (45.8 per
100,000); three-quarters of these
deaths involved motor vehicles
(35.4 deaths per 100,000 in 1989,
detailed table 39). Homicide and
suicide were the second and third
leading causes of death to
adolescents and young adults (16.9
and 13.3 per 100,000 in 1989,
detailed tables 40 and 41).

The Healthy People 2000
age-related objective is to reduce
the death rate for adolescents and
young adults to no more than 85
per 100,000 people aged 15-24
years.

Adults
(25-64 years of age)

In 1977, the death rate for
adults 25-64 years of age was
532.9 per 100,000 population; by
1989, it had declined 30 percent
to 409.8 (figure 5 and detailed
table 48). Provisional data show
the estimated death rate in this
age group to be 400.4 in 1990,
essentially reaching the 1990 goal
of 400 per 100,000 population.
Changes in personal lifestyle
account for much of the decline in
mortality. Since 1970,
behaviorally related changes such
as reduced rates of cigarette
smoking, lower mean blood
cholesterol, and increased control
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Figure 4. Death rates for adolescents and young adults 15-24
years of age: United States, 1977-90 and 1990 goal
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Figure 5. Death rates for adults 25-64 years of age:
United States, 1977-90 and 1990 goal
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of high blood pressure have
contributed to substantial declines
in mortality from heart disease
and stroke. In the same period,
mortality from motor vehicle
crashes also declined substantially.
Lower rates of alcohol use,
increased seat belt use, and
changes in speed limits have
contributed to this reduction.

In 1978, the leading cause of
death for adults 25-64 years of
age was heart disease. Since 1983,
however, cancer has ranked
number one for this age group.
This shift represents not so much
a change in the death rates for
cancer, but more notably a decline
in the death rates for heart
disease — particularly among
persons 55-64 years of age
(figure 6) among whom the rate
dropped 41 percent (from 530.8
per 100,000 population in 1978 to
376.7 in 1989). In contrast, the
death rate for cancer among
persons 55-64 years of age was
slightly higher in 1989 than in
1978 (445.1 compared with 440.5).

The five leading causes of
death for persons aged 25-44
years in 1989 were unintentional
injuries (35.4 deaths per 100,000
population), among which motor
vehicle crashes accounted for 20.6
deaths per 100,000; cancer (26.2
per 100,000); HIV infections
(20.3); heart disease (19.0); and
suicide (14.8). As of 1989, deaths
from HIV infection surpassed
heart disease to become the third
leading cause of death in this age
group.

The five leading causes of
death for persons aged 45-64
years in 1989 were cancer (290.9
deaths per 100,000); heart disease
(241.5); stroke (32.5);
unintentional injuries (32.4); and
chronic obstructive pulmonary
diseases and allied conditions
(28.0 deaths per 100,000).

The Healthy People 2000
age-related objective for adults
aged 25-64 years is to reduce the
death rate to no more than 340
per 100,000 population.
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Figure 6. Death rates for adults 25-64 years of age, according to

age: United States, 1977-90
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Elderly

(65 years of age and over)

This century has seen a
profound change in the
proportion of the US population
aged 65 and over. In 1900, people
over 65 years of age constituted
4 percent of the population. By
1988, that proportion was up to
12.4 percent; by 2000 it will be
13 percent and by 2030,

22 percent (1).

People who reach the age of
65 can expect to live into their
eighties. In 1978, people who

reached age 65 years could expect
to live another 16.3 years. By
1989, life expectancy at age 65
years had increased to 17.2, for a
total of 82.2 years (detailed

table 17). However, it is likely
that not all those years will be
active and independent ones.
Thus, improving functional
independence in later life is an
important element in promoting
the health of older adults.

Heart disease, cancer, stroke,
chronic obstructive pulmonary
disease, and pneumonia and
influenza are the major causes of
death in people over 65 years of



age. Chronic problems, such as
arthritis, osteoporosis,
incontinence, visual and hearing
impairments, and dementia, are
also of great concern, since they
have such a significant impact on
day-to-day living.

Restricted-activity days and
bed-disability days due to acute
and chronic conditions are two
measures that have been used to
gauge the health and functioning
of older people. In 1977, on
average, adults 65 years of age
and over had to cut down on
things they usually did for 36.5
days per person (figure 7). After
reaching a high of an estimated
41.9 days in 1979, the rate
decreased to about 30.3 in 1987,
close to the 1990 goal of fewer
than 30 restricted-activity days per
year (detailed table 48). In more
recent years, however, the number
of days of restricted activity spent
by older adults has hovered
around 31 to 32; in 1990, older
people reported experiencing
about 31.4 days of restricted
activity per year. Because of
difficulties in interpreting the
meaning of restricted-activity days,
the average annual number of
bed-disability days per person is
also tracked.

In 1977, adults aged 65 years
and over spent about 14.5 days in
bed due to acute and chronic
conditions. In 1990, the number of
days was approximately 13.6
(figure 8). Since 1977, the number
of bed-disability days spent by
older adults has varied between 14
and 17 days (detailed table 48).

The Healthy People 2000
age-related objective for older
adults is to reduce the proportion
of people aged 65 years and over
who have difficulty performing 2
or more personal care activities to
90 per 100,000 population.

Reference

1. Institute of Medicine. The second
fifty years: Promoting health and
preventing disability. Washington,
DC. National Academy Press. 1990.
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Figure 7. Restricted-activity days for persons 65 years of age and
over: United States, 1977-90 and 1990 goal
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Figure 8. Bed-disability days for persons 65 years of age and
over: United States, 1977-90 and 1990 goal
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Year 2000 Goals

The Year 2000 initiative aims
to significantly improve the
Nation’s health in the next
decade. The initiative is organized
into three broad goals. The first
goal, to increase the span of
healthy life of Americans, reflects
the essential elements of health
promotion and disease prevention,
including prevention of premature
death, disability, and disease, and
enhancement of the quality of life.
The second goal, to reduce health
disparities among Americans,
targets disparities in death,
disease, and disability rates
between racial and ethnic
populations, people with different
income levels, and disabled people
when compared with the total
population. The third goal, to
achieve access to preventive
services for all Americans,
addresses the barriers to primary
health care and clinical preventive
services.

Increase the Span of Healthy
Life for Americans

A central purpose of Healthy
People 2000 is to increase the
number of Americans who live
long and healthy lives. If the toll
from premature death, disability,
and disease can be lessened, then
we can begin to realize the first
goal of the Year 2000 initiative.

In the figures to follow, a
number of subjects relevant tq this
first goal are highlighted.
Americans are living longer; the
average life expectancy at birth
has increased to 75 years in 1989.
Increasing the span of healthy life
thus becomes more important as
the population ages. People can
accurately describe their own
health status, and these
descriptions are associated with
other measures of health status
and use of health-care services. A
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major indicator of dysfunction is
the inability to carry on one’s
major activity due to chronic
conditions. Personal behaviors
such as smoking, seat belt use,
and weight control can affect
health and longevity.

Life Expectancy at Birth

The average life expectancy at
birth has increased by 28 years
since the beginning of the 20th
century. Much of the early
progress resulted from medical
science and public health’s
conquering of life-threatening
infectious diseases. Life-style
issues have become more relevant
as the population has aged. The
leading causes of death have been
heart disease, cancer, and stroke
for about the past 50 years, and in
the past 25 years these chronic
diseases have been found to be
responsive to prevention
strategies.
® The average life expectancy at
birth increased among all four
major sex-race groups during the
decade of the 80’s (figure 9).
However, the expected life span
increased less for blacks than for
whites, and has actually decreased
for black American male babies
born after 1984.
®m Life expectancy for blacks has
remained behind that for the total
population throughout this
century. Since the mid-1980’s the
gap has widened, with the life
expectancy rising to 75.3 years for
the overall population while
falling slightly for blacks, from a
high of 69.7 years in 1984 to 69.2
in 1989, -

Self-Assessed Health Status

Self-assessed health status
(figure 10 and detailed table 61)
correlates with an individual’s
actual health status and with
utilization of health-care services
(1); it is also a predictor of
mortality among the elderly (2).
People who are black, who live in
poverty, or have little education,
are far more likely to describe
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Figure 9. Life expectancy at birth, according to race and sex:
United States, 1980-89
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SOURCE: National Center for Health Statistics, National Health Interview Survey.

Figure 10. Fair or poor self-assessed health status, according to
selected characteristics: United States, 1990

Age

Less than 15 years
75 years and over
Sex

Male

Female

Race

White

Black

Family income
Less than $14,000
$50,000 or more |
Residence

Metropolitan
Nonmetropolitan

0 5 10 15 20 25 30 35
Percent

NOTE: Percents are age adjusted. A related detailed table is 61.
SOURCE: National Center for Health Statistics, National Health Interview Survey.
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their health as fair or poor than
people who are white, do not live
in poverty, or have more
education (3).

®  Among persons aged 75 years
and over in 1990, about

32 percent assessed their health
to be fair or poor; about

2 percent of those aged under 15
years had their health status
assessed as fair or poor.

®  Among males, about

8 percent considered themselves
to be in fair or poor health
compared with about 9 percent of
females.

m Black Americans were almost
twice as likely to assess their
health as fair or poor compared
with white Americans (about 15
and 8 percent, respectively).

m In 1990, people with annual
family incomes of less than
$14,000 were about four and
one-half times as likely to assess
their health as fair or poor than
people with incomes of $50,000 or
more (about 19 percent compared
with 4 percent).

m In 1990, about 10 percent of
Americans living in
nonmetropolitan areas reported
their health to be fair or poor
compared with about 9 percent of
people living in metropolitan
areas.

Unable to Carry on Major Activity

Activity limitations are most
common among older people,
poor people, and less educated
Americans. The major causes of
activity limitation vary with age.
People under age 18 years are
most likely to have disabilities
associated with mental
impairment, asthma, mental
illness, deafness and other ear
disorders, and speech
impairments. Among young
adults, orthopedic impairments,
such as spinal curvature and other
back impairments, are most
common, while at older ages
degenerative diseases, led by
arthritis and heart disease,
predominate (4).

Prevention Profile, 1991
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m From 1983 to 1990, the
percent of Americans unable to
carry on their major activity
remained stable, in the 4-percent
range (figure 11 and detailed
table 59).

® During the past 8 years, the
percent of black Americans
unable to carry on their major
activity remained approximately
80 to 90 percent higher than that
of white Americans.

Current Cigarette Smokers

Cigarette smoking (figure 12)
has been identified as the largest
risk factor for mortality in the
United States. Over 400,000 lives
are lost each year from smoking,
primarily from lung cancer,
cardiovascular disease, and
chronic obstructive lung disease.
The adverse effects of cigarette
smoking on pregnancy and infant
health are also well documented.

Healthy People 2000 objectives
include reducing the prevalence of
cigarette smoking to no more than
15 percent among people aged 20
years and over (objective 3.4).
Among the special target
populations are people aged 20
years and over with an education
of 12 years or less (reduction to
20 percent), blacks aged 20 years
and over (to 18 percent),
Hispanics aged 20 years and over
(to 18 percent), women of
reproductive age (to 12 percent),
and pregnant women (to
10 percent).

m A total of about 26 percent of
the American population 25 years
of age and over smoked in 1990.
Among men, about 28 percent
smoked; among women, the
percentage was about 23.

m Current smoking is inversely
related to educational attainment.
Among men who did not finish
high school, about 42 percent
currently smoked in 1990 (no
difference by race); among women
who did not finish high school,

32 percent currently smoked in
1990. In comparison, among men
and women who graduated from
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Figure 11. Persons unable to carry on major activity because of
chronic conditions, according to race: United States, 1983-90
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NOTE: Percents are age adjusted. A related detailed table is 59.

SOURCE: National Center for Health Statistics, National Health Interview Survey.

Figure 12. Current cigarette smokers among persons 25 years of
age and over, according to selected characteristics: United States,
1990
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SOURCE: National Center for Health Statistics, National Health Interview Survey.
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college, about 15 percent and

14 percent, respectively, smoked
cigarettes in 1990.

® In 1990, about 35 percent of
black men smoked, compared with
28 percent of white men. Among
the college-educated, the
proportion of black men who
smoked was about 40 percent
higher than the proportion of
white men who smoked

(21 percent compared with

15 percent).

®  Among men in the middle
years, a larger proportion of black
men smoked compared with white
men. About 42 percent of black
men aged 35-44 years smoked,
and about 37 percent of black
men aged 45-64 years smoked.
Comparable percents among white
men were about 34 percent and
29 percent.

Use of Seat Belts or Car Seats by
Children Under 10 Years of Age

Nearly half of all childhood
deaths are due to unintentional
injuries; about half of these are
from motor vehicle crashes.
Increasing use of child safety seats
and seat belts contributed to the
decline in deaths to children from
motor vehicle crashes. While all
50 States now require safety
restraints for young children,
many States still do not mandate
child restraints for children over
age 5 years, and some States have
no requirement after age 3 or 4
years (4). The National Highway
Traffic Safety Administration
estimates that in 1990 about
15 percent of automobiles had
automatic restraint protection.

Healthy People 2000 objectives
include increasing the percent of
children aged 4 years and younger
in occupant restraint systems to
95 percent (objective 9.12a).
® In 1990, about 92 percent of
children under age 2 years and
about 83 percent of children aged
4 years and under used safety
restraints (figure 13).
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Figure 13. Use of seatbelts or car seats among children under 10
years of age, according to age of child and education of
responsible adult: United States, 1990
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SOURCE: National Center for Health Statistics, National Health Interview Survey.

® In 1990, about 82 percent of
children under the age of 10 years
were reported to wear seat belts
or use car safety seats all or most
of the time. The percent of
children using safety restraints
declined with increasing age,
however. Among children under 2
years of age, about 92 percent
used safety restraints, but among
children aged 8 or 9 years only
about 74 percent used them.

®  The percent of children under
age 10 years who use seat belts or
safety seats all or most of the time

increased as the years of
education of the adult responsible
for the child increased. Among
children whose responsible adult
had not completed high school,
only about 59 percent were
reported to use car safety
restraints all or most of the time.
The percentage was about

79 percent among children whose
responsible adult was a high
school graduate, and was about
93 percent among children whose
responsible adult had a college or
higher degree.
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Overweight Adults

Being overweight is associated
with high blood pressure, elevated
blood cholesterol, diabetes, heart
disease, stroke, some cancers, and
gall bladder disease. It also may
be a factor in osteoarthritis of the
weight-bearing joints. About
one-quarter of American adults,
both men and women, are
overweight (detailed table 71).
Overweight is defined as body
mass index (BMI) at or above the
sex-specific 85th percentile of the
National Health and Nutrition
Examination Survey (NHANES)
II reference population aged
20-29 years. The data presented
in figure 14 were derived from
self-reported weight and height in
the National Health Interview
Survey. Using self-reported weight
and height to determine
overweight means that some
overweight men and women are
likely to be incorrectly categorized
as not overweight because of
reporting errors.

m Although the percent of men
and women who are overweight is
about the same (about

26 percent), only about

46 percent of overweight men and
61 percent of overweight women
reported trying to lose weight in
1990.

® Among the overweight men
trying to lose weight, about

34 percent were using diet alone
and about 14 percent were only
exercising to lose weight. Among
overweight women trying to lose
weight, about 41 percent were
using diet only and about

8 percent were using exercise only
to lose weight. Among all
overweight adults who were trying
to lose weight, about half of both
men and women were both dieting
and exercising (data not shown).

Reduce Health Disparities
Among Americans

Achieving a healthier America
depends on significant
improvements in the health of
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Figure 14. Overweight adults who are trying to lose weight,
according to method of weight loss and sex: United States, 1990

Percent of overweight adults

70

40

30

20 — o

Men

Other/unknown
Exercise only

Women

NOTE: Overweight is defined for men as body mass index greater than or cqual to 27.8
kilograms/meter and for women as 27.3 kilograms/meter®. Weights and heights were self-reported.

A related detailed table is 71.

SOURCE: National Center for Health Statistics, National Health Interview Survey.

population groups that now are at
highest risk of premature death,
disease, and disability. In most
cases and for virtually all health
risks, they are members of certain
racial and ethnic groups, people
with low income, and people with
disabilities. Birth rates for
adolescent girls, death rates for
selected major causes of mortality,

and years of potential life lost
before age 65 years are presented
in this section, comparing, for the
most part, the experiences of
white and black Americans.
Future Prevention Profiles will
extend the scope of these
comparisons to other minority
population groups.
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Birth Rates for Women Ages
15-17 Years

Adolescent childbearing
(figure 15) is a major concern for
its social and economic
consequences as much as for its
health effects. There are higher
risks of infant mortality and low
birth weight, especially for infants
born to very young mothers.
Other risks indirectly threaten the
health of both mother and baby
because of the poverty and low
educational attainment that often
accompany early childbearing.
Although data for girls aged 15-17
years are unavailable, of the
approximately 1.1 million girls
aged 15-19 years who become
pregnant each year, an estimated
84 percent did not intend to get
pregnant (4). Among black
teenagers, rates of childbirth
dropped between 1970 and the
mid-1980’s. However, between
1986 and 1989, the birth rate for
black teenagers aged 15-17 years
increased by 18 percent, as did
the birth rate for white teenagers
(detailed table 3).

Healthy People 2000 objectives
include reducing pregnancies
among girls aged 17 years and
younger to no more than 50 per
1,000 adolescents (objective 5.1).
As baseline data for girls aged
15-17 years was unavailable,
special population targets include
black adolescent girls aged 15-19
years and Hispanic adolescent
girls aged 15-19 years, with
reductions in pregnancies to no
more than 120 and 105 per 1,000
adolescents, respectively. A
35-percent reduction from .
baseline figures is targeted, should
more complete data become
available. Data on pregnancies
will be presented in future
Prevention Profiles.
® In 1989, the birth rate for
teenagers aged 15-17 years was
36.5 live births per 1,000
teenagers. Births among girls in
this age group were almost 3
times as likely among black girls
as among white girls (80.0
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Figure 15. Birth rates for women 15-17 years of age, according to
live birth order and race of mother: United States, 1989
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SOURCE: National Center for Health Statistics, National Vital Statistics System.

compared with 28.3). The birth
rate among black girls younger
than 15 years of age was 7 times
higher than the rate for white girls
in 1989 (detailed table 3).

B In 1989, black girls aged 15-17
years were almost 5 times as likely
to have a second baby, and 7
times as likely to have a third

baby as were white girls in the
same age group. Among white
girls having their second child, the
birth rate was 2.9 per 1,000 girls
compared with a rate of 13.7
among black girls. Among white
girls having their third child, the
birth rate was 0.3, compared with
a rate of 2.1 among black girls.
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Heart Disease Deaths

Despite a dramatic decline in
heart disease mortality in the past
two decades, about 7 million
Americans are affected by
coronary artery disease (4).
Despite reductions in major risk
factors— high blood pressure, high
blood cholesterol, and
smoking —heart disease is still the
leading cause of death for both
men and women. In 1989, 733,867
people died from diseases of the
heart (detailed table 31).

Healthy People 2000 objectives
include reducing coronary heart
disease deaths to no more than
100 per 100,000 people (objectives
1.1, 2.1, 3.1, and 5.1). Because of
their higher rates of heart disease,
the black population is a special
population targeted to reduce
deaths due to coronary heart
disease to 115 per 100,000
population. Related objectives
target a number of preventive
behaviors and services (objectives
15.4-15.17).
® In 1989 the age-adjusted death
rate from diseases of the heart
was 155.9 per 100,000 persons
(figure 16). Black males were
about one-third more likely than
white males to die from heart
disease, with a death rate of 272.6
per 100,000 persons compared
with a death rate of 205.9 for
white males.

m Black females were about

60 percent more likely to die from
heart disease than white females,
with a death rate of 172.9 per
100,000 persons compared with a
death rate of 106.6 for white
females. -

Stroke Deaths

In 1989, 145,551 Americans
died from stroke, an age-adjusted
death rate of 28.0 per 100,000
people (detailed table 34).
Healthy People 2000 objectives
include reducing stroke deaths to
no more than 20 per 100,000
people. Because of the higher
death rates for blacks, the year
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Figure 16. Death rates for heart disease, according to race and

sex:

United States, 1989
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SOURCE: National Center for Health Statistics, National Vital Statistics System.
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2000 target for this population is
27 deaths per 100,000 people.

® Black males have the highest
rate of stroke among all
population groups (figure 17). In
1989, the stroke death rate for
black males (54.1 per 100,000
persons) was almost twice as great
as the rate for white males (28.0
per 100,000 persons). Black males
were about 20 percent more likely
to die from stroke than black
females.

B In 1989, black females were
about 86 percent more likely to
die from stroke than white
females, with death rates of 44.9
and 24.1 per 100,000 persons,
respectively.

Cancer Deaths

Cancer accounts for about one
of every five deaths in the United
States each year. In 1989, 496,152
Americans died from cancer; the
age-adjusted death rate per
100,000 people was 133.0
(figure 18 and detailed table 35).
Cancer mortality rates overall
have changed little since 1950,
when the death rate was 125.3 per
100,000 people.

In 1988, black males
experienced an 18-percent higher
risk of cancer compared with
white males, and 41-percent lower
5-year survival rates (detailed
tables 57 and 58). Black males
had a 48-percent higher
age-adjusted incidence of lung
cancer, and slightly lower survival
rates than did white males. Black
males also had a 33-percent
higher incidence of prostate
cancer, with a 20-percent lower
survival rate than that of white
males.

