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Presentation Notes
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.[Source: Healthy People 2010 Final Review.]



HEALTHY PEOPLE IN 
CONTEXT 

Healthy People 2010 Final Review 

Presenter
Presentation Notes
The following set of slides provides some historical context to the Healthy People initiative.



Healthy People: What is it? 

• A comprehensive set of national 10-year health 
objectives 

• A framework for public health priorities and actions 

• An evolving initiative 
– 1979: Surgeon General’s Report 

– 1980: Promoting Health, Preventing Disease 

– 1990: Healthy People 2000 

– 2000: Healthy People 2010 

– 2010: Healthy People 2020 

SOURCE: http://www.healthypeople.gov. 
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Healthy People provides science-based, 10-year national objectives for improving the health of all Americans. For three decades, Healthy People has established benchmarks and monitored progress over time in order to:Encourage collaborations across communities and sectors.Empower individuals toward making informed health decisions.Measure the impact of prevention activities.Many objectives focus on interventions designed to reduce or eliminate illness, disability, and premature death among individuals and communities. Others focus on broader issues, such as improving access to quality health care, strengthening public health services, and improving the ability and dissemination of health related information. Healthy People has evolved as the nation’s public health priorities have changed. In 1979, Healthy People: The Surgeon General's Report on Health Promotion and Disease Prevention provided national goals for reducing premature deaths and preserving independence for older adults. In 1980, another report, Promoting Health/Preventing Disease: Objectives for the Nation, set forth 226 targeted health objectives for the Nation to achieve over the next 10 years. Healthy People 2000: National Health Promotion and Disease Prevention Objectives, released in 1990, identified health improvement goals and objectives to be reached by the year 2000. The Healthy People 2010 initiative continued in this tradition as an instrument to improve health for the first decade of the 21st century.[Sources: Healthy People 2010 Final Review ; http://www.healthypeople.gov.]



Evolution of Healthy People 
Target Year 1990 2000 2010 2020

Overarching 
Goals

Decrease 
mortality: 
infants–adults

Increase 
independence 
among older 
adults

Increase span of 
healthy life

Reduce health 
disparities

Achieve access 
to preventive 
services for all

Increase quality 
and years of 
healthy life

Eliminate health 
disparities

Attain high-quality, longer lives 
free of preventable disease

Achieve health equity and 
eliminate disparities

Create social and physical 
environments that promote 
good health

Promote quality of life, healthy 
development, healthy 
behaviors across life stages

Number of 
Topic Areas 15 22 28 42

Number of 
Objectives 226 312 969 Approximately 1,200

SOURCE: Healthy People 2010 Final Review. 
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Presentation Notes
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 21st 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. 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. This 1980 initiative was followed by the publication of Healthy People 2000: National Health Promotion and Disease Prevention Objectives in 1991. Now, Healthy People 2020 will continue these efforts through the second decade of the 21st century.Over the past decades, the number of Topic Areas and objectives has grown as our understanding of the factors that prevent disease and promote health grows. Each objective has a target for specific improvement to be achieved by the end of the decade. Topic Areas group objectives of related subject matter. Healthy People 2010 refers to such subject-matter areas as Focus Areas.[Sources: Healthy People 2010 Final Review .]



Key features of Healthy People 

• Addresses disease prevention and health 
promotion issues of national, public health 
significance  

• Provides science/evidence-based 
objectives and targets 

• Data driven and measures progress over 
time (10-year span) 

• Designed to drive action to improve health 
• Collaborative process 

SOURCE: http://www.healthypeople.gov. 
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For an objective to be selected for inclusion in Healthy People, it should:Be important and understandable to a broad audienceBe prevention-oriented and/or should address health improvementsDrive actions that will work toward the achievement of the proposed targetsBe useful and reflect issues of national importance Be measurable and address a range of issuesBe supported by the best available scientific evidence Address population disparities Have valid, reliable, nationally representative data and data systems [Source: http://www.healthypeople.gov.]



Strength of Healthy People 

Aligns strategic public health goals and efforts 
across the nation 

Non-aligned effort 
Random acts of 

innovation 

Aligned effort 

SOURCE: http://www.healthypeople.gov. 
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Healthy People plays a significant role coordinating the multiple efforts to improve the health of our nation by putting prevention principles into practice. Often called a “roadmap” for nationwide health promotion and disease prevention efforts, Healthy People is about understanding where we are now, and taking informed action to get where we want to go over a ten-year period. Healthy People was highlighted in 2005 GAO report as a model for federal collaboration. It plays a foundational and mutually supportive role with several other major Department of Health and Human Services (HHS) undertakings, including:The National Prevention and Health Promotion Strategy (NPS), which was mandated by the March 23, 2010, Patient Protection and Affordable Care Act.First Lady Michelle 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.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.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.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.The HHS Action Plan to Reduce Racial and Ethnic Health Disparities, which outlines goals and actions HHS will take to reduce health disparities among racial and ethnic minorities.The new HHS 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.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.[Source: Healthy People 2010 Final Review .]



Key players 

• Office of Disease Prevention and Health 
Promotion (HHS/OS/OASH) 

• Assistant Secretary for Health (HHS/OS) 
• Federal Agencies (HHS and non-HHS)  
• National Center for Health Statistics (HHS/CDC) 
• State and Local Health Departments 

SOURCE: http://www.healthypeople.gov. 
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The Healthy People 2010 process was coordinated by the Office of Disease Prevention and Health Promotion, under the direction of the Assistant Secretary for Health. Each Focus Area in Healthy People 2010 was managed by a lead agency or co-lead agencies of the U.S. Department of Health and Human Services. The lead agencies were responsible for undertaking activities to achieve the year 2010 goals and for reporting progress on the Focus Area objectives over the course of the decade. Experts from these agencies formed Focus Area workgroups. The National Center for Health Statistics provided statistical support to Focus Area workgroups. NCHS also was responsible for managing the Healthy People 2010 database (DATA2010) and developing methods for assessing progress. The state and local health departments used Healthy People 2010 to develop state and local Healthy People 2010 plans, monitor and report on progress toward goals and objectives, as well as enlist local partners.[Source: http://www.healthypeople.gov.]



Stakeholders 
Federally-led, stakeholder-driven process 

Health Promotion 
Statistics Branch 

 NCHS 

SOURCE: http://www.healthypeople.gov. 
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Healthy People is led by the U.S. Department of Health and Human Services (HHS). It has been used as a strategic management tool by the Federal Government, States, communities, and many other stakeholders. These stakeholders have a direct influence on and provide ongoing input to the Healthy People development and implementation process. Within the Federal Government, the Federal Interagency Workgroup (FIW) members include representatives from HHS agencies and offices as well as: U.S. Department of AgricultureU.S. Department of EducationU.S. Department of Housing and Urban DevelopmentU.S. Department of JusticeU.S. Department of InteriorU.S. Department of Veterans AffairsEnvironmental Protection AgencyThe National Center for Health Statistics (NCHS), Health Promotion Statistics Branch, serves as statistical advisor to HHS, Healthy People workgroups, and the Federal Interagency Workgroup.[Source: http://www.healthypeople.gov.]



National Center for Health Statistics 

• Serves as statistical advisor to HHS, Healthy People 
workgroups, and the Federal Interagency Workgroup 
– Healthy People, National Prevention Strategy, etc. 

• Maintains comprehensive database of all Healthy 
People objective data 

• Coordinates monitoring of Healthy People 
goals/objectives 

• Develops research on measuring the overarching 
goals of Healthy People 

• Develops analytic and graphical presentations to track 
Healthy People goals and objectives, including 
Progress Reviews 
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Presentation Notes
The National Center for Health Statistics (NCHS), Health Promotion Statistics Branch, serves as statistical advisor to HHS, Healthy People workgroups, and the Federal Interagency Workgroup. NCHS also maintains the Healthy People database, coordinates monitoring of Healthy People goals and objectives, develops research on measuring health disparities, and conducts data analyses and periodic reviews.



How stakeholders are using Healthy People 

• Data tool for measuring program performance 
• Framework for program planning and 

development 
• Goal setting and agenda building 
• Teaching public health courses 
• Benchmarks to compare State and local data 
• Way to develop nontraditional partnerships  

SOURCE: http://www.healthypeople.gov. 
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Healthy People is based on a simple but powerful model:Establish national health objectives.Provide data and tools to enable States, cities, communities, and individuals across the country to combine their efforts to achieve them.Use the “MAP-IT” framework to help:Mobilize partners.Assess the needs of your community.Create and implement a plan to reach Healthy People 2020 objectives.Track your community’s progress.[Source: http://www.healthypeople.gov.]



OVERVIEW 
Healthy People 2010 Final Review 

Presenter
Presentation Notes
Through Healthy People 2010, the Department of Health and Human Services (HHS) 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 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.[Source: Healthy People 2010 Final Review.]



Two overarching goals 

• Goal 1: Increase the quality and years of 
healthy life 

• Goal 2: Eliminate health disparities across 
– Race and ethnicity 
– Sex 
– Educational attainment 
– Income 
– Geographic location 
– Disability status 
– Sexual orientation 

SOURCE: Healthy People 2010 Final Review. 
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Healthy People 2010 was designed to achieve two overarching goals: Goal 1: Increase Quality and Years of Healthy Life�The first goal of Healthy People 2010 is to help individuals of all ages increase life expectancy and improve their quality of life.�Goal 2: Eliminate Health DisparitiesThe second goal of Healthy People 2010 is to eliminate health disparities among different segments of the population.



Twenty-eight ‘Focus Areas’ 
1. Access to Quality Health Services           
2. Arthritis, Osteoporosis, and Chronic 

Back Conditions 
3. Cancer  
4. Chronic Kidney Disease 
5. Diabetes  
6. Disability and Secondary Conditions    
7. Educational and Community-Based 

Programs   
8. Environmental Health      
9. Family Planning    
10. Food Safety              
11. Health Communication    
12. Heart Disease and Stroke 
13. HIV 
14. Immunization and Infectious 

Diseases 
15. Injury and Violence Prevention 
16. Maternal, Infant, and Child Health 
17. Medical Product Safety 
18. Mental Health and Mental Disorders 
19. Nutrition and Overweight 
20. Occupational Safety and Health 
21. Oral Health 
22. Physical Activity and Fitness 
23. Public Health Infrastructure 
24. Respiratory Disease 
25. Sexually Transmitted Diseases 
26. Substance Abuse 
27. Tobacco Use 
28. Vision and Hearing 

SOURCE: Healthy People 2010 Final Review. 
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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 www.healthypeople.gov/2010/data/midcourse/.[Source: Healthy People 2010 Final Review.]



Ten ‘Leading Health Indicators’ (LHIs) 
Physical Activity   
Moderate/vigorous physical activity among adults  
Vigorous physical activity among adolescents 
 
Overweight and Obesity  
Obesity in adults  
Obesity in children and adolescents 
 
Tobacco Use  
Cigarette smoking among adults  
Cigarette smoking among adolescents  
 
Substance Abuse  
Adolescents not using alcohol or illicit drugs 
Adults using illicit drugs 
Adult binge drinking 
 
Responsible Sexual Behavior  
Condom use by sexually active unmarried persons 
Adolescent sexual behavior   
 

Mental Health  
Suicides  
Treatment of adults with depression  
 
Injury and Violence  
Deaths from motor vehicle crashes  
Homicides  
 
Environmental Quality  
Exposure to ozone 
Children’s exposure to tobacco smoke at home 
Nonsmoker exposure to tobacco smoke  
 
Immunization  
Fully immunized young children 
Influenza & pneumonia vaccination of older adults 
 
Access to Health Care  
Persons with health insurance 
Persons with a source of ongoing care 
Hospitalizations for pediatric asthma 
Early prenatal care 

SOURCE: Healthy People 2010 Final Review. 
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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 Healthy People 2010, there were 22 LHIs. Six supplemental LHIs were added since, for a total of 28 LHIs.[Source: Healthy People 2010 Final Review.]



Objective status at Final Review 

Total objectives: 
N = 969 

Objectives with tracking data: 
N = 733 

N=170 
17.5% 

N=66 
6.8% 

N=39 
5% 

N=173 
24% 

N=172 
23% 

N=349 
48% 

N=733 
75.6% 

Could not be assessed Deleted at Midcourse Review

Demonstrated no change Moved away from target

Met or exceeded target Moved toward target

Tracking 
data 

available 

SOURCE: Healthy People 2010 Final Review. 
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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.The status of the 969 objectives is shown in the left-hand side panel. 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. 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: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.[Source: Healthy People 2010 Final Review.]



Progress at Final Review by Focus Area 
Total objectives: N = 696 
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SOURCE: Healthy People 2010 Final Review. 
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[THIS SLIDE HAS ANIMATION][INITIAL] Progress also was assessed within each of the 28 Focus Areas. In all Focus Areas there were some objectives that moved toward, met, or exceeded their 2010 targets. 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.[CLICK 1] The number of objectives ranged from 8 (Focus Area 17, Medical Product Safety) to 80 (Focus Area 14, Immunization and Infectious Diseases).  [CLICK 2] + [CLICK 3] Focus Areas also had varying degrees of success in making progress. For example, while the Focus Areas had a comparable number of objectives, most objectives in Focus Area 19, Nutrition and Overweight, moved away from the target, while a great majority were met or moved toward the target in Focus Area 20, Occupational Safety and Health. [Source: Healthy People 2010 Final Review.]



‘Progress Chart’ excerpt for LHIs 

SOURCE: Healthy People 2010 Final Review. 
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Presentation Notes
For the Healthy People 2010 Final Review, the ‘Progress Chart’ includes a bar chart showing progress toward meeting Healthy People 2010 targets. Objectives that moved away from targets are denoted by a red arrow; objectives that moved toward targets are denoted by a light blue bar; and objectives that met or exceeded targets are denoted with a dark blue arrow.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. The formula for the percent of targeted change achieved is as follows: Percent of targeted change achieved = (Final value – baseline value) / (HP2020 target – baseline value) * 100.In addition the ‘Progress Chart’ includes a data table. The data table includes the 2010 target, baseline and final years and estimates, and three measures that compare the baseline and the final data: Simple difference between the baseline and final data points Statistical significance of the simple differencePercent difference between the baseline and final data points In the excerpt on this slide, the Physical Activity, Overweight and Obesity, and Tobacco Use LHI objectives are highlighted. Although three objectives made progress, one had no change (regular physical activity among adults), and both overweight and obesity objectives moved away from the target.[Source: Healthy People 2010 Final Review.]



‘Progress Chart’ excerpt for LHIs (cont.) 

