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Healthy People 2010—Reproductive Health was created through grant support to the State Family
Planning Administrators (SFPA) Project from the Office of Population Affairs, Department of
Health and Human Services (HHS). The SFPA grant is managed by Center for Health Training
in Seattle, Washington. This document is intended as a companion piece to “Healthy People
2010” and compiles the objectives related to reproductive health. It is intended to assist Title X
grantees, family planning and other reproductive health professionals, as they plan for the future
healthcare needs of the nation.
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The State Family Planning Administrators (SFPA) is a national group for state-level administra-
tors of family planning programs. SFPA members are representatives of state and territorial
health departments and the District of Columbia. The majority of SFPA administer Title X
funds, which are appropriated by Congress and distributed through the Office of Population
Affairs, HHS.

For information regarding the SFPA Project, please contact:
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Center for Health Training
1809 Seventh Avenue, Suite 400
Seattle, WA 98101-1341
(206)447-9538 tel
(206)447-9539 fax
seattle@jba-cht.com email

The information contained in this document is in the public domain: duplication is encouraged.
A limited number of additional copies are available through the Office of Population Affairs
Clearinghouse. The Clearinghouse can be reached at (301) 654-6190 or by fax at (301) 215-7731.
Copies of this document can be found on the Internet at http://www.hhs.gov/opa.
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Introduction

Introduction

In order to understand the content and intent of Healthy People 2010—Reproductive Health,
one must begin with knowledge of the comprehensive, nationwide health promotion and
disease prevention agenda, Healthy People 2010. It is designed to serve as a roadmap for
improving the health of all people in the United States during the first decade of the 21st
century. Healthy People 2010 is committed to a single, overarching purpose: promoting
health and preventing illness, disability, and premature
death.
Healthy People
2010 is grounded
in science, built
through public

The Healthy People 2010 Initiative

Healthy People 2010 builds on initiatives pursued over the
past two decades. In 1979, Healthy People: The Surgeon
General’s Report on Health Promotion and Disease Prevention
provided national goals for reducing premature deaths and con Se.n sus, and
preserving independence for older adults. In 1980, another designed to
report, Promoting Health/Preventing Disease: Objectives for measure progress.
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 continues in this tradition as an instrument to improve
health for the first decade of the 21st century.

The Development of Healthy People 2010 Goals and Objectives

A diverse range of individuals and organizations have offered ideas and expertise in
developing Healthy People 2010:

*  The Healthy People Consortium—an alliance of more than 350 national organizations
and 250 state public health, mental health, substance abuse, and environmental agen-
cies—conducted three national meetings on the development of Healthy People 2010.

* Many individuals and organizations gave testimony about health priorities at five
Healthy People 2010 regional meetings held in late 1998.

*  More than 11,000 comments on draft materials were received by mail or via the Internet
from individuals in every state, the District of Columbia, and Puerto Rico.

The final Healthy People 2010 objectives were developed by teams of experts from a variety
of federal agencies and was coordinated by the Office of Disease Prevention and Health
Promotion, U.S. Department of Health and Human Services.

Healthy People 2010—Reproductive Health

This document, Healthy People 2010—Reproductive Health, is an effort to compile into one
single document all the objectives that directly address reproductive health. The topic of
reproductive health is covered in 12 of the 28 focus areas in Healthy People 2010. The
cornerstone for this document is the family planning focus area. The Office of Population
Affairs, U.S. Department of Health and Human Services (HHS) is the lead agency in
addressing the 13 family planning objectives and is responsible for providing support for
the lead agencies of the other 11 focus areas. Family planning service providers throughout
the country routinely work with women on a broad number of issues including cancer, HIV,
STDs, hepatitis, prenatal care, substance abuse, violence, and nutrition. Therefore, the 12
focus areas encompassed in this reproductive health document are an inclusive listing of
measures that concern reproductive health.
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In Context:
Reproductive Health and Healthy People 2010

Federal Support for Family Planning Began in 1960s

In the 1960s the U.S. Federal Government began very limited funding of family planning
services as an effort to address maternal and infant morbidity and mortality. Initial federal
efforts for family planning were focused in the Maternal and Child Health (MCH) program
and the Office on Economic Opportunity’s (OEO) War on Poverty program. The OEO
program viewed access to fertility control as a factor to help disadvantaged women and their
families out of poverty.

