r

HEALTHY
PEOPLE

200

-

A W

HEALTRY PEDPLE 2010

FINAL REVIEW

N

ySEKVICE&Q%
f US. DEPARTMENT OF HEALTH AND H ERVICES
§ C Centers for Disease Control and Preventi
s, National Center for Health Statistics



Copyright Information

Permission has been obtained from the copyright

holders to reproduce certain quoted material in this
report. Further reproduction of this material is prohibited
without specific permission of the copyright holder. All
other material contained in this report is in the public
domain and may be used and reprinted without special
permission; citation as to source, however, is appreciated.

Suggested Citation

National Center for Health Statistics.
Healthy People 2010 Final Review.
Hyattsville, MD. 2012.

Library of Congress Cataloging-in-Publication Data

Healthy People 2010 Final Review.
p-; cm. — (DHHS publication ; no. (PHS)2012-1038)
Healthy People Two Thousand Ten
“December 2012.”
Includes bibliographical references and index.
ISBN 0-8406-0654-0 (alk. paper)
I. National Center for Health Statistics (U.S.)
II. Title: Healthy People Two Thousand Ten. III. Series:
DHHS publication ; no. (PHS)2012-1038. 0276-4733
[DNLM: 1. Healthy People 2010 (Group). 2. Healthy People
Programs—United States. 3. Health Planning—United
States. 4. Preventive Medicine—United States.
5. Program Evaluation—United States. 6. Public Health—
United States. WA 525]
362.10973—dc23
2012026102

PHS Publication No. 2012-1038
For sale by Superintendent of Documents
U.S. Government Printing Office Washington, DC 20402



r

HEALIHY
PEOPLE

200

FINAL REVIEW

SEsaaaa



U.S. Department of Health and Human Services

Kathleen Sebelius
Secretary

Centers for Disease Control and Prevention

Thomas R. Frieden, M.D., M.P.H.
Director

National Center for Health Statistics

Edward J. Sondik, Ph.D.
Director



Foreword

In the third decade of the Healthy People initiative,
Healthy People 2010 continued to provide a framework
to improve the nation’s health by identifying overarching
goals and objectives around which the public, private
organizations, and citizens alike could unite. Like its
predecessors, the Healthy People 2010 framework was
structured for planning and action and to set priorities for
policies and programs. Healthy People 2010 also advanced
the methodology by which progress toward the objectives
and the reduction of disparities would be measured for
a better understanding of what has been achieved and
where more attention and effort must be directed.

The Healthy People 2010 Final Review provides analyzed
data on 733 objectives—the total number of objectives
with tracking data. The report shows that 23% of these
objectives were met and another 48% were moving
toward the Healthy People 2010 targets. In each of the
Focus Areas, there were some objectives that moved
toward, met, or exceeded their 2010 targets. For eight
Focus Areas, more than 75% of the objectives with
tracking data moved toward or achieved their targets.
Further, there was substantial progress in the Heart
Disease and Stroke Focus Area, for example, where
the target of reducing cholesterol levels was met
and progress continued on reducing smoking levels.
I believe these results are reflected in the reduction in
deaths from heart disease and stroke, the first and third
leading causes of death in the United States.

Progress in meeting other objectives supports the Healthy
People 2010 overarching goal of increasing the quality and
years of healthy life. Since the launch of Healthy People
2010, life expectancy at birth and at age 65 has increased
for all U.S. population groups. But the core of Healthy
People 2010 is to improve the quality of life, not only the
length of life. The Healthy People development process
recognized the complex interrelationship between health
status and the prevalence and impact of disease and
disability, and used innovative analytical techniques to
define and measure quality of life. The ultimate goal is
to make it possible for people to live the lives they want
and to do the things they need to do for themselves, their
families, and their communities.

Despite the well-documented progress in many areas—
as noted above, 71% of the evaluated objectives were
either met or showed progress—the Healthy People 2010
Final Review points to areas where progress has been
slow or where there is no real improvement to report.
A prime example is the Nutrition and Overweight
Focus Area. The Final Review reports that obesity rates
increased across all age groups. For children aged 6-11
years, obesity rates rose 54.5%, whereas for adolescents
aged 12-19 years, the obesity rate rose 63.6%. In

addition, the proportion of adults who are obese rose
47.8%. Another area showing limited progress was the
Arthritis, Osteoporosis, and Chronic Back Conditions
Focus Area, where less than 25% of the targets were met.

With respect to health disparities, Healthy People 2010
set a goal to eliminate health disparities identified by
race and ethnicity, sex, education, income, geographic
location, disability status, or sexual orientation.
This goal eclipsed in ambition the Healthy People
2000 goal of reducing disparities. The Final Review
reveals a significant lack of progress in reducing or
eliminating health disparities. Over the past decade,
health disparities increased for an estimated 13% of
the objectives and not changed for approximately 80%
of the objectives. An important achievement, however,
was the development of more informative models and
approaches to measuring disparities. Advances in
the methodology may yet lead to better approaches in
closing the health gaps.

Another advance in the information foundation for
Healthy People 2010 was the development of DATA2010,
an interactive database system that compiles the
monitoring data for tracking all the measurable
objectives. Access to timely, accurate data is essential
to the Healthy People process and to assessing and
implementing Healthy People 2010 goals and objectives.
Although much progress has been made developing and
maintaining the data sources for Healthy People, some
objectives were eliminated during Midcourse Review
because of lack of data, and there were some objectives
that could not be measured.

Healthy People 2020 is already well underway. It builds
on the strengths of Healthy People 2010 but expands its
scope and outreach. Healthy People 2010 had 28 subject
matter areas; Healthy People 2020 has 42. Healthy
People 2010 had two overarching goals of increasing
the quality of life and eliminating health disparities;
the 2020 program has four, adding a focus on creating
social and physical environments that promote good
health and on emphasizing quality of life and good
health behavior over the entire span of life. I expect the
progress we saw in data sources and monitoring will be
enhanced with new sources of data and with advances
in information technology, new ways of making the
objectives and data measuring progress even more
relevant and usable to communities and individuals, as
well as public and private organizations at the national,
state, and local levels. From the first Healthy People,
the focus has been on measurable objectives. We have
seen progress, documented through the many data
sources consistently and accurately. This information
is crucial to guide officials, the public, and individuals
in developing the policies and programs to improve the
health of Americans.

Edward J. Sondik, Ph.D.
Director, National Center for Health Statistics
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Preface

The Healthy People 2010 Final Review presents a quanti-
tative end-of-decade assessment of progress in achieving
the Healthy People 2010 objectives and goals over the
course of the decade. This publication was compiled
by the National Center for Health Statistics (NCHS),
Centers for Disease Control and Prevention (CDC), with
considerable input from lead agencies of the Department
of Health and Human Services (DHHS) for the Healthy
Peopleinitiative. The Healthy People Federal Interagency
Workgroup and the Office of Disease Prevention and
Health Promotion served in a review capacity.

The Healthy People 2010 Final Review continues the series
of profiles (previously referred to as Prevention Profiles)
of the nation’s health objectives as an integral part of
the DHHS disease prevention and health promotion
initiative for the decade that began in 2000.

The Healthy People 2010 initiative was unveiled in
January 2000 by the Secretary of the Department of
Health and Human Services, which, in November 2000,
released the two-volume publication Healthy People
2010, 2nd Edition, with Understanding and Improving
Health and Objectives for Improving Health. The Healthy
People 2010 Final Review presents a summary of progress
toward achieving the Healthy People 2010 goals of:

1. Increasing quality and years of healthy life
2. Eliminating health disparities.

The Healthy People 2010 Final Review provides the
final tracking data used to chart progress for the 969
objectives in the 28 Healthy People 2010 Focus Areas.
A Progress Chart for the Healthy People 2010 Leading
Health Indicators also is presented.

The Healthy People 2010 Final Review incorporates the
modifications to objectives from the Healthy People 2010
Midcourse Review, which was published in December
2006. It includes information about the status of each
2010 objective over the course of the decade and a
crosswalk that illustrates how Healthy People 2010
objectives were transitioned to Healthy People 2020.
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Introduction
\/

History of the Healthy People

Initiative

In setting forth a vision for realizing improved health
for all Americans, Healthy People 2010, initiated in
November 2000, identified a set of 10-year health goals
and objectives to be achieved during the first decade of
the 215 century. Its two overarching goals—to increase
quality and years of healthy life and to eliminate health
disparities—were supported by specific objectives in
28 Focus Areas. In this way, Healthy People 2010 built
on initiatives that had been pursued over the previous
few decades, beginning with the publication of Healthy
People: The Surgeon General's Report on Health Promotion
and Disease Prevention in 1979 [1]. That report led to
the initiation of this decade-long, management-by-
objective process with the publication of Promoting
Health/Preventing Disease: Objectives for the Nation [2].
This 1980 initiative was followed by the publication of
Healthy People 2000: National Health Promotion and
Disease Prevention Objectives in 1991 [3]. Now, Healthy
People 2020 will continue these efforts through the
second decade of the 21°* century. Appendix E provides
a summary of the evolution of Healthy People over the
past four decades.

Healthy People 2010

Through Healthy People 2010, the Department of Health
and Human Services (DHHS) set out objectives that
called for improvements in health status, risk reduction,
public and professional awareness of prevention, delivery
of health services, protective measures, surveillance,
and evaluation, all expressed in specific metrics that
allowed the measurement of progress over time toward
targets that were to be achieved by the year 2010. Like
its predecessors, Healthy People 2010 was developed
through a broad collaborative process that drew on the
best scientific knowledge available.

Full achievement of the goals and objectives of Healthy
People 2010 was predicated on a health system accessible
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to all Americans that would integrate personal health
care and population-based public health activities.
The concept of healthy people in healthy communities,
which is the foundation of the initiative, necessitates
monitoring and tracking of data on broad-based
prevention efforts beyond services provided within
physicians’ offices, clinics, and hospitals. The concept
expands the traditional disease-centered medical care
system to recognize the impact of health promotion
and disease prevention efforts based in schools,
neighborhoods, workplaces, and families in which
people live their daily lives. These are the environments
in which a large proportion of preventive action takes
place.

The 28 Focus Areas of Healthy People 2010 were
developed by Federal agencies that had the most
relevant scientific expertise in each subject area. The
development process drew on the collective expertise
of the Healthy People Consortium—an alliance which,
at the time, encompassed more than 350 national
membership organizations and 250 State health, mental
health, substance abuse, and environmental agencies.
In addition, through a series of regional and national
meetings, more than 11,000 public comments on the
draft objectives were collected and considered. The
Secretary's Council on National Health Promotion
and Disease Prevention Objectives for 2010 also
provided leadership and advice in the development and
implementation of these national health objectives. More
information is available from http://www.healthypeople.
gov/2010/data/midcourse/.

Healthy People 2010 Midcourse

Review

Midway through the decade, staff of DHHS and other
Federal agencies together with experts from across the
nation assessed the status of the national objectives as
they had developed over the first half of the decade. This
midcourse review process involved an examination of
trends in data that had become available by January 1,
2005, and it took into account any pertinent new science.
The review resulted in changes to some objectives that
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were made to ensure that Healthy People 2010 remained
current and accurate and kept abreast of emerging public
health priorities. DHHS solicited and considered public
comments on these midcourse changes to the Healthy
People 2010 objectives. The results of this midcourse
assessment were published in the Healthy People 2010
Midcourse Review [4].

Changes to Healthy People 2010
Objectives at the Midcourse
Review

Midcourse changes to Healthy People 2010 objectives
encompassed the following: rewordings of objectives;
deletion of 66 objectives; additions of new objectives;
revisions to baselines and targets; and establishment
of baselines and targets for objectives that moved from
“developmental” to “measurable,” as explained in the
next paragraph. Changes were made to reflect the most
current science, to reflect the data more accurately, or to
provide a more logical or understandable presentation.

To be included in Healthy People 2010, an objective
was required to have a national data source that
provided a baseline and at least one additional data
point for tracking progress. Some objectives lacked
baseline data at the time of their development but
had a potential data source and were considered of
sufficient national importance to be included in Healthy
People. These were called developmental objectives;
they provided a vision for a desired outcome or health
status. Developmental objectives with no prospect of
having a national (baseline) data source were deleted
as part of the Midcourse Review. (At the Final Review,
53 developmental objectives that were retained at the
Midcourse Review still did not have baseline data.)

Measuring Healthy People 2010
Progress Throughout the Decade

Progress Reviews

In addition to the Midcourse Review, progress reviews
on the individual Focus Areas were conducted, one each
month, until the full cycle of 28 had been completed.
Two cycles of these reviews were held during the decade.
The progress reviews were formal meetings, chaired by
the Assistant Secretary for Health, at which the National
Center for Health Statistics (NCHS), Centers for Disease
Control and Prevention (CDC), DHHS, provided data
updates for the Focus Area under review, and Federal

lead agencies for the Focus Area reported on progress
toward achieving Focus Area objectives and initiatives
to help in accomplishing that purpose. More information
is available from http://www.healthypeople.gov/2010/
data/PROGRVWY/.

DATA2010

A critical part of Healthy People 2010 was measuring
progress toward the targets for the year 2010. The
compilation and management of current health data
sources were central to assessing and implementing
Healthy People 2010 goals and objectives. The data
that provided the basis for the Midcourse Review and
the Healthy People 2010 Final Review are available on
DATA2010, developed by the Health Promotion Statistics
Branch at NCHS. This is an interactive database system
that compiled the monitoring data for tracking all the
measurable objectives. These are primarily national
data; selected state-based data are provided when
available. Additional information is available from
http://wonder.cdc.gov/data2010.

Healthy People 2010 Final Review

The Healthy People 2010 Final Review presents a
quantitative summary assessment of progress in
achieving the Healthy People 2010 objectives over
the course of the decade. The Healthy People 2010
Final Review, which incorporates the 2005 Midcourse
Review modifications to the objectives, provides the
final tracking data for the objectives in each of the 28
Focus Areas. A Progress Chart included in each chapter
provides a summary display of the progress of each
objective for which there were at least two data points
available during the decade. Also, a Health Disparities
Table provides a summary of health disparities by race
and ethnicity, sex, education level, income, geographic
location, and disability status whenever data were
available for each objective. Finally, the report includes
a summary of progress for the Healthy People 2010
Leading Health Indicators as well as a summary of
progress toward achieving the Healthy People 2010 goals
of: 1) increasing quality and years of healthy life, and 2)
eliminating health disparities.
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Initiatives Related to Healthy
People

Other Departmental Priorities and Healthy People

As the latest iteration of a long-running initiative,
Healthy People 2020 follows the lead of Healthy People
2010 in supporting a wide range of DHHS initiatives.
Healthy People 2020 aligns with and plays a foundational
and mutually supportive role with several other major
DHHS undertakings, including the following:

) The National Prevention and Health Promotion
Strategy (NPS), which was mandated by the March
23, 2010, Patient Protection and Affordable Care
Act. NPS aims to identify and prioritize national
actions to reduce the incidence and burden of the
leading causes of death and disability. NPS aims
to move the nation toward a system of health care
that features prevention as the cornerstone of
care, by concentrating on the underlying drivers of
chronic disease. NPS will promote actions aimed at
prevention and healthy development and behavior
throughout the stages of life, all of which will be
directed toward its primary goal of achieving
significant gains in Americans’ life expectancy at
birth and age 65. The NPS targets reflect those of
Healthy People 2020.

) FirstLadyMichelle Obama’s Let’s Move! Campaign,
which began in 2010 and focuses on one ambitious
goal: to halt and reverse the epidemic of childhood
obesity within one generation, so that children today
reach adulthood at a healthy weight. Over the past
3 decades, childhood obesity rates in America have
tripled, and today, nearly one in three children in
America are overweight or obese. The Lets Move!
initiative focuses on the reform of behavioral
factors and environmental factors by promoting
active lifestyles and healthy eating through
community involvement by way of schools, parents,
health care providers, and other agents of change.
Implementation strategies are now in development
for Healthy People 2020 objectives that relate to this
initiative and support the Let's Move! goal.

> The National HIV/AIDS Strategy, which the White
House released in July 2010 and is the nation’s first-
ever comprehensive, coordinated HIV/AIDS roadmap
with clear and measurable targets to be achieved by
2015. Since 1980, more than 575,000 Americans have
lost their lives to AIDS and, currently, more than
1.1 million Americans are living with HIV. Among
the 2015 goals of the National Strategy are to: lower
the annual number of new infections by 25% and to
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increase from 79% to 90% the proportion of people
living with HIV who know their serostatus. The
objectives encompassed by the Healthy People 2020
HIV Topic Area are consonant with and supportive
of these and other goals of the National HIV/AIDS
Strategy.

The National Drug Control Strategy, which was
inaugurated in 2010, updated yearly, and has set
policy priorities of reducing prescription drug abuse
and drugged driving and of promoting activities to
prevent such abuse from occurring. Implementation
of the National Strategy is centered in the White
House Office of National Drug Control Policy
and engages the energies of several other Federal
agencies, as well, including the DHHS Substance
Abuse and Mental Health Services Administration
(SAMHSA). SAMHSA is the lead agency for the
Healthy People 2020 Topic Area on Substance Abuse,
which embraces a number of objectives that are
directly supportive of the National Strategy. Although
the Strategy is primarily a blueprint for the federal
government, it is also proving useful in guiding State
and local decisions.

The President’s Food Safety Working Group, which
was created in 2009 to advise the President on how to
upgrade the U.S. food safety system. Chaired jointly
by the DHHS Secretary and Secretary of Agriculture,
the Working Group recommended a public health-
focused approach to food safety based on three core
principles: prioritizing prevention, strengthening
surveillance and enforcement, and improving
response and recovery. Taken together, the objectives
of the Food Safety Topic Area of Healthy People 2020
all serve to advance these principles.

The DHHS Action Plan to Reduce Racial and
Ethnic Health Disparities, which outlines goals and
actions DHHS will take to reduce health disparities
among racial and ethnic minorities. With the DHHS
Disparities Action Plan, the Department commits
to continuously assessing the impact of all policies
and programs on racial and ethnic health disparities.
It will promote integrated approaches, evidence-
based programs and best practices to reduce these
disparities. The DHHS Action Plan builds on the
strong foundation of the Affordable Care Act and
is aligned with programs and initiatives such as
the First Lady Obama's Let's Move! initiative, the
President'’s National HIV/AIDS Strategy, and Healthy
People 2020.

The new DHHS Tobacco Control Strategic Action
Plan, which was presented in November 2010 and
seeks to help smokers quit and stop others from
starting to use tobacco. One high profile piece of the
plan will result in bolder health warnings that must
cover the upper half of the front and back of cigarette



packages and at least 20% of tobacco product
advertisements beginning in 2012. In June 2009, the
Family Smoking Prevention and Tobacco Control
Act had granted the Food and Drug Administration
(FDA) the authority to regulate tobacco products.
Under the law, the FDA now has sweeping new
authorities related to the manufacture, marketing,
and sale of tobacco products—authorities covered
by a more expansive public health standard than
had traditionally been granted to the agency. The
objectives of the Healthy People 2020 Topic Area on
Tobacco Use provide the data that underpin the Plan
and give it direction toward the outcomes we hope to
achieve by the end of the decade.

> The new Global Health Initiative (GHI), which the
U.S. announced in February 2010 and which invests
$63 billion over 6 years to help partner countries
improve health outcomes through strengthened
health systems and integrated services, with a
particular focus on improving the health of women,
newborns, and children. Other topics of particular
concern in developing countries include HIV/
AIDS, malaria, tuberculosis, family planning and
reproductive health, nutrition, safety of water
supplies, and neglected tropical diseases. The GHI
has set a number of targets for accomplishment in
assisted countries, for example: reduction of maternal
mortality by 30%, reduction of under-five mortality
rates by 35%, reduction of child under-nutrition
by 30%, and prevention of 54 million unintended
pregnancies. Healthy People 2020 includes a Topic
Area on Global Health, new in this decade.

Guide to Clinical Preventive Services

The Guide to Clinical Preventive Services includes
U.S. Preventive Services Task Force (USPSTF)
recommendations on screening, counseling, and
preventive medication topics, as well as clinical
considerations for each topic. Sponsored since 1998
by the Agency for Healthcare Research and Quality
(AHRQ), the USPSTF is an independent panel of experts
in primary care and prevention that systematically
reviews the evidence of effectiveness and develops
recommendations for clinical preventive services. The
task force rigorously evaluates clinical research to assess
the merits of preventive measures. In the 2010-11 edition
of the Guide, the recommended preventive services for
adults are in the clinical categories of: cancer; heart,
vascular, and respiratory diseases; infectious diseases;
injury and violence; mental health conditions and
substance abuse; metabolic, nutritional, and endocrine
conditions; musculoskeletal conditions; obstetrics
and gynecologic conditions; and vision disorders.
Recommendations for children and adolescents are
given in a separate section. More information is available
from http://www.ahrq.gov/clinic/cps3dix.htm.
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Guide to Community Preventive Services

The Guide to Community Preventive Services serves as a
filter for scientific literature on specific health problems
that can have a large-scale impact on groups of people
who share a common community setting. This guide
summarizes what is known about the effectiveness,
economic efficiency, and feasibility of interventions
to promote community health and prevent disease.
The Task Force on Community Preventive Services,
an independent decision-making body convened by
DHHS, makes recommendations for the use of various
interventions based on the evidence gathered in
rigorous and systematic scientific reviews of published
studies conducted by review teams for the guide.
The findings from the reviews are published in peer-
reviewed journals and also are made available online.
Over the last decade or so, the task force has published
hundreds of findings across the following topic areas:
adolescent health; alcohol; asthma; birth defects; cancer;
diabetes; health communication; HIV/AIDS, other STIs
and pregnancy; mental health; motor vehicle occupant
injury; nutrition; obesity; oral health; physical activity;
social environment; tobacco use; vaccines; violence;
and worksites. Additional information is available from
http://www.thecommunityguide.org.
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Summary of Progress
NS

Healthy People Objectives

For the end-of-decade assessment of the Healthy People
2010 objectives, the status of 969 specific objectives in
28 Focus Areas was assessed. Progress was measured for
objectives using the final tracking data available—that
is, baseline data and at least one additional data point.
For some objectives, although more recent data may
have been available, the final Healthy People 2010 data
year was selected to be consistent with the baseline year
used for the new Healthy People 2020 objectives [5].

The status of the 969 objectives is shown on the left-
hand side of Figure O-1. Based on an evaluation of each
objective and comments received from the public as
part of the Midcourse Review, 66 objectives were deleted
because data were unavailable or because of a change
in the science [6]. Tracking data were unavailable to

assess progress for 170 objectives (17.5% of the total), 53
of which lacked baseline data and, therefore, remained
developmental.

Progress is assessed for 733 objectives with tracking
data available, as seen in the right-hand side panel of
Figure O-1.

) 172 objectives (23%) met or exceeded the Healthy
People 2010 targets.

) 349 objectives (48%) moved toward the Healthy
People 2010 targets.

) 39 objectives (5%) demonstrated no change from the
baseline.

) 173 objectives (24%) moved away from the Healthy
People 2010 targets.

Figure O-1. Healthy People 2010 Objectives: Status at the Final Review and Summary of Progress Toward
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Figure O-2 and Table O-1 show similar assessments for
each of the 28 Focus Areas. In each Focus Area, some
objectives moved toward, met, or exceeded their 2010
targets. For 8 Focus Areas, Educational and Community-
Based Programs (Focus Area 7), Environmental Health
(Focus Area 8), Health Communication (Focus Area 11),
Heart Disease and Stroke (Focus Area 12), Immunization
and Infectious Diseases (Focus Area 14), Mental Health
and Mental Disorders (Focus Area 18), Occupational
Safety and Health (Focus Area 20), and Tobacco Use
(Focus Area 27) more than 75% of the objectives with
tracking data available moved toward or achieved their

targets. The proportion of objectives that were deleted
at Midcourse Review or could not be assessed was more
than 30% for Access to Quality Health Services (Focus
Area 1), Disability and Secondary Conditions (Focus
Area 6), Educational and Community-based Programs
(Focus Area 7), Environmental Health (Focus Area 8),
and Mental Health and Mental Disorders (Focus Area
18). Two Focus Areas, Arthritis, Osteoporosis, and
Chronic Back Conditions (Focus Area 2) and Nutrition
and Overweight (Focus Area 19), moved toward or
achieved less than 25% of their targets.

Figure O-2. Healthy People 2010 Objectives: Status at the Final Review by Focus Area
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Table O-1. Healthy People 2010 Objectives: Summary of Progress by Focus Area

Tracking data available

Could not be assessed

Metor  Moved No tracking | Deleted at
exceeded toward Demonstrated Moved away| Develop- data beyond| Midcourse
Focus Area target  target nochange from target| mental baseline Review Total
1.| Access to Quality Health Services 11 24 6 7 1 20 2 4l
2. | Arthritis, Osteoporosis, and Chronic 1 2 3 7 0 0 0 13
Back Conditions
3.| Cancer 2 11 1 4 0 7 0 25
4.| Chronic Kidney Disease 3 3 0 3 0 0 0 9
5.| Diabetes 5 5 2 2 0 1 2 17
6. | Disability and Secondary Conditions 2 7 1 3 4 7 0 24
7. | Educational and Community-Based 1 12 2 2 2 22 15 56
Programs
8.| Environmental Health 21 30 2 8 8 19* 5 93
9. | Family Planning 8 9 2 13 1 39
10. | Food Safety 5 1 0 6 1 0 15 38
11. | Health Communication 5 9 0 2 0 2 0 18
12.| Heart Disease and Stroke 4 8 0 3 2 2 0 19
13.[ HIV 4 7 0 4 6 0 4 25
14.| Immunization and Infectious Diseases 33 32 1 14 2 4 1 87
15. | Injury and Violence Prevention 8 24 2 9 0 3 0 46
16. | Maternal, Child, and Infant Health 3 25 5 9 3 4 4 53
17.| Medical Product Safety 3 2 1 2 0 1 2 1
18. | Mental Health and Mental Disorders 6 4 0 1 0 6 0 17
19. | Nutrition and Overweight 0 2 3 15 0 1 1 22
20. | Occupational Safety and Health 14 5 0 3 0 0 0 22
21.| Oral Health 4 13 0 7 0 2 0 26
22.| Physical Activity and Fitness 0 12 1 4 0 1 0 18
23.| Public Health Infrastructure 5 16 1 8 6 4 3 43
24. | Respiratory Diseases 3 14 2 5 1 1 0 26
25. | Sexually Transmitted Diseases 2 8 0 6 1 1 7 25
26. | Substance Abuse 4 20 3 1 5 2 3 48
27.| Tobacco Use 6 28 0 6 4 3 2 49
28. | Vision and Hearing 9 6 1 9 0 4 0 29
Total 172 | 349 39 173 53 17 66 969

T Objectives that lacked baseline data remained developmental.

" One objective (8-11) did have tracking data beyond the baseline, but the final data point was statistically unreliable.
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Population Groups

InFigure O-3, progress is assessed for specific population
groups. This assessment is limited to population-based
objectives with tracking data for these groups. It does not
include objectives that are not population-based, such
as those based on states, worksites, or those monitored
by the number of events. The number of objectives with
tracking data varied according to the characteristic
and, therefore, the bar’s length in Figure O-3 varies for
each population group. For Healthy People 2010, most
population-based objectives were monitored by race
and ethnicity, but the availability of data for specific
racial and ethnic populations varied. Comparisons
by sex were not applicable to all population-based
objectives because some applied only to females or only
to males. Geographic location and disability status
were optional characteristics included for monitoring
selected objectives.

When possible, population-based objectives were also
monitored either by education level or by income, as a
measure of socioeconomic status. Most data systems
used in Healthy People 2010 define income as a family’s
income before taxes. To facilitate comparisons among
groups and over time, while adjusting for family size and
for inflation, Healthy People 2010 categorizes income
using the poverty thresholds developed by the Census
Bureau. Thus, the three categories of family income that
are primarily used are:

) Poor—below the Federal poverty level
) Near poor—100% to 199% of the Federal poverty level

) Middle/high income—200% or more of the Federal
poverty level.

These categories may be overridden by considerations
specific to the data system, in which case they are
modified as appropriate.

In general, data on educational attainment are presented
for persons aged 25 and over, consistent with guidance
given by the Census Bureau. However, because of the
requirements of the different data systems, the age
groups used to calculate educational attainment for
any specific objective may differ from the age groups
used to report the data for other Healthy People 2010
objectives, as well as from select populations within the
same objective. The three categories of education level
that are primarily used are:

> Less than high school
) High school graduate

) Atleast some college education.
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Further information regarding population groups can be
found in Healthy People 2010: General Data Issues, avail-
able from: http://www.cdc.gov/nchs/healthy_people.htm.

For each select population group, the number of
objectives is shown for each of the following: moved away
from the target, demonstrated no change, moved toward
the target, and met or exceeded the target. Because
a single target was set for all population groups, there
were some instances where certain population groups
had met the Healthy People 2010 target at baseline while
other groups had not met the target.

In general, for each select population group, the number
of objectives that moved toward, met, or exceeded the
target surpassed the number that moved away from
the target. For the American Indian or Alaska Native
population, for example, 81 objectives moved toward,
met, or exceeded their respective targets whereas 59
moved away and 9 showed no change between the
baseline and the final time points (Table O-2). For the
Native Hawaiian and Other Pacific Islander population,
more objectives moved away from the target (26
objectives) than moved toward, met, or exceeded the
target (21 objectives).

The progress for each objective with data beyond the
baseline is shown in the Progress Chart in Focus Area
chapters of this report. Health disparities between
population groups and changes in disparities between
thebaseline and the most recent time point are examined
in the section of this Overview that discusses Goal 2:
Eliminate Health Disparities. When data are available,
disparities are summarized in the Health Disparities
Table in Focus Area chapters.
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Figure O-3. Summary of Progress for Objectives with Tracking Data for Each Population Group
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IFor some objectives, data are unavailable for the categories Asian' and 'Native Hawaiian or Other Pacific Islander’; these data are available for the
combined Asian or Pacific Islander' population instead. See Healthy People 2010: General Data Issues, referenced above.

2For some objectives, data include persons of Hispanic origin.
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Table O-2. Healthy People 2010 Objectives: Summary of Progress for Population Groups

Met or exceeded Moved Demonstrated Moved away
Characteristics and Groups target toward target no change from target Total

Race and Ethnicity

American Indian or Alaska Native 18 63 9 59 149

Asian or Pacific Islander 18 1 3 21 53

Asian 28 46 10 37 121

Native Hawaiian or Other Pacific Islander 5 16 2 26 49

Two or more races 14 37 9 29 89

Hispanic 38 143 14 91 286

Black, not Hispanic? 62 183 23 88 356

White, not Hispanic? 90 155 23 112 380
Sex

Female 67 151 15 96 329

Male 55 169 14 86 324
Education

Less than high school 8 55 6 37 106

High school graduate 14 50 7 40 111

At least some college 38 45 5 25 113
Income

Poor 14 47 4 34 99

Near poor 16 33 9 37 95

Middle/high income 31 31 il 28 101
Location

Urban or metropolitan 5 25 1 13 44

Rural or nonmetropolitan 8 18 4 16 46
Disability

Persons with disabilities 1 38 4 28 81

Persons without disabilities 12 39 8 27 86

!For some objectives, data are unavailable for the categories Asian’ and 'Native Hawaiian or Other Pacific Islander’; these data are available for
the combined Asian or Pacific Islander' population instead. See Healthy People 2010: General Data Issues, referenced above.

2For some objectives, data include persons of Hispanic origin.
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GOAL 1:

Increase Quality and Years of Healthy Life

N

Healthy People 2010: Understanding and Improving
Health highlighted the importance of maximizing and
increasing both years of life and quality of life in the first
overarching goal [6]. Progress toward achieving this goal
is currently assessed by measuring life expectancy and
three measures of healthy life expectancy: 1) Expected
years in good or better health; 2) Expected years free
of activity limitations; and 3) Expected years free of
selected chronic diseases. These assessments result in
the following conclusions:

) Life expectancy improved for the populations that
could be assessed throughout the decade.

> Women had a longer life expectancy than men, and
the white population had a longer life expectancy
than the black population.

> Expected years in good or better health (at birth)
and expected years free of activity limitations (at
birth) increased; and expected years free of selected
chronic conditions (at birth) decreased.

> Differences by race and sex were observed in all
three healthy life expectancy measures (at birth)—
expected years in good or better health, expected
years free of activity limitations, and expected years
free of selected chronic diseases.

Life Expectancy

Life expectancy is the average number of years a
hypothetical cohort of people born in a given year could
be expected to live based on the age-specific death rates
in that year. Since the launch of Healthy People 2010,
life expectancy at birth and at age 65 have increased for
all populations (Table O-3 and Figure O-4). In 2006-07,
life expectancy for the total population was 77.8 years,
an increase from 76.8 years in 2000-01. Improvements
in overall life expectancy reflect improvements in
disease-specific death rate objectives within the Healthy
People 2010 Focus Areas. Death rates declined for many
Healthy People 2010 cause-specific mortality objectives
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including: female breast cancer (objective 3-3), colorectal
cancer (objective 3-5), prostate cancer (objective 3-7),
coronary heart disease (objective 12-1), stroke (objective
12-7), cardiovascular disease and diabetes-related
deaths among persons with diabetes (objectives 5-6
and 5-7) and HIV (objective 13-14). Even with these
improvements, in 2007 the U.S. male life expectancy
ranked 26" and female life expectancy ranked 25" out
of 33 selected countries [7].

From 2000-01 to 2006-07, the percent increase in life
expectancy was greater at age 65 (5.1%) than at birth
(1.3%). In 2006-07, men (75.3 years) had a lower life
expectancy at birth than women (80.3 years), and the
black population (73.4 years) had a lower life expectancy
at birth than the white population (78.3 years). However,
from 2000-01 to 2006-07, the black population (2.1%)
had a greater relative increase in life expectancy at birth
than the white population (1.2%). Men (1.5%) also had a
greater relative increase in life expectancy at birth than
women (1.1%).

Table O-3. Life Expectancy at Birth and at Age 65
(in Years)

Total | Black White [ Women Men
Life 2000-01| 76.8 | 71.9 774 | 79.4 742
expectancy
at birth 2002-03 | 770 | 722 775 | 795 744

2004-05| 774 | 728 779 | 799 749

2006-07 | 778 | 734 783 | 803 753

Life 2000-01 | 177 | 161 178 | 19.0 161
expectancy
at age 65

2002-03 | 179 | 164 180 | 191 164

2004-05] 183 | 168 183 | 195 16.8

2006-07 | 186 | 171 186 | 198 171

Source: National Vital Statistics System (NVSS), CDC, NCHS.

In this report, life expectancy for the periods 2000-01
to 2006-07 is not presented for racial and ethnic
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groups other than the white population and the black
population. Data quality problems have prevented the
production of reliable U.S. life tables for all minority
populations during this time period with the exception
of data for the Hispanic population, which became
available beginning in 2006. Two issues previously
affected the quality of life expectancy data available for
the Hispanic population: misclassification in reporting
of race and ethnic origins on U.S. death certificates

in comparison with the Census, surveys, and birth
certificates; and misstatement of age at the oldest

ages in both Census and vital statistics data. Recent
research has shown that the classification of race and
Hispanic origin on death certificates has improved and
that a relatively minor adjustment is required to correct
for the effects of the misclassification. In addition, the
issue of age misstatement at the oldest ages can be
addressed by recent research on Hispanic mortality
patterns. Due to the improvement in data quality for
the Hispanic population, complete period life tables for
the total Hispanic population in 2006 became available
in October 2010. However, additional data years for the
Hispanic population were not available until September
2011 and therefore life expectancy for the Hispanic
population is not addressed in this report [8].

Much oftherecent gaininlife expectancyis concentrated
in the older population, which is the age group that has
the highest prevalence of functional limitations. As
a result, measuring longevity is no longer sufficient to
describe the health of a population. Preventing disabling

Figure O-4. Life Expectancy at Birth and at Age 65,
by Sex and Race, 2006-07

[ Life expectancy at birth [l Life expectancy at age 65

White Black

Total Women Men

Source: National Vital Statistics System (NVSS), NCHS, CDC.
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conditions, improving function, relieving physical pain
and emotional distress, and maximizing health across
the lifespan have become important public health goals
along with increasing life expectancy [9].

Measuring Quality and Years of
Healthy Life

Given the multidimensional nature of health, assessing
quality and healthy life is a much more complex
process than measuring life expectancy, and the field
is evolving. Various measures are used nationally and
internationally to measure healthy life. These measures
fall into three general categories:

) Self-assessments of overall health status by
individuals or their proxies [10].
> Composite measures that include multiple

dimensions of health. Scores on the various
dimensions are combined into a single measure
using a predetermined algorithm (for example,
SF-36, Healthy Days) [11,12].

) Measures that combine death rates and health
(where the health indicator can be either of the types
described above or an indicator of a single dimension
of health). These measures use years as the metric
to quantify healthy life (for example, healthy life
expectancy, Years of Healthy Life) [13].

Healthy People 2010: Understanding and Improving Health
mentioned several possible measures of population
health: respondent-assessed health status; healthy days;
and the measure used in Healthy People 2000, Years
of Healthy Life (YHL) [6,13]. In response to the need to
measure Goal 1 of Healthy People 2010, at the beginning
of the decade, NCHS convened a workshop to select
measures that best capture the complexity of assessing
years of healthy life within the context of Healthy People
2010 [14]. As a result of the workshop, three measures of
healthy life expectancy that combine death rates with
different measures of health were selected to track
progress toward Goal 1 of Healthy People 2010. These
healthy life expectancy measures represent the breadth
of recommendations from the workshop. The three new
measures are:

1. Expected years in good or better health
2. Expected years free of activity limitations

3. Expected years free of selected chronic diseases.

Two of the three new healthy life expectancy measures,
years in good or better health and years free of activity
limitation, evolved from the YHL measure used to track
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the years and quality of life in Healthy People 2000. YHL
combined information about death rates, self-rated
health, and activity limitations into a single measure.
The current set of healthy life expectancy measures
separate the self-rated health component from the
limitation of activities component to better track and
understand change over time. For more detail on these
measures, see the Technical Appendix.

Data for these three measures of healthy life expectancy
were analyzed for the period 2000-01 through 2006-07
for expected years in good or better health and expected
years free of activity limitations and for the period 2002-
03 through 2006-07 for expected years free of selected
chronic diseases. Prevalence data on physician- or health
professional-diagnosed arthritis were unavailable for
the years 2000 and 2001; therefore, the expected years
free of selected chronic diseases was not analyzed for
those years as arthritis is one of the chronic conditions
included in the measure. Results of the analysis are
mixed, with years in good or better health and years
free of activity limitations showing an increase whereas
years free of chronic conditions decreased during the
decade.

Measures of Healthy Life
Expectancy for Healthy People
2010

The measures of healthy life expectancy are calculated
using a life-table technique. This technique combines
information about average health states and death rates
to produce age-specific estimates of expected years of
healthy life (see Technical Appendix for details on the
methodology).

Expected years in good or better health is defined as
the average number of years a person can expect to live
in good or better health. This measure assesses healthy
life using a single global assessment question which asks
a person to rate his or her health as “excellent,” “very
good,” “good,” “fair,” or “poor.”

Expected years free of activity limitations is defined as
the average number of years a person can expect to live
free from limitation in activities, the need for assistance
in personal or routine care needs, or the need to use
special equipment because of health problems.

Expected years free of selected chronic diseases is
defined as the average number of years a person can
expect to live without being diagnosed by a physician or
health professional as having one or more of the following
selected conditions for which nationally representative
data are available annually: arthritis, asthma, cancer,
diabetes, heart disease, high blood pressure, kidney
disease, or stroke.

OVERVIEW

Healthy Life Expectancy at Birth

Table O-4 and Figure O-5 present healthy life expectancy
at birth for each of the three measures. Life expectancy is
included in Figure O-5 for comparison purposes. Based
on data from the years 2006-07, individuals in the U.S.
could expect to live 69.0 years in good or better health,
66.2 years free of activity limitations, and 43.1 years free
of selected chronic diseases. Expected years in good or
better health increased 0.5 years and expected years
free of activity limitations increased 0.7 years between
2000-01 and 2006-07. Expected years free of selected
chronic conditions declined 0.6 years between 2002-03
and 2006-07.

Table O-4. Measures of Healthy Life Expectancy
at Birth (in Years)

Total | Black White [ Women Men
Expected
years in 2000-01 | 685 | 59.8 69.7 70.2 66.6
good or
better
health 2006-07 [ 69.0 | 61.3 700 70.7 673
Expected
years free 2000-01 [ 655 | 59.3  66.1 672 63.8
of activity
limitations
2006-07 | 66.2 | 60.2 66.8 678 647
Expected
years free 2002-03 [ 43.7 | 389 439 436 438
of selected
chronic
diseases 2006-07 [ 431 | 386 434 435 427

Sources: National Health Interview Survey (NHIS), CDC, NCHS;
National Vital Statistics System (NVSS), CDC, NCHS.

Women can expect to spend a slightly greater proportion
of their lives in fair or poor health, with activity
limitations, and with selected chronic conditions than
their male counterparts. Based on data from years
2006-07, women could expect to live 80.3 years (see
Table 0-3), of which 70.7 years would be in good or
better health, 67.8 would be free of activity limitations
and 43.5 would be free of selected chronic diseases.
Women could, therefore, expect to spend approximately
12% of their lives in fair or poor health:

80.3 - 70.7
80.3

100 = x 100 = 12%.

Similarly, women could expect to spend 16% of their
lives with activity limitations and 46% of their lives with
one or more selected chronic conditions. In the years

0O-15


http://www.cdc.gov/nchs/data/hpdata2010/hp2010_final_review_technical_appendix.pdf
http://www.cdc.gov/nchs/data/hpdata2010/hp2010_final_review_technical_appendix.pdf

2006-07, men could expect to spend 11% of their lives
in fair or poor health, 14% with activity limitations, and
43% with one or more selected chronic conditions.

Compared with the white population, the black
population could expect to spend a greater proportion
of life in an unhealthy state. Based on data from years
2006-07, the black population, at birth, could expect to
spend 16% of life in fair or poor health, 18% of life with
activity limitations, and 47% of life with one or more
selected chronic conditions.

Healthy Life Expectancy at Age 65

Table O-5 and Figure O-6 present the three measures
of healthy life expectancy at age 65. Life expectancy is
included in Figure O-6 for comparison purposes. Based
on 2006-07 data, individuals at age 65 could expect to
live an additional 13.7 years in good or better health,
11.8 years free of activity limitations, and 2.7 years free
of selected chronic diseases. Between the years 2000-01
and 2006-07, for those at age 65, expected years in good
or better health and expected years free of activity
limitations increased. From 2002-03 to 2006-07
expected years free of selected chronic diseases declined.

Table O-5. Measures of Healthy Life Expectancy
at Age 65 (in Years)

Total | Black White [ Women Men
Expected | o000—01| 129 | 92 133 | 139 117
years in
good or
better health | 2006-07 | 137 | 105 139 | 145 126
Expected | 5000—01| 111 | 86 113 | 115 106
years free
of activity
limitations | 2006-07 | 11.8 | 93 120 | 121 115
Expected | 5000_03| 28| 20 29| 20 27
years free
of selected
chronic 2006-07| 27| 16 26| 28 24
diseases

Sources: National Health Interview Survey (NHIS), CDC, NCHS;
National Vital Statistics System (NVSS), CDC, NCHS.

Similar to the patterns at birth, women at age 65 could
expect to live a greater number of years in a healthy
life state, but they would spend a greater proportion
of their lives with activity limitations or in fair or poor
health. Based on data from years 2006-07, older women
could expect to spend 39% of their remaining lives with
activity limitations, whereas men could expect to spend
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33% of their remaining lives with activity limitations.
It was expected that both older men and older women
would spend a large proportion of their remaining lives
with one or more selected chronic conditions (86% for
men; 86% for women). Older men and older women were
expected to spend similar proportions of their remaining
lives in fair or poor health (26% for men; 27% for women).

Similar to the patterns at birth, the older black
population could expect to spend a greater proportion
of remaining life in an unhealthy state than the older
white population. Based on data from the years 2006-07,
the black population aged 65 could expect to live 39% of
remaining life in fair or poor health, 46% with activity
limitations, and 91% with one or more selected chronic
conditions. From 2000-01 to 2006-07, the older black
population experienced a greater increase in expected
years in good or better health than the older white
population. There was no statistically significant
difference in the expected years free of activity
limitations or the expected years free of selected chronic
diseases between the older black and white populations.
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Figure O-5. Life Expectancy and Measures of Healthy Life Expectancy at Birth, 2006-07

M Life expectancy Bn good or better health [ Free of activity limitations [ Free of selected chronic diseases

Total Women Men White Black

Sources: National Health Interview Survey (NHIS), NCHS, CDC; National Vital Statistics System (NVSS), NCHS, CDC.

Figure O-6. Life Expectancy and Measures of Healthy Life Expectancy at Age 65, 2006-07

B Life expectancy I In good or better health [ Free of activity limitations ' Free of selected chronic diseases

Years

Total Women Men White Black

Sources: National Health Interview Survey (NHIS), NCHS, CDC; National Vital Statistics System (NVSS), NCHS, CDC.
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GOAL 2:

Eliminate Health Disparities

N

The second goal of Healthy People 2010 was to eliminate
health disparities that occur by race and ethnicity,
sex, education, income, geographic location, disability
status, or sexual orientation. Findings for specific
objectives and populations are presented in 27 of the 28
Focus Area chapters. None of the objectives in Public
Health Infrastructure (Focus Area 23) were tracked with
population-based data. The findings concerning health
disparities are summarized below.

Substantial health disparities were observed for many
Healthy People 2010 objectives. Both increases and
decreases in health disparities also were observed for
specific objectives; however, most of the population-
based objectives with data to measure disparities had
no change in health disparities on average.

For specific population characteristics:

> Among 169 objectives with data for racial and ethnic
groups, health disparities, on average, decreased for
27 objectives and increased for 25.

> Among 216 objectives with data for males and
females, health disparities decreased for 26 objectives
and increased for 23. Females more often had better
group rates than males.

> Among 132 objectives with data for education
groups, health disparities, on average, decreased for
7 objectives and increased for 20.

> Health disparities among income groups, as well as
by geographic location and disability status did not
change, with the exception of a few objectives.

In total, there were 469 population-based objectives for
which health disparities could be measured. Presented
as the second figure in each Focus Area chapter (except
for chapter 23), the Health Disparities Table provides
detailed information about health disparities for the
objectives in that Focus Area. The Health Disparities
Table provides information about the availability of data
for each population, the size of health disparities relative
tothe group with the bestrate for each characteristic, and
the magnitude of changes in these disparities between
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the Healthy People 2010 baseline and the most recent
time point for each objective. Data were not available
for all populations for each objective, and tracking data
were not always available to assess changes in disparity
from the baseline.

Data by sexual orientation were unavailable for all
Healthy People 2010 objectives.

In this Final Review, health disparities are measured
using the “best” or most favorable (or least adverse)
group rate as the reference point. “Best” is used to
identify the population group with the most favorable
(or least adverse) rate among the groups associated with
a particular characteristic. “Best” does not imply that
no further improvement is called for. Health disparities
by race and ethnicity, for example, are measured using
the rate for the racial and ethnic population with the
best rate as the reference point. Health disparities are
measured in relative terms as the percent difference
between the rate for each population group and the best
group rate for each characteristic. In the measurement
of health disparities, objectives are generally expressed
in terms of adverse events or conditions, such as death
rates, to facilitate comparisons among them. Changes
in disparities are measured by subtracting the percent
difference from the best group rate at the baseline from
the percentdifference fromthebest group rate at the most
recent time point. As a result, changes in disparities are
expressed in percentage points. In addition, when more
than two groups are associated with a characteristic
(race and ethnicity, education, or income), a summary
index is used to describe the average percent difference
from the best group in the population overall. The
summary index provides a basis for conclusions about
changes in the average size of the disparities associated
with these characteristics. A detailed description of the
methods used to measure and evaluate disparities is
provided in the Technical Appendix.
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Findings Concerning Disparities

Race and Ethnicity

Information about health disparities among racial and
ethnic populations at the most recent time point based
on the Health Disparities Table for each Focus Area is
summarized in Figure O-7. The measurement of health
disparities depends on the availability of data for each
population. The number of objectives with data needed
to measure health disparities varied from 38 for the
Native Hawaiian or Other Pacific Islander population to
354 for the non-Hispanic white population.

American Indian or Alaska Native Population

Dataneeded to assess health disparities for the American
Indian or Alaska Native population were available for
157 objectives (Figure O-7). This population had the best

group rate (i.e., least adverse) for 6% of these objectives.
The American Indian or Alaska Native population had
rates atleast twice as high as theleast adverse group rate
(i.e.,100% or more range) for 26% of the 157 objectives,
which is a larger proportion of health disparities in the
100% or more range than any of the other racial and
ethnic populations.

Asian Population and Native Hawaiian or Other Pacific
Islander Population

Data needed to assess health disparities for the Asian
population (excluding the Native Hawaiian or Other
Pacific Islander population) were available for 98
objectives; see Figure O-7. The Asian population had
the best group rate (i.e., least adverse) for 28% of these
objectives. This population had rates at least twice as
high as the least adverse group rate (100% or more range)
for 9% of the 98 objectives.

Data for the Native Hawaiian or Other Pacific Islander
population were available for 38 objectives (Figure O-7).

Figure O-7. Health Disparities at the Most Recent Time Point, by Race and Ethnicity

Number of objectives
(157) (98) (38) (66) (96) (311) (345) (354)
100 o ”
9 10 35
41 Percent difference
12 from the best
- roup rate’
80 71 group
21 B 100% or more
! . I 50% to 99%
8 60} 60
= 119 10% to 49%
3 91
35 6 L 0/2
et ess than 10%
8 S5 (] Best group rate
[a 1N
42 & 76
13 n
181
20 F
29 07
17 54 68
. 10 4
American Indian ~ Asian  Native Hawaiian Asianor — Two or more  Hispanic ~ Black, not ~ White, not
or Alaska Native or Other Pacific ~ Pacific races or Latino Hispanic Hispanic
Islander Islander

'Best group rate refers to least adverse group rate among racial and ethnic groups.
*Less than 10%” includes percent differences that were not statistically significant (when estimates of variability were available).
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This population had a smaller percentage of best group
rates (11%) and a larger percentage of health disparities
of 100% or more (24%) than the Asian population.

Data were available for the combined Asian or Pacific
Islander population for 66 objectives (Figure O-7). This
combined population had the best group rate for 64% of
these objectives. The Asian or Pacific Islander population
had rates at least twice as high as the least adverse
group rate (100% or more range) for two objectives: cases
of hepatitis B in adults aged 19-24 (objective 14-3a) and
cases of hepatitis A (objective 14-6).

Two or More Races

Data for individuals who identified with more than one
race were available for 96 objectives (Figure O-7). The
population of persons of two or more races had the best
group rate for 18% of these objectives. This population
had rates at least twice as high as the least adverse group
rate (100% or more range) for 10% of the 96 objectives.

Hispanic Population

Data needed to assess health disparities for the Hispanic
population were available for 311 objectives (Figure O-7).
The Hispanic population had the best group rate for 17%
of these objectives. This population had rates at least
twice as high as the least adverse group rate (100% or
more range) for 11% of the 311 objectives.

Non-Hispanic Black Population

Data needed to assess health disparities for the non-
Hispanic black population (or, in some cases, the black
population, including persons of Hispanic origin) were
available for 345 objectives (Figure O-7). This population
had the best group rate for 20% of these objectives. This
population had rates at least twice as high as the least
adverse group rate (100% or more range) for 20% of the
345 objectives, including most leading causes of death.

Figure O-8. Changes in Health Disparities from the Baseline to the Most Recent Time Points, by Population

Characteristic

Number of objectives
Disparity decrease Disparity increase No change' Total
Race and ethnicity? 5 15 18 5 117 169
Sex 3 23 19 B 167 216
Education? 5 18 1 107 132
Income?® ol 6 2 64 75
Geographic location 1 4 1 23 33
Disability status q 3 47 51
30 25 20 15 10 5 0 5 10 15 20 25 30
Disparity decrease Disparity increase
[ | |
100 percentage 50-99 10-49 10-49 50-99 100 percentage
points or more percentage percentage percentage percentage  points or more
points points points points

“No change” includes: changes of less than 10 percentage points, regardless of statistical significance; and all changes that were not statistically
significant, when estimates of variability were available. See Technical Appendix,

“Number of objectives with changes in the summary index as the measure of disparity. Health disparities by income were not included for Focus
Area 19 due to data limitations.

NOTES: Changes in disparity from the baseline to the most recent time points are only shown when they could be assessed. Changes could not be
assessed for 54, 82, 4, 3, 10, and 17 objectives by race and ethnicity, sex, education, income, geographic location, and disability status, respectively.
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Non-Hispanic White Population

Data needed to assess health disparities for the non-
Hispanic white population (or, in some cases, the white
population, including persons of Hispanic origin) were
available for 354 objectives (Figure O-7). This population
had the best group rate for 51% of these objectives. This
population had rates at least twice as high as the least
adverse group rate (100% or more range) for 7% of the
354 objectives.

Changes in Health Disparities Among Racial and
Ethnic Groups

In addition to the findings for specific racial and ethnic
groups, a summary index allows the evaluation of
changesinoverall health disparities by race and ethnicity
over time. There was no change in health disparities
among racial and ethnic populations for 111 (69%) of the
169 objectives with data to calculate the summary index
and assess its change over time. ("No change” includes
changes of less than 10 percentage points, regardless of
statistical significance, and all changes that were not
statistically significant, when estimates of variability
were available; see Technical Appendix.) The average
percent difference from the best group rate decreased
for 27 objectives and increased for 25 objectives (Figure
0-8).

Sex

Data by sex were available for 318 objectives (Figure
0-9). As noted below, trends in disparity could only
be measured for 216 objectives. Health disparities by
sex were not relevant to objectives that applied only
to females or only to males, including those in Family
Planning (Focus Area 9), and a number of objectives
in other Focus Areas. Findings concerning health
disparities by sex are summarized in Figure O-9.

