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Introduction

The National Nutrition Monitoring and Related Research Program (NNMRRP)
is composed of interconnected Federal and State surveys, surveillance systems,
and other monitoring activities that provide information about the dietary and
nutritional status of the United States population, conditions existing in the
United States that affect the dietary and nutritional status of individuals, and
relationships between diet and heaith.

In 1990 the National Nutrition Monitoring and Related Research Act (1) was
passed. This act strengthened nutrition monitoring and required developing a
Ten-Year Comprehensive Plan for the National Nutrition Monitoring and Related
Research Program (2). The Ten-Year Comprehensive Plan, formally sent to Congress
in January 1993, serves as the comerstone for planning and coordinating nutrition
monitoring and related research activities. The primary goals of the plan are to:

e collect quality data that are continuous, coordinated, timely, and reliable;
® use comparable methods for collecting data and reporting the results;

® conduct related research; and

e cfficiently and effectively disseminate and exchange information with data users.

The Interagency Board for Nutrition Monitoring and Related Research
(IBNMRR) directed the development of the Ten-Year Comprehensive Plan and
oversees its implementation. The IBNMRR is composed of 22 Federal agencies
and co-chaired by the Assistant Secretary for Health, Department of Health and
Human Services (HHS), and the Assistant Secretary for Food and Consumer
Services, Department of Agriculture (USDA). The Board agencies and their rep-
resentatives are listed on pages iii—v.

Chartbook I: Selected Findings from the National Nutrition Monitoring
and Related Research Program was produced in response to requests from
users of nutrition monitoring data for a “user-friendly” source of data interim to
the more comprehensive scientific reports mandated by law. This is the first
chartbook prepared under the auspices of the IBNMRR.

The Chartbook contains reports from IBNMRR agencies that highlight
recent findings or trend data from some of the activities in the Nutrition Moni-
toring Program. The reports, some of which have been previously published,
provide a sampling of the variety of data available in the NNMRRP, and are not
a comprehensive review of findings or of Program activities.

The Chartbook is divided into five sections that reflect the five mea-
surement areas of the Nutrition Monitoring Program. They are nutritional status
and related health measurements; food and nutrient consumption; knowledge,
attitudes, and behavior assessments; food composition and nutrient data bases;
and food supply determinations. Certain topics may be covered in reports in
different sections of the book. For example, reports related to body mass index
are located in two sections: Nutritional Status and Related Health Measure-
ments; and Knowledge, Attitudes, and Behavior Assessments.

The table on pages xxi—xxiii summarizes the reports in the Chartbook by
type of data collection system and by selected population characteristics.
Tables containing the data points for all of the figures are located in the section
entitled Data Tables and Notes for Figures.

Many of the Chartbook reports reference the Recommended Dietary
Allowances (3), the U.S. Dietary Guidelines for Americans (4), Healthy People
2000 (5), and The Surgeon General’s Report on Nutrition and Health (6). For
simplicity, these publications are not referenced each time they appear. Instead,
the full citation for each is listed below.
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Considerations for Interpreting the Data

The National Nutrition Monitoring and Related Research Program (NNMRRP)
is composed of surveys, surveillance systems, and related research activities
that collect data from a variety of sources. The data in this Chartbook vary con-
siderably in terms of source, method of collection, definitions and reference
periods. The varied approaches to data collection provide a broad perspective
of dietary and nutritional status, but these differences must be kept in mind
when comparing findings across the Program. Similarly, the strengths and
weaknesses of the different data collection systems must be considered when
comparing data across reports. A limited number of definitions and technical
notes are included with the Chartbook reports or with the accompanying data
tables to help the reader correctly interpret the findings.

The editors have broadly categorized the surveys and related research on
which the Chartbook reports are based according to the methods of data col-
lection and the target population. The categorization is intended to provide the
reader with additional guidelines for interpreting the data. A symbol to des-
ignate each category is located in the source notes accompanying each report;
in those reports where more than one data collection system was used in the
analysis, each has been assigned a symbol. The symbols representing the data
collection categories are also reflected in the Table of Chartbook Reports on
page xxi, giving the reader some indication of the degree of comparability
across reports.

The source notes following each figure identify the organization responsible
for the primary data collection used in the reports. More comprehensive source
notes, including sponsors, collaborators, and agencies that conducted sec-
ondary data analysis, accompany the data tables at the back of the Chartbook.

The results reported in this book are primarily descriptive statistics such as
means, percents, rates, or other measurement scales. Based on the types of
data presented and the abbreviated nature of these reports, standard deviations,
standard errors of the mean, and measures of statistical significance are not
described here, but may be reported in other publications. Due to rounding,
values in the tables may not add to 100 percent or to the total, if it is reported.

A complete description of many of the surveys referenced in the Chartbook
is presented in Nutrition Monitoring in the United States: The Directory of
Federal and State Nutrition Monitoring Activities (1). The reader is also
directed to the references listed with the reports for additional information.