In 1970, the MCH and OEO programs were serving approximately 25 percent of medically
indigent citizens needing subsidized family planning services.! In 1970, Congress recog-
nized that unwanted childbearing, especially among the poor, was a major problem in the
United States. Congress then passed Title X of the Public Health Service Act (the Family
Planning Services and Population Research Act of 1970) to specifically provide for expan-
sion of existing services, and research and development of new services. It also passed Title
IV-A of the Social Services Administration (later, Title IV-A became Title XX of the Social
Service Block Grant).

Title X: Groundbreaking Legislation

The Title X legislation and regulations provided for comprehensive family planning and
reproductive health services, provision of information regarding family planning, the
expansion of reproductive research, and the training of manpower to carry out the purposes
of the program. This marked the first instance in US history where family planning re-
search and services became the primary purpose of any federal law.

This single piece of legislation led to services for millions of low-income individuals
through low (or no) cost accessible clinic sites. Title X legislation and rules surpassed the
previous federal family planning efforts already in place with its broader, inclusive man-
dates to:

* Base funding on the specific needs of local communities
e Assure that all services be comprehensive and voluntary

*  Provide for (1) training of personnel needed to implement the act, (2) popula-
tion research, and (3) readily available information on family planning and
population growth

e Extend services to people regardless of race, color, creed, handicapping condi-
tion, national origin, age, sex, number of pregnancies, or marital status

* Provide a broad range of acceptable, effective, and medically approved family
planning methods, including natural family planning

* Conduct program evaluation

Armed with these mandates, the Title X program rapidly became the cornerstone of the modern
system of family planning services in the U.S. It eventually established service sites in three-
quarters of all of the U.S. counties and in every state. Service sites ranged from stand alone clinic
sites to rooms in youth serving agencies, churches and public health facilities.
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Title X: Unique Features, High Standards

Based on the intent of the legislation, the Title X program defined the minimum
clinical and educational services to be provided.

In 1972 the Title X family planning program and the American College of Obstetricians
and Gynecologists drafted comprehensive guidelines. These guidelines were widely
accepted and made it possible for a woman to continue care in almost any clinic,
nationwide, and get consistent lab tests, counseling, client education, and physical
exam services. Every community with a clinic site had some increased level of commu-
nity education provided. Subsequent revisions of Title X regulations and clinical
guidelines have been adopted for a variety of other federal, state, and locally funded
family planning services. For example, in states where Title X services are closely
coordinated with Medicaid, Maternal and Child Health and the Social Service Block
Grant reimbursement or grant funding, many of those programs include the core
requirements of the Title X clinical guidelines in their agreements. In the late 70s, the
Community and Migrant Health Program issued a national publication on reproduc-
tive health standards which mirrored the Title X requirements for clinical and educa-
tional services.

The Title X program set a precedent by encouraging and funding diverse provider
agencies with a diversity of clinic sites in order to flexibly serve the populations in
need.

Among agencies funded are state, county, and city health departments; Planned
Parenthood affiliates; Indian nations; statewide, regional, and local family planning
councils; and other non-profit community organizations. These agencies, in turn,
established a nationwide system of accessible clinic sites, both urban and rural. In 1999,
Title X providers operated nearly 4,600 clinic sites located in every state in the U.S. and
in more than 75 percent of counties.

The Title X program developed its own unique training system by establishing and
funding family planning training centers in each of the ten federal regions of the US.
The regional training centers provided specialty training and continuing education for
the critical mass of administrative, clerical, counseling, and clinical staff and, in the
process, helped promote the federal initiatives and guidelines.

Among the specialty private non-profit agencies that also provided training were the
State Family Planning Administrators (SFPA), the National Family Planning and
Reproductive Health Association (NFPRHA), the Family Planning Councils of
America (FPCA) and Planned Parenthood Federation of America (PPFA). These
organizations conducted regional and national training events for administrative and
clinical staff, created educational materials utilized in the family planning field and
provided guidance on emerging issues and initiatives (for example, services to males,
abstinence, cost analysis, and parental involvement). SFPA focused on issues of
significance to state and territorial grantees and unique methods to address these issues
within local and state government systems.