SOURCE: Healthy People 2010 Final Review. 
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Presentation Notes
For the Healthy People 2010 Final Review, the ‘Progress Chart’ includes a bar chart showing progress toward meeting Healthy People 2010 targets. Objectives that moved away from targets are denoted by a red arrow; objectives that moved toward targets are denoted by a light blue bar; and objectives that met or exceeded targets are denoted with a dark blue arrow.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. The formula for the percent of targeted change achieved is as follows: Percent of targeted change achieved = (Final value – baseline value) / (HP2020 target – baseline value) * 100.In addition the ‘Progress Chart’ includes a data table. The data table includes the 2010 target, baseline and final years and estimates, and three measures that compare the baseline and the final data: Simple difference between the baseline and final data points Statistical significance of the simple differencePercent difference between the baseline and final data points In the excerpt on this slide, the Injury and Violence, Environmental Quality, and Immunization LHI objectives are highlighted. Seven LHI objectives made progress, including two objectives that exceeded their targets—exposure to tobacco smoke among children and nonsmokers. One LHI objective, homicides, moved away from the target.[Source: Healthy People 2010 Final Review.]



Two overarching goals: Goal 1 

• Goal 1: Increase the quality and years of 
healthy life 

• Goal 2: Eliminate health disparities across 
– Race and ethnicity 
– Sex 
– Educational attainment 
– Income 
– Geographic location 
– Disability status 
– Sexual orientation 

SOURCE: Healthy People 2010 Final Review. 
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Presentation Notes
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. Progress toward achieving this goal was 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, as seen in the next two slides:Life expectancy improved for the populations that could be assessed throughout the decade.Women had 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 limitation (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.[Source: Healthy People 2010 Final Review.]



Healthy life expectancy at birth, 2000–01 and 2006–07 
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Goal 1 

Presenter
Presentation Notes
Over the past decade, total healthy life expectancy at birth has increased, from 76.8 years in 2000–01 to 77.8 years in 2006–07. Even though the data indicate that, in 2006–07, the healthy life expectancy at birth in the black population was 1.5 years longer than in 2000–01 (73.4 years in 2006–07 compared to 71.9 years in 2000–01), disparities remained significant: in 2006–07, the healthy life expectancy at birth in the white population was close to 5 years longer than in the black population (78.3 years for the white population compared to 73.4 years for the black population).[Source: Healthy People 2010 Final Review.]



Healthy life expectancy at age 65, 2000–01 and 2006–07 
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Goal 1 

Presenter
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Over the past decade, total healthy life expectancy has increased for Americans aged 65, from 17.7 years in 2000–01 to 18.6 years in 2006–07. This gain of just under 1 year in healthy life expectancy beyond age 65 was reflected in two of the three other measures presented here: expected years in good or better health, and expected years free of activity limitations. This continued a trend started in the last century. Even though the data indicate that, in 2006–07, Americans over 65 were expected to have less than 3 years (2.7 years) free of chronic disease, with improved disease management, they experienced close to 14 years (13.7 years) in good or better health and close to 12 years (11.8 years) free of activity limitation.[Source: Healthy People 2010 Final Review.]



Two overarching goals: Goal 2 

• Goal 1: Increase the quality and years of 
healthy life 

• Goal 2: Eliminate health disparities across 
– Race and ethnicity 
– Sex 
– Educational attainment 
– Income 
– Geographic location 
– Disability status 
– Sexual orientation 

SOURCE: Healthy People 2010 Final Review. 
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Presentation Notes
The second goal of Healthy People 2010 was to eliminate health disparities that occurred by race and ethnicity, sex, educational attainment, 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) called for population-based data. Data were unavailable by sexual orientation for any of the Healthy People 2010 objectives.There were 469 population-based objectives for which health disparities among populations could be measured. Presented as the second figure in each Focus Area chapter, the Health Disparities Table provides detailed information about health disparities among populations 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 to the population group with the best rate for each characteristic, and the magnitude of changes in these disparities between 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 baseline. [Source: Healthy People 2010 Final Review.]



Disparities by race and ethnicity at Final Review 

Percent of objectives in 
which population group had 
the “best” rate: 

• Non-Hispanic white: 51% 

• Non-Hispanic black: 20% 

• Hispanic or Latino: 17% 

• American Indian or 
Alaska Native: 6% 
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SOURCE: Healthy People 2010 Final Review. Goal 2 

Presenter
Presentation Notes
There were 469 population-based objectives for which health disparities among populations could be measured. Substantial health disparities between populations were observed for many of these objectives. In the Final Review, health disparities was measured using the “best” or most favorable group rate as the reference point. “Best” was used to identify the population group with the most favorable 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, were measured using the rate for the racial and ethnic population with the best rate as the reference point. Health disparities were 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 were generally expressed in terms of adverse events or conditions, such as death rates, to facilitate comparisons among them.[Source: Healthy People 2010 Final Review.]



Disparities by race and ethnicity at Final Review (cont.) 

Percent of objectives in which 
population group had a rate 
that was at least two times 
worse than the best rate:   

• Non-Hispanic white: 7% 

• Non-Hispanic black: 20% 

• Hispanic or Latino: 11% 

• American Indian or 
Alaska Native: 26% 

SOURCE: Healthy People 2010 Final Review. Goal 2 
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There were 469 population-based objectives for which health disparities among populations could be measured. Substantial health disparities between populations were observed for many of these objectives. In the Final Review, health disparities was measured using the “best” or most favorable group rate as the reference point. “Best” was used to identify the population group with the most favorable 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, were measured using the rate for the racial and ethnic population with the best rate as the reference point. Health disparities were 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 were generally expressed in terms of adverse events or conditions, such as death rates, to facilitate comparisons among them.[Source: Healthy People 2010 Final Review.]



Changes in disparities at Final Review 

• No significant change in health disparities 
by race and ethnicity for 117 (69%) of 
169 objectives 

• Of the 52 objectives with significant 
changes in disparities: 
– 27 showed a decrease of 10 percentage 

points or more 
– 25 showed an increase of 10 percentage 

points or more 

 

SOURCE: Healthy People 2010 Final Review. Goal 2 
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Both increases and decreases in health disparities also were observed for individual populations for specific objectives; however, most of the population-based objectives with data to measure disparities had no change in health disparities. For specific population characteristics:Among 169 objectives with data for racial and ethnic groups, health disparities 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.Among 132 objectives with data for education groups, health disparities decreased for seven 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. [Source: Healthy People 2010 Final Review.]



SELECTED FINDINGS BY 
FOCUS AREA 

Healthy People 2010 Final Review 

Presenter
Presentation Notes
The remainder of this slide deck will review some selected findings from each of the Focus Area chapters in the Healthy People 2010 Final Review.



ACCESS TO QUALITY HEALTH 
SERVICES 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 1 

Presenter
Presentation Notes
Substantial progress was achieved in meeting objectives f or this Focus Area during the past decade. 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. However, statistically significant health disparities of 10% or more were observed among racial and ethnic populations and income groups.[Source: Healthy People 2010 Final Review.]



Health insurance coverage, 1997 and 2008 
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NOTES: Data are the proportion of persons under age 65 with health insurance coverage. Healthy People 2010 
target is total coverage (100%). 

I = 95% confidence interval. FPL = Federal poverty level.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 1-1 

Presenter
Presentation Notes
As in 1997, the baseline year for this objective, 83% of the U.S. population under age 65 had health insurance coverage in 2008.Although insurance rates have remained relatively constant in the past decade, statistically significant increases occurred for persons with income below the FPL, those aged 10–14 years, and those aged 15–19 years.�Among income groups, the middle/high-income population (at or above 200% of the FPL) had the highest (best) rate of health insurance coverage, 89% in 2008, whereas the poor (below the FPL) and near-poor (100% to 199% of the FPL) 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. 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.[Source: Healthy People 2010 Final Review.]



Health insurance coverage, 1999 and 2008 
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NOTES: Data are for the proportion of persons under age 65 with health insurance coverage. For 1999 and later 
years, respondents were asked to select one or more races; the single race categories listed include persons who 
reported only one racial group. Persons of Hispanic origin may be of any race. Healthy People 2010 target is total 
coverage (100%). 
I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 1-1 

Presenter
Presentation Notes
�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). 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 whitepopulation 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.[Source: Healthy People 2010 Final Review.]



Persons with a usual primary care provider, 2007 
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NOTES: Data are for the proportion of persons with a usual primary care provider. Respondents were asked to 
select one or more races. The single race categories listed include persons who reported only one racial group. 
Persons of Hispanic origin may be of any race. Data by education are for persons aged 18 and over. 
I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 1-5 

Presenter
Presentation Notes
Persons with a usual primary care provider vary by population group. Among racial and ethnic groups, the Hispanic population had the lowest rate. Males had lower rates compared to females, and those with less than a high school education had the lowest rates among education groups. Among disability groups, the population with activity limitations exactly met the target of 85%.



ARTHRITIS, OSTEOPOROSIS, 
AND CHRONIC BACK 
CONDITIONS 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 2 

Presenter
Presentation Notes
Some progress was made for objectives in this Focus Area during the past decade. 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. However, statistically significant health disparities of 100% or more were observed among education and income groups.[Source: Healthy People 2010 Final Review.]



Weight reduction counseling, overweight or obese 
adults with arthritis, 2002 and 2006 
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NOTES: Data are for the proportion of overweight or obese adults aged 18 and over with arthritis who received 
counseling for weight reduction and are age adjusted to the 2000 standard population. Respondents were asked 
to select one or more races. The categories black and white include persons who reported only one racial group. 
Persons of Hispanic origin may be of any race. Data by education are for persons aged 25 and over.  

I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 2-4a 

Presenter
Presentation Notes
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%.[Source: Healthy People 2010 Final Review.]



Osteoporosis, 1988–94 and 2005–08 
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NOTES: Data are for the proportion of adults aged 50 and over with osteoporosis, defined as femoral bone 
mineral density value (BMD) < 0.64, and are age adjusted to the 2000 standard population. Respondents were 
asked to select only one race prior to 1999. For 1999 and later years, respondents were asked to select one or 
more races. For all years, the categories black and white include persons who reported only one racial group. 
Persons of Mexican American origin may be of any race.  
I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 2-9 

Presenter
Presentation Notes
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%. [Source: Healthy People 2010 Final Review.]Changes in body mass index or osteoporosis medication use between surveys did not fully explain the decline in osteoporosis (Looker et al., 2010).--Reference: Looker, A. C., Melton, L. J., Harris, T. B., Borrud, L. G. and Shepherd, J. A. (2010), Prevalence and trends in low femur bone density among older US adults: NHANES 2005–2006 compared with NHANES III. J Bone Miner Res, 25: 64–71. doi: 10.1359/jbmr.090706.



Activity limitations due to chronic back conditions, 2008 
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NOTES: Data are for adults aged 18 and over with activity limitations due to chronic back conditions and are age 
adjusted to the 2000 standard population. Respondent asked to select one or more races. The single race 
categories listed include persons who reported only one racial group. Persons of Hispanic origin may be of any 
race. Data by education are for persons aged 25 and over.  

I = 95% confidence interval. FPL = Federal poverty level. 
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 2-11 

Presenter
Presentation Notes
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.Among education groups, persons aged 25 and over with at least some college education 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.Among income groups, the middle/high income population (with incomes ≥ 200% FPL) 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 (with incomes < 100% FPL and 100%–199% FPL, respectively) 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). The rate for the near-poor population was more than twice the best group rate.[Source: Healthy People 2010 Final Review.]



CANCER 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 3 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Over 70% of the Cancer objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. 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.[Source: Healthy People 2010 Final Review.]



Overall cancer deaths, 1999–2007 
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NOTES: Data are for ICD-10 codes C00–C97 reported as underlying cause of death and are age adjusted to the 
2000 standard population. Prior to 2003 only one race category could be recorded; recording more than one race 
was not an option. Beginning in 2003 multiple-race data were reported by some states; multiple-race data were 
bridged to the single-race categories for comparability. Persons of Hispanic origin may be of any race.  

SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. Obj. 3-1 

Presenter
Presentation Notes
The overall cancer death rate (tracked with Healthy People 2010 objective 3-1) declined 11.2% between 1999 and 2007, from 200.8 to 178.4 per 100,000 population (age adjusted), moving closer to the 2010 target of 158.6 per 100,000. This decline is reflected among all population subgroups. However, disparities persisted. In 2007, the Asian or Pacific Islander population remained with the lowest rate of overall cancer mortality, 106.7 per 100,000 (age adjusted), whereas the non-Hispanic black population remained with the highest rate, 221.7 per 100,000 (age adjusted), over twice the rate for the Asian or Pacific Islander population.



Overall cancer deaths, 2005–07—map 
2010 Target: 158.6 per 100,000 (age adjusted) 

Rate per 100,000 

Lowest category (green) shows health service areas that met target. 
NOTES: Data are for ICD-10 codes C00–C97 reported as underlying cause of death and 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. Obj. 3-1 

Presenter
Presentation Notes
Overall cancer mortality (objective 3-1) varied by geographic region. Death rates for the period 2005–07 were lower in the West than they were in the Midwest and Eastern U.S. Many of the health service areas with high death rates were in the South and the Mississippi River Valley.[Source: Healthy People 2010 Final Review.]



Cervical cancer deaths, 1999–2007 
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NOTE: Data are for cervical cancer reported as the underlying cause of death and are age adjusted to the 2000 
standard population. 

SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. Obj. 3-4 

Presenter
Presentation Notes
Cervical cancer mortality (objective 3-4) declined 14.3% between 1999 and 2007, from 2.8 to 2.4 deaths per 100,000 (age adjusted), moving toward the 2010 target of 2.0 deaths per 100,000.[Source: Healthy People 2010 Final Review.]



Pap test received in past 3 years, 1998–2008 
Increase desired 

50

60

70

80

90

1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

P
er

ce
n

t 

0 

2010 Target 

Black, non-Hispanic 

Total 
White, non-Hispanic 

Hispanic American Indian or Alaska Native 

Asian 

NOTES: Data are for the proportion of women aged 18 and over who had received a Pap test within the past 
three years. Respondents were asked to select only one race prior to 1999. For 1999 and later years, respondents 
were asked to select one or more races. For all years, the single race categories listed include persons who 
reported only one racial group. Persons of Hispanic origin may be of any race.  

SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. Obj. 3-11b 

Presenter
Presentation Notes
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%. Among racial and ethnic groups, non-Hispanic white women had the highest (best) rate of ever receiving a Pap test, 95% in 2008, whereas American Indian or Alaska Native, Hispanic or Latina, 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 Latina women was more than twice the rate for non-Hispanic white women; and the rate for Asian women was more than four times the rate for non-Hispanic white women.[Source: Healthy People 2010 Final Review.] 



Colorectal cancer screening, 1998–2008 
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NOTE: Data are for the proportion of adults aged 50 and over who had ever received a proctoscopy, colonoscopy, 
or sigmoidoscopy (Healthy People 2010 objective 3-12b), or a fecal occult blood test within the past 2 years 
(Healthy People 2010 objective 3-12a), and are age adjusted to the 2000 standard population. 

SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. Obj. 3-12a 
Obj. 3-12b 

Presenter
Presentation Notes
The proportion of adults 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% (age adjusted), exceeding the Healthy People 2010 target of 50%. On the other hand, the proportion of adults aged 50 and over who had ever received a fecal occult blood test (FOBT) within the past 2 years (objective 3-12a) decreased 37.5% between 2000 and 2008, from 24% to 15% (age adjusted), moving away from the target of 33%.[Source: Healthy People 2010 Final Review.]