Among females, although
breast cancer incidence was
17 percent lower for black than
for white women, 5-year relative
survival rates were 24 percent
lower for black than white
females. Lung cancer incidence
rates were almost identical for
black and white females in 1988;
however, relative survival rates
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Figure 17. Death rates for stroke, according to race and sex:
United States, 1989
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Figure 18. Death rates for cancer, according to race and sex:
United States, 1989
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were 25 percent lower for black
than for white women.

Healthy People 2000 objectives
include reversing the rise in
cancer deaths to achieve a rate of
no more than 130 per 100,000
people (objectives 2.2 and 16.1).
There are also objectives for
specific cancers, including lung
(3.2 and 16.2), breast (16.3),
uterine cervix (16.4), oral cavity
and pharynx (13.7), and colorectal
cancer (16.1). Other objectives for
cancer focus on issues related to
prevention and detection
(16.11-16.14). Targets include
smoking reduction, dietary
changes, and increases in
screening procedures and early
detection.
® In 1989, the death rate for
cancer for black males was higher
than for any other race-sex group.
Their death rate was 230.6 deaths
per 100,000 persons, 47 percent
higher than that for white males
(157.2 deaths per 100,000),

76 percent higher than that for
black females (130.9 deaths per
100,000), and more than twice as
high as that for white females
(110.7 deaths per 100,000).

Motor Vehicle Crash Deaths

In 1989, 47,575 persons died,
and an estimated 5.3 million
persons were injured as a result of
motor vehicle crashes. By
themselves, motor vehicle crashes
rank as the sixth leading cause of
death in the United States, and
approximately half of these are
alcohol-related. Among Americans
under the age of 25 years,
alcohol-related traffic crashes are
the leading cause of death and
spinal cord injury (4).

Healthy People 2000 objectives
include reducing deaths caused by
motor vehicle crashes to no more
than 1.9 per 100 million vehicle
miles traveled and 16.8 per
100,000 people (objective 9.3).
Special population targets include
children aged 14 years and
younger (5.5 deaths per 100,000),
youth aged 15-24 years (33 per
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Figure 19. Death rates for motor vehicle crashes, according to
race and sex: United States, 1989

Deaths per 100,000

30

25—

20

15 F

10 b~

All

persons male

White

Black
female

Black
male

White
female

NOTE: Death rates arc age adjusted. Related detailed tables are 30, 32, 39, and 46.

SOURCE: National Center for Health Statistics,

100,000), people aged 70 years
and over (20 per 100,000), and
American Indians/Alaskan Natives
(39.2 per 100,000). Type-specific
targets include motorcyclists and
pedestrians. Additional objectives
address reduction of nonfatal
head and spinal cord injuries and
related secondary disabilities
(objectives 9.9-9.11), and
increased use of occupant
protection systems and helmets
(9.12). The year 2000 objectives
also call for a reduction in deaths
caused by alcohol-related motor
vehicle crashes to no more than
8.5 per 100,000 people (objective
4.1).

m In 1989, the age-adjusted
death rate for motor vehicle
crashes was 18.9 per 100,000
Americans (figure 19 and detailed
table 39). Males were more than
twice as likely as females to die in
motor vehicle crashes. Black
males and white males
experienced age-adjusted death
rates for motor vehicle crashes in
1989 of 29.4 and 26.8 deaths per
100,000 persons. In contrast,

National Vital Statistics System.

deaths per 100,000 persons were
11.5 and 9.1 for white females and
black females, respectively.

Homicide and Legal Intervention

Homicide was the 10th leading
cause of death in the United
States in 1989, accounting for
nearly 23,000 deaths. Homicide
was the second leading cause of
death among all persons 15-24
years of age. The homicide rate in
the United States continues to be
3-8 times higher than rates in
most other industrialized countries
(5). Homicide was the leading
cause of death among black males
15-24 and 25-34 years of age.

Firearms were involved in
64 percent of all homicides in the
United States in 1989. During that
year, 81 percent of homicides
among teenagers 15-19 years of
age were associated with firearm
use (90 percent among black
males); at 20-24 years of age,

73 percent of homicides resulted
from firearm use (83 percent
among black males) (7).
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As with motor vehicle
fatalities, about half of all
homicides are associated with
alcohol use. Nationwide, it is
estimated that about 10 percent
of homicides are related to the
use of illegal drugs, but in many
cities this rate is substantially
higher (4). Over half of all
homicide victims are relatives or
acquaintances of the perpetrators
(4).
Healthy People 2000 objectives
include reducing homicides to no
more than 7.2 per 100,000 people
(objective 7.1). Special population
targets include children aged 3
years and younger (to 3.1 per
100,000 population), spouses aged
15-34 years (to 1.4), black men
aged 15-34 years (to 72.4),
Hispanic men aged 15-34 years
(to 42.5), black women aged 15-34
years (to 16.0), and American
Indians/Alaskan Natives in
Reservation States (to 11.3 deaths
per 100,000). The objectives also
include reducing weapon-related
deaths to no more than 12.6 per
100,000 people (objective 7.3).
® In 1989, the age-adjusted
homicide rate was 9.4 deaths per
100,000 persons in the United
States (figure 20 and detailed
table 40). Among black males the
death rate from homicide of 61.5
per 100,000 people was almost 8
times the rate for white males
(8.1). Black females died from
homicide at the rate of 12.5 per
100,000, which was 1.5 times the
rate among white males. Of these
four race-sex groups, white
females were the least likely to be
homicide victims (2.8 deaths per
100,000). -
®  Among all young people aged
15-24 years, the homicide rate
was 16.9 per 100,000 people in
1989. This death rate masks the
death rate among young black
males, which was 114.8 per
100,000 in 1989, almost 9 times
the homicide rate for white males
in this age group (figure 21). The
homicide rate among young black
males increased rapidly beginning
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Figure 20. Death rates for homicide and legal intervention,
according to race and sex: United States, 1989
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Figure 21. Death rates for homicide and legal intervention among
persons 15-24 years of age: United States, 1989
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in 1985 to the present all-time
high.

Suicide

Suicide is the eighth leading
cause of death in the United
States, but ranks third among
youth aged 15-24 years, and
second among white males in this
age group. More than 30,000 lives
are lost through suicide each year
(30,232 deaths in 1989), with
death rates fairly constant at ages
15-64 years and peaking for the
older population age groups.
Injuries from firearms are directly
responsible for a majority of
suicidal deaths, and much of the
increase in suicide that has taken
place since the 1950’s is specific to
firearm deaths (4). The suicide
rate has more than doubled since
1968 among youth aged 15 to 19
years. Firearm suicides in this age
group increased by 31 percent
among white males and doubled
among black males between 1984
and 1988 (6).

Healthy People 2000 objectives
include reducing suicides to no
more than 10.5 per 100,000 people
(objectives 6.1 and 7.2). Special
population targets include youth
aged 15 to 19 years (a reduction
to 8.2 deaths per 100,000 people),
men aged 20-34 years (to 21.4),
white men aged 65 years and
older (to 39.2), and American
Indian/Alaskan Native men in
Reservation States (to 12.8 deaths
per 100,000). Related objectives
include reducing the incidence of
injurious suicide attempts among
adolescents aged 14-17 years by
15 percent (6.2 and 7.8) and
establishing protocols to prevent
suicide by jail inmates (6.10 and
7.18).
®  Among all Americans, the
age-adjusted death rate due to
suicide was 11.3 deaths per
100,000 population in 1989
(figure 22 and detailed table 41).
The rate for white males (19.6 per
100,000 persons) was 1.6 times
that of black males (12.5), 4 times
that for white females (4.8), and
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Figure 22. Death rates for suicide, according to race and sex:

United States, 1989
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8.2 times that for black females
(2.4).

® Among adolescents and young
adults aged 15 to 24 years, the
suicide rate was 13.3 per 100,000
population in 1989, 8 percent
higher than in 1980 (figure 23).
White males aged 15 to 24 years
have been most likely to be at risk
for suicide throughout the 1980’s,
with suicide rates exceeding 20
per 100,000 persons every year.

m In 1989, among white youth
aged 15-24 years the suicide rate
was five times higher for males
than for females (23.2 compared
with 4.4 per 100,000). In this age
group, the rate for suicide among
black males was 5 times higher
than the suicide rate among black
females (16.7 compared with 2.8).
® The suicide rate among white
males aged 15 to 24 years has
increased about 10 percent in the
past decade, with most of the
increase taking place since 1983.
Among black males in this age
group the suicide rate increased
49 percent from 1984 to 1989.

m Since the mid-1980’s, the
suicide rate among adolescent
black males has been increasing
faster than the rate among
adolescent white males. Whereas
in 1985 the rate for white males
exceeded that for black males by
70 percent, by 1989 the difference
had narrowed to about

40 percent.

m In the past decade the suicide
rate for white females aged 15 to
24 years has decreased slightly,
but it has increased by 40 percent
among black females in this age
group since 1986. Suicide rates
have declined from 4.7 in 1986"to
4.4 per 100,000 people in 1989
among white females, and
increased from 2.3 in 1986 to 2.8
per 100,000 in 1989 among black
females.

Human Immunodeficiency Virus
(HIV) Infection Deaths

Since 1981 more than 189,000
cases of acquired
immunodeficiency syndrome
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Figure 23. Death rates for suicide among persons 15-24 years of

age: United States, 1989
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(AIDS) have been reported to the
Centers for Disease Control.
During 1990 over 41,000 AIDS
cases were reported. In 1988,
human immunodeficiency virus
(HIV) infection was the fourth
leading cause of death among
persons 25-44 years of age. One
year later, HIV infection ranks
third among leading causes of
death for persons in this age
group. Over 22,000 Americans
died from HIV infection in 1989.
Healthy People 2000 objectives
for HIV and AIDS include
confining the annual incidence of
diagnosed AIDS cases to no more
than 98,000, and confining the
prevalence of HIV to no more
than 800 per 100,000 population
(objectives 18.1 and 18.2). Risk
reduction objectives and objectives
related to services and protection
are also included in priority area
18. It is currently estimated that
about 1 million persons in the
United States are infected with
HIV.
® Among the total population,
the age-adjusted death rate for
human immunodeficiency virus
was 8.7 per 100,000 in 1989
(figure 24 and detailed table 42).
Males were far more likely to die
of HIV infection than females.
m The age-adjusted death rate
among black males was 3 times
that of white males at 40.3 deaths
per 100,000 persons compared
with 13.1 deaths per 100,000
among white males. Black females
were nine times more likely to die
from HIV infection than white
females, with a death rate of 8.1
per 100,000 compared with 0.9 per
100,000 among white females.

Years of Potential Life Lost Before
Age 65 Years

Reducing health disparities
among Americans is the second of
the three goals set forth in the
health initiative for the year 2000.
One measure of the disparity in
health status between population
groups is years of potential life
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Figure 24. Death rates for human immunodeficiency virus (HIV)
infection, according to race and sex: United States, 1989
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SOURCE: National Center for Health Statistics, National Vital Statistics System.
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lost before age 65 years,
calculated as years lost per
100,000 population (figure 25 and
detailed table 32).

m In 1989, black males lost over
twice (2.2) as many years per
100,000 population as white males
for all causes of death (14,186.5
compared with 6,525.1). Black
females also lost 2.2 times as
many years per 100,000 population
as white females for all causes of
death (7,431.5 compared with
3,403).

m In 1989, years lost per 100,000
population for black males
compared with white males were
65 percent higher for heart
disease, 32 percent higher for
cancer, and 31 percent higher for
unintentinal injuries. For HIV
infection, years of potential life
lost were 177 percent higher, and
for homicide, 709 percent higher
for black males than for white
males.

m For black females, lost years
of life per 100,000 population
before age 65 years were

154 percent higher than for white
females for heart disease,

12 percent higher for cancer, and
23 percent higher for
unintentional injuries. For HIV
infection, years of potential life
lost were 796 percent higher, and
for homicide, 390 percent higher
for black females compared with
white females.

Improve Access to Preventive
Health Services

Prevention, a large part of the
strategy for achieving the health
improvements of Healthy People
2000, has three major
components: health promotion,
health protection, and preventive
services. Making preventive
services available to all Americans
could provide the foundation for
achievement of the other two
parts. Prenatal health care is vital
and fundamental for the birth of
healthy babies. Early detection of
breast cancer and cervical cancer
significantly improves the chance
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Figure 25. Years of potential life lost before age 65 for selected
causes of death, according to race and sex: United States, 1989
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of survival. Approximately
one-half of all heart attack victims
and two-thirds of all stroke victims
have high blood pressure,
underlining the importance of
detection and control of high
blood pressure. To achieve access
to preventive services over the
coming decade, we must not only
focus on availability of preventive
services such as monitoring,
immunizations, screening, and
patient education and counseling,
but on primary health care as
well. The year 2000 health
initiative responds to this need by
including objectives to increase
the number of people who have
adequate insurance coverage and
who have a primary source of
health care.

Prenatal Care

Numerous studies have
demonstrated that early and
comprehensive prenatal care
reduces rates of infant death, low
birth weight, and other perinatal
complications. The effect of early
prenatal care is particularly
evident in studies of high-risk
groups, such as adolescents and
poor women, and can save not
only thousands of medical-care
dollars per each low-birth-weight
baby, but also incalculable human
suffering. Prenatal health care
services can also serve as a
resource and a reinforcer for
health promotion efforts that are
equally important to healthy
pregnancies. While about
76 percent of women receive early
prenatal care, rates are
considerably lower for many
minority groups. .
® Healthy People 2000 objectives
include increasing to at least
90 percent the proportion of all
pregnant women who receive
prenatal care in the first trimester
of pregnancy (objective 14.11).
There are wide variations in the
percent receiving early prenatal
care among mothers of different
racial and ethnic groups; these
differences have not changed in
the past decade. Special
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population targets for the year
2000 include black women,
American Indian/Alaskan Native
women, and Hispanic women.

B In 1989, only about 57 percent
of Mexican American mothers
received early prenatal care
(figure 26 and detailed table 8).
Similarly, only about 58 percent
of American Indian or Alaskan
Native mothers, 60 percent of
black mothers, 61 percent of
Central and South American
mothers, and 63 percent of
Puerto Rican mothers received
early care.

® The proportions of American
mothers who received early
prenatal care were highest among
Japanese mothers (about

86 percent), followed by mothers
who were Cuban (83 percent),
Chinese (82 percent), white

(79 percent), and Filipino

(78 percent).

B Mexican American mothers
were most likely to receive late or
no prenatal care (about

15 percent, figure 27), followed
by American Indian or Alaskan
Native mothers (13 percent), and
black and Central and South
American mothers (12 percent).

Clinical Breast Examinations and
Mammograms

In 1990, an estimated 150,000
new cases of breast cancer were
diagnosed among women. Breast
cancer is the leading cause of
cancer for females and the third
leading site overall. It is estimated
that approximately 1 in 9 women
will develop breast cancer in their
lifetime. The incidence of breast
cancer has increased more than
1 percent per year since the early
1970’s (detailed table 57). The
most recent increases are believed
to be related, in part, to early
detection of breast cancer as a
result of increased use of
mammography and breast
self-examination (5).

In 1989, 42,837 women died of
breast cancer, an age-adjusted
death rate of 23.0 per 100,000
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Figure 26. Proportion of mothers with early prenatal care,

according to race and ethnicity of mother: United States, 1989
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Figure 27. Proportion of mothers with late or no prenatal care,

according to race and ethnicity of mother: United States, 1989
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population (detailed table 37).
Among white females the rate was
22.9 per 100,000 and among black
females, 26.0 per 100,000. Breast
cancer has become the second
most common cause of cancer
deaths among women, having
been surpassed by lung cancer in
the past decade. However, the
incidence of breast cancer is more
than twice that of lung cancer in
women. Early diagnosis of breast
cancer improves the chance of
survival significantly; 90 percent
of women diagnosed when the
cancer was localized reach the
5-year survival mark. Regular
screening could reduce breast
cancer death rates by 30 percent.
Healthy People 2000 objectives
include increasing to at least
80 percent the proportion of
women aged 40 years and over
who have ever received a clinical
breast examination and a
mammogram, and to at least
60 percent those aged 50 and
over who have received them
within the preceding 1 to 2 years
(objective 16.11). Special
population subgroups with the
fewest clinical breast examinations
and mammograms have been
targeted. These subgroups include
Hispanics, women with annual
family incomes of less than
$10,000 women with less than a
high school education, black
women, and women aged 70 years
and over.
m In 1990 about 47 percent of
women aged 50 years and over
had received a clinical breast
examination and a mammogram

within the past 2 years (figure 28).

Among the population groups of
women aged 50 years and over
targeted by Healthy People 2000,
about 42 percent of those of
Hispanic origin, about 31 percent
with annual family incomes of less
than $10,000, about 34 percent of
those who had not finished high
school, about 42 percent of
blacks, and about 37 percent of
those ages 70 years and over, had
received a clinical breast
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Figure 28. Women 50 years of age and over who have received a
clinical breast examination and a mammogram within the past
2 years, according to selected characteristics: United States, 1990
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SOURCE: National Center for Health Statistics, National Health Interview Survey.

examination and a mammogram
within the past 2 years.

Pap Tests

Cervical cancer can be cured if
detected early. Increased use of
the Pap test has contributed to a
S0-percent drop in cervical cancer
deaths since 1969, although 4,487
women died of this disease in
1989.

Healthy People 2000 objectives
include increasing the proportion
of women ages 18 years and over

with a uterine cervix who have
ever had a Pap test to at least

95 percent, and to at least

85 percent those who received
one within the preceding 1 to 3
years (objective 16.12). Special
population targets are Hispanic
women ages 18 years and over,
women ages 70 years and over,
women ages 18 years and over
with less than a high school
education, and low-income women
ages 18 years and over (annual
family income less than $10,000).
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m In 1990, about 93 percent of
all women ages 18 years and over
had ever had a Pap test

(figure 29); about 81 percent had
a Pap test within the past 3 years.
This is by far the highest
proportion of adults screened for
any type of cancer.

®  Among the targeted
population groups, about

77 percent of Hispanic women,
69 percent of women ages 70
years and over, 70 percent of
women who did not finish high
school, and 72 percent of women
with low annual family incomes
had a Pap test within the past 3
years,

Blood Pressure Readings

High blood pressure is a
well-known risk factor for both
heart disease and stroke among
adults. Approximately half of all
heart attack victims and two-thirds
of all stroke victims have high
blood pressure. People are
classified as hypertensive if their
average systolic blood pressure is
greater than or equal to 140 mm
mercury or their average diastolic
blood pressure is greater than or
equal to 90 mm mercury or they
report taking antihypertensive
medication.

About 30 percent of
American adults have high blood
pressure. It is about one-third
more common among blacks than
among whites (38 percent
compared with 29 percent) (7).
Severe high blood pressure
(diastolic pressure greater than or
equal to 115mm mercury) is
present 4 times more often among
black men than among white men
(7). Most American adults with
high blood pressure do not have it
under control.

Healthy People 2000 objectives
include increasing to at least
50 percent the proportion of
adults with high blood pressure
whose blood pressure is under
control, and to at least 90 percent
the proportion of people with high
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Figure 29. Women 18 years and over who have ever received a
Pap test, and who received one in the past 3 years, according to
selected characteristics: United States, 1990
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blood pressure who are taking
action to help control it
(objectives 15.4 and 15.5).

m In 1990, about 69 percent of
men and 80 percent of women
had their blood pressure checked.
The proportion of women having
their blood pressure checked did
not vary much with age (78-85
percent, figure 30); in contrast,
the proportion among men
increased with age. In 1990 among
men aged 18-29 years, about

62 percent had their blood
pressure checked; in age groups
30-44 years, 45-64 years, and 65
years and over, the percents were
about 65, 74, and 84 percent.

Health Care Coverage Among
Persons Under 65 Years of Age

Health care coverage is
associated with age, health, and
socioeconomic status. Among
persons under 65 years of age,
those who are older, those with
more education, those with higher
incomes and those in better
health, are more likely than others
to have some form of private
health insurance. In 1989, the
age-adjusted percent of all
Americans under the age of 65
years who had private health
insurance was approximately
77 percent; about 6 percent were
covered by Medicaid; and about
1 percent were covered by
Medicare, the military, or had no
data available (detailed
table 133). Health care coverage
through Medicare is available to
nearly all persons 65 years of age
and over (5). Between 1980 and
1989, the age-adjusted percent of
persons under the age of 65 years
who had no health care coverage
rose from about 13 to 16 percent
(detailed table 133). In 1989, the
three reasons most frequently
given for not having health care
coverage were cost (mentioned by
70 percent of people without
health insurance), unemployment
(8 percent), and being healthy
(5 percent) (8).
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Figure 30. Adults who had their blood pressure checked in the
past year, according to sex and age: United States, 1990
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For prevention, the issue is
not only what proportion of the
population is covered by health
insurance, but what proportion
has coverage for clinical
preventive services. Healthy People
2000 objectives target clinical
preventive services and include
the elimination of financial
barriers to these services for all
Americans (priority area 21).

m In 1989, about 16 percent of
people under age 65 years had
neither public nor private health
insurance coverage (figure 31).
Among those persons most likely
to be uninsured were blacks
(about 22 percent), people with
incomes below the poverty
threshold (36 percent), the
unemployed (39 percent), and
persons with less than 12 years of
education (30 percent).