Reference

1. Interagency Board for Nutrition Monitoring and Related Research. Wright J, ed.
Nutrition Monitoring in the United States: The directory of Federal and State nutrition
monitoring activites. Hyattsville, Maryland: Public Health Service. 1992.
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Table of Chartbook Reports: A Classification
by Type of Data Collection System and by
Selected Population Characteristics

This table provides an overview of selected variables used to analyze the data in
the corresponding reports. In addition, listed below are the categories that were
developed to describe the different data collection systems referenced in the
Chartbook reports.

+ National Surveys
This category includes national probability sample surveys such as the
National Health and Nutrition Examination Surveys (NHANES [ and II),
the Continuing Survey of Food Intakes by Individuals (CSFIl), and the
Health and Diet Survey.

9 Population Subgroup Studies
This category includes nonnational probability sample surveys and
nonprobability studies of selected subgroups in the U.S. population, such
as the Hispanic Health and Nutrition Examination Survey (HHANES),
Indian Health Service studies, and military-based population studies.

§ State-Based Surveillance and Vital Statistics
This category includes surveillance data collected at the State level and
reported as part of State and national surveillance and vital statistics
systems. The number of States participating in these surveillance
systems varies with the system.

t Related Research
This category includes case control studies and research on food
composition and nutrient analysis.
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Table of chartbook reports: A classification by type of data collection system and by selected population characteristics

Educational  Income

Title Category(ies) Race and ethnicity' Sex? Age(s)® fevel* leveP
Body Mass Index Among Adults . . . . ........... 1.9 NHW,NHB,MA M,F 20-74 - -
Percent of Overweight Among Adults . . .. . ....... FAl NHW,NHB,MA M,F 20-74 - -
Incidence of Major Weight Gain in Adults. . . . ... ... 1 - M,F 25-74 - -
Weight Loss Practices of Overweight Adults . . . . . ... 1 - MF 18+ - -
Weight Loss Practices by Body Mass Index . . . .. ... t - M,F 18+ - -
Percent Body Fatof Male Soldlers. . . . . .. ....... 1 - M - - -
Adults Needing Lipoprotein Analysis and

intervention. . . . .......... ... ... ... ..., t.9 W,BMAPR,C - 20-74 - -
Nutrients and Cataract Prevention . . ... ......... kS - - 40-70 - -
Maternal WeightGain. . . ... ................ 1.8 w,B F - - -
Maternal Anemia During Pregnancy . . ........... § w,B F <20-49 - -
Anemia Among Low-Income Women During '

Pregnancy . ... ... ccutin § NHW,NHB,H,AlLA/PI F - - L
Alcohol Consumption Among Pregnant Women . . . .. § - F 1845 - -
BreastfeedingTrends . . . . .................. 1t w,B F - <12,12,>12 -
lowBithWeight. . . . .................. ... § AR,W,B,AI/AN <15-40+ - -
Infant Mortality Rates . . . . .................. § AR,W,AI/AN - <1 -

Growth Statusof Children . . . .. .............. § NHW,NHB,H,AlLA/PI - 2-5 -
LifeExpectancy. . . ... ... ..o § AR W,AI/AN MF N/A - -
Leading Causes of Death for American Indians and

AlaskaNatives. . . .. ... ... ... ... .. ..., § Al/AN - AA - -
Dletary Changes Overi2VYears ............... t - - AA - -
Fruit and Vegetable Consumption . . . ........... t - MF 18+ - -
Intakes of Milk and Mi(k Products . . . ........... 1 - - AA - LMH
Food Sources of Calcium Among Hispanics. . . ... .. 1 MA,PR,C - 11-74 - -
Apparent Per Capita Alcohol Consumption. . . ... ... § - - 14+ - -
Apparent Per Capita Alcohol Consumption by

State. . .. ... e e e § - - 14+ - -
Alcohol Consumption Among individuals. . ... ... .. t BW M,F - - -
Mean Food Energy Intakes . . ... ............. T - MF 1-70+ - -
Sources of Food Energy Among Hispanics . . ... ... 9 MA,PR,C M.F 20-74 - -
Percent of Food Energy From Dietary Fat . . .. ..... t - - AA - -
Fat Consumption in the Military. . . . ... ......... q - - - - -
Cholesterol Intakes Among Hispanics. . . .. ....... 9 MA,PR,C MF 0.5-74 - -
Nutrient Intakes Among Adults . . . .. ........... t - MF 20+ - -
Carotenoid Intakes Among Hispanics . . . ... ...... 1 MA,PR,C MF 0.5-74 - -
Selected MineralIntakes . . . . ................ F - M,F 0.5-65 - -
iron Intakes Among Hispanics. . . .............. 9 MA PR,C M. F 0.5-74 - -
Calclumintakes ......................... 1.9 NHW,NHB,MA,PR,C M,F 11-74 - -
Vitamin and Mineral Supplement Use Among Adultts. . . 1 - M,F 18+ - -
Vitamin and Mineral Supplement Use by the Elderly. . . 1 - M,F 60+ - -
Domestic Food Assistance Programs:

Participation and Expenditures. . . . .. ... ...... t - - N/A - -
Food Expenditures. . . .. ................... t NHW,NHB,H - AA - LH
Household Food Consumption and Expenditures . . . . 1 - - AA - Q
The Thrifty Food Plan. . . . .................. 1 N/A N/A N/A N/A N/A
Awareness of Diet-Health Relationships. . . ... ... .. 1 w,B F 18+ - -
Awareness of Specific Diet-Disease Links . .. ...... T - — 18+ <12,12,>12 -
Parceived Importance of Dietary Guidance on Fat and

Cholesterol . . . . .........c .. T - F 15-50 + - -
Use of Selected Nutrition-Related Medical Services . . . 1 - M,F AA - -
Sodium-Reducing and Cholesterol-Lowering Diets . . . . T - - 18+ - -
Nutrition and Cancer Prevention Knowledge. . . . . . .. 1 - - 18+ <12,12,>12 -
Worksite Health Promotion Activities. . . .. ...... .. 1 N/A N/A N/A N/A N/A
Perceptions of Body Welght Status . ............ t - F - - -
Percelved Control Over Body Weight . . . ... ... ... 1 w,B F - - -
Body Mass Index and Leisure Time Activities . . . . . . . 1 - F 20-49 - -
Leisure Time Activities and Selected Behaviors . . . . . . t -~ F 2049 - -
Evaluation of Food Label Formats . . ... ......... % N/A N/A N/A N/A N/A
Nutrition Labeling and Food Composition . ... ..... b4 N/A N/A N/A N/A N/A
Carbohydrate Contentof Foods . . . ............ k4 N/A N/A N/A N/A N/A
Fiber Contentof Foods. . . . .. .. ............. ¥ N/A N/A N/A N/A N/A
Vitamin C Contentof Foods . . . . . ............. S N/A N/A N/A N/A N/A

xxii
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Table of chartbook reports: A classification by type of data collection system and by selected population characteristics — Con.

Educational  Income

Title Category(ies) Race and ethnicity' Sex? Age(s)® level* level®
Selenium Contentof Foods . . . ............... ¥ N/A N/A N/A N/A N/A
Carotenold Contentof Foods . . .. ............. k4 N/A N/A N/A N/A N/A
Per Capita Food Supply Trends . .............. t - - AA - -

Per Capita Use of Selected Foods and Sweeteners . . . t - - AA - -

Per Capita Use of Meats, Poulitry, Fish, and Eggs . . . . t - - AA - -

Per Capita Calcium inthe Food Supply. . . . . ... ... [ 4 - - AA - -
Sources of Calcium in the Food Supply. . . ... ... .. E N/A N/A N/A N/A N/A

NOTE: Dash denotes not specified; data may have been collected for this population characteristic but were not reported here. N/A denotes not applicable.
'Race/ethnicity: AR = all races
A/AN = American Indlan or Alaska Native
A/PI = Asian or Pacific islander
C = Cuban
H = Hispanic
MA = Mexican American
NHB = Non-Hispanic Black
NHW = Non-Hispanic White -
PR = Puerto Rican
2Sex: M = Male
F = Female
3age (in years): AA = all ages
“Educational level: <12 = less than 12 years of education
12 = 12 years of education (high school equivalency)
>12 = more than 12 years of education
Sincome level: L= low
M = medium
H = high
Q = reported as income quintiles.
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Section 1.

Nutritional Status and Related Health
Measurements
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Nutrition-Related Health Issues




Body Mass Index Among Adults
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Figure 1. Median body mass index for males 20-74 years of age, by age, race, and
ethnicity, 1976—80 and 1982-84

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Health
Examination Statistics, National Health and Nutrition Examination Survey Il, 1976-80 1, and Hispanic Health
and Nutrition Examination Survey, 1982-84 1.
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Figure 2. Median body mass index for females 20—74 years of age, by age, race, and
ethnicity, 1976-80 and 1982-84
SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Health

Examination Statistics, National Health and Nutrition Examination Survey II, 1976-80 t, and Hispanic Health
and Nutrition Examination Survey, 198284 1.

he body mass index (BMI),

measured in kilograms per
meter?, is an index used to relate
weight to stature. It is often referred to
as an obesity index, although
technically it is not a measure of total
body adiposity. In 1985 the
Consensus Development Conference
Panel on the Health Implications of
Obesity, sponsored by the National
Institutes of Health, concluded that a
BMI greater than 27.8 for males or
27.3 for females represents a weight
status 20 percent or more above
desirable (1).

e Data from the 1976-80 National
Health and MNutrition Examination
Survey (NHANES Il) showed that
approximately 34 million
Americans had a BMI above the
panel's cut-offs for desirable weight
status.