CHRONIC KIDNEY DISEASE 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 4 

Presenter
Presentation Notes
Substantial progress was achieved for the objectives in this Focus Area over the course of the past decade. Two thirds of the CKD objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, most objectives exhibited statistically significant health disparities of 10% or more by sex and among racial and ethnic population groups.[Source: Healthy People 2010 Final Review.]



New cases of end-stage renal disease, 1997–2008 
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* Data for the non-Hispanic black and non-Hispanic white populations were not collected prior to 2000.   
NOTES: Data are for new cases of end-stage renal disease and are adjusted for age, sex, and race, where 
applicable. For all years, only one race category could be recorded per person. The categories black and white 
include persons of Hispanic or non-Hispanic origin. Persons of Hispanic origin may be of any race.  

SOURCE: United States Renal Data System (USRDS), NIH, NIDDK. Obj. 4-1 

Presenter
Presentation Notes
New cases of ESRD (objective 4-1) increased 12.1% between 1997 and 2008, from 313 to 351 per million population (adjusted for age, gender, and race), moving away from the Healthy People 2010 target of 230 per million population.[Source: Healthy People 2010 Final Review.]



New cases of end-stage renal disease 
due to diabetes, 1997–2008 
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* Data for the non-Hispanic black and non-Hispanic white populations were not collected prior to 2000.    
NOTES: Data are for new cases of end-stage renal disease that are due to diabetes and are adjusted for age, sex, 
and race, where applicable. For all years, only one race category could be recorded per person. The categories 
black and white include persons of Hispanic or non-Hispanic origin. Persons of Hispanic origin may be of any race. 

SOURCE: United States Renal Data System (USRDS), NIH, NIDDK. Obj. 4-7 

Presenter
Presentation Notes
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, gender, and race), moving away from the Healthy People 2010 target of 100 per million population.[Source: Healthy People 2010 Final Review.]



DIABETES 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 5 

Presenter
Presentation Notes
Substantial progress was achieved for the objectives in this Focus Area during the past decade. Seventy-one percent of the Diabetes objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. Most of the health disparities observed by race and ethnicity, sex, education level, and disability status ranged from 10% to 99% in magnitude; however, larger disparities also were observed.[Source: Healthy People 2010 Final Review.]



New cases of diabetes, 1997–99, 2001–03, and 2006–08 
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NOTES: Data are for new cases of diabetes in adults aged 18–84, are based on a 3-year average, and are age 
adjusted to the 2000 standard population. Data by education level are for persons aged 25–84. 

I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 5-2 

Presenter
Presentation Notes
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.[Source: Healthy People 2010 Final Review.]



New cases of diabetes, 1997–99, 2001–03, 2006–08 (cont.) 
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NOTE: Data are for new cases of diabetes in adults aged 18–84 and are based on a 3-year average. 

I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 5-2 

Presenter
Presentation Notes
New cases of diabetes also varied by age group.



Adults with diagnosed diabetes, 1988–94 and 2005–08 
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NOTES: Data are the proportion of adults aged 20 and over with diagnosed diabetes and are age adjusted to the 
2000 standard population. Respondents were asked to select only one race prior to 1999. For 1999 and later 
years, respondents were asked to select one or more races. For all years, the categories black and white include 
persons who reported only one racial group. Persons of Mexican American origin may be of any race.  

I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 5-4 

Presenter
Presentation Notes
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%.[Source: Healthy People 2010 Final Review.]



Lower extremity amputations, persons with diabetes, 
1997–99 and 2005–07 
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NOTES: Data are for any amputation of lower limb among persons with diabetes, are based on a 3-year average, 
and are age adjusted to the 2000 standard population. For NHDS, only one race could be recorded prior to 2000. 
For NHIS, respondents reported one or more races yet identified one race as best representing them. For 1999 
and later years (NHIS), and for 2000 and later years (NHDS), one or more races were reported. For all years, the 
categories black and white include persons who reported only one racial group, and include persons of Hispanic 
origin. For comparability with 1997–98 data, the selection of more than one race in NHIS was not used in 1999. 
I = 95% confidence interval.   
SOURCES: National Hospital Discharge Survey (NHDS), CDC, NCHS; National Health 
Interview Survey (NHIS), CDC, NCHS. 

Obj. 5-10 

Presenter
Presentation Notes
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.[Source: Healthy People 2010 Final Review.]



DISABILITY AND 
SECONDARY CONDITIONS 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 6 

Presenter
Presentation Notes
Substantial progress was achieved for the objectives in this Focus Area during the past decade. Over two-thirds of the Disability and Secondary Conditions objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, health disparities of 50% to 99% were observed among racial and ethnic populations, education groups, and income groups.[Source: Healthy People 2010 Final Review.]



Psychological symptomatology that interferes with 
activities, adults with disabilities, 1997 and 2005 
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NOTES: Data are for the proportion of adults with disabilities aged 18 and over who reported that negative 
feelings interfered with their activities and are age adjusted to the 2000 standard population. Respondents were 
asked to select only one race prior to 1999. For 1999 and later years, respondents were asked to select one or 
more races. For all years, the categories black and white include persons who reported only one racial group. 
Persons of Hispanic origin may be of any race.  
I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 6-3 

Presenter
Presentation Notes
The proportion of adults with disabilities aged 18 and over who reported that negative feelings interfered with their activities varied by race and ethnicity as well as sex. In 2005, non-Hispanic black adults with disabilities were less likely than their non-Hispanic white or Hispanic counterparts to report that negative feelings interfered with their activities. Males were less likely than females to report that negative feelings interfered with their activities.



Social participation, adults with disabilities, 2001 
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NOTES: Data are for the rate of social participation among adults with disabilities aged 18 and over and are age 
adjusted to the 2000 standard population. Respondents were asked to select one or more races. Data for the 
single race categories are for persons who reported only one racial group. Persons of Hispanic origin may be of 
any race. Data by education are for persons aged 25 and over. 
I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 6-4 

Presenter
Presentation Notes
The rate of social participation among adults aged 18 and over with disabilities varied by sex, race and ethnicity, as well as education. In 2001, female adults with disabilities had a higher rate of social participation than male adults with disabilities. American Indian or Alaska Native adults with disabilities had the highest rate of social participation among racial and ethnic groups. Adults aged 25 and over with disabilities with at least some college education had the highest rate of social participation among education groups.



Employment parity, adults with disabilities, 
1997 and 2005 
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NOTES: Data are for the rate of employment parity among adults with disabilities aged 18–64. Respondents were 
asked to select only one race prior to 1999. For 1999 and later years, respondents were asked to select one or 
more races. For all years, the categories black and white include persons who reported only one racial group. 
Persons of Hispanic origin may be of any race.  

I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 6-8 

Presenter
Presentation Notes
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: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 black non-Hispanic adults was 24% higher than the rate for non-Hispanic white adults.[Source: Healthy People 2010 Final Review.]



Access to health and wellness programs, 
adults with disabilities, 2002 

Increase desired 

0 10 20 30 40 50 60

Percent (age adjusted) 

2010 
Target 

Total 

Female 
Male 

Asian 
Black, non-Hispanic 
White, non-Hispanic 

Hispanic or Latino 

Less than high school 
High school graduate 
At least some college 

NOTES: Data are for the rate of access to health and wellness programs among adults with disabilities aged 18 
and over and are age adjusted to the 2000 standard population. Respondents were asked to select one or more 
races. Data for the single race categories are for persons who reported only one racial group. Persons of Hispanic 
origin may be of any race. Data by education are for persons aged 25 and over.  

I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 6-10 

Presenter
Presentation Notes
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 no access to health and wellness programs, the rate for the Hispanic or Latino population was more than one and a half times the rate for the non-Hispanic white population. [Source: Healthy People 2010 Final Review.]Adults aged 25 and over with disabilities who had at least some college education were the most likely among education groups to report having access to health and wellness programs.



Not having needed assistive devices and technology, 
adults with disabilities, 2002 
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NOTES: Data are for the proportion of adults with disabilities aged 18 and over who reported not having needed 
assistive devices and technology and are age adjusted to the 2000 standard population. Respondents were asked 
to select one or more races. Data for the single race categories are for persons who reported only one racial 
group. Persons of Hispanic origin may be of any race. Data by education are for persons aged 25 and over.  

I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 6-11 

Presenter
Presentation Notes
Adults aged 25 and over with disabilities who had at least some college education were the least likely among education groups to report not having needed assistive devices and technology.



EDUCATIONAL AND 
COMMUNITY-BASED PROGRAMS 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 7 

Presenter
Presentation Notes
Substantial progress was achieved for the objectives in this Focus Area during the past decade. 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. However, statistically significant health disparities were observed by race and ethnicity, sex, and education level.[Source: Healthy People 2010 Final Review.]



High school completion, 1998 and 2007 
Increase desired 

0

20

40

60

80

100

Total White, non-
Hispanic

Black, non-
Hispanic

Hispanic Asian or Pacific
Islander

P
er

ce
nt

 

1998 2007 2010 Target

NOTES: Data are for the proportion of persons aged 18–24 years not enrolled in grades 7–12 who report that 
they have received a high school diploma or its equivalent. Persons of Hispanic origin may be of any race.  

I = 95% confidence interval.  
SOURCE: National Household Education Survey (NHES), Department of Education. 
 

Obj. 7-1 

Presenter
Presentation Notes
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 population 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 and the non-Hispanic black population had rates of 71% and 85%, 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. The rate for the non-Hispanic black population was more than twice the rate for the non-Hispanic white population.[Source: Healthy People 2010 Final Review.]



ENVIRONMENTAL HEALTH 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 8 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Eighty-four percent of the Environmental Health objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, health disparities were observed among racial and ethnic populations in their exposure to harmful air pollutants. Similar disparities were observed between populations residing in urban and rural locations.[Source: Healthy People 2010 Final Review.]
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NOTE: Data are for the proportion of persons served by community water supply utilities that do not have 
violations of the Safe Drinking Water Act Regulation. 

SOURCES: Potable Water Surveillance System (PWSS) and Safe Water Information System 
(SDWIS), Environmental Protection Agency (EPA). 

Obj. 8-5 

Presenter
Presentation Notes
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%. [Source: Healthy People 2010 Final Review.]



Risks posed by National Priority List sites, 1998–2008 
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NOTE: Data are for the number of National Priority List sites. 

SOURCE: Comprehensive Environmental Response and Cleanup Liability Information 
System (CERCLIS), Environmental Protection Agency (EPA) 

Obj. 8-12a 

Presenter
Presentation Notes
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.[Source: Healthy People 2010 Final Review.]



Pesticide exposures, 1998–2008 
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NOTE: Data are for the number of pesticide exposures resulting in visits to a health care facility. 

SOURCE: Toxic Exposure Surveillance System (TESS), American Association of Poison 
Control Centers. 

Obj. 8-13 

Presenter
Presentation Notes
The downward trend in the number of pesticide exposures resulting in visits to a health care facility is a result of overall progress 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 µg/gm of creatinine for the 90th percentile of the population aged 6–59 years to below the level of detection (0.4 µg); o-Phenylphenol (objective 8-25g) declined 40%; diazinon (objective 8-25i) was below the level of detection (0.58 µg) in 1999–2000 and (0.5 µg) in 2001–02; 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 8-25o) which increased by 1.6%.[Source: Healthy People 2010 Final Review.]



FAMILY PLANNING 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 9 

Presenter
Presentation Notes
Progress was achieved in objectives for this Focus Area during the past decade. About one half (53%) of the Family Planning objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, health disparities were observed among racial and ethnic population groups, as well as by income and by disability status.[Source: Healthy People 2010 Final Review.]
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  “Did you become pregnant too soon, at about the right time, or later than you wanted?” 
† Data for the non-Hispanic black or white populations were not analyzed. 
NOTES: Data are for the proportion of intended pregnancies among females aged 15–44 years. The categories 
black and white include persons of Hispanic or non-Hispanic origin. Persons of Hispanic origin may be of any race. 
FPL = Federal poverty level. REFERENCE: Finer and Henshaw (2006). Disparities in Rates of Unintended 
Pregnancy in the United States, 1994 and 2001. Perspectives on Sexual and Reproductive Health 38(2):90–96. 
 SOURCES: National Survey of Family Growth (NSFG), CDC, NCHS; National Vital Statistics 
System—Natality (NVSS-N), CDC, NCHS; Abortion Provider Survey, Guttmacher Institute; 
Abortion Surveillance Data, CDC, NCCDPHP. 

Obj. 9-1 

Presenter
Presentation Notes
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 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.[Source: Healthy People 2010 Final Review.]
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 “Did you become pregnant too soon, at about the right time, or later than you wanted?” 
†Formerly married is defined as divorced, widowed, or separated.  
NOTES: Data are for the proportion of intended pregnancies among females aged 15–44 years. The categories 
black and white include persons of Hispanic or non-Hispanic origin. Persons of Hispanic origin may be of any race. 
REFERENCE: Finer and Henshaw (2006). Disparities in Rates of Unintended Pregnancy in the United States, 1994 
and 2001. Perspectives on Sexual and Reproductive Health 38(2):90–96. 
 SOURCES: National Survey of Family Growth (NSFG), CDC, NCHS; National Vital Statistics 
System—Natality (NVSS-N), CDC, NCHS; Abortion Provider Survey, Guttmacher Institute; 
Abortion Surveillance Data, CDC, NCCDPHP. 

Obj. 9-1 

Presenter
Presentation Notes
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 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.[Source: Healthy People 2010 Final Review.]
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NOTES: Data are for pregnancies among adolescent females aged 15–17 years. Persons of Hispanic origin may 
be of any race. 

SOURCES: National Survey of Family Growth (NSFG), CDC, NCHS; National Vital Statistics 
System—Natality (NVSS-N), CDC, NCHS; Abortion Provider Survey, Guttmacher Institute; 
Abortion Surveillance Data, CDC, NCCDPHP. 

Obj. 9-7 

Presenter
Presentation Notes
Adolescent pregnancy among females aged 15–17 years (objective 9-7) declined 37% between 1996 and 2005, 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 black non-Hispanic females aged 15–17 had rates of 85 and 88 per 1,000, 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.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.[Source: Healthy People 2010 Final Review.]



FOOD SAFETY 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 10 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Almost three-quarters (73%) of the Food Safety Focus Area objectives moved toward or achieved their Healthy People 2010 targets. With the exception of one objective (10-5), data on health disparities by race and ethnicity were unavailable.[Source: Healthy People 2010 Final Review.]
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NOTE: Data are for the number of outbreaks of infections caused by Escherichia coli O157:H7 in the U.S. resident 
population. 