Females had the better group rate (i.e., less adverse) for
68% of the 318 objectives, compared with 42% for males.
(Those two percentages, 68% and 42%, add to over 100%
because there were a number of cases in which the two
groups had the same rate; therefore, both were counted
as having achieved the best group rate.) Females had a
smaller percentage of objectives with adverse rates that
were at least twice as high as those for males (100% or
more range).

Changes in Disparities by Sex

Data needed to evaluate changes over time in health
disparities by sex were available for 216 objectives. There
was no change in disparity for 167 objectives, or 77% of
the total with data. ("No change” includes changes of
less than 10 percentage points, regardless of statistical
significance, and all changes that were not statistically
significant, when estimates of variability were available;
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see Technical Appendix.) Disparities decreased for 26
objectives and increased for 23 (Figure O-8). In addition,
there were 33 objectives for which changes in disparities
could not be assessed because the group with the best
rate changed (e.g., from males to females).

Education Level

Data needed to assess health disparities among
populations by education level were available for 160 to
161 objectives (Figure 0-10). Education was not included
as a characteristic in all Focus Areas. The population
with at least some college education had the best rate
(i.e., least adverse) for 88% of the objectives with data
by education. The population with less than a high
school education and high school graduates had the
best group rate for 8% and 10% of the objectives with
data by education, respectively. There were no objectives
for which the disparity between the population with
at least some college education and the group with
the least adverse rate was 100% or more. High school
graduates had rates at least twice as high as the least
adverse group rate (100% or more range) for 18% of the

Figure O-9. Health Disparities at the Most Recent
Time Point, by Sex
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'Best group rate refers to less adverse group rate.
*Less than 10%” includes percent differences that were not
statistically significant (when estimates of variability were available).
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160 objectives, and the population with less than a high
school education had rates at least twice as high as the
least adverse group rate (100% or more range) for 24% of
the 160 objectives.

Changes in Health Disparities by Education Level

In addition to the findings for individual populations,
the summary index permits the evaluation of changes in
overall health disparities over time by level of education.
There was no change in health disparity among
populations by education level for 107 objectives, or 81%
of the 132 objectives with data to calculate the index
and assess change over time. (“No change” includes
changes of less than 10 percentage points, regardless of
statistical significance, and all changes that were not
statistically significant when estimates of variability
were available; see Technical Appendix.) On average,
disparities decreased for five objectives and increased
for 20 (Figure O-8). There was 1 increase and 0 decreases
of 100 percentage points or more.

Figure O-10. Health Disparities at the Most Recent
Time Point, by Education Level
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!Best group rate refers to least adverse group rate by education level.
*Less than 10%” includes percent differences that were not
statistically significant (when estimates of variability were available).
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Income

Income was not included as a characteristic in all Focus
Areas. All of the objectives in Nutrition and Overweight
(Focus Area 19) and six objectives in Immunization and
Infectious Diseases (Focus Area 14) were excluded from
the summary in Figure O-11 because data by income
were available for only two population subgroups
(persons with income at or below 130% of the Federal
poverty level, and persons with income above 130% of
the Federal poverty level). This summary is based on 95
to 103 objectives with data by income (Figure O-11). The
population with middle/high income (at or above 200%
of the Federal poverty level) had the best rate for 74% of
the objectives with data by income. The poor (below the
Federal poverty level) and near-poor (100-199% of the
Federal poverty level) populations each had the best rate
(i.e., least adverse) for 21% and 19% of their objectives,
respectively.

Figure O-11. Health Disparities at the Most Recent
Time Point, by Income
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!Best group rate refers to least adverse group rate by education level.

2Less than 10%” includes percent differences that were not
statistically significant (when estimates of variability were available).
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There were no objectives for which the health disparities
between persons with middle/high incomes and the
group with the least adverse rate were 100% or more. The
near-poor population had rates at least twice as high as
the least adverse group rate (100% or more range) for 8%
of the objectives with data. The poor or lowest income
population had rates at least twice as high as the least
adverse group rate (100% or more range) for 10% of the
objectives with data.

Changes in Health Disparities by Income

The summary index enables the evaluation of changes in
disparity over time by income. Data needed to evaluate
changes in disparity were available for 75 objectives
(Figure O-8). There was little evidence of any change in
disparity among populations by income. On average,
disparities decreased for 3 objectives and increased for
8 (Figure O-8).

Figure O-12. Health Disparities at the Most Recent
Time Point, by Geographic Location
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!Best group rate refers to less adverse group rate.

2Less than 10%” includes percent differences that were not
statistically significant (when estimates of variability were available).
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Geographic Location

Geographic location was defined in different ways in
Healthy People 2010. For some objectives, the distinction
was between urban and rural areas, whereas for
others, the distinction was between metropolitan and
nonmetropolitan areas. Findings for health disparities
by geographic location for 52 objectives are summarized
in Figure O-12.

Urban or metropolitan areas had the better rate
(i.e., less adverse) for 71% of the 52 objectives. Urban
or metropolitan areas also had more objectives (4
objectives) with health disparities of 100% or more than
rural or nonmetropolitan areas (I objective). Rural or
nonmetropolitan areas had the better rate for 40% of the
52 objectives. (Those two percentages, 71% and 40%, add
to over 100% because there were a number of cases in
which the two groups had the same rate; therefore, both
were counted as having achieved the best group rate.)

Figure O-13. Health Disparities at the Most Recent
Time Point, by Disability Status
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statistically significant (when estimates of variability were available).

0-23



Changes in Health Disparities by Geographic Location

Data needed to evaluate changes in health disparities
between geographic areas were available for 33
objectives. Health disparities from the better group rate
declined for 2 objectives, and increased for 8 (Figure O-8).

Disability Status

Data for persons with disabilities and persons without
disabilities were available for 77 objectives and are
summarized in Figure O-13. Persons with disabilities
had the better group rate (i.e., less adverse) for 42% of
these objectives, and persons without disabilities had the
better group rate for 62%. (Those two percentages, 42%
and 62%, add to over 100% because there were a number
of cases in which the two groups had the same rate;
therefore, both were counted as having achieved the best
group rate.) Persons with disabilities had adverse rates
at least twice as high as for persons without disabilities
(100% or more range) for 6% of the 77 objectives.

Changes in Health Disparities by Disability Status

Data needed to evaluate changes in health disparities
between disability groups were available for 51 objectives
(Figure O-8). There were few changes in disparities
by disability status. Health disparities between these
populations declined for 1 objective and increased for 3
objectives.

Data Limitations

Several factors limited the number of objectives for
which health disparities and changes in disparities
could be assessed:

> This assessment is based only on data at the baseline
and at the most recent time points; intervening data
values were not considered.

) Some populations, such as the American Indian or
Alaska Native, Asian, Hispanic, and Native Hawaiian
or Other Pacific Islander populations, lacked data to
assess disparities or changes in disparities.

> Some data systems lacked reliable or valid
information about the persons on whom this
assessment is based. For example, reporting of race
and income was sometimes problematic.

) Assessments of the likelihood that health disparities
or changes in disparities were due to random
fluctuations in the data were limited by the lack
of estimates of variability for some data. See the
Technical Appendix for more information.
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Transitioning to Healthy People 2020:

The Decade Ahead
"

In December 2010, DHHS launched Healthy People 2020,
the successor health promotion initiative for the second
decade of the 21% century which builds on the strengths
of Healthy People 2010 while breaking new ground in
the scope, outreach, and scientific underpinning of the
initiative. In contrast with the two goals of Healthy
People 2010, Healthy People 2020 is grounded in four
overarching goals to:

1. Attain high quality, longer lives free of preventable
disease, disability, injury, and premature death.

2. Achieve health equity and eliminate disparities.

3. Create social and physical environments that
promote good health for all.

4. Promote quality of life, healthy development, and
healthy behaviors across all life stages.

The framework of Healthy People 2020 is organized into
42 Topic Areas (formerly Focus Areas), with 13 new areas
added:

> Adolescent Health

> Blood Disorders and Blood Safety

) Dementias, Including Alzheimer’s Disease

) Early and Middle Childhood

> Genomics

) Global Health

) Healthcare-Associated Infections
Health-Related Quality of Life and Well-Being
Lesbian, Gay, Bisexual, and Transgender Health
Older Adults

Preparedness

L A " .

Sleep Health

Y Social Determinants of Health.

OVERVIEW

In addition, the 2010 Vision and Hearing Focus Area
was split into two separate Topic Areas for 2020: Vision,
and Hearing and Other Sensory or Communication
Disorders.

The Healthy People 2020 Topic Areas encompass
approximately 1,200 objectives as compared with 969
objectives in Healthy People 2010. As of the Healthy
People 2010 launch, 366 objectives have been carried
over without change into Healthy People 2020; 358
appear in modified form; 242 have been archived, that
is, preserved on inactive but retrievable status on the
strength of having at least one data point; and 84 have
been discontinued because they had no prospect of
acquiring a data source, an improved data source had
been identified, or the science had changed. Appendix D,
“A Crosswalk Between Objectives From Healthy People
2010 to Healthy People 2020,” summarizes the changes
between the two decades of objectives.

Innovations of Healthy People
2020

Healthy People 2020 places a renewed focus on
identifying, measuring, tracking, and reducing health
disparities using a determinants of health approach.
Health status and health behaviors are determined
by influences at multiple levels, including personal
(ie., biological, psychological), organizational and
institutional, environmental (i.e., both social and
physical), and policy levels. Because significant and
dynamic inter-relationships exist among these different
levels of health determinants, interventions are most
likely to be effective when they address determinants at
all levels. Historically, many initiatives have focused on
individual-level health determinants and interventions.
Healthy People 2020 therefore expanded its focus
from previous iterations to emphasize tracking and
monitoring of health-enhancing social and physical
environments. Integrating prevention into the
continuum of education—from the earliest ages on—is
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an integral part of this ecological and determinants
approach. Another important innovation in Healthy
People 2020 is the expanded population template which
will allow a more in-depth analysis of health disparities
in comparison with Healthy People 2010.

As with Healthy People 2010, each Healthy People 2020
objective has a:

) Reliable data source
) Baseline measure

) Target for specific improvements to be achieved by
the year 2020.

Draft objectives have been prepared by experts from
multiple lead federal agencies. The proposed objectives
have then been reviewed through a public comment
process and by the Healthy People Federal Interagency
Workgroup, which used specific selection criteria to
choose the final objectives.

Many objectives focus on interventions that are designed
to reduce or eliminate illness, disability, and premature
death among individuals and communities. Others
focus on broader issues such as:

Eliminating health disparities
Addressing social determinants of health
Improving access to quality health care

Strengthening public health services

L A " .

Improving the availability and dissemination of
health-related information.

Over the course of the decade, Foundation Health
Measures will be used to monitor progress toward
promoting health, preventing disease and disability,
eliminating disparities, and improving quality of life.
These broad, crosscutting measures include:

> General Health Status, as measured by such factors
as life expectancy, healthy life expectancy, years
of potential life lost, limitation of activity, chronic
disease prevalence, self-assessed health status, and
the CDC “Healthy Days Measures.”

) Health-Related Quality of Life and Well-Being, as
measured in terms such as: physical, mental, and
social health-related quality of life; well-being/
satisfaction; and participation in common activities.

) Determinants of Health, that is, a range of personal,
economic, and environmental factors that influence
health status, including factors such as biology,
genetics, individual behavior, access to health
services, and the particular environment(s) in which
people may find themselves in the course of their
lives or their daily round.

0-26

) Disparities and inequities in health status observed
across race/ethnicity, sex, physical and mental
ability, and geographical location.

Concurrent with the release of Healthy People 2020, a
redesigned website (http://www.healthypeople.gov) was
launched. Replacing the traditional print publication
with an interactive website as the main vehicle for
dissemination will expand the reach and accessibility
of Healthy People and allow users to tailor information
to their particular needs and explore evidence-based
resources for implementation. Among the new features
of the site are the following:

) Anindex to the Topic Areas and their objectives, with
information about each objective’s baseline, target,
and data source.

) A'"Determinants of Health" section with an animated
graphic to illustrate the range of personal, social,
economic, and environmental factors that influence
health status and often account for health-related
disparities among population groups.

> A "Stay Connected” section with information about
signing up for the listserv and links to social
networking sites.

Plans for the future include adding capabilities for the
website to disseminate research-based implementation
strategies for Topic Areas and objectives and to receive
public comments on the objectives during periods set
aside for this purpose on an annual basis.
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Introduction
\/

The Healthy People 2010 Leading Health Indicators
(LHIs) are a subset of the Healthy People 2010 objectives
that reflect the major public health concerns in the U.S.
They were chosen on the basis of their ability to motivate
action, the availability of data to measure their progress,
and their relevance as broad public health issues. These
indicators reflect individual behaviors, physical and
social environmental factors, and important health
system issues that greatly affect the health of individuals
and communities.

There are 10 Healthy People 2010 LHI topics, each
monitored through one or more LHIs. At the launch of
HealthyPeople 2010, there were 22 LHIs. Six supplemental
LHIs were added since, for a total of 28 LHIs.

The LHIs for Healthy People 2010 were:

) Physical Activity. Two LHIs tracked moderate or
vigorous physical activity among adults and vigorous
physical activity among adolescents (objectives 22-2
and 22-7, respectively).

> Overweight and Obesity. Two LHIs tracked obesity
in adults and in children and adolescents (objectives
19-2 and 19-3c, respectively).

) Tobacco use. Two LHIs tracked cigarette smoking
among adults and among adolescents (objectives
27-1a and 27-2b, respectively).

) Substance Abuse. Three LHIs tracked adolescents
not using illicit drugs (objective 26-10a), adults
using illicit drugs (objective 26-10c), and adult binge
drinking (objective 26-11c).

> Responsible Sexual Behavior. Five LHIs tracked
condom use by sexually-active unmarried persons
(objectives 13-6a and b) and adolescent sexual
behavior (objectives 25-11a through c). The LHIs
tracking condom use among sexually active
unmarried males (objective 13-6b), adolescents
who had sexual intercourse but not in the past 3
months (objective 25-11b), and adolescents who used
condoms at last intercourse (objective 25-11c) were
supplemental LHIs.

) Mental Health. Two LHIs tracked suicides (objective
18-1) and treatment of adults with depression

LEADING HEALTH INDICATORS

(objective 18-9b). (Objective 18-1 was a supplemental
LHL)

) Injury and Violence. Two LHIs tracked deaths
from motor vehicle crashes (objective 15-15a) and
homicides (objective 15-32).

> Environmental Quality. Three LHIs tracked
exposure to ozone (objective 8-la), children’s
exposure to tobacco smoke at home (objective 27-9),
and nonsmoker exposure to tobacco smoke (objective
27-10). (Objective 27-9 was a supplemental LHI.)

) Immunization. Three LHIstrackedfully-immunized
young children (objective 14-24a) and influenza and
pneumonia vaccination for older adults (objectives
14-29a and b, respectively).

) Access to Health Care. Four LHIs tracked persons
with health insurance (objective 1-1), persons
with a source of ongoing care (objective 1-4a),
hospitalizations for pediatric asthma (objective 1-9a),
and the receipt of prenatal care beginning in the first
trimester (objective 16-6a). (Objective 1-9a was a
supplemental LHI.)

All Healthy People tracking data quoted in this chapter,
along with technical information and operational
definitions for each objective, can be found in the
Healthy People 2010 database, DATA2010, available from
http://wonder.cdc.gov/data2010/.

More information about the Healthy People 2010 LHIs
can be found in the following publications:

) Healthy People 2010: Understanding and Improving
Health, available from http://www.healthypeople.
gov/2010/Document/html/uih/uih_bw/uih_4.htm.

) Healthy People 2010 Midcourse Review, available from
http://www.healthypeople.gov/2010/data/midcourse/
html/default.htm#FocusAreas.

) Sondik EJ, Huang DT, Klein RJ, Satcher D. Progress
Toward the Healthy People 2010 Goals and Objectives.
Annu Rev of Public Health 31(1):271-81. 2010.
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Highlights

)

Substantial progress was achieved for the LHIs
during the past decade [1]. Almost two-thirds (63%)
of the LHIs with data to measure progress moved
toward or achieved their Healthy People 2010 targets
(Figure LHI-1). However, health disparities among
select populations were observed (Figure LHI-2),
some of which are discussed below [2].

Physical Activity

)

There was little or no progress toward targets for the
objectives monitoring this LHI topic. Between 1997
and 2008, the proportion of adults engaging in regular
moderate or vigorous physical activity (objective
22-2) remained stable at 32%. The proportion of
adolescents engaging in regular vigorous physical
activity (objective 22-7) increased 4.6% between
1999 and 2009, from 65% to 68%, moving toward
the Healthy People 2010 target of 85%; however, this
increase was not statistically significant.

Overweight and Obesity

)

Obesity in the U.S. population increased, moving
away from Healthy People 2010 targets. Based on
directly measured height and weight, from 1988-94
to 2005-08 the proportion of adults aged 20 and over
who were obese (objective 19-2) rose 47.8%, from 23%
to 34% (age adjusted), moving away from the 2010
target of 15%. During the same period, obesity in
children and adolescents aged 6-19 years (objective
19-3c) increased 63.6%, from 11% to 18%, moving
away from the 2010 target of 5%.

Tobacco Use

Progress was observed for this LHI topic:

)

The percentage of adults aged 18 and over who were
current cigarette smokers (objective 27-1a) decreased
12.5% between 1998 and 2008, from 24% to 21% (age
adjusted), moving toward the 2010 target of 12%.
However, from 2004 to 2008, the proportion of U.S.
adults who were current cigarette smokers did not
noticeably change. Moreover, health disparities were
observed for a number of populations, for example:

= Among educational groups, adults aged 25 and
over with at least some college education had
the lowest (best) current cigarette smoking rate,
15% (age adjusted) in 2008. Adults aged 25 and
over with less than a high school education had a
rate of 30% (age adjusted) in 2008, twice the best
group rate [2].

LHI-4

)

Adolescent use of cigarettes in the past month
(objective 27-2b), decreased 45.7%, from 35% in 1999
to 19% in 2009, moving toward the 2010 target of 16%.

= Among racial and ethnic groups, the non-
Hispanic black population had the lowest (best)
adolescent cigarette smoking rate, 10% in 2009.
The rate for the non-Hispanic white population
was 22% in 2009, more than twice the best rate

[2].

Substance Abuse

Progress for this LHI topic was mixed:

)

The proportion of adolescents not using alcohol
or illicit drugs in the past month (objective 26-10a)
increased 5.1% between 2002 and 2008, from 78% to
82%, moving toward the 2010 target of 91%.

The proportion of adults using illicit drugs in the
past month (objective 26-10c) did not change over the
decade. Asin 2002, the baseline year for this objective,
79% of adults aged 18 and over used illicit drugs in
the past month in 2008. Similarly, the proportion
of adults who engaged in binge drinking in the
past month (26-11c) changed very little, increasing
2.5% over the same tracking period, from 24.3%
to 24.9%, and moving away from the 2010 target of
13.4%; however, this difference was not statistically
significant.

Responsible Sexual Behavior

Four of the five objectives used to monitor this LHI topic
moved toward their targets:

)

Condom use among sexually active unmarried
persons aged 18-44 increased, moving toward the
2010 targets of 50% for females (objective 13-6a)
and 54% for males (objective 13-6b). The proportion
of females (or their partners) who used condoms
increased 43.5% between 1995 and 2006-08, from
23% to 33%, whereas the proportion of males (or their
partners) who used condoms increased 4.8% between
2002 and 2006-08, from 42% to 44%.

The proportion of adolescents who had never had
sexual intercourse (objective 25-11a) increased 8.0%
between 1999 and 2009, from 50% to 54%, moving
toward the 2010 target of 56%.

Among adolescents who had had sexual intercourse,
the proportion who were not sexually active in
the last 3 months (objective 25-11b) declined 3.7%
between 1999 and 2009, from 27% to 26%, moving
away from the target of 30%.
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> The proportion of adolescents who used condoms
at last intercourse (objective 25-11c) increased 5.2%
between 1999 and 2009, from 58% to 61%, moving
toward the 2010 target of 65%.

Mental Health

Data to measure progress was available for one of the two
objectives used to monitor this LHI topic, objective 18-1,
suicide, which increased over the decade, moving away
from the 2010 target. Only baseline data were available
for objective 18-9b, treatment for adults with depression.

) The suicide rate (objective 18-1) increased 7.6%
between 1999 and 2007, from 10.5 to 11.3 per 100,000
population (age adjusted), moving away from the
2010 target of 4.8 per 100,000. Health disparities
were observed for a number of population groups, for
example:

= Among racial and ethnic groups, the non-
Hispanic black population had the lowest (best)
suicide rate, 5.1 per 100,000 population (age
adjusted) in 2007. The rates for the American
Indian or Alaska Native and the non-Hispanic
white populations were 11.5 and 13.5 per 100,000
(age adjusted), respectively. The rate for the
American Indian or Alaska Native population
was almost two and a half times the best rate
(that for the non-Hispanic black population),
whereas the rate for the non-Hispanic white
population was more than two and a half times
the best rate [2].

= The non-Hispanic white population had
suicide rates of 12.0 per 100,000 population
(age adjusted) in 1999 and 13.5in 2007, whereas
the non-Hispanic black population had rates
of 57 in 1999 and 5.1 in 2007. The disparity
between the non-Hispanic white and non-
Hispanic black populations increased 54
percentage points between 1999 and 2007 [3].

= Females had a lower (better) suicide rate than
males, 4.7 per 100,000 population (age adjusted)
in 2007. The rate for males was 18.4 per 100,000
(age adjusted), almost four times the rate for
females [2].

= Males had suicide rates of 17.8 per 100,000
population (age adjusted) in 1999 and 184 in
2007, whereas females had rates of 4.0 in 1999
and 4.7 in 2007. The disparity between males
and females declined 53 percentage points
between 1999 and 2007 [3].

= Among education groups, persons with at least
some college education had the lowest (best)
suicide rate, 99 per 100,000 population (age
adjusted) in 2002, whereas high school graduates
had a rate of 184 per 100,000 (age adjusted),
almost twice the best group rate [2].

LEADING HEALTH INDICATORS

Injury and Violence

Progress for this LHI topic was mixed:

) Motor vehicle crash deaths per 100,000 population

(objective 15-15a) declined 6.1% between 1999 and
2007, from 14.7 to 13.8 (age adjusted), moving toward
the 2010 target of 8.0.

= Among racial and ethnic groups, the combined
Asian or Pacific Islander population had the
lowest (best) rate of motor vehicle crash deaths,
7.0 per 100,000 population (age adjusted) in
2007. The American Indian or Alaska Native,
non-Hispanic black, and non-Hispanic white
populations had rates of 22.5, 14.1, and 14.2 per
100,000 (age adjusted), respectively. The rate for
the American Indian or Alaska Native population
was more than three times the best rate (that
for the Asian or Pacific Islander population).
The rates for the non-Hispanic black and non-
Hispanic white populations were about twice the
best rate [2].

= Females had a lower (better) motor vehicle crash
death rate than males, 7.9 per 100,000 population
(age adjusted) in 2007. The rate for males, 19.9 per
100,000 (age adjusted), was approximately two
and a half times that for females [2].

= Among education groups, persons aged 25-64
with at least some college education had the
lowest (best) rate of motor vehicle crash deaths,
8.4 per 100,000 population (age adjusted) in 2002.
High school graduates and persons with less
than a high school education had rates of 22.3
and 26.0 per 100,000 (age adjusted), respectively.
The rate for high school graduates was more than
two and a half times the best group rate, whereas
the rate for persons with less than a high school
education was more than three times the best
group rate [2].

) The homicide rate (objective 15-32) did not change

significantly over the decade. In 1999, the baseline
year for this objective, the homicide rate was 6.0 per
100,000 population (age adjusted), compared with a
rate of 6.1 in 2007 [1].

= Among racial and ethnic groups, the combined
Asian or Pacific Islander population had the
lowest (best) rate of deaths from homicide, 2.3
per 100,000 population (age adjusted) in 2007.
The rates for the American Indian or Alaska
Native, Hispanic or Latino, and non-Hispanic
black populations were 6.5, 6.9, and 21.8 per
100,000 (age adjusted), respectively. The rate for
the American Indian or Alaska Native population
was almost three times the best rate (that for
the Asian or Pacific Islander population). The
rate for the Hispanic or Latino population was
three times the best rate, and the rate for the
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non-Hispanic black population was about nine
and a half times the best rate [2].

The non-Hispanic white population had the
lowest (best) rate of deaths from homicide at
baseline, 2.9 deaths per 100.000 (age adjusted)
in 1999, whereas the combined Asian or Pacific
Islander population had the best rate at the most
recent data point, 2.3 per 100,000 (age adjusted)
in 2007. The non-Hispanic black population had
rates of 20.7 and 21.8 per 100,000 (age adjusted)
in 1999 and 2007, respectively. Between 1999 and
2007, the disparity between the non-Hispanic
black population and the group with the best rate
increased 234 percentage points [3].

Females had a lower (better) homicide rate than
males, 2.5 per 100,000 population (age adjusted)
in 2007. The rate for males was 9.6 per 100,000
(age adjusted), nearly four times the rate for
females [2].

Among education groups, persons aged 25-64
with at least some college education had the
lowest (best) rate of deaths from homicide, 2.6
per 100,000 population (age adjusted) in 2002.
The rates for high school graduates and persons
with less than a high school education were 10.5
and 16.0 per 100,000 (age adjusted), respectively.
High school graduates had a rate that was
approximately four times the best group rate
(that for persons aged 25-64 with at least some
college education); the rate for persons with less

= The rate for the non-Hispanic white population
was almost one and a half times the best rate
(that for the American Indian or Alaska Native
population); the rate for the Native Hawaiian
or Other Pacific Islander population was about
one and a half times the best rate; the rate for
the non-Hispanic black population was almost
twice the best rate; the rate for the Hispanic or
Latino population was more than two and a half
times the best rate; and the rate for the Asian
population was nearly three times the best rate

2].

= The rural or nonmetropolitan population had
better rates of exposure to ozone (4% in 1997
and 3% in 2004) than the urban or metropolitan
population (52% in 1997 and 48% in 2004). In
2004, the rate for the urban or metropolitan
population was 16 times as high as the rate for the
rural or nonmetropolitan population. Between
1997 and 2004, the disparity in ozone exposure
between the rural/nonmetropolitan and the
urban/metropolitan populations increased 300
percentage points [3].

) The percentage of children aged 6 years and under
exposed to tobacco smoke at home (objective 27-9)
decreased 70.4% between 1994 and 2005, from 27%
to 8%, exceeding the 2010 target of 10%. However,
disparities were observed among a number of
population groups, for example:

= Among income groups, children aged six

than a high school education was more than six
times the best group rate [2].

Environmental Quality

There was substantial progress for this LHI topic. Two
of the three environmental quality objectives exceeded
their 2010 targets:

> The proportion of people living in counties that
exceeded National Ambient Air Quality Standards
(NAAQS) for ozone (objective 8-1a) declined 25%
between 1997 and 2010, from 43% to 36%, moving
toward the 2010 target of 0%. However, the final year
for which data were available by race and ethnicity
was 2004 and, at that time, disparities were observed
for a number of population groups:

= Among racial and ethnic groups, the American
Indian or Alaska Native population had the
lowest (best) rate of living in counties that
exceeded NAAQS for ozone (objective 8-1a), 23%
in 2004, whereas the non-Hispanic white, Native
Hawaiian or Other Pacific Islander, non-Hispanic
black, Hispanic or Latino, and Asian populations
had rates of 33%, 35%, 43%, 59%, and 67%,
respectively.

LHI-6

years and under living in middle/high-income
households had thelowest (best) rates of exposure
to tobacco smoke at home, 5% in 2005, whereas
children living in poor or near-poor households
had rates of 15% and 12%, respectively. The rate
for children living in poor households was three
times the best group rate, whereas the rate for
children living in near-poor households was
almost two and a half times the best group rate

[2].

Children living in poor households had rates of
exposure to tobacco smoke of 38% in 1994 and
15% in 2005; those living in near-poor households
had rates of 33% in 1994 and 12% in 2005;
whereas those living in middle/high-income
households had rates of 19% in 1994 and 5% in
2005. The disparity between children living in
poor households and those living in middle/high-
income households increased 100 percentage
points between 1994 and 2005. During the same
period, the disparity between children living in
near-poor households and those living in middle/
high-income households increased 66 percentage
points [3].

) The percentage of nonsmokers aged 4 years and over
exposed to environmental tobacco smoke (objective

HEALTHY PEOPLE 2010 FINAL REVIEW



27-10) declined 51.2% from 1988-94 to 2005-08, from
84% to 41% (age adjusted), exceeding the 2010 target
of 56%.

Immunization

Progress was observed for the three objectives
monitoring this LHI topic:

> The proportion of young children aged 19-35
months who were fully immunized (objective 14-24a)
increased 6.8% between 1998 and 2008, from 73% to
78%, moving toward the 2010 target of 80%.

) Vaccination of noninstitutionalized high risk persons
aged 65 and over for influenza and pneumonia both
increased between 1998 and 2008, moving toward
the 2010 targets of 90%. The proportion who had
received an influenza vaccination in the past 12
months (objective 14-29a) increased 4.7%, from 64%
to 67%, and the proportion who had ever received
a pneumococcal vaccination (objective 14-29b)
increased 30.4%, from 46% to 60% over the tracking
period.

Access to Health Care

Progress for this LHI topic was mixed:

) Rates of persons with health insurance (objective
1-1) did not change over the decade. As in 1997,
the baseline year for this objective, 83% of the U.S.
population under age 65 had health insurance
coverage in 2008. Disparities were observed for a
number of population groups, for example:

= Among racial and ethnic groups, the non-
Hispanic white population had the highest (best)
rate of health insurance coverage, 88% in 2008,
whereas the American Indian or Alaska Native
population and the Hispanic or Latino population
had rates of 72% and 67%, respectively. When
expressed as persons without health insurance,
the rate for the American Indian or Alaska Native
population was more than twice the best rate
(that for the non-Hispanic white population). The
rate for the Hispanic or Latino population was
nearly three times the best rate [2].

= The American Indian or Alaska Native
population had health insurance coverage rates
of 62% in 1999 and 72% in 2008, whereas the
non-Hispanic white population had a rate of 88%
in both 1999 in 2008. When rates are expressed
in terms of persons without health insurance,
the disparity between the American Indian or
Alaska Native population and the non-Hispanic
white population decreased 83 percentage points
between 1999 and 2008 [2,3].
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= Among income groups, the middle/high-income
population had the highest (best) rate of health
insurance coverage, 89% in 2008, whereas the
poor and near-poor populations had rates of
71% and 69%, respectively. When expressed as
persons without health insurance, the rate for the
poor population was more than two and a half
times the best rate (that for the middle/high-
income population). The rate for the near-poor
population was almost three times the best rate

2].

= The poor population had health insurance
coverage rates of 66% in 1997 and 71% in 2008,
whereas the middle/high-income population
had rates of 90% in 1997 and 89% in 2008. When
rates are expressed in terms of persons without
health insurance, the disparity between the
poor population and the middle/high-income
population decreased 76 percentage points
between 1997 and 2008 [2,3].

) The proportion of persons with a source of ongoing

care (objective 1-4a) declined 1.1% between 1998 and
2008, from 87% to 86%, moving away from the 2010
target of 96%.

= Among racial and ethnic groups, the non-
Hispanic white population had the highest (best)
rate, 89% in 2008, whereas the Hispanic or Latino
population had a rate of 77%. When expressed as
persons without a specific source of ongoing care,
the rate for the Hispanic or Latino population
was more than twice the best rate [2].

= Among income groups, the middle/high-income
population had the highest rate, 90% in 2008,
whereas the poor and near-poor populations
had rates of 78% and 80%, respectively. When
expressed as persons without a specific source of
ongoing care, the rates for the poor and near-poor
populations were about twice the best rate [2].

Hospitalizations for pediatric asthma (objective 1-9a)
declined 35.2% between 1996 and 2008, from 23.0 to
14.9 admissions per 100,000 population aged under
18 years, exceeding the 2010 target of 17.3 admissions
per 100,000 population.

The proportion of pregnant women who began
prenatal care in the first trimester (objective 16-6a)
increased 1.2% between 1998 and 2002, from 83% to
84%, moving toward the 2010 target of 90%.

= Non-Hispanic white women had the highest
(best) rate of prenatal care among racial and
ethnic populations, 89% in 2002, whereas the
American Indian or Alaska Native, Hispanic
or Latino, and non-Hispanic black women had
rates of 70%, 77%, and 75%, respectively. When
expressed as women not receiving prenatal care,
the rates for American Indian or Alaska Native,
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Hispanic or Latino, and non-Hispanic black
women were more than twice the best rate (that
for non-Hispanic white women) [2].

= Women aged 20 and over with at least some

college education had the best rate of prenatal
care among education groups, 92% in 2002,
whereas high school graduates and women with
less than a high school education had rates of
83% and 72%, respectively, among women aged
20 and over. When expressed as women aged 20
and over not receiving prenatal care, the rate for
high school graduates was more than twice the
best rate; and the rate for women with less than a
high school education was three and a half times
the best rate [2].

Summary of Progress

> Figure LHI-1 presents a quantitative assessment
of progress [1] in achieving the Healthy People
2010 LHIs. Data to measure progress toward target
attainment were available for 27 objectives. Of these:

= Three objectives exceeded their Healthy People

2010 targets (objectives 1-9a, 27-9, and 27-10).

Fourteen objectives moved toward their targets.
A statistically significant difference between the
baseline and the final data points was observed
for eight of these objectives (14-24a, 14-29a and
b, 15-15a, 16-6a, 26-10a, 27-1a, and 27-2b). No
significant difference was observed for one
objective (22-7); and data to test the significance
of the difference were unavailable for five
objectives (8-1a, 13-6a and b, and 25-11a and c).

Three objectives showed no change (objectives
1-1, 22-2, and 26-10c).

Seven objectives moved away from their targets.
A statistically significant difference between
the baseline and final data points was observed
for four of these objectives (1-4a, 18-1, 19-2, and
19-3c). No significant differences were observed
for two objectives (15-32 and 26-11c); and data
to test the significance of the difference were
unavailable for one objective (25-11b).

> One objective had no follow-up data available to
measure progress (objective 18-9b).

) Figure LHI-2 displays health disparities [2] for the
LHIs from the best group rate for each characteristic
at the most recent data point. It also displays changes
in disparities from the baseline to the most recent
data point [3].

= Twenty-four objectives had statistically signi-
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ficant racial and ethnic health disparities of 10%
or more. In addition, one objective had racial
and ethnic health disparities of 10% or more but

lacked data to assess statistical significance.
Of these 25 objectives, the non-Hispanic white
population had the best rate for 12 objectives (1-1,
1-4a, 14-29a and b, 16-6a, 18-9b, 19-2, 22-2, 22-7,
25-11a and c, and 27-9). The non-Hispanic black
population had the best rate for 6 objectives
(13-6a and b, 18-1, 26-10a, 26-11c, and 27-2b);
the Hispanic or Latino population had the best
rate for 3 objectives (26-10c, 27-1a, and 27-10); the
combined Asian or Pacific Islander population
had the best rate for 2 objectives (15-15a and
15-32); the American Indian or Alaska Native
population had the best rate for 1 objective (8-1a);
and persons of two or more races had the best
rate for 1 objective (14-24a).

Females had better rates for 12 of the 14 objectives
with statistically significant health disparities
of 10% or more by sex (objectives 1-1, 1-4a, 1-9a,
14-29b, 15-15a, 15-32, 18-1, 18-9b, 26-10c, 26-11c,
27-1a, and 27-10). Males had better rates for the
remaining 2 objectives (22-7 and 25-11c).

Persons with at least some college education had
the best rate for all 12 objectives with statistically
significant health disparities of 10% or more by
education (objectives 13-6a and b, 14-29a and b,
15-15a, 15-32, 16-16a, 18-1, 22-2, 26-10c, 27-1a, and
27-10).

Persons with middle/high incomes had the
best rate for seven of the nine objectives with
statistically significant health disparities of 10%
or more by income (objectives 1-1, 1-4a, 13-6a,
19-2, 19-3c, 27-1a, and 27-9). Near-poor and poor
persons had the best rate for one objective each
(14-24a and 26-10a, respectively)

One objective had a statistically significant
health disparity of 10% or more by geographic
location and one had a health disparity of 10%
or more by geographic location but lacked data
to assess statistical significance. Persons living
in urban or metropolitan areas had a better rate
for one (objective 1-1), whereas persons living in
rural or nonmetropolitan areas had a better rate
for the other (objective 8-1a).

Eight objectives had statistically significant
health disparities of 10% or more by disability
status. Persons with disabilities (objectives
1-1, 1-4a, and 14-29a and b) and those without
disabilities (objectives 13-6a, 19-2, 22-2, 27-1a)
each had the best rate for the four of these
objectives.

Health disparities of 100% or more were observed
for some objectives among racial and ethnic
populations, as well as by sex, education level,
income, and geographic location. Changes in
disparities of 50 percentage points or more
between the baseline and most recent data points
also were observed. Many of these disparities are
discussed in the Highlights, above.
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Transition to Healthy People
2020

Moving from Healthy People 2010 (HP2010) to Healthy
People 2020 (HP2020), the Leading Health Indicators
(LHIs) have evolved to reflect the most recent federal
policy recommendations, as well as a greater emphasis
in HP2020 on the determinants of health. The differences
between the HP2010 LHIs and the HP2020 LHIs are
summarized below.

More detailed information about the HP2020 LHIs can
be found at the HP2020 website, available from http://
www.healthypeople.gov.

) There are 12 HP2020 LHI topics, monitored through
26 HP2020 LHIs. In comparison, the 10 HP2010 LHI
topics were monitored through 28 HP2010 LHIs. This
set of 28 includes the original 22 LHIs introduced at
the launch of HP2010, as well as 6 supplemental LHIs
which were added later.

> The HP2010 LHI topics ‘Physical Activity’ and
‘Overweight and Obesity’ were combined and
expanded to form the HP2020 LHI topic ‘Nutrition,
Physical Activity, and Obesity.

= The objectives on obesity among adults
(HP2010 objective 19-2) and among children
and adolescents (HP2010 objective 19-3c) were
retained as LHIs (HP2020 objectives NWS-9 and
NWS-104, respectively). However, the age range
for children and adolescents was changed from
6-19 years in HP2010 to 2-19 years in HP2020.

= The objective on moderate physical activity
among adults (HP2010 objective 22-2) was
modified to reflect new physical activity
guidelines (HP2020 objective PA-24) and
retained as an LHI [4].

= The objective on rigorous physical activity
among adolescents (HP2010 objective 22-7) was
not retained as an LHI.

= An objective on vegetable consumption was
added as an LHI (HP2020 objective NWS-15.1).

) The HP2010 LHI topic “Tobacco Use’ was renamed
‘Tobacco' in the HP2020 LHIs.

= The objectives on cigarette smoking among
adults (HP2010 objective 27-1a) and adolescents
(HP2010 objective 27-2b) were retained
unmodified as LHIs (HP2020 objectives TU-1.1
and TU-2.2, respectively) [4].

> The HP2010 LHI topic ‘Substance Abuse’ is also
included in the HP2020 LHIs.

= The objective on adult binge drinking in the past
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month (HP2010 objective 26-11c) was modified
to reflect a new definition for women (HP2020
objective SA-14.3) and retained as an LHL

= The objective on adult illicit drug use in the
past 30 days (HP2010 objective 26-10c) was not
retained as an LHI.

= The objective on adolescents not using alcohol or
illicit drugs in the past 30 days (HP2010 objective
26-10a) was modified to measure adolescents
using alcohol or illicit drugs in the past 30 days
(HP2020 objective SA-13.1) and retained as an
LHL

) The HP2010 LHI topic Responsible Sexual Behavior’
was renamed ‘Reproductive and Sexual Health’ in
the HP2020 LHIs.

= Allfive objectives (HP2010 objectives 13-6a and b,
and 25-11a through c) were not retained as LHIs;
instead, the proportion of sexually active females
who received reproductive health services
(HP2020 objective FP-7.1) was added as an LHI.

= A new objective on persons with HIV who know
their serostatus (HP2020 objective HIV-13) was
added as an LHI.

> TheHP2010 LHI topic ‘Mental Health’is also included
in the HP2020 LHIs.

= The objective on suicide (HP2010 objective 18-1)
was retained unmodified as an LHI (HP2020
objective MHMD-1).

= The objective on treatment for adults with
depression (HP2010 objective 18-9b) was not
retained as an LHI

= An objective on adolescents who experience
major depressive episodes (HP2020 objective
MHMD-4.1) was added as an LHL

) The HP2010 LHI topic Injury and Violence is also
included in the HP2020 LHIs.

= The objective on homicides (HP2010 objective 15-
32) was retained unmodified as an LHI (HP2020
objective IVP-29).

= The objective on deaths from motor vehicle
crashes (HP2010 objective 15-15a) was not
retained as an LHL

= An objective on fatal injuries (HP2020 objective
IVP-1.1) was added as an LHI.

> The HP2010 LHI topic Environmental Quality is
also included in the HP2020 LHIs.

= The objectives on exposure to ozone (HP2010
objective 8-1a) and secondhand smoke (HP2010
objective 27-10) were modified and retained as
LHIs. The objective on exposure to ozone was
modified and expanded to reflect new air quality
guidelines (HP2020 objective EH-1), and the
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objective on secondhand smoke is now restricted
to children aged 3-11 years (HP2020 objective
TU-11.1) instead of ages 4 years and over.

The objective on exposure to tobacco smoke at
home among children (HP2010 objective 27-9)
was not retained as an LHL

> The HP2010 LHI topic Tmmunization’ was expanded
to form the HP2020 LHI topic ‘Clinical Preventive
Services.

The objective on fully immunized young
children (HP2010 objective 14-24a) was modified
to reflect new immunization guidelines (HP2020
objective IID-8) and retained as an LHI.

The two objectives on immunization of
noninstitutionalized high-risk older adults
(HP2010 objectives 14-29a and b) were not
retained as LHIs.

Objectives on colorectal cancer screening
(HP2020 objective C-16), adults with hyper-
tension who have their blood pressure under
control (HP2020 objective HDS-12), and adults
with diabetes with uncontrolled glycemia
(HP2020 objective D-5.1) were added as LHIs.

> The HP2010 LHI topic ‘Access to Health Care” was
renamed ‘Access to Health Services’ in the HP2020
LHIs.

The objective on medical insurance (HP2010
objective 1-1) was retained unmodified as an
LHI (HP2020 objective AHS-1.1), though it was
referred to as health insurance in Healthy People
2010.

The objectives on hospitalization for pediatric
asthma (HP2010 objective 1-9a) and prenatal
care beginning first trimester (objective 16-6a)
were not retained as LHIs.

The objective on source of ongoing care (HP2010
objective 1-4a) was not retained as an LHI
instead, the objective on persons with a usual
primary care provider (HP2020 objective AHS-3)
was added as an LHL

> There are three new LHI topics in HP2020, resulting
in four new LHIs.
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‘Maternal, Infant, and Child Health’ is monitored
through two objectives: infant mortality (HP2020
objective MICH-1.3) and preterm births (HP2020
objective MICH-9.1).

‘Oral Health’ is monitored through one objective
on persons who used the oral health care system
in the past year (HP2020 objective OH-7).

‘Social Determinants’ is monitored through one
objective on students who graduate with a regular
diploma 4 years after starting 9" grade (HP2020
objective AH-5.1).

Table LHI-1, “A Crosswalk Between the Healthy
People 2010 and Healthy People 2020 Leading Health
Indicators,” summarizes the Healthy People 2010 LHIs
and the Healthy People 2020 LHIs as well as changes
between the two sets of indicators.

Appendix D, “A Crosswalk Between Objectives From
Healthy People 2010 to Healthy People 2020,” summa-
rizes all changes between the two decades of objectives.
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Table LHI-1. A Crosswalk Between the Healthy People 2010 and
Healthy People 2020 Leading Health Indicators

Healthy People 2010 Leading Health Indicators

Healthy People 2020 Leading Health Indicators

Change Between Sets

Physical 22-2. Regular physical activity— Nutrition, PA-2.4. Adults meeting objectives Retained as an LHI
Activity Moderate or vigorous (age adjusted, Physical for aerobic physical activity and for and modified to reflect
18+ years) Activity, and | muscle-strengthening activity (18+ new physical activity
Obesity years) guidelines
22-7. \ligorous physical activity in Not a Healthy People 2020 LHI Not retained as an LHI
students (grades 9-12)
Overweight | 19-2. Obesity in adults (age adjusted, NWS-9. Obesity in adults (age adjusted, | Retained unmodified as
and Obesity | 20+ years) 20+ years) an LHI
19-3c. Obesity in children and NWS-10.4. Obesity in children and Retained as an LHI with
adolescents (6—19 years) adolescents (2—19 years) modified age range
Not a Healthy People 2010 LHI NWS-15.1. Contribution of total New LHI
vegetables to diets (2+ years)
Tobacco Use | 27-1a. Cigarette use by adults (age Tobacco TU-1.1. Cigarette use by adults (age Retained unmodified as
adjusted, 18+ years) adjusted, 18+ years) an LHI
27-2b. Cigarette use in past month by TU-2.2. Cigarette use in past month by | Retained unmodified as
students (grades 9-12) students (grades 9-12) an LHI
Substance 26-10a. Adolescents not using alcohol | Substance SA-13.1. Adolescents using alcohol Retained as an LHI and
Abuse orillicit drugs in past 30 days (12—17 Abuse orillicit drugs in past 30 days (12—17 modified to measure
years) years) converse
26-10c. Adults using illicit drugs in past Not a Healthy People 2020 LHI Not retained as an LHI
30 days (18+ years)
26-11c. Adults binge drinking in the SA-14.3. Adults binge drinking in the Retained as an LHI and
past month (18+ years) past month (18+ years) modified to reflect new
definition for women
Responsible | 13-6a. Condom use among sexually Reproductive | Not a Healthy People 2020 LHI Not retained as an LHI
Sexual active unmarried persons—females and Sexual
Behavior (18—44 years) Health
13-6b. Condom use among sexually Not a Healthy People 2020 LHI Not retained as an LHI
active unmarried persons—males
(18—44 years)
25-11a. Students who never had sexual Not a Healthy People 2020 LHI Not retained as an LHI
intercourse (grades 9—12)
25-11b. Students who had sexual Not a Healthy People 2020 LHI Not retained as an LHI
intercourse, but not in the past 3
months (grades 9-12)
25-11c. Students who used condoms at Not a Healthy People 2020 LHI Not retained as an LHI
last intercourse (grades 9-12)
Not a Healthy People 2010 LHI FP-7.1. Sexually active females who New LHI
receive reproductive health services
(15—44 years)
Not a Healthy People 2010 LHI HIV-13. Persons with HIV who know New LHI

their serostatus (13+ years)
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Table LHI-1. A Crosswalk Between the Healthy People 2010 and Healthy People 2020 Leading Health
Indicators (continued)

Healthy People 2010 Leading Health Indicators Healthy People 2020 Leading Health Indicators Change Between Sets
Mental 18-1. Suicide (age adjusted, per Mental MHMD-1. Suicide (age adjusted, per Retained unmodified as
Health 100,000 population) Health 100,000 population) an LHI
18-9Db. Treatment for adults with Not a Healthy People 2020 LHI Not retained as an LHI
depression (18+ years)
Not a Healthy People 2010 LHI MHMD-4.1. Adolescents who New LHI
experience major depressive episodes
(MDE) (1217 years)
Injury and 15-15a. Deaths from motor vehicle Injury and Not a Healthy People 2020 LHI Not retained as an LHI
Violence crashes (age adjusted, per 100,000 Violence
population)
15-32. Homicides (age adjusted, per IVP-29. Homicides (age adjusted, per Retained unmodified as
100,000 population) 100,000 population) an LHI
Not a Healthy People 2010 LHI [VP-1.1. Fatal injuries (age adjusted, per | New LHI
100,000 population)
Environ- 8-1. Percent of persons exposed to Environ- EH-1. Number of days the Air Quality Retained as an LHI and
mental ozone mental Index (AQI) exceeds 100 modified to reflect new
Quality Quality air quality guidelines
27-9. Exposure to tobacco smoke at Not a Healthy People 2020 LHI Not retained as an LHI
home among children (<6 years)
27-10. Exposure to environmental TU-11.1 Children exposed to Retained as an LHI
tobacco smoke among nonsmokers secondhand smoke (3—11 years) and modified to reflect
(age adjusted, 4+ years) new age range and
secondhand smoke
guidelines
Immunization | 14-24a. Fully immunized young children | Clinical 14-24a. Fully immunized young children | Retained as an LHI and
(19—35 months) Preventive (19—35 months) modified to reflect new
Services immunization guidelines
14-29a. Vaccination of Not a Healthy People 2020 LHI Not retained as an LHI
noninstitutionalized high-risk older
adults—Influenza vaccine in past 12
months (age adjusted, 65+ years)
14-29Db. Vaccination of Not a Healthy People 2020 LHI Not retained as an LHI
noninstitutionalized high-risk older
adults—Pneumococcal vaccine ever
received (age adjusted, 65+ years)
Not a Healthy People 2010 LHI (C-16. Colorectal cancer screening New LHI
based on most recent guidelines
(50-75 years)
Not a Healthy People 2010 LHI HDS-12. Adults with hypertension New LHI
whose blood pressure is under control
(18+ years)
Not a Healthy People 2010 LHI D-5.1. Diabetic population with an Alc | New LHI
value greater than 9 percent
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Table LHI-1. A Crosswalk Between the Healthy People 2010 and Healthy People 2020 Leading Health

Indicators (continued)

Healthy People 2010 Leading Health Indicators Healthy People 2020 Leading Health Indicators Change Between Sets
Access to 1-1. Persons with health insurance Access AHS-1.1. Persons with medical Retained unmodified as
Health Care | (<65 years) to Health insurance (<65 years) an LHI
_ Services . .
1-4a. Source of ongoing care AHS-3. Persons with a usual primary Changed to an alternate
care provider objective
1-9a. Hospitalization for pediatric Not a Healthy People 2020 LHI Not retained as an LHI
asthma (admissions per 10,000
population, <18 years)
16-6a. Prenatal care beginning in first Not a Healthy People 2020 LHI Not retained as an LHI
trimester
Not a Healthy People 2010 LHI Maternal, MICH-1.3. Infant deaths (<1 year, per New LHI
Infant, and 1,000 live births)
Child Health
MICH-9.1. Preterm births New LHI
Not a Healthy People 2010 LHI Oral Health | OH-7. Persons who used the oral health | New LHI
care system in the past year (2+ years)
Not a Healthy People 2010 LHI Social AH-5.1. Students who graduate witha [ New LHI
Determinants | regular diploma 4 years after starting
9™ grade.

Data Considerations

Beginning in 2003, education data for the mortality
objectives 15-15a (motor vehicle crash deaths), 15-32
(homicides), and 18-1 (suicide), and the natality objective
16-6a (prenatal care), from the National Vital Statistics
System, were suppressed. The educational attainment
item was changed in the new U.S. Standard Certificates of
Birth and Death in 2003 to be consistent with the Census
Bureau data and to improve the ability to identify specific
types of educational degrees. Many states, however,
are still using the 1989 version of the U.S. Standard
Certificate of Death, which focuses on highest school
grade completed. As a result, educational attainment
data collected using the 2003 version are not comparable
with data collected using the 1989 version [5].

Data for objective 16-6a (early prenatal care) were based
upon the information recorded on birth certificates and
also collected by States and local vital records offices.
Due to the desire to produce more robust information,
the 2003 revision of the standard birth certificate
introduced improved standards which produce non-
comparable rates [6,7]. For Healthy People 2010, data
obtained from the 1997 version of the standard birth
certificate was used from baseline through 2002 to track
this objective.
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The data label used for objective 19-3¢ “overweight or
obesity” in children and adolescents was revised since
the Healthy People 2010 Midcourse Review and progress
reviews to “obesity” even though the definition (BMI at
or above the sex- and age-specific 95" percentile from
the 2000 CDC Growth Charts) and interpretation are
still the same. This change is consistent with revisions
made by the American Academy of Pediatrics, the
Institute of Medicine, and other organizations. Strictly
speaking, overweight refers to weight in excess of a
weight standard which could be due to a greater lean
body mass, and obesity refers to excess body fatness.
Because the indexes used are based on body mass rather
than fatness, the original terminology of “overweight”
for children at or above the 95 percentile was intended
to clarify that this cut-off point should not be used
as diagnostic criteria. Rather, these children may or
may not have excess body fat and should, therefore,
be screened for obesity. However, because body fat is
difficult to measure and the majority of children with
BMI at or above the 95 percentile have high adiposity,
on a population-wide basis, high weight-for-height can
be considered as an adequate indicator of obesity [8].

Education and income are the primary measures of
socioeconomic status in Healthy People 2010. Most data
systems used in Healthy People 2010 define income as a
family’s income before taxes. To facilitate comparisons
among groups and over time, while adjusting for family
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size and for inflation, Healthy People 2010 categorizes
income using the poverty thresholds developed by the
Census Bureau. Thus, the three categories of family
income that are primarily used are:

> Poor—below the Federal poverty level
> Near poor—100% to 199% of the Federal poverty level

> Middle/high income—200% or more of the Federal
poverty level.

These categories may be overridden by considerations
specific to the data system, in which case they are
modified as appropriate. See Healthy People 2010: General
Data Issues, referenced below.

In general, data on educational attainment are presented
for persons aged 25 and over, consistent with guidance
given by the Census Bureau. However, because of the
requirements of the different data systems, the age
groups used to calculate educational attainment for
any specific objective may differ from the age groups
used to report the data for other Healthy People 2010
objectives, as well as from select populations within
the same objective. Therefore, the reader is urged to
exercise caution in interpreting the data by educational
attainment shown in the Health Disparities Table. See
Healthy People 2010: General Data Issues, referenced
below.