In addition, Title X provided dedicated training funds to train midlevel specialists in
OB/GYN services. These clinicians were, at first, trained as family planning specialists,
but it soon became apparent that the training had to be broader to accommodate the
wide variety of needs of their clients. This training helped develop the role of the
Women’s Health Care Nurse Practitioner (WHCNP). By the mid 1990s, the Title X
program had invested more than $20 million in funding the education of WHCNPs
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Healthy
People
2010—
Reproductive
Health is an
effort to
compile into
one single
document all
the
objectives
that directly
address
reproductive
health.

who were providing more than 10 million client visits per year.? This Title X initiative
had a substantial impact on the ability to improve access for low-income and minority
individuals by expansion into under-served urban and rural areas.

The national family planning program assured that cost would not be a barrier to
services for the low-income client.

Title X began as a free service to all who wanted such services and in the 1970s, it
initiated sliding fee schedule policies that would assure that clients were served regard-
less of ability to pay.

The national family planning program had a positive impact on elimination of racial
and ethnic disparities in health care.

Of the reported 4.4 million family planning users seen in Title X clinics in 1999,

22 percent were African American women or men and 4 percent were from Asian/
Pacific Islanders or Native American population groups. Seventeen percent of family
planning users identified themselves as Hispanic/Latino.? In 1997, the Title X program
served over 60 percent of all women who obtained publicly subsidized family planning
services and a larger proportion of the racial and ethnic minorities. Based on data from
the National Survey of Family Growth (1982 and 1995), publicly subsidized family
planning services has all but eliminated the (income and) racial disparities in contra-
ceptive use that initially led to greater government involvement in family planning.*

The national family planning program is accessible to young people.

During the past thirty years, the Title X program has provided education and informa-
tion to teens and access to a broad range of reproductive health services. Education and
counseling of youth on family involvement is an integral part of counseling in family
planning projects. In fact, Title X supported clinics are more likely than others to offer
special programs for teenagers, including initiatives that are aimed at encouraging
adolescents to postpone sexual activity and improving parent-child communication.’

Efforts continue to reduce adolescent pregnancy rates through abstinence programs
and through the provision of clinical services. It is estimated that approximately 40
percent of young women see their first medical provider in a family planning clinic.®
Three-quarters of the decline in the teenage pregnancy rate between 1985 and 1995 was
due to increasingly effective contraceptive use among sexually active adolescents (with
the remaining one-quarter due to increased abstinence).’

Title X set a high standard for evaluation of services and maintenance of quality.
The Title X program established standards for evaluation of services, training of
providers, maintenance of professionally recognized quality of care and for extension
of funding resources. This ranged from maintaining federal regional presence in each
of the ten regional offices of the U.S. Public Health Service to establishing public/
private partnerships with other social and health organizations and programs. A variety
of organizations, including the Food and Drug Administration, the Alan Guttmacher
Institute, the American Public Health Association, the National Center for Health
Statistics, the Centers for Disease Control and Prevention, and the Institutes of
Medicine, have supported research that provides quality, efficiency and safety in the
Title X program.
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There has been a high level of accountability and evaluation due, in great part, to the
visibility of the family planning program. While maintaining high standards of care and
providing a comprehensive range of contraceptive services, the family planning program
has been cost-efficient. For every U.S. dollar spent to provide family planning services, an
average of $3 is saved in Medicaid costs for pregnancy-related care and newborn care.®

Clients Served in Title X Family Planning Projects

In 1999, over 4.4 million clients were served through Title X funds. The majority were
women with approximately 71 percent of all Title X clients over the age of 20. The largest
proportion of family planning users (30 percent) are clients in the 20-24 year old group.
Nearly two-thirds (65 percent) of clients had incomes at or below the poverty level, and
another 18 percent had family incomes of 101 to150 percent of poverty. These users chose a
wide range of contraceptive methods.’

The Family Planning Program and Related Health Services

Numerous studies have shown that family planning is important to both maternal and
infant health. Currently, the Title X family planning program, with its 4,600 clinic sites,
serve two-thirds of all females receiving subsidized family planning services.! Thus, a
significant number of the Healthy People 2010 objectives for “promoting health and
preventing illness, disability and premature death” will be addressed through the clinical
and educational services provided by publicly subsidized family planning programs.