Usual Source of Medical Care

About 78 percent of white
Americans aged 18 years and
over, and 76 percent of black
Americans aged 18 years and
over, had a usual source of
medical care in 1990 (9). Men
were less likely than women to
have a usual source of medical
care. Among white men, about
72 percent had a usual source of
care whereas among black men,
the proportion was about
65 percent. Among white and
black females, about 85 percent
had a usual source of care.
Among all adults who had a usual
source of medical care, about
94 percent used a doctor’s office,
although among Americans with
incomes below the poverty
threshold, about 85 percent used
a doctor’s office, while about
12 percent used a health center
or a hospital emergency room (9).

Healthy People 2000 objectives
include increasing to at least
95 percent the proportion of
people who have a specific source
of ongoing primary care for
coordination of their preventive
and episodic health care (objective
21.3). Special population targets
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Figure 31. Persons under 65 years of age without health care
coverage, according to selected characteristics: United States,
1989
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include Hispanics, blacks, and
people with low incomes.

® Only about three in five men
with incomes below the poverty
threshold had a usual source of
medical care (figure 32). Among
women living in poverty, about
77 percent of white women and
about 82 percent of black women
had a usual source of care.
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Figure 32. Adults with a usual source of medical care, according
to race, sex and poverty status: United States, 1990
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1990 Objectives for the Nation:
Final Status

In this section, the final attainment status of each of the
objectives in the fifteen subject areas of Objectives for the
Nation is presented. The text of each objective is
accompanied either by tables displaying data for the baseline
and subsequent years where tracking data were available, or
by notes providing additional data or information where
tracking data were not available. For the objectives for which
there were no data available, the space for text or a table is
left blank. Sources for tracking data appear with the tables
and notes. Provisional vital statistics data have been
presented where necessary.

Following this section are three summary and information
tables. Table A summarizes the final attainment status of
each of the 1990 objectives. Table B compares the content of
the 1990 objectives with the year 2000 objectives, and table C
contains the data points used in the construction of figures
1-32.

Background

The 1979 Surgeon General’s report, Healthy People,
delineated five broad national goals for 1990, one for each of
the five major stages of life, concentrating on premature
mortality and morbidity. These goals were:

m To continue to improve infant health, and, by 1990, to
reduce infant mortality by at least 35 percent, to fewer than
9 deaths per 1,000 live births.

m To improve child health, foster optimal childhood
development, and, by 1990, to reduce deaths among children
ages 1 to 14 years by at least 20 percent, to fewer than 34 .
per 100,000.

m To improve the health and health habits of adolescents
and young adults, and, by 1990, to reduce deaths among
people ages 15 to 24 years by at least 20 percent, to fewer
than 93 per 100,000.

m To improve the health of adults, and, by 1990, to reduce
deaths among people 25 to 64 years by at least 25 percent, to
fewer than 400 per 100,000.

m To improve the health and quality of life for older adults,
and, by 1990, to reduce the average annual number of days of
restricted activity due to acute and chronic conditions by

20 percent, to fewer than 30 days per year for people aged
65 years and over.

Subsequently, 15 broad areas to be given priority
attention were identified in Promoting Health/Preventing
Disease: Objectives for the Nation because they represented
areas in which health promotion and disease prevention
measures might be expected to achieve further gains through
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public, private, and individual health promotion and disease
prevention strategies. These broad areas were:

High blood pressure control

Family planning

Pregnancy and infant health
Immunization

Sexually transmitted diseases

Toxic agent and radiation control
Occupational safety and health
Injury prevention

Fluoridation and dental health
Surveillance and control of infectious discases
Smoking and health

Alcohol and drug misuse

Improved nutrition

Physical fitness and exercise

Control of stress and violent behavior

Within each of these 15 areas a set of specific and
measurable objectives for 1990 was identified to provide focus
for the achievement of the five Healthy People health
promotion and disease prevention goals. The Public Health
Service, other parts of the Department of Health and Human
Services, other departments in the Federal Government,
State and local governments, and the private sector were
aggressively involved in the drive toward the attainment of
these objectives. Of 266 measured targets among the 226
health objectives, 23 percent could not be evaluated because
data were unavailable. Thirty-two percent of the measured
targets were attained, progress was made for 34 percent of
the targets, and for 11 percent of the targets the attained
value was in the opposite direction of the target from the
baseline.

Percent of target attained

100 percent  50-99 0-49 No
Priority area and greater percent percent Regression data
A High blood pressure control 70 0 0 20 10
B Family planning 33 0 0 67 0
C Pregnancy and infant health 38 19 25 6 13
D Immunization 39 21 29 11 0
E Sexually transmitted diseases 25 25 0 iy 33
F Toxic agent and radiation
control 5 5 10 5 75
G Occupational safety and health 25 5 15 5 50
H Injury prevention 35 35 24 0 6
| Fluoridation and dental health 31 8 8 23 31
J Surveillance and control of
infectious diseases 15 8 23 15 38
K Smoking and health 33 24 24 5 14
L Alcohol and drug misuse 57 13 13 4 13
M Improved nutrition 5 27 41 5 23
N Physical fitness and exercise 42 i 33 0 8
O Control of stress and violent
behavior 36 0 7 21 36
Totals 32 15 19 11 23

NOTE: Percents are based on 266 measured targets among the 226 objectives, and may not
add to 100 due to rounding.

It must be recognized that this was the first time national
health objectives had been set. While adequate past trend
data existed to set realistic attainable objectives for 1990, in
many cases objectives were set in the absence of data or on
idealistic expectations. Much has been learned from this
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process. The objectives set forth in Healthy People 2000 are
for the most part based on a better understanding of past
trends and realistic expectations of future achievements.

The pursuit of the 1990 objectives has been
well-documented by the Public Health Service. A series of
implementation plans that outlined the actions to be taken by
agencies of the federal government was described in a special
supplement (1). Prevention Profiles were published triennially
from 1980-89, appearing with the Health, United States
volumes (2-5). The results of an in depth review of the
progress achieved midway toward the 1990 objectives were
published (6). A continuing review of the health promotion
and disease prevention activities of the Department of Health
and Human Services was published periodically in the Public
Health Service series Prevention. Other data related to the
objectives can be found in other publications, such as data
from the 1985 National Health Interview Survey (7). The
November-December 1986 and the January-February 1987
issues of Public Health Reports contained a number of
research reports prepared by the staffs of agencies with lead
responsibility for particular 1990 objectives.

In some cases, estimates shown in the publications
referenced above as well as others differ slightly from those
shown in Prevention Profile. Minor differences in estimates
for similar variables can result from differences in the
conceptualization and tabulation of variables that are based
on a combination of several questions, from differences in
computation and rounding techniques or from computations
based on different universes (as in data on smoking for
persons 18 years of age and over and for persons 20 years of
age and over).

Limitations and Qualifications of the Data

Over the decade in which these objectives have been
pursued, a number of data sources were never developed (for
example, objectives identified on the following pages as Ed;
Ee, Ei, Fb, Fi, Fj, Jg, Lr, Mn, and Oi); data sources have
changed (such as Dj), or ceased to exist (such as Je and Jf); a
new understanding of certain diseases has led to the
documentation of trends which had not been foreseen when
the objectives were first drawn up (for example, Eb); and new
case definitions have led to increased numbers of cases (such
as Ec, Ib and Ic). In some cases, the information on the
attainment of an objective paints a false picture: For
example, for objectives Ib and Ic, although the changes in
methods of measuring periodontal diseases have resulted in
the detection of more cases, the periodontal health of the
U.S. population is improving.

These data contain a number of additional modifications
and limitations which are detailed below.

®m Bascline data for some of the objectives as they appear in
Prevention Profile have been modified from those in
Objectives for the Nation. In some instances, population
figures from the 1980 decennial census have been used to
recompute rates that had been computed from earlier
population estimates.
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m More appropriate data sources have been found for some
areas, and in others the earlier baseline data have been
modified.

m The profile includes objectives for which no data, baseline
or otherwise, are available. The nature of the problem and
possible approaches have been discussed at some length (8).
m The data used for tracking the objectives are essentially
national in nature and may mask regional differences.

® In some cases the objectives were specified using age or
other classifications different from those commonly used in
collecting and displaying certain types of data.

m Because of limitations imposed by the periodicity cycles
within which different data are collected, the year for which
the most current data are available may vary from objective
to objective.

References

1. U.S. Department of Health and Human Services. Promoting
health/preventing disease: Public health service implementation
plans for attaining the objectives for the Nation. Public Health Rep.
98(5) suppl. 1983.

2. National Center for Health Statistics. Health, United States,
1980. Hyattsville, Maryland: National Center for Health Statistics.
1981.

3. National Center for Health Statistics. Health, United States,
1983. Hyattsville, Maryland: National Center for Health Statistics.
1984,

4. National Center for Health Statistics. Health, United States,
1986. Hyattsville, Maryland: National Center for Health Statistics.
1987.

5. National Center for Health Statistics. Health, United States,
1989. Hyattsville, Maryland: National Center for Health Statistics.
1990,

6. Office of Disease Prevention and Health Promotion. The 1990
health objectives for the Nation: A midcourse review. Public Health
Service. 1986.

7. Thornberry OT, Wilson RW, Golden PM. Health promotion data
for the 1990 objectives: Estimates from the national health
interview survey of health promotion and disease prevention,
United States, 1985. Advance data from vital and health statistics;
no 126. Hyattsville, Maryland: National Center for Health Statistics.
1986.

8. Green LW, Wilson RW, Bauer KG. Data requirements to
measure progress on the objectives for the Nation in health
promotion and disease prevention. Am J Public Health 73(1):
18-24. 1983.

46 Prevention Profile, 1991



High Blood Pressure Control

Improved Health Status

A.a. By 1990, at least 60 percent of the estimated population
having definite high blood pressure should have attained
successful long-term blood pressure control, that is, a blood
pressure at or below 140/90 mmHg for 2 years or more.'
(Based on 1979 data, high blood pressure control rates vary
among communities and States, with a general range from 25
to 60 percent.)

At the time this objective was written, high blood pressure was defined as
a measurement of 160/95 mmHg or higher. The results of the Hypertension
Detection and Follow-up Program, released since this objective was
written, demonstrated the value of treating mild hypertension, as did a
number of subsequent clinical trials. As a result, the definition of high
blood pressure was changed to a measurement of 140/90 mmHg or higher.
It also should be noted that the term “definite” high blood pressure is no
longer used.

Reduced Risk Factors

A.b. By 1990, the average daily sodium ingestion (as
measured by excretion) for adults should be reduced at least
to the 3-6-gram range.>* (Baseline data unavailable.)

38ame objective in Improved Nutrition.
43-6 grams of salt correspond roughly to 1.2-2.4 grams of sodium.

A.c. By 1990, the prevalence of significant overweight

(120 percent of “desired” weight) among the U.S. adult
population should be decreased to 10 percent of men and
17 percent of women, without nutritional impairment.>® (In
1971-74, 23.7 percent of men and 26.0 percent of women
20~74 years of age were overweight.)

SSame objective in Improved Nutrition.

80verweight is defined for men as body mass index (BMI) greater than or
equal to 27.8 kilograms/meter? and for women, as 27.3 kilograms/meter”.
These cut points were used because they represent the sex-specific 85th

percentiles of BMI based on measured weight and height for persons 20-29

years of age in the 1976-80 National Health and Nutrition Examination
Survey. The language for this objective in terms of BMI would be: By 1990,
the prevalence of overweight (BMI of 27.8 or higher for men and 27.3 or
higher for women) among the U.S. adult population should be reduced,
without impairment of nutritional status, to approximately 18 percent of
men and 21 percent of women.
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The 1976-80 National Health and Nutrition
Examination Survey found that 11 percent of
people with a blood pressure equal to or greater
than 140/90 mmHg had their high blood
pressure under control. Approximately one-third
of people with a blood pressure equal to or
greater than 160/95 mmHg had their high blood
pressure under control. Data from the 1952-84
Hispanic Health and Nutrition Examination
Survey show noticeable differences between
Mexican Americans, Cuban Americans and
Puerto Ricans with hypertension.’

Percent with blood pressure under control, 1982-84

Mexican Cuban Puerto
American American Rican
Male Female Male Female Male Female
10.2 28.4 18.7 225 7.5 29.4

2Blood pressure equal to or greater than 140 over 90 or on
anti-hypertensive medication.

Data from the first 4 years of the revised FDA
Total Diet Study (1982-86) indicate that
average sodium intakes for adults, excluding salt
added at the table, were within the Established
Safe and Adequate Daily Dietary Intake range
of 1,100-3,300 milligrams established by the
National Academy of Sciences in 1980.

Percent of persons 18 years
and over who are overweight, 1990 &

Race Male Female
Total? 25.7 25.9
White 25.5 243
Black 31.8 40.1

3Data are calculated from self-reported height and weight in the
1990 National Health Interview Survey.
Plncludes persons of races other than white or black.
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Increased Public and Professional Awareness

A.d. By 1990, at least 50 percent of adults should be able to
state the principal risk factors for coronary heart disease and
stroke, that is, high blood pressure, cigarette smoking,
elevated blood cholesterol levels, and diabetes. (Data from
the survey The Public and High Blood Pressure, conducted in
1979, show that 24 percent of the public knew that high
blood pressure is a likely cause of heart trouble, 32 percent
reported that cigarette smoking is a cause, and 11 percent
cited cholesterol and fatty foods as a cause of heart trouble.)

A.e. By 1990, at least 90 percent of adults should be able to
state whether their current blood pressure is normal (below
140/90 mmHg) or elevated, based on a reading taken at the
most recent visit to a medical or dental professional or other
trained reader. (Of persons 17 years of age and over
interviewed in 1974, 47 percent reported that their blood
pressure was normal, high, low, or other based on a reading
taken within the past year; 21 percent had not been told; and
32 percent had not had their blood pressure taken.)

Improved Services and Protection

A.f. By 1990, no geopolitical area of the United States should
be without an effective public program to identify persons
with high blood pressure and to follow up on their treatment.
(Baseline data unavailable.)

A.g. By 1985, at least 50 percent of processed food sold in
grocery stores should be labeled to inform the consumer of
sodium and caloric content, employing understandable,
standardized, quantitative terms. (In 1979, labeling for
sodium was rare; the extent of calorie labeling was about
50 percent in the marketplace.)

Improved Surveillance and Evaluation Systems

A.h. By 1985, a system should be developed to determine the
incidence of high blood pressure, coronary heart disease,
congestive heart failure, and hemorrhagic and occlusive
strokes. After demonstrated feasibility, by 1990, ongoing sets
of these data should be developed.

A.i. By 1985, a methodology should be developed to assess
categories of high blood pressure control, and a national
baseline study of this status should be completed. Five
categories are suggested: (1) Unaware; (2) aware, not under
care; (3) aware, under care, not controlled; (4) aware, under
care, controlled; and (5) aware, monitored without therapy.
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Percent who report the following
as definitely or probably
risk factors for heart disease

1990

Risk factor 1985 1990 obfective
High blood pressure 91 89 50
Cigarette smoking 90 91 50
Cholesterol 86 920 50
Diabetes 61 61 50
Overweight - 94 -
High fat diet - 89 -
Family history - 87 -

SOQURCE: Data from National Center for Health Statistics,
National Health Interview Survey.

The 1990 National Health Interview Survey
estimated that about 97 percent of adults could
state whether their blood pressure was normal,
high, or low based on the most recent visit to a
medical professional. Among all adults, about
76 percent had their blood pressure taken by a
physician within the past year, and about

89 percent had their blood pressure measured
within the past 24 months. Of those whose
blood pressure was taken within the past

24 months, 76 percent (or approximately

74 percent of the total population) were given
the numbers measuring systolic and diastolic
pressure.

As of 1985, all State health departments had
coordinated hypertension control programs.

Based on sales dollars, it is estimated that in
1983, 30 percent of processed food sold in
grocery stores had sodium labeling. This
increased to 60 percent in 1986 and 65 percent
in 1988, according to the Food and Drug
Administration’s Food Label and Package
Survey.

Data from the National Health and Nutrition
Examination Survey Epidemiologic Followup
Study are being used to estimate the incidence of
hypertension, heart disease, stroke, and
associated health effects.

The methodology is being developed and data
are being collected in the National Health and
Nutrition Examination Survey (1988-93), using
the five suggested categories.
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Family Planning

Reduced Risk Factors

B.a. By 1990, there should be virtually no unintended births
to girls 14 years of age and under. Fulfilling this objective

would probably reduce births to this age group to near zero.

(In 1978, there were 10,772 births in this age group.)

B.b. By 1990, the birth rate' for girls 15 years of age should
be reduced to 10 per 1,000. (In 1978, there were 14.0 births

per 1,000 for this age group.)

'The birth rate is the number of children born alive to women in an age
group per 1,000 women in the age group.

B.c. By 1990, the birth rate® for girls 16 years of age should
be reduced to 25 per 1,000. (In 1978, there were 31.0 births
per 1,000 for this age group.)

*The birth rate is the number of children born alive to women in an age
group per 1,000 women in the age group.
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Year Births
1978 10,772
1979 10,699
1980 10,169
1981 9,632
1982 9,773
1983 9,752
1984 9,965
1985 10,220
1986 10,176
1987 10,311
1988 10,588
1989 11,486
1990 objective 0

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

Year Birth rate
1978 14.0
1979 14.0
1980 14.2
1981 141
1982 14.0
1983 14.0
1984 13.4
1985 13.6
1986 13.8
1987 14.7
1988 15.6
1989 16.7
1990 objective 10.0

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

Year Birth rate

1978 31.0
1979 30.9
1980 30.9
1981 30.4
1982 311
1983 30.6
1984 30.1
1985 29.7
1986 29.5
1987 30.1
1988 31.9
1989 35.0
1990 objective 25.0

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.
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B.d. By 1990, the birth rate® for girls 17 years of age should
be reduced to 45 per 1,000. (In 1978, there were 51.0 births
per 1,000 for this age group.)

3The birth rate is the number of children born alive to women in an age
group expressed as a rate per 1,000 women in the age group.

B.e. By 1990, reductions in unintended births among single
American women (15-44 years of age) should reduce the
birth rate* in this group to 18 per 1,000. (In 1978, there were
25.7 births per 1,000 unmarried women® 15-44 years of age.)

4The birth rate for unmarried women is the number of children born alive
to unmarried women, regardless of age of mother, per 1,000 unmarried
women aged 1544 years.

SWomen unmarried at the birth of the child include single, widowed, and
divorced women.

B.f. By 1990, the availability of family-planning information
and methods (education, counseling, and medical services) to
all women and men should have sufficiently increased to
reduce by 50 percent the disparity between Americans of
different economic levels in their ability to avoid unplanned
births. (In 1976, 52.5 percent of births that occurred during
the previous 5 years reported by ever-married women with
family incomes below the poverty level were unintended
compared with 29.6 percent for women with family incomes
of 150 percent of poverty level or higher.)

Increased Public and Professional Awareness

B.g. By 1990, at least 75 percent of men and women over 14
years of age should be able to describe accurately the various
contraceptive methods, including the relative safety and
effectiveness of one method versus the others. (Baseline data
unavailable.)
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Year Birth rate
1978 51.0
1979 51.4
1980 51.8
1981 49.8
1982 50.2
1983 50.6
1984 49.8
1985 50.8
1986 49.4
1987 49.6
1988 51.4
1989 56.4
1990 objective 45.0

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

Year Birth rate
1978 25.7
1979 27.2
1980° 28.4
1980 29.4
1981 29.6
1982 30.0
1983 30.4
1984 31.0
1985 32.8
1986 34.3
1987 36.1
1988 38.6
1989 41.8
1990 objective 18.0

2The method of deriving data by marital
status of the mother was changed in 1980.
The rate of 28.4 represents the rate that
would be obtained using the same
methodology as 1978 and 1979.

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

Percent of unintended births
fo ever-married women

1990
Poverty status 1976 1982 1988 obj.
Below poverty level 52.5 43.4 55.0 41.1
100-149 percent of
poverty 41.4 46.1 46.4 35.5
150 percent of poverty or
more 29.6 26.5 29.6 29.6

SOURCE: Data from National Center for Health Statistics,
National Survey of Family Growth.

Percent of women 15-44 years
of age who identified the oral
contraceptive pill as the
most effective contraceptive

Race and marital status method, 1988
Total 78.6
Race

White 81.3

Black 69.5
Marital status

Never married 74.3

Currently married 82.7

Formerly married 75.0

SOURCE: Data from National Center for Health Statistics, 1888
National Survey of Family Growth.
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Improved Services and Protection

B.h. By 1985, sales of oral contraceptives containing more

" Percent of Percent of
than 50 micrograms of estrogen should have been reduced to y d.tabletsd pre537ip;ions
15 percent of total sales. (In 1978, 23.9 percent of tablets ear ispense e
dispensed contained this level.) 1978 23.9

1979 20.6
1980 17.1
1981 136
1982 10.6
1983 8.8
1984 71
1985 .- 55
1986 3.8
1987 - 27
1990 objective --- 15.0

SOURCE: Data from Food and Drug Administration. Based on
data from the National Prescription Audit, IMS America, Ambler,
Pa.