® Comparisons of BMI were made
for non-Hispanic white,
non-Hispanic black, and
Mexican-American males and
females using data from the
1982-84 Hispanic Health and
Nutrition Examination Survey and
NHANES L.

® Figure 1 shows that the median
BMI for males continued to
increase approximately until
mid-adulthood and gradually
decreased in later ages.

® For females, the BMI continued to
rise into later adult years for all
three racial and ethnic groups
(figure 2). The values for the
non-Hispanic black and
Mexican-American women tended
to change similarly, although at a
higher level, when compared with
the median BMI for non-Hispanic
white females (2).

See data tables for detailed notes.

References

1. National Institutes of Health Consensus
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Percent of Overweight Among Adults
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Figure 3. Percent of overweight males 20-74 years of age, by age, race, and ethnicity,

1976-80 and 1982-84

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Health
Examination Statistics, National Health and Nutrition Examination Survey IlI, 1976-80 1, and Hispanic Health

and Nutrition Examination Survey, 1982-84 1.
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Figure 4. Percent of overweight females 20-74 years of age, by age, race, and ethnicity,

1976-80 and 1982-84

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Health
Examination Statistics, National Health and Nutrition Examination Survey Il, 1976-80 t, and Hispanic Health

and Nutrition Examination Survey, 1982-84 1.
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verweight is a condition of major
O public health concern in the
United States. According to The
Surgeon General's Report on
Nutrition and Health, overweight is a
risk factor for diabetes mellitus,
hypertension and stroke, coronary
heart disease, some types of cancer,
and gallbladder disease. Overweight
occurs across all subgroups of the
population, but is particularly
prevalent in the predominant ethnic
minorities.

® Comparisons of overweight (based
on body mass index, an index that
relates weight to stature), were
made for non-Hispanic white,
non-Hispanic black, and
Mexican-American males and
females using data from the
1982-84 Hispanic Health and
Nutrition Examination Survey and
the 1976-80 National Health and
Nutrition Examination Survey.

® Among males, the percent of
overweight appeared to peak in the
age group of 45-54 years of age
(figure 3). The percent of
overweight was generally higher
among Mexican-American males
than among non-Hispanic white
males.

® The percent of overweight was
highest in non-Hispanic black
females 50-69 years of age
(figure 4). Overweight was more
predominant in Mexican-American
females than in non-Hispanic white
females (1,2).

See data tables for detailed notes.
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Incidence of Major Weight Gam in Adults
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Figure 5. Ten-year incidence of major weight gain among adults 25-74 years of age,
1971-75 and 1982-84

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Health
Examination Statistics, National Health and Nutrition Examination Survey (NHANES 1), 1971-75 t, and Office
of Analysis and Epidemiology, NHANES | Epidemiologic Followup Study, 1982-84 1.

T o estimate the 10-year incidence
of major weight gain in U.S.
adults, 3,727 males and 6,135
females were weighed an average of
10 years apart. Pregnant women were
excluded from the analysis. A major
weight gain was defined as an
increase in body mass index (BM[) of
5 or more kilograms per meter?. For
an adult of average height this
increase is equivalent to a weight gain
of approximately 30 or more pounds.

® The incidence of major weight gain
was highest for both men and
women in the youngest age group
(25-34 years of age) (figure 5).
Among adults 25-34 years of age,
4 percent of men and 8 percent of
women experienced a major
weight gain. The risk of major
weight gain decreased with
increasing age; less than 1 percent
of adults 65-74 years of age
exhibited a major weight gain.

® For all age groups, the risk of a
major weight gain over the 10-year
period was approximately twice as
high for women as for men (1).

Reference

1. Williamson DF, Kahn HS, Remington
PL, et al. The 10-year incidence of
overweight and major weight gain in
U.S. adults. Arch Intern Med
150(3):665-72. 1990.



Weight Loss Practices of Overwelght Adults
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Figure 6. Percent of overweight adults who are trying to lose weight, according to method

of weight loss and sex, 1990

SOQURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Health
Interview Statistics, National Health Interview Survey 1.

ccording to The Surgeon

General’s Report on Nutrition
and Health, overweight is a risk factor
for diabetes mellitus, hypertension
and stroke, coronary heart disease,
some types of cancer, and gallbladder
disease. It also may be a factor in
osteoarthritis of the weight-bearing
joints. About one-quarter of American
adults, both male and female, are
overweight.

The data presented here were
derived from self-reported weight and
height among persons 18 years of
age and over in the 1990 National
Health Interview Survey. Overweight
was based on body mass index, an
index that relates weight to stature.
Because self-reported weight and
height were used to determine
overweight, some men and women
were likely to be incorrectly
categorized due to reporting
EITOorS.

® Although the percent of men and
women who were overweight was
about the same (approximately
26 percent), slightly more than half
of these men and women reported
trying to lose weight in 1990
(figure 6).