Additional information on data issues is available from
the following sources:

> All Healthy People 2010 tracking data can be found
in the Healthy People 2010 database, DATA2010,
available from http://wonder.cdc.gov/data2010/.

> Detailed information about the data and data
sources used to support these objectives can
be found in the Operational Definitions on the
DATA2010 website, available from http://wonder.cdc.
gov/data2010/focusod.htm.

> More information on statistical issues related to
Healthy People tracking and measurement can
be found in the Technical Appendix and in Healthy
People 2010: General Data Issues, which is available in
the General Data Issues section of the NCHS Healthy
People website under Healthy People 2010.

References and Notes

1. Displayed in the Progress Chart (Figure LHI-1), the
percent of targeted change achieved expresses the
difference between the baseline and the final value
relative to the initial difference between the baseline
and the Healthy People 2010 target. As such, it is a
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relative measure of progress toward attaining the
Healthy People 2010 target. See the Reader’s Guide
for more information. When standard errors were
available, the difference between the baseline
and the final value was tested at the 0.05 level of
significance. See the Figure LHI-1 footnotes, as well
as the Technical Appendix, for more detail.

. Information about disparities among select

populations is shown in the Health Disparities Table
(Figure LHI-2). Disparity from the best group rate
is defined as the percent difference between the
best group rate and each of the other group rates
for a characteristic. For example, racial and ethnic
health disparities are measured as the percent
difference between the best racial and ethnic group
rate and each of the other racial and ethnic group
rates. Similarly, disparities by sex are measured as
the percent difference between the better group
rate (e.g., female) and the rate for the other group
(e.g., male). Some objectives are expressed in terms
of favorable events or conditions that are to be
increased, while others are expressed in terms of
adverse events or conditions that are to be reduced.
To facilitate comparison of health disparities
across different objectives, disparity is measured
only in terms of adverse events or conditions. For
comparability across objectives, objectives that are
expressed in terms of favorable events or conditions
are re-expressed using the adverse event or condition
for the purpose of computing disparity, but they are
not otherwise restated or changed. For example,
objective 1-1, to increase the proportion of persons
with health insurance (e.g., 72% of the American
Indian or Alaska Native population under age 65 had
some form of health insurance in 2008), is expressed
in terms of the percentage of persons without
health insurance (e.g., 100% - 72% = 28% of the
American Indian or Alaska Native population under
age 65 did not have any form of health insurance
in 2008) when the disparity from the best group
rate is calculated. See the Reader’s Guide for more
information. When standard errors were available,
the difference between the best group rate and each
of the other group rates was tested at the 0.05 level of
significance. See the Figure LHI-2 footnotes, as well
as the Technical Appendix, for more detail.

. The change in disparity is estimated by subtracting

the disparity at baseline from the disparity at the
most recent data point and, therefore, is expressed
in percentage points. See the Reader’s Guide for more
information. When standard errors were available,
the change in disparity was tested at the 0.05 level of
significance. See the Figure LHI-2 footnotes, as well
as the Technical Appendix, for more detail.

. As of the Healthy People 2020 launch, Healthy People

2020 objectives that were modified from Healthy
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People 2010 had some change in the numerator
or denominator definitions, the data source(s), or
data collection methodology. Healthy People 2020
objectives that were unmodified had no change in
the numerator or denominator definitions, the data
source(s), or data collection methodology.
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Reports. National Center for Health Statistics. 2000.
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panelreport_acc.pdf.

Comprehensive Summary of Objectives: Leading Health Indicators

Objective Description

Data Source

11 Persons with health insurance (<65 years)

National Health Interview Survey (NHIS), CDC, NCHS.

1-4a Source of ongoing care

National Health Interview Survey (NHIS), CDC, NCHS.

1-9a Hospitalization for pediatric asthma (admissions per 10,000

population, <18 years)

Healthcare Cost and Utilization Project (HCUP), AHRQ.

8-1a Percent of persons exposed to harmful air pollutants—0Ozone

Air Quality System (AQS), Environmental Protection Agency (EPA).

13-6a  Condom use among sexually active unmarried persons
(18—44 years)—Females

National Survey of Family Growth (NSFG), CDC, NCHS.

13-6b  Condom use among sexually active unmarried persons
(18—44 years)—Males

National Survey of Family Growth (NSFG), CDC, NCHS.

14-24a  Fully immunized young children 19—-35 months

National Immunization Survey (NIS): CDC, NCIRD; CDC, NCHS.

14-29a Vaccination of noninstitutionalized high-risk older adults—

Influenza vaccine in past 12 months (age adjusted, 65+ years)

National Health Interview Survey (NHIS), CDC, NCHS.

14-29b  Vaccination of noninstitutionalized high-risk older adults—
Pneumococcal vaccine ever received (age adjusted, 65+
years)

National Health Interview Survey (NHIS), CDC, NCHS.

15-15a  Deaths from motor vehicle crashes—Age adjusted, per
100,000 population

National Vital Statistics System—NMortality (NVSS—M), CDC, NCHS.

15-32  Homicides (age adjusted, per 100,000 population)

National Vital Statistics System—Mortality (N\VSS—M), CDC, NCHS.

16-6a  Prenatal care—Beginning in first trimester

National Vital Statistics System—~Natality (NVSS-N), CDC, NCHS.

18-1 Suicide (age adjusted, per 100,000 population)

National Vital Statistics System—Mortality (NVSS—M), CDC, NCHS.

18-9b  Treatment for adults with depression (18+ years)

National Comorbidity Survey—Replication (NCS—R), NIH, NIMH.

19-2 Obesity in adults (age adjusted, 20+ years)

National Health and Nutrition Examination Survey (NHANES), CDC,
NCHS.

19-3¢c  Qbesity in children and adolescents 619 years

National Health and Nutrition Examination Survey (NHANES), CDC,
NCHS.

22-2 Regular physical activity—Moderate or vigorous (age
adjusted, 18+ years)

National Health Interview Survey (NHIS), CDC, NCHS.
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Comprehensive Summary of Objectives: Leading Health Indicators (continued)

Objective Description Data Source

22-7 Vigorous physical activity in students (grades 9-12) Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.

25-11a  Students who never had sexual intercourse (grades 9-12) Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.

25-11b  Students who had sexual intercourse, but not in the past 3 Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.
months (grades 9-12)

25-11c  Students who used condoms at last intercourse (grades 9-12)  Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.

26-10a  Adolescents not using alcohol or illicit drugs in past 30 days National Survey on Drug Use and Health (NSDUH), SAMHSA.
(1217 years)

26-10c  Adults using illicit drugs in past 30 days (18+ years) National Survey on Drug Use and Health (NSDUH), SAMHSA.
26-11c  Binge drinking in the past month—Adults (18+ years) National Survey on Drug Use and Health (NSDUH), SAMHSA.
27-1a  Cigarette use by adults (age adjusted, 18+ years) National Health Interview Survey (NHIS), CDC, NCHS.
27-2b  Cigarette use in past month by students (grades 9-12) Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.
27-9 Exposure to tobacco smoke at home among children (<6 National Health Interview Survey (NHIS), CDC, NCHS.
years)
27-10  Exposure to environmental tobacco smoke among National Health and Nutrition Examination Survey (NHANES), CDC,
nonsmokers (age adjusted, 4+ years) NCHS.
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Figure LHI-1. Progress Toward Target Attainment for Leading Health Indicators

LEGEND . Moved away from target’ Moved toward target . Met or exceeded target

Percent of targeted Baseline vs. Final

i 2
change achieved 2010  Baseline Final Differ- Statistically Percent

Objective 0 25 50 75 100 Target (Year) (Year)  ence® Significant* Change®

Physical Activity

22-2. Regular physical activity—Moderate or 0.0% 50% 32% 32% 0 No 0.0%
vigorous (age adjusted, 18+ years) (1997) (2008)

22-7. \Vigorous physical activity in students 15.0% 85% 65% 68% 3 No 4.6%
(grades 9-12) (1999) (2009)

Overweight and Obesity

19-2. Obesity in adults (age adjusted, 20+ 15% 23% 34% il Yes 47.8%
years) (1988-94)  (2005-08)
19-3c. Obesity in children and adolescents 5% 1% 18% 7 Yes 63.6%
(619 years) (1988-94)  (2005-08)
Tobacco Use
27-1a. Cigarette use by adults (age adjusted, 25.0% 12% 24% 21% -3 Yes -12.5%
18+ years) (1998) (2008)
27-2b. Cigarette use in past month by students 16% 35% 19% -16 Yes -45.7%
(grades 9-12) (1999) (2009)
Substance Abuse
26-10a. Adolescents not using alcohol or illicit 30.8% 91% 78% 82% 4 Yes 51%
drugs in past 30 days (12—17 years) (2002) (2008)
26-10c. Adults using illicit drugs in past 30 days 0.0% 3.2% 7.9% 7.9% 0.0 No 0.0%
(18+ years) (2002) (2008)
26-11c¢.  Adults binge drinking in the past month 13.4% 24.3% 24.9% 0.6 No 2.5%
(18+ years) (2002) (2008)
Responsible Sexual Behavior
13-6. Condom use among sexually active
unmarried persons (18—44 years)
a. Females 37.0% 50% 23% 33% 10  Nottested 43.5%
(1995)  (2006—08)
b. Males* 16.7% 54% 42% 44% 2 Nottested 4.8%
(2002) (2006-08)
25-11a. Students who never had sexual 56% 50% 54% 4 Nottested 8.0%
intercourse (grades 9-12) (1999) (2009)
25-11b. Students who had sexual intercourse, but ‘ 30% 27% 26% -1 Nottested -3.7%
not in the past 3 months (grades 9-12)* (1999) (2009)
25-11c¢. Students who used condoms at last 42.9% 65% 58% 61% 3 Nottested 5.2%
intercourse (grades 9-12)* (1999) (2009)
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Percent of targeted
change achieved?

Baseline vs. Final

2010  Baseline Final Differ- Statistically Percent
Objective 0 25 50 75100 Target (Year) (Year)  ence® Significant* Change®
Mental Health
18-1. Suicide (age adjusted, per 100,000 4.8 10.5 11.3 0.8 Yes 7.6%
population)* (1999) (2007)
Injury and Violence
15-15a. Deaths from motor vehicle crashes 13.4% 8.0 14.7 13.8 -0.9 Yes -6.1%
(age adjusted, per 100,000 population) (1999) (2007)
15-32. Homicides (age adjusted, per 100,000 2.8 6.0 6.1 0.1 No 1.7%
population) (1999) (2007)
Environmental Quality
8-1a. Percent of persons exposed to 0zone 16.3% 0% 43% 36% -7 Nottested -16.3%
(1997) (2010)
27-9. Exposure to tobacco smoke at home 111.8% 10% 27% 8% -19 Yes -70.4%
among children (<6 years)* (1994) (2005)
27-10. Exposure to environmental tobacco smoke 153.6% 56% 84% 41% -43 Yes -51.2%
among nonsmokers (age adjusted, (1988-94)  (2005-08)
4+ years)
Immunization
14-24a. Fully immunized young children 80% 73% 78% 5 Yes 6.8%
19-35 months (1998) (2008)
14-29. Vaccination of noninstitutionalized high-
risk older adults (age adjusted, 65+ years)
a. Influenza vaccine in past 12 months 11.5% 90% 64% 67% 3 Yes 4.7%
(1998) (2008)
b. Pneumococcal vaccine ever received 31.8% 90% 46% 60% 14 Yes 30.4%
(1998) (2008)
Access to Health Care
1-1. Persons with health insurance (<65 years) 0.0% 100% 83% 83% 0 No 0.0%
(1997) (2008)
1-4a. Source of ongoing care ‘ 96% 87% 86% -1 Yes -11%
(1998) (2008)
1-9a. Hospitalization for pediatric asthma 1421% 173 23.0 14.9 -8.1 Yes -35.2%
(admissions per 10,000 population, (1996) (2008)
<18 years)*
16-6a. Prenatal care beginning in first trimester 14.3% 90% 83% 84% 1 Yes 1.2%
(1998) (2002)
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Figure LHI-1. Progress Toward Target Attainment for Leading Health Indicators (continued)

NOTES

See the Reader’s Guide for more information on how to read this figure. See DATA2010 at http://wonder.cdc.gov/data2010 for all HealthyPeople 2010
tracking data. Tracking data are not available for objective 18-9b.

FOOTNOTES

! Movement away from target is not quantified using the percent of targeted change achieved. See Technical Appendix for more information.

2 Percent of targeted change achieved = Final value - Baseline value x 100.

Healthy People 2010 target — Baseline value

3 Difference = Final value - Baseline value. Differences between percents (%) are measured in percentage points.

4 When estimates of variability are available, the statistical significance of the difference between the final value and the baseline value is assessed at
the 0.05 level. See Technical Appendix for more information.

5 Percent change = Final value - Baseline value % 100.

Baseline value

* Supplemental measure. See LHI chapter text for more information.

DATA SOURCES

1-1. National Health Interview Survey (NHIS), CDC, NCHS.

1-4a. National Health Interview Survey (NHIS), CDC, NCHS.

1-9a. Healthcare Cost and Utilization Project (HCUP), AHRQ.

8-la. Air Quality System (AQS), Environmental Protection Agency (EPA).

13-6a-b. National Survey of Family Growth (NSFG), CDC, NCHS.

14-24a. National Immunization Survey (NIS): CDC, NCIRD; CDC, NCHS.

14-29a-b.  National Health Interview Survey (NHIS), CDC, NCHS.

15-15a. National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS.

15-32. National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS.

16-6a. National Vital Statistics System—Natality (NVSS-N), CDC, NCHS.

18-1. National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS.

19-2. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.
19-3c. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.
22-2. National Health Interview Survey (NHIS), CDC, NCHS.

22-7. Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.
25-1la-c.  Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.

26-10a. National Survey on Drug Use and Health (NSDUH), SAMHSA.

26-10c. National Survey on Drug Use and Health (NSDUH), SAMHSA.

26-11c. National Survey on Drug Use and Health (NSDUH), SAMHSA.

27-1a. National Health Interview Survey (NHIS), CDC, NCHS.

27-2b. Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.

27-9. National Health Interview Survey (NHIS), CDC, NCHS.

27-10. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.
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Figure LHI-2. Health Disparities Table for Leading Health Indicators

Disparities from the best group rate for each characteristic at the most recent data point and changes in disparity from the baseline to

the most recent data point.

Race and Ethnicity Sex Education Income Disability
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Figure LHI-2. Health Disparities Table for Leading Health Indicators (continued)
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Figure LHI-2. Health Disparities Table for Leading Health Indicators (continued)

NOTES
See DATA2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010 tracking data.

Years in parentheses represent the baseline and most recent data years (if available).

Disparity from the best group rate is defined as the percent difference between the best group rate and each of the other group rates for a characteristic
(e.g., race and ethnicity). The summary index is the average of these percent differences for a characteristic. Change in disparity is estimated by
subtracting the disparity at baseline from the disparity at the most recent data point. Change in the summary index is estimated by subtracting the
summary index at baseline from the summary index at the most recent data point. See Technical Appendix for more information.

LEGEND

Most favorable group
rate for specified char-
acteristic, but reliability
criterion not met.

The group with the best rate for
specified characteristic.

The “best” group rate at the most Reliability criterion for

recent data point. D best group rate not
met, or data available
for only one group.

g

Percent difference from the best group rate

Less than 10%, or difference not
statistically significant (when estimates
of variability are available).

Disparity from the best group rate at
the most recent data point.

=

10%—49%

100% or
l 50%—99% l more

Changes in disparity over time are shown when:

Increase in disparity (percentage points)

(@) disparities data are available at both baseline and most recent time points; (b) data are —

" D ‘ ‘ M) (] 100

not for the group(s) indicated by “B” or “b” at either time point; and (c) the change is greater . ‘ A oen ‘ N
than or equal to 10 percentage points and statistically significant, or when the change is 10-49 points A 50-99 paints I Pnocl)?és or
greater than or equal to 10 percentage points and estimates of variability were not available, _— — —
Seg Technical Appendix, Decrease in disparity (percentage points)

(M) () (¢ 100

¥ | 10-49 points i 50-99 points ¥ | points or

) s V) more
Availability of Data () () Characteristic not

Data not available. selected for this
- L_J objective.

FOOTNOTES

* Measures of variability were available. Thus, the variability of best group rates was assessed, and statistical significance was tested. Disparities of 10%
or more are displayed when the differences from the best group rate are statistically significant at the 0.05 level. Changes in disparities over time are

indicated by arrows when the changes are greater than or equal to 10 percentage points and are statistically significant at the 0.05 level. See Technical

Appendix,
Measures of variability were not available. Thus, the variability of best group rates was not assessed, and statistical significance could not be tested.
Nonetheless, disparities and changes in disparities over time are displayed according to their magnitude. See Technical Appendix.

-+

e

Measures of variability were available only for the most recent data. Thus, the variability of best group rates was assessed only for the most recent

data, and statistical significance was tested only for the most recent data. Disparities of 10% or more are displayed when the differences from the best
group rate are statistically significant at the 0.05 level. Changes in disparities over time are displayed according to their magnitude, since measures of

variability were not available at baseline and therefore statistical significance of changes in disparity could not be tested. See Technical Appendix.

3

Supplemental measure. See LHI chapter text for more information.

—

Baseline data by race and ethnicity are for 1999.

N}

Baseline data by disability status are for 1991-94.

w

Data by income are categorized using only two groups: lower income (<130% of Federal poverty level, displayed under "poor”) and higher income
(>130% of Federal poverty level, displayed under "middle/high income").

~

Baseline data by income are for 2005.

@

Data by education level are for persons aged 25-44 years.

o

Most recent data by education level are for 2002.

3

Most recent data by race and ethnicity, by sex, and by location, are for 2004.

=3

Baseline data by race and ethnicity are for 2005.

©

Baseline data by race and ethnicity are for 2000.

19 Baseline data by income exclude "middle/high income" for comparability with most recent data year.
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Figure LHI-2. Health Disparities Table for Leading Health Indicators (continued)

FOOTNOTES (continued)

! The group with the best rate at the most recent data point is different from the group with the best rate at baseline. Both rates met the reliability criterion.
See Technical Appendix,

i Data are for Mexican American.
i Change in the summary index cannot be assessed. See Technical Appendix,
v Reliability criterion for best group rate not met, or data available for only one group, at baseline. Change in disparity cannot be assessed. See Technical Appendix,

V' Data are for Asian or Pacific Islander.

DATA SOURCES

1-1. National Health Interview Survey (NHIS), CDC, NCHS.

1-4a. National Health Interview Survey (NHIS), CDC, NCHS.

1-9a. Healthcare Cost and Utilization Project (HCUP), AHRQ.

8-la. Air Quality System (AQS), Environmental Protection Agency (EPA).
13-6a-b. National Survey of Family Growth (NSFG), CDC, NCHS.

14-24a. National Immunization Survey (NIS): CDC, NCIRD; CDC, NCHS.

14-29a-b.  National Health Interview Survey (NHIS), CDC, NCHS.

15-15a. National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS.

15-32. National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS.

16-6a. National Vital Statistics System—Natality (NVSS-N), CDC, NCHS.

18-1. National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS.

18-9b. National Comorbidity Survey—Replication (NCS-R), NIH, NIMH.

19-2. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.
19-3c. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.
22-2. National Health Interview Survey (NHIS), CDC, NCHS.

22-7. Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.
25-1la-c.  Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.

26-10a. National Survey on Drug Use and Health (NSDUH), SAMHSA.

26-10c. National Survey on Drug Use and Health (NSDUH), SAMHSA.

26-11c. National Survey on Drug Use and Health (NSDUH), SAMHSA.

27-1a. National Health Interview Survey (NHIS), CDC, NCHS.

27-2b. Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.

27-9. National Health Interview Survey (NHIS), CDC, NCHS.

27-10. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.
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Focus Area Chapters

Each of the 28 Healthy People 2010 Focus Areas is
reviewed in a standalone chapter in the Healthy People
2010 Final Review.

The Focus Area chapter begins with a brief introduction
to the Focus Area.

The "Highlights" section describes the salient findings
in relation to progress toward target attainment and to
health disparities for selected objectives.

The "Summary of Progress” section provides a more in-
depth assessment of progress toward target attainment,
and provides the reader with an inventory of objectives
that have achieved their Healthy People 2010 targets,
moved toward their targets, demonstrated no change,
moved away from their targets, or lacked data to
assess progress. The Progress Chart, which is the first
figure in each Focus Area chapter, displays further
quantitative information regarding progress toward
target attainment for each objective for which data
were available, including the percent of targeted change
achieved. See Measuring Progress Toward the Healthy
People 2010 Targets, below.

The Summary of Progress section also discusses pro-
gress toward the elimination of health disparities. The
Health Disparities Table, which is the second figure in
each Focus Area chapter (except for Chapter 23), displays
detailed findings in relation to health disparities among
select populations for the objectives for which data were
available. Objectives based on schools, worksites, states,
or those that were measured using the numbers of events
are not included in the discussion of health disparities.
See Measuring Health Disparities, below.

When data are available at the subnational level,
selected objectives are mapped to display spatial
variation in percents, rates, or counts. Subnational data
are presented either at the state or Health Service Area
(HSA) level. When maps are included they are shown in
the Focus Area chapter. See Displaying Data with Maps,
below.

Previous Healthy People 2010 publications stated that
there were 467 objectives to track progress over the
decade. However, many of these objectives consisted
of multiple “subobjectives,” each with its own baseline
data, data source, and target requiring separate
analysis. The analyses in this report are based on a total
of 969 objectives and subobjectives. For the purpose
of discussion, both objectives and subobjectives are
referred to in this report as objectives given that each
receives equal analysis and treatment.

The "Transition to Healthy People 2020" section of each
chapter describes the framework of the Healthy People
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2020 Topic Area(s) and changes and modifications made
to the corresponding Healthy People 2010 Focus Areal(s)
and objectives. Some Healthy People 2010 Focus Areas
were split and new Healthy People 2020 Topic Areas
were added. As a result, Healthy People 2020 has 42 Topic
Areas. Appendix D, “A Crosswalk Between Objectives
From Healthy People 2010 to Healthy People 2020,”
summarizes the changes between the two decades of
objectives.

Each Focus Area chapter in the Healthy People 2010 Final
Review concludes with a "Data Considerations” section
and a "Comprehensive Summary of Objectives” section
that lists all objectives in that Focus Area with the
corresponding data sources or objective status in those
cases where an objective was not retained.

A description of the Progress Chart and a guide to the
Health Disparities Table are presented below. The
techniques used to develop these visuals are discussed
in greater detail in the Technical Appendix. Further
discussion of the issues involved in the measurement of
progress and of health disparities in Healthy People 2010
has been published elsewhere [1].

All Healthy People 2010 tracking data are available from
http://wonder.cdc.gov/data2010 and are, therefore, not
included in this report.

Measuring Progress Toward the
Healthy People 2010 Targets

Progress toward the Healthy People 2010 targets at Final
Review is shown in a Progress Chart for each Focus Area.
The Progress Chart displays the percent of targeted
change that was achieved for each objective. Targeted
change is the difference between the baseline and the
Healthy People 2010 (HP2010) target. The formula for the
percent of targeted change achieved is as follows:

Percent of
targeted  Final value - Baseline value « 100
change HP2010 target — Baseline value
achieved

The percent of targeted change achieved expresses the
difference between the baseline and the final value
relative to the initial difference between the baseline and
the Healthy People 2010 target. As such, it is a relative
measure of progress toward attaining the Healthy
People 2010 target, and it can be used to compare how
much of the targeted change has been achieved for
an objective relative to other objectives, though care
must be exercised in its interpretation. In particular,
movement away from the Healthy People 2010 target
is not quantified using the percent of targeted change
achieved, as it is more meaningful to examine the
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difference between the final and the baseline values in
such cases. See Technical Appendix for more information.

Although the Progress Chart was displayed in previous
Healthy People publications, in this report several new
columns have been added to provide more in-depth
information on the movement that occurred for each
objective for which there were at least two data points.

The Progress Chartis divided into three panels. Objective
numbers and short descriptions are listed in the left-
most panel. The description of an objective includes in
parentheses any applicable information regarding the
age of the targeted population. Most Healthy People 2010
objectives are measured using proportions, expressed
in percents. If the unit of measure for an objective is
anything other than a percent (e.g., rate per 100,000
population), then this is also indicated in parentheses as
part of the objective description. The percent of targeted
change achieved' for each objective is displayed in a bar
chart in the central panel of the Progress Chart. In the
right-most panel of the Progress Chart, a table displays
the Healthy People 2010 target, the baseline value and
year, the final value and year, the difference between
final and baseline values, its statistical significance at
the 0.05 level, and the percent change between the final
and baseline values.

The formula for the percent change is as follows:

Percent change
between final
and baseline
values

Final value - Baseline value
= x 100.

Baseline value

The percent of targeted change achieved is shown for
each objective with data more recent than the baseline.
The percent of targeted change achieved is color coded:

> Objectives that moved away from the target are in
red.

) Objectives that moved toward the target are in light
blue.

) Objectives that met or exceeded the target are in
dark blue.

As mentioned earlier, movement away from the Healthy
People 2010 target is not quantified using the percent of
targeted change achieved in the Progress Chart. Instead,
for such objectives, the reader should examine the
difference between the final value and the baseline value
to assess progress. See Technical Appendix.

Objectives for which progress could not be assessed are
identified in the notes at the end of the Progress Chart.
These notations occur in two general types of situations:
(a) the objective was deleted at the Midcourse Review,
or (b) the objective did not have a baseline, or had a
baseline value but no follow-up data.

READER'S GUIDE

The following observations may be helpful to the
interpretation of the percent of targeted change achieved
by a specific objective and comparisons of progress
among multiple objectives:

) The "percent of targeted change achieved’ measures
the percent of the difference between the baseline
and the 2010 target that was attained. For example, a
value of 25% indicates that a quarter of the difference
between the baseline and the 2010 target was
achieved.

) The use and interpretation of the percent of targeted
change achieved has limits. It is calculated using
only the Healthy People 2010 target, the baseline data
point, and the final data point. Furthermore, it does
not take into account the number of years that are
included nor any fluctuations that may occur during
the intervening years. The number of years included,
which varies by objective, may also vary within an
objective based on the availability of population
data. See Technical Appendix.

) There are situations in which the percent of targeted
change achieved cannot be calculated or does not
accurately reflect change in an objective. These
situations include instances when the target was met
at the baseline, when the amount of targeted change
was small relative to the amount of actual change, or
when the target was exceeded at the baseline. Such
situations are footnoted on the applicable charts, and
illustrated in the Technical Appendix.

Measuring Health Disparities

Information about health disparities among select
populations is shown in a Health Disparities Table.
Short descriptions of the population-based objectives
are listed along the left side of the table. The baseline
data year(s) are shown in parentheses and, when more
recent data were available, the most recent data year(s)
are also shown. The description of an objective generally
also includes in parentheses any applicable information
regarding the underlying measure (e.g., measurement
unit) and the age of the targeted population.

Characteristics of the population (race and ethnicity, sex,
education, income, geographic location, and disability
status) are depicted across the top of the Health
Disparities Table. In general, characteristics applicable
to each objective were designated in the original Healthy
People 2010 document [2].

Characteristics that were not designated for a particular
objective are shaded in dark gray. When a characteristic
is not applicable for any of the objectives in a Focus
Area, it is omitted from the Health Disparities Table
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for that Focus Area. When data are not available for a
designated population or for a particular characteristic,
the corresponding boxes are shaded in light gray (see
the fourth section of the legend, reproduced below in
Figure RG-1). If there are no characteristic-specific data
available for an objective, the objective is excluded from
the table and referenced in the notes.

Definition. Disparity from the best group rate is defined
as the percent difference between the best group rate
and each of the other group rates for a characteristic at
the most recent data point.

For example, disparities by race and ethnicity are
measured as the percent difference between the best
racial and ethnic group rate and each of the other racial
and ethnic group rates. Similarly, disparities by sex are
measured as the percent difference between the better
group rate (e.g., female) and the rate for the other group
(e.g., male).

Formula. The formula for disparity from the best group
rate for a group G is as follows:

Rate for
group G

Best group rate for
Disparity characteristic

for group G = x 100.

Best group rate for characteristic

Some Healthy People 2010 objectives are expressed
in terms of favorable events or conditions that are to
be increased, while others are expressed in terms of
adverse events or conditions that are to be reduced.
To facilitate comparison of health disparities across
different objectives, disparity is measured only in terms
of adverse events or conditions in Healthy People 2010
[1]. Those objectives that are expressed in terms of
favorable events or conditions are re-expressed using the
adverse event or condition for the purpose of computing
disparity, but they are not otherwise restated or changed.
See Technical Appendix for more information.

Example. Healthy People 2010 objective 1-1, to increase
the proportion of persons with health insurance (e.g.,
72% of the American Indian or Alaska Native population
under age 65 had some form of health insurance in
2008), is expressed in terms of the percentage of persons
without health insurance (e.g., 100% — 72% = 28% of the
American Indian or Alaska Native population under age
65 did not have any form of health insurance in 2008)
when the disparity from the best group rate is calculated.

Asaresult, the group identified as having the best rate for
a given characteristic is always the group with the least
adverse event or condition. Thus, disparities defined
by the above formula remain nonnegative quantities,
equal zero only when the group G for which disparity is
being assessed has rate equal to the best group rate. See
Technical Appendix for more information.
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Thegroupwiththebest ormostfavorablerateisidentified
for each characteristic in the Health Disparities Table
by a "B". In the few instances when two groups had
identical best rates, both groups are identified by a "B".
In some cases, the most favorable rate is not sufficiently
reliable to be used as the best rate. In these situations,
a small letter "b" is included in the cell, and the next
most favorable group rate with sufficient reliability is
identified with a "B" as the best group. When there is only
one group with sufficiently reliable data, a best group
is not identified for purposes of measuring disparity,
and the cells for all groups with data are left blank in
the Health Disparities Table, indicating that disparities
could not be assessed. These symbols are described in
the first section of the legend that accompanies each of
these figures (reproduced below in Figure RG-1).

A color gradient is used to represent the size of the
percent difference from the best group rate for each
group at the most recent data point. In some cases,
baseline data might be the only data available. The color
gradient is shown in the second section of the legend,
reproduced below in Figure RG-1. When measures of
variability are available, the variability of best group
rates is assessed, and statistical significance is tested.
For a given group G within a characteristic, a disparity
of 10% or more is displayed when the difference from the
best group rate (i.e., rate for group G minus best group
rate) is statistically significant at the 0.05 level. See
Technical Appendix.

Changeindisparity over timeis estimated by subtracting
the disparity at the baseline from the disparity at the
most recent data point. The change is expressed in
percentage points: positive differences represent an
increase in disparity, and negative differences represent
a decrease in disparity. The magnitude of the change
is indicated by the number of arrows. (See the third
section of the legend, reproduced below in Figure RG-1.)
Whenever data are available at both the baseline and
most recent time points, changes in disparity over time
are shown if the change is greater than or equal to 10
percentage points and statistically significant, or when
the change is greater than or equal to 10 percentage
points and estimates of variability are not available. See
Technical Appendix for a more in-depth discussion.

Footnotes indicate whether statistical testing was
performed for either the differences from the best group
rate at the most recent data point or the changes in
disparities over time.

When there are more than two groups associated with
a population characteristic (for example, race and
ethnicity, education, and income), a summary index
provides a way to determine whether the disparity
from the best group rate has increased or decreased on
average. The summary index used here is the average
of percent differences between the best group rate and
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each of the other group rates for a characteristic. These
comparisons are made only when disparities data are
available for exactly the same groups at the baseline and
most recent data points

The statistical significance of the summary index at the
most recent data point and changes in the index over
time are assessed when possible. The magnitude of the

Figure RG-1: Legend for the Health Disparities Table

summary index at the most recent data point, and the
magnitude and direction of changes in the summary
index over time, are indicated by the color gradient and
the arrow symbols, respectively.

More detail on measuring, tracking, and summarizing,
health disparities can be found in the Technical Appendix,
as well as in a related publication [1].

LEGEND

The “best” group rate at the most The group with the best rate for
recent data point. specified characteristic.

Most favorable group Reliability criterion for
B rate for specified char- D best group rate not

acteristic, but reliability met, or data available

criterion not met. for only one group.

Percent difference from the best group rate

the most recent data point. statistically significant (when estimates

100% or

Disparity from the best group rate at D Less than 10%, or difference not

of variability are available).

10%—49% l 50%-99% I more

Changes in disparity over time are shown when:

Increase in disparity (percentage points)

() disparities data are available at both baseline and most recent time points; (b) data are — — 100
not for the group(s) indicated by “B” or “b” at either time point; and (c) the change is greater - . oea . NS
than ar equal 1o 10 percentage points and statistically significant, or when the change is | 10-49 points a | 50-99 points A Enoé?és or
greater than or equal to 10 percentage points and estimates of variability were not available. ~_— —
Seg Technical Appendix, Decrease in disparity (percentage points)

() (] ] 100

v | 10-49 points ¥ | 50-99 poins ¥ | points or

L LU ¥ ] more
Availability of Data () () Characteristic not

Data not available. selected for this
objective.
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Displaying Data With Maps

When data are available at the subnational level, selected
objectives are mapped to display spatial variation in
percents, rates, or counts. Subnational dataare presented
either at the state or Health Service Area (HSA) level.
HSAs are defined as “..one or more counties that are
relatively self-contained with respect to the provision of
routine hospital care” [3]. HSAs are contiguous but may
span state boundaries. They frequently contain more
than 1 county with an average of 4 and maximum of
20 counties. Maps are presented as simple chloropleths
and use either a Jenks or modified Jenks classification
[4]. A Jenks classification is a method for grouping
ordered data in such a way that within-group variance is
minimized and between-group variance is maximized.
When geographic units (states or HSAs) have values that
meet the Healthy People 2010 target, the classification
is modified by manually setting the “best” cut-point to
the Healthy People 2010 target. The best cut-point is
the highest cut-point for objectives that are expressed
in terms of favorable events or conditions that are to be

READER'S GUIDE

increased, and the lowest cut-point for objectives that
are expressed in terms of adverse events or conditions
that are to be reduced. In some instances where the
number of geographic units meeting the target is large,
a cut-point in the middle of the distribution is set to the
target. See Technical Appendix for more information.
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GOAL:

Improve access to comprehensive,
high-quality health care services.

N

Access to quality health services includes access to
primary care, preventive services, and other health
care services on a continuum of care in the health care
delivery system. The objectives in this chapter monitor
progress in four general areas:

> The first section monitors clinical preventive care
and includes objectives that track health insurance
coverage and counseling about health behaviors.

) Objectives in the second section are concerned with
primary care and examine source of ongoing care,
having a usual primary care provider, difficulties and
delays obtaining needed health care, cultural diversity
and racial and ethnic representation in health
professions, and hospitalization for ambulatory-care-
sensitive conditions.

> Emergency services, including delay or difficulty
getting emergency care, rapid prehospital emergency
care, trauma care systems, and special needs of
children, are monitored in the third section.

) The final section tracks long-term care and
rehabilitative services, including long-term care
services and diagonsis of pressure ulcers among
nursing home residents.

All Healthy People tracking data quoted in this chapter,
along with technical information and Operational
Definitions for each objective, can be found in the Healthy
People 2010 database, DATA2010, available from http://
wonder.cdc.gov/data2010/.

More information about this Focus Area can be found in
the following publications:

) Healthy People 2010: Understanding and Improving
Health, available from http://www.healthypeople.
gov/2010/Document/tableofcontents.htm#under.

) Healthy People 2010 Midcourse Review, available from
http://www.healthypeople.gov/2010/data/midcourse/
html/default.htm#FocusAreas.

1+ ACCESS TO QUALITY HEALTH SERVICES

Highlights

) Substantial progress was achieved in meeting
objectives for this Focus Area during the past decade
[1]. Seventy-three percent of the Access to Quality
Health Services objectives with data to measure
progress moved toward or achieved their Healthy
People 2010 targets (Figure 1-1). However, statistically
significant health disparities of 10% or more were
observed among racial and ethnic populations and
income groups (Figure 1-2) [2].

) Rates of persons with health insurance (objective
1-1) did not change over the decade. As in 1997,
the baseline year for this objective, 83% of the U.S.
population under age 65 had health insurance
coverage in 2008. Disparities were observed for a
number of population groups, for example:

= Among racial and ethnic groups, the non-
Hispanic white population had the highest (best)
rate of health insurance coverage, 88% in 2008,
whereas the American Indian or Alaska Native
population and the Hispanic or Latino population
had rates of 72% and 67%, respectively. When
expressed as persons without health insurance,
the rate for the American Indian or Alaska
Native population was more than twice that for
the non-Hispanic white population) [2]. The rate
of coverage for the Hispanic or Latino population
was nearly three times the non-Hispanic white
rate.

= The American Indian or Alaska Native population
had health insurance coverage rates of 62% in 1999
and 72% in 2008, whereas the non-Hispanic white
population had rates of 88% in both 1999 and 2008.
When rates are expressed in terms of persons
without health insurance, the disparity between
the American Indian or Alaska Native population
and the non-Hispanic white population decreased
83 percentage points between 1999 and 2008 [2,3].
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= Among income groups, the middle/high-income
population had the highest (best) rate of health
insurance coverage, 89% in 2008, whereas the
poor and near-poor populations had rates of
71% and 69%, respectively. When expressed as
persons without health insurance, the rate for
the poor population was more than two and
a half times that for the middle/high-income
population [2]. The rate of non coverage for the
near-poor population was almost three times the
rate for the middle/high-income population.

= The poor population had health insurance
coverage rates of 66% in 1997 and 71% in 2008,
whereas the middle/high-income population
had rates of 90% in 1997 and 89% in 2008. When
rates are expressed in terms of persons without
health insurance, the disparity between the
poor population and the middle/high-income
population decreased 76 percentage points
between 1997 and 2008 [2,3].

Health insurance coverage varied by state. Although
no state had achieved the Healthy People 2010 target
of total coverage, five states (Connecticut, Hawalii,
Iowa, Massachusetts, and Minnesota) had rates of
coverage over 88% in 2008. Texas, at 71%, had the
lowest coverage rate (Figure 1-3).

Statistically significant health disparities of 100% or
more were observed for several other objectives, for
example:

= Persons who had a specific source of ongoing
care among all ages (objective 1-4a):

= Among racial and ethnic groups, the non-
Hispanic white population had the highest
(best) rate, 89% in 2008, whereas the Hispanic
or Latino population had a rate of 77%. When
expressed as persons without a specific source
of ongoing care, the rate for the Hispanic or
Latino population was more than twice the
non-Hispanic white rate [2].

= Among income groups, the middle/high-
income population had the highest (best)
rate, 90% in 2008, whereas the poor and
near-poor populations had rates of 78% and
80%, respectively. When expressed as persons
without a specific source of ongoing care, the
rates for the poor and near-poor populations
were about twice the rate for the middle/high-
income population [2].

= Persons who had a specific source of ongoing
care among adults aged 18 and over (objective
1-4c¢):

= Among racial and ethnic groups, the non-
Hispanic white population had the highest
(best) rate, 87% in 2008, whereas the Hispanic
or Latino population had a rate of 69%. When
expressed as persons without a specific source

of ongoing care, the rate for the Hispanic or
Latino population was almost two and a half
times the non-Hispanic white rate [2].

* Among income groups, the middle/high-
income population had the best rate, 88%
in 2008, whereas the near-poor and poor
populations had rates of 76% and 71%,
respectively. When expressed as persons
without a specific source of ongoing care, the
rate for the near-poor population was twice the
rate, for the middle/high-income population,
while the rate for the poor population was
almost two and a half times the middle/high-
income population rate [2].

= Persons who delayed or had difficulty in getting
emergency medical care (objective 1-10):

= Among racial and ethnic groups, the rate for
persons of two or more races (6.7% in 2001) was
about three times the best group rate, that for
the non-Hispanic white population (2.2% in
2001).

= Among income groups, the rate for the poor
population (4.5% in 2001) was more than twice
that of the best group rate, that for the middle/
high-income population (2.0% in 2001).

= The rate for persons with disabilities (5.7%
in 2001) was more than three times that for
persons without disabilities (1.8% in 2001).

Summary of Progress

) Figure 1-1 presents a quantitative assessment of

progress in achieving the Healthy People 2010
objectives for Access to Quality Health Services [1].
Data to measure progress toward target attainment
were available for 48 objectives. Of these:

= Eleven objectives (1-7a through d; 1-8b, f, j, n, and
1; 1-9a; and 1-12) met or exceeded their Healthy
People 2010 targets.

= Twenty-four objectives moved toward their
targets. A statistically significant difference
between the baseline and the final data points
was observed for three of these objectives (1-3c,
1-6, and 1-9¢). Data to test the significance of the
difference were unavailable for 21 objectives (1-3f;
1-7e and g; 1-8a, d, e, g through i, 1, p, g, s, and t;
1-13a, b, e, f, and i; and 1-14a and b).

= Six objectives (1-1; 1-4b; 1-7f and h; and 1-8m and
o) showed no change.

= Seven objectives moved away from their targets.
A statistically significant difference between
the baseline and final data points was observed
for three objectives (1-4a and c, and 1-9b). No
significant differences were observed for two
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objectives (I-5 and 1-16); and data to test the
significance of the difference were unavailable
for two objectives (1-8c and k).

> One objective (1-3g) remained developmental, and 20
objectives (1-3a, b, d, h; 1-10; 1-11a through g; 1-13c, d,
g, and h; and 1-15a through d) had no follow-up data
available to measure progress [4]. Two objectives (1-2
and 1-3e) were deleted at the Midcourse Review.

) Figure 1-2 displays health disparities in Access to
Quality Health Services from the best group rate for
each characteristic at the most recent data point [2].
It also displays changes in disparities from baseline
to the most recent data point [3].

= Of the 10 objectives with statistically significant
health disparities of 10% or more by race and
ethnicity, the non-Hispanic white population had
the best rate for seven objectives (1-1, 1-3¢c, 1-4a
and ¢, 1-5, 1-10, and 1-16). The non-Hispanic black
population had the best rate for two objectives (1-
3a and b), and the Hispanic or Latino population
had the best rate for one objective (1-6).

= Females had better rates than males for eight of
the nine objectives with statistically significant
health disparities of 10% or more by sex
(objectives 1-1, 1-3c, 1-4a and ¢, 1-5, 1-9a and b,
and 1-16). Males had a better rate than females
for the remaining objective (1-6).

= Persons with at least some college education
had the best rate for the three objectives with
statistically significant health disparities of 10%
or more by education level (objectives 1-3h, 1-5,
and 1-10).

= Persons with middle/high incomes had the
best rate for all six objectives with statistically
significant health disparities of 10% or more by
income (objectives 1-1, 1-3h, 1-4a and c, 1-6, and
1-10).

= Persons living in rural or nonmetropolitan
areas had better rates than persons living in
urban or metropolitan areas for two of the three
objectives with statistically significant health
disparities of 10% or more by geographic location
(objectives 1-4c and 1-5). Persons living in urban
or metropolitan areas had a better rate for the
third objective (1-1).

= Persons with disabilities had better rates than
persons without disabilities for 7 of the 10
objectives with statistically significant health
disparities of 10% or more by disability status
(objectives 1-1, 1-3a through ¢, 1-4a and c, and
1-5). Persons without disabilities had better rates
for the remaining three objectives (1-3h, 1-6, and
1-10).

= Health disparities of 100% or more were observed
for four objectives: health insurance coverage
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(objective 1-1), source of ongoing care among
all ages and among adults (objective 1-4a and c,
respectively), and delay or difficulty in getting
emergency care (objective 1-10). These disparities
are discussed in the Highlights, above.

= As indicated in the Highlights, increases in
disparity over time between select population
groups and income groups were observed for
health insurance coverage.

Transition to Healthy People 2020

For Healthy People 2020, the Access to Health Services
(AHS) Topic Area uses a new organizational approach
based on two major components of health services
delivery: access to health services and quality of health
services. See HealthyPeople.gov for a complete list of
Healthy People 2020 topics and objectives.

Objectives that appear in the Healthy People 2020 AHS
Topic Area focus on the first component only, access
to health services, whereas objectives that pertain to
the second component, quality of health services, have
been shifted into the appropriate disease- or condition-
specific Topic Area and are, therefore, spread throughout
Healthy People 2020.

The Healthy People 2010 Focus Area name was changed
from “Access to Quality Health Services” to “Access to
Health Services” for Healthy People 2020 to be consistent
with the new organizational structure. To capture the
objectives that are related to quality of health services, a
crosswalk will be created, consisting of objectives found
in the other Healthy People 2020 chapters (e.g., cancer
screening rates and primary care counseling services)
that are aligned with the annual National Health Quality
Report (NHQR) [5].

The Healthy People 2020 AHS Topic Area objectives can
be grouped into several sections:

> Coverage
> Workforce
) Utilization and Services

) Timeliness.

The differences between the Healthy People 2010 and
Healthy People 2020 objectives are summarized below:

) The Healthy People 2020 AHS Topic Area has a total
of 26 objectives, 16 of which are developmental,
whereas the Healthy People 2010 Focus Area had
71 objectives [4]. In transitioning to Healthy People
2020, some objectives were deleted at the Midcourse
Review or were removed during the Healthy People
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2020 planning process. Many other objectives were
archived due to the shift in Topic Area focus, as well
as for data-related issues such as lack of viable data
sources and successful attainment of 2010 targets [6].

Four Healthy People 2010 objectives were retained “as
is™ health (medical) insurance (objective 1-1), specific
source of ongoing care for all ages and for children
and adolescents aged 17 and under (objectives 1-4a
and b, respectively), and usual primary care provider
(objective 1-5) [7].

Two Healthy People 2010 objectives were modified
[8]. The objective on source of ongoing care for adults
aged 18 and over (objective 1-4c) was split into adults
aged 18-64 and adults aged 65 and over; and the
objective on difficulties or delays in receiving needed
health care (objective 1-6) was modified to measure
individuals instead of families and was split by type
of care or service (all, medical care, dental care, and
prescription medicines).

Two Healthy People 2010 objectives, the population
covered by basic and advanced life support
(objectives 1-11a and b respectively), were reverted to
developmental status in 2020 due to alack of baseline
data.

One Healthy People 2010 objective on prevention of
sexually transmitted diseases (objective 1-3g) that
remained developmental was removed during the
Healthy People 2020 planning process. Counseling
about vehicle restraints and bicycle helmets
(objective 1-3e) was deleted at the Midcourse Review.
Health insurance coverage for clinical preventive
services (objective 1-2) was deleted at the Midcourse
Review but then retained as developmental for 2020.

The remaining 60 Healthy People 2010 AHS objectives
were archived or moved to other Healthy People 2020
Topic Areas, including new Topic Areas related to
age groups: Early and Middle Childhood, Adolescent
Health, and Older Adults. These objectives cover the
following topics: counseling about health behaviors
(objectives 1-3a through d, f, and h); health professions
training on health promotion, disease prevention,
and cultural diversity (objectives 1-7a through h);
racial and ethnic representation in health professions
(objectives 1-8a through t); hospitalization for
specific conditions (objectives 1-9a through c);
emergency care (objectives 1-10 and 1-11c through g);
poison control (objectives 1-12); trauma care systems
(objectives 1-13a through i); special needs of children
(objectives 1-14a and b); and access to long-term care
services (objectives 1-15a through d, and 1-16).

= Inmany cases, objectives were dropped or moved
to other Topic Areas due to the revised focus of
the AHS Topic Area, while in other cases the

target was met or objectives no longer had viable
data sources.

= For example, the objective that tracks physician
counseling about physical activity (objective 1-3a)
was moved into the Healthy People 2020 Physical
Activity Topic Area and modified to include
objectives on physician counseling and education
related to exercise.

> Thirteen new objectives were added to the Healthy
People 2020 AHS Topic Area:

= The health insurance coverage objective was
expanded from one to three objectives covering
medical insurance (retained from Healthy People
2010), dental insurance (developmental), and
prescription drug insurance (developmental).

= Four new objectives related to the workforce were
added. These developmental objectives will track
practicing primary care providers in the following
professions: medical doctor, doctor of osteopathy,
physician assistant, and nurse practitioner.

= One new developmental objective will track
persons who receive appropriate evidence-based
clinical services.

= Six new developmental objectives track hospital
emergency department visits for which wait time
to see an emergency department clinician exceeds
the recommended timeframe.

Appendix D, “A Crosswalk Between Objectives From
Healthy People 2010 to Healthy People 2020,” summa-
rizes the changes between the two decades of objectives,
reflecting new knowledge and direction for this area.

Data Considerations

Dataonhealth professions, training on health promotion,
disease prevention, and cultural diversity (objectives 1-7a
through h) and racial and ethnic representation in health
professions (objectives 1-8a through t) had definitional
issues that resulted in difficulties in interpreting trends
for certain objectives during the Healthy People 2010
tracking decade. For example, objectives 1-7e and f used
a different survey in 2008 than for the 1999 baseline,
which may result in data for those objectives not being
comparable over time. The baseline survey data for
objectives 1-7g and h did not include the D.N.P. degree
as a response option, whereas the 2008 survey data did
include that degree. Finally, objectives 1-8a through d,
racial and ethnic representation for health professions,
do not include data for dental professionals for the final
year of data (2009) because those data were not available
at the time of publication.
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Education and income are the primary measures of
socioeconomic status in Healthy People 2010. Most data
systems used in Healthy People 2010 define income as a
family’s income before taxes. To facilitate comparisons
among groups and over time, while adjusting for family
size and for inflation, Healthy People 2010 categorizes
income using the poverty thresholds developed by the
Census Bureau. Thus, the three categories of family
income that are primarily used are:

) Poor—below the Federal poverty level
) Near poor—100% to 199% of the Federal poverty level

) Middle/high income—200% or more of the Federal
poverty level.

These categories may be overridden by considerations
specific to the data system, in which case they are
modified as appropriate. See Healthy People 2010: General
Data Issues, referenced below.

In general, data on educational attainment are presented
for persons aged 25 and over, consistent with guidance
given by the Census Bureau. However, because of the
requirements of the different data systems, the age
groups used to calculate educational attainment for
any specific objective may differ from the age groups
used to report the data for other Healthy People 2010
objectives, as well as from select populations within
the same objective. Therefore, the reader is urged to
exercise caution in interpreting the data by educational
attainment shown in the Health Disparities Table. See
Healthy People 2010: General Data Issues, referenced
below.

Figure 1-3 (Persons With Health Insurance) presents
state-level data from the Behavioral Risk Factor
Surveillance System (BRFSS). National data for these
objectives come from the National Health Interview
Survey (NHIS) and are the basis for setting the targets.
BREFSS data may not be comparable with the national
data from NHIS.

Additional information on data issues is available from
the following sources:

) All Healthy People 2010 tracking data can be found
in the Healthy People 2010 database, DATA2010,
available from http://wonder.cdc.gov/data2010/.

) Detailed information about the data and data
sources used to support these objectives can be
found in the Operational Definitions on the DATA
2010 website, available from http://wonder.cdc.gov/
data2010/focusod.htm.

> More information on statistical issues related to
Healthy People tracking and measurement can
be found in the Technical Appendix and in Healthy
People 2010: General Data Issues, which is available in
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the General Data Issues section of the NCHS Healthy

People website under Healthy People 2010; see http://
www.cdc.gov/nchs/healthy_people/hp2010/hp2010_

data_issues.htm.

References and Notes

2. Information

1. Displayed in the Progress Chart (Figure 1-1), the
percent of targeted change achieved expresses the
difference between the baseline and the final value
relative to the initial difference between the baseline
and the Healthy People 2010 target. As such, it is a
relative measure of progress toward attaining the
Healthy People 2010 target. See the Reader’s Guide
for more information. When standard errors were
available, the difference between the baseline and the
final value was tested at the 0.05 level of significance.
See the Figure 1-1 footnotes, as well as the Technical
Appendix, for more detail. S

about disparities among select
populations is shown in the Health Disparities
Table (Figure 1-2). Disparity from the best group
rate is defined as the percent difference between the
best group rate and each of the other group rates
for a characteristic. For example, racial and ethnic
health disparities are measured as the percent
difference between the best racial and ethnic group
rate and each of the other racial and ethnic group
rates. Similarly, disparities by sex are measured as
the percent difference between the better group
rate (e.g., female) and the rate for the other group
(e.g., male). Some objectives are expressed in terms
of favorable events or conditions that are to be
increased, while others are expressed in terms of
adverse events or conditions that are to be reduced.
To facilitate comparison of health disparities
across different objectives, disparity is measured
only in terms of adverse events or conditions. For
comparability across objectives, objectives that are
expressed in terms of favorable events or conditions
are re-expressed using the adverse event or condition
for the purpose of computing disparity, but they are
not otherwise restated or changed. For example,
objective 1-1, to increase the proportion of persons
with health insurance (e.g., 72% of the American
Indian or Alaska Native population under age 65 had
some form of health insurance in 2008), is expressed
in terms of the percentage of persons without health
insurance (e.g., 100% — 72% = 28% of the American
Indian or Alaska Native population under age 65 did
not have any form of health insurance in 2008) when
the disparity from the best group rate is calculated.
See the Reader’s Guide for more information. When
standard errors were available, the difference
between the best group rate and each of the other
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group rates was tested at the 0.05 level of significance.
See the Figure 1-2 footnotes, as well as the Technical
Appendix, for more detail.

The change in disparity is estimated by subtracting
the disparity at baseline from the disparity at the
most recent data point and, therefore, is expressed
in percentage points. See the Reader’s Guide for more
information. When standard errors were available,
the change in disparity was tested at the 0.05 level of
significance. See the Figure 1-2 footnotes, as well as
the Technical Appendix, for more detail.

To be included in Healthy People 2010, an objective
must have a national data source that provides a
baseline and at least one additional data point for
tracking progress. Some objectives lacked baseline
data at the time of their development but had a
potential data source and were considered of sufficient
national importance to be included in Healthy People.
These are called “developmental” objectives. When
data become available, a developmental objective is
moved to measurable status and a Healthy People
target can be set.

. Agency for Healthcare Research and Quality. National

Healthcare Quality Report 2010 [online]. Washington,
D.C.: Agency for Healthcare Research and Quality.
2010. (AHRQ publication no. 11-0004). Available from
http://www.ahrq.gov/qual/qrdr10.htm.