SOURCE: Foodborne Disease Outbreak Surveillance System, CDC, NCEZID. Obj. 10-2a 

Presenter
Presentation Notes
Progress in outbreaks of foodborne infections was mixed. Outbreaks due to Escherichia coli O157:H7 (objective 10-2a) increased between 1997 and 2008, from 10 to 32 outbreaks, moving away from the 2010 target of five outbreaks.[Source: Healthy People 2010 Final Review.]



Salmonella serotype Enteritidis outbreaks, 1997–2008 
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NOTE: Data are for the number of outbreaks of infections caused by Salmonella serotype Enteritidis in the U.S. 
resident population.  

SOURCE: Foodborne Disease Outbreak Surveillance System, CDC, NCEZID. Obj. 10-2b 

Presenter
Presentation Notes
Progress in outbreaks of foodborne infections was mixed. Outbreaks due to Salmonella serotype Enteritidis (objective 10-2b) decreased 44.9% between 1997 and 2008, from 49 to 27, achieving 88.0% of the 2010 target of 24 outbreaks.[Source: Healthy People 2010 Final Review.]



HEALTH COMMUNICATION 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 11 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Fourteen of the 16 Health Communication objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, health disparities of 10% or more were observed for a number of population groups.[Source: Healthy People 2010 Final Review.]
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NOTE: Data are for the proportion of persons aged 18 and over who live in households with connections to the 
Internet. 

SOURCE: Internet Use Supplement to the Current Population Survey (CPS): Department of 
Commerce, Census Bureau; Department of Labor (DOL), Bureau of Labor Statistics (DOL). 

Obj. 11-1 

Presenter
Presentation Notes
The proportion of adults with Internet access at home (objective 11-1) has continued to increase since 1998.
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*Data for the Asian only population were collected starting in 2003; thus, the data years for the Asian category 
are 2003 and 2009. 
NOTES: Data are for the proportion of persons aged 18 and over who live in households with connections to the 
Internet. Single race categories shown are for persons who reported only one racial group. Persons of Hispanic 
origin may be of any race.  
I = 95% confidence interval.  
SOURCE: Internet Use Supplement to the Current Population Survey (CPS): Department of 
Commerce, Census Bureau; Department of Labor (DOL), Bureau of Labor Statistics (DOL). 
 

Obj. 11-1 

Presenter
Presentation Notes
The proportion of adults with Internet access at home (objective 11-1) increased 165.4% between 1998 and 2009, from 26% to 69%, moving toward the Healthy People 2010 target of 80%.Among racial and ethnic groups, the Asian population had the highest (best) rate of Internet access at home, 80% in 2009, whereas the American Indian or Alaska Native, Hispanic or Latino, and non-Hispanic black populations each had a rate of 53%. When expressed as persons without Internet access at home, the rates for these three populations were almost two and a half times the rate for the Asian population.[Source: Healthy People 2010 Final Review.]



HEART DISEASE AND 
STROKE 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 12 

Presenter
Presentation Notes
Substantial progress was achieved for the majority of objectives in this Focus Area over the last decade. Two-thirds of the Heart Disease and Stroke objectives with data to monitor progress moved toward or achieved their Healthy People 2010 targets. However for three objectives, the change was opposite the direction of the target. Moreover, health disparities of 50% or more among racial and ethnic populations and education groups were observed.[Source: Healthy People 2010 Final Review.]



Coronary heart disease deaths, 1999–2007 
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NOTES: Data are for ICD-10 codes I20–I25 reported as underlying cause of death and are age adjusted to the 
2000 standard population. Prior to 2003 only one race category could be recorded; recording more than one race 
was not an option. Beginning in 2003 multiple-race data were reported by some states; multiple-race data were 
bridged to the single-race categories for comparability. Persons of Hispanic origin may be of any race.  

SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. Obj. 12-1 

Presenter
Presentation Notes
The CHD death rate (objective 12-1) declined 35.4% between 1999 and 2007, from 195 to 126 deaths per 100,000 population (age adjusted), exceeding the Healthy People 2010 target of 156 deaths per 100,000. Disparities were observed for a number of population groups, for example:��Among racial and ethnic groups, the Asian or Pacific Islander population had the lowest (best) CHD mortality rate, 71 deaths per 100,000 population (age adjusted) in 2007, whereas the non-Hispanic black population had a rate of 153 deaths per 100,000 (age adjusted). The rate for the non-Hispanic black population was more than twice the best group rate.[Source: Healthy People 2010 Final Review.]



Stroke deaths, 1999–2007 
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was not an option. Beginning in 2003 multiple-race data were reported by some states; multiple-race data were 
bridged to the single-race categories for comparability. Persons of Hispanic origin may be of any race.  

SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. Obj. 12-7 

Presenter
Presentation Notes
The stroke death rate (objective 12-7) declined 32.3% between 1999 and 2007, from 62 to 42 deaths per 100,000 (age adjusted), exceeding the 2010 target of 50 deaths per 100,000. Disparities were observed for a number of population groups, for example:Among racial and ethnic groups, the American Indian or Alaska Native population had the lowest (best) rate, 30 deaths per 100,000 population (age adjusted) in 2007. The non-Hispanic black population had a rate of 62 deaths per 100,000 (age adjusted) in 2007, more than twice the best group rate.[Source: Healthy People 2010 Final Review.]



High blood pressure prevalence, 1988–94 and 2005–08 
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NOTES: Data are for the proportion of adults aged 18 and over with high blood pressure and are age adjusted to 
the 2000 standard population. High blood pressure is defined for adults as an average systolic blood pressure 
≥140 mm Hg, an average diastolic blood pressure ≥90 mm Hg, or self-reported current use of blood pressure 
lowering medication. Respondents were asked to select only one race prior to 1999. For 1999 and later years, 
respondents were asked to select one or more races. For all years, the categories black and white include persons 
who reported only one racial group. Persons of Mexican American origin may be of any race.  
I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 12-9 

Presenter
Presentation Notes
The prevalence of hypertension among persons aged 18 and over (objective 12-9) increased 20.0% from 1988–94 to 2005–08, from 25% to 30% (age adjusted), moving away from the 2010 target of 14%. Disparities were observed for a number of population groups, for example:Among racial and ethnic populations, the Mexican American population had the lowest (best) rate, 26% (age adjusted) in 2005–08. The rate for the black non-Hispanic population was 42% (age adjusted), more than one and a half times the best group rate.[Source: Healthy People 2010 Final Review.]



High blood pressure control, 1988–94 and 2005–08 
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NOTES: Data are for the proportion of adults aged 18 and over with a controlled blood pressure and are age 
adjusted to the 2000 standard population. Controlled blood pressure is defined as an average systolic blood 
pressure <140 mm Hg and an average diastolic blood pressure <90 mm Hg among  adults with hypertension. 
Respondents were asked to select only one race prior to 1999. For 1999 and later years, respondents were asked 
to select one or more races. For all years, the categories black and white include persons who reported only one 
racial group. Persons of Mexican American origin may be of any race.  
I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 12-10 

Presenter
Presentation Notes
The prevalence of high blood pressure control among adults aged 18 and over with high blood pressure increased 77% from 1988–94 to 2005–08, from 24.8% to 43.7% (age adjusted), and varied by race and ethnicity as well as by sex. For example, in 2005–08:46.5% (age adjusted) of non-Hispanic white adults with high blood pressure had a controlled blood pressure, compared with 31.8% of Mexican American adults with high blood pressure. When expressed as adults with high blood pressure whose blood pressure was uncontrolled, the prevalence among the Mexican American population was almost one and a half times the prevalence among the non-Hispanic white population. 52.0% (age adjusted) of female adults with high blood pressure had a controlled blood pressure, compared with 38.6% of male adults with high blood pressure. When expressed as adults with high blood pressure whose blood pressure was uncontrolled, the prevalence among males was almost one and a half times the prevalence among females.



High cholesterol prevalence, 1988–94 and 2005–08 
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NOTES: Data are for the proportion of adults aged 20 and over with high cholesterol levels and are age adjusted 
to the 2000 standard population. High cholesterol level is defined as a total blood cholesterol of 240 mg/dL or 
greater. Respondents were asked to select only one race prior to 1999. For 1999 and later years, respondents 
were asked to select one or more races. For all years, the categories black and white include persons who 
reported only one racial group. Persons of Mexican American origin may be of any race.  

I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 12-14 

Presenter
Presentation Notes
Mean total blood cholesterol levels among persons aged 20 years and over (objective 12-13) declined 3.9% from 1988–94 to 2005–08, from 206 to 198 mg/dL (age adjusted), exceeding the 2010 target of 199 mg/dL. During the same period, the proportion of persons aged 20 and over with high blood cholesterol levels (objective 12-14) fell 28.6%, from 21% to 15% (age adjusted), exceeding the 2010 target of 17%.[Source: Healthy People 2010 Final Review.]



HIV 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 13 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Over 70% of the HIV objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, health disparities were observed among racial and ethnic population groups, as well as by sex, education level, income, and disability status.[Source: Healthy People 2010 Final Review.]



New AIDS cases, 2007—map 
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No states met target. 

NOTES: Data are for new cases of AIDS in persons aged 13 years and over. Rates are displayed by a modified 
Jenks classification for U.S. states. 

SOURCE: HIV Surveillance System, CDC, NCHHSTP. Obj. 13-1 

Presenter
Presentation Notes
The rate of annual AIDS diagnoses varied by state. In 2007, Alaska, the Central and Midwest states, Maine, New Hampshire, Vermont, and West Virginia, had the lowest rates. The District of Columbia, with 154.6 new cases per 100,000 population, had the highest rate.[Source: Healthy People 2010 Final Review.]



HIV infection deaths, 2005–07—map 
2010 Target: 0.7 per 100,000 (age adjusted) 

District of 
Columbia: 
34.9 per 
100,000 

Rate per 100,000 

Lowest category (green) shows states met target. 

NOTES: Data are for ICD-10 codes B20–B24 reported as underlying cause of death and are age adjusted to the 
2000 standard population. Rates are displayed by a modified Jenks classification for U.S. states. 

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

Obj. 13-14 

Presenter
Presentation Notes
The HIV infection death rates varied by state. Among those states with reliable data for the period 2005–07, the HIV-infection death rates for Delaware, Florida, Georgia, Louisiana, Maryland, Mississippi, New York, and South Carolina ranged from 4.6 to 9.3 deaths per 100,000 population (age adjusted). The District of Columbia, with an HIV-infection death rate of 34.9 per 100,000 (age adjusted), had the highest rate.[Source: Healthy People 2010 Final Review.]



Perinatally acquired AIDS, 1998–2007 
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NOTE: Data are for the number of new cases of perinatally acquired AIDS.  

SOURCE: HIV Surveillance System, CDC, NCHHSTP. Obj. 13-17b 

Presenter
Presentation Notes
A statistically significant downward trend was observed in the number of perinatally-acquired AIDS diagnoses (objective 13-17b). The number declined 88.5% between 1998 and 2007, from 243 to 28 new cases, exceeding the 2010 target of 75 new cases.[Source: Healthy People 2010 Final Review.]



IMMUNIZATION AND 
INFECTIOUS DISEASES 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 14 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Over 80% of the Immunization and Infectious Diseases objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, health disparities of 10% or more were observed among select population groups.[Source: Healthy People 2010 Final Review.]



Vaccination of children aged 19–35 months: 3 Doses 
Hepatitis B (Hep B) vaccine, 2008—map 

2010 Target: 90% 

Percent 

Highest categories (in shades of green) show states met target. 

NOTES: Data are for the proportion of children aged 19–35 months who received 3 doses of hepatitis B (Hep B) 
vaccine. Rates are displayed by a modified Jenks classification for U.S. states. 

SOURCE: National Immunization Survey (NIS), CDC, NCIRD. Obj. 14-22c 

Presenter
Presentation Notes
All but three states (Montana, Nevada, and Washington) had achieved the 90% target for Hep B vaccination (objective 14-22c) in 2008. [Source: Healthy People 2010 Final Review.]



Vaccination of children aged 19–35 months: 1 Dose 
Measles-Mumps-Rubella (MMR) vaccine, 2008—map 

2010 Target: 90% 

Percent 

Highest categories (in shades of green) show states met target. 

NOTES: Data are for the proportion of children aged 19–35 months who received 1 dose of measles-mumps-
rubella (MMR) vaccine. Rates are displayed by a modified Jenks classification for U.S. states. 

SOURCE: National Immunization Survey (NIS), CDC, NCIRD. Obj. 14-22d 

Presenter
Presentation Notes
Thirty-eight states had achieved the 90% target for MMR vaccination in 2008. MMR vaccination rates for the rest of the U.S. were all above 85%.[Source: Healthy People 2010 Final Review.]



Vaccination of children aged 19–35 months: 4 Doses 
Pneumococcal Conjugate Vaccine (PCV), 2008—map 

2010 Target: 90% 

Percent 

Highest category (in green) shows state that met target. 

NOTES: Data are for the proportion of children aged 19–35 months who received 4 doses of pneumococcal 
conjugate vaccine (PCV). Rates are displayed by a modified Jenks classification for U.S. states. 
SOURCE: National Immunization Survey (NIS), CDC, NCIRD. Obj. 14-22g 

Presenter
Presentation Notes
Vaccination rates for PCV, one of the newest vaccines, still varied among states. Only one state, Connecticut, had achieved the 90% target for PCV (objective 14-22g) in 2008. The rates were lowest, at or below 70%, in Nevada, Oklahoma, and Wyoming.[Source: Healthy People 2010 Final Review.]



INJURY AND VIOLENCE 
PREVENTION 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 15 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Seventy-four percent of the Injury and Violence Prevention objectives with data to monitor progress moved toward or exceeded their Healthy People 2010 targets. Statistically significant health disparities were observed among racial and ethnic populations, as well as by sex, education level, and geographic location.[Source: Healthy People 2010 Final Review.]



Poisoning deaths, 1999 and 2007 
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NOTES: Data are for ICD-10 codes X40–X49, X60–X69, X85–X90, Y10–Y19, and Y35.2 reported as underlying 
cause of death and are age adjusted to the 2000 standard population. Only one race could be recorded prior to 
2003. For 2003 and later years, one or more races were recorded. For all years, the single race categories include 
persons for whom only one racial group was recorded. Persons of Hispanic origin may be of any race.  

I = 95% confidence interval.  
SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. 

Obj. 15-8 

Presenter
Presentation Notes
In 2007, 40,059 deaths occurred as the result of poisonings, 22.0% of all injury deaths. The majority of poisoning deaths were either unintentional (74.5%) or suicides (15.9%). However, 9.4% of poisoning deaths were of undetermined intent. The age-adjusted death rate for poisoning increased 5.6% from 12.4 deaths per 100,000 in 2006 to 13.1 in 2007. 