® Among overweight men and
women trying to lose weight by
diet only, exercise only , or both
diet and exercise, over half of them
used both diet and exercise. More
women than men used diet only to
lose weight, while more men than
women used exercise only.

See data tables for detailed notes.



Weight Loss Practices by Body Mass lndex
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Figure 7. Percent of specific weight loss practices of adult males, by body mass index,

1991

SOURCE: Food and Drug Administration, Consumer Studies Branch, Weight Loss Practices Survey t.
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Figure 8. Percent of specific weight loss practices of adult females, by body mass Index,

1991

SOURCE: Food and Drug Administration, Consumer Studies Branch, Weight Loss Practices Survey T.

Body mass index:

Less than 26 kilograms per meter®
= 26 to less than 30 kilograms per meter®
mm 30 or more kilograms per meter®

i
i

i

H
i

40 60 80
Percent

Body mass index:
Less than 26 kilograms per meter2

m= 26 to less than 30 kilograms per meter?

mm 30 or more kilograms per meter2

40 60 80
Percent

T he 1991 Weight Loss Practices
Survey collected data on weight
loss practices from a sample of adults
18 years of age and over who
reported they were trying to lose
weight at the time of the survey. This
telephone survey included an
extensive inventory of possible
practices that could be part of a
voluntary weight loss plan. For the
survey, weight loss practices were
assigned to the following categories:
questionable, which included fasting,
taking laxatives, using devices such as
body wraps, vomiting, and surgery;
meal replacements, consisting of
meal-replacement products; diet
supplements, which consisted of any
other diet supplements; and
over-the-counter products, which
included appetite suppressants and
diuretics. The various weight loss
practices were examined as a function
of body mass index (BMI) (kilograms
per meter®) and gender.

® The most common weight loss
practices for both males and
females were dieting and exercise
(figures 7 and 8). Exercise declined
with increasing BMI for females,
but not for males.

® Among men and women, taking
vitamins was the next most
common practice, and it did not
vary with BMI.

® For both men and women,
participating in organized
programs and using diet
supplements tended to increase
with increasing BMI. In addition,
using over-the-counter products
and engaging in questionable
practices tended to increase as
BMI increased among females (1).

See data tables for detailed notes.
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Percent Body Fat of Male Soldiers
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Figure 9. Percent body fat of male soldiers for selected years, 1864—1984

SOURCE: U.S. Department of Defense, U.S. Army Research Institute of Environmental
Medicine, Military Nutrition Division 1.
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ody fat standards are part of the

Army's emphasis on fitness, and
contribute to a reduced incidence of
obesity in the armed forces.
According to The Surgeon General's
Report on Nutrition and Health,
obesity is a risk factor for heart
disease, diabetes, hypertension, and
some types of cancer. Healthy People
2000 objectives include reducing the
prevalence of obesity.

® Anthropometric statistical reports
of male soldiers from 1864, 1919,
and 1946 were reviewed to obtain
height, weight, age, and girth
(neck, chest, and waist) measures
(1). These measures were used to
calculate estimates of relative
percent body fat using the Army
circumference method (2). Body
fat estimates derived using the
Army circumference method were
also obtained from data from a
1984 U.S. Army Research Institute
of Environmental Medicine body
composition study.

® Percent body fat of young male
soldiers rermained within a narrow
range (14—17 percent) over the
time period covered (figure 9).
Current Army standards encourage
all males to have a percent body
fat of no more than 20 percent.
The Army’s body fat standards also
provide upper limits: the upper
limit for male soldiers 21-27 years
of age is 22 percent body fat; for
soldiers 28-39 years of age it is
24 percent body fat; and for
soldiers 40 years of age and over it
is 26 percent body fat.

See data tables for detailed notes.
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Adults Needing Lipoprotein Analysis and
Intervention
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Figure 10. Percent of adults 20-74 years of age needing lipoprotein analysis, by race and
ethnicity, 1976-80 and 1982-84
SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Health

Examination Statistics, National Health and Nutrition Examination Survey Il, 1976-80 t, and Hispanic Health
and Nutrition Examination Survey, 198284 1.
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Figure 11. Percent of adults 20-74 years of age needing lipoprotein analysis who would
be candidates for intervention, by race and ethnicity, 197680 and 1982-84
SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Health

Examination Statistics, National Health and Nutrition Examination Survey Il, 1976-80 1, and Hispanic Health
and Nutrition Examination Survey, 198284 1.

he National Cholesterol Education
Program’s 1987

Guidelines for Detection, Evaluation,
and Treatment of High Blood
Cholesterol in Adults were applied to
data from the 1976-80 MNational
Health and Nutrition Examination
Survey (NHANES Il) and the 1982-84
Hispanic Health and Nutrition
Examination Survey (HHANES) to
estimate the proportion of adults
needing lipoprotein analysis and
treatment (1).

e About 40 percent of white and

black persons from NHANES I
and approximately one-third of
Mexican Americans, Puerto Ricans,
and Cubans from HHANES had
high serum cholesterol values or
had borderline-high values plus
coronary heart disease (CHD) or
two other CHD risk factors and
needed lipoprotein analysis

(figure 10).