. Archived objectives had at least one data point in

Healthy People 2010 but were not carried forward
into Healthy People 2020.

. As of the Healthy People 2020 launch, Healthy People

2020 objectives that were retained “as is” from
Healthy People 2010 had no change in the numerator
or denominator definitions, the data source(s), or the
data collection methodology. These include objectives
that were developmental in Healthy People 2010 and
are developmental in Healthy People 2020, and for
which no numerator information is available.

. As of the Healthy People 2020 launch, objectives

that were modified from Healthy People 2010 had
some change in the numerator or denominator
definitions, the data source(s), or the data collection
methodology. These include objectives that went from
developmental in Healthy People 2010 to measurable
in Healthy People 2020, or vice versa.

Comprehensive Summary of Objectives: Access to Quality Health Services

Objective Description

Data Source or Objective Status

11 Persons with health insurance (< 65 years) National Health Interview Survey (NHIS), CDC, NCHS.

1-2 Health insurance coverage for clinical preventive services Deleted at the Midcourse Review.

1-3a Counseling about physical activity or exercise (age adjusted, 18+  National Health Interview Survey (NHIS), CDC, NCHS.
years)

1-3b Counseling about diet and nutrition (age adjusted, 18+ years)  National Health Interview Survey (NHIS), CDC, NCHS.

1-3¢c Counseling about smoking cessation (age adjusted, smokers 18+  National Health Interview Survey (NHIS), CDC, NCHS.
years)

1-3d Counseling about risky drinking (age adjusted, 18+ years) National Health Interview Survey (NHIS), CDC, NCHS.

1-3e Counseling about childhood injury prevention (<17 years) Deleted at the Midcourse Review.

1-3f Counseling about unintended pregnancy (females 15-44 National Survey of Family Growth (NSFG), CDC, NCHS.
years)

1-3g Counseling about prevention of sexually transmitted diseases  Developmental.
(15—-44 years)

1-3h Counseling about management of menopause (females 45-57  National Health Interview Survey (NHIS), CDC, NCHS.
years)

1-4a Source of ongoing care—All ages National Health Interview Survey (NHIS), CDC, NCHS.

1-4b Source of ongoing care—Children and adolescents (<18 National Health Interview Survey (NHIS), CDC, NCHS.

years)
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Comprehensive Summary of Objectives: Access to Quality Health Services (continued)

Objective Description

Data Source or Objective Status

1-4c Source of ongoing care—Adults (18+ years)

National Health Interview Survey (NHIS), CDC, NCHS.

1-5 Persons with a usual primary care provider

Medical Expenditure Panel Survey (MEPS), AHRQ.

1-6 Difficulties or delays in obtaining needed health care (families)

Medical Expenditure Panel Survey (MEPS), AHRQ.

1-7a Medical doctor (M.D. degree)—Counseling for health
promotion and disease prevention

Liaison Committee on Medical Education (LCME) Annual Medical
School Questionnaire, Association of American Medical Colleges.

1-7b Medical doctor (M.D. degree)—Cultural diversity

Liaison Committee on Medical Education (LCME) Annual Medical
School Questionnaire, Association of American Medical Colleges.

1-7c Osteopathic medical doctor (D.0. degree)—Counseling for
health promotion and disease prevention

Annual Report on Osteopathic Medical Education, American
Association of Colleges of Osteopathic Medicine.

1-7d Osteopathic medical doctor (D.O. degree)—Cultural diversity

Annual Report on Osteopathic Medical Education, American
Association of Colleges of Osteopathic Medicine.

1-7e Baccalaureate-level nurse (B.S.N., B.A., or B.S. degree)—
Counseling for health promotion and disease prevention

Special Healthy People Survey of Entry-Level Baccalaureate Nursing
School Curriculum, formerly Survey on Women's Health in the
Entry-Level Baccalaureate Nursing School Curriculum, American
Association of Colleges of Nursing.

1-7f Baccalaureate-level nurse (B.S.N., B.A., or B.S. degree)—
Cultural diversity

Special Healthy People Survey of Entry-Level Baccalaureate Nursing
School Curriculum, formerly Survey on Women's Health in the
Entry-Level Baccalaureate Nursing School Curriculum, American
Association of Colleges of Nursing.

1-79 Nurse Practitioner (M.S., M.S.N., or D.N.P. degree)—
Counseling for health promotion and disease prevention

Collaborative Curriculum Survey, American Association of Colleges
of Nursing and National Organization of Nurse Practitioner Faculties.

1-7h Nurse Practitioner (M.S., M.S.N., or D.N.P. degree)—Cultural
diversity

Collaborative Curriculum Survey, American Association of Colleges
of Nursing and National Organization of Nurse Practitioner Faculties.

1-8a Racial and ethnic representation in health professions—
American Indian or Alaska Native

Survey of Predoctoral Dental Educational Institutions, American
Dental Association; Profile of Pharmacy Students, American
Association of Colleges of Pharmacy; AAMC Data Book, Association
of American Medical Colleges; Annual Data Report, Association of
Schools of Public Health.

1-8b Racial and ethnic representation in health professions—Asian
or Pacific Islander

Survey of Predoctoral Dental Educational Institutions, American
Dental Association; Profile of Pharmacy Students, American
Association of Colleges of Pharmacy; AAMC Data Book, Association
of American Medical Colleges; Annual Data Report, Association of
Schools of Public Health.

1-8¢ Racial and ethnic representation in health professions—Black
or African American

Survey of Predoctoral Dental Educational Institutions, American
Dental Association; Profile of Pharmacy Students, American
Association of Colleges of Pharmacy; AAMC Data Book, Association
of American Medical Colleges; Annual Data Report, Association of
Schools of Public Health.

1-8d Racial and ethnic representation in health professions—
Hispanic or Latino

Survey of Predoctoral Dental Educational Institutions, American
Dental Association; Profile of Pharmacy Students, American
Association of Colleges of Pharmacy; AAMC Data Book, Association
of American Medical Colleges; Annual Data Report, Association of
Schools of Public Health.

1-8e Racial and ethnic representation in Nursing—American Indian
or Alaska Native

Annual Survey of RN (Registered Nurse) Programs, National
League for Nursing, Center for Research in Nursing Education and
Community Health.

1-8f Racial and ethnic representation in Nursing—Asian or Pacific
Islander

Annual Survey of RN (Registered Nurse) Programs, National
League for Nursing, Center for Research in Nursing Education and
Community Health.
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Comprehensive Summary of Objectives: Access to Quality Health Services (continued)

Objective Description

Data Source or Objective Status

1-8¢ Racial and ethnic representation in Nursing—Black or African ~ Annual Survey of RN (Registered Nurse) Programs, National
American League for Nursing, Center for Research in Nursing Education and
Community Health.
1-8h Racial and ethnic representation in Nursing—Hispanic or Annual Survey of RN (Registered Nurse) Programs, National
Latino League for Nursing, Center for Research in Nursing Education and
Community Health.
1-8i Racial and ethnic representation in Medicine—American AAMC Data Book: Statistical Information Related to Medical
Indian or Alaska Native Schools and Teaching Hospitals, Association of American Medical
Colleges.
1-8 Racial and ethnic representation in Medicine—Asian or AAMC Data Book: Statistical Information Related to Medical
Pacific Islander Schools and Teaching Hospitals, Association of American Medical
Colleges.
1-8k Racial and ethnic representation in Medicine—Black or AAMC Data Book: Statistical Information Related to Medical
African American Schools and Teaching Hospitals, Association of American Medical
Colleges.
1-8l Racial and ethnic representation in Medicine—Hispanic or AAMC Data Book: Statistical Information Related to Medical
Latino Schools and Teaching Hospitals, Association of American Medical
Colleges.
1-8m  Racial and ethnic representation in Dentistry—American Survey of Predoctoral Dental Educational Institutions, American
Indian or Alaska Native Dental Association.
1-8n Racial and ethnic representation in Dentistry—Asian or Survey of Predoctoral Dental Educational Institutions, American
Pacific Islander Dental Association.
1-80 Racial and ethnic representation in Dentistry—Black or Survey of Predoctoral Dental Educational Institutions, American
African American Dental Association.
1-8p Racial and ethnic representation in Dentistry—Hispanic or Survey of Predoctoral Dental Educational Institutions, American
Latino Dental Association.
1-8q Racial and ethnic representation in Pharmacy—American Profile of Pharmacy Students, American Association of Colleges of
Indian or Alaska Native Pharmacy.
1-8r Racial and ethnic representation in Pharmacy—~Asian or Profile of Pharmacy Students, American Association of Colleges of
Pacific Islander Pharmacy.
1-8s Racial and ethnic representation in Pharmacy—~Black or Profile of Pharmacy Students, American Association of Colleges of
African American Pharmacy.
1-8t Racial and ethnic representation in Pharmacy—Hispanic or Profile of Pharmacy Students, American Association of Colleges of
Latino Pharmacy.
1-9a Hospitalization for pediatric asthma (admissions per 10,000 Healthcare Cost and Utilization Project (HCUP), AHRQ.
population, <18 years)
1-9b Hospitalization for uncontrolled diabetes (admissions per Healthcare Cost and Utilization Project (HCUP), AHRQ.
10,000 population, 18—64 years)
1-9¢ Hospitalization for immunization—preventable pneumonia or ~ Healthcare Cost and Utilization Project (HCUP), AHRQ.
influenza (admissions per 10,000 population, 65+ years)
1-10 Delay or difficulty in getting emergency care (age adjusted, National Health Interview Survey (NHIS), CDC, NCHS.
18+ years)
1-11a  Rapid pre-hospital emergency care—Population covered by National Assessment of State Trauma System Development,
basic life support Emergency Medical Services Resources, Disaster Readiness for
Mass Casualty Events, HRSA.
1-11b  Rapid pre-hospital emergency care—Population covered by National Assessment of State Trauma System Development,

advanced life support

Emergency Medical Services Resources, Disaster Readiness for
Mass Casualty Events, HRSA.
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Comprehensive Summary of Objectives: Access to Quality Health Services (continued)

Objective Description

Data Source or Objective Status

1-11c  Rapid pre-hospital emergency care—Population covered by National Assessment of State Trauma System Development,
helicopter Emergency Medical Services Resources, Disaster Readiness for
Mass Casualty Events, HRSA.
1-11d  Rapid pre-hospital emergency care—Pre-hospital access to  National Assessment of State Trauma System Development,
online medical control Emergency Medical Services Resources, Disaster Readiness for
Mass Casualty Events, HRSA.
1-11e  Rapid pre-hospital emergency care—Population covered by National Assessment of State Trauma System Development,
basic 9-1-1 Emergency Medical Services Resources, Disaster Readiness for
Mass Casualty Events, HRSA.
1-11f Rapid pre-hospital emergency care—Population covered by National Assessment of State Trauma System Development,
enhanced 9-1-1 Emergency Medical Services Resources, Disaster Readiness for
Mass Casualty Events, HRSA.
1-11g  Rapid pre-hospital emergency care—Population living in an National Assessment of State Trauma System Development,
area with two-way communication between hospitals Emergency Medical Services Resources, Disaster Readiness for
Mass Casualty Events, HRSA.
1-12 Single toll-free number for poison control centers American Association of Poison Control Centers Survey, U.S. Poison
Control Centers.
1-13a  Trauma care systems (no. States and D.C.)—Presence of Federal Trauma—EMS Systems Program Survey, HRSA.
active multidisciplinary trauma advisory committee
1-13b  Trauma care systems (no. States and D.C.)—Defined process  Federal Trauma—EMS Systems Program Survey, HRSA.
for designing trauma centers
1-13¢  Trauma care systems (no. States and D.C.)—Use of ACS Federal Trauma—EMS Systems Program Survey, HRSA.
standards for trauma center verification
1-13d  Trauma care systems (no. States and D.C.)—Use of on-site Federal Trauma—EMS Systems Program Survey, HRSA.
survey teams for trauma center verification
1-13e  Trauma care systems (no. States and D.C.)—Pre-hospital Federal Trauma—EMS Systems Program Survey, HRSA.
triage criteria allowing for the bypass of non-designated
hospitals
1-13f  Trauma care systems (no. States and D.C.)—Standardized Federal Trauma—EMS Systems Program Survey, HRSA.
inter-hospital transfer protocols
1-13g  Trauma care systems (no. States and D.C.)—Policies Federal Trauma—EMS Systems Program Survey, HRSA.
describing the types of patients who should be transferred
1-13h  Trauma care systems (no. States and D.C.)—Process to Federal Trauma—EMS Systems Program Survey, HRSA.
monitor and evaluate trauma system outcomes
1-13i Trauma care systems (no. States and D.C.)—Trauma system  Federal Trauma—EMS Systems Program Survey, HRSA.
plan
1-14a  Special needs of children (no. States and D.C.)—~Pediatric Emergency Medical Services for Children Annual Grantees Survey,
protocols for online medical direction HRSA.
1-14b  Special needs of children (no. States and D.C.)—Pediatric Emergency Medical Services for Children Annual Grantees Survey,
guidelines for emergency and critical care HRSA.
1-15a  Lack of access to home health care among persons with long-  National Health Interview Survey (NHIS), CDC, NCHS.
term care needs (age adjusted, 65+ years)
1-15b  Lack of access to adult day care among persons with long- National Health Interview Survey (NHIS), CDC, NCHS.
term care needs (age adjusted, 65+ years)
1-15¢  Lack of access to assisted living among persons with long- National Health Interview Survey (NHIS), CDC, NCHS.
term care needs (age adjusted, 65+ years)
1-15d  Lack of access to nursing home care services among persons — National Health Interview Survey (NHIS), CDC, NCHS.
with long-term care needs (aged adjusted, 65+ years)
1-16 Pressure ulcers among nursing home residents (current National Nursing Home Survey (NNHS), CDC, NCHS.

diagnoses per 1,000 residents)
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Figure 1-1. Progress Toward Target Attainment for Focus Area 1: Access to Quality Health Services

LEGEND . Moved away from target’ Moved toward target . Met or exceeded target

Percent of targeted Baseline vs. Final
change achieved?

2010 Baseline Final Differ- Statistically Percent

Objective 0 25 50 75 100 Target (Year) (Year)  ence® Significant* Change®
1-1. Persons with health insurance (<65 years) 0.0% 100% 83% 83% 0 No 0.0%
(1997) (2008)
1-3c. Counseling about smoking cessation 30.8% 66% 53% 57% 4 Yes 7.5%
(age adjusted, smokers 18+ years) (2000) (2005)
1-3f. Counseling about unintended pregnancy 6.5% 50% 19% 21% 2  Nottested 10.5%
(females 15-44 years) (1995)  (2006-08)

1-4. Source of ongoing care

a. All ages . 96%  87% 86% -1 Yes  -11%
(1998) (2008)

b. Children and adolescents (<18 years) 0.0% 97% 94% 94% 0 No 0.0%
(1998) (2008)

c. Adults (18+ years) 96% 85% 84% -1 Yes -1.2%
(1998) (2008)

1-5. Persons with a usual primary care provider 85% 77% 76% -1 No -1.3%
(1996) (2007)

1-6. Difficulties or delays in obtaining needed 25.0% 9% 21% 18% -3 Yes -14.3%
health care (families) (2002) (2007)

1-7. Medical doctor (M.D. degree)

a. Counseling for health promotion and 200.0% 87% 79% 95% 16 Nottested 20.3%
disease prevention (2003-04)  (2007-08)

b. Cultural diversity 133.3% 96% 87% 99% 12 Nottested 13.8%
(1999-2000) (2007-08)

Osteopathic medical doctor (D.0. degree)

¢. Counseling for health promotion and 100.0% 100% 95% 100% 5 Nottested 5.3%
disease prevention (2003-04) (2009)
d. Cultural diversity 1,525.0% 39% 35% 96% 61  Nottested 174.3%

(2003-04)  (2009)

Baccalaureate-level nurse (B.S.N., B.A.,
or B.S. degree)

e. Counseling for health promotion and 100% 91% 99% 8 Nottested 8.8%
disease prevention (1999 (2008)
f. Cultural diversity 0.0% 100% 98% 98% 0  Nottested 0.0%

(1999) (2008)

Nurse Practitioner (M.S., M.S.N.,
or D.N.P. degree)

g. Counseling for health promotion and 33.3% 100% 94% 96% 2  Nottested 21%
disease prevention (2000-01) (2008)
h. Cultural diversity 0.0% 100% 97% 97% 0  Nottested 0.0%

(2000-01)  (2008)
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Figure 1-1. Progress Toward Target Attainment for Focus Area 1: Access to Quality Health Services (continued)

Percent of targetezd Baseline vs. Final
change achieved 2010 Baselne  Final  Differ- Statistically Percent
Objective 0 25 50 75 100 Target (Year) (Yea)  ence® Significant* Change®
1-8. Racial and ethnic representation in
health professions
a. American Indian or Alaska Native 25.0% 1.0% 0.6% 0.7% 01  Nottested 16.7%
(1996-97) (2008-09)
b. Asian or Pacific Islander Jarget exceeded at 40%  16.3% 212% 49 Nottested 30.1%
(1996-97) (2008-09)
c. Black or African American ' 13.0% 6.5% 6.4% -0.1  Nottested -1.5%
(1996-97) (2008-09)
d. Hispanic or Latino 8.8% 12.0% 5.2% 5.8% 0.6 Nottested 11.5%
(1996-97)  (2008-09)
Racial and ethnic representation
in Nursing
e. American Indian or Alaska Native 1.0% 0.7% 0.9% 0.2 Nottested 28.6%
(1995-96) (2006-07)
f. Asian or Pacific Islander 262.5% 4.0% 3.2% 5.3% 21  Nottested 65.6%
(1995-96) (2006-07)
g. Black or African American 13.0% 6.9% 10.9% 40 Nottested 58.0%
(1995-96) (2006-07)
h. Hispanic or Latino 36.0% 12.0% 3.4% 6.5% 31 Nottested 91.2%
(1995-96) (2006-07)
Racial and ethnic representation
in Medicine
i. American Indian or Alaska Native 33.3% 1.0% 0.7% 0.8% 01 Nottested 14.3%
(1996-97) (2008-09)
j. Asian or Pacific Islander parget exceeded at 40%  16.0% 211% 51  Nottested 31.9%
(1996-97) (2008-09)
k. Black or African American . 13.0% 7.0% 6.5% -0.5 Nottested -7.1%
(1996-97) (2008-09)
. Hispanic or Latino 16.4% 12.0% 5.9% 6.9% 1.0 Nottested 16.9%
(1996-97) (2008-09)
Racial and ethnic representation
in Dentistry
m.American Indian or Alaska Native 0.0% 1.0% 0.5% 0.5% 0.0 Nottested 0.0%
(1996-97)  (2007-08)
n. Asian or Pacific Islander 40%  195%  234% 39 Nottested 20.0%
(1996-97)  (2007-08)
0. Black or African American 0.0% 13.0% 51% 51% 0.0 Nottested 0.0%
(1996-97)  (2007-08)
p. Hispanic or Latino 11.9% 12.0% 5.3% 6.1% 0.8 Nottested 151%
(1996-97)  (2007-08)
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Figure 1-1. Progress Toward Target Attainment for Focus Area 1: Access to Quality Health Services (continued)

Percent of targetezd Baseline vs. Final
change achieved 2010 Baselne  Final  Differ Statistically Percent
Objective 0 25 50 75 100 Target (Year) (Year)  ence® Significant* Change®
Racial and ethnic representation
in Pharmacy
q. American Indian or Alaska Native 33.3% 1.0% 0.4% 0.6% 0.2 Nottested 50.0%
(1996-97) (2008-09)
: i Target exceeded at
r. Asian or Pacific Islander 4.0% 17.5% 21.2% 3.7 Nottested 211%
(1996-97) (2008-09)
s. Black or African American 8.2% 13.0% 5.7% 6.3% 0.6 Nottested 10.5%
(1996-97) (2008-09)
t. Hispanic or Latino 6.0% 12.0% 3.6% 41% 0.5 Nottested 13.9%

(1996-97) (2008-09)

1-9a. Hospitalization for pediatric asthma 142.1% 17.3 23.0 14.9 -8.1 Yes -35.2%
(admissions per 10,000 population, (1996) (2008)
<18 years)

(admissions per 10,000 population, (1996) (2008)
18-64 years)

7.9 10.5 8.9 -1.6 Yes -15.2%
(1996) (2008)

1-9¢. Hospitalization for immunization-prevent-
able pneumonia or influenza (admissions
per 10,000 population, 65+ years)

1-12. Single toll-free number for poison 100.0% 100% 15% 100% 85  Nottested 566.7%
control centers (1999) (2005)

1-9b. Hospitalization for uncontrolled diabetes . 5.4 72 87 15  Yes  20.8%

1-13. Trauma care systems (no. States and D.C.)

a. Presence of active multidisciplinary 51 29 46 17 Nottested 58.6%
trauma advisory committee (2002) (2005)
b. Defined process for designing trauma 29.4% 51 34 39 5 Nottested 14.7%
centers (2002) (2005)
e. Pre-hospital triage criteria allowing for 16.7% 51 27 31 4 Nottested 14.8%
the bypass of non-designated hospitals (2002) (2005)
f. Standardized inter-hospital transfer 28.6% 51 23 31 8  Nottested 34.8%
protocols (2002) (2005)
i. Trauma system plan 51 32 47 15 Nottested 46.9%
(2002) (2005)
1-14. Special needs of children (no. States
andD.C))
a. Pediatric protocols for online 51 18 44 26 Nottested 144.4%
medical direction (1997) (2002)
b. Pediatric guidelines for emergency and 51 1 4 30  Nottested 272.7%
critical care (1997) (2003)
1-16. Pressure ulcers among nursing home 8 16 20 4 No 25.0%
residents (current diagnoses per (1997) (2004)

1,000 residents)
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Figure 1-1. Progress Toward Target Attainment for Focus Area 1: Access to Quality Health Services (continued)

NOTES

See the Reader’s Guide for more information on how to read this figure. See DATA2010 at http://wonder.cdc.gov/data2010 for all HealthyPeople 2010
tracking data. Tracking data are not available for objectives 1-3a, 1-3b, 1-3d, 1-3g, 1-3h, 1-10, 1-11a through g, 1-13c, 1-13d, 1-13g, 1-13h, and 1-15a
through d. Objectives 1-2 and 1-3e were deleted at the Midcourse Review.

FOOTNOTES

! Movement away from target is not quantified using the percent of targeted change achieved. See Technical Appendix for more information.

2 Percent of targeted change achieved = Final value - Baseline value x 100.

Healthy People 2010 target — Baseline value

3 Difference = Final value - Baseline value. Differences between percents (%) are measured in percentage points.

4 When estimates of variability are available, the statistical significance of the difference between the final value and the baseline value is assessed at
the 0.05 level. See Technical Appendix for more information.

5 Percent change = Final value - Baseline value % 100.

Baseline value

DATA SOURCES

1-1. National Health Interview Survey (NHIS), CDC, NCHS.

1-3c. National Health Interview Survey (NHIS), CDC, NCHS.

1-3f. National Survey of Family Growth (NSFG), CDC, NCHS.

1-4a-c.  National Health Interview Survey (NHIS), CDC, NCHS.

1-5-1-6.  Medical Expenditure Panel Survey (MEPS), AHRQ.

1-7a-b.  Liaison Committee on Medical Education (LCME) Annual Medical School Questionnaire, Association of American Medical Colleges.

1-7c-d.  Annual Report on Osteopathic Medical Education, American Association of Colleges of Osteopathic Medicine.

1-7e-f.  Special Healthy People Survey of Entry-Level Baccalaureate Nursing School Curriculum, formerly Survey on Women's Health in the
Entry-Level Baccalaureate Nursing School Curriculum, American Association of Colleges of Nursing.

1-7g-h.  Collaborative Curriculum Survey, American Association of Colleges of Nursing and National Organization of Nurse Practitioner
Faculties.

1-8a-d.  Survey of Predoctoral Dental Educational Institutions, American Dental Association; Profile of Pharmacy Students, American
Association of Colleges of Pharmacy; AAMC Data Book, Association of American Medical Colleges; Annual Data Report, Association of
Schools of Public Health.

1-8e-h.  Annual Survey of RN (Registered Nurse) Programs, National League for Nursing, Center for Research in Nursing Education and
Community Health.

1-8i-1. AAMC Data Book: Statistical Information Related to Medical Schools and Teaching Hospitals, Association of American Medical Colleges.

1-8m-p.  Survey of Predoctoral Dental Educational Institutions, American Dental Association.

1-8q-t.  Profile of Pharmacy Students, American Association of Colleges of Pharmacy.
1-9a-c.  Healthcare Cost and Utilization Project (HCUP), AHRQ.
1-12. American Association of Poison Control Centers Survey, U.S. Poison Control Centers.

1-13a-b.  Federal Trauma-EMS Systems Program Survey, HRSA.
1-13e-f.  Federal Trauma-EMS Systems Program Survey, HRSA.

1-13i. Federal Trauma-EMS Systems Program Survey, HRSA.
1-14a-b. Emergency Medical Services for Children Annual Grantees Survey, HRSA.
1-16. National Nursing Home Survey (NNHS), CDC, NCHS.
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Figure 1-2. Health Disparities Table for Focus Area 1: Access to Quality Health Services

Disparities from the best group rate for each characteristic at the most recent data point and changes in disparity from the baseline

to the most recent data point.

Population-based objective

American Indian or
Alaska Native

J Asian

Race and Ethnicity

Native Hawaiian or
Other Pacific Islander
Two or more races
Hispanic or Latino
Black, not Hispanic

Summary index

Sex

] Male

J Less than high school

Education

] High school graduate
J At least some college

] Summary index

=3
I}
=}
3
D

Poor
Near poor

Location

nonmetropolitan

J Rural or

Disability

Persons with
disabilities
Persons without
disabilities

1-1. Persons with health insurance (<65
years) (1997, 2008)'

1-3a. Counseling about physical activity or
exercise (age adjusted, 18+ years)
(2007)

1-3b. Counseling about diet and nutrition (age
adjusted, 18+ years) (2001)

1-3c. Counseling about smoking cessation
(age adjusted, smokers 18+ years)
(2000, 2005)

1-3d. Counseling about risky drinking (age
adjusted, 18+ years) (2001)

1-3f. Counseling about unintended preg-
nancy (females 15—44 years) (1995,
2006-08)2

1-3n. Counseling about management of
menopause (females 45-57 years)
(2007)

1-4a. Source of ongoing care—
All ages (1998, 2008)'

b. Source of ongoing care—
Children and adolescents (<18 years)
(1998, 2008)'

¢. Source of ongoing care—
Adults (18+ years) (1998, 2008)!

1-5. Persons with a usual primary care
provider (1996, 2007)°

1-6. Difficulties or delays in obtaining needed
health care (families) (2002, 2007)

1-9a. Hospitalization for pediatric asthma [ad-
missions per 10,000 population (pop.),
<18 years] (1996, 2008)

1-9b. Hospitalization for uncontrolled diabetes
(admissions per 10,000 pop., 18-64
years) (1996, 2008)

1-9c. Hospitalization for immunization-preventable
pneumonia or influenza (admissions per
10,000 pop., 65+ years) (1996, 2008)

1-10. Delay or difficulty in getting emergency
care (age-adjusted, 18+ years) (2001)

1-16

|
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Figure 1-2. Health Disparities Table for Focus Area 1: Access to Quality Health Services (continued)

=3
=}
=}
3
@

Race and Ethnicity Sex Education Location Disability

American Indian or
Native Hawaiian or
Other Pacific Islander
Two or more races
Hispanic or Latino
Black, not Hispanic
White, not Hispanic
nonmetropolitan
Persons without
disabilities

Alaska Native
metropolitan

] Rural or
Persons with

disabilities

Population-based objective

J Asian

] Summary index

] Female

)| Male

J Less than high school
] High school graduate
J At least some college
] Summary index

] Poor

] Near poor

)| Middieshigh income
] Summary index

] Urban or

)

}
J

1-15a. Lack of access to home health care
among persons with long-term care
needs (age adjusted, 65+ years) (2001) L JLJL JL L)L) ()| | ey

1-15b. Lack of access to adult day care among
persons with long-term care needs (age
adjusted, 65+ years) (2001) L

1-15¢. Lack of access to assisted living among
persons with long-term care needs (age

adjusted, 65+ years) (2001) (G 1S D S G 2 A G I A G T I G G A 1 G I I G GO B G Y R B [ GG R GO I [ A R

1-15d. Lack of access to nursing home care
among persons with long-term care
needs (age adjusted, 65+ years) (2001) _JLJJ L JJJ |y iUl oy

1-16. Pressure ulcers among nursing home ﬁﬁﬁﬁﬁlﬁ () ﬁl CACC e e

residents (current diagnoses per 1,000
residents) (1997, 2004)* -

NOTES

See DATA2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010 tracking data. Disparity data are either unavailable or not applicable for objectives 1-3g,
1-7a through h, 1-8a through t, 1-11a through g, 1-12, 1-13a through i, and 1-14a and b. Objectives 1-2 and 1-3e were deleted at Midcourse Review.

Years in parentheses represent the baseline and most recent data years (if available).

Disparity from the best group rate is defined as the percent difference between the best group rate and each of the other group rates for a characteristic (e.g. race
and ethnicity). The summary index is the average of these percent differences for a characteristic. Change in disparity is estimated by subtracting the disparity

at baseline from the disparity at the most recent data point. Change in the summary index is estimated by subtracting the summary index at baseline from the
summary index at the most recent data point. See Technical Appendix for more information.

Measures of variability were available for all objectives in this table. Thus, the variability of best group rates was assessed, and statistical significance was tested.
Disparities of 10% or more are displayed when the differences from the best group rate are statistically significant at the 0.05 level. Changes in disparities over time
are indicated by arrows when the changes are greater than or equal to 10 percentage points and are statistically significant at the 0.05 level. See Technical Appendix.

LEGEND

The “best” group rate at the most The group with the best rate for Most favorable group Reliability criterion for

recent data point. specified characteristic. rate for specified char- best group rate not
acteristic, but reliability met, or data available

criterion not met. for only one group.

Percent difference from the best group rate

Disparity from the best group rate at Less than 10%, or difference not M 100% or
the most recent data point. statistically significant (when estimates 10%—49% 50%—99% more
of variability are available).

Changes in disparity over time are shown when: Increase in disparity (percentage points)
(@) disparities data are available at both baseline and most recent time points; (b) data are — — 1100
not for the group(s) indicated by “B” or “b” at either time point; and (c) the change is greater . ‘ P ‘ N
than or equal to 10 percentage points and statistically significant, or when the change is 10-49 points A 50-99 points 1 Fnoé?és or
greater than or equal to 10 percentage points and estimates of variability were not available,. _— — —
Seg Technical Appendix, Decrease in disparity (percentage points)

() M (¢ 100

¥ | 10-49 points i 50-99 points ¥ | points or

- s V] more
Availability of Data () () Characteristic not

Data not available. selected for this
objective.

(S (N
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Figure 1-2. Health Disparities Table for Focus Area 1: Access to Quality Health Services (continued)

FOOTNOTES

! Baseline data by race and ethnicity are for 1999.

2 Baseline data by disability status are for 2006-08.

3 Baseline data by race and ethnicity are for 2002.

* Baseline data by disability status are for 2004.

i The group with the best rate at the most recent data point is different from the group with the best rate at baseline. Both rates met the reliability criterion. See
Technical Appendix.

il Change in the summary index cannot be assessed. See Technical Appendix.

il For this objective, only activity limitations are considered as disabilities.

VReliability criterion for best group rate not met, or data available for only one group, at baseline. Change in disparity cannot be assessed. See Technical Appendix,

V For this objective, only severe disabilities are considered as disabilities.

DATA SOURCES

1-1. National Health Interview Survey (NHIS), CDC, NCHS.
1-3a-d. National Health Interview Survey (NHIS), CDC, NCHS.
1-3f. National Survey of Family Growth (NSFG), CDC, NCHS.
1-3h. National Health Interview Survey (NHIS), CDC, NCHS.
1-4a-c. National Health Interview Survey (NHIS), CDC, NCHS.
1-5-1-6. Medical Expenditure Panel Survey (MEPS), AHRQ.
1-9a-c. Healthcare Cost and Utilization Project (HCUP), AHRQ.
1-10. National Health Interview Survey (NHIS), CDC, NCHS.
1-15a-d. National Health Interview Survey (NHIS), CDC, NCHS.
1-16. National Nursing Home Survey (NNHS), CDC, NCHS.
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Figure 1-3. Persons With Health Insurance (Age <65), 2008
Healthy People 2010 objective 1-1 « Target = 100 percent

Percent

B o

B 708-798
[ ]799-838
[ ]s839-8s
[ ]882-950

No states met the target.

Ng

NOTES: Data are age adjusted to the 2000 standard population. Rates are displayed by a Jenks classification for U.S. states. National data for the objective come from the National Health Interview Survey (NHIS)
and are the basis for setting the target. State data from BRFSS may not be comparable with national data from NHIS. The U.S. rate in 2008 from NHIS was 83.3%. The rate for all states combined from BRFSS in
2008 was 82.0%.

SOURCE: Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.
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GOAL:

Prevent illness and disability related to
arthritis and other rheumatic conditions,
osteoporosis, and chronic back conditions.

vV

The objectives in this chapter measure the prevention of
illness and disability related to arthritis, osteoporosis, and
chronic back conditions. The arthritis objectives track
a variety of pain, function, and intervention measures.
The osteoporosis objectives track bone mineral
density, a measure of the major risk factor for fractures.
Hospitalizations for osteoporosis-related  vertebral
fractures are also monitored. Activity limitation due to
chronic back conditions is used to measure the effects
of chronic back pain.

All Healthy People tracking data quoted in this chapter,
along with technical information and Operational
Definitions for each objective, can be found in the
Healthy People 2010 database, DATA2010, available from
http://wonder.cdc.gov/data2010/.

More information about this focus area can be found in
the following publications:

) Healthy People 2010: Understanding and Improving
Health, available from http://www.healthypeople.
gov/2010/Document/tableofcontents.htm#under.

) Healthy People 2010 Midcourse Review, available from
http://www.healthypeople.gov/2010/data/midcourse/
html/default.htm#FocusAreas.

Highlights

> Some progress was made for objectives in this Focus
Areaduring the past decade [1]. Twenty-three percent
of the Arthritis, Osteoporosis, and Chronic Back
Conditions objectives with data to measure progress
moved toward or achieved their Healthy People 2010
targets (Figure 2-1). However, statistically significant
health disparities of 100% or more were observed

2 « ARTHRITIS, OSTEOPOROSIS, AND CHRONIC BACK CONDITIONS

among education and income groups (Figure 2-2), as
discussed below [2].

Arthritis

) The proportion of overweight and obese adults aged
18 and over with arthritis who received counseling
for weight reduction (objective 2-4a) increased
17.1% between 2002 and 2006, from 35% to 41% (age
adjusted), moving toward the Healthy People 2010
target of 46%.

) Statistically significant disparities of 100% or more
were observed in the unemployment rate among
adults with arthritis (objective 2-5a).

= Among education groups, persons with at
least some college education had the lowest
(best) unemployment rate among persons with
arthritis aged 25-64, 27% (age adjusted) in 2008,
whereas the rate for persons with less than a
high school education was 61% (age adjusted).
The rate for the population with less than a high
school education was nearly two and a half times
the best group rate [2].

= Among income groups, the middle/high-income
population had the lowest (best) unemployment
rate among persons aged 18-64 with arthritis,
23% (age adjusted) in 2008, whereas the poor and
near-poor populations had rates of 69% and 51%
(age adjusted), respectively. The rate for the poor
population was three times the best group rate
(that for the middle/high-income population),
whereas the rate for the near-poor population
was more than twice the best rate [2].

) Statistically significant disparities of 100% or more
were also observed in the effect of arthritis on paid
work among adults with arthritis (objective 2-5b).
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)

= Among education groups, persons with at least
some college education had the lowest (best) rate
of effect of arthritis on paid work among persons
with arthritis aged 25-64, 25% (age adjusted) in
2006. The rate for persons with less than a high
school education was 53% (age adjusted), more
than twice the best group rate [2].

= Among income groups, the middle/high-income
population had the lowest (best) rate of effect
of arthritis on paid work among persons with
arthritis aged 18-64, 24% (age adjusted) in 2006.
The poor population had a rate of 58% (age
adjusted), almost two and a half times the best
group rate [2].

Activity limitations due to arthritis (objective 2-2)
varied by geographic area. In 2007, the states of
Connecticut, Delaware, Hawaii, Illinois, lowa, New
Jersey, North Dakota, Pennsylvania, Rhode Island,
Virginia, Utah, and Wyoming had rates that met or
exceeded the Healthy People 2010 target. Alabama,
Alaska, Georgia, Kentucky, Tennessee, and West
Virginia had the highest rates (Figure 2-3).

Osteoporosis

M

The prevalence of osteoporosis among adults aged
50 and over (objective 2-9) declined 50.0% between
1988-94 and 2005-08, from 12% to 6% (age adjusted),
exceeding the Healthy People 2010 target of 10%.

Chronic Back Conditions

)

Statistically significant disparities of 100% or more
were observed for activity limitations among adults
aged 18 and over with chronic back conditions
(objective 2-11).

= Among racial and ethnic populations, the
Hispanic or Latino population had the lowest
(best) rate of activity limitations among adults
with chronic back conditions, 26% (age adjusted)
in 2008. Persons of two or more races had a rate
of 80% (age adjusted), more than three times the
best group rate [2].

= Among education groups, persons aged 25 and
over with at least some college had the lowest
(best) rate of activity limitations among adults
with chronic back conditions, 27% (age adjusted)
in 2008. The rate for persons with less than a high
school education was 56% (age adjusted), more
than twice the best group rate [2].

= Among income groups, the middle/high-income
population had the lowest (best) rate of activity
limitations among adults with chronic back
conditions, 22% (age adjusted) in 2008, whereas
the rates for the poor and near-poor populations

were 72% and 49% (age adjusted), respectively.
The rate for the poor population was nearly three
and a half times the best group rate (that for the
middle/high-income population), whereas the
rate for the near-poor population was more than
twice the best group rate [2].

Summary of Progress

) Figure 2-1 presents a quantitative assessment of

progress in achieving the Healthy People 2010
objectives for Arthritis, Osteoporosis, and Chronic
Back Conditions [1]. Data to measure progress toward
target attainment were available for all 13 objectives,
although most objectives were only monitored over 4
to 6 years. Of these:

= One objective (2-9) exceeded the Healthy People
2010 target.

= Two objectives moved toward their targets. A
statistically significant difference between the
baseline and the final data points was observed
for one of these objectives (2-4a); no significant
difference was observed for the second objective
(2-11).

= Three objectives (2-1, 2-4b, and 2-8) showed no
change.

= Seven objectives moved away from their targets.
A statistically significant difference between the
baseline and the final data points was observed
for two of these objectives (2-6 and 2-10). No
significant differences were observed for the
remaining five objectives (2-2, 2-3, 2-5a and b,
and 2-7).

) Figure 2-2 displays health disparities in Arthritis,

Osteoporosis, and Chronic Back Conditions from
the best group rate for each characteristic at the
most recent data point [2]. It also displays changes
in disparities from baseline to the most recent data
point [3].

= Of the seven objectives with statistically
significant racial and ethnic health disparities of
10% or more, the non-Hispanic white population
had the best rate for three objectives (2-5b, 2-6,
and 2-7). The Hispanic or Latino population had
the best rate for two objectives (2-4b and 2-11);
and the Asian (objective 2-1) and non-Hispanic
black (objective 2-4a) populations had the best
rate for one objective each.

= Females had better rates than males for three of
the four objectives with statistically significant
health disparities 0of 10% or more by sex (objectives
2-4a, 2-4b, and 2-7). Males had a better rate than
females for the fourth objective (2-5a).
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= Persons with at least some college education had
the best rate for all five of the objectives with
statistically significant health disparities of 10%
or more by education level (objectives 2-1, 2-2,
2-5a and b, and 2-11).

= Persons with middle/high incomes had the best
rate for five of the six objectives with statistically
significant health disparities of 10% or more by
income (objectives 2-1, 2-2, 2-5a and b, and 2-11).
The poor and near-poor populations both had
the best rate for the sixth objective (2-4a).

= Health disparities of 100% or more were observed
for three objectives: the unemployment rate
among adults with arthritis (objective 2-5a), the
effect of arthritis on paid work among adults with
arthritis (objective 2-5b), and activity limitations
due to chronic back conditions (objective 2-11).
These disparities are discussed in the Highlights,
above.

Transition to Healthy People
2020

For Healthy People 2020, the focus of the Arthritis,
Osteoporosis, and Chronic Back Conditions Topic
Area has been expanded to include more arthritis-
specific activity limitations and other health outcomes
associated with arthritis and osteoporosis. Consistent
with Healthy People 2010, the primary goal of the
Healthy People 2020 objectives is to prevent illness
and disability related to arthritis and other rheumatic
conditions, osteoporosis, and chronic back conditions.
See HealthyPeople.gov for a complete list of Healthy
People 2020 topics and objectives.

The Healthy People 2020 Arthritis, Osteoporosis, and
Chronic Back Conditions Topic Area objectives can be
grouped into four sections:

) Arthritis-related pain and impact
> Arthritis health system interventions
) Osteoporosis

) Chronic back conditions.

The differences between the Healthy People 2010
objectives and those included in Healthy People 2020 are
summarized below:

) The Healthy People 2020 Arthritis, Osteoporosis, and
Chronic Back Condition Topic Area has a total of 18
objectives, whereas the Healthy People 2010 Focus
Area had 13 objectives.

= Fleven Healthy People 2010 objectives were

2 « ARTHRITIS, OSTEOPOROSIS, AND CHRONIC BACK CONDITIONS

retained “as is” [4]. Among adults with arthritis,
retained objectives tracked joint pain (objective
2-1), activity limitations due to arthritis (objective
2-2), personal care limitations (objective 2-3),
counseling for weight reduction (objective 2-4a),
counseling for physical activity or exercise
(objective 2-4b), unemployment (objective 2-5a),
effect of arthritis on paid work (objective 2-5b),
and arthritis education (objective 2-8). Other
retained objectives include seeing a health care
provider for chronic joint symptoms (objective
2-7), prevalence of osteoporosis (objective 2-9),
and activity limitations due to chronic back
conditions (objective 2-11).

= Two Healthy People 2010 objectives were
archived: racial disparity in total knee
replacements (objective 2-6) and hospitalization
for osteoporosis-associated vertebral fractures
(objective 2-10) [5].

= Two objectives (15-28a and b) that track
hospitalizations for hip fractures among older
adults (separately for females and males) were
moved from the Healthy People 2010 Injury and
Violence Prevention Focus Area to the Healthy
People 2020 Arthritis, Osteoporosis, and Chronic
Back Conditions Topic Area.

) Five new objectives were added to the Healthy People
2020 Arthritis, Osteoporosis, and Chronic Back
Conditions Topic Area:

= Four new objectives assess difficulty in
performing specific joint-related activities
among adults with arthritis: walking a quarter
of a mile; walking up 10 steps without resting;
stooping, bending or kneeling; and using fingers
to grasp or handle small objects.

= A new objective assesses serious psychosocial
distress among adults with arthritis.

Appendix D, “A Crosswalk Between Objectives From
Healthy People 2010 to Healthy People 2020,” summa-
rizes the changes between the two decades of objectives,
reflecting new knowledge and direction for this area.

Data Considerations

Figure 2-3 (Activity Limitations due to Arthritis)
presents state-level data from the Behavioral Risk Factor
Surveillance System (BRFSS). National data for these
objectives come from the National Health Interview
Survey (NHIS) and are the basis for setting the targets.
BRFSS data may not be comparable with the national
data from NHIS.

Education and income are the primary measures of
socioeconomic status in Healthy People 2010. Most data
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systems used in Healthy People 2010 define income as a
family’s income before taxes. To facilitate comparisons
among groups and over time, while adjusting for family
size and for inflation, Healthy People 2010 categorizes
income using the poverty thresholds developed by the
Census Bureau. Thus, the three categories of family
income that are primarily used are:

) Poor—below the Federal poverty level
> Near poor—100% to 199% of the Federal poverty level

) Middle/high income—200% or more of the Federal
poverty level.

These categories may be overridden by considerations
specific to the data system, in which case they are
modified as appropriate. See Healthy People 2010: General
Data Issues, referenced below.

In general, data on educational attainment are presented
for persons aged 25 and over, consistent with guidance
given by the Census Bureau. However, because of the
requirements of the different data systems, the age
groups used to calculate educational attainment for
any specific objective may differ from the age groups
used to report the data for other Healthy People 2010
objectives, as well as from select populations within
the same objective. Therefore, the reader is urged to
exercise caution in interpreting the data by educational
attainment shown in the Health Disparities Table. See
Healthy People 2010: General Data Issues, referenced
below, for additional information.

Additional information on data issues is available from
the following sources:

> All Healthy People 2010 tracking data can be found
in the Healthy People 2010 database, DATA2010,
available from http://wonder.cdc.gov/data2010/.

) Detailed information about the data and data
sources used to support these objectives can be
found in the Operational Definitions on the DATA
2010 website, available from http://wonder.cdc.gov/
data2010/focusod.htm.

> More information on statistical issues related to
Healthy People tracking and measurement can
be found in the Technical Appendix and in Healthy
People 2010: General Data Issues, which is available in
the General Data Issues section of the NCHS Healthy
People website under Healthy People 2010; see http://
www.cdc.gov/nchs/healthy_people/hp2010/hp2010_
data_issues.htm.

2-6

Notes

2. Information

1. Displayed in the Progress Chart (Figure 2-1), the
percent of targeted change achieved expresses the
difference between the baseline and the final value
relative to the initial difference between the baseline
and the Healthy People 2010 target. As such, it is a
relative measure of progress toward attaining the
Healthy People 2010 target. See the Reader’s Guide
for more information. When standard errors were
available, the difference between the baseline and the
final value was tested at the 0.05 level of significance.
See the Figure 2-1 footnotes, as well as the Technical
Appendix, for more detail.

about disparities among select
populations is shown in the Health Disparities
Table (Figure 2-2). Disparity from the best group
rate is defined as the percent difference between the
best group rate and each of the other group rates
for a characteristic. For example, racial and ethnic
health disparities are measured as the percent
difference between the best racial and ethnic group
rate and each of the other racial and ethnic group
rates. Similarly, disparities by sex are measured as
the percent difference between the better group
rate (e.g., female) and the rate for the other group
(e.g., male). Some objectives are expressed in terms
of favorable events or conditions that are to be
increased, while others are expressed in terms of
adverse events or conditions that are to be reduced.
To facilitate comparison of health disparities
across different objectives, disparity is measured
only in terms of adverse events or conditions. For
comparability across objectives, objectives that are
expressed in terms of favorable events or conditions
are re-expressed using the adverse event or condition
for the purpose of computing disparity, but they are
not otherwise restated or changed. For example,
objective 1-1, to increase the proportion of persons
with health insurance (e.g., 72% of the American
Indian or Alaska Native population under age 65 had
some form of health insurance in 2008), is expressed
in terms of the percentage of persons without health
insurance (e.g., 100% - 72% = 28%) of the American
Indian or Alaska Native population under age 65 did
not have any form of health insurance in 2008) when
the disparity from the best group rate is calculated.
See the Reader’s Guide for more information. When
standard errors were available, the difference
between the best group rate and each of the other
group rates was tested at the 0.05 level of significance.
See the Figure 2-2 footnotes, as well as the Technical
Appendix, for more detail. S
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. The change in disparity is estimated by subtracting
the disparity at baseline from the disparity at the
most recent data point and, therefore, is expressed
in percentage points. See the Reader’s Guide for more
information. When standard errors were available,
the change in disparity was tested at the 0.05 level of

Healthy People 2010 had no change in the numerator
or denominator definitions, the data source(s), or
the data collection methodology. These include
objectives that were developmental in Healthy People
2010 and are developmental in Healthy People 2020,
and for which no numerator information is available.

significance. See the Figure 2-2 footnotes, as well as

the Technical Appendix, for more detail. 5. Archived objectives had at least one data point in

Healthy People 2010 but were not carried forward
into Healthy People 2020.

4. As of the Healthy People 2020 launch, Healthy People
2020 objectives that were retained “as is” from

Comprehensive Summary of Objectives: Arthritis, Osteoporosis, and
Chronic Back Conditions

Objective Description Data Source or Objective Status

2-1 Mean level of joint pain among adults with arthritis (age
adjusted, 18+ years)

National Health Interview Survey (NHIS), CDC, NCHS.

2-2 Activity limitations due to arthritis (age adjusted, 18+ years) National Health Interview Survey (NHIS), CDC, NCHS.

2-3 Personal care limitations in adults with arthritis (age adjusted, ~ National Health Interview Survey (NHIS), CDC, NCHS.
18+ years)

2-4a Overweight and obese adults with arthritis who receive National Health Interview Survey (NHIS), CDC, NCHS.

counseling for weight reduction (age adjusted, 18+ years)

2-4h Adults with arthritis who receive counseling for physical activity ~National Health Interview Survey (NHIS), CDC, NCHS.
or exercise (age adjusted, 18+ years)

2-5a Unemployment rate among adults with arthritis (age adjusted, ~ National Health Interview Survey (NHIS), CDC, NCHS.
18—64 years)

2-5b Effect of arthritis on paid work among adults with arthritis (age ~ National Health Interview Survey (NHIS), CDC, NCHS.
adjusted, 18—64 years)

2-6 Racial disparity in total knee replacement (black vs. white, 65+ Medicare data, CMS.
years)

2-7 Adults with chronic joint symptoms who saw a health care National Health Interview Survey (NHIS), CDC, NCHS.
provider for their symptoms (age adjusted, 18+ years)

2-8 Arthritis education among adults with arthritis (age adjusted, National Health Interview Survey (NHIS), CDC, NCHS.
18+ years)

2-9 Prevalence of osteoporosis (age adjusted, 50+ years) National Health and Nutrition Examination Survey (NHANES), CDC,

NCHS.

2-10 Hospitalization for osteoporosis-associated vertebral fractures
(age adjusted, per 10,000 population, 65+ years)

National Hospital Discharge Survey (NHDS), CDC, NCHS.

2-11 Activity limitations due to chronic back conditions (age
adjusted, per 1,000 population, 18+ years)

National Health Interview Survey (NHIS), CDC, NCHS.
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Figure 2-1. Progress Toward Target Attainment for Focus Area 2: Arthritis, Osteoporosis and Chronic

Back Conditions
LEGEND . Moved away from target' Moved toward target . Met or exceeded target
Percent of tgrgetezd Baseline vs. Final
change achieved 2010 Baselne  Final  Differ Statistically Percent
Objective 0 25 50 75100 Target (Year) (Year)  ence® Significant* Change®
2-1. Mean level of joint pain among adults with 0.0% 53 5.6 5.6 0 No 0.0%
arthritis (age adjusted, 18+ years) (2002) (2006)
2-2. Activity limitations due to arthritis . 33% 36% 39% 3 No 8.3%
(age adjusted, 18+ years) (2002) (2008)
2-3. Personal care limitations in adults with . 1.5% 2.1% 2.7% 0.6 No 28.6%
arthritis (age adjusted, 18+ years) (2002) (2008)
2-4a. Overweight and obese adults with arthritis 54.5% 46% 35% 41% 6 Yes 171%
who receive counseling for weight (2002) (2006)
reduction (age adjusted, 18+ years)
2-4b. Adults with arthritis who receive 0.0% 67% 52% 52% 0 No 0.0%
counseling for physical activity or exercise (2002) (2006)
(age adjusted, 18+ years)
2-5a. Unemployment rate among adults with . 27% 33% 35% 2 No 6.1%
arthritis (age adjusted, 18-64 years) (2002) (2008)
2-5D. Effect of arthritis on paid work among . 23%  30% 33% 3 No  10.0%
adults with arthritis (age adjusted, (2002) (2006)
18-64 years)
2-6. Racial disparity in total knee replacement . 0.0% -35.9% -38.4%  -25 Yes 7.0%
(black vs. white, 65+ years) (2002) (2006)
2-7. Adults with chronic joint symptoms who . 7% 73% 2% -1 No -1.4%
saw a health care provider for their (2002) (2008)
symptoms (age adjusted, 18+ years)
2-8. Arthritis education among adults with 0.0% 13% 1% 11% 0 No 0.0%
arthritis (age adjusted, 18+ years) (2002) (2006)
2-9. Prevalence of osteoporosis (age adjusted, 300.0% 10% 12% 6% -6 Yes -50.0%
50+ years) (1988-94) (2005-08)
2-10. Hospitalization for osteoporosis-associated . 14.0 175 23.4 59 Yes 33.7%
vertebral fractures (age adjusted, per (1998) (2007)
10,000 population, 65+ years)
2-11. Activity limitations due to chronic back 14.3% 25 32 31 -1 No -31%
conditions (age adjusted, per 1,000 (1997) (2008)

population, 18+ years)
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Figure 2-1. Progress Toward Target Attainment for Focus Area 2: Arthritis, Osteoporosis and Chronic
Back Conditions (continued)

NOTES

See the Reader’s Guide for more information on how to read this figure. See DATA2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010
tracking data.

FOOTNOTES
! Movement away from target is not quantified using the percent of targeted change achieved. See Technical Appendix for more information.

2 Percent of targeted change achieved = Final value - Baseline value x 100.

Healthy People 2010 target — Baseline value

3 Difference = Final value - Baseline value. Differences between percents (%) are measured in percentage points.

4 When estimates of variability are available, the statistical significance of the difference between the final value and the baseline value is assessed at
the 0.05 level. See Technical Appendix for more information.

5 Percent change = Final value - Baseline value « 100,

Baseline value

DATA SOURCES

2-1-2-3.  National Health Interview Survey (NHIS), CDC, NCHS.
2-4a-b.  National Health Interview Survey (NHIS), CDC, NCHS.
2-5a-b.  National Health Interview Survey (NHIS), CDC, NCHS.

2-6. Medicare data, CMS.