When seeking contraception at local family planning clinics, clients also receive many
other reproductive and preventive health care services. For example, in 1999 the Title X
program provided nearly 3 million Pap smears and 2.8 million breast exams. In addition,
there were nearly 4.8 million tests for sexually transmitted diseases (excluding HIV) and an
additional 366,000 HIV tests provided to both male and female users of services in Title X
clinics.!! Thousands of publicly-funded family planning clinics receive federal funding
through CDC to screen women at risk for chlamydia. Blood pressure screening and breast
exams/self breast exam education are required services in Title X subsidized clinics. It is
reported that more than 14 percent of women of reproductive age who receive Pap smears
and testing and treatment for gynecological infections receive these services in family
planning clinics. The percentage of these women obtaining HIV tests from clinics is even
higher, 25 percent, and over 33 percent receive their other STD services at clinics.!?

Family Planning Chracterized as “Great Public Health Achievement”

The Centers for Disease Control (CDC) characterizes family planning as one of the “Ten
Great Public Health Achievements” of the 20 century because of its opportunity for
prevention and the impact on morbidity and mortality. Mentioned specifically by name, the
Title X program, led the nation in establishing widespread cervical cancer screening which
has led to a 20 to 60 percent reduction in cervical cancer death rates.!* The Pap smear
quality assurance guidelines, developed by the Office of Family Planning (OPA), set a
national standard and were widely utilized nationally by other out-patient services clinics.
Another example mentioned is screening for chlamydia,'*the leading cause of preventable
infertility, which is a major effort in Title X programs and has lowered the prevalence of
chlamydia in Title X clinic clients.



o Healthy People 2010—Reproductive Health

How Healthy People 2010—Reproductive Health will Improve Nation’s Health

As stated before, the national family planning program directly addresses 12 of the 28 focus
areas in Healthy People 2010 where health improvement opportunities lie for the next
decade. The 12 family planning-related focus areas contain 72 objectives. Many of the
additional 16 focus areas and objectives are indirectly influenced by the comprehensive
range of services provided in family planning clinics and educational programs (for
example, disability, heart disease and stroke, medical product safety, mental health, and
tobacco use). All of the objectives are aimed at achieving improved health of all American
citizens, with special emphasis on erasing disparities in health for the most disadvantaged.

A robust subsidized family planning program will remain the cornerstone for reaching the
desired level of reproductive health for the nation. The Title X program, with its well
established systems, tradition of excellence, and bold approaches to reproductive health
care, is critical to the domestic family planning effort.

Conclusion

One of the most compelling and encouraging lessons learned from the Healthy People 2000
initiative is that we as a Nation can make dramatic progress in improving the Nation’s
health in a relatively short period of time. For example, during the last decade we have
achieved a substantial decrease in unintended pregnancy. The proportion of women
receiving mammograms and Pap tests has increased. For both mammograms and Pap tests,
the disparity in use rates for most of the population subgroups and those for all women
either has been reduced or eliminated. In addition,

fewer teenagers are becoming pregnant.

But we still have a long way to go. Violence and abusive
behavior continue to ravage homes and communities
across the country. HIV/AIDS remains a serious health
problem, now disproportionately affecting women and one of the “Ten
communities of color. Great Public Health
Achievements” of
the 20th century.

CDC characterizes
family planning as

This companion document to Healthy People 2010
builds on progress achieved since the first objectives for
the nation in 1980 and is promulgated to clearly articu-
late the reproductive health needs that must be ad-
dressed to achieve a high-quality level of reproductive health for all Americans.

Healthy People 2010—Reproductive Health together with Healthy People 2010 will be guiding
instruments for addressing our nation’s health issues, reversing unfavorable trends, and
expanding past achievements in health.
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Reader’s Guide

This publication has been excerpted from Healthy People 2010 Volumes I and II, along with
their companion volume, Tracking Healthy People 2010. The focus of this publication is
reproductive health. All sections of Healthy People 2010 related to reproductive health, as
determined by the Office of Population Affairs, U.S. Department of Health and Human
Services (HHS), have been collected here.