Among those needing lipoprotein
analysis, nearly 90 percent of both
white and black persons and nearly
80 percent of Mexican Americans
had high-risk low-density
lipoprotein cholesterol (LDL-C)
values or borderline-high-

risk LDL-C values plus CHD or two
other CHD risk factors (figure 11),
and were candidates for medical
advice and intervention.

Overall, 37 percent of white persons,
35 percent of black persons, and

23 percent of Mexican Americans
2074 years of age needed medical
advice and intervention for high blood
cholesteral (2,3).

See data tables for detailed notes.
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Nutrients and Cataract Prevention
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Figure 12. Plasma nutrient levels and risk of developing senile cataracts

SOURCE: U.S. Department of Agriculture, Agricultural Research Service, Human Nutrition Research Center
on Aging at Tufts University, Brigham and Women's Hospital, and the Center for Clinical Cataract Research 1.
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Figure 13. Low fruit and vegetable intake and risk of developing senile cataracts

SOURCE: U.S. Department of Agriculture, Agricultural Research Service, Human Nutrition Research Center
on Aging at Tufts University, Brigham and Women'’s Hospital, and the Center for Clinical Cataract Research 1.
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case-control study conducted
between 1981 and 1985

examined the relationship between
antioxidant nutrient status and risk of
developing senile cataracts. Relative
risks of cataracts were estimated by
odds ratios after adjusting for age,
gender, race, and diabetes.

Odds ratios were estimated for
people with low and moderate
nutrient status compared with
those with high nutrient status
(figure 12). People with low and
moderate plasma vitamin C levels
had an increased risk of cataracts
compared with people with high
plasma vitamin C levels. People
with low plasma carotenoid levels
were more likely to have cataracts
compared with people with high
plasma carotenoid levels.

Odds ratios were calculated for
fruit or vegetable intakes below a
cut-off for low intake compared
with those above the cut-off
(figure 13). There was an increased
risk of cataracts for persons who
consumed an average of less than
one and one-half servings of fruits,
less than two servings of
vegetables, or less than three and
one-half servings of fruits and
vegetables per day (1).

See data tables for detailed notes.
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Maternal weight Gain I n 1990, in recognition of the

_ importance of an adequate weight
EEEEEEEEE Y

gain for a favorable birth outcome, the
Institute of Medicine recommended
liberalizing guidelines for maternal
Percent of mothers weight gain during pregnancy to 25 to

o 35 pounds for women of normal
prepregnancy body mass index (BMI)
40 (1). Medical guidelines before 1990
recommended a weight gain during
pregnancy of 22 to 27 pounds
30 regardless of BMI (1).
® [n the 1988 National Maternal and
Infant Health Survey, the medical
20 L . . i
advice on weight gain that married
white women reported receiving
10 during pregnancy improved
compared with the advice married
white women reported receiving in
0 the 1980 National Natality Survey.
<22 22-27 28-34 35 or more <22 22-27 28-34 35 or more Married black women were near]y
White Black three times as likely in 1988 as
Fos married white women to report
Figure 14. Weight gain advice for married mothers, by race, 1980 and 1988 being advised to gain less than the
SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Vital minimum guideline (figure 14) (2).
Statistics, National Natality Survey 1, and National Maternal and Infant Health Survey t. ® Data on actual weight gain taken

from 1989 U.S. certificates of live
birth show that more black mothers
than white mothers with gestations of

Percent of births 40 weeks or longer gained 20 pounds
D5 prm—————— L L e e e R B L e el e ek s

Bl White | white mothers gained 26 to 35
20 || H Black B S e el pounds (figure 15) (3).

See data tables for detailed notes.
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Maternal Anemia During Pregnancy
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Figure 16. Anemia rates during pregnancy per 1,000 live births, by maternal age and race,

1989

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

Statistics, National Vital Statistics System §.
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Figure 17. Percent of live births that were low birth weight for women with or without

anemia, by maternal age and race, 1989

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

Statistics, National Vital Statistics System §.
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l n 1989, 47 States and the District
of Columbia reported the
occurrence of selected medical risk
factors in pregnancy on their
certificates of live birth. Of these
factors, anemia had the third highest
rate in 1989, 19 per 1,000 live births.

The most common cause of
anemia in pregnant women is iron
deficiency. Although a relationship
between iron deficiency during
pregnancy and the likelihood that the
infant will also be iron deficient has
not been established, some research
suggests a link to the risk of low birth
weight [less than 2,500 grams (5.5
pounds)] (1).

® [n 1989 the overall anemia rate
during pregnancy was 36 per
1,000 live births for black women
and 15 for white women. Anemia
rates were highest for both white
and black women under 20 years
of age (figure 16). The lowest rate
for black women was among those
40-49 years of age, while for white
women it was among those 30-34
years of age. Anemia rates
decreased with age among black
women, whereas for white women
the rates decreased up to 30-34
years of age and then increased
slightly with age.