2-7-2-8.  National Health Interview Survey (NHIS), CDC, NCHS.

2-9. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.
2-10. National Hospital Discharge Survey (NHDS), CDC, NCHS.

2-11. National Health Interview Survey (NHIS), CDC, NCHS.
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Figure 2-2. Health Disparities Table for Focus Area 2: Arthritis, Osteoporosis, and Chronic Back Conditions

Disparities from the best group rate for each characteristic at the most recent data point and changes in disparity from the baseline
to the most recent data point.

Race and Ethnicity Sex Education Income
5] 6% 2 o 2 £ g § % £
5 52 = § £ & & E - e 3
) = S 2 @2 ks S5 O o = <= <
£ g2 8 5 £ £ € = 5 E = . 5 <
s= F8gE o B 8 F E £ 2 5 g £ 7
SF c 25 85 § X o & = s 2 8 g S & £
- ot g2 S 52 2 8 8 £ § E 2 24 5 & & 5 5§ 8 E
Population-based objective = 2 28 £ @™ = 3 L = s £ =2 & £ =2 = 5]
2-1.Mean level of joint pain among adults — ( \( \( 1L C 1 VI C (0 1) M
with arthritis (age adjusted, 18+ years) B! 0 B 0 B 0 B
(2002, 2006) (G0 S G0 G G G D G O G [ L G B G I G L
2-2. Activity limitations due to arthritis (age Aty terar e )
adjusted, 18+ years) (2002, 2008) b B B B B B
2-3. Personal care limitations in-adults with (1 ) V1 1C 0V C VO e
arthritis (age adjusted, 18+ years)
(2002, 2008) (G0 1 S 8 A A G 1 G G T G G G G S O G 1 WS B RO B
2-4a. Overweight and obese adults with arthitis [~ 1 Y[ 1 1 1 1C (Yt e )
who receive counseling for weight reduction B i B || B B||B
(age adjusted, 18+ years) (2002,2006) (_J I JUJ JUJJU | O (U | WU | U | WU | U
2-4b. Adults with arthritis who receive counsel- [ 1 1 1 1 1 1C V(e
ing for physical activity or exercise (age Bl i B B ||B B
adjusted, 18+ years) (2002, 2006) JuuJuJuyuad g o ey LJLJU

adults with arthritis (age adjusted, b B B
18-64 years) (2002, 2006) L

2-6. Racial disparity in total knee replace-
ment (black vs. white, 65+ years) B
(2000, 2006)

2-7. Adults with chronic joint symptoms who saw ()
ahealth care provider for their symptoms b b Bi B||W Bi B||B||B
(age adjusted, 18+ years) (2002, 2008)

2-8. Arthritis education among adults with
arthritis (age adjusted, 18+ years) Bl B B B B
(2002, 2006) L

2-9. Prevalence of osteoporosis (age
adjusted, 50+ years) (1988-94, v ||Db||B
2005-08)

2-10. Hogpitalization for osteoporosis-associated
vertebral fraciures (age adjusted, per 10,000 iy
population, 65+ years) (1998, 2007) (G 1S VD S G G G A G A S G I G B B G I B

2-11. Activity limitations due to chronic back () CACr ) () M)
conditions (age adjusted, per 1,000 b B B B B
population, 18+ years) (1997, 2008)’ LJuJ Jouu Uy U L

NOTES
See DATA2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010 tracking data.

2-5b. Effect of arthritis on paidworkamong [ | | 1 1 11 1| [ 1) l l ()

2-5a. Unemployment rate among adultswith - (1 1 1 1 Y 1 VI V) ) M)
arthritis (age adjusted, 18—64 years) v||B i B B B
(2002, 2008) I I I A LU L

JL JJL Jogu Ju J (N O L JUL J U Ju Ju (

Y Y Y Y Y | — — — —/ — — — —

Years in parentheses represent the baseline and most recent data years (if available).

Disparity from the best group rate is defined as the percent difference between the best group rate and each of the other group rates for a characteristic (e.g. race
and ethnicity). The summary index is the average of these percent differences for a characteristic. Change in disparity is estimated by subtracting the disparity

at baseline from the disparity at the most recent data point. Change in the summary index is estimated by subtracting the summary index at baseline from the
summary index at the most recent data point. See Technical Appendix for more information.
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Figure 2-2. Health Disparities Table for Focus Area 2: Arthritis, Osteoporosis, and Chronic Back Conditions (continued)

Measures of variability were available for all objectives in this table. Thus, the variability of best group rates was assessed, and statistical significance was tested.
Disparities of 10% or more are displayed when the differences from the best group rate are statistically significant at the 0.05 level. Changes in disparities over time
are indicated by arrows when the changes are greater than or equal to 10 percentage points and are statistically significant at the 0.05 level. See Technical Appendix.

LEGEND

The “best” group rate at the most The group with the best rate for Most favorable group Reliability criterion for

recent data point. specified characteristic. rate for specified char- best group rate not
acteristic, but reliability met, or data available

criterion not met. for only one group.

Percent difference from the best group rate

Disparity from the best group rate at Less than 10%, or difference not () 100% or
the most recent data point, statistically significant (when estimates 10%—49% 50%—99% more
of variability are available).

(N

Changes in disparity over time are shown when: Increase in disparity (percentage points)
(@) disparities data are available at both baseline and most recent time points; (b) data are — — 1100
not for the group(s) indicated by “B" or “b” at either time point; and (c) the change is greater . ‘ e ‘ N
than or equal to 10 percentage points and statistically significant, or when the change is | 10-49 points 0 50-99 points 1 Eﬂoé?és or
greater than or equal to 10 percentage points and estimates of variability were not available, — —
S6g Technical Appendix. Decrease in disparity (percentage points)

() [ (¢ 100

V| 10-49 points i 50-99 points i points or

more
Availability of Data () () Characteristic not
Data not available. selected for this
objective.

(S (S

FOOTNOTES

! Baseline data by race and ethnicity are for 1999.

! The group with the best rate at the most recent data point is different from the group with the best rate at baseline. Both rates met the reliability criterion. See
Technical Appendix,

i Change in the summary index cannot be assessed. See Technical Appendix,

iiData are for Mexican American.

IV Reliability criterion for best group rate not met, or data available for only one group, at baseline. Change in disparity cannot be assessed. See Technical Appendix.

V Data include persons of Hispanic origin.

DATA SOURCES

2-1-2-3. National Health Interview Survey (NHIS), CDC, NCHS.

2-4a-b. National Health Interview Survey (NHIS), CDC, NCHS.
2-5a-b. National Health Interview Survey (NHIS), CDC, NCHS.

2-6. Medicare data, CMS.
2-7-2-8. National Health Interview Survey (NHIS), CDC, NCHS.
2-9. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.

2-10. National Hospital Discharge Survey (NHDS), CDC, NCHS.
2-11. National Health Interview Survey (NHIS), CDC, NCHS.
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Figure 2-3. Activity Limitations due to Arthritis (Adults Aged 18+ With Diagnosed Arthritis), 2007
Healthy People 2010 objective 2-2 « Target = 33 percent

Percent

I 25.7-33.0
[ ]331-347
[ ]348388
I 38.9-42.1
B 2262

Lowest category (green) shows
states that met target.

NOTES: Data are age adjusted to the 2000 standard population. The denominator for rates is adults aged 18 and over with doctor-diagnosed arthritis. Rates are displayed by a modified Jenks classification for
US. states. National data for the objective come from the National Health Interview Survey (NHIS) and are the basis for setting the target. State data from BRFSS may not be comparable with national data from
NHIS. The U.S. rate in 2007 from NHIS was 39.0%. The rate for all states combined from BRFSS in 2007 was 36.8%.

SOURCE: Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.
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GOAL:

Reduce the number of new cancer cases, as
well as the illness, disability, and death caused

by cancer.

NV

This chapter includes objectives that track cancer death
rates, survival after diagnosis, provider counseling for
preventive behaviors such as smoking cessation, limiting
sun exposure, the use of effective cancer screening tests,
and the availability of statewide cancer registries.

All Healthy People tracking data quoted in this chapter,
along with technical information and Operational
Definitions for each objective, can be found in the
Healthy People 2010 database, DATA2010, available from
http://wonder.cdc.gov/data2010/.

More information about this Focus Area can be found in
the following publications:

) Healthy People 2010: Understanding and Improving
Health, available from http://www.healthypeople.
gov/2010/Document/tableofcontents.htm#under.

) Healthy People 2010 Midcourse Review, available from
http://www.healthypeople.gov/2010/data/midcourse/
html/default.htm#FocusAreas.

Highlights

) Substantial progress was achieved in objectives for
this Focus Area during the past decade [1]. Over
70% of the Cancer objectives with data to measure
progress moved toward or achieved their Healthy
People 2010 targets (Figure 3-1). However, for a
number of objectives, statistically significant health
disparities of 10% or more were observed among
racial and ethnic populations, as well as by sex and
education level (Figure 3-2) [2].

) Cancer deaths (objectives 3-1 through 3-8) declined
for all cancer mortality objectives except melanoma
deaths (objective 3-8). Prostate cancer deaths

3+« CANCER

(objective 3-7) declined 24.9% between 1999 and
2007, from 31.1 to 23.5 per 100,000 population (age
adjusted), exceeding the 2010 target of 28.2 per
100,000. The overall cancer death rate (objective
3-1) declined 11.2% from 200.8 to 178.4 per 100,000
population (age adjusted) over the same tracking
period. The melanoma death rate rose 3.8% from 2.6
to 2.7 per 100,000 population (age adjusted) over the
same tracking period, moving away from the 2010
target of 2.3 per 100,000. Disparities were observed
for a number of population groups:

= Among racial and ethnic groups, the Asian or
Pacific Islander population had the lowest (best)
cancer death rates for five of the eight cancer
mortality objectives (3-1, 3-3 through 3-5, and
3-7). The Hispanic or Latino population had the
best group rate for lung cancer (objective 3-2)
and oropharyngeal cancer deaths (objective 3-6).
The non-Hispanic black population had the best
group rate for melanoma deaths (objective 3-8).

With the exception of melanoma deaths (objective
3-8), the non-Hispanic black population had rates
that were at least 100% higher than the best rate
for all cancer mortality objectives (objectives 3-1
through 3-8) [2].

The non-Hispanic white population had rates that
were at least 100% higher than the best group rate for
four mortality objectives: lung cancer (objective 3-2),
female breast cancer (objective 3-3), prostate cancer
(objective 3-7), and melanoma (objective 3-8) deaths

[2].

The American Indian or Alaska Native population
had a melanoma death rate (1.0 death per 100,000
population in 2007, age adjusted) that was twice
the best group rate (that for the non-Hispanic black
population, 0.5 deaths per 100,000, age adjusted) [2].
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= Females had lower death rates than males for all
five non-sex-specific cancer mortality objectives
(objectives 3-1, 3-2, 3-5, 3-6, and 3-8). Male rates
for oropharyngeal cancer (objective 3-6) and
melanoma (objective 3-8) deaths were at least
100% higher than the female rates.

= Among education groups, persons with at least
some college education had the lowest (best)
cancer death rates for six of the eight cancer
mortality objectives (3-1, 3-2, and 3-4 through
3-7). Persons with less than a high school
education had the best rates for female breast
cancer (objective 3-3) and melanoma (objective
3-8) deaths. Persons with less than a high school
education and high school graduates had rates
of lung cancer (objective 3-2), cervical cancer
(objective 3-4), and oropharyngeal cancer (ob-
jective 3-6) deaths that were at least 100% higher
than the rates for persons with at least some
college education.

Overall cancer mortality (objective 3-1) varied by
geographic region. Death rates for the period 2005-07
were lower in the West than in the Midwest and
Eastern U.S. Many of the health service areas with high
death rates were in the South and in the Mississippi
River Valley (Figure 3-3).

The proportion of persons aged 50 and over who
had ever received a proctoscopy, colonoscopy, or
sigmoidoscopy (objective 3-12b) increased 48.6%
between 1998 and 2008, from 37% to 55%, exceeding
the Healthy People 2010 target of 50%.

The proportion of women aged 18 and over who had
ever received a Pap test (objective 3-11a) increased
1.1% between 1998 and 2008, from 92% to 93%,
moving toward the Healthy People 2010 target of 97%.
However, the proportion who had been tested within
the past 3 years (objective 3-11b) declined 3.8%, from
79% to 76%, over the same tracking period, moving
away from the 2010 target of 90%. Disparities were
observed for a number of population groups, for
example:

= Amongracial and ethnic groups, the populations
of non-Hispanic white women and of women of
two or more races both had the highest (best)
rate of ever receiving a Pap test, 95% each in
2008, whereas the populations of American
Indian or Alaska Native, Hispanic or Latino, and
Asian women had rates of 90%, 89%, and 79%,
respectively. When expressed as women who had
never received a Pap test, the rate for American
Indian or Alaska Native women was twice the
rate for non-Hispanic white women; the rate for
Hispanic or Latino women was more than twice
that rate; and the rate for Asian women was more
than four times that rate [2].

= Among education groups, women with at least

some college education had the highest (best)
rate of ever receiving a Pap test, 97% in 2008,
whereas women with less than a high school
education had a rate of 91%. When expressed as
women who had never received a Pap test, women
with less than a high school education had a rate
that was three times the rate for women with at
least some college education [2].

) The proportion of women who received a Pap test

within the past 3 years varied by state. Delaware,
Georgia, Massachusetts, and North Carolina had
the highest proportions in 2008, whereas Arkansas,
lllinois, Louisiana, Oklahoma, and a contiguous
group of western states (Idaho, Montana, Nevada,
Utah, and Wyoming) had the lowest proportions
(Figure 3-4). No state met the Healthy People 2010
target.

Mammogram screening (objective 3-13) did not
change between 1998 (baseline) and 2008 (most
recent data point); in both years, 67% of women aged
40 and over had received a mammogram within the
past 2 years, below the Healthy People 2010 target of
70%.

Summary of Progress

) Figure 3-1 presents a quantitative assessment of

progress in achieving the Healthy People 2010
objectives for Cancer [1]. Data to measure progress
toward target attainment were available for 18
objectives. Of these:

= Two objectives (3-7 and 3-12b) exceeded their
Healthy People 2010 targets.

= Eleven objectives moved toward their targets. A
statistically significant difference between the
baseline and the final data points was observed
for nine of these objectives (3-1 through 3-6,
3-9b, 3-11, and 3-15). No significant difference
was observed for one objective (3-9a), and data
to test the significance of the difference were
unavailable for one objective (3-14).

= One objective (3-13) showed no change.

= Four objectives moved away from their targets.
A statistically significant difference between the
baseline and final data points was observed for
three of these objectives (3-8, 3-11b, and 3-12a).
No significant difference was observed for the
remaining objective (3-10h).

) Follow-up data were unavailable to measure progress

for seven objectives (3-10a through g).

) Figure 3-2 displays health disparities in Cancer from

the best group rate for each characteristic at the
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most recent data point [2]. It also displays changes
in disparities from baseline to the most recent data
point [3].

= Of the 14 objectives with statistically significant
racial and ethnic health disparities of 10% or
more, the Asian or Pacific Islander population
had the best rate for five objectives (3-1, 3-3
through 3-5, and 3-7), and the non-Hispanic
white population for four objectives (3-11a, 3-12b,
3-13, and 3-15). The non-Hispanic black and the
Hispanic or Latino populations each had the best
rate for three objectives (3-8, 3-11b, and 3-13; and
3-2, 3-6, and 3-9b, respectively).

= Females had better rates than males for six of
the seven objectives with statistically significant
health disparities of 10% or more by sex
(objectives 3-1, 3-2, 3-5, 3-6, 3-8, and 3-9b). Males
had a better rate than females for the objective
on ever receiving a proctoscopy, colonoscopy, or
sigmoidoscopy (objective 3-12b).

= Of the 13 objectives with statistically significant
health disparities of 10% or more by education
level, persons with at least some college education
had the best rate for 11 objectives (3-1, 3-2, 3-4
through 3-7, 3-9b, 3-11a and b, 3-12b, and 3-13).
Persons with less than a high school education
had the lowest (best) rate for female breast
cancer (objective 3-3) and melanoma (objective
3-8) deaths.

= Persons with middle/high incomes had the best
rates for all four objectives with statistically
significant health disparities of 10% or more by
income (objectives 3-11a and b, 3-12b, and 3-13).

= Personslivingin urban or metropolitan areas had
better rates than those living in rural areas for
the two objectives with statistically significant
health disparities of 10% or more by geographic
location (objectives 3-11b and 3-13).

= Persons without disabilities had better rates
than persons with disabilities for two of the
three objectives with statistically significant
health disparities of 10% or more by disability
status (objectives 3-11b and 3-13). Persons
with disabilities had a better rate than persons
without disabilities for adults who wused
protective measures to protect against skin
cancer (objective 3-9b).

= Health disparities of 100% or more were observed
for several objectives among racial and ethnic
populations, as well as by sex and education level.
These are described in the Highlights, above.

3+« CANCER

Transition to Healthy People
2020

For Healthy People 2020, the Cancer objectives have
been expanded to include a broader range of measures
than those presented in Healthy People 2010, reflecting
the latest trends in cancer prevention and diagnosis.
In addition to objectives on mortality, screening,
counseling, survival, and cancer registries, the Healthy
People 2020 Cancer Topic Area includes new objectives
on cancer incidence, quality of life for cancer survivors,
prevalence of sunburn, and use of artificial sources
of ultraviolet light for tanning. See HealthyPeople.gov
for a complete list of Healthy People 2020 topics and
objectives.

The Healthy People 2020 Cancer Topic Area objectives
can be grouped into several sections:

> Mortality
> Incidence
> Registries
) Survivorship

) Screening and counseling.

The differences between the Healthy People 2010
objectives and those included in Healthy People 2020 are
summarized below:

) The Healthy People 2020 Cancer Topic Area has a
total of 27 objectives, five of which are developmental,
whereas the Healthy People 2010 Cancer Focus Area
had 25 objectives [4].

) Seven Healthy People 2010 objectives, including six of
the eight cancer mortality objectives (3-1, 3-3, 3-4, 3-6
through 3-8) and the objective on adult protection
against skin cancer (objective 3-9b), were retained
“asis” [5].

> Thirteen Healthy People 2010 objectives were
modified to create 11 Healthy People 2020 objectives

[6l.

= The objectives on lung cancer (objective 3-2) and
colorectal cancer (objective 3-5) mortality were
revised to match Surveillance Epidemiology and
End Results (SEER) cause-of-death recodes [7].

= The objectives on adolescent protection against
skin cancer (objective 3-9a), provider counseling
on cancer screening (objectives 3-10f and g),
cervical cancer screening (objective 3-11b),
mammogram  screening  (objective  3-13),
population-based cancer registries (objective
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3-14), and cancer survivorship (objective 3-15)
were all modified to match the most recent
available data or the latest screening guidelines.

= The objectives on fecal occult blood test
(FOBT) (objective 3-12a) and sigmoidoscopy,
colonoscopy, and proctoscopy (objective 3-12b)
were combined into one objective on colorectal
cancer screening (FOBT, sigmoidoscopy, and
colonoscopy) to match the latest screening
guidelines.

= Similarly, the objectives on provider counseling
for FOBT (objective 3-10d) and sigmoidoscopy,
colonoscopy, and proctoscopy (objective 3-10e)
were combined into one objective on provider
counseling for colorectal cancer screening,.

) Five Healthy People 2010 Cancer objectives were
either moved to other Healthy People 2020 topic
areas or archived [8]. Counseling on smoking
cessation (objectives 3-10a through c) and counseling
on physical activity (objective 3-10h) were moved to
the Healthy People 2020 Tobacco Use and Physical
Activity topic areas, respectively. The objective on
Pap tests ever received (objective 3-11a) was archived
to match the latest screening guidelines.

) Nine new objectives were added to the Healthy
People 2020 Cancer Topic Area:

= One developmental objective addresses the
physical health-related quality of life of cancer
survivors.

= Three new objectives track the incidence of
certain cancers, namely invasive colorectal
cancer, invasive uterine cervical cancer, and late-
stage breast cancer.

= One developmental objective addresses the
proportion of men who have discussed with their
health care provider whether to have a prostate-
specific antigen (PSA) test to screen for prostate
cancer.

= Two new objectives monitor the prevalence of
sunburn, one for adolescents and one for adults.

= Two developmental objectives focus on use of
artificial sources of ultraviolet light for tanning,
one for adolescents and one for adults.

Appendix D, “A Crosswalk Between Objectives From
Healthy People 2010 to Healthy People 2020,” summa-
rizes the changes between the two decades of objectives,
reflecting new knowledge and direction for this area.
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Data Considerations

Figure 3-4 (Pap test received within past 3 years)
presents state-level data from the Behavioral Risk
Factor Surveillance System (BRFSS). National data for
this objective come from the National Health Interview
Survey (NHIS) and are the basis for setting the targets.
BRFSS data may not be comparable with the national
data from NHIS.

Education and income are the primary measures of
socioeconomic status in Healthy People 2010. Most data
systems used in Healthy People 2010 define income as a
family’s income before taxes. To facilitate comparisons
among groups and over time, while adjusting for family
size and for inflation, Healthy People 2010 categorizes
income using the poverty thresholds developed by the
Census Bureau. Thus, the three categories of family
income that are primarily used are:

) Poor—below the Federal poverty level
) Near poor—100% to 199% of the Federal poverty level

) Middle/high income—200% or more of the Federal
poverty level.

These categories may be overridden by considerations
specific to the data system, in which case they are
modified as appropriate. See Healthy People 2010: General
Data Issues, referenced below.

In general, data on educational attainment are presented
for persons aged 25 and over, consistent with guidance
given by the Census Bureau. However, because of the
requirements of the different data systems, the age
groups used to calculate educational attainment for
any specific objective may differ from the age groups
used to report the data for other Healthy People 2010
objectives, as well as from select populations within
the same objective. Therefore, the reader is urged to
exercise caution in interpreting the data by educational
attainment shown in the Health Disparities Table. See
Healthy People 2010: General Data Issues, referenced
below.

Beginningin2003,educationdataformortalityobjectives
3-1 through 3-8 from the National Vital Statistics System
have been suppressed. The educational attainment item
was changed in the new U.S. Standard Certificate of
Death in 2003 to be consistent with the Census Bureau
data and to improve the ability to identify specific types
of educational degrees. Many states, however, are still
using the 1989 version of the U.S. Standard Certificate of
Death, which focuses on highest school grade completed.
As aresult, educational attainment data collected using
the 2003 version are not comparable with data collected
using the 1989 version [9].

HEALTHY PEOPLE 2010 FINAL REVIEW


http://www.cdc.gov/nchs/data/hpdata2010/hp2010_final_review_appendix_D.pdf

Additional information on data issues is available from
the following sources:

)

All Healthy People 2010 tracking data can be found
in the Healthy People 2010 database, DATA2010,
available from http://wonder.cdc.gov/data2010/.

Detailed information about the data and data
sources used to support these objectives can be
found in the Operational Definitions on the DATA
2010 website, available from http://wonder.cdc.gov/
data2010/focusod.htm.

More information on statistical issues related to
Healthy People tracking and measurement can
be found in the Technical Appendix and in Healthy
People 2010: General Data Issues, which is available in
the General Data Issues section of the NCHS Healthy

People website under Healthy People 2010; see http://
www.cdc.gov/nchs/healthy_people/hp2010/hp2010_

data_issues.htm.

References and Notes

1.

Displayed in the Progress Chart (Figure 3-1), the
percent of targeted change achieved expresses the
difference between the baseline and the final value
relative to the initial difference between the baseline
and the Healthy People 2010 target. As such, it is a
relative measure of progress toward attaining the
Healthy People 2010 target. See the Reader’s Guide
for more information. When standard errors were
available, the difference between the baseline and the
final value was tested at the 0.05 level of significance.
See the Figure 3-1 footnotes, as well as the Technical
Appendix, for more detail.

Information about disparities among select
populations is shown in the Health Disparities
Table (Figure 3-2). Disparity from the best group
rate is defined as the percent difference between the
best group rate and each of the other group rates
for a characteristic. For example, racial and ethnic
health disparities are measured as the percent
difference between the best racial and ethnic group
rate and each of the other racial and ethnic group
rates. Similarly, disparities by sex are measured as
the percent difference between the better group
rate (e.g., female) and the rate for the other group
(e.g., male). Some objectives are expressed in terms
of favorable events or conditions that are to be
increased, while others are expressed in terms of
adverse events or conditions that are to be reduced.
To facilitate comparison of health disparities
across different objectives, disparity is measured
only in terms of adverse events or conditions. For
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comparability across objectives, objectives that are
expressed in terms of favorable events or conditions
are re-expressed using the adverse event or condition
for the purpose of computing disparity, but they are
not otherwise restated or changed. For example,
objective 1-1, to increase the proportion of persons
with health insurance (e.g., 72% of the American
Indian or Alaska Native population under age 65 had
some form of health insurance in 2008), is expressed
in terms of the percentage of persons without health
insurance (e.g., 100% — 72% = 28% of the American
Indian or Alaska Native population under age 65 did
not have any form of health insurance in 2008) when
the disparity from the best group rate is calculated.
See the Reader’s Guide for more information. When
standard errors were available, the difference
between the best group rate and each of the other
group rates was tested at the 0.05 level of significance.
See the Figure 3-2 footnotes, as well as the Technical
Appendix, for more detail.

. The change in disparity is estimated by subtracting

the disparity at baseline from the disparity at the
most recent data point and, therefore, is expressed
in percentage points. See the Reader’s Guide for more
information. When standard errors were available,
the change in disparity was tested at the 0.05 level of
significance. See the Figure 3-2 footnotes, as well as
the Technical Appendix, for more detail.

. To be included in Healthy People 2010, an objective

must have a national data source that provides
a baseline and at least one additional data point
for tracking progress. Some objectives lacked
baseline data at the time of their development but
had a potential data source and were considered
of sufficient national importance to be included in
Healthy People. These are called “developmental”
objectives. When data become available, a
developmental objective is moved to measurable
status and a Healthy People target can be set.

. As of the Healthy People 2020 launch, Healthy People

2020 objectives that were retained “as is” from
Healthy People 2010 had no change in the numerator
or denominator definitions, the data source(s), or
the data collection methodology. These include
objectives that were developmental in Healthy People
2010 and are developmental in Healthy People 2020,
and for which no numerator information is available.

6. As of the Healthy People 2020 launch, objectives

that were modified from Healthy People 2010 had
some change in the numerator or denominator
definitions, the data source(s), or the data collection
methodology. These include objectives that went
from developmental in Healthy People 2010 to
measurable in Healthy People 2020, or vice versa.
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7. Cancer mortality data in Healthy People 2020 have
been recoded for consistency with cancer incidence
and mortality data reported by U.S. Cancer Statistics
(USCS), CDC and SEER, NIH, NCI, resulting in slight
changes to definitions for lung and colorectal cancer
between Healthy People 2010 and Healthy People
2020. Specifications for the cancer mortality recodes
can be found on the SEER website, available from
http://seer.cancer.gov/codrecode.

8. Archived objectives had at least one data point in
Healthy People 2010 but were not carried forward
into Healthy People 2020.

9. Xu JQ, Kochanek KD, Murphy SL, Tejada-Vera B.
Deaths: Final data for 2007. National vital statistics
reports; vol 58 no 19. Hyattsville, MD: National Center
for Health Statistics. 2010. Available from http:/www.
cdc.gov/nchs/data/nvsr/nvsr58/nvsr58_19.pdf.

Comprehensive Summary of Objectives: Cancer

Objective  Description

Data Source or Objective Status

3-1 Overall cancer deaths (age adjusted, per 100,000 population)

National Vital Statistics System—Mortality (NVSS-M), CDC,
NCHS.

3-2 Lung cancer deaths (age adjusted, per 100,000 population)

National Vital Statistics System—Mortality (NVSS-M), CDC,
NCHS.

3-3 Female breast cancer deaths (age adjusted, per 100,000
population)

National Vital Statistics System—Mortality (NVSS-M), CDC,
NCHS.

3-4 Cervical cancer deaths (age adjusted, per 100,000
population)

National Vital Statistics System—Mortality (NVSS-M), CDC,
NCHS.

3-5 Colorectal cancer deaths (age adjusted, per 100,000
population)

National Vital Statistics System—Mortality (NVSS-M), CDC,
NCHS.

3-6 Oropharyngeal cancer deaths (age adjusted, per 100,000
population)

National Vital Statistics System—Mortality (NVSS-M), CDC,
NCHS.

3-7 Prostate cancer deaths (age adjusted, per 100,000
population)

National Vital Statistics System—Mortality (NVSS-M), CDC,
NCHS.

3-8 Melanoma deaths (age adjusted, per 100,000 population)

National Vital Statistics System—Mortality (NVSS-M), CDC,
NCHS.

3-9a Sun exposure and skin cancer—Students who use protective

measures (grades 9-12)

Youth Risk Behavior Surveillance System (YRBSS), CDC,
NCCDPHP.

3-9b  Sun exposure and skin cancer—Adults who use protective

measures (age adjusted, 18+ years)

National Health Interview Survey (NHIS), CDC, NCHS.

3-10a  Internist counseling about smoking cessation Survey of Physicians’ Attitudes and Practices in Early Cancer
Detection, American Cancer Society.

3-10b  Family physician counseling about smoking cessation Survey of Physicians’ Attitudes and Practices in Early Cancer
Detection, American Cancer Society.

3-10c  Dentist counseling about smoking cessation Survey of Current Issues in Dentistry, American Dental
Association.

3-10d  Primary care provider counseling about blood stool tests National Survey of Primary Care Physicians’ Recommendations
and Practice for Breast, Cervical, Colorectal, and Lung Cancer
Screening, NIH, NCI.

3-10e  Primary care provider counseling about proctoscopic Survey of Physicians’ Attitudes and Practices in Early Cancer

examinations

Detection, American Cancer Society.

3-10f  Primary care provider counseling about mammograms

National Survey of Primary Care Physicians’ Recommendations
and Practice for Breast, Cervical, Colorectal, and Lung Cancer
Screening, NIH, NCI.
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Comprehensive Summary of Objectives: Cancer (continued)

Objective  Description Data Source or Objective Status
3-10g  Primary care provider counseling about Pap tests National Survey of Primary Care Physicians’ Recommendations
and Practice for Breast, Cervical, Colorectal, and Lung Cancer
Screening, NIH, NCI.
3-10h  Primary care provider counseling about physical activity National Ambulatory Medical Care Survey (NAMCS), CDC, NCHS.
3-11a  Women receiving a Pap test—Ever received (age adjusted, National Health Interview Survey (NHIS), CDC, NCHS.
18+ years)
3-11b  Women receiving a Pap test—Received within past 3 years National Health Interview Survey (NHIS), CDC, NCHS.
(age adjusted, 18+ years)
3-12a  Colorectal cancer screening—*Fecal occult blood test (FOBT)  National Health Interview Survey (NHIS), CDC, NCHS.
within past 2 years (age adjusted, 50+ years)
3-12b  Colorectal cancer screening—~Proctoscopy, colonoscopy, or National Health Interview Survey (NHIS), CDC, NCHS.
sigmoidoscopy ever received (age adjusted, 50+ years)
3-13 Women receiving a mammogram within past 2 years (age National Health Interview Survey (NHIS), CDC, NCHS.
adjusted, 40+ years)
3-14 Statewide cancer registries (no. States and D.C.) National Program of Cancer Registries (NPCR), CDC, NCCDPHP.
3-15 Persons living 5+ years after a diagnosis of cancer Surveillance, Epidemiology, and End Results (SEER) Program, NIH,
NCI.
3+« CANCER 3-9



Figure 3-1. Progress Toward Target Attainment for Focus Area 3: Cancer

LEGEND . Moved away from target’ Moved toward target . Met or exceeded target
Percent of ta_rgetezd Baseline vs. Final
change achieved 2010  Baseline Final Differ- Statistically Percent
Objective 0 25 50 75100 Target (Year) (Year)  ence® Significant* Change®
3-1. Overall cancer deaths (age adjusted, 158.6 200.8 1784  -224 Yes -11.2%
per 100,000 population) (1999) (2007)
3-2. Lung cancer deaths (age adjusted, 40.2% 43.3 55.5 50.6 -4.9 Yes -8.8%
per 100,000 population) (1999) (2007)
3-3. Female breast cancer deaths (age 21.3 26.6 22.9 -3.7 Yes -211%
adjusted, per 100,000 population) (1999) (2007)
3-4. Cervical cancer deaths (age adjusted, 2.0 2.8 2.4 -04 Yes -14.3%
per 100,000 population) (1999) (2007)
3-5. Colorectal cancer deaths (age adjusted, 13.7 20.9 16.9 -4.0 Yes -191%
per 100,000 population) (1999) (2007)
3-6. Oropharyngeal cancer deaths (age 24 2.7 25 -0.2 Yes -7.4%
adjusted, per 100,000 population) (1999) (2007)
3-7. Prostate cancer deaths (age adjusted, 28.2 31.1 23.5 -7.6 Yes -24.9%
per 100,000 population) (1999) (2007)
3-8. Melanoma deaths (age adjusted, 2.3 2.6 2.7 01 Yes 3.8%
per 100,000 population) (2000) (2007)
3-9. Sun exposure and skin cancer
a. Students who use protective measures 25.0% 28% 24% 25% 1 No 4.2%
(grades 9-12) (2005) (2007)
b. Adults who use protective measures 10.0% 85% 65% 67% 2 Yes 31%
(age adjusted, 18+ years) (2005) (2008)
30, Primary care provider counseling about . 85%  12% 0% 2 No  -16.7%
physical activity (1998) (2007)
3-11. Women receiving a Pap test
a. Ever received (age adjusted, 18+ years) 20.0% 97% 92% 93% 1 Yes 11%
(1998) (2008)
b. Received within past 3 years ‘ 90% 79% 76% -3 Yes -3.8%
(age adjusted, 18+ years) (1998) (2008)
3-12. Colorectal cancer screening
a. Fecal occult blood test (FOBT) within past 33% 24% 15% -9 Yes -37.5%
2 years (age adjusted, 50+ years) (2000) (2008)
b. Proctoscopy, colonoscopy, or 138.5% 50% 37% 55% 18 Yes 48.6%
sigmoidoscopy ever received (1998) (2008)
(age adjusted, 50+ years)
3-13. Women receiving a mammogram within 0.0% 70% 67% 67% 0 No 0.0%
past 2 years (age adjusted, 40+ years) (1998) (2008)
3-14. Statewide cancer registries (no. States 45 30 39 9  Nottested 30.0%
and D.C)) (1999) (2006)
3-15. Persons living 5+ years after a diagnosis 70% 59% 68% 9 Yes 15.3%
of cancer (1989-95) (2000-06)
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Figure 3-1. Progress Toward Target Attainment for Focus Area 3: Cancer (continued)

NOTES

See the Reader’s Guide for more information on how to read this figure. See DATA 2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010
tracking data. Tracking data are not available for objectives 3-10a through g.

FOOTNOTES
! Movement away from target is not quantified using the percent of targeted change achieved. See Technical Appendix for more information.

2 Percent of targeted change achieved = Final value - Baseline value x 100.

Healthy People 2010 target — Baseline value

3 Difference = Final value - Baseline value. Differences between percents (%) are measured in percentage points.

4 When estimates of variability are available, the statistical significance of the difference between the final value and the baseline value is assessed at
the 0.05 level. See Technical Appendix for more information.

5 Percent change = Final value - Baseline value « 100,

Baseline value

DATA SOURCES

3-1-3-8.  National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS.
3-9a. Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.
3-9b. National Health Interview Survey (NHIS), CDC, NCHS.

3-10h. National Ambulatory Medical Care Survey (NAMCS), CDC, NCHS.
3-11a-b. National Health Interview Survey (NHIS), CDC, NCHS.
3-12a-b.  National Health Interview Survey (NHIS), CDC, NCHS.

3-13. National Health Interview Survey (NHIS), CDC, NCHS.
3-14. National Program of Cancer Registries (NPCR), CDC, NCCDPHP.
3-15. Surveillance, Epidemiology, and End Results (SEER) Program, NIH, NCL.
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Figure 3-2. Health Disparities Table for Focus Area 3: Cancer

Disparities from the best group rate for each characteristic at the most recent data point and changes in disparity from the baseline
to the most recent data point.

Race and Ethnicity Sex Education Income Location Disability
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Figure 3-2. Health Disparities Table for Focus Area 3: Cancer (continued)

NOTES

See DATA2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010 tracking data. Disparity data are either unavailable or not applicable for objectives 3-10a
through h, and 3-14.

Years in parentheses represent the baseline and most recent data years (if available).

Disparity from the best group rate is defined as the percent difference between the best group rate and each of the other group rates for a characteristic (e.g. race
and ethnicity). The summary index is the average of these percent differences for a characteristic. Change in disparity is estimated by subtracting the disparity

at baseline from the disparity at the most recent data point. Change in the summary index is estimated by subtracting the summary index at baseline from the
summary index at the most recent data point. See Technical Appendix for more information..

Measures of variability were available for all objectives in this table. Thus, the variability of best group rates was assessed, and statistical significance was tested.
Disparities of 10% or more are displayed when the differences from the best group rate are statistically significant at the 0.05 level. Changes in disparities over time
are indicated by arrows when the changes are greater than or equal to 10 percentage points and are statistically significant at the 0.05 level. See Technical Appendix.

LEGEND

The “best” group rate at the most The group with the best rate for Most favorable group Reliability criterion for

recent data point. specified characteristic. rate for specified char- best group rate not
acteristic, but reliability met, or data available

criterion not met. for only one group.

Percent difference from the best group rate

Disparity from the best group rate at Less than 10%, or difference not M 100% or
the most recent data point. statistically significant (when estimates 10%—49% 50%—99% more
of variability are available).

Changes in disparity over time are shown when: Increase in disparity (percentage points)

(@) disparities data are available at both baseline and most recent time points; (b) data are —

" R A o ‘ ‘ (] 100

not for the group(s) indicated by “B” or “b” at either time point; and (c) the change is greater - ‘ en ‘ e
than or equal to 10 percentage points and statistically significant, or when the change is 10-49 points A 50-99 paints I Eﬂosrr]és or
greater than or equal to 10 percentage points and estimates of variability were not available, _— —
Seg Technical Appendix, Decrease in disparity (percentage points)

M) (] 100

¥ | 10-49 points i 50-99 points ¥ | points or

) LV more
Availability of Data () Characteristic not

Data not available. selected for this
objective.

FOOTNOTES

! Most recent data by education level are for 2002.

2 Baseline data by race and ethnicity are for 1999.

3 Baseline data by race and ethinicity are for 2000.

! Data are for Asian or Pacific Islander.

i The group with the best rate at the most recent data point is different from the group with the best rate at baseline. Both rates met the reliability criterion. See
Technical Appendix.

il Change in the summary index cannot be assessed. See Technical Appendix.

I Reliability criterion for best group rate not met, or data available for only one group, at baseline. Change in disparity cannot be assessed. See Technical Appendix,

¥ Data include persons of Hispanic origin.

DATA SOURCES

3-1-3-8. National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS.
3-9a. Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP.
3-9b. National Health Interview Survey (NHIS), CDC, NCHS.

3-11a-b. National Health Interview Survey (NHIS), CDC, NCHS.

3-12a-b. National Health Interview Survey (NHIS), CDC, NCHS.

3-13. National Health Interview Survey (NHIS), CDC, NCHS.

3-15. Surveillance, Epidemiology, and End Results (SEER) Program, NIH, NCI.
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Figure 3-3. Overall Cancer Deaths, 2005-07
Healthy People 2010 objective 3-1 « Target = 158.6 per 100,000

Rate per 100,000

B 11511586
[ T1587-1787
[ 117881963
B 196.4-216.0
B 2612653

Lowest category (green) shows
health service areas that met target.

NOTES: Data are for ICD-10 codes C00-C97 reported as underlying cause. Data are age adjusted to the 2000 standard population. Rates are displayed by a modified Jenks classification for U.S. health service
areas.

SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS.
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Figure 3-4. Women who Received a Pap Test Within Past 3 Years (Age 18+), 2008
Healthy People 2010 objective 3-11b « Target = 90 percent

Percent

B s
B 75.2-78.1
[ ] 782-799
[ ]s00-824
[ ]825-855

No states met the target.

NOTES: Data are age adjusted to the 2000 standard population. Rates are displayed by a modified Jenks classification for U.S. states. National data for the objective come from the National Health Interview
Survey (NHIS) and are the basis for setting the target. State data from BRFSS may not be comparable with national data from NHIS. The U.S. rate in 2008 from NHIS was 75.6%. The rate for all states combined
from BRFSS in 2008 was 79.2%.

SOURCE: Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.
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GOAL:

Reduce new cases of chronic kidney disease
and its complications, disability, death, and

economic costs.

vV

This chapter includes objectives that monitor new cases
of Chronic Kidney Disease (CKD) and End Stage Renal
Disease (ESRD), death and disability associated with
ESRD, and treatments (includingkidney transplantation)
for CKD and ESRD and associated conditions.

All tracking data quoted in this chapter, along with
technical information and Operational Definitions, can
be found in the Healthy People 2010 database, DATA 2010,
available from http://wonder.cdc.gov/data2010/.

More information about this Focus Area can be found in
the following publications:

) Healthy People 2010: Understanding and Improving
Health, available from http://www.healthypeople.
gov/2010/Document/tableofcontents.htm#under.

) Healthy People 2010 Midcourse Review, available from
http://www.healthypeople.gov/2010/data/midcourse/
html/default.htm#FocusAreas.

Highlights

) Substantial progress was achieved for the objectives
in this Focus Area over the course of the past decade
[1]. Two thirds of the CKD objectives with data to
measure progress moved toward or achieved their
Healthy People 2010 targets (Figure 4-1). However,
most objectives exhibited statistically significant
health disparities of 10% or more by sex and among
racial and ethnic population groups (Figure 4-2) [2].

) Cardiovascular disease deaths among persons
with chronic kidney failure (objective 4-2) declined
31.6% between 1997 and 2008, from 93.7 to 64.1 per
1,000 patient-years at risk. This decline exceeded
the Healthy People 2010 target of 66.1 per 1,000
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patient-years at risk. New cases of ESRD (objective
4-1) increased 12.1% between 1997 and 2008, from
313 to 351 per million population (adjusted for age,
sex, and race), moving away from the Healthy People
2010 target of 230 per million population.

New cases of ESRD due to diabetes (objective 4-7)
also increased 10.9% between 1997 and 2008, from
138 to 153 per million population (adjusted for age,
sex, and race), moving away from the Healthy People
2010 target of 100 per million population.

The cumulative proportion of persons receiving a
kidney transplant within 3 years of the date of renal
failure (objective 4-6) declined 13.5% between 1998
and 2005, from 20.0% to 17.3%, moving away from the
Healthy People 2010 target of 29.5%.

In 2005, Idaho and Utah, the Upper-Midwest
(Minnesota, North and South Dakota, and
Wisconsin), and Vermont had the highest cumulative
proportions of persons receiving a kidney transplant
within 3 years of the date of renal failure (objective
4-6). These states achieved the Healthy People 2010
target. On the other hand, California, the Southwest
(New Mexico, Louisiana, and Texas), and the
Southeast (Alabama, Georgia, and North and South
Carolina) had the lowest cumulative proportions of
persons receiving a kidney transplant within 3 years
of the date of renal failure (Figure 4-3).

The registration of dialysis patients under age 70
for kidney transplantation (objective 4-5) varied by
geographic area. In 2007, Delaware, Massachusetts,
Pennsylvania, South Dakota, Vermont, and
Wisconsin had the highest proportions of patients
placed on the transplant waiting list within 1 year
of an ESRD diagnosis. These states achieved the
Healthy People 2010 target of 24.8% (Figure 4-4).


http://wonder.cdc.gov/data2010/
http://www.healthypeople.gov/2010/Document/tableofcontents.htm#under
http://www.healthypeople.gov/2010/Document/tableofcontents.htm#under
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http://www.healthypeople.gov/2010/data/midcourse/html/default.htm#FocusAreas

Summary of Progress

) Figure 4-1 presents a quantitative assessment of
progress in achieving the Healthy People 2010
objectives for CKD [1]. Data to measure progress
toward target attainment were available for all nine
objectives. Of these:

= Three objectives exceeded the Healthy People
2010 targets (objectives 4-2, and 4-8a and b).

= Three objectives moved toward their targets
(objectives 4-3, 4-4, and 4-5). A statistically
significant difference between the baseline and
the final data points was observed for all these
objectives.

= Three objectives moved away from their targets
(objectives 4-1, 4-6, and 4-7). A statistically
significant difference between the baseline
and final data points was observed for all these
objectives.

) Figure 4-2 provides a quantitative assessment of
health disparities in CKD from the best group rate for
each characteristic at the most recent data point [2].
It also displays changes in disparities from baseline
to the most recent data point [3].

= Of the seven objectives with statistically
significant racial and ethnic health disparities
of 10% or more, the Asian population (objectives
4-2 and 4-5), non-Hispanic white population
(objectives 4-4 and 4-6), and the population
of persons of two or more races (objectives
4-1 and 4-7), each had the best group rate for
two objectives. The combined Asian or Pacific
Islander population had the best group rate for
one objective (4-8a).

= Health disparities of 100% or more relative to
the group with the best rate were observed for
two objectives: new cases of ESRD (objective
4-1) and new ESRD cases due to diabetes
(objective 4-7).

= Increases in disparities of 100 percentage
points or more were observed for the same two
objectives.

= Females had better rates than males for two of
the three objectives with statistically significant
health disparities of 10% or more by sex
(objectives 4-1 and 4-7). Males had a better rate
than females for new hemodialysis patients who
use arteriovenous fistulas (objective 4-4).

Transition to Healthy People
2020

The Healthy People 2020 Chronic Kidney Disease Topic
Area features a broader range of objectives than those
included in Healthy People 2010. See HealthyPeople.gov
for a complete list of Healthy People 2020 topics and
objectives.

The Healthy People 2020 objectives can be grouped into
several sections:

) CKD process and treatment
> CKD outcomes
) ESRD process and treatment

> ESRD outcomes.

The differences between the Healthy People 2010 and
Healthy People 2020 CKD objectives are summarized
below:

) The Healthy People 2020 CKD Topic Area has 24
objectives, whereas the Healthy People 2010 Focus
Area had 9 objectives.

> One Healthy People 2010 objective, new cases of
ESRD (objective 4-1), was retained “as is” [4].

) Eight Healthy People 2010 objectives (4-2 through
4-7, and 4-8a and b) were modified [5]. Some were
extended to include new measures of CKD and ESRD
treatment and outcomes.

) Fifteen new objectives were added to the Healthy
People 2020 Topic Area:

= Five CKD and ESRD mortality objectives were
added,namely:thetotal death and cardiovascular
death rates for persons on dialysis; the death rate
for dialysis patients within the first 3 months of
initiating therapy; the total and cardiovascular
death rates for persons who have had a kidney
transplant; and the death rate for persons with
CKD. (Objective 4-2, the Healthy People 2010

objective measuring cardiovascular death
in patients with chronic kidney failure, was
retained.)

= Two objectives were added to the Healthy
People 2010 objective on arteriovenous fistulas,
monitoring the use of arteriovenous fistulas and
the use of incident catheters.

= Two new objectives focus on improving
cardiovascular care in persons with CKD: blood
pressure and hyperlipidemia control.

= Objectives measuring the proportion of the U.S.
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population with CKD and the proportion of
persons with CKD who know they have impaired
function were added to increase awareness of
CKD among health professionals and the general
public.

= Three new objectives address recommended
medical evaluation and treatment of patients
with diabetes and CKD.

= An objective measuring follow-up renal evalu-
ation after acute kidney injury was included to
emphasize the importance of timely evaluation
in CKD prevention.

Appendix D, “A Crosswalk Between Objectives From
Healthy People 2010 to Healthy People 2020,” summa-
rizes the changes between the two decades of objectives,
reflecting new knowledge and direction for this area.

Data Considerations

Many of the objectives in this chapter are tracked using
data from the United States Renal Data System (USRDS),
which uses data collected by the Centers for Medicare
& Medicaid Services. Since 1996, health care providers
have been required to provide patient information on
all persons with ESRD, regardless of health insurance.
Therefore, incidence rates reflect the universe of ESRD
cases in the U.S.

There is some lag in reporting new cases of ESRD. As a
result, each year's USRDS Annual Data Report includes
re-estimates of rates from earlier years [6]. Data for
some racial and ethnic groups have not been collected
or reported for all years from the Healthy People 2010
baseline to the most recent data point. For example, data
in the category “two or more races” for objectives 4-1 and
4-7 were not available until 2006. Therefore, due to the
re-estimation method used by the Annual Data Report,
data for these groups might not be directly comparable
with other racial and ethnic groups.

The USRDS data, data collection procedures, calculation
methods, and other technical information are included
in the USRDS Annual Data Report [6].

Education and income are the primary measures of
socioeconomic status in Healthy People 2010. Most data
systems used in Healthy People 2010 define income as a
family’s income before taxes. To facilitate comparisons
among groups and over time, while adjusting for family
size and for inflation, Healthy People 2010 categorizes
income using the poverty thresholds developed by the
Census Bureau. Thus, the three categories of family
income that are primarily used are:

) Poor—below the Federal poverty level
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> Near poor—100% to 199% of the Federal poverty level

> Middle/high income—200% or more of the Federal
poverty level.

These categories may be overridden by considerations
specific to the data system, in which case they are
modified as appropriate. See Healthy People 2010: General
Data Issues, referenced below.

Additional information on data issues is available from
the following sources:

) All Healthy People 2010 tracking data can be found
in the Healthy People 2010 database, DATA2010,
available from http://wonder.cdc.gov/data2010/.

) Detailed information about the data and data
sources used to support these objectives can be
found in the Operational Definitions on the DATA
2010 website, available from http://wonder.cdc.gov/
data2010/focusod.htm.

) More information on statistical issues related to
Healthy People tracking and measurement can
be found in the Technical Appendix and in Healthy
People 2010: General Data Issues, which is available in
the General Data Issues section of the NCHS Healthy
People website under Healthy People 2010; see http://
www.cdc.gov/nchs/healthy_people/hp2010/hp2010_
data_issues.htm.

References and Notes

1. Displayed in the Progress Chart (Figure 4-1), the
percent of targeted change achieved expresses the
difference between the baseline and the final value
relative to the initial difference between the baseline
and the Healthy People 2010 target. As such, it is a
relative measure of progress toward attaining the
Healthy People 2010 target. See the Reader’s Guide
for more information. When standard errors were
available, the difference between the baseline and the
final value was tested at the 0.05 level of significance.
See the Figure 4-1 footnotes, as well as the Technical
Appendix, for more detail. S

2. Information about disparities among select
populations is shown in the Health Disparities
Table (Figure 4-2). Disparity from the best group
rate is defined as the percent difference between the
best group rate and each of the other group rates
for a characteristic. For example, racial and ethnic
health disparities are measured as the percent
difference between the best racial and ethnic group
rate and each of the other racial and ethnic group
rates. Similarly, disparities by sex are measured as
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the percent difference between the better group
rate (e.g., female) and the rate for the other group
(e.g., male). Some objectives are expressed in terms
of favorable events or conditions that are to be
increased, while others are expressed in terms of
adverse events or conditions that are to be reduced.
To facilitate comparison of health disparities
across different objectives, disparity is measured
only in terms of adverse events or conditions. For
comparability across objectives, objectives that are
expressed in terms of favorable events or conditions
are re-expressed using the adverse event or condition
for the purpose of computing disparity, but they are
not otherwise restated or changed. For example,
objective 1-1, to increase the proportion of persons
with health insurance (e.g., 72% of the American
Indian or Alaska Native population under age 65 had
some form of health insurance in 2008), is expressed
in terms of the percentage of persons without health
insurance (e.g., 100% — 72% = 28% of the American
Indian or Alaska Native population under age 65 did
not have any form of health insurance in 2008) when
the disparity from the best group rate is calculated.
See the Reader’s Guide for more information. When
standard errors were available, the difference
between the best group rate and each of the other
group rates was tested at the 0.05 level of significance.
See the Figure 4-2 footnotes, as well as the Technical
Appendix, for more detail.

3. The change in disparity is estimated by subtracting

the disparity at baseline from the disparity at the
most recent data point and, therefore, is expressed
in percentage points. See the Reader’s Guide for more
information. When standard errors were available,
the change in disparity was tested at the 0.05 level of
significance. See the Figure 4-2 footnotes, as well as
the Technical Appendix, for more detail.

. As of the Healthy People 2020 launch, Healthy People

2020 objectives that were retained “as is” from
Healthy People 2010 had no change in the numerator
or denominator definitions, the data source(s), or
the data collection methodology. These include
objectives that were developmental in Healthy People
2010 and are developmental in Healthy People 2020,
and for which no numerator information is available.

. As of the Healthy People 2020 launch, objectives

that were modified from Healthy People 2010 had
some change in the numerator or denominator
definitions, the data source(s), or the data collection
methodology. These include objectives that went from
developmental in Healthy People 2010 to measurable
in Healthy People 2020, or vice versa.

. United States Renal Data System (USRDS). 2010

Annual Data Report: Atlas of End-Stage Renal
Disease in the United States. Bethesda, MD: National
Institutes of Health, National Institute of Diabetes
and Digestive and Kidney Diseases, 2010. Available
from http://www.usrds.org/adr.htm.
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Comprehensive Summary of Objectives: Chronic Kidney Disease

Objective  Description

Data Source or Objective Status

41 New cases of end-stage renal disease (ESRD) (per million United States Renal Data System (USRDS), NIH, NIDDK.
population, adjusted for age, sex, and race)

4-2 Cardiovascular disease deaths in persons with chronic kidney ~ United States Renal Data System (USRDS), NIH, NIDDK.
failure (per 1,000 patient years at risk)

4-3 Pre-ESRD care from a nephrologist United States Renal Data System (USRDS), NIH, NIDDK.

4-4 New hemodialysis patients who use arteriovenous fistulas Centers for Medicare and Medicaid Services Clinical Performance
(20+ years) Measures (CPM) project, CMS.