B.i. By 1985, 100 percent of federally funded family-planning Federally funded programs authorized by Title X

programs should have an established routine for providing an of the Public Health Service Act are required to
initial infertility assessment, either directly or through ;”a/_fe_ basic }zlnfertz[zZy Se("OV]l%eS ai;fja?li fOtCllentS
referral. (Baseline data ilable. esiring such services. ce of Assistan
rral. (Baseline unavailable.) Secretary for Health, Office of Population
Affairs.)
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Pregnancy and Infant Health

Improved Health Status

C.a. By 1990, the infant mortality rate’ should be reduced to
no more than 9 deaths per 1,000 live births. (In 1978, the
infant mortality rate was 13.8 per 1,000 live births.)

'The infant mortality rate is the number of deaths of infants under 1 year
of age expressed as a rate per 1,000 live births.

C.b. By 1990, no county and no racial or ethnic group of the
population (for example, black people, American Indians,
people of Hispanic origin) should have an infant mortality
rate in excess of 12 deaths per 1,000 live births. (In 1978, the
infant mortality rate for white people was 12.0 per 1,000 live
births; for black people, 23.1 per 1,000 live births; for
American Indians, 13.7 per 1,000 live births;? and the rate for
people of Hispanic origin was not available separately.)

*The American Indian infant mortality rate of 13.7 per 1,000 live births in
1978 is too low due to inconsistencies between birth and death certificates
in classifying race and origin.
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Infant
Year mortality rate
1978 13.8
1979 13.1
1980 126
1981 119
1982 115
1983 11.2
1984 10.8
1985 10.6
1986 10.4
1987 10.1
1988 10.0
1989 9.8
19902 9.1
1990 objective 9.0

2Provisional data.

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

Infant montality rate
American

Year White?  Black® Indian® Hispanic:©
1978 12.0 23.1 ---

1979 11.4 218

1980 11.0 21.4 .- --
1981 10.5 20.0
1982 10.1 19.6
1983 9.7 19.2 152 9.5
1984 9.4 18.4 13.4 9.3
1985 9.3 18.2 13.1 8.8
1986 8.9 18.0 13.9 8.4
1987 8.6 17.9
1988 8.5 17.6
1989 8.2 s
1990 obj. 12.0 12.0 12.0 12.0

2Rates for white and black infant deaths are by race of child.
Detailed tables 18 and 19 show data by race of mother (see
Appendix Il). Detailed table 19 shows rates according to race
and Hispanic origin of mother based on the national linked files
of births and infant deaths.

PData for American Indians and Hispanics are from the national
linked files of births and infant deaths and are tabulated by race
and Hispanic origin of mother.

®Data for people of Hispanic origin are available only for States
with an Hispanic origin item on their birth certificates. In 1983
and 1984, there were 15 reporting States and the District of
Columbia; in 1988, there were 23 reporting States and the
District of Columbia, and in 1989, 43 reporting States and the
District of Columbia.

SOURCE: Data from National Center for Health Statistics,
Division of Vital Statistics.
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C.c. By 1990, the neonatal mortality rate® should be reduced
to no more than 6.5 deaths per 1,000 live births. (In 1978, the
neonatal mortality rate was 9.5 per 1,000 live births.)

3The neonatal mortality rate is the number of deaths of infants under 28
days of age expressed as a rate per 1,000 live births.

C.d. By 1990, the perinatal mortality rate* should be reduced
to no more than 5.5 per 1,000. (In 1977, the perinatal
mortality rate was 15.4 per 1,000.)

“The perinatal mortality rate is the number of fetal deaths at 28 weeks’
gestation or more (late fetal deaths) plus the number of infant deaths at
under 7 days old expressed as a rate per 1,000 live births plus late fetal
deaths.

C.e. By 1990, the maternal mortality rate® should not exceed
5 per 100,000 live births for any county or for any racial or
ethnic group (for example, black people, American Indians,
people of Hispanic origin). (In 1978, the overall rate was 9.6,
the rate for white people was 6.4, the rate for black people
was 25.0, the rate for American Indians was 12.1,% and the
rate for people of Hispanic origin was not available
separately.)

SThe maternal mortality rate is the number of deaths to women from
complications of pregnancy, childbirth, and the puerperium expressed as a
rate per 100,000 live births.

SThis rate and other previously published rates are not considered to be
accurate due to inconsistencies between birth and death certificates in
classifying race and origin. Additionally, rates were based on very small
frequencies.
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Neonatal
Year mortality rate
1978 9.5
1979 8.9
1980 85
1981 8.0
1982 7.7
1983 7.3
1984 7.0
1985 7.0
1986 6.7
1987 6.5
1988 6.3
1989 6.2
19902 5.7
1990 objective 6.5

2Provisional data.

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

Perinatal
Year mortality rate
1977 154
1978 14.6
1979 13.8
1980 13.2
1981 12.6
1982 12.3
1983 1.5
1984 11.0
1985 10.7
1986 10.3
1987 10.0
1988 9.7
1989 9.6
1990 objective 55

SOURCE: Data from National Center for

Health Statistics, Division of Vital Statistics.

Maternal mortality rate
Year Total White Black Hispanic?
1978 9.6 6.4 25.0 .-
1979 9.6 6.4 25.1 ---
1980 9.2 6.7 215 ---
1981 8.5 6.3 20.4 ---
1982 7.9 5.8 18.2 ---
1983 8.0 5.9 18.3 .-
1984 7.8 5.4 19.7 .-
1985 7.8 5.2 20.4 8.8
1986 7.2 4.9 18.8 8.9
1987 6.6 5.1 14.2 8.0
1988 8.4 59 19.5 8.7
1989 7.9 5.6 184 8.2
1990P 7.9
1990 obj. 5.0 5.0 5.0 5.0

@Data for people of Hispanic origin available only for States with
an Hispanic origin item on their birth and death certificates. In
1985-1887, there were 18 reporting States and the District of
Columbia; in 1988, there were 23 reporting States and the

District of Columbia, and in 1989, 43 reporting States and the
District of Columbia.

bprovisional data.

SOURCE: Data from National Center for Health Statistics,
Division of Vital Statistics.
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C.f. By 1990, the incidence of the two major forms of neural Incidence rate of major neural tube defects

tube defects, anencephaly and spina bifida without Spina
anencephaly, should be reduced to 0.60 per 1,000 live births. bifida without
(In 1979, the rate was 0.90 per 1,000.) (Baseline and objective vear Total — Anencephaly  anencephaly
revised from those originally published.) 1979 0.90
1980 0.85 0.33 0.52
1981 0.86 0.35 0.51
1982 0.81 0.33 0.48
1983 0.77 0.30 0.47
1984 0.76 0.26 0.50
1988 0.72 0.27 0.45
1986 0.71 0.26 0.45
1987 0.63 0.20 0.43
1988 0.68 0.31 0.37
1989 0.57 0.17 0.40
1990 0.53 0.1 0.42

1990 objective 0.60

SOURCE: Data from National Center for Environmental Health
and Injury Control, Division of Birth Defects and Developmental

Disabilities.

C.g. By 1990, Rhesus hemolytic disease of the newborn v —

should be reduced to below a rate of 1.3 per 1,000 live births. d e

(In 1977, the rate was 1.8 per 1,000.) 1980 1.8
1981 1.4
1982 15
1983 1.6
1984 18
1985 1.6
1986 1.4
1987 1.4
1988 1.4
1989 1.3
1990 1.1
1990 objective 1.3

SOURCE: Data from National Center for
Environmental Health and Injury Control,
Division of Birth Defects and Developmentat

Disabilities.

C.h. By 1990, the incidence of infants born with fetal alcohol

syndrome should be reduced by 25 percent.” (In 1977, the Incidence rate

rate was 1 per 2,000 births, or approximately 1,650 cases.®) Year alcohol syndrome?

"Same objective in Alcohol and Drug Misuse. 120 o

8Baseline data are estimated; the ICD code for fetal alcohol syndrome was 1982 0.12

introduced in 1979. 1983 0.17
1984 0.17
1985 0.19
1986 0.23
1987 0.22
1988 0.30
1988 0.32
1990 0.40
1990 objective 0.38

2Rates are per 1,000 live births and reflect
over time both improved diagnostic and
assessment techniques and increased
familiarity with the ICD code.

SOURCE: Data from National Center for
Environmental Health and Injury Control,
Division of Birth Defects and Developmental
Disabilities.
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Reduced Risk Factors
C.i. By 1990, low-birth-weight babies (weighing less than

. Percent low
2,500 grams) should constitute no more than 5 percent of all Year birth weight
live births. (In 1978, the proportion was 7.1 percent of all P .y
births.) 1979 69
1980 6.8
1981 6.8
1982 6.8
1983 6.8
1984 6.7
1985 6.8
1986 6.8
1987 6.9
1988 6.9
1989 7.0
1990 objective 5.0
8lncludes babies weighing 2,500 grams.
SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.
C.j. By 1990, no county and no racial or ethnic group of the Percent fow birth weight
population (for example, black people, American Indians, American
people of Hispanic origin) should have a rate of Year White  Black Indian Hispanic
low-birth-weight infants (yvelghmg less than 2,500 grams) that P 59 129 o7 .
exceeds 9 percent of all live births. (In 1978, the rate for 1979 5.8 126 6.4 6.1
: . . 1980 57 12.5 8.5 6.1
white peqple was §.9 percent; for black people, 12.9 percent; loos i by 3 o
for American Indians, 6.7 pesrcent; and for people of 1982 5.6 12.4 6.2 6.2
: ‘ oriod 1983 57 126 6.4 6.3
Hispanic origin, 6.7 percent.®) e o6 o os o
1985 5.6 124 5.9 6.2
8Data for people of Hispanic origin available only for States with an 1986 5.6 12.5 6.2 6.1
Hispanic origin item on their birth certificates. In 1978, there were 17 ;ggg gg }gg g'f g'g
States; in 1979, 19 States; in 1980, 22 States; in 1982, 23 States; in 1983-87, 1989 57 130 6.4 6.2
23 States and the District of Columbia; in 1988, 30 States and the District 19 !
90 obj. 9.0 8.0 9.0 9.0

of Columbia; and in 1989, 47 States and the District of Columbia.

3ncludes babies weighing 2,500 grams.

SOURCE: Data from National Center for Health Statistics,
Division of Vital Statistics.

In 1990, 91 percent of children under 5 years of
age had been brought home from the hospital in
car safety seats after birth. This figure was

61 percent in 1985. (National Center for Health
Statistics, National Health Interview Survey.)

C.k. By 1990, the majority of infants should leave hospitals in
car safety carriers. (Baseline data unavailable.)
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Increased Public and Professional Awareness

C.I. By 1990, 85 percent of women of childbearing age should
be able to choose foods wisely (state special nutritional needs
of pregnancy) and understand the hazards of smoking,
alcohol, pharmaceutical products, and other drugs during
pregnancy and lactation. (Baseline data unavailable.)

Improved Services and Protection

C.m. By 1990, virtually all women and infants should be
served at levels appropriate to their need by a regionalized
system of primary, secondary, and tertiary care for prenatal,
maternal, and perinatal health services.

C.n. By 1990, the proportion of women in any county or
racial or ethnic group (for example, white people, black
people, American Indians, people of Hispanic origin) who
obtain no prenatal care during the first trimester of
pregnancy should not exceed 10 percent. (In 1978, 21.8
percent of white mothers, 39.8 percent of black mothers, 43.7
percent of American Indian mothers, and 43.0 percent of
‘Hispanic mothers® received no prenatal care during the first
trimester. )

Data for people of Hispanic origin available only for States with an
Hispanic-origin item on their birth certificates. In 1978, there were 17
States; in 1979, 19 States; in 1980, 22 States; in 1982, 23 States; in 198387,
23 States and the District of Columbia; in 1988, 30 States and the District
of Columbia; and in 1989, 47 States and the District of Columbia.

C.o. By 1990, virtually all pregnant women at high risk of
having a fetus with a condition diagnosable in utero should
have access to counseling and information on amniocentesis
and prenatal diagnosis, as well as therapy as indicated. (In
1978, about 10 percent of women 35 years of age and over
received amniocentesis. Baseline data are unavailable for
other high-risk groups.)
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Percent of women 18-44 years
of age who state that heavy
drinking during pregnancy
is a risk factor

1990
Condition 1985 1990 objective
Birth defects 54 64 85
Low birth weight 52 60 85
Menta! retardation 52 61 85
Miscarriage 51 57 a5
Percent of women 18—44 years
of age who state that smoking
during pregnancy is a
risk factor
1990
Condition 1985 1990 objective
Low birth weight 52 60 85
Stillbirth 30 37 85
Premature birth 38 48 85
Miscarriage 36 43 85

In 1985, 62 percent of women 18—44 years of
age had ever heard of fetal alcohol syndrome; in
1990, this increased to 71 percent. (National
Center for Health Statistics, National Health

Interview Survey.)

Percent with no prenatal care
during 1st trimester

American
Year White Black Indian Hispanic
1978 21.8 39.8 43.7 43.0
1979 20.9 38.4 41.3 39.5
1980 20.7 37.3 41.3 39.8
1981 20.6 37.6 40.7 39.4
1982 20.7 38.5 39.5 39.0
1983 20.6 38.5 40.3 39.0
1984 20.4 37.8 40.0 38.5
1985 20.6 38.2 39.7 38.8
1986 20.8 38.4 39.3 39.7
1987 20.6 38.9 39.8 39.0
1988 20.6 38.8 39.4 38.8
1989 21.0 39.6 421 40.5
1990 obj. 10.0 10.0 10.0 10.0

SOURCE: Data from National Center for Health Statistics,

Division of Vital Statistics.

Percent of women 35 years of age
and over who had amniocentesis

Year All races

White

Black

1980

29.0

30.0

16.7

SOURCE: National Center for Health Statistics, Division of Vital

Statistics.
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C.p. By 1990, virtually all women who give birth should have

Percent of births out-of-

appropriately attended safe delivery provided in ways Year hospital and unattended
acceptable to them and their families. (In 1977, less than 0.2 - "
percent of all births were out of hospital and unattended by a 1978 03
physician or midwife.) 1979 0.3
1980 03
1981 0.3
1982 0.3
1983 0.3
1984 0.3
1985 0.3
1986 0.3
1987 0.3
1988 0.3
1989 0.3
1990 objective 0.0

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

C.q. By 1990, virtually all newborns should be provided

neonatal screening for metabolic disorders for which effective Genetio or gyt
and efficient tests and treatments are available (for example, disorder screening, 1990
phenylketonuria (PKU) and congenital hypothyroidism). (In Phenylketonuria
1978, about 75 percent of newborns were screened for PKU; (PKU) 52
e H i Hypothyroidism 52
about 3 pe,rcent were screened for hypothyroidism in the Hemoglobinopathy -
early 1970 S.) Galatosemia 38
Maple syrup urine
disease 22
Homocystinuria 21
Biotinidase
deficiency 14
Adrenal
hyperplasia 8
Tyrosinemia 5
Cystic fibrosis 3
Toxoplasmosis 2

SOURCE: Data from Councit of Regional
Networks for Genetic Services.

C.r. By 1990, virtually all infants should be able to
participate in primary health care that includes well-child
care; growth development assessment; immunization;
screening, diagnosis, and treatment for conditions requiring
special services; appropriate counseling regarding nutrition,
automobile safety, and prevention of other accidents such as
poisonings. (Baseline data unavailable.)

Improved Surveillance and Evaluation Systems

C.s. By 1990, a system should be in place for comprehensive The National Maternal and Infant Health
and longitudinal assessment of the impact of a range of Survey (NMIHS) addresses maternal smoking,
prenatal factors (for example, maternal exposure to radiation, drinking, and drug use, as well as maternal

exposure to ultrasound. In combination with the

ultrasound, dramatic temperature change, toxic agents, ure b
; p & g Longitudinal Followup, which collects

smoking, use of alcohol or drugs, exercise, or stress) on infant information on child development through the
gnd child p_lllygical and psychological development. (Baseline first 3 years of life, some assessment of the
ata unavailable.) impact of prenatal factors on child development
can be made. A 1996 NMIHS is being planned
with subsequent followups at 2-to-3-year
intervals.
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Immunization

Improved Health Status

D.a. By 1990, reported measles incidence should be reduced
to less than 500 cases per year—all imported or within two
generations of importation. (In 1979, 13,597 measles cases
were reported.)

D.b. By 1990, reported mumps incidence should be reduced
to less than 1,000 cases per year. (In 1979, 14,225 mumps
cases were reported.)

D.c. By 1990, reported rubella incidence should be reduced
to less than 1,000 cases per year. (In 1979, 11,795 rubella
cases were reported.)
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Cases of
Year measles
1979 13,587
1980 13,506
1981 3,124
1982 1,714
1983 1,497
1984 2,587
1985 2,822
1986 6,282
1987 3,655
1988 3,396
1989 18,193
1990 27,786
1990 objective 500

SOURCE: Data from Centers for Disease
Control, National Center for Prevention

Services.

Cases
Year of mumps
1979 14,225
1980 8,576
1981 4,941
1982 5,270
1983 3,355
1984 3,021
1985 2,882
1986 7,790
1987 12,848
1988 4,866
1989 T2
1990 5,292
1990 objective 1,000

SOURCE: Data from Centers for Disease
Control, National Center for Prevention

Services.
Cases of

Year rubella
1979 11,795
1980 3,904
1981 2,077
1982 2,325
1983 970
1984 To2
1985 630
1986 551
1987 306
1988 225
1989 396
1990 1.125
1990 objective 1,000

SOURCE: Data from Centers for Disease
Control, National Center for Prevention
Services.
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D.d. By 1990, reported congenital rubella syndrome incidence New cases of
should be reduced to less than 10 cases per year. (In 1979, 62 vear mbglfl’;gegg%me
new cases of congenital rubella syndrome were reported.) Y

1979 62
1980 50
1881 19
1982 7
1983 22
1984 5
1985 0
1986 14
1987 5
1988 6
1989 3
1990 11
1990 objective 10

SOURCE: Data from Centers for Disease
Control, National Center for Prevention

Services.

D.e. By 1990, reported diphtheria incidence should be Cases of

reduced to less than 50 cases per year. (In 1979, 59 Year diphtheria

. . 1

diphtheria cases were reported.) 1979 159
1980 3

'The Conference of State and Territorial Epidemiologists and the Centers 1981 5

for Disease Control changed the diphtheria disease reporting definition in 1982 2

. - : . 1983 5

1979, and since that time only noncutaneous diphtheria has been reported. 1084 1
1985 3
1986 0
1987 3
1988 2
1989 3
1990 4
1990 objective 50
SOURCE: Data from Centers for Disease
Contro!, National Center for Prevention
Services.

D.f. By 1990, reported pertussis incidence should be reduced Cases of

to less than 1,000 cases per year. (In 1979, 1,623 pertussis Year pertussis

cases were reported.) 1979 1620
1980 1,730
1981 1,248
1982 1,895
1983 2,483
1984 2,276
1985 3,589
1986 4,195
1987 2,823
1988 3,450
1989 4,157
1990 4,570
1890 objective 1,000

SOURCE: Data from Centers for Disease
Control, National Center for Prevention

Services.

D.g. By 1990, reported tetanus incidence should be reduced Cases of

to less than 50 cases per year. (In 1979, 81 tetanus cases were Year tetanus

reported.) 1979 81
1980 85
1981 72
1982 88
1983 91
1984 74
1985 83
1986 64
1987 48
1988 53
1989 53
1990 64
1990 objective 50

SOURCE: Data from Centers for Disease
Control, National Center for Prevention
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D.h. By 1990, reported polio incidence should be less than 10
cases per year. (In 1979, 26 paralytic polio cases were
reported.)

Increased Public and Professional Awareness

D.i. By 1990, all mothers of newborns should receive
instruction prior to leaving the hospital or after home births
on immunization schedules for their babies. (Of 52 reporting
areas in fiscal year 1981, 14 had projects with education
programs in which mothers receive such instruction. These
projects cover mothers receiving services from public
programs.)

Improved Services and Protection

D.j. By 1990, at least 90 percent of all children should have

completed their basic immunization series by age 2 —measles,
mumps, rubella, polio, diphtheria, tetanus, and pertussis. (In
1979 over 50 percent of children 2 years of age had received
vaccinations for each of the diseases.?)

Data not available for 1986-1990. Data for 1991 are currently being
collected by the National Center for Health Statistics, Health
Interview Survey. These data will be available in Autumn 1992.

?Data for each disease are collected independently.
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Cases of
Year paralytic polio

1979 2
1980
1981
1982
1983
1984
1985
1986
1987
1988
1989
1990

— -
POROHONDOIOD WD

—
o

1990 objective

SOURCE: Data from Centers for Disease
Control, National Center for Prevention

Services.

Fiscal Federally
year funded projects
1981 14
1982 35
1983 43
1984 a4
1985 46
1986 51
1987 51
1988 51
1989 51
1980 51
1990 objective 52

SOURCE: Data from Centers for Disease
Control, National Center for Prevention

Services.
Percent vaccinated @

Year Measles Rubelia Mumps Polio® DTPb
1979 80.8 80.0 701 76.3 82.1

1980 83.0 83.2 80.2 80.7 87.0
1981 81.5 83.9 7941 80.9 87.6
1982 84.3 81.1 79.0 78.6 88.4
1983 83.9 81.9 7841 78.6 88.4
1984 81.7 76.7 78.4 74.2 85.8
1985 81.7 77.3 78.9 76.7 85.8
19390 obj. 90.0 90.0 90.0 90.0 90.0

2Based on a subsample of respondents in the U.S.
Immunization Survey of 1879-1985. The subsample includes
only respondents stating that they used immunization records
as a reference. The subsample size is approximately one-third
of the total sample size.

b3 or more vaccinations.