Motor vehicle traffic-related deaths, 1999 and 2007 
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NOTES: Data are for ICD-10 codes V02–V04 (.1, .9), V09.2, V12–V14 (.3–.9), V19 (.4–.6), V20–V28 (.3–.9), V29–
V79 (.4–.9), V80 (.3–.5), V81.1, V82.1, V83–V86 (.0–.3), V87 (.0–.8), and V89.2 reported as underlying cause of 
death and are age adjusted to the 2000 standard population. Only one race could be recorded prior to 2003. For 
2003 and later years, one or more races were recorded. For all years, the single race categories include persons 
for whom only one racial group was recorded. Persons of Hispanic origin may be of any race.  

I = 95% confidence interval.  
SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. 

Obj. 15-15a 

Presenter
Presentation Notes
The motor vehicle traffic related death rate decreased among all racial and ethnic groups between 1999 and 2007, with the greatest reductions in the American Indian or Alaska Native population and the non-Hispanic black population.Progress was achieved in related Healthy People 2010 objectives:Motor vehicle crash deaths per 100 million vehicle miles travelled (objective 15-15b) declined 18.8% between 1998 and 2008, from 1.6 to 1.3, moving toward the 2010 target of 0.8.The nonfatal motor vehicle crash-related injury rate (objective 15-17) declined 34.7% between 1998 and 2008, from 1,181 to 771 per 100,000 population, exceeding the 2010 target of 933 per 100,000 population.The use of safety belts (objective 15-19) increased 25.4% between 1999 and 2009, from 67% to 84%, moving toward the 2010 target of 89%. The number of states that have adopted graduated driver licensing laws (objective 15-22) increased from 23 states in 1999 to 50 states (including the District of Columbia) in 2009, moving toward the 2010 target of 51 (50 states and the District of Columbia). 



Leading causes of injury deaths, 1999–2007 
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NOTES: Motor vehicle crash data are for ICD-10 codes V02–V04 (.1, .9), V09.2, V12–V14 (.3–.9), V19 (.4–.6), 
V20–V28 (.3–.9), V29–V79 (.4–.9), V80 (.3–.5), V81.1, V82.1, V83–V86 (.0–.3), V87 (.0–.8), and V89.2 reported 
as underlying cause of death. Poisoning data are for ICD-10 codes X40–X49, X60–X69, X85–X90, Y10–Y19, and 
Y35.2 reported as underlying cause of death. Unintentional poisoning data are for ICD-10 codes X40–X49 only. 
Data are age adjusted to the 2000 standard population. 

SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. Obj. 15-8 
Obj. 15-15a 

Presenter
Presentation Notes
In 2007, motor-vehicle traffic-related injuries resulted in 42,031 deaths, accounting for 23.0% of all injury deaths. The 6% decrease (14.7 to 13.8, age adjusted) between 1999 and 2007 is statistically significant. Most of this change occurred between 2006 and 2007. The poisoning death rate is approaching the motor vehicle traffic-related death rate. The latter is the leading cause of unintentional injury deaths. Unintentional poisoning death rates in the United States have increased each year from 1999 through 2007.



Sexual violence, 1998–2009 
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NOTES: Data are for incidents of rape or attempted rape (Healthy People 2010 objective 15-35) and sexual 
assault other than rape (Healthy People 2010 objective 15-36) among persons aged 12 years and over. 

SOURCE: National Crime Victimization Survey (NCVS), Department of Justice (DOJ), 
Bureau of Justice Statistics (BJS). 

Obj. 15-35 
Obj. 15-36 

Presenter
Presentation Notes
Rape or attempted rape (objective 15-35) declined 66.7% between 1998 and 2009, from 0.9 to 0.3 per 1,000 population aged 12 years and over, exceeding the 2010 target of 0.8 per 1,000 population. Sexual assault other than rape (objective 15-36) declined 66.7% between 1998 and 2009, from 0.6 to 0.2 per 1,000 population aged 12 years and over, exceeding the 2010 target of 0.4 per 1,000 population.[Source: Healthy People 2010 Final Review.]



Physical fighting, students in grades 9–12, 
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NOTES: Data are for the proportion of students in grades 9–12 who reported being in a physical fight at least 
once during the 12 months preceding the survey. Respondents were asked to select one or more races. The 
categories black and white include persons who reported only one racial group. Persons of Hispanic origin may be 
of any race.  

I = 95% confidence interval.  
SOURCE: Youth Risk Behavioral Surveillance System (YRBSS), CDC, NCCDPHP. 

Obj. 15-38 

Presenter
Presentation Notes
Physical fighting among students in grades 9–12 (objective 15-38) declined 13.9% between 1999 and 2009, from 36% to 31%, exceeding the 2010 target of 32%.



MATERNAL, INFANT, AND 
CHILD HEALTH 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 16 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Two-thirds (66.7%) of the Maternal, Infant, and Child Health objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, health disparities of 100% or more among racial and ethnic population groups, as well as by sex and education level.[Source: Healthy People 2010 Final Review.]



Infant mortality, 1998–2006 
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NOTES: Data include all infant deaths within 1 year. Race and ethnicity are mother’s. 

SOURCES: National Vital Statistics System—Mortality and Natality (NVSS-M, NVSS-N), 
CDC, NCHS. 

Obj. 16-1c 

Presenter
Presentation Notes
Although the infant mortality rate was 9% lower in 2000 (6.89 infant deaths per 1,000 live births) than in 1995 (7.57 infant deaths per 1,000 live births), the rate has declined only 2% since 2000. Even though Healthy People 2010 tracking ends in 2006, 2007 data are available. The overall 2007 infant mortality rate from the linked file was 6.75 infant deaths per 1,000 live births, not significantly different from the rate of 6.68 in 2006. There were no significant changes between 2006 and 2007 for any population subgroups. Relative disparities in the rates by race and ethnicity, especially for the non-Hispanic black population, have increased over time.



Infant mortality, 1940–2007 
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NOTES: Data include all infant deaths within 1 year. For 1940–79, infant deaths are classified by their race as 
reported on the death certificate. For 1980–2007, infant deaths are classified by race of mother.  

SOURCES: National Vital Statistics System—Mortality and Natality (NVSS-M, NVSS-N), 
CDC, NCHS. 

Obj. 16-1c 

Presenter
Presentation Notes
Looking at infant mortality trends for whites and blacks from 1940 to 2007 (which goes beyond the Healthy People 2010 tracking period), we see that although the absolute disparity between whites and blacks has decreased, the relative disparity has actually increased over time.



Low and very low birth weight infants, 2007 
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NOTES: Data are for the proportion of low birth weight infants (<2,500 grams; Healthy People 2010 objective 16-
10a) and very low birth weight infants (<1,500 grams; Healthy People 2010 objective 16-10b) among all live 
births. Race and ethnicity are those of the mother. Persons of Hispanic origin may be of any race. 

I = 95% confidence interval.  
SOURCE: National Vital Statistics System—Natality (NVSS-N), CDC, NCHS. 

Obj. 16-10a 
Obj. 16-10b 

Presenter
Presentation Notes
Among racial and ethnic groups, the Hispanic or Latino population had the lowest (best) rate of low birth weight births, 6.9% in 2007. The non-Hispanic black population had a rate of 13.9%, about twice the best rate. The Asian or Pacific Islander population had the lowest (best) rate of very low birth weight births, 1.1%. The rate of very low birth weight births for the non-Hispanic black population was 3.2%, almost three times the best rate.[Source: Healthy People 2010 Final Review.]



Low and very low birth weight infants, 1998–2009 
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NOTES: Data are for the proportion of low birth weight (<2,500 grams; Healthy People 2010 objective 16-10a) 
and very low birth weight infants (<1,500 grams; Healthy People 2010 objective 16-10b) among all live births.  

SOURCE: National Vital Statistics System—Natality (NVSS-N), CDC, NCHS. Obj. 16-10a 
Obj. 16-10b 

Presenter
Presentation Notes
Between 1998 and 2007, the proportion of live births that were low birth weight (under 2,500 grams, objective 16-10a) and very low birth weight (under 1,500 grams, objective 16-10b) increased 7.9% (from 7.6% to 8.2%) and 7.1% (from 1.4% to 1.5%), respectively, moving away from the 2010 targets of 5.0% and 0.9%. [Source: Healthy People 2010 Final Review.]The preliminary low birth weight (LBW) rate was 8.16% in 2009 compared with 8.18% in 2008 and 8.21% in 2007. The LBW rate increased more than 20% from the mid 1980s through 2006 but is down very slightly since then (8.26% in 2006).



Preterm births, 2007 
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Objs. 16-11a–c 

Presenter
Presentation Notes
The proportion of live births that were preterm varied by race and ethnicity. In 2007, the non-Hispanic black population had the highest proportion of preterm births among racial and ethnic groups.



Preterm births, 1998–2009 
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*Healthy People 2010 tracking period is 1998–2007. 
NOTE: Data are for the proportion of total preterm births, as well as those with gestation < 32 weeks and those 
with gestation 32–36 weeks, among all live births.  

SOURCE: National Vital Statistics System—Natality (NVSS-N), CDC, NCHS. Objs. 16-11a–c 

Presenter
Presentation Notes
Although the percentage of infants born preterm had risen by more than one-third from 1981 to 2006; preliminary 2009 vital statistics data indicate the proportion is down 5% from 2006 to 2.18% in 2009. Preterm births affects approximately 1 out of 8 births, i.e., ½ million births annually. 40% of these are due to C-section or preterm induction/augmentation of labor, primarily in the late preterm group.To more fully assess the impact of preterm birth on infant mortality, CDC researchers have developed a grouping of preterm-related causes of death. A cause of death was considered preterm-related if 75 percent or more of infants whose deaths were attributed to that cause were born at less than 37 weeks of gestation, and the cause of death was a direct consequence of preterm birth based on a clinical evaluation and review of the literature.



Sudden Infant Death Syndrome (SIDS) 
and sleep position, 1996–2009 
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*Healthy People tracking period for objective 16-1h is 1999–2006. 
NOTE: Data are for the number of SIDS deaths per 100,000 live births (Healthy People 2010 objective 16-1h) and 
for the proportion of infants who were put to sleep on their backs (Healthy People 2010 objective 16-13). 

SOURCES: National Vital Statistics System—Mortality and Natality (NVSS-M, NVSS-N), 
CDC, NCHS. National Infant Sleep Position Study (NISP), NIH. 

Obj. 16-1h 
Obj. 16-13 

Presenter
Presentation Notes
Since 1992, the American Academy of Pediatrics has recommended that all healthy infants be put to sleep on their backs. SIDS rates have been decreasing since this recommendation, although some of the change since 1999 may be due to changes in the classification of these deaths. SIDS tracking for HP2010 ends in 2006. NCHS reports with more recent data indicate the rate in 2007 was 57.0.



Recommended daily intake of folic acid, and 
new cases of neural tube defects (NTDs) 
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*Data are for the proportion of non pregnant women aged 15–44 years getting ≥400µg of folic acid per day from 
supplements and fortified foods.  
†Data are for new cases among live births and fetal deaths at greater than 20 weeks gestation. 

SOURCES:  National Birth Defects Prevention Network (NBDPN), CDC, NCBDDD.  
 National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 16-15 
Obj. 16-16a 

Presenter
Presentation Notes
It is recommended (USPHS, 1992) that all women of childbearing age consume at least 400 micrograms of folic acid daily to prevent spina bifida and anencephaly. In 1996, the FDA mandated that all enriched cereal grain products be fortified with folic acid.



MEDICAL PRODUCT SAFETY 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 17 

Presenter
Presentation Notes
Some progress was achieved in objectives for this Focus Area during the past decade. Five of the eight Medical Product Safety objectives with data to measure progress (objectives 17-2a through 17-2d, and 17-5a) moved toward or achieved their Healthy People 2010 targets.[Source: Healthy People 2010 Final Review.]



Computerized Prescriber Order Entry (CPOE), general 
and children’s hospitals, 2003–2010 
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NOTE: Data are for the proportion of general and children’s hospitals that have a computerized prescriber order 
entry (CPOE) system for inpatient medication orders. 

SOURCE: National Survey of Pharmacy Practice in Hospital Settings, American Society 
of Health System Pharmacists. 

Obj. 17-2c 

Presenter
Presentation Notes
The use of computerized prescriber order entry in general and children’s hospitals (objective 17-2c) increased 533.3% between 2003 and 2010, from 3% to 19%, exceeding the 2010 target of 4%. A related Healthy People 2010 objective, the use of computerized prescriber order entry in urban acute care facilities (objective 17-2d) increased 76.9% between 2007 and 2009, from 13% to 23%, exceeding the 2010 target of 20%.[Source: Healthy People 2010 Final Review.]



MENTAL HEALTH AND 
MENTAL DISORDERS 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 18 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. All but one of the 11 Mental Health and Mental Disorders objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, health disparities persisted among racial and ethnic populations, as well as by sex and education level.[Source: Healthy People 2010 Final Review.]



Suicide, 1999 and 2007 
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NOTES: Data are for ICD-10 codes X60–X84 reported as underlying cause of death and are age adjusted to the 
2000 standard population. Only one race could be recorded prior to 2003. For 2003 and later years, one or more 
races were recorded. For all years, the single race categories include persons for whom only one racial group was 
recorded. Persons of Hispanic origin may be of any race.  

I = 95% confidence interval.  
SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. 

Obj. 18-1 

Presenter
Presentation Notes
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. 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 group rate (that for the non-Hispanic black population), whereas the white non-Hispanic rate was more than two and a half times the best group rate.The non-Hispanic white population had suicide rates of 12.0 per 100,000 population (age adjusted) in 1999 and 13.5 in 2007, whereas the non-Hispanic black population had rates of 5.7 in 1999 and 5.1 in 2007. The disparity between the non-Hispanic white and non-Hispanic black populations increased by 54 percentage points between 1999 and 2007.Females had a lower (better) suicide rate than males, 4.7 per 100,000 population (age adjusted). The rate for males was 18.4 per 100,000 (age adjusted), almost four times the rate for females.Males had suicide rates of 17.8 per 100,000 population (age adjusted) in 1999 and 18.4 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.[Source: Healthy People 2010 Final Review.]



Serious suicide attempts, students in grades 9–12, 
1999 and 2005 

Decrease desired 

0

1

2

3

4

5

Total White, non-
Hispanic

Black, non-
Hispanic

Hispanic or
Latino

Girls Boys

P
er

ce
nt

 

1999 2005 2010 Target

NOTES: Data are for the proportion of students in grades 9–12 who made a serious suicide attempt. Serious 
suicide attempt is defined as attempted suicide requiring medical attention. Respondents were asked to select 
one or more races. The categories black and white include persons who reported only one racial group. Persons 
of Hispanic origin may be of any race.  

I = 95% confidence interval.  
SOURCE: Youth Risk Behavioral Surveillance System (YRBSS), CDC, NCCDPHP. 

Obj. 18-2 

Presenter
Presentation Notes
Suicide attempts by students in grades 9–12 that required medical attention (objective 18-2) decreased 26.9% between 1999 and 2009, from 2.6% to 1.9%, moving toward the 2010 target of 1.0%.[Source: Healthy People 2010 Final Review.]