4-5 Dialysis patients registered on kidney transplant waiting list United States Renal Data System (USRDS), NIH, NIDDK.
(<70 years)

4-6 Cumulative percent of persons receiving a kidney transplant United States Renal Data System (USRDS), NIH, NIDDK.
within 3 years of the date of renal failure (<70 years)

4-7 New cases of ESRD due to diabetes (per million population, United States Renal Data System (USRDS), NIH, NIDDK.
adjusted for age, sex, and race)

4-8a Medical evaluation for persons with type 1 or type 2 diabetes Centers for Medicare & Medicaid Services Standard Analytic Files
and chronic kidney disease (SAF), CMS; United States Renal Data System (USRDS), NIH,

NIDDK.
4-8b Medical treatment for persons with type 1 or type 2 diabetes Centers for Medicare and Medicaid Services Standard Analytic

and chronic kidney disease

Files (SAF), CMS; United States Renal Data System (USRDS), NIH,
NIDDK.
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Figure 4-1. Progress Toward Target Attainment for Focus Area 4: Chronic Kidney Disease

LEGEND . Moved away from target’ Moved toward target . Met or exceeded target
Percent of ta_rgetezd Baseline vs. Final
change achieved 2010  Baseline Final Differ- Statistically Percent
Objective 0 25 50 75 100 Target (Year) (Year)  ence® Significant* Change®
4-1. New cases of end-stage renal disease ‘ 230 313 351 38 Yes 121%
(ESRD) (per million population, adjusted (1997) (2008)
for age, sex, and race)
4-2.  Cardiovascular disease deaths in persons 107.2% 66.1 93.7 64.1 -29.6 Yes -31.6%
with chronic kidney failure (per 1,000 (1997) (2008)
patient-years at risk)
4-3.  Pre-ESRD care from a nephrologist 33.3% 34% 25% 28% 3 Yes 12.0%
(2005) (2008)
4-4.  New hemodialysis patients who use 45% 26% 41% 15 Yes 57.7%
arteriovenous fistulas (20+ years) (1998) (2007)
4-5. Dialysis patients registered on kidney 19.8% 24.8% 15.2% 171% 19 Yes 12.5%
transplant waiting list (<70 years) (1998) (2007)

29.5%  20.0% 17.3% 2.7 Yes -13.5%
(1998) (2005)

4-6.  Cumulative percent of persons receiving
a kidney transplant within 3 years of the
date of renal failure (<70 years)

4-7. New cases of ESRD due to diabetes
(per million population, adjusted for age,
sex, and race)

4-8a. Medical evaluation for persons with 325.0% 25% 21% 34% 13 Yes 61.9%

100 138 153 15 Yes 10.9%
(1997) (2008)

type 1 or type 2 diabetes and chronic (2000) (2008)
kidney disease
4-8h. Medical treatment for persons with 250.0% 71% 69% 74% 5 No 7.2%
type 1 or type 2 diabetes and chronic (2000) (2006)
kidney disease
NOTES

See the Reader’s Guide for more information on how to read this figure. See DATA 2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010
tracking data.

FOOTNOTES
! Movement away from target is not quantified using the percent of targeted change achieved. See Technical Appendix for more information.

% Percent of targeted change achieved = Final value - Baseline value x 100.

Healthy People 2010 target — Baseline value

3 Difference = Final value - Baseline value. Differences between percents (%) are measured in percentage points.

#When estimates of variability are available, the statistical significance of the difference between the final value and the baseline value is assessed at
the 0.05 level. See Technical Appendix for more information.

5 Percent change = Final value - Baseline value % 100.

Baseline value

DATA SOURCES
4-1-4-3.  United States Renal Data System (USRDS), NIH, NIDDK.
4-4. Centers for Medicare & Medicaid Services Clinical Performance Measures (CPM) project, CMS.

4-5-4-7.  United States Renal Data System (USRDS), NIH, NIDDK.
4-8a-b.  Centers for Medicare & Medicaid Services Standard Analytic Files (SAF), CMS; United States Renal Data System (USRDS), NIH, NIDDK.
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Figure 4-2. Health Disparities Table for Focus Area 4: Chronic Kidney Disease

Disparities from the best group rate for each characteristic at the most recent data point and changes in disparity from the baseline
to the most recent data point.

Race and Ethnicity Sex Income
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4-1. New cases of end-stage renal disease
(ESRD) (per million population, adjusted for
age, gender, and race) (1997, 2008)8

4-2. Cardiovascular disease deaths in persons
with chronic kidney failure (per 1,000 v 0 U
patient-years at risk) (1997, 2008) L ()

4-3. Pre-ESRD care from a nephrologist ) ] [ CAC v Ctearte e

] [ @ } Female
=0
[
{
[
[

= J - Summary index

Bl

(2005, 2008)

4-4.  New hemodialysis patients who use
arteriovenous fistulas (20+ years) b U Bl B
(1998, 2007)

4-5.  Dialysis patients registered on kidney () ] [ (A e

transplant waiting list (<70 years)
(1998, 2007)

4-6.  Cumulative percent of persons receivinga ) ] E (A e learyrrarac e

kidney transplant within 3 years of the date
of renal failure (<70 years) (1998, 2005)

4-7. New cases of ESRD due to diabetes

(per million population, adJusted for age,
sex, and race) (1997, 2008)S

4-8a. Medical evaluation for persons with type
71 or type 2 diabetes and chronic kidney n
disease (2000, 2008)

4-8b. Medical treatment for persons with type
1 or type 2 diabetes and chronic kidney
disease (2000, 2006)

NOTES

See DATA2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010 tracking data.

Years in parentheses represent the baseline and most recent data years (if available).

Disparity from the best group rate is defined as the percent difference between the best group rate and each of the other group rates for a characteristic (e.g, race
and ethnicity). The summary index is the average of these percent differences for a characteristic. Change in disparity is estimated by subtracting the disparity

at baseline from the disparity at the most recent data point. Change in the summary index is estimated by subtracting the summary index at baseline from the
summary index at the most recent data point. See Technical Appendix for more information.

Measures of variability were available for all objectives in this table. Thus, the variability of best group rates was assessed, and statistical significance was tested.
Disparities of 10% or more are displayed when the differences from the best group rate are statistically significant at the 0.05 level. Changes in disparities over time
are indicated by arrows when the changes are greater than or equal to 10 percentage points and are statistically significant at the 0.05 level. See Technical Appendix.
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Figure 4-2. Health Disparities Table for Focus Area 4: Chronic Kidney Disease (continued)

LEGEND

The “best” group rate at the most The group with the best rate for Most favorable group Reliability criterion for

recent data point. specified characteristic. rate for specified char- best group rate not
acteristic, but reliability met, or data available

criterion not met. for only one group.

Percent difference from the best group rate

Disparity from the best group rate at Less than 10%, or difference not M 100% or
the most recent data point. statistically significant (when estimates 10%—49% 50%-99% more
of variability are available). U

Changes in disparity over time are shown when: Increase in disparity (percentage points)
(@) disparities data are available at both baseline and most recent time points; (b) data are — — 100
not for the group(s) indicated by “B” or “b” at either time point; and (c) the change is greater . ‘ ea ‘ e
than or equal to 10 percentage points and statistically significant, or when the change is | 10-43 points 0 50-99 points 1 Eﬂoé?és or
greater than or equal to 10 percentage points and estimates of variability were not available, _— — —
Seg Technical Appendix, Decrease in disparity (percentage points)

(M) () (o] 100

v | 10-49 points ¥ | 50-99 paints v | points or

L - V) more
Availability of Data ) () Characteristic not

Data not available. selected for this
objective.

FOOTNOTES

S Data for “two or more races” were not available until 2006; therefore, these data may not be directly comparable with other groups. See Data Considerations section
for more information.

! The group with the best rate at the most recent data point is different from the group with the best rate at baseline. Both rates met the reliability criterion. See
Technical Appendix,

i Change in the summary index cannot be assessed. See Technical Appendix,

fiData are for Asian or Pacific Islander.

¥ Data include persons of Hispanic origin.

DATA SOURCES

4-1-4-3. United States Renal Data System (USRDS), NIH, NIDDK.

4-4. Centers for Medicare & Medicaid Services Clinical Performance Measures (CPM) project, CMS.

4-5-4-7. United States Renal Data System (USRDS), NIH, NIDDK.

4-8a-b. Centers for Medicare & Medicaid Services Standard Analytic Files (SAF), CMS; United States Renal Data System (USRDS), NIH, NIDDK.
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Figure 4-3. Dialysis Patients Registered on Kidney Transplant Waiting List (Age <70), 2007
Healthy People 2010 objective 4-5 « Target = 24.8 percent

Percent

B 5720

B 121155
[ ] 156186
[ ]187-247
B 248-315

Highest category (green)
shows states that met target.

NG

NOTES: Data are for dialysis patients under age 70 registered on the kidney transplant waiting list within 1 year of the date of ESRD. Rates are displayed by a modified Jenks classification for U.S. states. The
USRDS data, data collection procedures, calculation methods, and other technical information are included in the USRDS Annual Data Report, available from http://www.usrds.org/adr.htm

SOURCE: United States Renal Data System (USRDS), NIH, NIDDK.
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Figure 4-4. Cumulative Percent of Persons Receiving a Kidney Transplant Within 3 Years of the Date of Renal Failure (Age <70), 2005
Healthy People 2010 objective 4-6 « Target = 29.5 percent

Percent
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Highest category (green)
shows states that met target.
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NOTES: Data are for patients with treated chronic kidney failure who receive a transplant within 3 years of registration on the waiting list. Rates are displayed by a modified Jenks classification for U.S. states. The
USRDS data, data collection procedures, calculation methods, and other technical information are included in the USRDS Annual Data Report, available from http://www.usrds.org/adr.htm,

SOURCE: United States Renal Data System (USRDS), NIH, NIDDK.
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GOAL:

Through prevention programs, reduce the
disease and economic burden of diabetes, and
improve the quality of life for all persons who
have or are at risk for diabetes.

N

This chapter includes objectives that track new cases
of diabetes, diabetes-related deaths, the diagnosis
and treatment of diabetes and related conditions, and
diabetes education.

All Healthy People tracking data quoted in this chapter,
along with technical information and Operational
Definitions for each objective, can be found in the
Healthy People 2010 database, DATA2010, available from
http://wonder.cdc.gov/data2010/.

More information about this Focus Area can be found in
the following publications:

) Healthy People 2010: Understanding and Improving
Health, available from http://www.healthypeople.
gov/2010/Document/tableofcontents.htm#under.

) Healthy People 2010 Midcourse Review, available from
http://www.healthypeople.gov/2010/data/midcourse/
html/default.htm#FocusAreas.

Highlights

> Substantial progress was achieved for the objectives
in this Focus Area during the past decade [1].
Seventy-one percent of the Diabetes objectives with
data to measure progress moved toward or achieved
their Healthy People 2010 targets (Figure 5-1). Most of
the health disparities observed by race and ethnicity,
sex, education level, and disability status ranged
from 10% to 99% in magnitude; larger disparities are
discussed below (Figure 5-2) [2].

5« DIABETES

> The rate of new cases of diabetes (objective 5-2)
increased 45.5% from 1997-99 to 2006-08, from 5.5
to 8.0 per 1,000 population aged 18-84 (age adjusted),
moving away from the Healthy People 2010 target of
3.8 per 1,000. Disparities were observed for a number
of population groups, for example:

= Among education groups, persons with at least
some college education had the lowest (best) rate
of new cases of diabetes, 6.9 per 1,000 population
aged 25-84 (age adjusted) in 2006-08. Persons
with less than a high school education had a
rate of 14.0 per 1,000 population aged 25-84 (age
adjusted). The rate for persons with less than a
high school education was about twice the best
group rate [2].

= Among disability status groups, persons without
disabilities had the lowest (best) rate of new
cases of diabetes, 6.3 per 1,000 population aged
18-84 (age adjusted) in 2006-08. Persons with
disabilities had a rate of 18.5 per 1,000 population
aged 18-84 (age adjusted), nearly three times the
best group rate [2].

) The prevalence of diabetes (objective 5-3) increased
47.5% between 1997 and 2008, from 40 to 59 per 1,000
population (age adjusted), moving away from the
2010 target of 25 per 1,000. Disparities were observed
for a number of population groups, for example:

= Among racial and ethnic groups, the non-
Hispanic white population had the lowest (best)
diabetes prevalence rate, 52 per 1,000 population
(age adjusted) in 2008, whereas the American
Indian or Alaska Native population had a rate
of 109 per 1,000 population (age adjusted). The
rate for the American Indian or Alaska Native
population was more than twice the best group
rate [2].
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= Among disability status groups, persons without
disabilities had the lowest (best) diabetes
prevalence rate, 43 per 1,000 population (age
adjusted) in 2008. Persons with disabilities had
a rate of 120 per 1,000 population (age adjusted),
almost three times the best group rate [2].

The prevalence of diabetes varied by geographic
region. West Virginia and several southern states
(Alabama, Georgia, Louisiana, Mississippi Tennessee,
and Texas) had the highest rates of diabetes (Figure
5-3).

The proportion of persons aged 20 and over with
diabetes whose condition had been diagnosed
(objective 5-4) increased 20.3% from 1988-94 to
2005-08, from 64% to 77% (age adjusted), moving
toward the 2010 target of 78%.

The diabetes-related death rate among the total
population (objective 5-5) declined 5.2% between
1999 and 2007, from 77 to 73 per 100,000 population
(age adjusted), moving toward the 2010 target of 46
per 100,000. Disparities were observed for a number
of population groups, for example:

= Among racial and ethnic groups, the combined
Asian or Pacific Islander population had the
lowest (best) rate of diabetes-related deaths, 54
per 100,000 population (age adjusted) in 2007.
The non-Hispanic black population had a rate of
127 per 100,000 population (age adjusted), nearly
two and a half times the best group rate [2].

The rate of lower extremity amputation in persons
with diabetes (objective 5-10) declined 47.0% from
1997-99 to 2005-07, from 6.6 to 3.5 per 1,000
population (age adjusted), moving toward the 2010
target of 2.9 per 1,000.

= Females had a lower (better) rate of lower
extremity amputations than males. The rate
for females was 2.2 per 1,000 population (age
adjusted) in 2005-07. The rate for males was 4.8
per 1,000 population (age adjusted), more than
twice the rate for females [2].

No change was observed in the percentage of
persons with diabetes who received annual foot
examinations (objective 5-14) or annual dental
examinations (objective 5-15). The percentage of
persons with diabetes aged 18 and over who received
an annual foot examination was 68% (age adjusted)
in both 1998 and 2008. The percentage of persons
with diabetes aged 2 years and over who had annual
dental examinations was 56% (age adjusted) in both
1997 and 2008.

Summary of Progress

) TFigure 5-1 presents a quantitative assessment of

progress in achieving the Healthy People 2010
objectives for Diabetes [1]. Data to measure progress
toward target attainment were available for 14
objectives. Of these:

= Five objectives (5-6, 5-7, 5-11, 5-12, and 5-17) met
or exceeded the Healthy People 2010 targets.

= Five objectives moved toward their targets. A
statistically significant difference between the
baseline and the final data points was observed
for four of these objectives (5-1, 5-4, 5-5, and 5-10);
no significant difference was observed for the
remaining objective (5-13).

= Two objectives (5-14 and 5-15) showed no change.

= Two objectives (5-2 and 5-3) moved away from
their targets. A statistically significant difference
between the baseline and final data point was
observed for both of these objectives.

Follow-up data were unavailable to measure progress
for one objective (5-16). Two objectives (5-8 and 5-9)
were deleted at the Midcourse Review.

Figure 5-2 displays health disparities in Diabetes
from the best group rate for each characteristic at the
most recent data point [2]. It also displays changes
in disparities from baseline to the most recent data
point [3].

= Of the 11 objectives with statistically significant
racial and ethnic health disparities of 10% or
more, the non-Hispanic white population had the
unique best rate for six objectives (5-1 through
5-3,5-12, 5-13, and 5-16). The combined Asian or
Pacific Islander population had the best rate for
two objectives (5-5 and 5-11) and the Hispanic
or Latino population and non-Hispanic black
population each had the unique best rate for one
objective (5-7 and 5-14, respectively). In addition,
the non-Hispanic black and non-Hispanic white
populations were tied for the best rate for one
objective (5-17).

= Forallfive objectives with statistically significant
health disparities of 10% or more by sex, females
had better rates than males (objectives 5-5
through 5-7, 5-10, and 5-17).

= DPersons with at least some college education
had the best rate for 9 of the 10 objectives with
statistically significant health disparities of 10%
or more by education level (objectives 5-1 through
5-3,5-5,5-7,5-12, and 5-13 through 5-15). Persons
with less than a high school education had the
best rate for one objective (5-17).

HEALTHY PEOPLE 2010 FINAL REVIEW



= Persons without disabilities had better rates than
persons with disabilities for the two objectives
with statistically significant health disparities of
10% or more by disability status (objectives 5-2
and 5-3; see Highlights).

= Health disparities of 100% or more were observed
for four objectives (5-2, 5-3, 5-5, and 5-10; see
Highlights).

Transition to Healthy People
2020

For Healthy People 2020, the focus of the Diabetes Topic
Area has been expanded to include more objectives on
diabetes prevention and control. See HealthyPeople.gov
for a complete list of Healthy People 2020 topics and
objectives.

The differences between the Healthy People 2010
objectives and those included in Healthy People 2020 are
summarized below:

> TheHealthyPeople 2020 Diabetes Topic Areaincludes
20 objectives, three of which are developmental,
whereas the Healthy People 2010 Diabetes Focus
Area had 17 objectives, including two (objectives 5-8
and 5-9) that were deleted at the Midcourse Review
[4].

) Nine Healthy People 2010 objectives, including
diabetes incidence (objective 5-2), diabetes-related
deaths (objective 5-5), lower extremity amputations
(objective 5-10), annual urinary microalbumin
measurement (objective 5-11), AIC test at least
two times a year (objective 5-12), annual dilated
eye examination (objective 5-13), annual foot
examination (objective 5-14), annual dental
examination (objective 5-15), and self blood-glucose
monitoring (objective 5-17) were retained “as is” [5].

) Two Healthy People 2010 objectives were modified [6].
The objectives tracking diabetes education (objective
5-1) and persons with diagnosed diabetes (objective
5-4) will be measured differently in Healthy People
2020.

) Four Healthy People 2010 objectives were archived:
the prevalence of diabetes (objective 5-3), two
objectives related to deaths among persons with
diabetes (objectives 5-6 and 5-7), and aspirin therapy
(objective 5-16) [7].

> Nine new objectives were added to the Healthy
People 2020 Diabetes Topic Area:

= Four new objectives on control of diabetes and
its complications include the proportion of the

5« DIABETES

diabetic population with hemoglobin AIC test
values greater than 9%, and A1C less than 7%,
as well as blood pressure control and cholesterol
control among the population with diabetes.

= Three new objectives on diabetes prevention
focus on persons at high risk for diabetes with
pre-diabetes who report increasing physical
activity, trying to lose weight, and reducing fat or
calories in the diet.

= Two new objectives were added to replace the
archived mortality objectives: total mortality
among the population with diabetes, and
cardiovascular disease deaths in persons with
diabetes.

Appendix D, “A Crosswalk Between Objectives From
Healthy People 2010 to Healthy People 2020,” summa-
rizes the changes between the two decades of objectives,
reflecting new knowledge and direction for this area.

Data Considerations

Figure 5-3 presents state-level data for diabetes
prevalence (objective 5-3) from the Behavioral Risk
Factor Surveillance System (BRFSS). National data for
this objective come from the National Health Interview
Survey (NHIS) and are the basis for setting targets. BREFSS
data may not be comparable with the national data from
NHIS. The BRFSS state rates are for the population aged
18 and over. The NHIS national rate includes all ages.

Beginning in 2003, education data for mortality
objectives 5-5, 5-6, and 5-7 from the National Vital
Statistics System have been suppressed. The educational
attainment item was changed in the new U.S. Standard
Certificate of Death in 2003 to be consistent with
the Census Bureau data and to improve the ability to
identify specific types of educational degrees. Many
states, however, are still using the 1989 version of the
U.S. Standard Certificate of Death, which focuses on
highest school grade completed. As a result, educational
attainment data collected using the 2003 version are not
comparable with data collected using the 1989 version

[8].

In general, data on educational attainment are presented
for persons aged 25 and over, consistent with guidance
given by the Census Bureau. However, because of the
requirements of the different data systems, the age
groups used to calculate educational attainment for
any specific objective may differ from the age groups
used to report the data for other Healthy People 2010
objectives, as well as from select populations within
the same objective. Therefore, the reader is urged to
exercise caution in interpreting the data by educational
attainment shown in the Health Disparities Table. See
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Healthy People 2010: General Data Issues, referenced
below.

Additional information on data issues is available from
the following sources:

)

All Healthy People 2010 tracking data can be found
in the Healthy People 2010 database, DATA2010,
available from http://wonder.cdc.gov/data2010/.

Detailed information about the data and data
sources used to support these objectives can be
found in the Operational Definitions on the DATA
2010 website, available from http://wonder.cdc.gov/
data2010/focusod.htm.

More information on statistical issues related to
Healthy People tracking and measurement can
be found in the Technical Appendix and in Healthy
People 2010: General Data Issues, which is available in
the General Data Issues section of the NCHS Healthy
People website under Healthy People 2010; see http://
www.cdc.gov/nchs/healthy_people/hp2010/hp2010_
data_issues.htm.

References and Notes

1.
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Displayed in the Progress Chart (Figure 5-1), the
percent of targeted change achieved expresses the
difference between the baseline and the final value
relative to the initial difference between the baseline
and the Healthy People 2010 target. As such, it is a
relative measure of progress toward attaining the
Healthy People 2010 target. See the Reader’s Guide
for more information. When standard errors were
available, the difference between the baseline and the
final value was tested at the 0.05 level of significance.
See the Figure 5-1 footnotes, as well as the Technical
Appendix, for more detail.

Information about disparities among = select
populations is shown in the Health Disparities Table
(Figure 5-2). Disparity from the best group rate is
defined as the percent difference between the best
group rate and each of the other group rates for a
characteristic. For example, racial and ethnic health
disparities are measured as the percent difference
between the best racial and ethnic group rate and each
of the other racial and ethnic group rates. Similarly,
disparities by sex are measured as the percent
difference between the better group rate (e.g., female)
and the rate for the other group (e.g, male). Some
objectives are expressed in terms of favorable events
or conditions that are to be increased, while others are
expressed in terms of adverse events or conditions that
are to be reduced. To facilitate comparison of health

disparities across different objectives, disparity is
measured only in terms of adverse events or conditions.
For comparability across objectives, objectives that are
expressed in terms of favorable events or conditions
are re-expressed using the adverse event or condition
for the purpose of computing disparity, but they are not
otherwise restated or changed. For example, objective
1-1, to increase the proportion of persons with health
insurance (e.g., 72% of the American Indian or Alaska
Native population under age 65 had some form of
health insurance in 2008), is expressed in terms of the
percentage of persons without health insurance (e.g.,
100% - 72% = 28% of the American Indian or Alaska
Native population under age 65 did not have any form
of health insurance in 2008) when the disparity from
the best group rate is calculated. See the Reader’s Guide
for more information. When standard errors were
available, the difference between the best group rate
and each of the other group rates was tested at the 0.05
level of significance. See the Figure 5-2 footnotes, as
well as the Technical Appendix, for more detail.

. The change in disparity is estimated by subtracting

the disparity at baseline from the disparity at the
most recent data point and, therefore, is expressed
in percentage points. See the Reader’s Guide for more
information. When standard errors were available,
the change in disparity was tested at the 0.05 level of
significance. See the Figure 5-2 footnotes, as well as
the Technical Appendix, for more detail.

. To be included in Healthy People 2010, an objective

must have a national data source that provides
a baseline and at least one additional data point
for tracking progress. Some objectives lacked
baseline data at the time of their development but
had a potential data source and were considered
of sufficient national importance to be included in
Healthy People. These are called “developmental”
objectives. When data become available, a
developmental objective is moved to measurable
status and a Healthy People target can be set.

5. As of the Healthy People 2020 launch, Healthy People

2020 objectives that were retained “as is” from
Healthy People 2010 had no change in the numerator
or denominator definitions, the data source(s), or
the data collection methodology. These include
objectives that were developmental in Healthy People
2010 and are developmental in Healthy People 2020,
and for which no numerator information is available.

6. As of the Healthy People 2020 launch, objectives

that were modified from Healthy People 2010 had
some change in the numerator or denominator
definitions, the data source(s), or the data collection
methodology. These include objectives that went from
developmental in Healthy People 2010 to measurable
in Healthy People 2020, or vice versa.
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7. Archived objectives had at least one data point in
Healthy People 2010 but were not carried forward
into Healthy People 2020.

8. Xu JQ, Kochanek KD, Murphy SL, Tejada-Vera B.
Deaths: Final data for 2007. National vital statistics
reports; vol 58 no 19. Hyattsville, MD: National Center
for Health Statistics. 2010. Available from http://www.
cdc.gov/nchs/data/nvsr/nvsr58/nvsr58_19.pdf.

Comprehensive Summary of Objectives: Diabetes

Objective  Description

Data Source or Objective Status

5-1 Diabetes education (age adjusted, 18+ years)

National Health Interview Survey (NHIS), CDC, NCHS.

5-2 New cases of diabetes (3-year average, age adjusted, per
1,000 population, 18—84 years)

National Health Interview Survey (NHIS), CDC, NCHS.

5-3 Prevalence of diabetes (age adjusted, per 1,000 population) National Health Interview Survey (NHIS), CDC, NCHS.
5-4 Proportion of persons with diagnosed diabetes (age adjusted, National Health and Nutrition Examination Survey (NHANES),
20+ years) CDC, NCHS.

5-5 Diabetes-related deaths (age adjusted, per 100,000
population)

National Vital Statistics System—Mortality (NVSS-M), CDC,
NCHS.

5-6 Diabetes-related deaths among persons with diabetes (age

adjusted, per 1,000 population)

National Vital Statistics System—Mortality (NVSS-M), CDC,
NCHS; National Health Interview Survey (NHIS), CDC, NCHS.

5-7 Cardiovascular disease deaths among persons with diabetes

(age adjusted, per 100,000 population)

National Vital Statistics System—Mortality (NVSS-M), CDC,
NCHS; National Health Interview Survey (NHIS), CDC, NCHS.

5-8 Gestational diabetes among pregnant women

Deleted at the Midcourse Review.

5-9 Foot ulcers among persons with diabetes

Deleted at the Midcourse Review.

5-10 Lower extremity amputations in persons with diabetes (3-year

average, age adjusted, per 1,000 population)

National Hospital Discharge Survey (NHDS), CDC, NCHS;
National Health Interview Survey (NHIS), CDG, NCHS.

5-11 Annual urinary microalbumin measurement among Medicare

beneficiaries with diabetes

United States Renal Data System (USRDS), NIH, NIDDK.

5-12 A1C Test, at least twice a year among persons with diabetes

(age adjusted, 18+ years)

Behavioral Risk Factor Surveillance System (BRFSS), CDC,
NCCDPHP.

5-13 Annual dilated eye examinations among persons with diabetes

(age adjusted, 18+ years)

National Health Interview Survey (NHIS), CDC, NCHS.

5-14 Annual foot examinations among persons with diabetes (age

adjusted, 18+ years)

Behavioral Risk Factor Surveillance System (BRFSS), CDC,
NCCDPHP.

5-15 Annual dental examinations among persons with diabetes (age

adjusted, 2+ years)

National Health Interview Survey (NHIS), CDC, NCHS.

5-16 Aspirin intake 15+ times per month among persons with
diabetes (age adjusted, 40+ years)

National Health and Nutrition Examination Survey (NHANES),
CDC, NCHS.

5-17 Self blood-glucose monitoring at least once daily among
persons with diabetes (age adjusted, 18+ years)

Behavioral Risk Factor Surveillance System (BRFSS), CDC,
NCCDPHP.
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Figure 5-1. Progress Toward Target Attainment for Focus Area 5: Diabetes

LEGEND . Moved away from target’ Moved toward target . Met or exceeded target
Percent of ta_rgetezd Baseline vs. Final
change achieved 2010  Baseline Final Differ- Statistically Percent

Objective 0 25 50 75 100 Target  (Year) (vea)  ence® Significant* Change®

5-1. Diabetes education (age adjusted, 60% 45% 55% 10 Yes 22.2%
18+ years) (1998) (1999)

5-2.  New cases of diabetes (3-year average, . 3.8 55 8.0 2.5 Yes 45.5%
age adjusted, per 1,000 population, (1997-99)  (2006-08)
18-84 years)

5-3. Prevalence of diabetes (age adjusted, . 25 40 59 19 Yes  475%
per 1,000 population) (1997) (2008)

5-4.  Proportion of persons with diagnosed 78% 64% 7% 13 Yes 20.3%
diabetes (age adjusted, 20+ years) (1988-94)  (2005-08)

5-5. Diabetes-related deaths (age adjusted, 12.9% 46 77 73 -4 Yes -5.2%
per 100,000 population) (1999) (2007)

5-6. Diabetes-related deaths among persons 250.0% 7.8 8.8 6.3 -2.5 Yes -28.4%
with diabetes (age adjusted, per 1,000 (1999) (2007)
population)

5-7. Cardiovascular disease deaths among 384.8% 299 332 205 -127 Yes -38.3%
persons with diabetes (age adjusted, (1999) (2007)
per 100,000 population)

5-10. Lower extremity amputations in persons 29 6.6 3.5 -3.1 Yes -47.0%
with diabetes (3-year average, age (1997-99)  (2005-07)
adjusted, per 1,000 population)

5-11. Annual urinary microalbumin measure- 1,100.0% 14% 12% 34% 22 Yes 183.3%
ment among Medicare beneficiaries (2000) (2007)
with diabetes

5-12. A1C Test, at least twice a year among 100.0% 65% 59% 65% 6 Yes 10.2%
persons with diabetes (age adjusted, (2000) (2008)
18+ years)

5-13. Annual dilated eye examinations among 14.8% 76% 49% 53% 4 No 8.2%
persons with diabetes (age adjusted, (1998) (2008)
18+ years)

5-14. Annual foot examinations among persons 0.0% 91% 68% 68% 0 No 0.0%
with diabetes (age adjusted, 18+ years) (1998) (2008)

5-15. Annual dental examinations among 0.0% 71% 56% 56% 0 No 0.0%
persons with diabetes (age adjusted, (1997) (2008)
2+ years)

5-17. Self blood-glucose monitoring at least 116.7% 61% 43% 64% 21 Yes 48.8%
once daily among persons with diabetes (1998) (2008)
(age adjusted, 18+ years)

HEALTHY PEOPLE 2010 FINAL REVIEW



Figure 5-1. Progress Toward Target Attainment for Focus Area 5: Diabetes (continued)

NOTES

See the Reader’s Guide for more information on how to read this figure. See DATA 2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010
tracking data. Tracking data are not available for objective 5-16. Objectives 5-8 and 5-9 were deleted at the Midcourse Review.

FOOTNOTES
! Movement away from target is not quantified using the percent of targeted change achieved. See Technical Appendix for more information.

2 Percent of targeted change achieved = Final value - Baseline value x 100.

Healthy People 2010 target — Baseline value

3 Difference = Final value - Baseline value. Differences between percents (%) are measured in percentage points.

4 When estimates of variability are available, the statistical significance of the difference between the final value and the baseline value is assessed at
the 0.05 level. See Technical Appendix for more information.

5 Percent change = Final value - Baseline value « 100,

Baseline value

DATA SOURCES

5-1-5-3.  National Health Interview Survey (NHIS), CDC, NCHS.

5-4. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.

5-5. National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS.

5-6-5-7.  National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS; National Health Interview Survey (NHIS), CDC, NCHS.
5-10. National Hospital Discharge Survey (NHDS), CDC, NCHS; National Health Interview Survey (NHIS), CDC, NCHS.
5-11. United States Renal Data System (USRDS), NIH, NIDDK.

5-12. Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.

5-13. National Health Interview Survey (NHIS), CDC, NCHS.

5-14. Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.

5-15. National Health Interview Survey (NHIS), CDC, NCHS.

5-17. Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.
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Figure 5-2. Health Disparities Table for Focus Area 5: Diabetes

Disparities from the best group rate for each characteristic at the most recent data point and changes in disparity from the baseline
to the most recent data point.
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Figure 5-2. Health Disparities Table for Focus Area 5: Diabetes (continued)

NOTES
See DATA2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010 tracking data. Objectives 5-8 and 5-9 were deleted at Midcourse Review.

Years in parentheses represent the baseline and most recent data years (if available).

Disparity from the best group rate is defined as the percent difference between the best group rate and each of the other group rates for a characteristic (e.g., race
and ethnicity). The summary index is the average of these percent differences for a characteristic. Change in disparity is estimated by subtracting the disparity

at baseline from the disparity at the most recent data point. Change in the summary index is estimated by subtracting the summary index at baseline from the
summary index at the most recent data point. See Technical Appendix for more information.

Measures of variability were available for all objectives in this table. Thus, the variability of best group rates was assessed, and statistical significance was tested.
Disparities of 10% or more are displayed when the differences from the best group rate are statistically significant at the 0.05 level. Changes in disparities over time
are indicated by arrows when the changes are greater than or equal to 10 percentage points and are statistically significant at the 0.05 level. See Technical Appendix.

LEGEND

The “best” group rate at the most The group with the best rate for Most favorable group Reliability criterion for

recent data point. specified characteristic. rate for specified char- best group rate not
acteristic, but reliability met, or data available

criterion not met. for only one group.

Percent difference from the best group rate

Disparity from the best group rate at Less than 10%, or difference not M 100% or
the most recent data point. statistically significant (when estimates 10%—49% 50%—99% more
of variability are available). U

Changes in disparity over time are shown when: Increase in disparity (percentage points)
(@) disparities data are available at both baseline and most recent time points; (b) data are — — 1100
not for the group(s) indicated by “B” or “b” at either time point; and (c) the change is greater - ‘ e ‘ e
than or equal to 10 percentage points and statistically significant, or when the change is 10-49 points A 50-99 paints 1 Eﬂosrr]és or
greater than or equal to 10 percentage points and estimates of variability were not available, _— — —
Seg Technical Appendix, Decrease in disparity (percentage points)

() () (o] 100

v | 10-49 points ¥ | 50-99 paints v | points or

L s V) more
Availability of Data ) () Characteristic not

Data not available. selected for this
objective.

FOOTNOTES

! Baseline data by race and ethnicity are for 1999.

% Baseline data by race and ethnicity are for 1999-2001.
3 Baseline data by disability status are for 1991-94.

4 Most recent data by education level are for 2002.

® Baseline data for race and ethnicity are for 2001.

! The group with the best rate at the most recent data point is different from the group with the best rate at baseline. Both rates met the reliability criterion. See
Technical Appendix.

i Change in the summary index cannot be assessed. See Technical Appendix,
fiData are for Mexican American.

¥ Data are for Asian or Pacific Islander.

¥ Data include persons of Hispanic origin.

DATA SOURCES

5-1-5-3. National Health Interview Survey (NHIS), CDC, NCHS.

5-4. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.

5-5. National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS.

5-6-5-7. National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS; National Health Interview Survey (NHIS), CDC, NCHS.
5-10. National Hospital Discharge Survey (NHDS), CDC, NCHS; National Health Interview Survey (NHIS), CDC, NCHS.
5-11. United States Renal Data System (USRDS), NIH, NIDDK.

5-12. Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.

5-13. National Health Interview Survey (NHIS), CDC, NCHS.

5-14. Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.

5-15. National Health Interview Survey (NHIS), CDC, NCHS.

5-16. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.

5-17. Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.

5« DIABETES 5-11


http://wonder.cdc.gov/data2010
http://www.cdc.gov/nchs/data/hpdata2010/hp2010_final_review_technical_appendix.pdf
http://www.cdc.gov/nchs/data/hpdata2010/hp2010_final_review_technical_appendix.pdf
http://www.cdc.gov/nchs/data/hpdata2010/hp2010_final_review_technical_appendix.pdf
http://www.cdc.gov/nchs/data/hpdata2010/hp2010_final_review_technical_appendix.pdf
http://www.cdc.gov/nchs/data/hpdata2010/hp2010_final_review_technical_appendix.pdf

¢T-S

MHIATY TVNIE 0T0C H1d0dd AHLIVHH

Figure 5-3. Prevalence of Diabetes (Age 18+), 2008
Healthy People 2010 objective 5-3 « Target = 25 per 1,000"

Rate per 1,000

[ ]571-644
[ ]645-734
[ ]735-826
I s2.7-947
B 0451074

N4

NOTES: Data are age adjusted to the 2000 standard population. Rates are displayed by a Jenks classification for U.S. states. National data for the objective come from the National Health Interview Survey (NHIS)
and are the basis for setting the target. State data from BRFSS may not be comparable with national data from NHIS. The U.S. rate in 2008 was 59 per 1,000 population of all ages. The rate for all states combined
from BRFSS in 2008 was 83.5 per 1,000 population aged 18 and over.

t BRFSS state-based rates are for population aged 18 and over; NHIS national rate is for all ages.

SOURCE: Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.



r

HEALHY
PEOPLE

200

—

Disability and
Secondary
Conditions

CHAPTER 6

Co-Lead Agencies

Centers for Disease Control and Prevention

National Institute on Disability and Rehabilitation Research,
Department of Education

Contents

GOAL et 6-3
Highlights oo 6-3
Summary of Progress......cocvciiiiiiiiiiiiiiiciicicicrc e 6-4
Transition to Healthy People 2020 .......ccccoiviiiiiiiiiieeece e 6-5
Data Considerations.........c.cceiieviiiiiiiniiiiii e 6-6
INOLES . 6-6
Comprehensive Summary of Objectives.........cccevieiieiiiiiieiieiene 6-7
Progress Chart... ..o 6-9

Health Disparities Table........cccoiiiiiiiiiiiiie 6-11






GOAL:

Promote the health of people with disabilities,
prevent secondary conditions, and eliminate
disparities between people with and without
disabilities in the U.S. population.

vV

The objectives in this chapter include measures of life
satisfaction among people with disabilities, barriers to
their participation in everyday life, and the availability
of public health programs to support these individuals
and their caregivers. The objectives also track the use of
congregate care, as well as the availability of surveillance
systems that identify persons with disabilities.

All Healthy People tracking data quoted in this chapter,
along with technical information and Operational
Definitions for each objective, can be found in the
Healthy People 2010 database, DATA2010, available from
http://wonder.cdc.gov/data2010/.

More information about this Focus Area can be found in
the following publications:

) Healthy People 2010: Understanding and Improving
Health, available from http://www.healthypeople.gov/
2010/Document/tableofcontents.htm#under.

) Healthy People 2010 Midcourse Review, available from
http://www.healthypeople.gov/2010/data/midcourse/
html/default.htm#FocusAreas.

Highlights

> Substantial progress was achieved for the objectives
in this Focus Area during the past decade [1].
Over two-thirds of the Disability and Secondary
Conditions objectives with data to measure progress
moved toward or achieved their Healthy People 2010
targets (Figure 6-1). However, health disparities of
50% to 99% were observed among racial and ethnic
populations, education groups, and income groups
(Figure 6-2), as highlighted below [2].

6 « DISABILITY AND SECONDARY CONDITIONS

> The number of states and the District of Columbia
(D.C.) with public health surveillance systems for
persons with disabilities (objective 6-13a) increased
from 14 in 1999 to 51 in 2009, meeting the 2010 target
of 51. During the same time period, the number
of states and D.C. with surveillance systems for
caregivers of persons with disabilities (objective
6-13e) increased from 0 to 51, also meeting the target
of 51.

) A statistically significant downward trend was
observed during the past decade in the number of
adults in congregate care facilities (objective 6-7a)
[3]. The number dropped 36.2% between 1997 and
2009, from 93,362 to 59,604, moving toward the 2010
target of 46,681. However, the number of children and
young adults in congregate care facilities (objective
6-7b) increased 11.0% between 1997 and 2008, from
26,028 to 28,890, moving away from the target of
0. The proportion of children and youth aged 6-21
years with disabilities who are enrolled in regular
education programs (objective 6-9) increased 28.9%
from 1995-96 to 2008-09, from 45% to 58%, moving
toward the 2010 target of 60%.

) Sadness or depression among children and
adolescents aged 4-17 years with disabilities
(objective 6-2) decreased 25.8% between 1997 and
2007, from 31% to 23%, moving toward the 2010
target of 17%.

> The employment rate among adults aged 18-64 with
disabilities (objective 6-8) declined 14.0% between
1997 and 2008, from 43% to 37%, moving away from
the 2010 target of 80%. Disparities were observed for
a number of population groups, for example:
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Among racial and ethnic groups, non-Hispanic
white adults with disabilities had the highest
(best) employment rate, 41% in 2008, whereas
Hispanic or Latino and non-Hispanic black
adults with disabilities had rates of 29% and 27%,
respectively. When expressed as unemployment
rates among adults with disabilities, the rate
for Hispanic or Latino adults was 20% higher
than the rate for non-Hispanic white adults and
the rate for non-Hispanic black adults was 24%
higher than the non-Hispanic white rate. [2].

Among educational groups, persons with
disabilities and at least some college education
had the highest (best) employment rate, 52% in
2008, whereastherate for persons with disabilities
who had less than a high school education was
22%. When expressed as unemployment rates
among persons with disabilities, the rate for
persons with less than a high school education
was more than one and a half times that for
persons with at least some college education [2].

) Disparities among racial and ethnic groups were
observed for several objectives, for example:

The non-Hispanic white population had
the lowest (best) proportion of persons with
disabilities reporting barriers to participation
in community activities (objective 6-12d), 11% in
2002. Persons of two or more races had a rate of
24%, more than twice the best group rate [2].

The non-Hispanic white population had the
highest (best) proportion of persons with
disabilities reporting access to health and
wellness programs (objective 6-10), 54% in 2002,
whereas the rate for the Hispanic or Latino
population was 27%. When expressed as persons
with disabilities reporting o access to health and
wellness programs, the rate for the Hispanic or
Latino population was more than one and a half
times that for the non-Hispanic white population

[2].

The non-Hispanic white population had the
highest (best) proportion of sufficient emotional
support among adults with disabilities (objective
6-5), 73% in 2008, whereas the American Indian
or Alaska Native, Asian, and non-Hispanic black
populations had rates of 59%, 58%, and 58%,
respectively. When expressed as persons with
disabilities without sufficient emotional support,
therates for the American Indian or Alaska Native,
Asian, and non-Hispanic black populations were
all about one and a half times the rate for the non-
Hispanic white population [2].

Summary of Progress

) TFigure 6-1 presents a quantitative assessment of
progress in achieving the Healthy People 2010
objectives for Disability and Secondary Conditions [1].
Data to measure progress toward target attainment
were available for 13 objectives. Of these:

Two objectives (6-13a and e) met their Healthy
People 2010 targets.

Seven objectives moved toward their targets. A
statistically significant difference between the
baseline and the final data points was observed
for two of these objectives (6-5 and 6-6). No
significant difference was observed for one
objective (6-2); and data to test the significance of
the difference were unavailable for four objectives
(6-1, 6-7a, 6-9, and 6-13c).

One objective showed no change (6-13g).

Three objectives moved away from their targets.
A statistically significant difference between
the baseline and final data points was observed
for two objectives (6-3 and 6-8); data to test the
significance of the difference were unavailable
for one objective (6-7b).

) Four objectives remained developmental (objectives
6-13b, d, f, and h) and seven had no follow-up data
available to measure progress (objectives 6-4, 6-10,
6-11, and 6-12a through d) [4].

) Figure 6-2 displays health disparities in Disability
and Secondary Conditions from the best group
rate for each characteristic at the most recent data
point [2]. It also displays changes in disparities from
baseline to the most recent data point [5].

Of the seven objectives with statistically
significant racial and ethnic health disparities of
10% or more, the non-Hispanic white population
had the best rate for six objectives (6-4, 6-5, 6-8,
6-10, and 6-12a and d). The Hispanic or Latino
population had the best rate for one objective
(6-6).

* One health disparity of 100% or more
was observed: barriers to participation in
community activities were lowest among the
non-Hispanic white population; the rate for
persons of two or more races was more than
twice the best group rate (objective 6-12d; see
Highlights).

Males had better rates for five of the six objectives

with statistically significant health disparities of

10% or more by sex (objectives 6-3, 6-8, 6-11, and

6-12a and d). Females had better rates for the

remaining objective (6-4).
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= Persons with at least some college education
had the best rate for the seven objectives with
statistically significant health disparities of 10%
or more by education level (objective 6-3 through
6-6, 6-8, 6-10, and 6-11).

= Health disparities of 50% to 99% between
persons with less than a high school education
and persons with at least some college
education were observed for five objectives (6-4
through 6-6, 6-8, and 6-10).

= Persons with middle/high incomes had the best
rates for the six objectives with statistically
significant health disparities of 10% or more by
income (objectives 6-3, 6-4, 6-10, 6-11, and 6-12a
and d).

= Health disparities of 50% to 99% between
low-income (poor) persons and middle/
high-income persons were observed for four
objectives (6-3, 6-4, 6-10, and 6-12d).

Transition to Healthy People
2020

For Healthy People 2020, the Healthy People 2010
Disability and Secondary Conditions Focus Area was
expanded to include a broader range of objectives,
with increased emphasis on health determinants.
Consequently, the Healthy People 2020 Topic Area name
was changed from “Disability and Secondary Conditions”
to “Disability and Health.” See HealthyPeople.gov for
a complete list of Healthy People 2020 topics and
objectives.

The differences between the Healthy People 2010
objectives and those included in Healthy People 2020 are
summarized below:

> The Healthy People 2010 Disability and Secondary
Conditions Focus Area had 24 objectives, whereas
the Healthy People 2020 Disability and Health Topic
Area has a total of 28 objectives.

) Three Healthy People 2010 objectives were retained
“as is” [6]. These include the inclusion of children and
youth in regular education programs, tribal disability
surveillance, and tribal caregiver surveillance
(objectives 6-9, and 6-13b and f).

> Nineteen of the Healthy People 2010 objectives were
modified [7].

= Identifying people with disabilities in
“surveillance instruments” was reworded to
clarify “population data systems” (objective 6-1).

= Two objectives on depressive symptoms among
children and adults with disabilities were

6 « DISABILITY AND SECONDARY CONDITIONS

combined so that the age groups could be better
reflected in a demographic template (objectives
6-2 and 6-3).

= Social participation among adults with
disabilities was reworded to reflect all ages and
abroader range of social activities (objective 6-4).

= Emotional support amongadults with disabilities
was reworded to include “social support” as well
(objective 6-5).

= Two objectives on congregate care among
children/youth and adults with disabilities were
reworded to reflect residences that serve people
instead of facilities with “beds” (objectives 6-7a
and b).

= Employment among adults with disabilities was
reworded to include youth with disabilities in the
new measurement (objective 6-8).

= Two objectives on access to health and wellness
programs and not having needed assistive
devices and technology were both reworded to
reflect barriers (objectives 6-10 and 6-11).

= Four objectives on ‘reported environmental
barriers” to participation in home, school, work,
or community activities were reworded to reflect
“encountering barriers” (objectives 6-12a through
d).

= Five objectives on state or tribal health
surveillance and health promotion among
people with disabilities and their caregivers were
reworded to specify state “health departments”
with at least “one” program (objectives 6-13c
through e, and 6-13g through h).

> Two Healthy People 2010 objectives were archived
[8]. Due to relatively high reported rates and lack of
specific public health interventions, life satisfaction
among adults with disabilities (objective 6-6)
was archived. After meeting the target for several
consecutive years, state disability surveillance
(objective 6-13a) was archived.

> Nine new objectives were added to the Healthy
People 2020 Disability and Health Topic Area. These
objectives address:

= Delays in receiving preventive care among
persons with disabilities

= Transition planning from pediatric to adult
health care for youth with disabilities

= The receipt of appropriate medical care for
persons with epilepsy

= Use of inappropriate medications among older
adults with disabilities

= Unemployment among persons with disabilities

= Unintentional injury among persons with
disabilities
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= FEarly intervention services for children with
disabilities

= Master of Public Health programs that offer
courses in disability and health

= Homes and residential buildings that have
visitable features (e.g., no-step entrance to the
home).

Appendix D, “A Crosswalk Between Objectives From
Healthy People 2010 to Healthy People 2020,” summa-
rizes the changes between the two decades of objectives,
reflecting new knowledge and direction for this area.

Data Considerations

Education and income are the primary measures of
socioeconomic status in Healthy People 2010. Most data
systems used in Healthy People 2010 define income as a
family’s income before taxes. To facilitate comparisons
among groups and over time, while adjusting for family
size and for inflation, Healthy People 2010 categorizes
income using the poverty thresholds developed by the
Census Bureau. Thus, the three categories of family
income that are primarily used are:

) Poor—below the Federal poverty level
> Near poor—100% to 199% of the Federal poverty level

> Middle/high income—200% or more of the Federal
poverty level.

These categories may be overridden by considerations
specific to the data system, in which case they are
modified as appropriate. See Healthy People 2010: General
Data Issues, referenced below.

In general, data on educational attainment are presented
for persons aged 25 and over, consistent with guidance
given by the Census Bureau. However, because of the
requirements of the different data systems, the age
groups used to calculate educational attainment for
any specific objective may differ from the age groups
used to report the data for other Healthy People 2010
objectives, as well as from select populations within
the same objective. Therefore, the reader is urged to
exercise caution in interpreting the data by educational
attainment shown in the Health Disparities Table. See
Healthy People 2010: General Data Issues, referenced
below.

Additional information on data issues is available from
the following sources:

) All Healthy People 2010 tracking data can be found
in the Healthy People 2010 database, DATA2010,
available from http://wonder.cdc.gov/data2010/.
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) Detailed information about the data and data
sources used to support these objectives can be
found in the Operational Definitions on the DATA
2010 website, available from http://wonder.cdc.gov/
data2010/focusod.htm.

) More information on statistical issues related to
Healthy People tracking and measurement can
be found in the Technical Appendix and in Healthy
People 2010: General Data Issues, which is available in
the General Data Issues section of the NCHS Healthy

People website under Healthy People 2010; see http://
www.cdc.gov/nchs/healthy_people/hp2010/hp2010_

data_issues.htm.

Notes

1. Displayed in the Progress Chart (Figure 6-1), the
percent of targeted change achieved expresses the
difference between the baseline and the final value
relative to the initial difference between the baseline
and the Healthy People 2010 target. As such, it is a
relative measure of progress toward attaining the
Healthy People 2010 target. See the Reader’s Guide
for more information. When standard errors were
available, the difference between the baseline and the
final value was tested at the 0.05 level of significance.
See the Figure 6-1 footnotes, as well as the Technical
Appendix, for more detail.

2. Information about disparities among select
populations is shown in the Health Disparities
Table (Figure 6-2). Disparity from the best group
rate is defined as the percent difference between the
best group rate and each of the other group rates
for a characteristic. For example, racial and ethnic
health disparities are measured as the percent
difference between the best racial and ethnic group
rate and each of the other racial and ethnic group
rates. Similarly, disparities by sex are measured as
the percent difference between the better group
rate (e.g., female) and the rate for the other group
(e.g., male). Some objectives are expressed in terms
of favorable events or conditions that are to be
increased, while others are expressed in terms of
adverse events or conditions that are to be reduced.
To facilitate comparison of health disparities
across different objectives, disparity is measured
only in terms of adverse events or conditions. For
comparability across objectives, objectives that are
expressed in terms of favorable events or conditions
are re-expressed using the adverse event or condition
for the purpose of computing disparity, but they are
not otherwise restated or changed. For example,
objective 1-1, to increase the proportion of persons
with health insurance (e.g., 72% of the American
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Indian or Alaska Native population under age 65 had
health insurance in 2008), is expressed in terms of the
percentage of persons without health insurance (e.g.,
100% - 72% = 28% of the American Indian or Alaska
Native population under age 65 did not have health
insurance in 2008) when the disparity from the
best group rate is calculated. See the Reader’s Guide
for more information. When standard errors were
available, the difference between the best group rate
and each of the other group rates was tested at the
0.05level of significance. See the Figure 6-2 footnotes,
as well as the Technical Appendix, for more detail.

3. Thepresence of amonotonicincreasing or decreasing
trend in the underlying measure was tested with the
nonparametric Mann-Kendall test, then the slope of
alinear trend was estimated with the nonparametric
Sen’s method. See Technical Appendix for more
information.

4. To be included in Healthy People 2010, an objective
must have a national data source that provides
a baseline and at least one additional data point
for tracking progress. Some objectives lacked
baseline data at the time of their development but
had a potential data source and were considered
of sufficient national importance to be included in
Healthy People. These are called “developmental”
objectives. When data become available, a
developmental objective is moved to measurable
status and a Healthy People target can be set.

. The change in disparity is estimated by subtracting

the disparity at baseline from the disparity at the
most recent data point and, therefore, is expressed
in percentage points. See the Reader’s Guide for more
information. When standard errors were available,
the change in disparity was tested at the 0.05 level of
significance. See the Figure 1-2 footnotes, as well as
the Technical Appendix, for more detail.

. As of the Healthy People 2020 launch, Healthy People

2020 objectives that were retained “as is” from
Healthy People 2010 had no change in the numerator
or denominator definitions, the data source(s), or
the data collection methodology. These include
objectives that were developmental in Healthy People
2010 and are developmental in Healthy People 2020,
and for which no numerator information is available.

. As of the Healthy People 2020 launch, objectives

that were modified from Healthy People 2010 had
some change in the numerator or denominator
definitions, the data source(s), or the data collection
methodology. These include objectives that went
from developmental in Healthy People 2010 to
measurable in Healthy People 2020, or vice versa

. Archived objectives had at least one data point in

Healthy People 2010 but were not carried forward
into Healthy People 2020.