® Distinct differences can be seen for
all ages and for both black and
white women when comparing the
percent of live births that were low
birth weight for women diagnosed
with or without anemia during
pregnancy (figure 17). The percent
of live births that were low birth
weight for white women diagnosed
with anemia during pregnancy was
9 percent, compared with
6 percent for those without
anemia; for black women it was
16 percent compared with
13 percent.

See data tables for detailed notes.
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Anemia Among Low-Income Women
During Pregnancy
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Figure 18. Percent of low-income women in the second and third trimesters of pregnancy
with anemia, by race and ethnicity, 1990

SOURCE: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and
Health Promotion, Division of Nutrition, Pregnancy Nutrition Surveillance System §.

E vidence indicates that iron

L deficiency is associated with
greater risk for adverse pregnancy
outcomes, including preterm births
(1). Using data from the 1990
Pregnancy Nutrition Surveillance
System (PNSS), the prevalence of
anemia for low-income pregnant
women was determined by trimester.
Anemia during pregnancy was based
on low hemoglobin or hematocrit
values, using the Centers for Disease
Control’s cut-offs for anemia, which
are month-specific and trimester-
specific (2).

® The PNSS data showed a high
prevalence of anemia among low-
income pregnant women,
particularly during the second and
third trimesters of pregnancy
(figure 18).

® The high prevalence of anemia
during the third trimester reflects
the progressive decline in iron
nutrition status throughout the
pregnancy of low-income women
(3)

® The prevalence of anemia was
significantly higher for
non-Hispanic black women than
for women in the other racial and
ethnic groups examined (4).

See data tables for detailed notes.
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Alcohol Consumption Among
Pregnant Women
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Figure 19. Alcohol consumption in the past month among pregnant women 18-45 years of
age, by year of interview, 198588

SOURCE: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and
Health Promotion, Office of Surveillance and Analysis, Behavioral Risk Factor Surveillance System §.
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B ecause alcohol use during
pregnancy can be harmful to the
fetus, the Dietary Guidelines for
Americans and the Surgeon General
of the United States recommend that
women who are pregnant or
considering pregnancy abstain from
using any alcoholic beverages (1). The
Healthy People 2000 objectives set a
goal to “increase abstinence from
alcohol. . .by pregnant women by at
least 20 percent.”

Trends in alcohol consumption
among pregnant women were
examined using data collected from
21 States participating in the
Behavioral Risk Factor Surveillance
System for 4 consecutive years
(1985-88) (2).

® Overall, 25 percent of pregnant
women and 55 percent of
nonpregnant women 18-45 years
of age reported using alcohol in
the previous month.
Pregnant women who used alcohol
reported consuming a median of
four drinks per month;
nonpregnant women who used
alcohol reported nine drinks per
month.

® The percent of pregnant women
consuming alcohol declined
steadily between 1985 and 1988
(figure 19), but the median number
of drinks per month did not
change for pregnant women who
drank. No decline was observed
among less-educated women or
those under age 25.

® In 1988 alcohol use among
pregnant women remained highest
among smokers (37 percent) and
among unmarried women
(28 percent).
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Breastfeeding Trends
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Figure 20. Percent of babies breastfed at all, by year of birth and race of mother, 1970-87

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,
Division of Vital Statistics, National Survey of Family Growth, 1973, 1976, 1982, and 1988 t.
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Figure 21. Percent of babies breastfed at all, by year of birth and educational level of
mother, 1970-87

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics,
Division of Vital Statistics, National Survey of Family Growth, 1973, 1976, 1982, and 1988 t.

reastfeeding is the optimal

method of infant feeding for
most infants as reported in The
Surgeon General’s Report on
Nutrition and Health. A mother's
breastmilk gives the infant some
immunity against infections, helps

protect the infant from iron deficiency,

is inexpensive, and rarely causes
allergic reactions in the infant.

® Between 1970-71 and 1986-87

the proportion of infants who were
breastfed more than doubled,
peaking at 57 percent in 1982-83
(figure 20).

Breastfeeding increased during this
time among both black and white
mothers, but the increase was
larger for white mothers. In
1970-71 white infants were twice
as likely to be breastfed at all, and
by 1986-87 white infants were
nearly three times as likely to be
breastfed as were black infants.
The trend was similar among
women with varying levels of
education, but breastfeeding
increased the most among
mothers with the highest
educational levels (figure 21). By
1986-87, 73 percent of infants
born to mothers with more than
12 years of education were
breastfed compared with

49 percent of infants born to
mothers with 12 years of
education, and 31 percent of
mothers with less than 12 years of
education.