This volume is based on the November 2000 edition of Healthy People 2010, which super-
sedes the January 2000 conference edition. Readers should review the objectives for edito-
rial differences and the addition of new data. While most objectives are unchanged from
the conference edition, some have been reworded. Updates to baselines and population
group data tables may have resulted in revisions to the targets. In addition, a few develop-
mental objectives are now measurable. Data included in this edition are as of June 1, 2000.

Healthy People 2010 will be updated on the Internet. Data for objectives are expected to be
updated on an ongoing basis on the Centers for Disease Control and Prevention (CDC),
National Center for Health Statistics (NCHS) Web site at http://www.cdc.gov/nchs/
hphome.htm. Significant updates to the document will be posted on the Healthy People
Web site at http://www.health.gov/healthypeople.

This publication generally follows the format of Healthy People 2010 and is in three sections:
e Healthy People 2010— Understanding and Improving Health

*  Healthy People 2010—Objectives for Improving Reproductive Health

*  Tracking Healthy People 2010—Reproductive Health

Healthy People 2010—Understanding and Improving Health

The first section provides background on Healthy People 2010 and the Healthy People
initiative. It details the two primary goals of Healthy People 2010, and it provides informa-
tion on health objectives and on the 12 focus areas related to reproductive health. It also
touches on the determinants of health and on health status in the United States. It lists 10
Leading Health Indicators and provides the text of the Leading Health Indicator on
Responsible Sexual Behavior.

Healthy People 2010—O0bjectives for Improving Reproductive Health

The second section provides detailed information on the 12 focus areas in Healthy People
2010 that are related to reproductive health. The text describing the focus area Family
Planning is printed here in its entirety, and all relevant sections from the other 11 focus
areas are included.

As in the main volume, the focus area chapters are presented in alphabetical order. Each
chapter contains the following information:

Lead Agency

Each focus area is managed by a designated lead agency or co-lead agencies of the HHS.
These lead agencies have expertise in and responsibility for their respective focus areas.
They are responsible for undertaking activities to move the Nation toward achieving the
year 2010 goals and for reporting progress on the focus area objectives over the decade.
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Contents
This brief list details the specific organization of each chapter.

Goal Statement

Each chapter contains a concise goal statement. This statement frames the overall purpose
of the focus area.

Overview

The Overview provides the context and background for the objectives and identifies
opportunities for prevention or interventions. It addresses the nature of the issues; key
trends or developments in the focus area; related costs and other pertinent information;
relevant disparities among population groups (including race, ethnicity, gender, age,
socioeconomic status, disability status, sexual orientation, and geographic location); and the
implications of such factors for prevention, other improvements, and research.

Interim Progress Toward Year 2000 Objectives

Healthy People 2010 builds on the experience of the preceding decade. This section—
included in chapters where it is applicable—provides a brief description of progress to date
on year 2000 objectives that pertain to the focus area. A final report on the year 2000
objectives, Healthy People 2000 Review, will be published by NCHS, CDC.

Reproductive Health—Related Objectives

This section begins with a restatement of the focus area goal and a list of short titles for all
objectives in the focus area that are related to reproductive health. Each objective is then
described, beginning with an action verb and subject (for example, reduce the breast cancer
death rate). Objectives are numbered for reference purposes (for example, 3-3, 3-4, etc.).
Some objectives have multiple measures and are labeled sequentially with letters (for
example, 3-11a, 3-11b, etc.). Numbering of objectives does not imply priority or importance.

Types of Objectives
There are two types of objectives—measurable and developmental.

Measurable objectives provide direction for action. For measurable objectives,
the current status is expressed with a national baseline. A baseline represents
the starting point for moving the Nation toward the desired end. The baselines
use valid, reliable data derived from currently established, nationally representa-
tive data systems. Each measurable objective also includes a target, target setting
method, and a data source. (For more information about guidelines used to
develop targets, target-setting methods, and general data issues, the reader
should consult Tracking Healthy People 2010: Reproductive Health in this
publication.) Explanatory text follows objectives as needed.