Comprehensive Summary of Objectives: Disability and Secondary

Conditions

Objective Description

Data Source or Objective Status

6-1 Standard questions to identify people with disabilities in data ~ CDC, NCBDDD.
sets
6-2 Sadness or depression among children and adolescents with ~ National Health Interview Survey (NHIS), CDC, NCHS.

disabilities (4—17 years)

6-3 Negative feelings interfering with activities among adults with
disabilities (age adjusted, 18+ years)

National Health Interview Survey (NHIS), CDC, NCHS.

6-4 Social participation among adults with disabilities (age
adjusted, 18+ years)

National Health Interview Survey (NHIS), CDC, NCHS.

6-5 Sufficient emotional support among adults with disabilities

(age adjusted, 18+ years)

Behavioral Risk Factor Surveillance System (BRFSS), CDC,
NCCDPHP.

6-6 Satisfaction with life among adults with disabilities (age Behavioral Risk Factor Surveillance System (BRFSS), CDC,
adjusted, 18+ years) NCCDPHP.
6-7a Congregate care of adults with disabilities (number of persons,  Survey of State Developmental Disabilities Directors, University of

22+ years)

Minnesota.
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Comprehensive Summary of Objectives: Disability and Secondary Conditions (continued)

Objective Description Data Source or Objective Status

6-7b Congregate care of children and young adults with disabilities ~ Survey of State Developmental Disabilities Directors, University of
(number of persons, <21 years) Minnesota.

6-8 Employment rate among adults with disabilities (18—64 years)  National Health Interview Survey (NHIS), CDC, NCHS.

6-9 Inclusion of children and youth with disabilities in regular Data Analysis System (DANS), Department of Education.
education programs (6—21 years)

6-10 Access 1o health and wellness programs among adults with National Health Interview Survey (NHIS), CDC, NCHS.
disabilities (age adjusted, 18+ years)

6-11 Lack of assistive devices and technology among adults with National Health Interview Survey (NHIS), CDC, NCHS.
disabilities (age adjusted, 18+ years)

6-12a  Environmental barriers affecting participation in activities at National Health Interview Survey (NHIS), CDC, NCHS.
home among adults with disabilities (age adjusted, 18+ years)

6-12b  Environmental barriers affecting participation in activities National Health Interview Survey (NHIS), CDC, NCHS.
at school among adults with disabilities (age adjusted, 18+
years)

6-12c  Environmental barriers affecting participation in activities at National Health Interview Survey (NHIS), CDC, NCHS.
work among adults with disabilities (age adjusted, 18+ years)

6-12d  Environmental barriers affecting participation in community National Health Interview Survey (NHIS), CDC, NCHS.
activities among adults with disabilities (age adjusted, 18+
years)

6-13a  Surveillance for persons with disabilities (no. States and D.C.) ~ CDC, NCDBBB, DH-Team.

6-13b  Surveillance for persons with disabilities (Tribes) Developmental.
6-13c  Health promotion programs for persons with disabilities (no. CDC, NCDBBB, DH-Team.
States and D.C.)
6-13d  Health promotion programs for persons with disabilities Developmental.
(Tribes)
6-13e  Surveillance for caregivers (no. States and D.C.) CDC, NCDBBB, DH-Team.
6-13f  Surveillance for caregivers (Tribes) Developmental.
6-13g gegl)th promotion programs for caregivers (no. States and CDC, NCDBBB, DH-Team.
6-13h  Health promotion programs for caregivers (Tribes) Developmental.
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Figure 6-1. Progress Toward Target Attainment for Focus Area 6: Disability and Secondary Conditions

LEGEND . Moved away from target’ Moved toward target . Met or exceeded target
Percent of targetezd Baseline vs. Final
change achieved 2010  Baseline Final Differ- Statistically Percent
Objective 0 25 50 75 100 Target (Year) (Year)  ence® Significant* Change®
6-1. Standard questions to identify people with 33.0% 100% 0% 33% 33 Not tested *
disabilities in data sets (1999) (2009)
6-2. Sadness or depression among children 17% 31% 23% -8 No -25.8%
and adolescents with disabilities (1997) (2007)
(417 years)
6-3. Negative feelings interfering with . 7%  28% 32% 4 Yes  14.3%
activities among adults with disabilities (1997) (2008)
(age adjusted, 18+ years)
6-5. Sufficient emotional support among adults 15.4% 80% 67% 69% 2 Yes 3.0%
with disabilities (age adjusted, 18+ years) (2005) (2008)
6-6. Satisfaction with life among adults with 15.4% 97% 84% 86% 2 Yes 2.4%
disabilities (age adjusted, 18+ years) (2005) (2008)
6-7a. Congregate care of adults with disabilities 46,681 93,362 59,604 -33,758 Not tested -36.2%
(number of persons, 22+ years) (1997) (2009)
6-7b. Congregate care of children and young 0 26,028 28,890 2,862 Nottested 11.0%
adults with disabilities (number of persons, (1997) (2008)
<21 years)
6-8. Employment rate among adults with 80% 43% 37% -6 Yes -14.0%
disabilities (18—64 years) (1997) (2008)
6-9. Inclusion of children and youth with 60% 45% 58% 13 Nottested 28.9%
disabilities in regular education programs (1995-96)  (2008-09)
(621 years)
6-13a. Surveillance for persons with disabilities 100.0% 51 14 51 37 Nottested 264.3%
(no. States and D.C.) (1999) (2009)
6-13c. Health promotion programs for persons 5.4% 51 14 16 2 Nottested 14.3%
with disabilities (no. States and D.C.) (1999) (2009)
6-13e. Surveillance for caregivers (no. States 100.0% 51 0 51 51 Not tested *
and D.C.) (1999) (2009)
6-13g. Health promotion programs for caregivers 0.0% 51 0 0 0  Not tested *
(no. States and D.C.) (1999) (2009)
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Figure 6-1. Progress Toward Target Attainment for Focus Area 6: Disability and Secondary Conditions (continued)

NOTES

See the Reader’s Guide for more information on how to read this figure. See DATA 2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010
tracking data. Tracking data are not available for objectives 6-4, 6-10, 6-11, 6-12a through d, 6-13b, 6-13d, 6-13f, and 6-13h.

FOOTNOTES

! Movement away from target is not quantified using the percent of targeted change achieved. See Technical Appendix for more information.

% Percent of targeted change achieved = Final value - Baseline value x 100.

Healthy People 2010 target — Baseline value

3 Difference = Final value - Baseline value. Differences between percents (%) are measured in percentage points.

4 When estimates of variability are available, the statistical significance of the difference between the final value and the baseline value is assessed at
the 0.05 level. See Technical Appendix for more information.

5 Percent change = Final value - Baseline value % 100.

Baseline value

* Percent change cannot be calculated. See Technical Appendix for more information.

DATA SOURCES

6-1. CDC, NCBDDD.
6-2-6-3. National Health Interview Survey (NHIS), CDC, NCHS.
6-5-6-6. Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.

6-7a-b. Survey of State Developmental Disabilities Directors, University of Minnesota.
6-8. National Health Interview Survey (NHIS), CDC, NCHS.

6-9. Data Analysis System (DANS), Department of Education.

6-13a. CDC, NCDBBB, DH-Team.

6-13c. CDC, NCDBBB, DH-Team.

6-13e. CDC, NCDBBB, DH-Team.

6-13g. CDC, NCDBBB, DH-Team.
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Figure 6-2. Health Disparities Table for Focus Area 6: Disability and Secondary Conditions

Disparities from the best group rate for each characteristic at the most recent data point and changes in disparity from the baseline
to the most recent data point.

Race and Ethnicity Sex Education Income Location
5 588 o 2 2 g £ £
s 28 £ 2 8 3 B 8 g x 5
EE se o - £ £ B > 2 s = = =
5§ 5 g 8 3 3 = g g 5 2 = £ g
8= TE E o 2 2 S s 2 8 < S 55 £
L or 5 c - - = £ 3 %] a D = cg o2
B2 522 8 3 £ 5| E s s 2 s § B & |EBStsE
Population-based objective = 2282 £ o = A e = T oz e 2 = R | SE2S
6-2.  Sadness or depression among children and (A aryi e () ) ()
adolescents with disabilities (4—17 years) (1997,
2007)’ NI Sl AU R RN R LU L L
6-3.  Negative feelings interfering with activitiesamong (1 1 [ 1 1 1 VI VI ) ) ) ()
adults with disabilities (age adjusted, 18+ years) b b B B B B B
(1997, 2008)' (D W G U W S R W B M S R U U L
6-4.  Social participation among adults with disabilities (A e ) ) ()
(age adjusted, 18+ years) (20071) b B B B B B

6-5.  Sufficient emotional support among adults with dis- (M)
abilities (age adjusted, 18+ years) (2005, 2008)

(age adjusted, 18+ years) (2005, 2008)

6-8.  Employment rate among adults with disabilities
(18-64 years) (1997, 2008)! b

6-6.  Satisfaction with life among adults with disabilities l CC ) l CALC
v

6-10. Access to health and wellness programsamong [ 1 | [ | l

(=)
D
C_J
(=]
J- - - - - D [: Less than high school
D
(=]
N N R N J NUOREENIE
(
D
D
(
]
)

adults with disabilities (age adjusted, 18+ years) B B B
(2002) LU gLy L
6-11. Lack of assistive devices and technologyamong (1 1 1 1 [ 1 VI VI ) () () CYI )
adults with disabilities (age adjusted, 18+ years) b||B B B B
(2002) LU gl aed oy gL

6-12a. Environmental barriers affecting participation in
activities at home among adults with disabilities
(age adjusted, 18+ years) (2002)

6-12Db. Environmental barriers affecting participation in
activities at school among adults with disabilities
(age adjusted, 18+ years) (2002)

6-12c. Environmental barriers affecting participation in
activities at work among adults with disabilities (age
adjusted, 18+ years) (2002)

6-12d. Environmental barriers affecting participation in
community activities among adults with disabilities
(age adjusted, 18+ years) (2002)

)
C )
)
-DEZJ-{
)
C
)
C_
C
)
C_J
C
)
C_J
)
C
)
)
CJ

NOTES

See DATA2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010 tracking data. Disparity data are either unavailable or not applicable for objectives 6-1,
6-7a and b, 6-9, and 6-13a through h.

Years in parentheses represent the baseline and most recent data years (if available).

Disparity from the best group rate is defined as the percent difference between the best group rate and each of the other group rates for a characteristic (e.g., race
and ethnicity). The summary index is the average of these percent differences for a characteristic. Change in disparity is estimated by subtracting the disparity

at baseline from the disparity at the most recent data point. Change in the summary index is estimated by subtracting the summary index at baseline from the
summary index at the most recent data point. See Technical Appendix for more information.

Measures of variability were available for all objectives in this table. Thus, the variability of best group rates was assessed, and statistical significance was tested.
Disparities of 10% or more are displayed when the differences from the best group rate are statistically significant at the 0.05 level. Changes in disparities over time
are indicated by arrows when the changes are greater than or equal to 10 percentage points and are statistically significant at the 0.05 level. See Technical Appendix.
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Figure 6-2. Health Disparities Table for Focus Area 6: Disability and Secondary Conditions (continued)

LEGEND

The “best” group rate at the most The group with the best rate for Most favorable group Reliability criterion for

recent data point. specified characteristic. rate for specified char- best group rate not
acteristic, but reliability met, or data available

criterion not met. for only one group.

Percent difference from the best group rate

Disparity from the best group rate at Less than 10%, or difference not M 100% or
the most recent data point. statistically significant (when estimates 10%—49% 50%-99% more
of variability are available).

Changes in disparity over time are shown when: Increase in disparity (percentage points)
(@) disparities data are available at both baseline and most recent time points; (b) data are — — 1100
not for the group(s) indicated by “B” or “b” at either time point; and (c) the change is greater - ‘ e ‘ N
than or equal to 10 percentage points and statistically significant, or when the change is | 10-49 points 0 50-99 points I Eﬂoé?és or
greater than or equal to 10 percentage points and estimates of variability were not available, _— — —
See Technical Appendix, Decrease in disparity (percentage points)

(M) () (o] 100

¥ | 10-49 points i 50-99 points ¥ | points or

L a V) more
Availability of Data ) () Characteristic not

Data not available. selected for this
objective.

FOOTNOTES
! Baseline data by race and ethnicity are for 1999.

I The group with the best rate at the most recent data point is different from the group with the best rate at baseline. Both rates met the reliability criterion. See
Technical Appendix,

DATA SOURCES

6-2-6-4. National Health Interview Survey (NHIS), CDC, NCHS.

6-5-6-6. Behavioral Risk Factor Surveillance System (BRFSS), CDC, NCCDPHP.
6-8. National Health Interview Survey (NHIS), CDC, NCHS.

6-10-6-11. National Health Interview Survey (NHIS), CDC, NCHS.

6-12a-d. National Health Interview Survey (NHIS), CDC, NCHS.
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GOAL:

Increase the quality, availability, and
effectiveness of educational and community-
based programs designed to prevent disease
and improve health and quality of life.

N

This chapter monitors a number of school-related
objectives, including high school completion, health-
related educational programs in schools, and the
availability of school nurses. In addition, objectives
track health promotion programs in worksites, as well as
community-based programs established by local health
departments. The number of older adults participatingin
organized health promotion activities is also monitored.

All Healthy People tracking data quoted in this chapter,
along with technical information and Operational
Definitions for each objective, can be found in the
Healthy People 2010 database, DATA2010, available from
http://wonder.cdc.gov/data2010/.

More information about this Focus Area can be found in
the following publications:

) Healthy People 2010: Understanding and Improving
Health, available from http://www.healthypeople.
gov/2010/Document/tableofcontents.htm#under.

) Healthy People 2010 Midcourse Review, available from
http://www.healthypeople.gov/2010/data/midcourse/
html/default.htm#FocusAreas.

Highlights

> Substantial progress was achieved for the objectives
inthisFocus Area during the past decade [1]. Seventy-
six percent of the Educational and Community-Based
Programs objectives with data to measure progress
moved toward or achieved their Healthy People 2010
targets (Figure 7-1). However, statistically significant
health disparities were observed by race and
ethnicity, sex, and education level, some of which are
highlighted below (Figure 7-2) [2].

7 « EDUCATIONAL AND COMMUNITY-BASED PROGRAMS

) The high school completion rate among persons
aged 18-24 (objective 7-1) increased 4.7% between
1998 and 2007, from 85% to 89%, moving toward the
Healthy People 2010 target of 90%. Disparities were
observed for racial and ethnic groups as follows:

= Among racial and ethnic groups, the non-
Hispanic white population had the highest (best)
rate of high school completion, 93% in 2006,
whereas the Hispanic or Latino population, the
non-Hispanic black population, and persons of
two or more races had rates of 71%, 85%, and
90%, respectively. When expressed as persons
not completing high school, the rate for the
Hispanic or Latino population was more than
four times the rate for the non-Hispanic white
population [2]. The rate for the non-Hispanic
black population was more than twice the non-
Hispanic white rate, and the rate for persons
of two or more races was nearly one and a half
times the non-Hispanic white rate.

) The proportion of schools with a nurse-to-student
ratio of at least 1 nurse for every 750 students (1:750
ratio) increased for all types of schools (objectives
7-4a through d). Nationally, middle and junior high
schools (objective 7-4c) met the 2010 target of 50%
exactly in 2006. There was a 46.2% increase in the
proportion of senior high schools with a 1:750 nurse-
to-student ratio (objective 7-4b) between 1994 and
2006, from 26% to 38%. Although the proportion of
elementary schools with a 1:750 nurse-to-student
ratio (objective 7-4d) increased 7.1% between 2000
and 2006, from 42% to 45%, the increase was not
statistically significant.

> School health education programs increased in a
number of areas. Examples of statistically significant
increases include: education programs focusing
on unintentional injuries (objective 7-2b), which
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increased 21.2% between 1994 and 2006, from 66%
to 80%; and programs addressing violence (objective
7-2¢), which increased 32.8% between 1994 and 2006,
from 58% to 77%.

Summary of Progress

) Figure 7-1 presents a quantitative assessment of
progress in achieving the Healthy People 2010
objectives for Educational and Community-Based
Programs [1]. Data to measure progress toward target
attainment were available for 17 objectives. Of these:

= One objective (7-4c, middle and junior high
schools with a nurse-to-student ratio of at least
1 nurse for every 750 students) met the Healthy
People 2010 target.

= Twelve objectives moved toward their targets. A
statistically significant difference between the
baseline and the final data points was observed
for six of these objectives (7-1, 7-2a through c,
and 7-4a and b). No significant differences were
observed for five objectives (7-2d, e, g, and i; and
7-4d); and data to test the significance of the
difference were unavailable for one objective
(7-3).

= Two objectives (7-2h and j) showed no change.

= Two objectives (7-2f and 7-6) moved away from
their targets. A statistically significant difference
between the baseline and final data points was
observed for one objective (7-6, participation in
employer sponsored health promotion activities).
No significant difference was observed for the
other objective (7-2f, school health education on
alcohol and other drug use in middle/junior and
senior high schools).

) No data were available to measure progress for the
following 39 objectives:

= Two objectives (7-5a and 7-10) remained

developmental [3].

= Twenty-two objectives (7-5b through f; 7-11c, g
through i, m through o, q through v, y, z, aa; and
7-12) had baseline data only.

= Fifteen objectives (7-7 through 7-9; 7-11a, b, d
through f,j through |, p, w, x, and bb) were deleted
at the Midcourse Review.

) Figure 7-2 displays health disparities in Educational
and Community-Based Programs from the best
group rate for each characteristic at the most recent
data point [2]. It also displays changes in disparities
from baseline to the most recent data point [4].

= Three objectives (7-1, 7-3, and 7-12) had racial and
ethnic health disparities of 10% or more. For each
of these three objectives, a different group had
the best rate, including the non-Hispanic white
(objective 7-1), the non-Hispanic black (objective
7-3), and the Asian or Pacific Islander populations
(objective 7-12).

= Females had a better rate of high school
completion than males (objective 7-1). When
expressed as persons not completing high school,
the rate for females (9%) was significantly lower
than the rate for males (13%).

Transition to Healthy People
2020

The Healthy People 2020 Educational and Community-
Based Programs Topic Area has expanded from Healthy
People 2010 to include objectives that track core clinical
prevention and population health content in the
training of health care professionals. See HealthyPeople.
gov for a complete list of Healthy People 2020 topics and
objectives.

The Healthy People 2020 Educational and Community-
Based Programs Topic Area objectives can be grouped
into several sections:

) School settings

) Worksite settings

) Health care settings

> Community settings and select populations

) Training of health care professionals.

The differences between the Healthy People 2010
objectives and those included in Healthy People 2020 are
summarized below:

> The Healthy People 2020 Educational and
Community-Based Programs Topic Area has a total
of 94 objectives, 18 of which are developmental,
whereas the Healthy People 2010 Educational and
Community-Based Programs Focus Area had 56
objectives, two of which remained developmental [3].

) Four Healthy People 2010 objectives, including high
school completion (objective 7-1), nurse-to-student
ratio in senior high schools and in elementary schools
(objective 7-4b and d, respectively), and worksite
health promotion program in worksites with fewer
than 50 employees (objective 7-5a), were retained “as
is” [5].
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> Twenty Healthy People 2010 objectives were modified
[6]:

= School health education objectives (7-2a through
j) were modified to include elementary schools.
Currently, objective 7-2 addresses middle and
senior high schools. Adding elementary schools
expands this objective to all grades K-12
(elementary, middle, and senior high schools),
thus providing comprehensive information on
health education in the nation’s schools.

= Thenurse-to-studentratioinall schools (objective
7-4a) was modified to include elementary schools
because elementary schools were added to the
2006 School Health Policies and Programs Study
(SHPPS). The nurse-to-student ratio in middle
and junior high schools (objective 7-4c) was
modified to be limited to middle schools only
because the language, “junior high schools,” is no
longer used in SHPPS.

= Most worksite setting objectives were reverted to
developmental status because the data sources
used over the last decade are no longer available.
New data sources have been identified but
currently lack baseline data. The objectives that
are now developmental include:

= Culturally appropriate and linguistically
competent community health promotion and
disease prevention programs in educational
and community-based programs (objective
7-11g)

= Worksite health promotion programs in work-
sites with 50 or more employees, (objectives
7-5b through f), and employer-sponsored health
promotion activities (objective 7-6).

= One community settings and select populations
objective (7-10, community health promotion
programs), which was developmental, was
modified. The objective expanded to nine
objectives addressing population-based primary
prevention services in the following priority
areas: injury, violence, mental illness, tobacco
use, substance abuse, unintended pregnancy,
chronic disease programs, nutrition, and physical
activity.

= The Healthy People 2010 objective on culturally
appropriate and linguistically competent
community health promotion programs in
educational and community-based programs
(objective 7-11g) was retained as developmental.
The data source used in Healthy People 2010 no
longer identifies or tracks culturally appropriate
or linguistically competent programs, and a new
data source is being sought in coordination with
the Office of Minority Health within the U.S.
Department of Health and Human Services.
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) The following 17 objectives were archived [7]:

School health education in environmental health
(objective 7-2j) was archived because information
about the topic is no longer collected by the data
source (SHPPS).

Sixteen community setting and select
populations objectives were archived because
the data sources used for the past decade no
longer collect the data:

= Fifteen objectives that address -culturally
appropriate and linguistically competent
community health promotion and disease
prevention programs (objectives 7-11c, h, i, m,
n, o, q through v, y, z and aa) were archived
because they are no longer tracked by the
National Profile of Local Health Departments.

* One objective that addresses older adults
who have participated in organized health
promotion activities (objective 7-12) was
archived because the questions used to collect
the data are no longer included in the National
Health Interview Survey.

) The following 15 objectives were deleted at the
Midcourse Review due to either lack of a national
data source or a shift in program priority:

All three health care setting objectives: patient
and family education (objective 7-7), satisfaction
with patient education (objective 7-8), and health
care organization sponsorship of community
health promotion activities (objective 7-9).

Twelve of the community setting and select
populations objectives were deleted due to lack
of a national data source: culturally appropriate
and linguistically competent community health
promotion programs (objectives 7-11a, b, d
through £, j through 1, p, w, x, and bb).

) Sixty-two new objectives were added to the Healthy
People 2020 Educational and Community-Based
Programs Topic Area:

Nine  developmental objectives  address
preschools and Early Head Start programs in
select priority areas.

Seven objectives address school health education
based on the National Health Education
Standards.

Seven objectives address school health education
that promotes personal health and wellness.

Nine objectives address college and university
students who receive information from their
institution on select priority health risk behavior
areas.

Thirty new objectives addressing the training
of health care professionals were added. These



include six objectives that focus on training in
core clinical prevention and population health
content for each of the following professions:

= Doctor of Medicine (M.D.)

= Doctor of Osteopathy (D.O.)
= Undergraduate nursing

= Nurse Practitioner

= Physician Assistant.

The Healthy People 2020 objectives reflect the ongoing
importance of Educational and Community-Based
Programs. For objectives that were deleted due to lack of
data, the U.S. Department of Health and Human Services
and the agencies that serve as the leads for the Healthy
People 2020 initiative will consider ways to ensure that
these public health issues retain prominence despite the
lack of data to monitor them.

Appendix D, “A Crosswalk Between Objectives From
Healthy People 2010 to Healthy People 2020,” summa-
rizes the changes between the two decades of objectives,
reflecting new knowledge and direction for this area.

Data Considerations

Education and income are the primary measures of
socioeconomic status in Healthy People 2010. Most data
systems used in Healthy People 2010 define income as a
family’s income before taxes. To facilitate comparisons
among groups and over time, while adjusting for family
size and for inflation, Healthy People 2010 categorizes
income using the poverty thresholds developed by the
Census Bureau. Thus, the three categories of family
income that are primarily used are:

) Poor—below the Federal poverty level
) Near poor—100% to 199% of the Federal poverty level

) Middle/high income—200% or more of the Federal
poverty level.

These categories may be overridden by considerations
specific to the data system, in which case they are
modified as appropriate. See Healthy People 2010: General
Data Issues, referenced below.

In general, data on educational attainment are presented
for persons aged 25 and over, consistent with guidance
given by the Census Bureau. However, because of the
requirements of the different data systems, the age
groups used to calculate educational attainment for
any specific objective may differ from the age groups
used to report the data for other Healthy People 2010
objectives, as well as from select populations within
the same objective. Therefore, the reader is urged to
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exercise caution in interpreting the data by educational
attainment shown in the Health Disparities Table. See
Healthy People 2010: General Data Issues, referenced
below.

Additional information on data issues is available from
the following sources:

) All Healthy People tracking data can be found in the
Healthy People 2010 database, DATA2010, available
from http://wonder.cdc.gov/data2010/.

) Detailed information about the data and data
sources used to support these objectives can be
found in the Operational Definitions on the DATA
2010 website, available from http://wonder.cdc.gov/
data2010/focusod.htm.

) More information on statistical issues related to
Healthy People tracking and measurement can
be found in the Technical Appendix and in Healthy
People 2010: General Data Issues, which is available in
the General Data Issues section of the NCHS Healthy
People website under Healthy People 2010; see http://
www.cdc.gov/nchs/healthy_people/hp2010/hp2010_

data_issues.htm.

Notes

1. Displayed in the Progress Chart (Figure 7-1), the
percent of targeted change achieved expresses the
difference between the baseline and the final value
relative to the initial difference between the baseline
and the Healthy People 2010 target. As such, it is a
relative measure of progress toward attaining the
Healthy People 2010 target. See the Reader’s Guide
for more information. When standard errors were
available, the difference between the baseline and the
final value was tested at the 0.05 level of significance.
See the Figure 7-1 footnotes, as well as the Technical
Appendix, for more detail.

2. Information about disparities among select
populations is shown in the Health Disparities
Table (Figure 7-2). Disparity from the best group
rate is defined as the percent difference between the
best group rate and each of the other group rates
for a characteristic. For example, racial and ethnic
health disparities are measured as the percent
difference between the best racial and ethnic group
rate and each of the other racial and ethnic group
rates. Similarly, disparities by sex are measured as
the percent difference between the better group
rate (e.g., female) and the rate for the other group
(e.g., male). Some objectives are expressed in terms
of favorable events or conditions that are to be
increased, while others are expressed in terms of
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adverse events or conditions that are to be reduced.
To facilitate comparison of health disparities
across different objectives, disparity is measured
only in terms of adverse events or conditions. For
comparability across objectives, objectives that are
expressed in terms of favorable events or conditions
are re-expressed using the adverse event or condition
for the purpose of computing disparity, but they are
not otherwise restated or changed. For example,
objective 1-1, to increase the proportion of persons
with health insurance (e.g., 72% of the American
Indian or Alaska Native population under age 65 had
some form of health insurance in 2008), is expressed
in terms of the percentage of persons without health
insurance (e.g., 100% - 72% = 28% of the American
Indian or Alaska Native population under age 65 did
not have any form of health insurance in 2008) when
the disparity from the best group rate is calculated.
See the Reader’s Guide for more information. When
standard errors were available, the difference
between the best group rate and each of the other
group rates was tested at the 0.05 level of significance.
See the Figure 7-2 footnotes, as well as the Technical
Appendix, for more detail.

3. To be included in Healthy People 2010, an objective
must have a national data source that provides
a baseline and at least one additional data point
for tracking progress. Some objectives lacked
baseline data at the time of their development but
had a potential data source and were considered
of sufficient national importance to be included in
Healthy People. These are called “developmental”

objectives. When data become available, a
developmental objective is moved to measurable
status and a Healthy People target can be set.

4. The change in disparity is estimated by subtracting
the disparity at baseline from the disparity at the
most recent data point and, therefore, is expressed
in percentage points. See the Reader’s Guide for more
information. When standard errors were available,
the change in disparity was tested at the 0.05 level of
significance. See the Figure 7-2 footnotes, as well as
the Technical Appendix, for more detail.

5. As of the Healthy People 2020 launch, Healthy People
2020 objectives that were retained “as is” from
Healthy People 2010 had no change in the numerator
or denominator definitions, the data source(s), or
the data collection methodology. These include
objectives that were developmental in Healthy
People 2010 and are developmental in Healthy People
2020, and for which no numerator information is
available.

6. As of the Healthy People 2020 launch, objectives
that were modified from Healthy People 2010 had
some change in the numerator or denominator
definitions, the data source(s), or the data collection
methodology. These include objectives that went
from developmental in Healthy People 2010 to
measurable in Healthy People 2020, or vice versa.

7. Archived objectives had at least one data point in
Healthy People 2010 but were not carried forward
into Healthy People 2020.

Comprehensive Summary of Objectives: Educational and Community-
Based Programs

Objective Description Data Source or Objective Status

7-1 High school completion (18—24 years) Current Population Survey (CPS), Department of Commerce,
Census Bureau.

7-2a School health education—All priority areas (middle/junior, School Health Policies and Programs Study (SHPPS), CDC,
senior high schools) NCCDPHP.

7-2b School health education—Unintentional injury (middle/junior, ~ School Health Policies and Programs Study (SHPPS), CDC,
senior high schools) NCCDPHP.

7-2c School health education—Violence (middle/junior, senior high  School Health Policies and Programs Study (SHPPS), CDC,
schools) NCCDPHP.

7-2d School health education—Suicide (middle/junior, senior high  School Health Policies and Programs Study (SHPPS), CDC,
schools) NCCDPHP.

7-2e School health education—Tobacco use and addiction (middle/  School Health Policies and Programs Study (SHPPS), CDC,
junior, senior high schools) NCCDPHP.
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Comprehensive Summary of Objectives: Educational and Community-Based Programs (continued)

Objective Description

Data Source or Objective Status

7-2f School health education—Alcohol and other drug use School Health Policies and Programs Study (SHPPS), CDC,
(middle/junior, senior high schools) NCCDPHP.

7-29 School health education—Unintended pregnancy, HIV/AIDS,  School Health Policies and Programs Study (SHPPS), CDC,
and STD infection (middle/junior, senior high schools) NCCDPHP.

7-2h School health education—Unhealthy dietary patterns (middle/  School Health Policies and Programs Study (SHPPS), CDC,
junior, senior high schools) NCCDPHP.

7-2i School health education—Inadequate physical activity School Health Policies and Programs Study (SHPPS), CDC,
(middle/junior, senior high schools) NCCDPHP.

7-2j School health education—Environmental health (middle/ School Health Policies and Programs Study (SHPPS), CDC,
junior, senior high schools) NCCDPHP.

7-3 Health-risk behavior information for college and university National College Health Risk Behavior Survey, CDC, NCCDPHP.
students

7-4a School nurse-to-student ratio of at least 1:750—All middle/  School Health Policies and Programs Study (SHPPS), CDC,
junior and senior high schools NCCDPHP.

7-4b School nurse-to-student ratio of at least 1:750—Senior high  School Health Policies and Programs Study (SHPPS), CDC,
schools NCCDPHP.

7-4¢c School nurse-to-student ratio of at least 1:750—Middle and ~ School Health Policies and Programs Study (SHPPS), CDC,
junior high schools NCCDPHP.

7-4d School nurse-to-student ratio of at least 1:750— Elementary ~ School Health Policies and Programs Study (SHPPS), CDC,
schools NCCDPHP.

7-5a Worksite health promotion programs—Worksites with fewer ~ Developmental.
than 50 employees

7-5b Worksite health promotion programs—Worksites with 50 or ~ National Worksite Health Promotion Survey (NWHPS), Association
more employees for Worksite Health Promotion (AWHP) and OPHS, ODPHP.

7-5¢C Worksite health promotion programs—Worksites with 50 to National Worksite Health Promotion Survey (NWHPS), Association
99 employees for Worksite Health Promotion (AWHP) and OPHS, ODPHP.

7-5d Worksite health promotion programs—Worksites with 100 to ~ National Worksite Health Promotion Survey (NWHPS), Association
249 employees for Worksite Health Promotion (AWHP) and OPHS, ODPHP.

7-5e Worksite health promotion programs—Worksites with 250 to  National Worksite Health Promotion Survey (NWHPS), Association
749 employees for Worksite Health Promotion (AWHP) and OPHS, ODPHP.

7-5f Worksite health promotion programs—Worksites with 750 or ~ National Worksite Health Promotion Survey (NWHPS), Association
more employees for Worksite Health Promotion (AWHP) and OPHS, ODPHP.

7-6 Participation in employer-sponsored health promotion National Health Interview Survey (NHIS), CDC, NCHS.
activities (age adjusted, 18+ years)

-7 Health care organizations that provide patient and family Deleted at the Midcourse Review.
education

7-8 Satisfaction with patient education Deleted at the Midcourse Review.
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Comprehensive Summary of Objectives: Educational and Community-Based Programs (continued)

Objective Description

Data Source or Objective Status

7-9 Hospital and managed care organization sponsorship of Deleted at the Midcourse Review.
community health promotion activities
7-10 Community health promotion programs addressing Healthy Developmental.
People 2010 focus areas
7-11a  Culturally appropriate and linguistically competent community ~ Deleted at the Midcourse Review.
health promotion programs—Access to quality health
services
7-11b  Culturally appropriate and linguistically competent community ~ Deleted at the Midcourse Review.
health promotion programs—Arthritis, osteoporosis, and
chronic back conditions
7-11¢  Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—Cancer of County and City Health Officials (NACCHO).
7-11d  Culturally appropriate and linguistically competent community ~ Deleted at the Midcourse Review.
health promotion programs—Chronic kidney disease
7-11e  Culturally appropriate and linguistically competent community ~ Deleted at the Midcourse Review.
health promotion programs—Diabetes
7-11f Culturally appropriate and linguistically competent community  Deleted at the Midcourse Review.
health promotion programs—Disability and secondary
conditions
7-11g  Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—~Educational and community- of County and City Health Officials (NACCHO).
based programs
7-11h Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—Environmental health of County and City Health Officials (NACCHO).
7-1i Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—~Family planning of County and City Health Officials (NACCHO).
7-11] Culturally appropriate and linguistically competent community — Deleted at the Midcourse Review.
health promotion programs—~Food safety
7-11k  Culturally appropriate and linguistically competent community  Deleted at the Midcourse Review.
health promotion programs—Medical product safety
7-11 Culturally appropriate and linguistically competent community  Deleted at the Midcourse Review.
health promotion programs—~Health communication
7-11m  Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association

health promotion programs—~Heart disease and stroke

of County and City Health Officials (NACCHO).
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Comprehensive Summary of Objectives: Educational and Community-Based Programs (continued)

Objective Description

Data Source or Objective Status

7-11n Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—HIV of County and City Health Officials (NACCHO).

7-110  Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—Immunization and infectious of County and City Health Officials (NACCHO).
diseases

7-11p  Culturally appropriate and linguistically competent community ~ Deleted at the Midcourse Review.
health promotion programs—Injury and violence prevention

7-11q  Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs— Maternal, infant (and child) of County and City Health Officials (NACCHO).
health

7-11r Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—Mental health (and mental of County and City Health Officials (NACCHQ).
disorders)

7-11s  Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promation programs—Nutrition and overweight of County and City Health Officials (NACCHQ).

7-11t Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—~Occupational safety and health  of County and City Health Officials (NACCHO).

7-11u Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—~Oral health of County and City Health Officials (NACCHO).

7-11v  Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—~Physical activity and fitness of County and City Health Officials (NACCHO).

7-11w  Culturally appropriate and linguistically competent community ~ Deleted at the Midcourse Review.
health promotion programs—~Public health infrastructure

7-11x Culturally appropriate and linguistically competent community ~ Deleted at the Midcourse Review.
health promotion programs—Respiratory diseases

7-11y  Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—=Sexually transmitted diseases of County and City Health Officials (NACCHO).

7-11z Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—Substance abuse (alcohol and of County and City Health Officials (NACCHO).
other drugs)

7-11aa  Culturally appropriate and linguistically competent community ~ National Profile of Local Health Departments, National Association
health promotion programs—Tobacco use of County and City Health Officials (NACCHO).

7-11bb  Culturally appropriate and linguistically competent community ~ Deleted at the Midcourse Review.
health promotion programs—Vision and hearing

7-12 Participation in community health promotion activities (age National Health Interview Survey (NHIS), CDC, NHCS.

adjusted, 65+ years)

7-10
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Figure 7-1. Progress Toward Target Attainment for Focus Area 7: Educational and Community-Based

Programs
LEGEND . Moved away from target' Moved toward target . Met or exceeded target
Percent of ta_rgetezd Baseline vs. Final
change achieved 2010  Baseline Final Differ- Statistically Percent
Objective 0 25 50 75100 Target (Year) (vear)  ence® Significant* Change®
7-1. High school completion (18—24 years) 90% 85% 89% 4 Yes 4.7%
(1998) (2007)
7-2. School health education
a. All priority areas (middle/junior, senior 22.0% 83% 33% 44% 1h Yes 33.3%
high schools) (1994) (2006)
b. Unintentional injury (middle/junior, senior 90% 66% 80% 14 Yes 21.2%
high schools) (1994) (2006)
c. Violence (middle/junior, senior high 80% 58% 77% 19 Yes 32.8%
schools) (1994) (2006)
d. Suicide (middle/junior, senior high schools) 22.7% 80% 58% 63% 5 No 8.6%
(1994) (2006)
e. Tobacco use and addiction (middle/junior, 11.1% 95% 86% 87% 1 No 1.2%
senior high schools) (1994) (2006)
f. Aloohol and other drug use (middle/junior, ' 95%  90% 87% -3 No  -3.3%
senior high schools) (1994) (2006)
g. Unintended pregnancy, HIV/AIDS, and 8.0% 90% 65% 67% 2 No 31%
STD infection (middle/junior, senior high (1994) (2006)
schools)
h. Unhealthy dietary patterns (middle/junior, 0.0% 95% 84% 84% 0 No 0.0%
senior high schools) (1994) (2006)
i. Inadequate physical activity (middle/junior, 8.3% 90% 78% 79% 1 No 1.3%
senior high schools) (1994) (2006)
j. Environmental health (middle/junior, senior 0.0% 80% 60% 60% 0 No 0.0%
high schools) (1994) (2000)
7-3. Health-risk behavior information for col- 25% 6% 19% 13 Nottested 216.7%
lege and university students (1995) (2008)
7-4. School nurse-to-student ratio of at least
1:750
a. All middle/junior and senior high schools 50% 28% 45% 17 Yes 60.7%
(1994) (2006)
b. Senior high schools 50.0% 50% 26% 38% 12 Yes 46.2%
(1994) (2006)
¢. Middle and junior high schools 100.0% 50% 32% 50% 18 Yes 56.3%
(1994) (2006)
d. Elementary schools 50.0% 48% 42% 45% 3 No 71%
(2000) (2006)
7-6. Participation in employer-sponsored 88% 67% 59% -8 Yes -11.9%
health promotion activities (age adjusted, (1994) (1998)

18+ years)
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Figure 7-1. Progress Toward Target Attainment for Focus Area 7: Educational and Community-Based Programs
(continued)

NOTES

See the Reader’s Guide for more information on how to read this figure. See DATA2010 at http://wonder.cdc.gov/data2010 for all HealthyPeople 2010
tracking data. Tracking data are not available for objectives 7-5a through f, 7-10, 7-11c, 7-11g through i, 7-11m through o, 7-11q through v, 7-11y,
7-11z, 7-11aa, and 7-12. Objectives 7-7, 7-8, 7-9, 7-11a, 7-11b, 7-11d through f, 7-11j through 1, 7-11p, 7-11w, 7-11x, and 7-11bb were deleted at the
Midcourse Review.

FOOTNOTES
! Movement away from target is not quantified using the percent of targeted change achieved. See Technical Appendix for more information.
Final value - Baseline value

2 Percent of targeted change achieved = % 100.
Healthy People 2010 target — Baseline value

3 Difference = Final value - Baseline value. Differences between percents (%) are measured in percentage points.

# When estimates of variability are available, the statistical significance of the difference between the final value and the baseline value is assessed at
the 0.05 level. See Technical Appendix for more information.

Final value - Baseline value

5 Percent change = x 100.
Baseline value
DATA SOURCES
7-1. Current Population Survey (CPS), Department of Commerce, Census Bureau.
7-2a-j.  School Health Policies and Programs Study (SHPPS), CDC, NCCDPHP.
7-3. National College Health Risk Behavior Survey, CDC, NCCDPHP.
7-4a-d.  School Health Policies and Programs Study (SHPPS), CDC, NCCDPHP.
7-6. National Health Interview Survey (NHIS), CDC, NCHS.
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Figure 7-2. Health Disparities Table for Focus Area 7: Educational and Community-Based Programs

Disparities from the best group rate for each characteristic at the most recent data point and changes in disparity from the baseline
to the most recent data point.

Race and Ethnicity Sex Education Income Location Disability
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NOTES

See DATA2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010 tracking data. Disparity data are either unavailable or not applicable for objectives 7-2a
through j, 7-4a through d, 7-5a through f, 7-10, and 7-11c, g, h, i, m, n, o, q through v, y, z, and aa. Objectives 7-7 through 7-9, and 7-11a, b, d, e, f.j, k, 1, p, w, x, and bb
were deleted at Midcourse Review.

Years in parentheses represent the baseline and most recent data years (if available).

Disparity from the best group rate is defined as the percent difference between the best group rate and each of the other group rates for a characteristic (e.g. race
and ethnicity). The summary index is the average of these percent differences for a characteristic. Change in disparity is estimated by subtracting the disparity

at baseline from the disparity at the most recent data point. Change in the summary index is estimated by subtracting the summary index at baseline from the
summary index at the most recent data point. See Technical Appendix for more information.

LEGEND

The “best” group rate at the most The group with the best rate for Most favorable group Reliability criterion for

recent data point. specified characteristic. rate for specified char- best group rate not
acteristic, but reliability met, or data available

criterion not met. for only one group.

Percent difference from the best group rate

Disparity from the best group rate at Less than 10%, or difference not M 100% or
the most recent data point. statistically significant (when estimates 10%—-49% 50%—-99% more
of variability are available). L

Changes in disparity over time are shown when: Increase in disparity (percentage points)
(@) disparities data are available at both baseline and most recent time points; (b) data are — — 1100
not for the group(s) indicated by “B” or “b” at either time point; and (c) the change is greater . ‘ A oen ‘ ™o
than or equal to 10 percentage points and statistically significant, or when the change s | 10-49 points 4 | 50-99 points A Enoc')?és or
greater than or equal to 10 percentage points and estimates of variability were not available, _— — —
56¢ Technical Appendix. Decrease in dispartty (percentage points)

M) ) (o] 100

¥ | 10-49 points i 50-99 points i points or

more
Availability of Data () () Characteristic not
Data not available. selected for this
objective.

(G (S
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Figure 7-2. Health Disparities Table for Focus Area 7: Educational and Community-Based Programs (continued)

FOOTNOTES

* Measures of variability were available. Thus, the variability of best group rates was assessed, and statistical significance was tested. Disparities of 10% or more are
displayed when the differences from the best group rate are statistically significant at the 0.05 level. Changes in disparities over time are indicated by arrows when
the changes are greater than or equal to 10 percentage points and are statistically significant at the 0.05 level. See Technical Appendix.

T Measures of variability were not available. Thus, the variability of best group rates was not assessed, and statistical significance could not be tested. Nonetheless,
disparities and changes in disparities over time are displayed according to their magnitude. See Technical Appendix.

! Most recent data by race and ethnicity are for 2006.

2 Baseline data by disability status are for 1995.

3 Baseline data by race and ethnicity are for 1998.

! Data are for Asian or Pacific Islander.

i Change in the summary index cannot be assessed. See Technical Appendix,

ii The group with the best rate at the most recent data point is different from the group with the best rate at baseline. Both rates met the reliability criterion. See
Technical Appendix.

DATA SOURCES

7-1. Current Population Survey (CPS), Department of Commerce, Census Bureau.
7-3. National College Health Risk Behavior Survey, CDC, NCCDPHP.

7-6. National Health Interview Survey (NHIS), CDC, NCHS.

7-12. National Health Interview Survey (NHIS), CDC, NCHS.
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GOAL:
Promote health for all through a healthy
environment.

N

This chapter includes objectives that monitor progress
in six general Healthy People areas:

)

The Outdoor Air Quality area monitors the
proportion of persons exposed to air containing
harmful pollutants.

The Surface and Ground Water Quality area
tracks contaminants in drinking water, fish, and
recreational water.

The Toxics and Waste area monitors exposures to
toxic substances and hazardous waste.

The Healthy Homes and Healthy Communities area
focuses on environmental factors in homes, schools,
and worksites.

Infrastructure and Surveillance addresses the avail-
ability of methods to detect environmental hazards
(e.g., chemical, biological, and other factors that may
adversely affect health), exposures to these hazards,
and the diseases potentially caused by these hazards.

Global Environmental Health objectives address the
global burden of disease due to poor water quality,
sanitation, personal and domestic hygiene, and the
proportion of the population in the U.S.-Mexico
border region that has adequate drinking water and
sanitation facilities.

All Healthy People tracking data quoted in this chapter,
along with technical information and Operational
Definitions for each objective, can be found in the
Healthy People 2010 database, DATA2010, available from
http://wonder.cdc.gov/data2010/.

More information about this Focus Area can be found in
the following publications:

)

Healthy People 2010: Understanding and Improving
Health, available from http://www.healthypeople.
gov/2010/Document/tableofcontents.htm#under.
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) Healthy People 2010 Midcourse Review, available from:

http://www.healthypeople.gov/2010/data/midcourse/
html/default.htm#FocusAreas.

Highlights

) Substantial progress was achieved in objectives

for this Focus Area during the past decade [1].
Eighty-four percent of the Environmental Health
objectives with data to measure progress moved
toward or achieved their Healthy People 2010
targets (Figure 8-1). However, health disparities
were observed among racial and ethnic populations
in their exposure to harmful air pollutants (Figure
8-2) [2]. Similar disparities were observed between
populations residing in urban and rural locations.

Between 1997 and 2010, exposure to harmful air
pollutants (objectives 8-1a through g) declined for all
pollutants tracked. The proportion of persons living
in counties that exceed National Ambient Air Quality
Standards (NAAQS) for carbon monoxide (objective
8-1c) declined from 20% to 0%; the proportion for
nitrogen dioxide (objective 8-1d) declined from 5%
to 0%; the proportion for sulfur dioxide (objective
8-1e) declined from 2% to 0%; and the proportion
for lead (objective 8-1f) declined from less than 1%
to 0% in 2010, all meeting the Healthy People 2010
targets of 0% for those pollutants. Although the
2010 targets were not met for ozone (objective 8-la)
and particulate matter (objective 8-1b), air quality
for these pollutants improved, declining 16.3% and
25.0%, respectively. The data presented here do not
reflect tighter standards that were issued after the
targets had been set.

The proportion of people living in counties that
exceeded NAAQS for ozone (objective 8-1a) declined
25.0% between 1997 and 2010, from 43% to 36%,


http://wonder.cdc.gov/data2010/
http://www.healthypeople.gov/2010/Document/tableofcontents.htm#under
http://www.healthypeople.gov/2010/Document/tableofcontents.htm#under
http://www.healthypeople.gov/2010/data/midcourse/html/default.htm#FocusAreas
http://www.healthypeople.gov/2010/data/midcourse/html/default.htm#FocusAreas

)

moving toward the 2010 target of 0%. However, the
final data year by race and ethnicity was 2004, and at
that time, disparities were observed for a number of
population groups:

= Among racial and ethnic groups, the American
Indian or Alaska Native population had the
lowest (best) rate of living in counties that
exceeded NAAQS for ozone (objective 8-1a), 23%
in 2004, whereas the non-Hispanic white, Native
Hawaiian or Other Pacific Islander, non-Hispanic
black, Hispanic or Latino, and Asian populations
had rates of 33%, 35%, 43%, 59%, and 67%,
respectively. The rate for the non-Hispanic white
population was almost one and a half times the
best group rate (that for the American Indian or
Alaska Native population); the rate for the Native
Hawaiian or Other Pacific Islander population
was about one and ahalftimes the best group rate;
the rate for the non-Hispanic black population
was almost twice the best group rate; the rate for
the Hispanic or Latino population was more than
two and a half times the best group rate; and the
rate for the Asian population was nearly three
times the best group rate [2].

= The rural or nonmetropolitan population had
better rates of exposure to ozone (4% in 1997
and 3% in 2004) than the urban or metropolitan
population (52% in 1997 and 48% in 2004). In
2004, the rate for the urban or metropolitan
population was 16 times the rate for the rural
or nonmetropolitan population. Between 1997
and 2004, the disparity in ozone exposure
between the rural/nonmetropolitan and the
urban/metropolitan populations increased 300
percentage points [3].

The proportion of people living in counties that
exceeded NAAQS for particulate matter (objective
8-1b) declined 25.0% between 1997 and 2010, from
12% to 9%. However, the final data year by race and
ethnicity also was 2004 and, at that time, disparities
were observed for a number of population groups.

= Among racial and ethnic groups, the non-
Hispanic black population had the lowest (best)
rate of particulate matter exposure (objective
8-1b), 6% in 2004. The American Indian or
Alaska Native population had a rate of 13%, more
than twice the best rate. The Asian and Native
Hawaiian or Other Pacific Islander populations
each had arate of 22%, over three and a halftimes
the best rate. The Hispanic or Latino population
had a rate of 28%, more than four and a half times
the best rate [2].

= The rural or nonmetropolitan population had
lower (better) rates of exposure to particulate
matter (1% in 1997 and 2004) than the urban
or metropolitan population (15% in 1997 and
13% in 2004). In 2004, the rate for the urban or

metropolitan population was 13 times the rate
for the rural or nonmetropolitan population.
Between 1997 and 2004, the disparity in
particulate matter between the rural/
nonmetropolitan and the urban/metropolitan
populations decreased 200 percentage points [3].

) The use of alternate modes of transportation

increased. Trips made by transit (objective 8-2c)
increased 116.7% between 1995 and 2009, from 1.8%
to 3.9%, exceeding the 2010 target of 3.6%. Trips made
by walking (objective 8-2b) increased 92.6%, from
54% to 10.4%, almost achieving the 2010 target of
10.8%. Smaller gains were made for trips by bicycle
(objective 8-2a) and telecommuting (objective 8-2d),
which increased 11.1% and 40.0% respectively.

The proportion of persons served by water systems
that met safe drinking water standards (objective
8-5) increased 9.5% between 1995 and 2008, from
84% to 92%, moving toward the 2010 target of 95%.
The number of waterborne disease outbreaks
(objective 8-6) declined 83.3% from 1987-96 to
2008, from 6 outbreaks to 1, exceeding the target of
2 outbreaks. However, there was little progress in
water conservation (objective 8-7). Between 1995 and
2005, the daily per capita gallons of domestic water
usage declined only 2%.

The risks posed by hazardous sites on the National
Priority Sites List (objective 8-12a) declined 11.8%
between 1998 and 2008, from 1,290 to 1,138 sites,
exceeding the 2010 target of 1,176 sites.

Progress was made in exposure to environmental
pesticides and chemicals (objectives 8-24 and 8-25).
Four of the 15 objectives with data to measure
progress met or exceeded their 2010 targets: exposure
to propoxur (objective 8-24d) declined from 1.1 pg/gm
of creatinine for the 90th percentile of the population
aged 6-59 years to below the level of detection (0.4
pg);  o-Phenylphenol (objective 8-25g) declined
40.0%; diazinon (objective 8-25i) was below the level
of detection in 1999-2000 (0.58 pg) and 2001-02
(0.5 pg); and mercury in females aged 16-49 years
(objective 8-25q) declined 35.3%. Eight objectives
made progress toward their targets. However, three
moved away from their targets, including exposure to
chlorpyrifos (objective 8-24c) which increased 10.8%,
cadmium (objective 8-25b) which increased 14.3%,
and DDT (objective 8-250) which increased 1.6%.

Summary of Progress

) TFigure 8-1 presents a quantitative assessment of

progress in achieving the Healthy People objectives
for Environmental Health. Data to measure progress
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toward target attainment were available for 61
objectives [1]. Of these:

= Twenty-one objectives met or exceeded the
Healthy People 2010 targets (objectives 8-lc
through f; 8-2¢; 8-6; 8-12a; 8-19; 8-24d; 8-25g, i,
and g; 8-27d and e; and 8-30a, e through i, and ]).

= Thirty objectives moved toward their targets. A
statistically significant difference between the
baseline and final data points was observed for
one objective (8-22). Data to test the significance
of the difference between the baseline and
final data points were unavailable for all the
remaining objectives (8-1a b, and g; 8-2a, b, and
d; 8-3 through 5; 8-7; 8-9; 8-13; 8-15; 8-23; 8-24b;
8-25¢, e, m, n, p, 1, and s; 8-27a through c, i, and
0; and 8-29).

= Two objectives showed no change (objectives
8-27g and 8-30b).

= Eight objectives moved away from their targets
(objectives 8-10a and b, 8-24c, 8-25b and o, 8-27h,
and 8-30j and ). Data to test the significance of
the difference between the baseline and final
data points were unavailable for any of these
objectives.

) Eight objectives (8-14a and b; 8-17; 8-25d, h, and j

through l) remained developmental and 18 objectives
had no follow-up data available to measure progress
(objectives 8-8a and b; 8-12b through d; 8-16a through
c; 8-18; 8-20; 8-21; 8-25a and f; 8-27f, j and k; and 8-30c¢
and d) [4]. Five objectives (8-24a, 8-271 through n, and
8-28) were deleted at the Midcourse Review. Data for
one objective (8-11) became statistically unreliable.

Figure 8-2 displays health disparities in
Environmental Health from the best group rate for
each characteristic at the most recent data point [2].
It also displays changes in disparities from baseline
to the most recent data point [3].

= One objective (8-22) had statistically significant
racial and ethnic health disparities of 10% or
more. Five other objectives (8-1a through c, e,
and g) had racial and ethnic health disparities of
10% or more but lacked data to assess statistical
significance. Ofthese six objectives, the American
Indian or Alaska Native, Native Hawaiian or
Other Pacific Islander, and non-Hispanic black
populations each had the best group rate for
one objective. The non-Hispanic black and non-
Hispanic white populations were tied for the best
group rate for objective 8-1c (exposure to carbon
monoxide); persons of two or more races and the
non-Hispanic black populations were tied for
the best group rate for objective 8-22 (persons in
pre-1950s homes tested for lead paint). All racial
and ethnic populations except for the Native
Hawaiian or Other Pacific Islander population
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were tied for the best group rate for objective 8-1e
(exposure to sulfur dioxide).