Disordered eating, students in grades 9–12, 
2001 and 2005 
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NOTES: Data are for the proportion of students in grades 9–12 who engaged in disordered eating. Disordered 
eating includes any of the following behaviors to lose weight or to keep from gaining weight: (a) going without 
eating for 24 hours or more, (b) taking diet medication without a doctor’s advice, (c) or vomiting or taking 
laxatives. Respondents were asked to select one or more races. The categories black and white include persons 
who reported only one racial group. Persons of Hispanic origin may be of any race.  
I = 95% confidence interval.  
SOURCE: Youth Risk Behavioral Surveillance System (YRBSS), CDC, NCCDPHP. 

Obj. 18-5 

Presenter
Presentation Notes
The proportion of adolescents (students in grades 9–12) who engaged in disordered eating to control their weight (objective 18-5) declined 26.3% between 2001 and 2009, from 19% to 14%, exceeding the target of 16%. Boys had a lower (better) rate of disordered eating than girls, 10% in 2009, whereas girls had a rate of 19%, almost twice the rate for boys.[Source: Healthy People 2010 Final Review.]



Treatment, adults with serious mental illness, 2002 
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NOTES: Data are for the proportion of adults aged 18 and over with serious mental illness who received 
treatment. Treatment is defined as one that is based on therapeutic intervention and/or the prescription of 
psychotropic medications. Persons of Hispanic origin may be of any race. 

I = 95% confidence interval.  
SOURCE: National Comorbidity Survey—Replication (NCS-R), NIH, NIMH. 

Obj. 18-9a 

Presenter
Presentation Notes
Non-Hispanic white adults aged 18 and over had the highest (best) rate of treatment for serious mental illness (objective 18-9a), 68% in 2002, whereas Hispanic or Latino and non-Hispanic black adults had rates of 45% and 51% in 2002, respectively. When expressed as persons not receiving treatment, the rate for Hispanic or Latino adults was more than one and a half times the rate for non-Hispanic white adults. The rate for non-Hispanic black adults was about one and a half times the rate for non-Hispanic white adults.[Source: Healthy People 2010 Final Review.]



Treatment, adults with depression, 2002 
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NOTES: Data are for the proportion of adults aged 18 and over with depression who received treatment. 
Treatment is defined as one that is based on therapeutic intervention and/or the prescription of psychotropic 
medications. Persons of Hispanic origin may be of any race. 

I = 95% confidence interval.  
SOURCE: National Comorbidity Survey—Replication (NCS-R), NIH, NIMH. 

Obj. 18-9b 

Presenter
Presentation Notes
Non-Hispanic white adults also had the highest (best) rate of treatment for depression (objective 18-9b), 63% in 2002, whereas Hispanic or Latino and non-Hispanic black adults had rates of 42% and 43%, respectively. When expressed as persons not receiving treatment, the rate for Hispanic or Latino adults was more than one and a half times the rate for non-Hispanic white adults, whereas the rate for non-Hispanic black adults was about one and a half times the rate for non-Hispanic white adults.[Source: Healthy People 2010 Final Review.]



Treatment, adults with generalized anxiety disorder, 2002 
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NOTES: Data are for the proportion of adults aged 18 with generalized anxiety disorder who received treatment. 
The Composite International Diagnostic Interview (CIDI) uses the Diagnostic and Statistical Manual of Mental 
Disorders Third Edition Revised (DSM-IIIR) criteria to establish a diagnosis of major depressive episode.  

I = 95% confidence interval.  
SOURCE: National Comorbidity Survey—Replication (NCS-R), NIH, NIMH. 

Obj. 18-9d 

Presenter
Presentation Notes
A similar pattern holds for the treatment of adults with generalized anxiety disorder. 



NUTRITION AND 
OVERWEIGHT 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 19 

Presenter
Presentation Notes
Almost no progress was made toward the Healthy People 2010 targets for objectives in this Focus Area. Only one Nutrition and Overweight objective (19-11, calcium intake) showed significant positive movement. In addition, statistically significant health disparities were observed among racial and ethnic populations, as well as by sex, income, and disability status.[Source: Healthy People 2010 Final Review.]



Adult obesity, 1988–94 and 2005–08 
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NOTES: Data are for the proportion of adults aged 20 and over who are obese and are age adjusted to the 2000 
standard population. Obesity is defined as body mass index (BMI) ≥ 30.0. Respondents were asked to select only 
one race prior to 1999. For 1999 and later years, respondents were asked to select one or more races. For all 
years, the categories black and white include persons who reported only one racial group. Persons of Mexican-
American origin may be of any race. 
I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 19-2 

Presenter
Presentation Notes
Based on directly measured weight and height, 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%.[Source: Healthy People 2010 Final Review.]



Adult obesity, 1988–2008 
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NOTES: Data are for the proportion of adults aged 20 and over who are obese and are age adjusted to the 2000 
standard population. Obesity is defined as body mass index (BMI) ≥ 30.0.  

SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. Obj. 19-2 

Presenter
Presentation Notes
Adult obesity in the U.S. population has continued to increase, moving away from Healthy People 2010 target.



Child and adolescent obesity, 1988–94 and 2005–08  
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NOTES: Data are for children and adolescents aged 6–19 years who are overweight or obese. Overweight is 
defined as body mass index (BMI) ≥ gender- and age-specific 95th percentile from the 2000 CDC Growth Charts 
for the United States. Respondents were asked to select only one race prior to 1999. For 1999 and later years, 
respondents were asked to select one or more races. For all years, the categories black and white include persons 
who reported only one racial group. Persons of Mexican American origin may be of any race. 
I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 19-3c 

Presenter
Presentation Notes
During the same period, obesity increased 54.5% in children aged 6–11 years, from 11% to 17%, (objective 19-3a) and 63.6% in adolescents aged 12–19 years, from 11% to 18% (objective 19-3b), moving away from the 2010 targets of 5%.[Source: Healthy People 2010 Final Review.]



Child and adolescent obesity, 1988–2008 
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NOTES: Data are for children and adolescents aged 2–19 years who are overweight or obese. Overweight is 
defined as body mass index (BMI) ≥ gender- and age-specific 95th percentile from the 2000 CDC Growth Charts 
for the United States. 

SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. Obj. 19-3c 

Presenter
Presentation Notes
Child and adolescent obesity in the U.S. population has continued to increase, moving away from Healthy People 2010 target.



Fruit, vegetable, and grain product intake, 2003–04 
Increase desired 
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* Data do not meet the criteria for statistical reliability, data quality, or confidentiality.  
NOTES: Data are for persons aged 2 years and over, exclude pregnant or lactating women and breast-fed 
children, and are age adjusted to the 2000 standard population. Serving size for children aged 2–3 years 
calculated as 2/3 of a standard serving. Respondents were asked to select one or more races. The categories 
black and white include persons who reported only one racial group. Persons of Mexican American origin may be 
of any race.  
I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 19-5 
 

Obj. 19-6 
Obj. 19-7 

Presenter
Presentation Notes
The proportion of persons with healthful eating patterns, objectives 19-5 through 19-11, showed little change. These objectives remained well below their 2010 targets. One objective did show some positive progress: calcium intake among persons aged 2 years and over (objective 19-11) increased 35.5% from 1988–94 to 2003-04, from 31% to 42% (age adjusted), moving toward the Healthy People 2010 target of 74%.[Source: Healthy People 2010 Final Review.]



Limited total and saturated fat intake, 2005–08 
Increase desired 
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NOTES: Data are for persons aged 2 years and over, exclude pregnant or lactating women and breast-fed 
children, and are age adjusted to the 2000 standard population. Respondents were asked to select one or more 
races. The categories black and white include persons who reported only one racial group. Persons of Mexican 
American origin may be of any race. 

I = 95% confidence interval. FPL = Federal poverty level. 
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 19-8 
Obj. 19-9 

Presenter
Presentation Notes
The proportion of persons with healthful eating patterns, objectives 19-5 through 19-11, showed little change. These objectives remained well below their 2010 targets. One objective did show some positive progress: calcium intake among persons aged 2 years and over (objective 19-11) increased 35.5% from 1988–94 to 2003-04, from 31% to 42% (age adjusted), moving toward the Healthy People 2010 target of 74%.[Source: Healthy People 2010 Final Review.]



OCCUPATIONAL SAFETY AND 
HEALTH 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 20 

Presenter
Presentation Notes
Substantial progress was achieved for objectives in this Focus Area during the past decade. Almost two-thirds (64%) of the Occupational Safety and Health objectives achieved their Healthy People 2010 targets. Only three objectives (20-1d through e, and 20-9) did not make progress toward the 2010 targets.[Source: Healthy People 2010 Final Review.]



Work-related injury deaths, 1998–2009 
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NOTE: Data are for work-related injury deaths among workers aged 16 years and over. 

SOURCE: Census of Fatal Occupational Injuries (CFOI), Department of Labor (DOL), 
Bureau of Labor Statistics (BLS). 

Objs. 20-1a–e 

Presenter
Presentation Notes
Work-related injury deaths among workers aged 16 years and over in all industries (objective 20-1a) declined 26.7% between 1998 and 2009, from 4.5 to 3.3 deaths per 100,000 workers, moving toward the 2010 target of 3.2 deaths per 100,000 workers. Work-related injury deaths among workers aged 16 years and over in mining (objective 20-1b) declined 46.2% between 1998 and 2009, from 23.6 to 12.7 per 100,000, exceeding the 2010 target of 16.5. Similarly, work-related injury deaths among workers aged 16 years and over in construction (objective 20-1c) declined 33.1%, from 14.5 to 9.7 per 100,000, exceeding the target of 10.1. On the other hand, work-related injury deaths among workers aged 16 years and over in transportation (objective 20-1d) increased 2.5%, from 11.8 to 12.1 per 100,000, moving away from the target of 8.4; whereas those among workers in the agriculture, forestry, and fishing industry (objective 20-1e) increased 11.6%, from 23.3 to 26.0 per 100,000, moving away from the target of 16.3.[Source: Healthy People 2010 Final Review.]



Pneumoconiosis deaths, 1997–2007 
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NOTE: Data are for the number of pneumoconiosis deaths in persons aged 15 years and over. 

SOURCE: National Occupational Respiratory Mortality System (NORMS), CDC, NIOSH. Obj. 20-4 

Presenter
Presentation Notes
The number of pneumoconiosis deaths (objective 20-4) declined 25.1% between 1997 and 2007, from 2,298 to 2,194, moving toward the target of 1,900 deaths.[Source: Healthy People 2010 Final Review.]



Elevated blood lead levels, employed persons, 1998–2009 
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NOTES: Data are for employed persons aged 16 years and over with elevated blood lead levels. Elevated blood 
lead level is defined as blood lead level ≥ 25 µg/dL.  

SOURCE: Adult Blood Lead Epidemiology and Surveillance Program (ABLES), CDC, NIOSH. Obj. 20-7 

Presenter
Presentation Notes
The incidence of elevated blood lead levels (objective 20-7) declined 47.9% between 1998 and 2009, from 12.1 to 6.3 per 100,000 employed persons aged 16 years and over, moving toward the target of 0.[Source: Healthy People 2010 Final Review.]



Occupational skin diseases or disorders, 1997–2009 
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NOTES: Data are for occupational skin diseases or disorders among full-time workers. 

SOURCE: Survey of Occupational Injuries and Illnesses (SOII), Department of Labor 
(DOL), Bureau of Labor Statistics (BLS). 

Obj. 20-8 

Presenter
Presentation Notes
The rate of full-time workers with occupational skin diseases or disorders (objective 20-8) declined 43.3% between 1997 and 2009, from 67 to 38 per 100,000 full-time workers, exceeding the target of 47.[Source: Healthy People 2010 Final Review.]



ORAL HEALTH 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 21 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Seventy-one percent of the Oral Health objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, health disparities among racial and ethnic population groups, as well as by sex and by education level.[Source: Healthy People 2010 Final Review.]



Dental caries in primary teeth, children aged 2–4 
years, 1988–94 and 1999–2004 
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NOTES: Data are for the proportion of children aged 2–4 years who have ever had dental caries in their primary 
teeth. Respondents were asked to select only one race prior to 1999. For 1999 and later years, respondents were 
asked to select one or more races. For all years, the categories black and white include persons who reported 
only one racial group. Persons of Mexican American origin may be of any race. 

I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 21-1a 

Presenter
Presentation Notes
Dental caries experience in the primary teeth of children aged 2–4 years (objective 21-1a) increased 33.3% from 1988–94 to 1999–2004, from 18% to 24%, moving away from the Healthy People 2010 target of 11%. [Source: Healthy People 2010 Final Review.]This could be a bellwether for future increase in caries affected by changes in diet or food consumption pattern. 



Dental caries in primary or permanent teeth, children 
aged 6–8 years, 1988–94 and 1999–2004 
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NOTES: Data are for the proportion of children aged 6–8 years who have ever had dental caries in their primary 
or permanent teeth. Respondents were asked to select only one race prior to 1999. For 1999 and later years, 
respondents were asked to select one or more races. For all years, the categories black and white include persons 
who reported only one racial group. Persons of Mexican American origin may be of any race. 

I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 21-1b 

Presenter
Presentation Notes
Severe Early Childhood Caries is a serious, destructive presentation of dental decay that often involves multiple teeth, including front teeth. Left untreated, this decay can cause pain and impact a child’s ability to chew and speak properly. Treatment for advanced cases involves general anesthesia in the operating room, incurring both risk to patient and high economic cost.



Residents served with community water fluoridation, 
1992 and 2008—maps 

Increase desired Healthy People 2010 target: 75% 

1992: 62% 2008: 72% 

Percent 

NOTE: Data are for the proportion of persons receiving optimally fluoridated water from public systems among 
resident population served by public water systems.  

SOURCE: CDC Fluoridation Census, CDC, NCCDPHP. Obj. 21-9 

Presenter
Presentation Notes
Water fluoridation has increased from 62% in 1992 to 72% in 2008, and a greater percentage of Americans are served by fluoridated water systems. Increase in bottled water consumption in recent years, however, may offset potential protection from fluoridated tap water. 



PHYSICAL ACTIVITY AND 
FITNESS 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 22 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. About 70% of the Physical Activity and Fitness objectives with data to measure progress moved toward their Healthy People 2010 targets. However, almost all objectives in this Focus Area exhibited statistically significant health disparities among select populations.[Source: Healthy People 2010 Final Review.]



No leisure-time physical activity, adults, 2008 
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NOTES: Data are for the proportion of adults aged 18 and over who reported no leisure-time physical activity, and 
are age adjusted to the 2000 standard population. Respondents were asked to select one or more races. The 
single race categories listed include persons who reported only one racial group. Persons of Hispanic origin may 
be of any race. Data by education are for persons aged 25 and over.  

I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 22-1 

Presenter
Presentation Notes
The proportion of adults who did not participate in any form of leisure time physical activity (objective 22-1) decreased 9% between 1997 and 2008, from 40% to 36%, moving toward the 2010 target of 20%.Among education groups, persons with at least some college education had the lowest (best) rate of no leisure time physical activity, 27% in 2008. Persons with less than a high school education had a rate of 59% in 2008, more than twice the best group rate.[Source: Healthy People 2010 Final Review.]