Developmental objectives provide a vision for a desired outcome or health
status. Current national surveillance systems do not provide data on these
subjects. The purpose of developmental objectives is to identify areas of emerg-
ing importance and to drive the development of data systems to measure them.
A potential data source is given for each developmental objective.
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Population Group Data Table

Because eliminating health disparities is a goal of Healthy People 2010, a standard data table
is used to display the baseline status of population groups for population-based objectives
for which data are available. Generally, an objective is considered to be population based
when its data source counts people.

This table consists of a set of population variables that are to be considered a minimum
breakout set for data collection. The minimum set includes race and ethnicity, gender, and
measures of socioeconomic status. Within each category in the table, groups are alphabet-
ized or shown by some gradient or level of achievement (such as educational or income
levels). Depending on the parameters of the objective, some tables show more detailed or
additional breakouts of population groups. In addition, some tables include population
groups for which data are provided for informational purposes. In such cases, these popula-
tion groups will not be tracked.

For more information about data issues involving population groups, please consult
Tracking Healthy People 2010: Reproductive Health in this publication.

Data Source/Potential Data Source

Data source is defined as the instrument that collects the measure indicated. Measurable
objectives cite the data source for the baseline. For HHS data sets, surveys, and reports, the
citation includes the name of the data set, the HHS agency, and the institute or center that
serves as the source—for example, National Vital Statistics System (NVSS), CDC, NCHS.
For non-HHS or non-Federal data sets, surveys, and reports, the citation includes the name
of the data set, cabinet-level agency, and bureau/agency/organization—for example, Na-
tional Crime Victimization Survey (NCVS), U.S. Department of Justice, Bureau of Justice
Statistics.

Terminology

Terms are set up as dictionary definitions in alphabetical order. These definitions enable
the reader to understand the concepts used in the chapter.

References

The references cited throughout both the overview text and the objectives are listed at the
end of each chapter.

Tracking Healthy People 2010—Reproductive Health

Tracking Healthy People 2010: Reproductive Health is organized into three sections, which
cover general data issues, operational definitions for each of the 72 Healthy People 2010
objectives related to reproductive health, and the three major health data sources that are
responsible for tracking five or more Healthy People 2010 objectives on reproductive health.

For more information on measuring the objectives, technical notes, or operational defini-
tions, consult the complete volume, Tracking Healthy People 2010. It is available on the CDC
Web site at http://www.cdc.gov/nchs/hphome.htm.

For Further Information

For more information about Healthy People 2010, visit the Healthy People Web site at
http://www.health.gov/healthypeople or call 1-800-367-4725. To obtain copies of Healthy
People 2010 documents in print, visit the U.S. Government Printing Office Web site at
http://www.bookstore.gpo.gov/. For information about a Healthy People 2010 CD-ROM,
visit the Healthy People 2010 Web site at http://www.health.gov/healthypeople.



Healthy People
2010—Understanding
and Improving Health



@ Healthy People 2010—Reproductive Health

A Systematic Approach to Health Improvement

Healthy People 2010 is about improving health—the health of each individual, the health
of communities, and the health of the Nation. However, the Healthy People 2010 goals and
objectives cannot by themselves improve the health status of the Nation. Instead, they need
to be recognized as part of a larger, systematic approach to health improvement.

This systematic approach to health improvement is composed of four key elements: goals,
objectives, determinants of health, and health status.

Healthy People 2010 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 expect-
ancy and improve their quality of life.

Life Expectancy

Life expectancy is the average number of years people born in a given year are expected to
live based on a set of age-specific death rates. At the beginning of the 20th century, life
expectancy at birth was 47.3 years. Today it is nearly 77 years.

Despite improvements in life expectancy over the past 100 years, differences in life expect-
ancy between populations suggest a substantial need and opportunity for improvement. At
least 18 countries with populations of 1 million or more have life expectancies greater than
the United States for both men and women. Within the United States, there are substantial
differences in life expectancy among different population groups. For example, people from
households with an annual income of at least $25,000 live an average of 3 to 7 years longer,
depending on gender and race, than do people from households with annual incomes of
less than $10,000.