SOURCE: Data from Centers for Disease Contro!, National
Center for Prevention Services.
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D.k. By 1990, at least 95 percent of children attending
licensed day care facilities and kindergarten through 12th
grade should be fully immunized. (Based on data collected
during the 1978-79 school year, the immunization level for
measles, rubella, polio, and DTP was about 90 percent for
first school entrants and lower overall.®)

3Data for each disease are collected independently; however, because of
current school laws the percents probably reflect the general level of fully
immunized students at the kindergarten and first grade levels.

D.I. By 1990, at least 60 percent of people in high-risk
populations* as defined by the Immunization Practices
Advisory Committee of the Public Health Service should be
receiving annual immunization against influenza. (In 1979,
about 19 percent of people in high-risk populations were
immunized.)

#The high-risk population includes older persons, particularly those 65
years of age and over, and others, including children, with certain
predisposing chronic conditions.

D.m. By 1990, at least 60 percent of high-risk populations® as
defined by the Immunization Practices Advisory Committee
of the Public Health Service should have received vaccination
against pneumococcal pneumonia. (Baseline data
unavailable.)

5The high-risk population includes children under 2 years of age with
splenic dysfunction or anatomic asplenia and adults and children over 2
years of age with certain predisposing chronic conditions.

D.n. By 1990, at least 50 percent of people in populations
designated as targets by the Immunization Practices Advisory
Committee of the Public Health Service should be immunized
withsir; 5 years of licensure of new vaccines for routine clinical
use.”

Vaccines may be developed for people at risk of getting hepatitis A; otitis
media (S. pneumoniae and H. influenzae); selected respiratory and enteric
viruses; meningitis (group B N. meningitides, S. pneumoniae, H. influenzae).
’Same objective in Surveillance and Control of Infectious Diseases.

D.o. By 1985, the Nation should have a plan in place to
mount mass immunization programs in the face of possible
epidemics of influenza or other epidemic diseases for which
vaccines may exist.
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Percent of new entrants vaccinated®

School

year Measles  Rubella Mumps Pollo DTP
1978-79 93 9 83 92 92
1979-80 94 93 86 93 94
1980-81 96 96 92 95 96
1981-82 97 97 95 96 96
1982-83 97 97 96 97 96
1983-84 98 98 97 97 97
1984-85 98 98 97 97 97
1885-86 97 97 96 96 96
1986-87 97 97 97 97 97
1987-88 98 98 98 97 97
1988-89 98 98 98 97 97
1989-90 98 98 98 97 97
1890-91 98 98 98 97 97
1890-91 obj. 95 95 95 95 95

aKindergarten or first grade.

SOURCE: Data from Centers for Disease Control, National
Center for Prevention Services.

Percent of high-risk
Year population immunized
1979 19
1980 17
1981 17
1982 18
1983 17
1984 17
1985 18
19892 30
1990 objective 60

@Data are for persons 85 years of age and
over, there are no current estimates for
high-risk persons under 65 years of age.

SOURCE: Centers for Disease Control,
National Center for Prevention Services.

An estimated 10.3 percent of the entire high-risk
population had ever received pneumococcal
polysaccharide vaccine by 1985. In addition, an
estimated 14.1 percent of persons 65 years of age
and older had ever received pneumococcal
polysaccharide vaccine by 1989. (Centers for
Disease Control, National Center for Prevention
Services.)

Data indicate that coverage for high-risk groups
varies from 2-50 percent. (Centers for Disease
Control.)

A plan for controlling influenza pandemics has
been developed as has a Mass Immunization
Guide. (Centers for Disease Control.)
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D.p. By 1990, no comprehensive health insurance policies
should exclude immunizations. (Baseline data unavailable.)

Improved Surveillance and Evaluation Systems

D.q. By 1990, at least 95 percent of all children 18 years of
age and under should have up-to-date official immunization
records in a uniform format using common guidelines for
completion of immunization. (Baseline data unavailable.)

D.r. By 1990, surveillance systems should be sufficiently
improved so that (1) at least 90 percent of those hospitalized
and 50 percent of those not hospitalized with
vaccine-preventable diseases of childhood are reported, and
(2) uniform case definitions are used nationwide. (Baseline
data unavailable.)
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Financial coverage for immunizations were
included in 45 percent of employment-based
insurance plans with conventional insurance; 62
percent with Preferved Provider Organization
plans; and 98 percent with Health Maintenance
Organization plans in 1989. Medicaid covered
basic immunizations for eligible children, and
Medicare covered pneumococcal immunizations
for eligible older adults in 1990. (Centers for
Disease Control.)

Standardized immunization records are now
available in all States. The definition of
“complete series” may vary due to varying
school immunization requirements. (Centers for
Disease Control.)

(1) The target for reporting vaccine preventable
childhood diseases was not met. Although
probably 100 percent of infrequent severe
diseases, including tetanus, diptheria, and acute
paralytic illness suspected to be poliomyelitis, are
reported, the more common milder diseases,
including pertussis, rubella, and mumps, are
probably reported less than half the time. 4
1985-88 study found that 32 percent of pertussis
hospitalizations were reported. Unpublished data
from New York City indicate that about 46
percent of all patients seen in emergency rooms
and outpatients clinics for measles were reported
to the Centers for Disease Control. (2) Uniform
case definitions exist for measles, mumps,
rubella, congenital rubella syndrome,
poliomyelitis, diphtheria, tetanus, pertussis, and
Haemophilus influenzae type b. (Centers for
Disease Control, National Center for Preventive
Services.)
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Sexually Transmitted Diseases

Improved Health Status

E.a. By 1990, reported gonorrhea incidence should be
reduced to a rate of 280 cases per 100,000 population. (In
1979, the reported incidence was 459 cases per 100,000
population.)

E.b. By 1990, reported incidence of gonococcal pelvic
inflammatory disease should be reduced to a rate of 60 cases
per 100,000 females. (In 1978, the estimated incidence was
133.8 cases per 100,000 females.)
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Reported incidence

Year of gonorrhea
1978 459.7
1979 450.3
1980 4451
1981 435.2
1982 417.9
1983 387.6
1984 374.8
1985 384.3
1986 370.1
1987 329.4
1988 300.3
1989 295.7
1990 276.6
1990 objective 280.0

SOURCE: Data from Centers for Disease
Control, National Center for Prevention

Services.

Estimated incidence of pelvic

inflammatory disease

Year Gonococcal Total @
1978 133.9 -
1979 131.7 -
1980 12r.1 ---
1981 123.1 ---
1982 116.0 ---
1983 106.0 ---
1984 108.7 768.0
1985 107.3 691.6
1986 106.3 624.8
1987 94.6 628.2
1988 84.1 511.6
1989 B1.7 484.6
1990b 79.4 473.0
1990 objective 60.0 560.0

8Total pelvic inflammatory disease (PID) is also shown because
gonococcal PID accounts for less than half of all PID. In some
areas, Chlamydia trachomatis infection accounts for the majority
of all symptomatic PID cases occurring each year. Additionally,
current data indicate that the initial measure of gonococcal
pelvic inflammatory disease was underestimated. In 1985 the
original emphasis of this objective was broadened to include all
diagnosed cases of PID, and a target of 560 total cases was
set.

bProvisional data.

SOURCE: Data from Centers for Disease Control, National
Center for Prevention Services.
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E.c. By 1990, reported incidence of primary and secondary
syphilis should be reduced to a rate of 7 cases per 100,000
population per year, with a reduction in congenital syphilis to
1.5 cases per 100,000 live births. (In 1979, the reported
incidence of primary and secondary syphilis was 11 cases per
100,000 population and of congenital syphilis, 3.5 cases per
100,000 live births.)

E.d. By 1990, the incidence of serious neonatal infection
from sexually transmitted agents, especially herpes and
chlamydia, should be reduced to a rate of 8.5 cases of
neonatal disseminated herpes per 100,000 children under 1
year of age and a rate of 360 cases of chlamydial pneumonia
per 100,000 children under 1 year of age. (In 1979, about 16.8
cases of neonatal disseminated herpes per 100,000 children
under 1 year of age and about 720 cases of chlamydial
pneumonia per 100,000 children under 1 year of age were
estimated to have occurred.)

E.e. By 1990, the incidence of nongonococcal urethritis and
chlamydial infections should be reduced to a rate of 770 cases
per 100,000 population. (In 1979, the case rate was estimated
to be 1,140 per 100,000 population.)

Reduced Risk Factors

E.f. By 1990, the proportion of sexually active men and
women protected by properly used condoms should increase
to 25 percent of those at high risk of acquiring sexually
transmitted diseases. (In 1979, the estimated proportion was
less than 10 percent.)
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Reported incidence of—

Primary and
secondary Congenital
Year syphilis syphilis
1979 1.2 3.5
1980 121 3.0
1981 13.7 4.4
1982 14.6 4.3
1983 14.1 4.3
1984 12.2 6.7
1985 11.5 7.0
1986 11.5 9.5
1987 14.8 11.6
1988 16.5 16.8
19892 18.5 43.4
1990 20.1 68.6
1990 objective 7.0 1.5

aChanges in the case definition during 1989 which were
designed to more accurately reflect congenital syphilis
prevalence account for the vast majority of the Increase of
congenital syphilis cases in 1989 and 1990. The new case
definition identifies births to women with untreated syphllis.
Investigations have shown that previous surveillance
underestimated the number of cases by four- to fivefold. The
increases noted reflect both the rising incidence of syphilis in
reproductive-age women and a more sensitive case definition.

SOURCE: Data from Centers for Disease Control, National
Center for Prevention Services.

An accurate system to measure this objective is
not available. (Centers for Disease Control,
National Center for Prevention Services.)

Results from the National Disease and
Therapeutic Index indicate that there were
approximately 350,000 visits to physician offices
for nonspecific urethritis. Other national
estimates are not available. (Centers for Disease
Control, National Center for Prevention
Services.)

Results from the National Survey of Family
Growth showed that in 1988 the use of
condoms among sexually active, unmarried
women ages 15—44 years (by their partners) was
19 percent; among sexually active young women
ages 15-19 (by their partners) it was 25 percent;
and among sexually active young men ages
15-19 it was reported to be 57 percent.
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Increased Public and Professional Awareness

E.g. By 1990, every junior and senior high school student in
the United States should receive accurate, timely education
about sexually transmitted diseases. (Currently, 70 percent of
school systems provide some information about sexually
transmitted diseases, but the quality and timing of the
communication varies greatly.)

E.h. By 1985, at least 95 percent of health care providers
seeing suspected cases of sexually transmitted diseases should
be capable of diagnosing and treating all currently recognized
sexually transmitted diseases, including genital herpes
diagnosis by culture, therapy (if available), and patient
education; hepatitis B diagnosis among homosexual men,
prevention through a vaccine, and patient education; and
nongonococcal urethritis diagnosis, therapy, and patient
education. (Baseline data unavailable.)

Improved Services and Protection

E.i. By 1990, at least 50 percent of major industries and
governmental agencies offering screening and health
promotion programs at the worksite should be providing
sexually transmitted disease services (education and
appropriate testing) within those programs. (Baseline data
unavailable.)

Improved Surveillance and Evaluation Systems

E.j. By 1985, data should be available in adequate detail (but
in statistical aggregates to preserve confidentiality) to
determine the occurrence of nongonococcal urethritis, genital
herpes, and other sexually transmitted diseases in each local
area and to recommend approaches for preventing sexually
transmitted diseases and their complications.

E.k. By 1990, surveillance systems should be sufficiently
improved so that at least 25 percent of sexually transmitted
diseases diagnosed in medical facilities are reported and
uniform definitions are used nationwide. (Baseline data
unavailable.) '
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Due to the concern about AIDS and HIV,
expanded sex education curricula have been
developed, introduced, evaluated, and
“mainstreamed” in many American
communities. A recent survey of high school
administrators found 95 percent offered at least
one class on STD as part of their standard
curricula. However, in a 1988 survey of
teenagers, only 77 percent reported having
received STD education by age 18. In addition,
awareness by students of STD symptoms, signs,
and approaches to prevention is relatively low,
especially compared with their knowledge of
AIDS and HIV. (Centers for Disease Control,
National Center for Prevention Services.)

To effectively prevent the spread of sexually
transmitted diseases, clinicians must be skilled in
sexual history-taking, diagnositic procedures, and
current treatment regimens. Although the
proficiency of health care providers in STD
management has improved in recent years, it is
far short of the necessary quality and scope to
provide adequate clinical services. A CDC
survey found that nearly half of medical schools
offered no clinical curricula on sexually
transmitted diseases. Efforts to improve the
training of clinicians during the 1980°s include
the development of STD curricula in medical
schools and of instructional packages and the
establishment of STD Prevention/Training
Centers. (Centers for Disease Control, National
Center for Prevention Services.)

In 1984, CDC began implementation of a
surveillance system for collecting and monitoring
reported cases of a variety of STD. In August
1989, a national STD conference was conducted
to redefine and solidify surveillance systems for
collecting and monitoring reported cases of a
variety of STD by each State.

Centers for Disease Control data indicate that at
least 25 percent of treated STD is being
reported. In 1990 uniform surveillance case
definitions for sexually transmitted diseases were
published by CDC and the Council of State and
Territorial Epidemiologists.
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Toxic Agent and Radiation Control

Improved Health Status

F.a. By 1990, 80 percent of communities should experience a
prevalence rate of lead toxicity of less than 500 per 100,000
among children 1-5 years of age. (In 1976-80, the estimated
prevalence of lead toxicity among children 6 months-5 years
of age was 4,000 per 100,000 nationally.)

F.b. By 1990, significant progress should have been made
toward preventing birth defects or miscarriages resulting from
exposure to toxic substances through environmental
interventions based on current information and expansion of
the knowledge base related to hazardous substances and their
effects on reproduction. (Baseline data unavailable.)

Reduced Risk Factors

F.c. By 1990, virtually all communities should experience no
more than 1 day per year when air quality exceeds ambient
air quality standards for sulfur dioxide, nitrous dioxide,
carbon monoxide, lead, hydrocarbons, and particulate matter.
(In 1979, the level was estimated at about 50 percent.)

F.d. By 1990, at least 95 percent of the population should be
served by community water systems that meet Federal and
State standards for safe drinking water. (In 1979, the level
was 85-90 percent for the National Interim Primary Drinking
Water Standards.)

F.e. By 1990, there should be virtually no preventable
contamination of ground water, surface water, or the soil
from industrial toxins associated with wastewater
management systems established after 1980. (Baseline data
unavailable.)
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The 1976-80 data from the National Health
And Nutrition Examination Survey II, showed
8.4 million children with blood lead levels
greater than 15 micrograms per deciliter and 1.5
million children with levels greater than 25
micrograms per deciliter. The Agency for Toxic
Substances and Disease Registry’s report “The
Nature and Extent of Lead Poisoning in
Children” used these data, as well as data from
lead screening programs, to project the 1984
prevalence of more than 3 million and 200,000,
respectively. This 1988 report states that these
are underestimates because they are for black
and white children only and exclude sizable
national population segments of Hispanics,
Asian, and other ethnic origin children for which
no reliable prevalences could be calculated.

In 1989, 65.3 percent of the U.S. population
lived in counties that had not exceeded any
Environmental Protection Agency standard for
air quality in the past year. (Environmental
Protection Agency, Office of Air Quality.)

In 1988, 80 percent of the population was served
by community water systems that met safe
drinking water standards established by the
Environmental Protection Agency.
(Environmental Protection Agency, Office of
Drinking Water.)
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F.f. By 1990, there should be no pesticides, herbicides,
fungicides, or rodenticides available for sale that are known
to be carcinogenic, teratogenic, or mutagenic in humans,
unless determined to be vital to the national interest under
certain conditions. (Baseline data unavailable.)

F.g. By 1990, inhalation of fumes from toxic materials during
transport should be eliminated. (Baseline data unavailable.)

F.h. By 1990, the number of medically unnecessary diagnostic
x-ray examinations should be reduced by some 50 million
examinations annually. (In 1980, the number of diagnostic
x-ray examinations performed in the United States was 260
million, of which 80 million were estimated to be medically
unnecessary.)

Increased Public and Professional Awareness

F.i. By 1990, at least 75 percent of all city council members
in urban communities should be able to report accurately
whether the quality of their air and water has improved or
worsened over the decade and to identify the principal
substances of concern. (Baseline data unavailable.)

F.j. By 1990, at least half of all adults should be able to
accurately report an accessible source of information on toxic
substances to which they may be exposed, including
information on interactions with other factors such as
smoking and medications. (Baseline data unavailable.)

F.k. By 1990, at least half of all people 15 years of age and
over should be able to identify the major categories of
environmental threats to health and note some of the health
consequences of those threats. (Baseline data unavailable.)

F.I. By 1990, at least 70 percent of all primary care
physicians should be able to identify the principal health
consequences of exposure to each of the major categories of
environmental threats to health. (Baseline data unavailable.)

Improved Services and Protection

F.m. By 1990, at least 90 percent of all children 1-5 years of
age identified with lead toxicity should have been brought
under medical and environmental management. (Baseline
data unavailable.)

F.n. By 1990, the Toxic Substances Control Act and the
Resource Conservation and Recovery Act should be fully
implemented to protect the U.S. population against hazards
resulting from production, use, and disposal of toxic
chemicals. (Baseline data unavailable.)
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As mandated under the provisions of the
Federal Insecticide, Fungicide, and Rodenticide
Act of 1972, the Environmental Protection
Agency considers both the risks and benefits of a
new or existing product when evaluating whether
it should be approved for use or continued use.
Although risk and benefit assessments are
continually being made, comprehensive data are
not available to evaluate the final attainment
status of this objective.

By 1990, 1,000 health assessments had been
made among 1,082 National Priority List
hazardous waste sites. The two acts stated in the
objective as well as additional ones enacted
during the 1980’s have served to minimize public
risk from exposure to toxic substances. (Agency
for Toxic Substances and Disease Registry.)
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F.o. By 1990, individuals purchasing a potentially toxic
product sold commercially or used industrially should be
protected by clear labeling as to content, direction for proper
use and disposal, and factors that may make that individual
especially susceptible (health status, age, sex, medications,
genetic traits). (Baseline data unavailable.)

F.p. By 1990, every individual should have access to an acute
care facility with the capability to provide or make
appropriate referrals for screening, diagnosis, and treatment
of suspected exposure to toxic agents. (Baseline data
unavailable.)

F.q. By 1990, every individual residing in an area of a
population density greater than 20 per square mile, or in an
area of particularly high risk, should be protected by an early
warning system designed to detect the most serious
environmental hazards posing imminent threats to health.
(Baseline data unavailable.)

F.r. By 1990, every populated area of the country should be
able to be reached within 6 hours by an emergency response
team in the event of exposure to an environmental hazard
posing acute threats to health from a toxic agent, chemical,
and/or radiation. (Baseline data unavailable.)

Improved Surveillance and Evaluation Systems

F.s. By 1990, a broad scale surveillance and monitoring
system should have been planned to discern and measure
known environmental hazards of a continuing nature as well
as those resulting from isolated incidents. Such activities
should be continuously carried out at both Federal and State
levels.

F.t. By 1990, a central clearinghouse for observations of
agent-disease relationships and host susceptibility factors
should be fully operational, as well as a national
environmental data registry to collect and catalog information

on concentrations of hazardous agents in air, food, and water.
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A 24-hour notification system is in place
(telephone number 404/639-0615) and an
emergency response team can be on site of an
environmental hazard within 68 hours of
notification within the continental United
States. (Centers for Disease Control, National
Center for Environmental Health and Injury
Control.)

This objective has not been met. However, the
Environmental Protection Agency has made
considerable progress establishing systems to
track certain hazardous substances, including
polychlorinated byphenyls (PCB’s) and
pesticides. (Office of Disease Prevention and
Health Promotion.)

This objective has not yet been reached; the
issues involved in the attainment of this objective
are not technical, however, but administrative,
involving a number of disparate sources at the
federal, State, and local levels. (National
Library of Medicine, Office of Hazardous
Substances Information.)
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Occupational Safety and Health

Improved Health Status

G.a. By 1990, workplace accident deaths for firms or R

employers with 11 or more employees should be reduced to Year deaths

less than 3,750 per year. (In 1978, there were 4,590 s o

work-related deaths for firms or employers with 11 or more 1979 4,950
1980 4,400

employees.) 1981 4,370
1982 4,090
1983 3,100
1984 3,740
1985 3,750
1986 3,610
1987 3,400
1988 3,300
1989 3,600
1990 objective 3,750
SOURCE: Data from Bureau of Labor
Statistics.

G.b. By 1990, the rate of work-related injuries should be AP

reduced to 8.3 cases per 100 full-time workers. (In 1978, Year injuries rate

there were 9.2 cases per 100 workers.) e e
1979 9.2
1980 8.5
1981 8.1
1982 7.6
1983 7.5
1984 7.8
1985 o
1986 7.7
1987 8.0
1988 8.3
1989 8.2
1990 objective 8.3
SOURCE: Data from Bureau of Labor
Statistics.