Regular vigorous physical activity, students in 
grades 9–12, 1999 and 2009 
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NOTES: Data are for the proportion of students in grades 9–12 who engaged in regular vigorous physical activity. 
Regular vigorous physical activity is defined as a regular activity ≥ 20 minutes on 3 or more of the past 7 days 
that makes the individual sweat or breathe hard. Respondents were asked to select one or more races. The 
categories black and white include persons who reported only one racial group. Persons of Hispanic origin may be 
of any race. 
I = 95% confidence interval.  
SOURCE: Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP. 

Obj. 22-7 

Presenter
Presentation Notes
The proportion of students in grades 9–12 who engaged in regular vigorous physical activity did not change significantly between 1999 and 2009. Male students remained with a higher rate of regular vigorous physical activity than female students. Non-Hispanic white students had a higher rate of regular vigorous physical activity than Hispanic or non-Hispanic black students.



PUBLIC HEALTH 
INFRASTRUCTURE 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 23 

Presenter
Presentation Notes
Over two-thirds of the Public Health Infrastructure objectives were developmental when Healthy People 2010 was first published. During the past decade, data sources were identified for many of these objectives, allowing them to be tracked and monitored. Because a number of objectives were revised and others added, the counts of objectives are not strictly comparable. As of this Final Review, 6 of the 43 objectives in this Focus Area (14%) have remained developmental, and 3 (7%) were deleted at the Midcourse Review.[Source: Healthy People 2010 Final Review.]



Performance standards in State and local 
public health systems, 2004 and 2009 
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NOTE: Data are for the number of State public health systems that used performance standards (Healthy People 
objective 23-11a). 

SOURCE: National Public Health Performance Standards Program, CDC, OCPHP. Obj. 23-11a 

Presenter
Presentation Notes
The National Public Health Performance Standards Program assesses the public health system’s capacity to perform essential services (objectives 23-11a through d).��The use of performance standards by State public health systems (objective 23-11a) increased 177.8% between 2004 and 2009, from 9 to 25 states, moving toward the 2010 target of 35 states. [Source: Healthy People 2010 Final Review.]



Performance standards in State and local 
public health systems, 2004 and 2009 (cont.) 
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NOTE: Data are for the proportion of State and local public health systems that used performance standards 
(Healthy People objective 23-11c) or met performance standards (Healthy People 2010 objectives 23-11b and d).  

SOURCE: National Public Health Performance Standards Program, CDC, OCPHP. Objs. 23-11b–d 

Presenter
Presentation Notes
The National Public Health Performance Standards Program assesses the public health system’s capacity to perform essential services (objectives 23-11a through d).The use of standards by local public health systems (objective 23-11b) more than doubled between 2004 and 2009, from 12% to 28%, moving toward the target of 50%.�During the same period, there was a small increase in the number of states meeting the optimal performance standards (objective 23- 11c), from 0% to 4%, moving toward the target of 50%. The proportion of local public health systems meeting the standards (objective 23-11d) increased 52.8% between 2004 and 2009, from 36% to 55%, exceeding the 2010 target of 50%.[Source: Healthy People 2010 Final Review.]



RESPIRATORY DISEASES 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 24 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Seventy-one percent of the Respiratory Diseases objectives with data to monitor progress moved toward or achieved their Healthy People 2010 targets. However, statistically significant health disparities were observed for some objectives by race and ethnicity, as well as by sex, education level, and income. Disparities of 50% or more remained for severe outcomes such as asthma and COPD deaths.[Source: Healthy People 2010 Final Review.]



Asthma deaths, 1999 and 2007 
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NOTES: Data are for ICD-10 codes J45–J46 reported as underlying cause of death. Total number of deaths due to 
asthma (all ages combined) declined 26.0% between 1999 and 2007, from 4,657 deaths to 3,447 deaths. 

I = 95% confidence interval.  
SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. 

Objs. 24-1a–e 

Presenter
Presentation Notes
The asthma death rate declined among adolescents and adults, especially at older ages. Between 1999 and 2007, asthma deaths among persons aged 15–34 (objective 24 1c) declined 28.6%, from 5.6 to 4.0 deaths per million population, moving toward the Healthy People 2010 target of 1.9 deaths per million; asthma deaths among persons aged 35–64 (objective 24-1d) declined 29.0%, from 15.5 to 11.0 deaths per million population, moving toward the 2010 target of 8.0 deaths per million; and asthma deaths among persons aged 65 and over (objective 24-1e) declined 37.7%, from 69.5 to 43.3 deaths per million population, exceeding the 2010 target of 47.0 deaths per million.[Source: Healthy People 2010 Final Review.]



Asthma deaths, older adults, 1999–2007 
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NOTES: Data are for ICD-10 codes J45–J46 reported as underlying cause of death among older adults aged 65 
and over. Only one race could be recorded prior to 2003. For 2003 and later years, one or more races were 
recorded. For all years, the categories black and white include persons for whom only one racial group was 
recorded. Persons of Hispanic origin may be of any race.  

SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. Obj. 24-1e 

Presenter
Presentation Notes
Asthma deaths among persons aged 65 and over (objective 24-1e) declined 37.7%, from 69.5 to 43.3 deaths per million population, exceeding the 2010 target of 47.0 deaths per million. The asthma death rates among adults aged 65 and over for the Asian or Pacific Islander and the non-Hispanic black populations were 63.9 and 63.8 deaths per million, respectively, more than one and a half times the rate for the non-Hispanic white population (40.9 deaths per million).[Source: Healthy People 2010 Final Review.]



Asthma-related emergency department visits, 
1995–97 and 2005–07 
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NOTES: Data are for visits to an emergency department by children and adults aged 5–64 years with a first-listed 
diagnosis of asthma (ICD-9-CM code 493). Only one race could be recorded prior to 1999. For 1999 and later 
years, one or more races were recorded. For all years, the categories black and white include persons for whom 
only one racial group was recorded, and include persons of Hispanic or non-Hispanic origin. 

I = 95% confidence interval.  
SOURCE: National Hospital Ambulatory Medical Care Survey (NHAMCS), CDC, NCHS. 

Obj. 24-3b 

Presenter
Presentation Notes
The number of emergency department visits by children and adults aged aged 5–64 years with a first-listed diagnosis of asthma decreased 29.7% from 1995–97 to 2005–07, from 71.1 to 57 visits per 100,000 persons. The black population remained with a higher rate of asthma-related emergency department visits than the white population.



COPD deaths, 1999 and 2007 
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NOTES: Data are for ICD-10 codes J40–J44 reported as underlying cause of death among adults aged 45 and 
over and are age adjusted to the 2000 standard population. Only one race could be recorded prior to 2003. For 
2003 and later years, one or more races were recorded. For all years, the categories black and white include 
persons for whom only one racial group was recorded. Persons of Hispanic origin may be of any race.  
I = 95% confidence interval.  
SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. 

Obj. 24-10 

Presenter
Presentation Notes
Deaths from COPD among persons aged 45 years and over (objective 24-10) declined 9.3% between 1999 and 2007, from 123.9 to 112.4 deaths per 100,000 population (age adjusted), moving toward the 2010 target of 62.3 deaths per 100,000.Among racial and ethnic groups, the Asian or Pacific Islander population had the lowest (best) death rate for COPD: 47.6 deaths per 100,000 (age adjusted) in 1999 and 33.9 in 2007. The American Indian or Alaska Native population had COPD death rates of 91.8 per 100,000 (age adjusted) in 1999 and 83.8 in 2007; the non-Hispanic black population had rates of 83.4 per 100,000 (age adjusted) in 1999 and 73.8 in 2007; and the non-Hispanic white population had rates of 133.1 per 100,000 (age adjusted) in 1999 and 124.8 in 2007.In 2007, the rate for the American Indian or Alaska Native population was about two and a half times the best group rate (that for the Asian or Pacific Islander population); the non-Hispanic black population’s rate was more than twice the best group rate; and the rate for the non-Hispanic white population was more than three and a half times the best group rate.Between 1999 and 2007, the disparity in COPD death rates between the American Indian or Alaska Native population and the Asian or Pacific Islander population (group with the best rate) increased 54 percentage points. During the same period, the disparity between the non-Hispanic white population and the Asian or Pacific Islander population increased 89 percentage points.[Source: Healthy People 2010 Final Review.]



SEXUALLY TRANSMITTED 
DISEASES 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 25 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Almost two thirds (63%) of the STD objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, health disparities of 50% or more among racial and ethnic populations, as well as by sex, were observed.[Source: Healthy People 2010 Final Review.]



Chlamydia infections, 1997–2009 
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NOTE: Data are for persons aged 15–24 years. Observed increases in chlamydia diagnoses likely reflect expanded 
screening efforts, and not necessarily a true increase in disease burden. 
 SOURCE: STD Surveillance System (SDTSS), CDC, NCHHSTP. Objs. 25-1a–c 

Presenter
Presentation Notes
Chlamydia infections (objectives 25-1a through c) increased, moving away from the Healthy People 2010 targets. Infections among females aged 15–24 years attending family planning clinics (objective 25-1a) increased 62% between 1997 and 2009, from 5.0% to 8.1%. Similarly, for persons attending STD clinics, infections among females (objective 25-1b) increased 34.4% between 1997 and 2009, from 12.2% to 16.4%, whereas infections among males (objective 25-1c) increased 52.9% between 1997 and 2009, from 15.7% to 24.0%. Each of these three objectives had a 2010 target of 3.0%. NOTE: Most of the observed increases in Chlamydia infections (objectives 25-1a through d) were due to increases in test sensitivity, which resulted in previously undiagnosed infections being detected. In addition, the Chlamydia infection rates tracked in objectives 25-1a through d have not been adjusted for increases in screening rates and efforts to target screening to persons most at risk of infection. Therefore, the reader is urged to exercise caution in interpreting the observed increases in Chlamydia infections.[Source: Healthy People 2010 Final Review.]



Gonorrhea, new cases, 1997 and 2009  
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NOTES: Data are for new cases of gonorrhea per 100,000 population. The single race categories listed include 
persons for whom only one racial group was recorded. Persons of Hispanic origin may be of any race.  

SOURCE: STD Surveillance System (SDTSS), CDC, NCHHSTP. Obj. 25-2a 

Presenter
Presentation Notes
The incidence of gonorrhea (objective 25-2a) declined 18.9% between 1997 and 2009, from 122 to 99 new cases per 100,000 population, moving toward the 2010 target of 19 new cases per 100,000 population. Among racial and ethnic groups, the Asian or Pacific Islander population had the lowest (best) rates of new cases of gonorrhea, 19 new cases per 100,000 population in 1997 and 18 new cases per 100,000 in 2009. The Hispanic or Latino population had rates of 65 per 100,000 in 1997 and 59 in 2009; the American Indian or Alaska Native population had rates of 97 per 100,000 in 1997 and 113 in 2009; and the non-Hispanic black population had rates of 809 per 100,000 in 1997 and 556 in 2009. In 2009, the rate for the Hispanic or Latino population was almost three and a half times the best group rate (that for the Asian or Pacific Islander population); the rate for the American Indian or Alaska Native was almost six and a half times the best rate; and the rate for the non-Hispanic black population was almost 31 times the best rate.Between 1997 and 2009, the disparity between the American Indian or Alaska Native population and the Asian or Pacific Islander population (group with the best rate) increased 117 percentage points, whereas the disparity between the non-Hispanic black population and the Asian or Pacific Islander population decreased 1,169 percentage points.[Source: Healthy People 2010 Final Review.]



Primary and secondary syphilis, new cases, 1997–2009 
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NOTE: Data are for new cases of primary and secondary syphilis per 100,000 population. 

SOURCE: STD Surveillance System (SDTSS), CDC, NCHHSTP. Obj. 25-3 

Presenter
Presentation Notes
Domestic transmission of primary and secondary syphilis (objective 25-3) increased 43.7% between 1997 and 2009, from 3.2 new cases per 100,000 population to 4.6 new cases per 100,000, moving away from the Healthy People 2010 target of 0.2 new cases per 100,000 population.Females had lower (better) rates of new cases of syphilis than males: 2.9 new cases per 100,000 population in 1997, and 1.4 in 2009. The rates for males were 3.6 new cases per 100,000 in 1997 and 7.8 in 2009. The 2009 rate for males was more than five and a half times the rate for females. Between 1997 and 2009, the disparity between males and females increased 433 percentage points.[Source: Healthy People 2010 Final Review.]



SUBSTANCE ABUSE 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 26 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Almost two thirds (63%) of the Substance Abuse objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, health disparities of 10% or more were observed among racial and ethnic populations, as well as by sex, education level, and income.[Source: Healthy People 2010 Final Review.]



Cirrhosis deaths, 2005–07—map 
2010 Target: 3.2 per 100,000 

Rate per 100,000 

No health service areas with a reliable rate met the target. 

NOTE: Data are for ICD-10 codes K70 and K73–K74 reported as the underlying cause of death and are age 
adjusted to the 2000 standard population. 

SOURCE: National Vital Statistics System—Mortality (NVSS-M), CDC, NCHS. Obj. 26-2 

Presenter
Presentation Notes
Cirrhosis death rates varied by geographical area. In 2005–07, the rates were highest in areas of the Southwest and West .[Source: Healthy People 2010 Final Review.]



Riding with a driver who has been drinking, 
students in grades 9–12, 1999 and 2009 
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NOTE: Data are for the proportion of students in grades 9–12 who reported riding with a driver who had been 
drinking alcohol. 

SOURCE: Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP. Obj. 26-6 

Presenter
Presentation Notes
The proportion of students in grades 9–12 who reported riding with a driver who had been drinking alcohol within the past 30 days (objective 26-6) decreased 15.2% between 1999 and 2009, from 33% to 28%, exceeding the 2010 target of 30%.[Source: Healthy People 2010 Final Review.]



Alcohol use, high school seniors, 1998–2009 
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NOTES: Data are for the proportion of high school senior who reported that they never had more than just a few 
sips of alcohol in their life (Healthy People 2010 objective 26-9c) and for the proportion of high school senior who 
reported drinking 5 or more alcoholic beverages in a row during the past 2 weeks (Healthy People 2010 objective 
26-11a). 

SOURCE: Monitoring the Future Study (MTF), NIH, NIDA. Obj. 26-9c 
Obj. 26-11a 

Presenter
Presentation Notes
The proportion of high school seniors who never consumed alcohol (objective 26-9c) increased 47.4% between 1998 and 2009, from 19% to 28%, moving toward the 2010 target of 29%. During the same period, the proportion of high school seniors who engaged in binge drinking (objective 26-11a) decreased 21.9%, from 32% to 25%, moving toward the 2010 target of 11%.[Source: Healthy People 2010 Final Review.]