= Females had a better rate than males for the one
objective with health disparities of 10% or more
by sex (8-1b, exposure to particulate matter).

= Persons living in rural or nonmetropolitan areas
had better rates than persons living in urban or
metropolitan areas for all four objectives (8-1a
through ¢, and g) with health disparities of 10%
or more by geographic location.

= Several objectives with health disparities of 100%
or more by race and ethnicity and by geographic
location were observed, as were objectives with
changes in health disparities of 100 percentage
points or more over time. These objectives were
discussed in the Highlights, above.

Transition to Healthy People
2020

The Healthy People 2020 Environmental Health Topic
Area has fewer objectives than those included in Healthy
People 2010. See HealthyPeople.gov for a complete list of
Healthy People 2020 topics and objectives.

The Healthy People 2020 objectives can be grouped into
several sections:

) Outdoor air quality

) Surface and ground water quality

) Toxics and waste

) Healthy homes and healthy communities
) Infrastructure and surveillance

) Global environmental health.

The differences between the Healthy People 2010 and
Healthy People 2020 objectives are summarized below:

) The Healthy People 2020 Environmental Health
Topic Area has a total of 67 objectives, whereas the
Healthy People 2010 Environmental Health Focus
Area had 93 objectives.

) Twenty-seven Healthy People 2010 objectives were
retained “asis” [5]:

= Increase the proportion of persons served by
community water systems who receive a supply
of drinking water that meets the regulations of
the Safe Drinking Water Act (objective 8-5).

= Reduce waterborne disease outbreaks arising


http://www.healthypeople.gov/

from water intended for drinking among persons
served by community water systems (objective
8-6).

Eliminate elevated blood lead levels in children
(objective 8-11).

Minimize the risks to human health and the
environment posed by hazardous sites: National
Priority List sites (objective 8-12a).

Reduce pesticide exposures that result in visits to
a health care facility (objective 8-13).

Increase recycling of municipal solid waste
(objective 8-15).

Reduce the proportion of occupied housing units
that have moderate or severe physical problems
(objective 8-22).

Reduce exposure to pesticides as measured by
urine concentrations of metabolites:

= Paranitrophenol (methyl
parathions) (objective 8-24b)

= 34,6-trichloro-2-pyridinol(chlorpyrifos) (objec-
tive 8-24c¢).

Reduce exposure to selected environmental
chemicals in the population, as measured by
blood and urine concentrations of the substances
or their metabolites:

parathion and

= Arsenic (objective 8-25a)
= Cadmium (objective 8-25b)
= Lead (objective 8-25¢)

= Mercury, children aged 1-5 years (objective
8-25¢)

= Mercury, females aged 16-49 years (objective
8-25q)

= Chlordane (Oxychlordane) (objective 8-25m)

= DDT (DDE) (objective 8-250)

= Beta-hexacyclochlorohexane or beta-HCH (ob-
jective 8-25p)

= cis- and trans-Permethrin (objective 8-25h)
= Dioxins (objective 8-25k).

Improve the utility, awareness, and use of
existing information systems for environmental
health (objective 8-26).

Increase the number of territories, tribes, and
states (including the District of Columbia) that
monitor diseases or conditions that can be
caused by exposure to environmental hazards:

= Lead poisoning (objective 8-27a)

= Pesticide poisoning (objective 8-27b)
= Mercury poisoning (objective 8-27c)
= Arsenic poisoning (objective 8-27d)

= Cadmium poisoning (objective 8-27e¢)

= Acute chemical poisoning (objective 8-27g)
= Carbon monoxide poisoning (objective 8-27h).

= Twenty-one Healthy People 2010 objectives
were modified, expanded, and retained,
resulting in 35 objectives in Healthy People 2020
[6].
= In Healthy People 2010, there were seven
objectives (8-la through g) that tracked air
quality separately for each of six criteria air
pollutants (ozone, carbon monoxide, nitrogen
dioxide, particulate matter, sulfur dioxide, and
lead), and the total population exposed to any
of these. In Healthy People 2020, air quality is
tracked by a single objective (Air Quality Index),
which is a composite measure of criteria air
pollutants.

= The objectives (8-2a through d) to increase use
of alternative modes of transportation for work
commutes, to reduce motor vehicle emissions
and improve the nation’s air quality, has a new,
more timely data source.

= The objective to reduce air toxic emissions to
decrease the risk of adverse health effects caused
by airborne toxics (objective 8-4) was split into
three objectives by source type.

= The objective for school policies to protect
against environmental hazards (objective 8-20)
was split into nine objectives to separately track
specific policies.

= Other objectives had changes in operational
definition.

) Thirty-six Healthy People 2010 objectives were

archived [7]. These include objectives addressing:
cleaner alternative fuels (objective 8-3); water bodies
safe for fishing and recreation (objectives 8-8a and
b); fish consumption advisories (objectives 8-10a and
b); risks posed by hazardous sites (objectives 8-12b
through d); indoor allergens (objectives 8-16a and
b); proportion of persons living in homes tested for
radon (objective 8-18); disaster preparedness plans,
protocols, and exercises (objective 8-21); exposure
to pesticides (objectives 8-24d, and 8-25f, g, i, n, r,
and s); monitoring environmentally related diseases
(objectives 8-27f, i through k, and o); and water
quality in the U.S.-Mexico border region (objectives
8-30a through 1).

= In general, these objectives were archived
because the data source could not produce
consistent, comparable data. In the case of
cleaner alternative fuels, it was not clear what
negative externalities would be associated with
the increased use of these fuels. Objectives
related to monitoring exposure to environmental
chemicals were archived because the measures
used to monitor them were below the limits of
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detection, or because the public health concern
could be tracked by a related chemical or was
not deemed a significant public health concern
by CDC.

> Five Healthy People 2010 objectives were deleted at
the Midcourse Review:

= Exposure to pesticides—Urine concentrations
in pg/g creatinine—1l-naphthol (carbaryl) (aged
6 years and over) (objective 8-24a) was deleted
because it was an inadequate environmental
marker.

= Monitoring environmentally related diseases—
Skin cancer (objective 8-271) was deleted because
it was being tracked by objective 3-14 (cancer
registries).

= Monitoring environmentally related diseases—
Malignant melanoma (objective 8-27m) was
deleted because it was tracked by objective 3-14
(cancer registries).

= Monitoring environmentally related diseases—
Other skin cancer (objective 8-27n) was deleted
because it was tracked by objective 3-14 (cancer
registries).

= Local agencies using surveillance data for vector
control (objective 8-28) was deleted due to the
lack of a national data source.

> Four Healthy People 2010 objectives that remained
developmental were removed during the Healthy
People 2020 planning process, due to lack of a data
source, or because data was never produced by the
data source, or because the measure was consistently
below the level of detection, or because the measure
was an inadequate environmental marker.

= Production-related waste released by the
business sector (objective 8-14a)

= Office building air quality—Number of buildings
that are managed using good indoor air quality
practices (objective 8-17)

= Exposure to pesticides, heavy metals, and
selected environmental chemicals—Manganese
(objective 8-25d)

= Exposure to pesticides, heavy metals, and
selected environmental chemicals—Furans
(objective 8-251).

) Five new objectives were added for Healthy People
2020:

= FExposure to potential endocrine disruptors—
Bisphenol A

= Exposure to potential endocrine disruptors—
Perchlorate

= Exposure to potential endocrine disruptors—
Mono-n-butyl phthalate
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= Exposure to potential endocrine disruptors—
BDE 47 (2,2'4.4-tetrabromodiphenyl ether)

= Reduce the number of new schools sited within
500 feet of an interstate or Federal or State
highway.
Appendix D, “A Crosswalk between Objectives from
Healthy People 2010 to Healthy People 2020,” summa-

rizes the changes between the two decades of objectives,
reflecting new knowledge and direction for this area.

Data Considerations

Education and income are the primary measures of
socioeconomic status in Healthy People 2010. Most data
systems used in Healthy People 2010 define income as a
family’s income before taxes. To facilitate comparisons
among groups and over time, while adjusting for family
size and for inflation, Healthy People 2010 categorizes
income using the poverty thresholds developed by the
U.S. Census Bureau. Thus, the three categories of family
income that are primarily used are:

) DPoor—below the Federal poverty level
> Near poor—100% to 199% of the Federal poverty level

> Middle/high income—200% or more of the Federal
poverty level.

These categories may be overridden by considerations
specific to the data system, in which case they are
modified as appropriate. See Healthy People 2010: General
Data Issues, referenced below.

Information on dataissues is available from the following
sources:

) All Healthy People 2010 tracking data can be found
in the Healthy People 2010 database, DATA2010,
available from http://wonder.cdc.gov/data2010/.

) Detailed information about the data and data
sources used to support these objectives can be
found in the Operational Definitions on the DATA
2010 website, available from http://wonder.cdc.gov/
data2010/focusod.htm.

) More information on statistical issues related to
Healthy People tracking and measurement can
be found in the Technical Appendix and in Healthy
People 2010: General Data Issues, which is available in
the General Data Issues section of the NCHS Healthy
People website under Healthy People 2010; see http://
www.cdc.gov/nchs/healthy_people/hp2010/hp2010_

data_issues.htm.
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Notes

1.

8-8

. Information

Displayed in the Progress Chart (Figure 8-1), the
percent of targeted change achieved expresses the
difference between the baseline and the final value
relative to the initial difference between the baseline
and the Healthy People 2010 target. As such, it is a
relative measure of progress toward attaining the
Healthy People 2010 target. See the Reader’s Guide
for more information. When standard errors were
available, the difference between the baseline and the
final value was tested at the 0.05 level of significance.
See the Figure 8-1 footnotes, as well as the Technical
Appendix, for more detail.

about disparities among select
populations is shown in the Health Disparities
Table (Figure 8-2). Disparity from the best group
rate is defined as the percent difference between the
best group rate and each of the other group rates
for a characteristic. For example, racial and ethnic
health disparities are measured as the percent
difference between the best racial and ethnic group
rate and each of the other racial and ethnic group
rates. Similarly, disparities by sex are measured as
the percent difference between the better group
rate (e.g., female) and the rate for the other group
(e.g., male). Some objectives are expressed in terms
of favorable events or conditions that are to be
increased, while others are expressed in terms of
adverse events or conditions that are to be reduced.
To facilitate comparison of health disparities
across different objectives, disparity is measured
only in terms of adverse events or conditions. For
comparability across objectives, objectives that are
expressed in terms of favorable events or conditions
are re-expressed using the adverse event or condition
for the purpose of computing disparity, but they are
not otherwise restated or changed. For example,
objective 1-1, to increase the proportion of persons
with health insurance (e.g., 72% of the American
Indian or Alaska Native population under age 65 had
some form of health insurance in 2008), is expressed
in terms of the percentage of persons without health
insurance (e.g., 100% - 72% = 28% of the American
Indian or Alaska Native population under age 65 did
not have any form of health insurance in 2008) when
the disparity from the best group rate is calculated.
See the Reader’s Guide for more information. When
standard errors were available, the difference between
the best group rate and each of the other group rates
was tested at the 0.05 level of significance. See the
Figure 8-2 footnotes, as well as the Technical Appendix,
for more detail.

3. The change in disparity is estimated by subtracting

the disparity at baseline from the disparity at the
most recent data point and, therefore, is expressed
in percentage points. See the Reader’s Guide for more
information. When standard errors were available,
the change in disparity was tested at the 0.05 level of
significance. See the Figure 8-2 footnotes, as well as
the Technical Appendix, for more detail.

. To be included in Healthy People 2010, an objective

must have a national data source that provides
a baseline and at least one additional data point
for tracking progress. Some objectives lacked
baseline data at the time of their development but
had a potential data source and were considered
of sufficient national importance to be included in
Healthy People. These are called “developmental”
objectives. When data become available, a
developmental objective is moved to measurable
status and a Healthy People target can be set.

5. As of the Healthy People 2020 launch, Healthy People

2020 objectives that were retained “as is” from
Healthy People 2010 had no change in the numerator
or denominator definitions, the data source(s), or
the data collection methodology. These include
objectives that were developmental in Healthy People
2010 and are developmental in Healthy People 2020,
and for which no numerator information is available.

6. As of the Healthy People 2020 launch, objectives

that were modified from Healthy People 2010 had
some change in the numerator or denominator
definitions, the data source(s), or the data collection
methodology. These include objectives that went
from developmental in Healthy People 2010 to
measurable in Healthy People 2020, or vice versa.

7. Archived objectives had at least one data point in

Healthy People 2010 but were not carried forward
into Healthy People 2020.
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Comprehensive Summary of Objectives: Environmental Health

Objective Description

Data Source or Objective Status

8-1a Percent of persons exposed to harmful air pollutants—QOzone  Air Quality System (AQS), Environmental Protection Agency (EPA).
8-1b Percent of persons exposed to harmful air pollutants— Air Quality System (AQS), Environmental Protection Agency (EPA).
Particulate matter (<10 um in diameter)
8-1c Percent of persons exposed to harmful air pollutants—Carbon ~ Air Quality System (AQS), Environmental Protection Agency (EPA).
monoxide
8-1d Percent of persons exposed to harmful air pollutants— Air Quality System (AQS), Environmental Protection Agency (EPA).
Nitrogen dioxide
8-1e Percent of persons exposed to harmful air pollutants—Sulfur  Air Quality System (AQS), Environmental Protection Agency (EPA).
dioxide
8-1f Percent of persons exposed to harmful air pollutants—Lead  Air Quality System (AQS), Environmental Protection Agency (EPA).
8-1g Number of persons (thousands) exposed to any harmful air Air Quality System (AQS), Environmental Protection Agency (EPA).
pollutants
8-2a Alternative modes of transportation—Trips made by bicycling ~ National Household Travel Survey (NHTS), formerly Nationwide
Personal Transportation Survey (NPTS), Department of
Transportation (DOT).
8-2b Alternative modes of transportation—Trips made by walking National Household Travel Survey (NHTS), formerly Nationwide
Personal Transportation Survey (NPTS), Department of
Transportation (DOT).
8-2¢ Alternative modes of transportation—Trips made by transit National Household Travel Survey (NHTS), formerly Nationwide
Personal Transportation Survey (NPTS), Department of
Transportation (DOT).
8-2d Alternative modes of transportation—Persons who National Household Travel Survey (NHTS), formerly Nationwide
telecommute Personal Transportation Survey (NPTS), Department of
Transportation (DOT).
8-3 Cleaner alternative fuels Alternatives to Traditional Transportation Fuels, Department of
Energy, (DOE).
8-4 Airborne toxins (million tons) National Emissions Inventory (NEI), Environmental Protection Agency
(EPA).
8-5 Safe drinking water Potable Water Surveillance System (PWSS) and Safe Drinking Water
Information System (SDWIS), Environmental Protection Agency
(EPA).
8-6 Waterborne disease outbreaks (average no. per year) State Reporting Systems, CDC, NCID.
8-7 Water conservation (gallons of domestic water usage per Estimated Use of Water in the United States, Department of Interior
capita per day) (DOI).
8-8a Water bodies safe for fishing and recreation—Rivers and National Water Quality Inventory (NWQI), Environmental Protection
streams Agency (EPA).
8-8b  Water bodies safe for fishing and recreation—Lakes, ponds, ~ National Water Quality Inventory (NWQI), Environmental Protection
and reservoirs Agency (EPA).
8-9 Beach open and safe for swimming (percent of days during Beaches Environmental Assessment, Closure and Health Program
beach season) (BEACH), Environmental Protection Agency (EPA).
8-10a  Fish consumption advisories—Rivers National Listing of Fish Advisories, Environmental Protection Agency

(EPA).
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Comprehensive Summary of Objectives: Environmental Health (continued)

Objective Description

Data Source or Objective Status

8-10b  Fish consumption advisories—Lakes National Listing of Fish Advisories, Environmental Protection Agency
(EPA).
8-11 Elevated blood lead levels in children 1-5 years (=10 pg/dL) National Health and Nutrition Examination Survey (NHANES), CDC,
NCHS.
8-12a  Risks posed by hazardous sites—National Priority List sites Comprehensive Environmental Response and Cleanup Liability
Information System (CERCLIS), Environmental Protection Agency
(EPA).
8-12b  Risks posed by hazardous sites—Resource Conservation and  Resource Conservation Recovery Act Info (RCRAInfo), Environmental
Recovery Act facilities Protection Agency (EPA).
8-12c  Risks posed by hazardous sites—Leaking underground Environmental Protection Agency (EPA).
storage facilities
8-12d  Risks posed by hazardous sites—Brownfield properties Environmental Protection Agency (EPA).
8-13 Pesticide exposures resulting in visits to a health care facility ~ Toxic Exposure Surveillance System (TESS), American Association
(no. of visits per year) of Poison Control Centers.
8-14a  Production-related waste released by the business sector (per  Developmental.
unit of production)
8-14b  Toxic chemicals released by the business sector (per unit of Developmental.
production)
8-15 Recycled municipal solid waste (percent of total municipal Municipal Solid Waste in the United States, Environmental
solid waste) Protection Agency (EPA).
8-16a  Indoor allergens—Group 1 dust mite allergens >2 pg/g of National Survey of Lead and Allergens in Housing: NIH, NIEHS;
dust in bed Department of Housing and Urban Development (HUD).
8-16b  Indoor allergens—Group 1 dust mite allergens >10 pug/g of National Survey of Lead and Allergens in Housing: NIH, NIEHS;
dust in bed Department of Housing and Urban Development (HUD).
8-16¢  Indoor allergens—German cockroach allergens >0.1 unit/g of National Survey of Lead and Allergens in Housing: NIH, NIEHS;
dust in the bed Department of Housing and Urban Development (HUD).
8-17 Office buildings that are managed using good indoor air Developmental.
quality practices (no. of buildings)
8-18 Proportion of persons living in homes tested for radon (age National Health Interview Survey (NHIS), CDC, NCHS.
adjusted)
8-19 Radon-resistant new home construction (no. of homes) National Association of Home Builders Research Center Survey,
National Association of Home Builders.
8-20 School policies to protect against environmental hazards School Health Policies and Programs Study (SHPPS), CDC,
NCCDPHP.
8-21 Disaster preparedness plans, protocols, and exercises (no. Association of State and Territorial Health Officials (ASTHO); CDC,
States and D.C.) Division of State and Local Readiness (DSLR).
8-22 Proportion of persons in pre-1950s homes tested for lead- National Health Interview Survey (NHIS), CDC, NCHS.
based paint (age adjusted, 18+ years)
8-23 Substandard housing (percent of homes with moderate or American Housing Survey (AHS), Department of Commerce, Census
severe physical problems) Bureau.
8-24a  Pesticide exposure—Urine concentrations (ug/g creatinine, Deleted at the Midcourse Review.

6—59 years)—1 naphthol (carbaryl) (ug/g creatinine)
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Comprehensive Summary of Objectives: Environmental Health (continued)

Objective Description

Data Source or Objective Status

8-24b  Pesticide exposure—Urine concentrations (ug/g creatinine, National Report on Human Exposure to Environmental Chemicals,
6-59 years)—Paranitrophenol (methyl parathion and CDC, NCEH; National Health and Nutrition Examination Survey
parathions) (ug/g creatinine) (NHANES), CDC, NCHS.
8-24c  Pesticide exposure—Urine concentrations (ug/g creatinine, National Report on Human Exposure to Environmental Chemicals,
6-59 years)—3, 5, 6-trichloro-2-pyridinol (chlorpyrifos) (ug/g  CDC, NCEH; National Health and Nutrition Examination Survey
creatinine) (NHANES), CDC, NCHS.
8-24d  Pesticide exposure—Urine concentrations (ug/g creatinine, National Report on Human Exposure to Environmental Chemicals,
6—-59 years)—Isopropoxyphenol (propoxur) (Ug/g creatinine) ~ CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25a  Exposure to Arsenic National Report on Human Exposure to Environmental Chemicals,
CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25b  Exposure to Cadmium—~Blood concentration (ug/L blood) National Report on Human Exposure to Environmental Chemicals,
CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25¢  Exposure to Lead—Blood concentration (ug/L blood) National Report on Human Exposure to Environmental Chemicals,
CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25d  Exposure to Manganese Developmental.
8-25e  Mercury in children aged 1-5 years—Blood concentration National Report on Human Exposure to Environmental Chemicals,
(Hg/L blood) CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25f  Exposure to 2, 4-Dichlorophenoxyacetic acid (ug/g creatinine)  National Report on Human Exposure to Environmental Chemicals,
CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25g  Exposure to 0-Phenylphenol—Urine concentration (ug/g National Report on Human Exposure to Environmental Chemicals,
creatinine) CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25h  Exposure to c¢is- and trans-Permethrin Developmental.
8-25i  Exposure to Diazinon—Urine concentration (ug/g creatining)  National Report on Human Exposure to Environmental Chemicals,
CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25]  Exposure to Polychlorinated biphenyls Developmental.
8-25k  Exposure to Dioxins Developmental.
8-251  Exposure to Furans Developmental.
8-25m  Exposure to Chlordane/Oxychlordane—Serum concentration ~ National Report on Human Exposure to Environmental Chemicals,
(ng/g lipid) CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25n  Exposure to Dieldrin—Serum concentration (ng/g lipid) National Report on Human Exposure to Environmental Chemicals,
CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-250  Exposure to DDT/DDE—Serum concentration (ng/g lipid) National Report on Human Exposure to Environmental Chemicals,

CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
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Comprehensive Summary of Objectives: Environmental Health (continued)

Objective Description

Data Source or Objective Status

8-25p  Exposure to Lindane/beta-HCH—Serum concentration (ng/g ~ National Report on Human Exposure to Environmental Chemicals,
lipid) CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25q  Exposure to Mercury in females aged 16—49 years—Blood National Report on Human Exposure to Environmental Chemicals,
concentration (ug/L) CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25r  Exposure to Chlordane/trans-Nonachlo—Serum National Report on Human Exposure to Environmental Chemicals,
concentration (ng/g lipid) CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-25s  Exposure to Chlordane/Heptachlor epoxide—Serum National Report on Human Exposure to Environmental Chemicals,
concentration (ng/g lipid) CDC, NCEH; National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.
8-26 Information systems used for public health (no. States) National Environmental Public Health Tracking Network (EPHT),
CDC, NCEH.
8-27a  Monitoring environmentally related diseases (no. States and State Reportable Conditions Assessment (SRCA), Council of State
D.C.)—Lead poisoning and Territorial Epidemiologists (CSTE).
8-27b  Monitoring environmentally related diseases (no. States and State Reportable Conditions Assessment (SRCA), Council of State
D.C.)—Pesticide poisoning and Territorial Epidemiologists (CSTE).
8-27¢c  Monitoring environmentally related diseases (no. States and State Reportable Conditions Assessment (SRCA), Council of State
D.C.)—Mercury poisoning and Territorial Epidemiologists (CSTE).
8-27d  Monitoring environmentally related diseases (no. States and State Reportable Conditions Assessment (SRCA), Council of State
D.C.)—Arsenic poisoning and Territorial Epidemiologists (CSTE).
8-27e  Monitoring environmentally related diseases (no. States and State Reportable Conditions Assessment (SRCA), Council of State
D.C.)—Cadmium poisoning and Territorial Epidemiologists (CSTE).
8-27f  Monitoring environmentally related diseases (no. States and Periodic surveys, Public Health Foundation (PHF) and Council of
D.C.)—Methemoglobinemia State and Territorial Epidemiologist (CSTE).
8-27g  Monitoring environmentally related diseases (no. States and State Reportable Conditions Assessment (SRCA), Council of State
D.C.)—Acute chemical poisoning by nonmedicinal chemicals  and Territorial Epidemiologists (CSTE).
not identified above
8-27h  Monitoring environmentally related diseases (no. States and State Reportable Conditions Assessment (SRCA), Council of State
D.C.)—Carbon monoxide poisoning and Territorial Epidemiologists (CSTE).
8-27i  Monitoring environmentally related diseases (no. States and State Reportable Conditions Assessment (SRCA), Council of State
D.C.)—Asthma and Territorial Epidemiologists (CSTE).
8-27j  Monitoring environmentally related diseases (no. States and Periodic surveys, Public Health Foundation (PHF) and Council of
D.C.)—Hyperthermia State and Territorial Epidemiologists (CSTE).
8-27k  Monitoring environmentally related diseases (no. States and Periodic surveys, Public Health Foundation (PHF) and Council of
D.C.)—Hypothermia State and Territorial Epidemiologists (CSTE).
8-271  Monitoring environmentally related diseases (no. States and Deleted at the Midcourse Review.
D.C.)—Skin cancer
8-27m  Monitoring environmentally related diseases (no. States and Deleted at the Midcourse Review.
D.C.)—Malignant melanoma
8-27n  Monitoring environmentally related diseases (no. States and Deleted at the Midcourse Review.
D.C.)—Other skin cancer
8-270  Monitoring environmentally related diseases (no. States and State Reportable Conditions Assessment (SRCA), Council of State
D.C.)—Birth defects and Territorial Epidemiologists (CSTE).
8-28 Local agencies using surveillance data for vector control Deleted at the Midcourse Review.

8-12

HEALTHY PEOPLE 2010 FINAL REVIEW



Comprehensive Summary of Objectives: Environmental Health (continued)

Objective Description Data Source or Objective Status
8-29 Global burden of disease (no. deaths in thousands) Global Burden of Disease Project, World Health Organization (WHO).
8-30a  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional
wastewater sewer service—Ciudad Acufia del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
8-30b  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional
wastewater sewer service—Matamoros del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
8-30c  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional
wastewater sewer service—Mexicali del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
8-30d  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional
wastewater sewer service—Nogales, Sonora del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
8-30e  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional
wastewater sewer service—Piedras Negras del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
8-30f  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional
wastewater sewer service—Reynosa del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
8-30g  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional
wastewater treatment service—~Ciudad Acufa del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
8-30h  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional
wastewater treatment service—Matamoros del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
8-30i  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional
wastewater treatment service—NMexicali del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
8-30j  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional
wastewater treatment service—Nogales, Sonora del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
8-30k  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional
wastewater treatment service—~Piedras Negras del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
8-301  Proportion of population in U.S.—Mexico border region with Environmental Protection Agency (EPA); Mexico's Comision Nacional

wastewater treatment service—Reynosa

del Agua; State and Local Health Departments; American Water
Works Association; Rural Water Association; U.S.—Mexico Border
Health Commission.
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Figure 8-1. Progress Toward Target Attainment for Focus Area 8: Environmental Health

LEGEND . Moved away from target! Moved toward target . Met or exceeded target

Percent of targeted Baseline vs. Final
change achieved?

2010  Baseline Final Differ- Statistically Percent
Objective 0 25 50 75 100 Target (Year) (Year)  ence® Significant* Change®

8-1. Percent of persons exposed to harmful
air pollutants

a. Ozone 16.3% 0% 43% 36% -7 Nottested -16.3%
(1997) (2010)
b. Particulate matter (<10 pm in diameter) 25.0% 0% 12% 9% -3 Nottested -25.0%
(1997) (2010)
¢. Carbon monoxide 100.0% 0% 20% 0% -20  Not tested -100.0%
(1997) (2010)
d. Nitrogen dioxide 100.0% 0% 5% 0% -5 Not tested -100.0%
(1997) (2010)
e. Sulfur dioxide 100.0% 0% 2% 0% -2 Nottested -100.0%
(1997) (2010)
f. Lead 100.0% 0% <1% 0% >-1 Nottested -100.0%
(1997) (2010)
8-1g. Number of persons (thousands) exposed 21.2% 0 137,019 107,991 -29,028 Not tested -21.2%
to any harmful air pollutants (1997) (2010)
8-2. Alternative modes of transportation
a. Trips made by bicycling 11.1% 1.8% 0.9% 1.0% 0.1 Nottested 111%
(1995) (2009)
b. Trips made by walking 10.8% 5.4% 10.4% 5.0 Nottested 92.6%

(1995) (2009)

¢. Trips made by transit 116.7% 3.6% 1.8% 3.9% 21  Nottested 116.7%

(1995) (2009)

d. Persons who telecommute 40.0% 4.0% 2.0% 2.8% 0.8 Nottested 40.0%
(2001) (2009)

8-3. Cleaner alternative fuels 45.8% 8.0% 0.8% 41% 3.3 Nottested 412.5%
(1997) (2008)

8-4. Airborne toxins (million tons) 2.0 8.1 4.6 -3.5 Nottested -43.2%
(1993) (2002)

8-5. Safe drinking water 95% 84% 92% 8 Nottested 9.5%

(1995) (2008)

8-6. Waterborne disease outbreaks 125.0% 2 6 1 -5 Nottested -83.3%

(average no. per year) (1987-96)  (2006)

8-7. Water conservation (gallons of domestic 19.8% 91 101 99 -2 Nottested -2.0%
water usage per capita per day) (1995) (2005)

8-9. Beach open and safe for swimming 25.0% 98% 94% 95% 1 Not tested  1.1%
(percent of days during beach season) (2002) (2008)

8-10. Fish consumption advisories

a. Rivers 13.8%  15.3% 24.0% 8.7 Nottested 56.9%
(2002) (2004)
b. Lakes 29.6%  32.9% 35.0% 21  Nottested 6.4%

(2002) (2004)
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Figure 8-1. Progress Toward Target Attainment for Focus Area 8: Environmental Health (continued)

Percent of tqrgetezd Baseline vs. Final
change achieved 2010 Baselne  Final  Differ Statistically Percent
Objective 0 25 50 75100 Target (Year) (Year)  ence® Significant* Change®
8-12a. Risks posed by hazardous sites— m 1,176 1,290 1,138 -152  Nottested -11.8%
National Priority List sites (1998) (2008)
8-13. Pesticide exposures resulting in visits to a 11,398 22,933 14,963 -7,970 Not tested -34.8%
health care facility (no. of visits per year) (1997) (2008)
8-15. Recycled municipal solid waste (percent of 38% 27% 33% 6  Nottested 22.2%
total municipal solid waste) (1996) (2008)
8-19. Radon-resistant new home construction 114.9% 978,750 652,500 1,027,500 375,000 Nottested 57.5%
(no. of homes) (1997) (2007)
8-22. Proportion of persons in pre-1950s homes 14.7% 50% 16% 21% 5 Yes 31.3%
tested for lead-based paint (age adjusted, (1998) (2002)
18+ years)
8-23. Substandard housing (percent of 38.2% 3.1% 6.5% 5.2% -1.3  Nottested -20.0%
homes with moderate or severe (1995) (2007)
physical problems)
8-24. Pesticide exposure—Urine concentrations
(ug/g creatinine, 6-59 years)
b. Paranitrophenol (methyl parathion and 2.7 3.8 29 -0.9 Nottested -23.7%
parathions) (1g/g creatinine) (1988-94)  (2001-02)
¢. 3, 5, B-trichloro-2-pyridinol (chlorpyrifos) 5.8 8.3 9.2 0.9 Nottested 10.8%
(ug/g creatinine) (1988-94) (2001-02)
d. Isopropoxyphenol (propoxur) 11 1.6 BLOD® * Not tested *
(ug/g creatinine) (1988-94)  (2001-02)
8-25. Exposure to environmental chemicals
b. Cadmium—-Blood concentration . 1.0 14 16 0.2 Nottested 14.3%
(Hg/L blood) (1999-2000) (2003-04)
¢. Lead—Blood concentration (ug/L blood) 3.5 5.0 4.2 -0.8  Nottested -16.0%
(1988-94)  (2003-04)
e. Mercury in children aged 1-5 years— 16 2.3 1.8 -0.5 Nottested -21.7%
Blood concentration (ug/L blood) (1999-2000) (2003—04)
g. 0-Phenylphenol—Urine concentration 2.1 3.0 1.8 -1.2  Nottested -40.0%
(Hg/g creatinine) (1999-2000) (2001-02)
i. Diazinon—Urine concentration BLODS  BLOD®  BLOD® BLOD® Nottested  *
(Hg/g creatinine) e S (1999-2000) (2001-02)
m. Chlordane/Oxychlordane—Serum 314 448 377 -71 Nottested -15.8%
concentration (ng/g lipid) (1999-2000) (2003-04)
n. Dieldrin—Serum concentration 21.3% 14.2 20.3 19.0 -1.3  Nottested -6.4%
(ng/g lipid) (2001-02)  (2003-04)
0. DDT/DDE—Serum concentration ] 1281 1830 1,860 30 Nottested 1.6%
(ng/g lipid) (1999-2000) (2003-04)
p. Lindane/beta-HCH— 48.2 68.9 56.5 -12.4  Not tested -18.0%
Serum concentration (ng/g lipid) (1999-2000) (2003-04)
@. Mercury in females aged 1649 years— 119.0% 5.0 71 4.6 -2.5 Nottested -35.2%
Blood concentration (pg/L) (1999-2000) (2001-02)
r. Chlordane/trans-Nonachlor— 46.6% 55.6 79.4 68.3 -11.1 Nottested -14.0%
Serum concentration (ng/g lipid) (1999-2000) (2003-04)
s. Chlordane/Heptachlor epoxide— 16.8 24.0 18.9 -51  Nottested -21.3%
Serum concentration (ng/g lipid) (1999-2000) (2003-04)
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Figure 8-1. Progress Toward Target Attainment for Focus Area 8: Environmental Health (continued)

Percent of tqrgetez(J Baseline vs. Final
change achieved 2010  Baseline  Final  Differ Statistically Percent
Objective 0 25 50 7510 Target  (Year) (vea)  ence® Significant* Change®
8-26. Information systems used for public health 30 1 16 15 Not tested 1,500.0%
(no. States) (2008) (2010)
8-27. Monitoring environmentally related
diseases (no. States and D.C.)
a. Lead poisoning 13.8% 51 22 26 4 Nottested 18.2%
(2007) (2010)
b. Pesticide poisoning 21.4% 25 11 14 3 Nottested 27.3%
(2007) (2009)
¢. Mercury poisoning 33.3% 20 14 16 2  Nottested 14.3%
(2007) (2010)
d. Arsenic poisoning 100.0% 15 12 15 3 Nottested 25.0%
(2007) (2010)
e. Cadmium poisoning 15 11 16 5  Nottested 45.5%
(2007) (2010)
g.Acute chemical poisoning by nonmedicinal 0.0% 15 9 9 0  Nottested 0.0%
chemicals not identified above (2008) (2009)
h. Carbon monoxide poisoning . 51 10 9 -1 Nottested -10.0%
(2007) (2009)
i. Asthma 4.3% 25 2 3 1 Nottested 50.0%
(2007) (2009)
0. Birth defects 4.4% 51 6 8 2 Nottested 33.3%
(2007) (2009)
8-29. Global burden of disease (no. deaths 21350 2,668.2 2,200.0 -468.2 Nottested -17.5%
in thousands) (1990) (2004)
8-30. Proportion of population in U.S.—Mexico
border region with wastewater sewer
service
a. Ciudad Acufia 360.0% 49% 39% 75% 36  Nottested 92.3%
(1997) (2002)
b. Matamoros 0.0% 57% 47% 47% 0  Nottested 0.0%
(1997) (2002)
e. Piedras Negras 90% 80% 100% 20  Nottested 25.0%
(1997) (2002)
f. Reynosa 180.0% 67% 57% 75% 18  Nottested 31.6%
(1997) (2002)
g. Ciudad Acufia 890.0% 10% 0% 89% 89  Not tested *
(1997) (2009)
h. Matamoros 10% 0% 87% 87  Not tested *
(1997) (2010)
i. Mexicali 82% 72% 95% 23 Nottested 31.9%
(1997) (2010)
j. Nogales, Sonora 100% 100% 89% -11 Nottested -11.0%
(1997) (2010)
k. Piedras Negras 980.0% 10% 0% 98% 98  Not tested *
(1997) (2010)
|. Reynosa 100% 100% 89% -11 Nottested -11.0%
(1997) (2010)
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Figure 8-1. Progress Toward Target Attainment for Focus Area 8: Environmental Health (continued)

NOTES

See the Reader’s Guide for more information on how to read this figure. See DATA2010 at http://wonder.cdc.gov/data2010 for all HealthyPeople 2010
tracking data. Tracking data are not available for objectives 8-8a, 8-8b, 8-12b through d, 8-14a, 8-14b, 8-16a through c, 8-17, 8-18, 8-20, 8-21, 8-25a,
8-25d, 8-25f, 8-25h, 8-25j through 1, 8-27f, 8-27j, 8-27k, 8-30c,and 8-30d. Final tracking data for objective 8-11 are not statistically reliable. Objectives
8-24a, 8-271 through n, and 8-28 were deleted at the Midcourse Review.

FOOTNOTES

! Movement away from target is not quantified using the percent of targeted change achieved. See Technical Appendix for more information.

2 Percent of targeted change achieved = Final value - Baseline value x 100.

Healthy People 2010 target — Baseline value

3 Difference = Final value - Baseline value. Differences between percents (%) are measured in percentage points.

4 When estimates of variability are available, the statistical significance of the difference between the final value and the baseline value is assessed
at the 0.05 level. See Technical Appendix for more information.

5 Percent change = Final value - Baseline value % 100.

Baseline value

6 Below level of detection (BLOD).
* Difference and/or percent change cannot be calculated. See Technical Appendix for more information.

 Percent of targeted change cannot be calculated. See Technical Appendix for more information.

DATA SOURCES

8-la-g. Air Quality System (AQS), Environmental Protection Agency (EPA).

8-2a-d. National Household Travel Survey (NHTS), formerly Nationwide Personal Transportation Survey (NPTS), Department of
Transportation (DOT).

8-3. Alternatives to Traditional Transportation Fuels, Department of Energy (DOE).

8-4. National Emissions Inventory (NEI), Environmental Protection Agency (EPA).

8-5. Potable Water Surveillance System (PWSS) and Safe Drinking Water Information System (SDWIS), Environmental Protection
Agency (EPA).

8-6. State Reporting Systems, CDC, NCID.

8-7. Estimated Use of Water in the United States, Department of Interior (DOI).

8-9. Beaches Environmental Assessment, Closure and Health Program (BEACH), Environmental Protection Agency (EPA).

8-10a-b. National Listing of Fish Advisories, Environmental Protection Agency (EPA).

8-12a. Comprehensive Environmental Response and Cleanup Liability Information System (CERCLIS), Environmental Protection
Agency (EPA).

8-13. Toxic Exposure Surveillance System (TESS), American Association of Poison Control Centers.

8-15. Municipal Solid Waste in the United States, Environmental Protection Agency (EPA).

8-19. National Association of Home Builders Research Center Survey, National Association of Home Builders.

8-22. National Health Interview Survey (NHIS), CDC, NCHS.

8-23. American Housing Survey (AHS), Department of Commerce, Census Bureau.

8-24b-d. National Report on Human Exposure to Environmental Chemicals, CDC, NCEH; National Health and Nutrition Examination
Survey (NHANES), CDC, NCHS.

8-25b-c. National Report on Human Exposure to Environmental Chemicals, CDC, NCEH; National Health and Nutrition Examination
Survey (NHANES), CDC, NCHS.

8-25e. National Report on Human Exposure to Environmental Chemicals, CDC, NCEH; National Health and Nutrition Examination
Survey (NHANES), CDC, NCHS.

8-25g. National Report on Human Exposure to Environmental Chemicals, CDC, NCEH; National Health and Nutrition Examination
Survey (NHANES), CDC, NCHS.

8-25i. National Report on Human Exposure to Environmental Chemicals, CDC, NCEH; National Health and Nutrition Examination

Survey (NHANES), CDC, NCHS.

8-25m-s.  National Report on Human Exposure to Environmental Chemicals, CDC, NCEH; National Health and Nutrition Examination
Survey (NHANES), CDC, NCHS.

8-26. National Environmental Public Health Tracking Network (EPHT), CDC, NCEH.

8-27a-e. State Reportable Conditions Assessment (SRCA), Council of State and Territorial Epidemiologists (CSTE).

8-27g-i. State Reportable Conditions Assessment (SRCA), Council of State and Territorial Epidemiologists (CSTE).

8-270. State Reportable Conditions Assessment (SRCA), Council of State and Territorial Epidemiologists (CSTE).
8-29. Global Burden of Disease Project, World Health Organization (WHO).
8-30a-b. Environmental Protection Agency (EPA), Mexicos Comisién Nacional del Agua; State and Local Health Departments; American

Water Works Association; Rural Water Association; U.S.-Mexico Border Health Commission.
8-30e-1. Environmental Protection Agency (EPA), Mexicos Comisién Nacional del Agua; State and Local Health Departments; American
Water Works Association; Rural Water Association; U.S.-Mexico Border Health Commission.
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Figure 8-2. Health Disparities Table for Focus Area 8: Environmental Health

Disparities from the best group rate for each characteristic at the most recent data point and changes in disparity from the baseline
to the most recent data point.

Race and Ethnicity Sex Income Location
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e. Percent of persons exposed to harmful [ ][ ) CC )V (L rr i
air pollutants—Sulfur dioxide (1997, B| B B||B|[B||B]||¥ B
2010)'* LU CJLJuJuJiey Lot JodJo e guy
f Percent of persons exposed to harmful (Y 1 1 1 1 1 1| ) CA
air pollutants—Lead (1997, 2010)'t B||B||B||B||B||B]||B B B||B

8-1g. Number of persons (thousands) (] ) ()
exposed to any harmful air pollutants B B B
(1997, 2010)'* LJ JuJ oo U L

8-11. Elevated blood lead levels in children
1-5 years (>10 pg/dL) (1991-94, il Il
2005-08)"

8-18. Proportion of persons living in homes
tested for radon (age adjusted) (1998)* B B B

cJoJ Ju JuJu Ju J| W o L Ju | L J

e Naus Nous Naen Nas Y aan e B Nass — — /) — — —

8-22. Proportion of persons in pre-1950s
homes tested for lead-based paint (age B B B B Bi
adjusted, 18+ years) (1998, 2002)* |

NOTES

See DATA2010 at http://wonder.cdc.gov/data2010 for all Healthy People 2010 tracking data. Disparity data are either unavailable or not applicable for objectives 8-2a
through d, 8-3 through 8-7, 8-8a and b, 8-9, 8-10a and b, 8-12a through d, 8-13, 8-14a and b, 8-15, 8-16a through c, 8-17, 8-19 through 8-21, 8-23, 8-24b through d, 8-25a
through s, 8-26, 8-27a through k, 8-270, 8-29, and 8-30a through . Objectives 8-24a, 8-271 through n, and 8-28 were deleted at Midcourse Review.

Years in parentheses represent the baseline and most recent data years (if available).

Disparity from the best group rate is defined as the percent difference between the best group rate and each of the other group rates for a characteristic (e.g., race
and ethnicity). The summary index is the average of these percent differences for a characteristic. Change in disparity is estimated by subtracting the disparity

at baseline from the disparity at the most recent data point. Change in the summary index is estimated by subtracting the summary index at baseline from the
summary index at the most recent data point. See Technical Appendix for more information.
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Figure 8-2. Health Disparities Table for Focus Area 8: Environmental Health (continued)

LEGEND

Most favorable group
rate for specified char-
acteristic, but reliability
criterion not met.

The “best” group rate at the most
recent data point.

The group with the best rate for
specified characteristic.

g

Reliability criterion for
D best group rate not

met, or data available

for only one group.

Percent difference from the best group rate

)

Disparity from the best group rate at
the most recent data point.

Less than 10%, or difference not
statistically significant (when estimates
of variability are available).

10%—49%

50%-99%

100% or
more

1

Changes in disparity over time are shown when: Increase in disparity (percentage points)

(@) disparities data are available at both baseline and most recent time points; (b) data are

" D A ) o ‘ ‘ () () (a1 100

not for the group(s) indicated by “B” or “b” at either time point; and (c) the change is greater . ‘ P ‘ N
than or equal to 10 percentage points and statistically significant, or when the change is 10-49 points N 50-99 points 1 pmo(;r;és or
greater than or equal to 10 percentage points and estimates of variability were not available,. _— — —
566 Technical Appendix. Decrease in disparity (percentage points)

() [ (¢ 100

¥ | 10-49 points ¢ | 50-99 points v | points or

) s V) more
Availability of Data ) () Characteristic not

Data not available. selected for this
objective.

(S

FOOTNOTES

* Measures of variability were available. Thus, the variability of best group rates was assessed, and statistical significance was tested. Disparities of 10% or more are
displayed when the differences from the best group rate are statistically significant at the 0.05 level. Changes in disparities over time are indicated by arrows when
the changes are greater than or equal to 10 percentage points and are statistically significant at the 0.05 level. See Technical Appendix.

T Measures of variability were not available. Thus, the variability of best group rates was not assessed, and statistical significance could not be tested. Nonetheless,
disparities and changes in disparities over time are displayed according to their magnitude. See Technical Appendix.

! Most recent data by race and ethnicity, sex, and location are for 2004.

2 Baseline data by race and ethnicity are for 2002.

I The group with the best rate at the most recent data point is different from the group with the best rate at baseline. Both rates met the reliability criterion. See
Technical Appendix,

il Data are for Mexican American.

DATA SOURCES

8-la-g.  Air Quality System (AQS), Environmental Protection Agency (EPA).

8-11. National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.
8-18. National Health Interview Survey (NHIS), CDC, NCHS.

8-22. National Health Interview Survey (NHIS), CDC, NCHS.
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GOAL:

Improve family planning and spacing and
prevent unintended pregnancy.

N

This chapter includes objectives that track intended
pregnancies, birth spacing, infertility, and adolescent
pregnancies. Contraceptive use and family planning
clinic visits among adolescents and persons at risk
of unintended pregnancy are also monitored, as is
instruction onreproductive healthissues for adolescents.

All Healthy People tracking data quoted in this chapter,
along with technical information and Operational
Definitions for each objective, can be found in the
Healthy People 2010 database, (DATA2010), available
from http://wonder.cdc.gov/data2010/.

More information about this focus area can be found in
the following publications:

) Healthy People 2010: Understanding and Improving
Health, available from http://www.healthypeople.
gov/2010/Document/tableofcontents.htm#under.

) Healthy People 2010 Midcourse Review, available from
http://www.healthypeople.gov/2010/data/midcourse/

html/default.htm#FocusAreas.

Highlights

) Progress was achieved in objectives for this Focus
Area during the past decade [1]. About one half
(53%) of the Family Planning objectives with data to
measure progress moved toward or achieved their
Healthy People 2010 targets (Figure 9-1). However,
health disparities were observed among racial and
ethnic population groups, as well as by income
and by disability status (Figure 9-2). Some of these
disparities are highlighted below [2].

) Although several Family Planning objectives did
not meet the Healthy People 2010 targets overall,
some objectives met or even exceeded their targets
for certain population groups. For example, in order
for intended pregnancy (objective 9-1), considered as

9« FAMILY PLANNING

the principal objective of the Family Planning Focus
Area, to have met the 2010 target, this objective
would have had to increase from 52% to 70%. This
targeted increase was not achieved, and no progress
was made during the decade overall. Nonetheless,
married women did meet the 2010 target: 73% of
their pregnancies were intended in 2002. Differential
progress by marital status and income continues to
be observed.

) Contraceptive failure, the proportion of women aged
15-44 who experienced pregnancy within 12 months
of continuous contraceptive use (objective 9-4),
declined 20% between 1995 and 2002, from 15% to
12%, moving toward the 2010 target of 8%. Although
the 2010 target was not met overall, middle/high-
income women almost met the target with an 8.4%
failure rate in 2002. However, the failure rate for poor
women was 20%, which was almost double the overall
population rate of 12%. Moreover, health disparities
by income increased, as seen below [3].

= Middle/high-income women had the lowest
(best) rates of contraceptive failure among
income groups, 12% in 1995 and 8.4% in 2002;
whereas near-poor women had rates of 17%
in 1995 and 18% in 2002, and poor women had
rates of 26% in 1995 and 20% in 2002. In 2002,
the rate for near-poor women was more than
twice the best group rate (that for middle/high-
income women), while the rate for poor women
was almost two and a half times the best group
rate [2]. Between 1995 and 2002, the disparity
between near-poor and middle/high-income
women increased 83 percentage points [3].

= Among racial and ethnic groups, non-Hispanic
white women had the lowest (best) rate of
contraceptive failure, 10% in 2002. The rate for
non-Hispanic black women was 21%, more than
twice that of non-Hispanic white women [2].

) Adolescent pregnancy among females aged 15-17
(objective 9-7) declined 37% between 1996 and 2005,
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from 63 to 40 per 1,000 females, moving toward the
2010 target of 39 per 1,000.

= Among racial and ethnic groups, non-Hispanic
white females aged 15-17 had the lowest (best)
adolescent pregnancy rate, 22 per 1,000 in 2005.
Hispanic or Latino and non-Hispanic black
females aged 15-17 had rates of 85 and 88 per
1,000 in, respectively. The rate for Hispanic
or Latino females aged 15-17 was almost four
times the best group rate (that for non-Hispanic
white females aged 15-17), whereas the rate for
non-Hispanic black females aged 15-17 was four
times the best group rate [2].

= Non-Hispanic white females aged 15-17 had
adolescent pregnancy rates of 40 per 1,000 in
1996 and 22 per 1,000 in 2005, whereas Hispanic
or Latino females aged 15-17 had rates of 109 per
1,000 in 1996 and 80 per 1,000 in 2005. Between
1996 and 2005, the disparity between Hispanic
or Latino and non-Hispanic white females aged
15-17 increased 91 percentage points [3].

Summary of Progress

) Figure 9-1 presents a quantitative assessment of
progress in achieving the Healthy People 2010
objectives for Family Planning [1]. Data to measure
progress toward target attainment were available for
32 objectives. Of these:

= FEight objectives (9-8a, 9-10c through h, and 9-11i)
met or exceeded the Healthy People 2010 targets.

= Nine objectives moved toward their targets. A
statistically significant difference between the
baseline and the final data points was observed
for one of these objectives (9-9a). No significant
differences were observed for two objectives (9-
1la and o); and data to test the significance of the
difference were unavailable for the remaining six
objectives (9-4, 9-7, 9-8b, 9-9b, 9-10b, and 9-12).

= Two objectives (9-6a and 9-11k) showed no
change.

= Thirteen objectives moved away from their
targets. A statistically significant difference
between the baseline and final data points was
observed for two of these objectives (9-3 and
9-6b). No significant differences were observed
for eight objectives (9-6¢; 9-10a; and 9-11b through
d, j, 1, and p). Data to test the significance of the
difference were unavailable for three objectives
(9-1,9-2, and 9-5).

) Six objectives (9-11e through h, m, and n) remained
developmental [4]. Follow-up data were unavailable
to measure progress for one objective (9-13).

) Figure 9-2 displays health disparities in Family
Planning from the best group rate for each
characteristic at the most recent data point [2]. It
also displays changes in disparities from baseline to
the most recent data point [3].

= Statistically significant racial and ethnic health
disparities of 10% or more were observed for
seven objectives (9-6b; 9-10c and d; and 9-11j
through 1, and p); three additional objectives
(9-1, 9-4, and 9-7) had racial and ethnic health
disparities of 10% or more but no data to assess
statistical significance. Of these 10 objectives,
the non-Hispanic white population had the
best group rate for eight objectives (9-1, 9-4, 9-7,
9-10c and d, and 9-11j through 1). The Hispanic
or Latino population and the non-Hispanic black
population each had the best group rate for the
two remaining objectives (9-6b and 9-11p).

= Statistically significant health disparities of
10% or more by income were observed for five
objectives (9-2, 9-3, and 9-1lc, d, and k); two
additional objectives (9-1 and 9-4) had a health
disparity of 10% or more by income but no data
to assess statistical significance. Persons with
middle/high incomes had the best group rate for
all seven of these objectives.

= Two objectives (9-4 and 9-7) had health
disparities of 100% or more among racial and
ethnic populations and/or income groups, as
well as changes in disparities of 50 percentage
points or more over time. These disparities are
discussed in the Highlights, above.

Transition to Healthy People
2020

The focus of the Healthy People 2020 Family Planning
Topic Area—increasing the proportion of pregnancies
that are intended, improving pregnancy planning and
spacing, and preventing unintended pregnancy—is
consistent with that of the Healthy People 2010 Focus
Area. As publicly funded family planning services
prevent 1.94 million unintended pregnancies, including
400,000 teen pregnancies each year, new objectives
addressing services provided by publicly funded family
planning clinics have been added to the Healthy People
2020 Topic Area [5]. See HealthyPeople.gov for a complete
list of Healthy People 2020 topics and objectives.

The Healthy People 2020 Family Planning objectives can
be grouped into four sections:

) Proportion of pregnancies that are intended and the
rate of adolescent pregnancy
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> Receipt of reproductive health services

) Effective use of contraception for pregnancy preven-
tion and protection against disease

> Receipt of education on prevention of sexually
transmitted diseases (STD) and unwanted pregnancy.

The differences between the Healthy People 2010 and
Healthy People 2020 objectives are summarized below:

> The Healthy People 2020 Family Planning Topic Area
has 40 objectives, one of which is developmental,
whereas the Healthy People 2010 Focus Area had 39
objectives, six of which were developmental [4].

) Twenty-one Healthy People 2010 objectives (9-1, 9-4,
9-9a and b, 9-11a through p, and 9-13) were retained
“as is” [6]. These include objectives that focus on
the proportion of pregnancies that are intended,
contraceptive failure within 12 months of continuous
use, abstinence among adolescents, insurance
coverage for contraceptive supplies and services,
and reproductive health and disease prevention
education. Data are not shown in the DATA2010
database for six of these objectives (including formal
and informal instruction on HIV/AIDS prevention
and formal instruction on sexually transmitted
diseases), but data are available in Healthy People
2020.

> One Healthy People 2010 objective, the rate of
adolescent pregnancy (objective 9-7), was retained
“as is” for ages 15-17 in Healthy People 2020 [6]. An
additional objective on adolescent pregnancy also
was added to Healthy People 2020 and focuses on
ages 18-19.

) Thirteen Healthy People 2010 objectives (9-2,
9-3, 9-5, 9-8a and b, and 9-10a through h) were
modified, including the objectives on birth
spacing, contraceptive use among females at risk of
unintended pre