Trends in longer breastfeeding
duration (defined as breastfeeding
of 3 months or longer) have
paralleled overall breastfeeding
patterns. Between 1970-71 and
1986-87 the percent of infants
that were breastfed 3 months or
more nearly tripled, with a peak of
38 percent in 1982-83. In
1986-87 the proportions of infants
breastfed at least 3 months were
greatest for white mothers and for
mothers with more than 12 years
of education.
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Low Birth Weight
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Figure 22. Low birth weight as a percent of total live births, by age of mother and race of

infant, 1986-88

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

Statistics, National Vital Registration System §.
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Figure 23. Low birth weight as a percent of total live births of 40 weeks gestation or
longer, by maternal weight gain and race of mother, 1989

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

Statistics, National Vital Registration System §.
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ow birth weight is defined as a

birth weight under 2,500 grams
(5.5 pounds). Low-birth-weight infants
are known to be at increased risk of
infant mortality and morbidity.
Maternal weight gain and length of
gestation are positively associated with
birth weight (1). The Healthy People
2000 objectives target a low birth
weight rate of no more than
5 percent.

® [n 1986-88, 6 percent of reported
live births among American Indians
and Alaska Natives were low birth
weight compared with 13 percent
for the black population and
6 percent for the white population
in 1987.

® For all age catergories black
mothers had a higher percentage
of low-birth-weight babies than
white mothers or American Indian
and Alaska Native mothers
(figure 22) (2,3).

® Data for white and black mothers
from 1989 show that with
increasing maternal weight gain
the proportion of babies with
gestations of 40 weeks or longer
who had a low birth weight
declined; conversely, the
proportion weighing 3,500 grams
(7.7 pounds) or more increased
(figure 23) (4). There was a more
dramatic decrease in the
proportion of black infants who
were low birth weight than in white
infants.

See data tables for detailed notes.
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Infant Mortality Rates
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Figure 24. Infant mortality rates, by race, 1955 and 1973-87

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

Vital Statistics, National Vital Registration System §.

ince 1955 the U.S. Public Health

Service, through its Indian Health
Service (IHS) component, has had the
responsibility to provide
comprehensive health services to
American Indian and Alaska Native
populations in order to elevate their

- health status to the highest possible

level. Infant mortality rates for
American Indians and Alaska Natives
have improved significantly since the
establishment of the IHS. The
Healthy People 2000 objectives target
an infant mortality rate for American
Indians and Alaska Natives of no more
than 8.5 per 1,000 live births.

® Reservation State data on infant
mortality rates are shown for 1955,
the year in which the IHS was
established. Data for the specific
counties in [HS service areas first
became available in 1972.
Although data for these two
geographic boundary systems are
not directly comparable, they show
infant mortality trends since the
IHS was established.

® The infant mortality rate for
American Indians and Alaska
Natives dropped from 63 infant
deaths per 1,000 live births in
1955 to 11 in 1987-88, a
decrease of 83 percent (figure 24).
Infant mortality rates for all races
and for whites in 1987 were 10
and 9, respectively (1,2).

See data tables for detailed notes.
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Growth Status of Children
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Figure 25. Percent of children 2-5 years of age with height-for-age less than the 5th
percentile, by race and ethnicity, 1980-91

SOURCE: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and
Health Promotion, Division of Nutrition, Pediatric Nutrition Surveillance System §.
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sing growth data collected from

1980 to 1991 from 12 States
that consistently participated in the
Pediatric Nutrition Surveillance
System, the nutritional status of
low-income high-risk children was
determined. Height and weight status
were assessed to compare the extent
of stunted growth (height-for-age less
than the 5th percentile) and
underweight (weight-for-age less than
the 5th percentile) of Asian children,
predominately Southeast Asian
refugees, with that of other racial and
ethnic groups.

® During this 12-year period,
nutritional status improved
markedly among low-income Asian
children, and the percent of low
height-for-age and low weight-
for-age decreased by more than
half. Figure 25 illustrates the
declining prevalence of short
stature for low-income Asian
children 2-5 years of age. During
the same time growth status
remained stable for low-income
non-Hispanic white, non-Hispanic
black, and Hispanic children. By
1990 the growth status of
low-income Asian children was
near that of children in other racial
and ethnic groups (1).

See data tables for detailed notes.
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Life Expectancy I n this century there has been a

remarkable increase in the average

life span in the United States (1). Life
expectancy at birth for American
Indians and Alaska Natives has

Years of life remaining .imp d ovjilihe pjllfive decades,
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In 1986-88 life expectancy at birth

for American Indian and Alaska

Native males was 4 and 5 years

less, respectively, than that for all-
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1972-74 1979-81 1986-88 race males and white males in
Year of birth 1987 (figure 26) (2,3).
Figure 26. Life expectancy at birth for males, by race, 1972—74, 1979-81, and 1986-88 ® [n 1986-88 life expectancy at birth
SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of for American Indian and Alaska
Vital Statistics, National Vital Registration System §. Native females was 2 and 3 years

less, respectively, than that for all-
race females and white females in
1987 (figure 27).
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See data tables for detailed notes.
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