Marijuana use, adolescents aged 12–17, 2002–2008 
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NOTE: Data are for adolescents aged 12–17 years. 
 
I = 95% confidence interval. 
SOURCE: National Survey on Drug Use and Health (NSDUH), SAMHSA. 

Obj. 26-9b 
Obj. 26-10b 

Presenter
Presentation Notes
The average age at first use among new users remained at around age 15 years. However, there was decrease in the proportion of adolescents who used marijuana in the past 30 days, from 8.2% in 2002 to about 6.7% in 2008.



TOBACCO USE 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 27 

Presenter
Presentation Notes
Substantial progress was achieved in objectives for this Focus Area during the past decade. Eighty-five percent of the Tobacco Use objectives with data to measure progress moved toward or achieved their Healthy People 2010 targets. However, statistically significant health disparities were observed among racial and ethnic populations, as well as by sex, education level, income, and disability status.[Source: Healthy People 2010 Final Review.]



Cigarette smoking, adults, 1998 and 2008 
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NOTES: Data are for adults aged 18 and over and are age adjusted to the 2000 standard population. Cigarette 
smoking is defined as adults who have smoked at least 100 cigarettes in their lifetime and currently report 
smoking everyday or some days. Respondents were asked to select only one race prior to 1999. For 1999 and 
later years, respondents were asked to select one or more races. For all years, the single race categories include 
persons who reported only one racial group. Persons of Hispanic origin may be of any race. 

I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 27-1a 

Presenter
Presentation Notes
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 Healthy People 2010 target of 12%. However, from 2004 to 2008, the proportion of U.S. adults who were current cigarette smokers did not noticeably change.[Source: Healthy People 2010 Final Review.]



Cigarette smoking, adults, 1965–2010 
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NOTES: Data are for adults aged 18 and over and are age adjusted to the 2000 standard population. Cigarette 
smoking is defined as adults who have smoked at least 100 cigarettes in their lifetime and currently report 
smoking everyday or some days. Data prior to 1997 are not strictly comparable with data for later years due to 
the 1997 questionnaire redesign. Healthy People 2010 objective 27-1a tracks 1998–2008 data only. 

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

Presenter
Presentation Notes
Looking further back in time at the historical trend in adult cigarette smoking, we see overall downward trends in cigarette smoking since 1965 for both males and females. However, from 2004 to 2008, the proportion of U.S. adults who were current cigarette smokers did not noticeably change.



Tobacco use, students in grades 9–12, 
1999 and 2009 
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*Data displayed for Bidis are for data years 2000 and 2009. 
NOTES: Data are for students in grades 9–12. Tobacco use is defined as use of cigarettes, spit tobacco, or cigars 
on 1 or more of the 30 days preceding the survey. These categories are not mutually exclusive; students are 
counted for each tobacco type used in the past 30 days. 
I = 95% confidence interval. 
SOURCES: Youth Risk Behavior Surveillance System (YRBSS), CDC, NCCDPHP; 
National Youth Tobacco Survey, American Legacy Foundation and CDC. 

Objs. 27-2a–e 

Presenter
Presentation Notes
The percentage of students in grades 9–12 who used tobacco products in the last month declined between 1999 and 2009. Student use of all tobacco products (which includes use of cigarettes, chewing tobacco, snuff, or cigars) (objective 27-2a) decreased 35.0%, from 40% in 1999 to 26% in 2009, moving toward the 2010 target of 21%. Student cigarette smoking (objective 27-2b) decreased 45.7%, from 35% in 1999 to 19% in 2009, moving toward the 2010 target of 16%; whereas cigar use (objective 27-2d) declined 22.2%, from 18% to 14%, moving toward the 2010 target of 8%. Student bidi use (objective 27-2e) declined 41.5% between 2000 and 2009, from 4.1% to 2.4%, meeting the target of 2.4%.[Source: Healthy People 2010 Final Review.]



Cigarette smoking, students in grades 9–12, 1991–2009 
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NOTE: Data are for students in grades 9–12. Cigarette smoking is defined as use of cigarettes on 1 or more of the 
30 days preceding the survey.  

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

Presenter
Presentation Notes
We see overall downward trends in cigarette smoking for adolescents. But the decline has slowed after 2003.



Exposure to tobacco smoke, non-smokers, 
1988–94 and 2005–08 
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NOTES: Data are for non-smokers aged 4 years and over and are age adjusted to the 2000 standard population. 
Exposure to tobacco smoke is measured by serum cotinine levels ≥ 0.05 ng/ml. Respondents were asked to 
select only one race prior to 1999. For 1999 and later years, respondents were asked to select one or more races. 
For all years, the categories black and white include persons who reported only one racial group. Persons of 
Mexican American origin may be of any race. 
I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 27-10 

Presenter
Presentation Notes
The percentage of nonsmokers aged four years and over exposed to environmental tobacco smoke (objective 27-10) declined by 51.2% from 1988–94 to 2005–08, from 84% to 41% (age adjusted), exceeding the 2010 target of 56%. [Source: Healthy People 2010 Final Review.]Additional technical notes. Children under age 8 years are not asked question about smoking status and are assumed to be non-smokers. This age cutoff changes to 12 for the 1999–2000 survey; children under age 12 years are assumed to be non-smokers in these analyses. NHANES looks at non smokers with cotinine levels of ≥0.05 ng/ml but <10.0 ng/ml. The Healthy People 2010 objective 27-10 does not have the upper cutoff and only looks at non-smokers (people who have reported that they did not use any tobacco product in the last 5 days) who have a cotinine level ≥0.05 ng/ml.



Smoke-free indoor air laws, 1998, 2004, and 2009 
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*No states had established laws prohibiting any smoking in those establishments in 1998.  
†Data for day care centers include both commercial and home based centers. Commercial and home based 
centers are each tracked separately but they are combined for this objective.  
‡Data for retail stores include only malls and grocery stores. 
 SOURCE: State Tobacco Activities Tracking and Evaluation System (STATE), 
CDC, NCCDPHP. 

Objs. 27-13 a–f & i 

Presenter
Presentation Notes
The number of states with smoke-free indoor air laws (objectives 27-13a through f, and i) increased between 1998 and 2009, moving toward the 2010 targets of 51 (all 50 states plus the District of Columbia):The number of states that had laws prohibiting smoking in private workplaces increased from zero states in 1998 to 30 (29 states plus D.C.) in 2009 (objective 27-13a). The number of states that prohibited smoking in restaurants increased from one in 1998 to 28 (27 states plus D.C.) in 2009 (objective 27-13c). The number of states that prohibited smoking in bars increased from zero states in 1998 to 22 (21 states plus D.C.) in 2009 (objective 27-13i).[Source: Healthy People 2010 Final Review.]Additional note: Language about limiting smoking to a “separately ventilated area” was dropped at the Midcourse Review.



VISION AND HEARING 

Healthy People 2010 Final Review 
Selected Findings—Focus Area 28 

Presenter
Presentation Notes
Substantial progress was made in the Vision and Hearing Focus Area objectives during the past decade. Two thirds of the Vision objectives and over one half of the Hearing objectives with data available to measure progress moved toward or achieved their Healthy People 2010 targets. Health disparities were observed for some objectives among select population groups.[Source: Healthy People 2010 Final Review.]
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I = 95% confidence interval.  
SOURCE: National Health Interview Survey (NHIS), CDC, NCHS. 

Obj. 28-2 

Presenter
Presentation Notes
In 2008, 41.3% of non-Hispanic white preschool children received vision screening, compared with 40.6% of non-Hispanic black, 37.7% of Hispanic or Latino, and 32.0% of Asian preschool children.



Noise-induced hearing loss, adolescents, 
1988–94 and 2005–06 
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NOTES: Data are for adolescents aged 12–19 years who have an audiometric notch in both ears signifying the 
noise induced hearing loss. Respondents were asked to select only one race prior to 1999. For 1999 and later 
years, respondents were asked to select one or more races. The categories black and white include persons who 
reported only one racial group. Persons of Mexican American origin may be of any race. 

I = 95% confidence interval.  
SOURCE: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Obj. 28-17 

Presenter
Presentation Notes
Female adolescents as well as non-Hispanic black and Mexican American adolescents experienced an increase in the rate of noise-induced hearing loss from 1988–94 to 2005–06.



Office visits for otitis media, children and 
adolescents, 1997–2007 
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NOTES: Data are for visits to ambulatory care facilities with a diagnosis of otitis media (ICD-9-CM codes 381.0–
381.4, 382) among children and adolescents under age 18. 

SOURCES: National Ambulatory Medical Care Survey (NAMCS), CDC, NCHS; 
National Hospital Ambulatory Medical Care Survey (NHAMCS), CDC, NCHS. 

Obj. 28-12 

Presenter
Presentation Notes
Otitis media in children and adolescents (objective 28-12) declined almost 30% between 1997 and 2007, from 344.7 to 246.6 per 1,000 population aged under 18 years, exceeding the target of 294.[Source: Healthy People 2010 Final Review.]
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NOTES: Data are for visits to ambulatory care facilities with a diagnosis of otitis media (ICD-9-CM codes 381.0–
381.4, 382) among children and adolescents under age 18. Only one race could be recorded prior to 1999. For 
1999 and later years, one or more races were recorded. For all years, the categories black and white include 
persons for whom only one racial group was recorded, and include persons of Hispanic or non-Hispanic origin. 
I = 95% confidence interval. 
SOURCES: National Ambulatory Medical Care Survey (NAMCS), CDC, NCHS; National 
Hospital Ambulatory Medical Care Survey (NHAMCS), CDC, NCHS. 

Obj. 28-12 

Presenter
Presentation Notes
The rate of office visits for otitis media in children and adolescents varied by race and sex.



Office visits for otitis media, children and 
adolescents, 1997 and 2007 (cont.) 
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SOURCES: National Ambulatory Medical Care Survey (NAMCS), CDC, NCHS; 
National Hospital Ambulatory Medical Care Survey (NHAMCS), CDC, NCHS. 

Obj. 28-12 

Presenter
Presentation Notes
The rate of office visits for otitis media in children and adolescents declined with age.



CONCLUSIONS 
Healthy People 2010 Final Review 

Presenter
Presentation Notes
Some concluding remarks follow.



Key takeaway messages 

1. Significant progress toward achieving 
Healthy People 2010 objectives has 
been made over the decade. 

2. Health disparities persist across the U.S. 
population. 

3. Obesity remains an important challenge 
to monitor closely. 

4. Data must be a priority. 

Presenter
Presentation Notes
Substantial progress toward achieving Healthy People 2010 objectives was made over the past decade. Overall, an estimated 71% of the objectives (with data to measure progress) moved toward or achieved their Healthy People 2010 targets—23% of objectives met or exceeded their targets. Health disparities remain across the U.S population. Substantial disparities persist between population groups. There have been very few changes in disparity over the past decade—most objectives showed little or no change.Obesity remains an important issue to monitor closely. Nutrition and Overweight was one of two Focus Areas for which no targets were achieved and had more objectives move away from targets than any other. And only 2 of the 20 objectives with data to measure progress moved toward the targets.Data must remain priority.



Data sources 

• About 45% of objectives were measured by 
four data sources: 
– National Health Interview Survey (NHIS) 
– National Health and Nutrition Examination Survey 

(NHANES) 
– National Vital Statistics System—Mortality (NVSS-M) 
– National Survey of Family Growth (NSFG) 

• Remaining 55% were measured by more than 
150 other data sources 

• Many objectives lack critical demographic 
specificity 

SOURCE: Healthy People 2010 Final Review. 

Presenter
Presentation Notes
A large proportion of Healthy People 2010 objectives (~ 45%) were tracked using four NCHS data systems.



For more information 
• Healthy People 2010 

– Healthy People 2010 Final Review 
http://www.cdc.gov/nchs/healthy_people/hp2010
/hp2010_final_review.htm 
– Healthy People NCHS Website 
http://www.cdc.gov/nchs/healthy_people.htm 
– Healthy People Data and Technical Information 

at DATA2010 
http://wonder.cdc.gov/data2010 
 

• Healthy People 2020 
– Healthy People 2020 Website 
http://www.healthypeople.gov 

Presenter
Presentation Notes
The Healthy People website contains a host of relevant and timely information about the Healthy People initiative, its history, and how Healthy People can be used in your community.

http://www.cdc.gov/nchs/healthy_people/hp2010/hp2010_final_review.htm
http://www.cdc.gov/nchs/healthy_people/hp2010/hp2010_final_review.htm
http://www.cdc.gov/nchs/healthy_people.htm
http://wonder.cdc.gov/data2010
http://www.healthypeople.gov/
http://www.healthypeople.gov/


Healthy People 

Presenter
Presentation Notes
Overall responsibility for planning and coordinating the content of this slide deck rested with the Health Promotion Statistics Branch (HPSB), Office of Analysis and Epidemiology, National Center for Health Statistics, under the direction of Rebecca Hines. Production coordination was shared among the following HPSB staff: Lesley Dobrzynski, David Huang, Makram Talih, and Sirin Yaemsiri. Final production of this slide deck was accomplished by Makram Talih. In addition, HPSB analysts each made significant contributions to all aspects of data compilation and verification for the 28 Focus Area slides as follows:Access to Quality Health Services (Focus Area 1): David HuangArthritis, Osteoporosis, and Chronic Back Conditions (Focus Area 2): Kimberly RosendorfCancer (Focus Area 3): David HuangChronic Kidney Disease (Focus Area 4): Asel RyskulovaDiabetes (Focus Area 5): Lesley DobrzynskiDisability and Secondary Conditions (Focus Area 6): Bruce JonasEducational and Community-Based Programs (Focus Area 7): Insun KimEnvironmental Health (Focus Area 8): Jeff PearcyFamily Planning (Focus Area 9): Ritu TutejaFood Safety (Focus Area 10): Jeff PearcyHealth Communication (Focus Area 11): Leda GurleyHeart Disease and Stroke (Focus Area 12): Kimberly RosendorfHIV (Focus Area 13): Insun KimImmunization and Infectious Diseases (Focus Area 14): Insun KimInjury and Violence Prevention (Focus Area 15): Kimberly RosendorfMaternal, Infant, and Child Health (Focus Area 16): Elizabeth JacksonMedical Product Safety (Focus Area 17): Ritu TutejaMental Health and Mental Disorders (Focus Area 18): Bruce JonasNutrition and Overweight (Focus Area 19): Kimberly RosendorfOccupational Safety and Health (Focus Area 20): Jeff PearcyOral Health (Focus Area 21): Elizabeth JacksonPhysical Activity and Fitness (Focus Area 22): Asel RyskulovaPublic Health Infrastructure (Focus Area 23): Kate Brett/Jeff PearcyRespiratory Diseases (Focus Area 24): Kimberly RosendorfSexually Transmitted Diseases (Focus Area 25): Leda GurleySubstance Abuse (Focus Area 26): Elizabeth JacksonTobacco Use (Focus Area 27): Lesley DobrzynskiVision and Hearing (Focus Area 28): Asel Ryskulova.
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