G.c. By 1990, lost workdays from injuries should be reduced

to 55 per 100 workers annually. (In 1978, 62.1 days per 100 Year Lost workdays rate

workers were lost.) e fay
1979 66.2
1980 63.7
1981 60.4
1982 57.5
1983 57.2
1984 61.8
1985 63.3
1986 63.9
1987 67.3
1988 72.5

d 1989 74.2

1990 objective 55.0

SOURCE: Data from Bureau of Labor
Statistics.
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G.d. By 1990, the incidence of compensable occupational
dermatitis should be reduced to about 60,000 cases. (In 1978,
there were approximately 65,900 cases of occupation-related
skin diseases or disorders.!)

'Data include all cases of occupation-related skin diseases or disorders,
regardless of whether compensation was involved.

G.e. By 1990, among workers newly exposed after 1985, there
should be virtually no new cases of four preventable
occupational diseases— asbestosis, byssinosis, silicosis, and
coal workers’ pneumoconiosis. (In 1979, there were an
estimated 5,000 cases of asbestosis; in 1977, an estimated
84,000 cases of byssinosis were expected in active workers; in
1979, an estimated 60,000 cases of silicosis were expected
among active workers in mining, foundries, stone, clay and
glass products, and abrasive blasting; in 1974, there were an
estimated 19,400 cases of coal workers’ pneumoconiosis.
(Baseline data on incidence unavailable.)

G.f. By 1990, the prevalence of occupational noise-induced
hearing loss should be reduced to 415,000 cases. (In 1975,
there were an estimated 462,000 cases of work-related
hearing loss.)

G.g. By 1990, occupational heavy metal poisoning (lead,
arsenic, zinc) should be virtually eliminated. (Baseline data
unavailable.)

Reduced Risk Factors

G.h. By 1985, 50 percent of all firms with more than 500
employees should have an approved plan of hazard control
for all new processes, new equipment, and new installations.
(Baseline data unavailable.)

G.i. By 1990, all firms with more than 500 employees should
have an approved plan of hazard control for all new
processes, new equipment, and new installations. (Baseline
data unavailable.)

Increased Public and Professional Awareness

G.j. By 1990, at least 25 percent of workers should be able,
prior to employment, to state the nature of their occupational
health and safety risks and their potential consequences, as
well as be informed of changes in these risks while employed.
(In 1979, an estimated 5 percent of workers were fully
informed.)
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Cases of occupation-
related skin disease

Year or disorders
1978 65,900
1979 67,900
1980 56,200
1981 51,200
1982 41,900
1983 39,500
1984 42,500
1985 41,800
1986 41,900
1987 54,200
1988 58,000
1989 62,100
1980 objective 60,000

SOURCE: Data from Bureau of Labor
Statistics.

The Bureau of Labor Statistics Supplementary

Data System reports 1,791 cases in 1988 for 14
States, based on Workers’ Compensation First

Reports.

In 1985, 40 percent of currently employed
workers perceived exposure to risk of injuries, 35
percent perceived exposure to health-endangering
work conditions, and 34 percent perceived
exposure to health-endangering substances.
(National Center for Health Statistics, National
Health Interview Survey.)
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G.k. By 1985, workers should be routinely informed of
lifestyle behaviors and health factors that interact with factors
in the work environment to increase risks of occupational
illness and injuries. (Baseline data unavailable.)

G.I. By 1985, all workers should receive routine notification
in a timely manner of all health examinations or personal
exposure measurements taken on work environments directly
related to them. (Baseline data unavailable.)

G.m. By 1990, all managers of industrial firms should be fully
informed about the importance of and methods for
controlling human exposure to the important toxic agents in
their work environments. (Baseline data unavailable.)

G.n. By 1990, at least 70 percent of primary health care
providers should routinely elicit occupational health
exposures as part of patient history and should know how to
interpret the information for patients in an understandable
manner. (Baseline data unavailable.)

G.o. By 1990, at least 70 percent of all graduate engineers
should be skilled in the design of plants and processes that
incorporate occupational safety and health control
technologies. (Baseline data unavailable.)

Improved Services and Protection

G.p. By 1990, generic standards and other forms of
technology transfer should be established, where possible, for
standardized employer attention to such major common
problems as chronic lung hazards, neurological hazards,
carcinogenic hazards, mutagenic hazards, teratogenic hazards,
and medical monitoring requirements.
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Beginning in August 1988, the National Institute
for Occupational Safety and Health worked
closely with the Occupational Safety and Health
Administration (OSHA) in updating permissible
exposure limits (PELs). On January 19, 1989,
OSHA published, in the Federal Register, an
update of the OSHA PELs. The approach was
different from the past substance by substance
approach through the new use of generic
rulemaking. The amendment made 212 PELs
more protective and set new PELs for 164
substances not previously regulated by OSHA
bringing the total to 595 PELs. A wide variety of
health effects were considered during this
rulemaking including cancer, cardiovascular,
liver and kidney damage, as well as lung
diseases, central nervous system damage,
narcosis, respiratory effects, and sensory
irritation.
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G.q. By 1990, the number of health hazard evaluations being
performed annually should increase tenfold; the number of
industrywide studies being performed annually should
increase threefold. (In 1979, the National Institute for
Occupational Safety and Health performed approximately 152
general industry health hazard evaluations.)

Improved Surveillance and Evaluation Systems

G.r. By 1985, an ongoing occupational health
hazard-illness-injury coding scheme, survey, and surveillance
capability should be developed, including identification of
workplace hazards and related health effects, including
cancer, coronary heart disease, and reproductive effects. This
system should include adequate measurements of the severity
of work-related disabling injuries.

G.s. By 1985, at least one question about lifetime work
history and known exposures to hazardous substances should
be added to all appropriate existing health data reporting
systems, for example, cancer registries, hospital discharge
abstracts, and death certificates.?

2Usual occupation has been on the Standard Death Certificate since 1939,
but this information is currently not coded by all States.

G.t. By 1985, a program should be developed to (1) follow up
individual findings from health hazard and health evaluation,
reports from unions and management, and other existing
surveillance sources of clinical and epidemiological data; and
(2) use the findings to determine the etiology, natural history,
and mechanisms of suspected occupational disease and injury.
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Health hazard evaluations?

Year Total @ Mining
1979 152 8
1980 277 15
1981 390 28
1982 464 32
1983 460 29
1984 509 20
1985 536 17
1986 544 12
1987 436 5
1988 394 14
1989 380 7
1990 396 &
1990 objective 1,500 80

3Excludes mining.

bThese numbers do not include requests for technical
assistance or information which are received from employers,
workers, or others, and for which a site visit is not required. The
NIOSH Health Hazard Evaluation and Technical Assistance
Program responds to approximately 600 such requests each
year, in addition to the numbers shown.

SQURCE: Data from National Institute for Occupational Safety
and Health.

In 1987 and 1988, the National Institute for
Occupational Safety and Health evaluated and
published strategies for surveillance and
prevention of 10 leading work-related diseases
and injuries.

This objective was not achieved by 1985.
However, inclusion of occupational information
in hospital records remains a high priority and a
number of efforts have been undertaken to
gather data on exposure to health hazards via
death certificates. The 1986 National Mortality
Followback Survey and the 1986 National
Health Interview Survey contained questions
about the subject’s longest job. (Office of
Disease Prevention and Health Promotion.)

This objective, as it relates to injuries, was
achieved in 1985. A computerized tracking
system for new information on emerging health
problems was developed by the National
Institute for Occupational Safety and Health
(NIOSH). Also in operation is a NIOSH project
on Occcupational Sentinel Health Events. In
response to the specific problem of occupational
fatalities, the Fatal Accident Circumstances and
Epidemiology (FACE) project was developed
and implemented. (Office of Disease Prevention
and Health Promotion.)
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Injury Prevention

Improved Health Status

H.a. By 1990, the motor vehicle death rate should be reduced
to no greater than 18 per 100,000 population. (In 1978, it was
23.6 per 100,000 population.)

H.b. By 1990, the motor vehicle death rate for children under
15 years of age should be reduced to no greater than 5.5 per
100,000 children. (In 1978, it was 9.0 per 100,000.)

H.c. By 1990, the home accident death rate for children
under 15 years of age should be no greater than 5.0 per
100,000 children. (In 1978, it was 6.0 per 100,000.)
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Death
Year rate
1978 23.6
1979 23.8
1980 &5
1981 224
1982 19.8
1983 19.0
1984 19.6
1985 19.2
1986 19.9
1987 19.8
1988 20.0
1989 19,2
19902 191
1990 objective 18.0

aProvisional data.

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

Death
Year rate
1978 9.0
1979 8.6
1980 8.1
1981 75
1982 7.0
1983 6.7
1984 6.6
1985 6.8
1986 6.8
1987 6.8
1988 6.9
1989 6.5
1990 objective 5.5

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

Death
Year rate
1978 6.0
1979 5.7
1980 87
1981 ---
1982 .-
1983 5.0
1984 4.9
1985 4.8
1986 5.0
1987 5.0
1988 5.0
1989 4.9
1990 objective 5.0

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.
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H.d. By 1990, the death rate from falls should be reduced to
no more than 2 per 100,000 population. (In 1978, it was 6.2
per 100,000 population.)

H.e. By 1990, the death rate from drowning should be
reduced to no more than 1.5 per 100,000 population. (In
1978, it was 2.6 per 100,000 population.)

H.f. By 1990, the number of tapwater scald injuries requiring
hospital care should be reduced to no more than 2,000 per
year. (In 1978, there were 4,000 tapwater scald injuries per
year.)

H.g. By 1990, residential fire deaths should be reduced to no
more than 4,500 per year. (In 1978, there were 5,401 deaths.)
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Death

Year rate
1978 6.2
1979 5.9
1980 5.9
1981 5.5
1982 5.2
1983 5.1

1984 5.0
1985 5.0
1986 4.7
1987 4.8
1988 4.9
1989 4.9
1990 objective 2.0

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

Death
Year rate
1978 2.6
1979 25
1980 27
1981 23
1982 2.3
1983 22
1984 19
1985 1.8
1986 2.0
1987 1.8
1988 1.7
1989 1.6
1990 objective 1.5

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

1990 estimates from the National Electronic
Injury Surveillance System indicate that about
2,940 scald injuries requiring hospital care were
related to faucet water heaters, bathtubs or
showers, sinks, faucets, or spigots.

Residential
Year fire deaths
1978 5,401
1979 5,299
1980 5,083
1981 ---
1982 ---
1983 4,512
1984 4,466
1985 4,385
1986 4,364
1987 4,274
1988 4,464
1989 ...
1990 objective 4,500

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.
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H.h. By 1990, the number of accidental deaths from firearms
should be held to no more than 1,700. (In 1978, there were
1,806.)

Reduced Risk Factors

H.i. By 1990, the proportion of automobiles containing
automatic restraint protection should be greater than 75
percent. (In 1979, the proportion was 1 percent.)

H.j. By 1990, all birthing centers, physicians, and hospitals
should ensure that at least 50 percent of newborns return
home in certified child passenger carriers. (Baseline data
unavailable.)

H.k. By 1990, at least 75 percent of residential units should
have a properly placed and functioning smoke detector. (In
1979, there were approximately 30 million systems.)

Increased Public and Professional Awareness

H.I. By 1990, the proportion of parents of children under 10
years of age who can identify appropriate measures to
address the three major risks for serious injury to their
children (motor vehicle accidents, burns, poisonings) should
be greater than 80 percent. (Baseline data unavailable.)
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Unintentional

deaths from
Year firearms @
1878 1,806
1979 2,004
1980 1,955
1981 1,871
1982 1,756
1983 1,695
1984 1,668
1985 1,649
1986 1,452
1987 1,440
1988 1,501
1989 1,489
1990 objective 1,700

agxciudes deaths with intention unknown.

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

The National Highway Traffic Safety
Administration estimates that in 1990 about 15
percent of automobiles had automatic restraint
protection.

No data on newborns are available. In 1990,
83 percent of infants were restrained in safety
seats. (National Highway Traffic Safety
Administration.)

In 1990, 76 percent of persons 18 years of age
and over reported at least one working smoke
detector in their homes. In 1985 this figure was
60 percent. (National Center for Health
Statistics, National Health Interview Survey.)

Percent of children
under 10 years of age

Measure 1985 1990
Have telephone number of a poison
control center 62 58
Have ipecac syrup 27 31
Percent of children
under 5 years of age
Measure 1985 1990
Wear seatbelts or carseats all or most
of the time 82 87
Came home from hospital in carseats
after birth 61 91

SOURCE: Data from National Center for Health Statistics,
National Health Interview Survey.
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H.m. By 1990, virtually all primary health care providers
should advise patients about the importance of safety belts
and should include instruction about use of child restraints to
prevent injuries from motor vehicle accidents as part of their
routine interaction with parents. (Baseline data unavailable.)

Improved Services and Protection

H.n. By 1990, at least 75 percent of communities with a
population over 10,000 should have the capability for
ambulance response and transport within 20 minutes of a
call. (Baseline data unavailable.)

H.o. By 1990, virtually all injured persons in need should
have access to regionalized systems of trauma centers, burn
centers, and spinal cord injury centers. (In 1979, about

25 percent of the population lived in areas served by
regionalized trauma centers.)

H.p. By 1990, at least 90 percent of the population should be
living in areas with access to regionalized or metropolitan
area poison control centers’ that provide information on the
clinical management of toxic substance exposures in the home
or work environment. (In 1979, about 30 percent of the
population lived in such areas.)

Data limited to poison control centers certified by the American
Association of Poison Control Centers.
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In 1985, 45 percent of families with children
under 5 years of age were advised by health
professionals of the importance of using
seatbelts. (National Center for Health Statistics,
National Health Interview Survey.)

The only available data are for 28 States
reporting through the Fatal Accident Reporting
System. In 1989, the average response time for
urban accidents was 5.70 minutes and for rural
accidents, 11.27 minutes. (National Highway
Traffic Safety Administration.)

According to several past presidents of the
National Association for State Emergency
Medical System Directors, a 20-minute response
time is a very modest standard and no longer
acceptable. In each State, a variety of public
and private entities, such as cities, counties, fire
departments, ambulance companies, volunteer
groups, and hospitals, provide prehospital
personnel and services. There are over 17,000
network provider organizations and one-half
million paid and volunteer emergency medical
technicians across the country. Although the
standard response times vary among States and
localities, the average response time in urban
areas is less than 6 minutes; in surburban and
small town areas, it is 610 minutes, and in
rural and frontier areas, it is 10-15 minutes.

The Office of Emergency Preparedness, Health
Resources and Services Administration, reports
that there are at least 408 trauma centers
representing all 50 States; there are 179 burn
centers in 38 States and 53 spinal cord injury
centers in 23 States.

In 1988 there were 36 regional poison control
centers certified by the American Association of
Poison Control Centers, compared with fewer
than 10 in 1980.

Percent of
Year population
1978 30
1982 40
1984 55
1988 59
1990 objective 90

SOURCE: Data from American Association of
Poison Control Centers, National Data
Coliection System.
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Improved Surveillance and Evaluation Systems

H.q. By 1990, at least 75 percent of the States should have
developed a detailed plan for the uniform reporting of
injuries. (In 1981, there were seven States with detailed plans
for the uniform reporting of injuries.)
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In 1987, 22 States had developed not only
detailed plans for the uniform reporting of
injuries, but also injury-reporting surveillance
SYStems.

Year States
1981 7
1982 9
1987 22
1990 objective 38

SOURCE: Data from Harvard University
School of Public Health, Injury Prevention
Research Center.
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Fluoridation and Dental Health

Improved Health Status

L.a. By 1990, the proportion of 9-year-old children who have
experienced dental caries in their permanent teeth should
decrease to 60 percent. (In 1971-74, 71 percent of 9-year-old
children had at least one filled, missing due to caries, or
untreated decayed tooth.)

'In 9-year-olds, the permanent first molars are generally the only
permanent teeth at significant risk of decay.

Lb. By 1990, the prevalence of gingivitis in children 6-17
years of age should decrease to 18 percent. (In 1971-74,
prevalence was about 23 percent.)

I.c. By 1990, in adults the prevalence of gingivitis and
destructive periodontal disease should decrease to 20 percent
and 21 percent, respectively. (In 1971-74, for adults 18-74
years of age, 25 percent had gingivitis and 23 percent had
destructive periodontal disease.)
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Percent of children with dental caries

Year 9 years 12 years 17 years
1979-80 49.4 73.1 89.3
1986-87 345 58.3 84.4

SOURCE: Data from Centers for Disease Control, National
Center for Preventive Services.

National data are insufficient to assess progress
on this objective as written. (Baseline data were
determined by observation only.) A 1986-87
national survey of the oral health of school
children 14-17 years of age determined the
presence or absence of gingival bleeding on
gentle probing of gums. Prevalence of gingival
bleeding was estimated to be about 58.8 percent.
(National Institute of Dental Research.)

Changing methods of measuring gingivitis
infections and the results of these infections
make it impossible to make direct comparisons
between the baseline and dara from the most
recent survey (1985-86). Results from this
survey, which used measures which detected
even early evidence of the disease, showed the
estimated prevalence of overall gingival bleeding
to be about 43.6 percent among adults.
Prevalence of periodontal pockets measuring
greater than 4 millimeters was about 14.3
percent; prevalence of pockets greater than 6
millimeters was about 1.7 percent. Although no
trend data exist, the general impression among
dental researchers is that the more serious types
of periodontal infection are not as wide spread
as previously believed (National Institute of
Dental Research.)
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Reduced Risk Factors

I.d. By 1990, no public elementary or secondary school (and
no medical facility) should offer highly cariogenic foods or
snacks in vending machines or in school breakfast or lunch
programs.

Le. By 1990, virtually all students in secondary schools and
colleges who participate in organized contact sports should
routinely wear proper mouth guards. (Baseline data
unavailable.)

Increased Public and Professional Awareness

Lf. By 1990, at least 95 percent of school children and their
parents should be able to identify the principal risk factors
related to dental diseases and be aware of the importance of
fluoridation and other measures in controlling these diseases.
(Baseline data unavailable.)

Lg. By 1990, at least 75 percent of adults should be aware of
the necessity for both thorough personal oral hygiene and
regular professional care in the prevention and control of
periodontal disease. (In 1972, only 52 percent knew of the
need for personal oral hygiene, and only 28 percent were
aware of the need for dental checkups.)
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Some recent data suggest that oral trauma
during sports is more prevalent than previously
reported and that mouth guard use could reduce
such injuries significantly. A 3-year study of
2,470 adolescent athletes, who participated in
varying forms of sports activity, found that

9 percent experienced some form of oral injury.
In 75 percent of these injuries, mouth guards
were not worn. Mandatory football and ice
hockey mouth guard rules exist through the
National High School Federation, National
Collegiate Athletic Association (which also
requires them for men’s lacrosse), and the
Amateur Hockey Association of the United
States. Mouthguards are also required in
organized amateur boxing. In 1986-87, the
proportion of cranialffacial injuries relative to all
bodily injuries sustained from seven reported
sports was 5.5-16.5 percent. (Centers for
Disease Control, National Center for Prevention
Services.)

In 1990, 69 percent of the population 18 years
of age and over said that brushing and flossing
the teeth was the one best method for preventing
tooth decay; 11 percent said that visiting the
dentist every 6 months was the one best method,
and 8 percent said that limiting surgary snacks
was the one best method for preventing tooth
decay. In 1985, 78 percent of respondents said
that fluoridated water, and 89 percent said that
fluoride toothpaste or rinse were “definitely” or
“probably” important in preventing tooth decay.
(National Center for Health Statistics, National
Health Interview Survey.)

In 1985, 88 percent of the population 18 years
of age and over thought that regular brushing
and flossing of teeth was “definitely” important
to preventing gum disease, and 82 percent
thought that seeing a dentist regularly was
definitely important. (National Center for Health
Statistics, National Health Interview Survey.)

79



Improved Services and Protection

Lh. By 1990, at least 95 percent of the population on
community water systems should be receiving the benefits of
optimally fluoridated water. (In 1975, the proportion of the
population on community water systems who were receiving
fluoridated water was 60 percent.)

Li. By 1990, at least 50 percent of school children living in
fluoride-deficient areas that do not have community water
systems should be served by an optimally fluoridated school
water supply. (In 1977, it was about 6 percent.)

Lj. By 1990, at least 65 percent of school children should be
proficient in personal oral hygiene practices and should
receive other needed preventive dental services in addition to
fluoridation. (Baseline data unavailable.)

Improved Surveillance and Evaluation Systems

Lk. By 1990, a comprehensive and integrated system should
be in place for periodic determination of the oral health
status, dental treatment needs, and utilization of dental
services (including reasons for and costs of dental visits) of
the U.S. population.

L1 By 1985, systems should be in place for determining
coverage of all major dental public health preventive
measures and activities to reduce consumption of highly
cariogenic foods.
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Percent on
fluoridated community
Year waler systems
1975 60.0
1980 59.3
1984 61.4
1985 61.3
1988 61.0
1990 objective 95.0

SOURCE: Data from Centers for Disease
Control, National Center for Prevention
Services.

Over the past several years, the number of
schools with fluoridated water systems has
declined, mainly due to their incorporation into
public water systems. (National Institute of
Dental Research.)

Two-thirds of school-age children brush their
teeth twice a day; an additional 26 percent
brush once a day. In 1986, 9 of 10 children
aged 216 years used fluoride toothpaste. About
8 percent used fluoride supplements (about

13 percent among children aged 2-8). About
13 percent reported using d fluoride mouthrinse
at home and about 10 percent reported using
one at school. (National Center for Health
Statistics, National Health Interview Survey.) Of
school children examined in 1986-87,

7.6 percent had had sealants applied. (National
Institute of Dental Research.)

Numerous oral health surveys conducted by
Federal, State, and private agencies and
organizations monitor oral health status,
treatment needs, care utilization, and costs.
Continuing efforts at the Federal level are
needed to coordinate information from these
SUTVEys.

Specific national reporting systems and surveys
provide public health programs with an
indication of the extent of preventive dental
activities. The focus on reduction of cariogenic
foods has been deemphasized because of the
complexity of issues involved and the difficulty in
quantifying the cariogenicity of foods.
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Surveillance and Control of
Infectious Diseases

Improved Health Status

J.a. By 1990, the annual estimated incidence of hepatitis B
should be reduced to 20 per 100,000 population. (In 1978, the
estimated incidence was 41 cases per 100,000 population.)

J.b. By 1990, the annual reported incidence of tuberculosis
should be reduced to 8 per 100,000 population. (In 1978, the
reported incidence was 13.1 cases per 100,000 population.)
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Hepatitis B vaccine was licensed in 1982.

Estimated
incidence of

Year hepatitis B
1978 41
1979 42
1980 50
1981 55
1982 57
1983 63
1984 67
1985 69
1986 67
1987 64
1988 56
1989 56
19902 48
1990 objective 20

8Provisional data.

SOURCE: Data from Centers for Disease
Control, National Center for Infectious
Diseases.

In 1990 about 36 percent of reported
tuberculosis cases occurred in people 55 years of
age and older; about 33 percent of total cases
were in people under age 35, and less than 9
percent occurred in people under 20 years of
age. In 1987 more than 40 percent of cases
occurred in people 55 years of age and over.

Reported incidence

Year of tuberculosis
1978 13.1
1979 12.6
1980 123
1981 11.9
1982 11.0
1983 10.2
1984 9.4
1985 9.3
1986 9.4
1987 9.3
1988 9.1
1989 9.5
1990 10.3
1990 objective 8.0

SOURCE: Data from Centers for Disease
Control, National Center for Prevention
Services.
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J.c. By 1990, the annual estimated incidence of et

pneumococcal pneurnonia should be reduced to 115 per Year pneumococcal bacteremia
100,000 population, and the estimated incidence of
pneumococcal bacteremia should be reduced to 7 per romo .
100,000. (In 1979, the incidence of pneumococcal bacteremia 1981 9
was estimated to be 9 cases per 100,000 population.)* Ihees .
1984 9
IThe incidence of pneumococcal bacteremia is used as an indicator of the ;ggg o
incidence of pneumococcal pneumonia. Therefore, the objective and 1087 aig
baseline have been revised from those previously published. 1988 19
1989 19
1990° 19
1990 objective 7

2Increased use of blood cultures beginning
in the late 1980’s increased the diagnosis of
neumococcal bacteremia.
Provisional data.

SOURCE: Data from Centers for Disease
Control, National Center for Infectious

Diseases.

J.d. By 1990, the annual reported incidence of bacterial y Reported incidence of
T . 2 ‘ear bacterial meningitis

meningitis should be reduced to 2 per 100,000 population.
(In 1979, the reported incidence was 3 cases per 100,000 979 30
population.) 1981 3.0

1982 3.0
20bjective and baseline revised from those previously published. The 1990 }ggi g'g
goal was not achieved because licensure of a vaccine to prevent 1985 30
Haemophilus influenzae type b disease in infants did not occur until the end 1986 3.0
of 1990. 1987 3.0

1988 3.0

1989 3.0

1990 3.0

1990 objective 2.0

SOURCE: Data from Centers for Disease
Control, Nationa!l Center for Infectious
Diseases.

No data exist since 1983 for the objective as

J.e. By 1990, the incidence of nosocomial infection in acute written. In 1987, 90 hospitals submitted data to
care hospitals should be reduced by 20 percent of what the Centers for Disease Conirol through a
otherwise would pertain in the absence of hospital control surveillance component system. Each
programs. (In 1976, an estimated 6 percent of hospital component is a self-contained surveillance

protocol that focuses on a particular group of
patients. These components now allow collection
of data on both infected and uninfected patients.

infections were prevented.)

J.f. By 1990, the annual estimated incidence of legionellosis
should be reduced to 17 per 100,000 population. (In 1980, it
was estimated to be 20 per 100,000 population.)?

3Objective added since publication of Objectives for the Nation. Although
data on the estimated incidence of legionellosis were previously published,
rates used in the past were crude estimates. Studies have recently begun to
determine a more accurate baseline rate.
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Percent
Year reduction
1976 6
1983 9
1990 objective 20

SOURCE: Data from Centers for Disease
Control, National Center for Infectious

Diseases.
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Improved Services and Protection

J.g. By 1990, 95 percent of licensed patient care facilities
should be applying the recommended practices for controlling
nosocomial infections. (Baseline data unavailable.)

J.h. By 1990, surveillance and control systems should be
capable of responding to and containing (1) newly recognized
diseases and unexpected epidemics of public health
significance; and (2) infections introduced from foreign
countries.

J.i. By 1990, at least 50 percent of people in populations
designated as targets by the Immunization Practices Advisory
Committee of the Public Health Service should be immunized
within 5 years of licensure of new vaccines for routine clinical
use.

4Same objective in Immunization.

Improved Surveillance and Evaluation Systems

J.j. By 1990, data-reporting systems in all States should be
able to monitor trends of common infectious agents not now
subject to traditional public health surveillance (respiratory
illnesses, gastrointestinal illnesses, otitis media).
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The Centers for Disease Control (CDC)
Division of Surveillance and Epidemiology
National Electronic Telecommunication System
for Surveillance is operational in all States to
respond to and contain newly recognized disease
and unexpected epidemics. Within the CDC
National Center for Infectious Diseases, systems
are capable of responding to infections
introduced from foreign countries. (Centers for
Disease Control, Epidemiology Program Office.)

Three recently licensed vaccines are: hepatitis B
vaccine (licensed in 1952), Haemophilus
influenzae type b polysaccharide vaccine
(HbPV, licensed in 1985), and Haemophilus
influenzae type b conjugate vaccine (HbCV,
licensed in 1987). Hepatitis B vaccine is
recommended for persons who are at risk of
contact with blood or blood products (primarily
health care and public safety workers),
homosexual men, and heterosexually active
persons with multiple partners or other sexually
transmitted diseases, household contacts of
carriers of hepatitis B surface antigen, and
users of illicit injectable drugs. Available data
suggest that coverage for at-risk groups varies
from less than 1 percent to 50 percent for
different risk groups. With the development of
the Occupational Safety and Health
Administration regulations for prevention of
blood-borne diseases in the workplace, which
mandates hepatitis B vaccine be offered to all
exposed health care and public safety workers,
the objective of at least 50 percent coverage is
likely to be met for these groups. However, it is
unlikely to be met for most of the other high risk
groups. HbCV is recommended for all children
with a 3 or 4 dose series beginning at 2 months
of age and has replaced HbPV. Evaluating
progress toward the objective for HbCV is not
possible at this time because of a lack of
national data on vaccine coverage. Such data
will be collected during the 1991 Health
Interview Survey. Nevertheless, data from
purchase of HbCV through the federal
consolidated contract suggest marked increases
in use. In 1990, 1.5 million doses were
purchased compared to 0.3 million doses in
1988. (Centers for Disease Control, National
Center for Prevention Services.)
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J.k. By 1990, the extent of epidemics of respiratory and
enteric viral illnesses should be determined within 2 weeks
after they appear, through communitywide sentinel
surveillance systems.

J.1. By 1990, all State health departments and appropriate
Federal health agencies should have a computer-based
telecommunications capacity for routine collection, analysis,
and dissemination of surveillance data; rapid communication
of messages; and epidemic aid investigations. (As of June
1983, three demonstration systems had been established.)

J.m. By 1990, laboratories throughout the country should be

linked for monitoring infectious agents and antibiotic
resistance patterns and for disseminating information.
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Respiratory and enteric viral illnesses are winter
and spring diseases of local distribution; they are
not notifiable and are generally identified
through laboratory tests rather than by
physicians. Surveillance of respiratory syncytial
viruses, parainfluenza viruses, and adenoviruses
is accomplished weekly through computerized
telephone reports (National Respiratory Virus
Surveillance System) from participating
laboratories in 12 to 48 States, varying with the
virus and the technique of detection or isolation.
Surveillance of enteric viral illnesses is less wide
spread. (Centers for Disease Control, National
Center for Infectious Diseases.)

The National Electronic Telecommunications
System for Surveillance links all 50 States, the
Virgin Islands, Puerto Rico, New York City, and
the District of Columbia with the Centers for
Disease Control. (Centers for Disease Control,
Epidemiology Program Office.)
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Smoking and Health

Reduced Risk Factors

K.a. By 1990, the proportion of adults who smoke should be
reduced to below 25 percent. (In 1979, 34 percent of the
population 18 years of age and over smoked.)

K.b. By 1990, the proportion of women who smoke during
pregnancy should be no greater than one-half the proportion
of all women who smoke. (Baseline data unavailable.)

K.c. By 1990, the proportion of children and youth 12-18
years of age who smoke should be reduced to below
6 percent. (In 1979, 11.7 percent smoked.)

K.d. By 1990, the sales-weighted average tar yield of
cigarettes should be reduced to below 10 milligrams. The
other components of cigarette smoke known to cause disease
should also be reduced proportionately. (In 1978, the
sales-weighted average yield was 16.1 milligrams.)
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Percent
Year smokers
1979 33.5
1980 33.2
1983 321
1985 30.1
1987 28.8
1990 255
1990 objective 25.0

SQURCE: Data from National Center for
Health Statistics, National Health Interview
Survey.

In 1990, approximately 26 percent of women
aged 18-44 years smoked cigarettes, compared
with 31 percent in 1985. In 1990, 24 percent of
women who had given birth in the preceding

5 years reported smoking in the 12 months
preceding the birth; 23 percent of these mothers
who smoked reported that they quit after
learning they were pregnant. Of the 32 percent
of women who in 1985 reported smoking in the
12 months preceding the birth of their child,

21 percent said they quit after learning they were
pregnant. This indirect evidence indicates that
the smoking prevalence among pregnant women
was greater than half the prevalence among
nonpregnant women in the 1980's.

Percent smokers aged —

12-17 12-13 14-15 16-17
Year years years years years
1982 15 23 10 30
1985 15 6 14 25
1988 12 3 11 20
1990 12 2 14 18
1990 obj. 6 6 6 6

4Relative standard error greater than 30 percent.

SOURCE: Data from Alcohol, Drug Abuse, and Mental Health
Administration.

Milligrams
Year of tar
1978 16.1
1979 15.1
1980 14.1
1981 13.2
1982 13.5
1983 13.4
1984 13.0
1985 13.2
1986 13.4
1987 13.3
1990 objective 10.0

SOURCE: Data from Federal Trade
Commission and the Office of Smoking and
Health.
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Increased Public and Professional Awareness

K.e. By 1990, the proportion of the adult population aware
that smoking is one of the major risk factors for heart disease
should be increased to at least 85 percent. (In 1975, the
proportion was 53 percent.)

K.f. By 1990, at least 90 percent of the adult population
should be aware that smoking is a major cause of lung
cancer, as well as multiple other cancers including laryngeal,
esophageal, and bladder cancer. (Baseline data unavailable.)

K.g. By 1990, at least 85 percent of the adult population
should be aware of the special risk of developing and
worsening chronic obstructive lung disease, including
bronchitis and emphysema, among smokers. (Baseline data
unavailable.)

K.h. By 1990, at least 85 percent of women should be aware
of the special health risks for women who smoke, including
the effect on outcomes of pregnancy and the excess risk of
cardiovascular disease with oral contraceptive use. (Baseline
data unavailable.)

K.i. By 1990, at least 65 percent of children 12 years of age
should be able to identify smoking cigarettes with increased
risk of serious disease of the heart and lungs. (Baseline data
unavailable.)
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Percent aware
Year of risk factors
1975 53
1977 68
1981 74
1985 90
1990 91
1990 objective 85

SOURCE: Data from Federal Trade
Commission; 1985 and 1990 data from
National Center for Health Statistics, National
Health Interview Survey.

Percent of adults 18 years
of age and over who state
that cigarette smoking definitely
or probably increases
the risk of getting—

Condition 1985 1990 1990 objective
Lung cancer 95 95 90
Cancer of larynx 88 90 90
Cancer of esophagus 80 86 90
Bladder cancer 36 36 90

SOURCE: Data from National Center for Health Statistics,
National Health interview Survey.

In 1990, 92 percent of adults 18 years of age
and over stated that cigarette smoking definitely
or probably increases the risk of getting
emphysema, compared with 91 percent in 1985.
In 1990 the percent of the population who said
that cigarette smoking definitely or probably
increases the risk of developing chronic
bronchitis was 89 percent, compared with

86 percent in 1985. (National Center for Health
Statistics, National Health Interview Survey.)

Percent of women 18—44 years
of age who state that
smoking during pregnancy
is a risk factor for—

Condition 1985 1990 1990 objective
Low birth weight 52 60 85
Stillbirth 30 37 85
Premature birth 38 48 85
Miscarriage 36 43 85

In 1990, 73 percent of women 1844 years of
age said that smoking while taking birth control
pills increases the risk of stroke. (National
Center for Health Statistics, National Health
Interview Survey.)
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Improved Services and Protection

K.j. By 1990, at least 35 percent of all workers should be
offered smoking cessation programs sponsored or supported
by employers-employees, either at the worksite or in the
community. (In 1979, 15 percent of U.S. business firms had
programs to encourage or assist their employees to stop
smoking.)

K.k. By 1985, tar, nicotine, and carbon monoxide yields
should be prominently displayed on each cigarette package
and on promotional material. (Tar and nicotine yields appear
in advertising as a result of a voluntary agreement between
the Federal Trade Commission and the cigarette
manufacturing industry; tar, nicotine, and carbon monoxide
levels are currently not required on packaging.)

K.I. By 1985, the present cigarette warning should be
strengthened to increase its visibility and impact and to give
the consumer additional needed information on the specific
multiple health risks of smoking. Special consideration should
be given to rotational warnings and to identification of
especially vulnerable groups.

K.m. By 1990, laws should exist in all 50 States and all
jurisdictions prohibiting smoking in enclosed public places
and establishing separate smoking areas at work and in
dining establishments. (In 1978, 31 States had some form of
smoking restriction laws.)

K.n. By 1990, major health and life insurers should offer
differential insurance premiums to smokers and nonsmokers.
(In 1979 approximately 30 major companies were offering
differential premiums.)

Improved Surveillance and Evaluation Systems

K.o. By 1985, insurance companies should have collected,
reviewed, and made public their actuarial experience on the
differential life experience and hospital utilization by specific
cause and sex of smokers and nonsmokers.

K.p. By 1990, continuing epidemiologic research should have
delineated the unanswered research questions regarding
low-yield cigarettes, and preliminary partial answers to these
questions should have been generated by research efforts.

K.q. By 1990, in addition to biomedical hazard surveillance,
continuing examination of the changing tobacco product and
the sociologic phenomena resulting from those changes
should have been accomplished.
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In 1985, approximately 36 percent of worksites
with 50 or more employees (approximately 58
percent of the U.S. workforce) offered some kind
of smoking cessation program. (Office of
Disease Prevention and Health Promotion.)

Disclosure of tar and nicotine content on
cigarette packages is often made voluntarily for
cigarettes yielding 8 milligrams or less of tar, but
rarely for higher tar brands. The level of carbon
monoxide is not disclosed on packages nor in
advertisements. (Centers for Disease Control,
Office on Smoking and Health.)

The Comprehensive Smoking Education Act of
1984 requires that the single health warning be
replaced with four rotating labels on cigarette
packages and in cigarette advertising. The
rotating warmmings do not provide consolidated
information regarding the major health effects of
smoking, nor is basic information provided on
the health effects of exposure to tobacco smoke.

By the end of 1990, 45 States and the District of
Columbia had laws restricting smoking in at
least one public place. (Centers for Disease
Control, Office on Smoking and Health.)

In 1987, smoker-nonsmoker premium
differentials were offered by about 9 in 10 life
insurance companies for individual policies and
about 1 in 7 for group policies. Only about one
in seven health insurers offered nonsmoker
discounts on individual policies; only a few
commercial health insurance carriers offered
discounts on group policies. (American Council
of Life Insurance and the National Association
of Insurance Commissioners.)

In 1983, a Society of Actuaries task force
examined the smoking-related mortality data of
life insurance companies. In 1987, the National
Association of Insurance Commissioners
compiled smoking-related health insurance
claims data.
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Alcohol and Drug Misuse

Improved Health Status

L.a. By 1990, the alcohol-related death rate from motor
vehicle accidents should be reduced to less than 9.5 per
100,000 population per year. (In 1977, there were 11.5 deaths
per 100,000 population.)

L.b. By 1990, deaths from accidents other than motor vehicle
(for example, falls, fires, drownings, skimobile, and aircraft
accidents) indirectly attributable to alcohol use should be
reduced to 5 per 100,000 population per year. (In 1975, there
were 7 per 100,000 population.)

L.c. By 1990, the cirrhosis' death rate should be reduced to
12 per 100,000 population per year. (In 1978, the rate was
13.5 per 100,000 population.)

'Effective in 1979, the cause-of-death category is “chronic liver disease and
cirrhosis.” ’
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Percent of falalities

Year Death rate alcohol related @
1977 11.6 =
1978 11.5 -
1979 11.5 -
1980 115 -
1981 10.5 = .
1982 10.8 57.3
1983 10.1 55.5
1984 10.0 53.7
1985 9.5 51.8
1986 10.0 52.2
1987 9.7 50.9
1988 9.6 50.2
1989 9.0 49.2
1990 objective 9.5 ---

aSince 1984, the Fatal Accident Reporting System of the
National Highway Traffic Safety Administration has used an
additional methodology to track alcohol-related traffic fatalities.
Data for 1982 and 1983 were calculated for comparison

purposes.

SOURCE: Data from National Highway Traffic Safety

Administration.

In 1987, there were an estimated 4.1 fatalities
indirectly attributable to alcohol use per 100,000

population.

SOURCE: National Institute on Alcohol
Abuse and Alcoholism.

Chronic liver disease and

Year cirrhosis death rate
1978 13.5
1979 18.2
1980 13.5
1981 12.8
1982 11.9
1983 11.7
1984 11.6
1985 11.2
1986 10.9
1987 10.8
1988 10.7
1989 10.8
19908 10.2
1990 objective 12,0

8provisional data.

SOQURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.
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L.d. By 1990, the incidence of infants born with fetal alcohol
syndrome should be reduced by 25 percent.? (In 1977, the
rate was 1 per 2,000 births, or approximately 1,650 cases.®)

2Same objective in Pregnancy and Infant Health.
3Baseline data are estimated; the ICD code for fetal alcohol syndrome was
introduced in 1979.

L.e. By 1990, drug-related deaths should be reduced to 2 per
100,000 population per year. (In 1978, the rate was 2.7 per
100,000 population.)*

“Drug-related mortality excludes deaths from alcohol. The definition,
however, is affected by a revision in the International Classification of
Diseases. The 1978 data are defined by categories in the Eighth Revision,
Adapted for Use in the United States. The 1979 data are defined by
categories in the Ninth Revision. The change in the death rate for these
causes between 1978 and 1979 reflects, to a degree, the change in the
classification of diseases between these two years. The baseline has also
been revised to take into account calculation results from the 1980 Census.

L.f. By 1990, adverse reactions from medical drug use
sufficiently severe to require hospital admission should be
reduced to 25 percent fewer admissions per year. (In 1979,
estimates ranged from 105,000 to 350,000 admissions per
year.)

Reduced Risk Factors

L.g. By 1990, per capita consumption of alcohol should not
exceed current levels. (In 1978, about 2.71 gallons of absolute
alcohol per capita were consumed by persons 14 years of age
and over.)
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Incidence rate of

Year Fetal Alcohol Syndrome @
1980 0.12
1981 0.12
1982 0.12
1983 0.17
1984 0.17
1985 0.19
1986 0.23
1987 0.22
1988 0.30
1989 0.32
1990 0.40
1990 objective 0.38

2Rates are per 1,000 live births and reflect
over time both improved diagnostic and
assessment techniques and increased
familiarity using the ICD code.

SOURCE: Data from National Center for
Environmental Health and Injury Contral,
Division of Birth Defects and Development

Disabilities.

Year Death rate
1978 2.7
1979 3.2
1980 3.0
1981 34
1982 3.2
1983 3.2
1984 3.3
1985 3.6
1986 4.1
1987 4.0
1988 4.4
1989 4.3
1980 objective 2.0

SOURCE: Data from National Center for
Health Statistics, Division of Vital Statistics.

Per capita
consumption

Year in gallons
1978 2.71
1979 2.75
1980 2.76
1981 2.76
1982 272
1983 2.69
1984 2.65
1985 2.62
1986 2.58
1987 2.54
1888 2.49
1990 objective 2.7

SOURCE: Data from National Institute on
Alcochol Abuse and Alcoholism,
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L.h. By 1990, the proportion of adolescents 12-17 years of
age who abstain from using alcohol or other drugs® should
not fall below 1977 levels. (In 1977, the proportion of
abstainers was 69 percent for alcohol; for other drugs, the
proportion ranged from 83 percent for marijuana to

99.9 percent for heroin.)

SA person is considered as not using alcohol or other drugs if he or she has
never used the substance or if the last use of the substance was more than
1 month prior to the survey in which the data were collected.

L.i. By 1990, the proportion of adolescents 14—17 years of
age who report acute drinking-related problems® during the
past year should be reduced to below 17 percent. (In 1978,
the estimate was 19 percent based on 1974 survey data.)

SAcute drinking-related problems have been defined as problems such as
episodes of drunkenness, driving while intoxicated, or drinking-related
problems with school authorities.

L.j. By 1990, the proportion of problem drinkers among all
adults 18 years of age and over should be reduced to
8 percent. (In 1979, it was about 10 percent.)

L.k. By 1990, the proportlon of young adults 18-25 years of
age reporting frequent use’ of drugs other than alcohol
should not exceed 1977 levels. (In 1977, it was less than

1 percent for drugs other than marijuana and 19 percent for
marijuana.)

“Frequent use of other drugs means the nonmedical use of any specific
drug on 5 days or more during the previous month.

L.I. By 1990, the propomon of adolescents 12-17 years of
age reporting frequent use® of drugs other than alcohol
should not exceed 1977 levels. (In 1977, the percentages were
less than 1 percent for drugs other than marijuana and

9 percent for marijuana.)

8Frequent use of other drugs means the nonmedical use of any specific
drug on 5 days or more during the previous month.
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Percent of abstainers in past month

Year Alcohol Marijjuana Cocaine
19778 69 83 99.2
1979 63 83 98.6
1982 74 89 98.4
1985 69 88 98.5
1988 75 94 98.9
1990 76 95 99.4
1990 objective 69 83 99.2

aln 1979, the design of the questionnaire was changed.
Consequently, 1977 data are not comparable to those of later
years.

SOURCE: Data from National Institute on Drug Abuse.

The proportion of problem drinkers remains at
about 10 percent according to 1988 estimates.
(National Institute on Alcohol Abuse and
Alcoholism.)

Percent reporting frequent use

Year Marijuana Other drugs?
1977 19 0.8
1979 22 24
1982 16 2.3
1985 11 1.8
1988 7 1.3
1990 5 0.6
1990 objective 18 0.8
aCocaine.

SOURCE: Data from National institute on Drug Abuse.

Percent reporting frequent use

Year Marijuana Other drugs®
1977 9 ®
1979 8 ®
1982 6 0.9
1985 5 1.2
1988 2 0.8
1990 1 ®
1990 objective 9 ®

aC.)uamny more than zero but less than 0.5.
bCocaine.

SOURCE: Data from National Institute on Drug Abuse.
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Increased Public and Professional Awareness

L.m. By 1990, the proportion of women of childbearing age
aware of risks associated with pregnancy and drinking, in
particular, the fetal alcohol syndrome, should be greater than
90 percent. (In 1979, it was 73 percent.)

L.n. By 1990, the proportion of adults who are aware of the
added risk of head and neck cancers for people with
excessive alcohol consumption should exceed 75 percent.
(Baseline data unavailable.)

L.o. By 1990, 80 percent of high school seniors should state
that they perceive great risk associated with frequent regular
cigarette smoking, marijuana use, barbiturate use, or alcohol
intoxication. (In 1979, 63 percent of high school seniors
perceived great risk from one or two packs of cigarettes
smoked daily, 42 percent from regular marijuana use,

72 percent from regular barbiturate use, and only 35 percent
from having five or more drinks per occasion once or twice
each weekend.)

L.p. By 1990, pharmacists filling prescriptions should
routinely counsel patients on the proper use of drugs
designated as high priority by the Food and Drug
Administration, with particular attention to prescriptions for
pediatric and geriatric patients and to the problems of
drinking alcoholic beverages while taking certain prescription
drugs. (Baseline data unavailable.)
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Percent of women 18—44 years of age
who said that heavy drinking
during pregnancy is a risk factor

1990
Condition 1985 1990 objective
Birth defects 54 64 90
Low birthweight 52 60 90
Mental retardation 52 61 90
Miscarriage 51 57 90

In 1985, 62 percent of women 18—44 years of
age had ever heard of fetal alcohol syndrome; in
1990 this increased to 71 percent. (National
Center for Health Statistics, National Health
Interview Survey.)

Percent of adults who said that
heavy alcohol use definitely or
probably Increases risk

1990
Condition 1985 1990 objective
Throat cancer 40 43 75
Cancer of mouth 32 39 75

SOURCE: Data from National Center for Health Statistics,
National Health Interview Survey.

Percent perceiving great risk with frequent use

Year Cigarettes  Marijjuana Barbiturates  Alcohol @
1979 63 42 72 35
1980 64 50 72 36
1981 63 58 70 36
1982 61 60 68 36
1983 61 63 68 39
1984 64 67 69 42
1985 67 70 68 43
1986 66 71 67 39
1987 69 74 69 42
1988 68 77 70 43
1989 67 78 71 44
1990 68 78 70 a7
1990 obj 80 80 80 80

a5 or more drinks once or twice each weekend.
SOURCE: Data from National Institute on Drug Abuse.
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Improved Services and Protection

L.q. By 1990, the proportion of major firms that provide a
substance abuse prevention and referral program should be
greater than 70 percent. (In 1976, 50 percent of a sample of
the Fortune 500 firms offered some type of employee
assistance program.)

L.r. By 1990, standard medical and pharmaceutical practice
should include drug profiles on 90 percent of adults covered
under the Medicare program and on 75 percent of other
patients with acute and chronic illnesses being cared for in all
private and organized medical settings. (Baseline data
unavailable.)

Improved Surveillance and Evaluation Systems

L.s. By 1990, a comprehensive data capability should be
established to monitor and evaluate the status and impact of
misuse of alcohol and drugs on health status, motor vehicle
accidents, accidental injuries in addition to those from motor
vehicles, interpersonal aggression and violence, sexual assault,
vandalism and property damage, pregnancy outcomes, and
emotional and physical development of infants and children.
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Percent

Year of firms
1976 50
1979 57
1988 70
1990 objective 70

SOURCE: Data from National Institute on
Alcohol Abuse and Alcoholism, and from
Association of Labor Management
Consuitants and Administrators.

Drug profiles are not yet included in standard
medical and pharmaceutical practice.
Demonstration projects involving Medicaid
reciplents and automated prospective drug
utilization review at the pharmacy are scheduled
to begin operation by January 1, 1992. (National
Council for Prescription Drug Programs.)

The National Institute on Alcohol Abuse and
Alcoholism’s Alcohol Epidemiologic Data
System (AEDS) contains 14 national survey
data sets as of 1990.
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Improved Nutrition

Improved Health Status

M.a. By 1990, the proportion of pregnant women with iron
deficiency anemia (as estimated by hemoglobin
concentrations early in pregnancy) should be reduced to

3.5 percent. (In 1971-74, the proportion of pregnant women
with low hemoglobin levels was 31.9; the proportion with low
hemoglobin levels and low transferrin saturation was 6.5.)

M.b. By 1990, growth retardation of infants and children
caused by inadequate diets should have been eliminated in
the United States as a public health problem. (In 1972-73, an
estimated 10-15 percent of infants and children among
migratory workers and certain poor rural populations suffered
growth retardation from dietary inadequacies.)

Reduced Risk Factors

M.c. By 1990, the prevalence of significant overweight

(120 percent of “desired” weight) among the U.S. adult
population should be decreased to 10 percent of men and
17 percent of women, without nutritional impairment.’ (In
1971-74, 23.7 percent of men and 26.0 percent of women
20-74 years of age were overweight.)

!Same objective in High Blood Pressure Control.

2Overweight is defined for men as body mass index (BMI) greater than or
equal to 27.8 kilograms/meter® and for women as 27.3 kilograms/meter?.
These cut points were used because they represent the sex-specific 85th
percentiles of BMI based on measured weight and height for persons 20-29
years of age in the 1976-80 National Health and Nutrition Examination
Survey. The language for this objective in terms of BMI would be: By 1990,
the prevalence of overweight (BMI of 27.8 or higher for men and 27.3 or
higher for women) among the U.S. adult population should be reduced,
without impairment of nutritional status, to approximately 18 percent of
men and 21 percent of women.

M.d. By 1990, 50 percent of the overweight population
should have adopted weight loss regimens, combining an
appropriate balance of diet and physical activity. (Baseline
data unavailable.)
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Percent of persons
18 years of age
and over who are
overweight, 19908

Race Male Female
TotalP 25.7 25.9
White 25.5 24.3
Black 31.8 40.1

@Data are calculated from self-reported height and weight in the
1990 National Health Interview Survey.
Pincludes persons of races other than white or black.

In 1990, 30 percent of women 18 years of age
and over who were overweight and 22 percent of
men who were overweight were both dieting and
exercising to lose weight. In 1985, the
corresponding percents were 27 and 21,
respectively. (Based on body mass index
calculated from self-reported height and weight
in the 1990 and 1985 National Health Interview
Surveys.)
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M.e. By 1990, the mean serum cholesterol level in the adult
population 18-74 years of age should be at or below 200
milligrams per deciliter. (In 1971-74, for adults 20-74 years
of age, the mean serum cholesterol level was 214
milligrams/deciliter for men and 217 milligrams/deciliter for
women.)?

3All values referenced to Abell-Kendall method. Abell, L. L., et al.: A
simplified method for the estimation of total cholesterol in serum and
demonstration of its specificity. J. Biol. Chem. 195:357-66, 1952.

M.f. By 1990, the mean serum cholesterol level in children
1-14 years of age should be at or below 150
milligrams/deciliter. (In 1971-74, for children 1-17 years of
age, the mean serum cholesterol level was 176
milligrams/deciliter.)

M.g. By 1990, the average daily sodium ingestion (as
measured by excretion) for adults should be reduced at least
to the 3-6-gram range.*® (Baseline data unavailable.)

4Same objective in High Blood Pressure Control.
53-6 grams of salt correspond roughly to 1.2-2.4 grams of sodium.

M.h. By 1990, the proportion of women who breast feed
their babies should be increased to 75 percent at hospital
discharge and to 35 percent at 6 months of age. (In 1978, the
proportion of infants breast fed® at 1 week was 45.1; the
proportion of infants breast fed at 6 months was 18.9.)

®Data include infants who may receive formulas in addition to breast
feeding, Excludes unwed mothers.
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Mean serum cholesterol level
for adults 20-74 years of age @

Race or ethnicity Male Female
Total 211 214
Non-Hispanic white 211 214
Non-Hispanic black 208 213
Mexican-American 207 207
Cuban 204 199
Puerto Rican 203 209

aData are age adjusted. Total and Non-Hispanic data cover
1976-80; Hispanic data cover 1982-84.

SOURCE: Data from Nationa! Center for Health Statistics,
Division of Health Examination Statistics.

Data from the first 4 years of the revised FDA
Total Diet Study (1982-86) indicate that
average sodium intakes for adults, excluding salt
added at the table, were within the Established
Safe and Adequate Daily Dietary Intake range
of 1,100-3,300 milligrams established by the
National Academy of Sciences in 1980.

Data from the 1990 National Health Interview
Survey show that of all children under the age of
5 years, 52 percent were ever breastfed.
(National Center for Health Statistics, National

Health Interview Survey.)
Percent of infants

Year 1 week 6 months
1978 45.1 18.9
1979 49.7 21.3
1980 54.0 23.2
1981 56.4 251
1982 60.5 27.1
1983 57.0 23.3
1984 58.0 23.8
1985 56.4 22.1
1986 55.4 216
1987 54.1 20.2
1988 52.7 19.5
1990 objective 75.0 35.0

SOURCE: Data from Ross Laboratories, National Mothers’
Surveys. (Copyright; used with permission.)
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Increased Public and Professional Awareness

M.i. By 1990, the proportion of the population able to
identify the principal dietary factors known or strongly
suspected to be related to disease should exceed 75 percent
for each of the following diseases: heart disease, high blood
pressure, dental caries, and cancer. (Baseline data largely
unavailable. About 12 percent of adults are aware of the
relationship between high blood pressure and sodium intake.)

M.j. By 1990, 70 percent of adults should be able to identify
the major foods that are: low in fat content, low in sodium
content, high in calories, good sources of fiber. (Baseline data
unavailable.)

M.k. By 1990, 90 percent of adults should understand that to
lose weight people must either consume foods that contain
fewer calories or increase physical activity or both. (Baseline
data unavailable.)

Improved Services and Protection

M.1. By 1990, the labels of all packaged foods should contain
useful calorie and nutrient information to enable consumers
to select diets that promote and protect good health. Similar
information should be displayed where nonpackaged foods
are obtained or purchased. (In 1978, 7.5 percent of the
national sales from FDA regulated foods bore sodium
labeling.)
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In 1988, 74 percent of the population 12 years
of age and older were aware of the relationship
between fat and heart disease; 70 percent were
aware of the relationship between cholesterol
and heart disease; 64 percent, the relationship
between sodium and hypertension; and

25 percent, the relationship between fiber and
cancer. In 1985, 88 percent identified avoiding
between-meal sweels as being important to
preventing tooth decay. (Food and Drug
Administration; National Center for Health
Statistics, National Health Interview Survey.)

In 1990, 92 percent of adults 18 years and over
reported that sodium or salt intake was strongly
or somewhat associated with hypertension;

76 percent said that alcohol was strongly or
somewhat associated with hypertension; and

83 percent said that cholesterol was strongly or
somewhat associated with hypertension.
(National Center for Health Statistics, National
Health Interview Survey.)

In 1988, less than half of the population 12
years of age and older correctly mentioned
specific foods as good sources of fiber. (Food
and Drug Administration, Health and Diet
Survey.)

In 1990, 69 percent of the population 18 years
of age and over reported “eating fewer calories”
as one of the two best ways to lose weight;

76 percent said “increasing physical activity,”
and 54 percent said both. In 1985, 73 percent
cited either “eating fewer calories” or
“increasing physical activity” as one of the two
best ways to lose weight; 55 percent cited both.
(National Center for Health Statistics, National

Health Interview Survey.)
Percent of sales dollars
for products @ with—
Sodium Nutrition
Year labeling labeling
1978 7.5 41.9
1980 13.9 44.3
1982 18.9 545
1983 30.1 56.2
1984 40.0 55.0
1986 59.0 55.0
1988 65.0 61.0
1990 objective 100.0 100.0

2Based on national sales volume of brands in a sample of
approximately 1,700 packaged-processed foods regulated by
the Food and Drug Administration and sold in grocery stores in
the United States. Excludes fresh and processed meat, bread,
fluid milk, ice cream, chip-type snacks, cookies, and carbonated
soft drinks.

SOURCE: Data from Food and Drug Administration, Division of
Consumer Studies.
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M.m. By 1990, sodium levels in processed food should be
reduced by 20 percent from present levels. (Baseline data
unavailable.)

M.n. By 1985, the proportion of employee and school
cafeteria managers who are aware of and actively promoting
U.S. Department of Agriculture and Department of Health
and Human Services dietary guidelines should be greater
than 50 percent. (Baseline data unavailable.)

M.o. By 1990, all States should include nutrition education as
part of required comprehensive school health education at
elementary and secondary levels. (In 1979, only 10 States
mandated nutrition as a core content area in school health
education.)

M.p. By 1990, virtually all routine health contacts with health
professionals should include some element of nutrition
education and nutrition counseling. (Baseline data
unavailable.)

Improved Surveillance and Evaluation Systems

M.q. Before 1990, a comprehensive national nutrition status
monitoring system should have the capability for detecting
nutritional problems in special population groups, as well as
for obtaining baseline data for decisions on national nutrition
policies.
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Among established food product lines declaring
sodium content, there has been no reduction of
sodium after the 1981 implementation of FDA's
voluntary sodium initiative. However, the greater
availability of sodium-reduced foods since 1981,
in conjunction with the mandatory addition of
sodium to the nutrition label in 1984, has
resulted in a 20 percent reduction in declared
sodium content among foods bearing sodium
labeling. (Food and Drug Administration’s Food
Label and Package Survey.)

In 1989, 19 States mandated nutrition as a core
content area in school health education.
(American School Health Association.)

Percent of adults reporting
nutrition counseling
during routine care

1990

Frequency 1985 1990 objective
Often 10 12 100
Sometimes 16 20 100

SOURCE: National Center for Health Statistics, National Health
Interview Survey.

In 1988, a governmentwide Interagency
Comymittee on Nutrition Monitoring (ICNM),
co-chaired by the Assistant Secretary for Health,
U.S. Department of Health and Human
Services, and the Assistant Secretary for Food
and Consumer Services, U.S. Department of
Agriculture, was established with oversight
responsibility for implementation of the National
Nutrition Monitoring System activities.
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Physical Fitness and Exercise

Reduced Risk Factors

N.a. By 1990, the proportion of children and adolescents
10-17 years of age participating regularly in appropriate
physical activities, particularly cardiorespiratory fitness
programs that can be carried into adulthood, should be
greater than 90 percent. (Baseline data unavailable.)

N.b. By 1990, the proportion of children and adolescents
10-17 years of age participating in daily school physical
education programs should be greater than 60 percent. (In
1974-75, the proportion was 33 percent.)

N.c. By 1990, the proportion of adults 18-64 years of age
participating regularly in vigorous physical exercise should be
greater than 60 percent. (In 1978, the proportion who
regularly exercise was estimated at more than 35 percent.)

N.d. By 1990, 50 percent of adults 65 years of age and over
should be engaging in appropriate physical activity, for
example, regular walking, swimming, or other aerobic activity.
(In 1975, about 36 percent took regular walks.)

Increased Public and Professional Awareness

N.e. By 1990, the proportion of adults who can accurately
identify the variety and duration of exercise thought to
promote cardiovascular fitness most effectively should be
greater than 70 percent. (Baseline data unavailable.)

N.f. By 1990, the proportion of primary care physicians who
include a careful exercise history as part of their initial
examination of new patients should be greater than 50
percent. (Baseline data unavailable.)

Improved Services and Protection

N.g. By 1990, the proportion of employees of companies and
institutions with more than 500 employees and offering
employer-sponsored fitness programs should be greater than
25 percent. (In 1979, about 2.5 percent of companies had
formally organized fitness programs.)
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In 1984, the National Children and Youth
Fitness Study found that about 66 percent of
children and adolescents, ages 10 to 17, report
that they participate 3 or more times per week
year-round for at least 20 minutes per session, in
activities presumed to require 60 percent or
more of maximal cardiorespiratory capacity, and
that are considered to be activities that can be
carried into adulthood. (Office of Disease
Prevention and Health Promotion.)

In 1984, the percent of children in grades 5
through 12 participating in daily school physical
education programs was estimated to be 36
percent. (National Children and Youth Fitness
Study, Office of Disease Prevention and Health
Promotion.)

In 1990, 41 percent of adults 18—64 years of age
reparted they exercised reqularly. An estimated
42 percent regularly exercised in 1985. (National
Center for Health Statistics, National Health
Interview Survey.)

In 1990, 32 percent exercised or played sports
regularly. This figure was 29 percent in 1985.
(National Center for Health Statistics, National
Health Interview Survey.)

In 1990, 5.2 percent of adults 18 years and over
reported that exercise needs to be performed
three times per week and maintained for 20
minutes each time to promote cardiovascular
fitness. In 1985, 5.1 percent of the population
knew the duration, frequency, and intensity of
exercise needed to promote cardiovascular
fitness most effectively. (National Center for
Health Statistics, National Health Interview
Survey.)

In 1985, 32.4 percent of worksites with 250-749
employees and 53.7 percent of worksites with
750 or more employees offered exercise or fitness
activities. (Office of Disease Prevention and
Health Promotion.)
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Improved Surveillance and Evaluation Systems

N.h. By 1990, a methodology for systematically assessing the
physical fitness of children should be established, with at least
70 percent of children and adolescents 10-17 years of age
participating in such an assessment.

N.i. By 1990, data should be available with which to evaluate
the short- and long-term health effects of participation in
programs of appropriate physical activity.

N.j. By 1990, data should be available to evaluate the effects
of participation in programs of physical fitness on job
performance and health care costs.

N.k. By 1990, data should be available for regular monitoring
of national trends and patterns of participation in physical
activity, including participation in public recreation programs
in community facilities.
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This objective has two targets: 1) the
development of methods to assess the fitness of
children, and 2) widespread participation by
children in the assessment. The first target has
been achieved. At least three tests of youth
physical fitness, including national norms, are
available. However, reliable estimates of the
number of children participating in such tests
are not available. (Centers for Disease Control,
National Center for Chronic Disease Prevention
and Health Promotion.)

Since this objective was formulated in 1978,
data have increased substantially regarding the
effects of physical activity on cardiovascular
disease, hypertension, osteoporosis, diabetes,
colon cancer, weight management, and
depression. Many remaining questions about the
health effects of physical activity continue to be
investigated. (Centers for Disease Control,
National Center for Chronic Disease -Prevention
and Health Promotion.)

National Resource Center on Worksite Health
Promotion files indicate that one-sixth of the
major studies on worksite health promotion
programs have specifically addressed effects of
physical fitness programs in the workplace as of
January 1992. Ac