Quality of Life

Quality of life reflects a general sense of happiness and satisfaction with our lives and
environment. Health-related quality of life reflects a personal sense of physical and mental
health and the ability to react to factors in the physical and social environments. Health-
related quality of life is more subjective than life expectancy and therefore can be more
difficult to measure. Some tools have been developed to measure health-related quality of life:

» K«

Global assessments, in which a person rates his or her health as “poor,” “fair,” “good,” “very
good,” or “excellent,” can be reliable indicators of one’s perceived health. In 1996, 90
percent of people in the United States reported their health as good, very good, or excellent.

Healthy days is a measure that estimates the number of days of poor or impaired physical and
mental health in the past 30 days. In 1998, adults averaged 5.5 days during the past month
when their physical or mental health was not good—including 1.8 days when they were not
able to do their usual activities.

Years of healthy life is a combined measure developed for the Healthy People initiative. The
difference between life expectancy and years of healthy life reflects the average amount of
time spent in less than optimal health because of chronic or acute limitations. Years of
healthy life increased in 1996 to 64.2 years, a level that was only slightly above the 64.0 years
at the beginning of the decade. During the same period, life expectancy increased a full year.

“The reader is encouraged to peruse the complete text Healthy People 2010 Volume I for references
and tables related to these goals.
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As with life expectancy, various population groups can show dramatic differences in quality
of life. For example, adults in rural areas are 36 percent more likely to report their health
status as fair or poor than are adults in urban areas.

Achieving a Longer and Healthier Life—The Healthy People Perspective

Healthy People 2010 seeks to increase life expectancy and quality of life over the next 10
years by helping individuals gain the knowledge, motivation, and opportunities they need
to make informed decisions about their health. At the same time, it encourages local and
State leaders to develop communitywide and statewide efforts that promote healthy behav-
iors, create healthy environments, and increase access to high-quality health care.

Goal 2: Eliminate Health Disparities

The second goal of Healthy People 2010 is to eliminate health disparities among segments
of the population, including differences that occur by gender, race or ethnicity, education or
income, disability, geographic location, or sexual orientation.

This section highlights health disparities among various demographic groups in the United States.

Gender

Whereas some differences in health between men and women are the result of biological
differences, others are more complicated and require greater attention and scientific
exploration. Overall, men have a life expectancy that is 6 years less than that of women and
have higher death rates for each of the 10 leading causes of death. Nonetheless, women
have shown increased death rates over the past decade in areas where men have experi-
enced improvements, such as lung cancer. Women also are at greater risk for Alzheimer’s
disease than men and are twice as likely as men to be affected by major depression.

Race and Ethnicity

Current information about the biologic and genetic characteristics of African Americans,
Hispanics, American Indians, Alaska Natives, Asians, Native Hawaiians, and Pacific
Islanders does not explain the health disparities experienced by these groups compared
with the white, non-Hispanic population in the United States. These disparities are be-
lieved to be the result of the complex interaction among genetic variations, environmental
factors, and specific health behaviors.

Even though the Nation’s infant mortality rate is down, the infant death rate among African
Americans is still more than double that of whites. The death rate for all cancers is 30
percent higher for African Americans than for whites; for prostate cancer, it is more than
double that for whites. African American women have a higher death rate from breast
cancer despite having a mammography screening rate that is nearly the same as the rate for
white women. The death rate from HIV/AIDS for African Americans is more than seven
times that for whites.

There are differences between Hispanics living in the United States and non-Hispanic
whites, and between Hispanic populations. For example, whereas the rate of low birth weight
infants is lower for the total Hispanic population compared with that of whites, Puerto Ricans
have a low birth weight rate that is 50 percent higher than the rate for whites.

American Indians and Alaska Natives have an infant death rate almost double that for whites.

Asians and Pacific Islanders, on average, have indicators of being one of the healthiest
population groups in the United States. However, there is great diversity within this
population group, and health disparities for some segments are quite marked. For example,
women of Vietnamese origin suffer from cervical cancer at nearly five times the rate for
white women.
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Income and Education

Inequalities in income and education underlie many health disparities in the United States.
In general, population groups that suffer the worst health status also are those that have the
highest poverty rates and the least education. Disparities in income and education levels
are associated with differences in the occurrence of illness and death, including heart
disease, diabetes, obesity, elevated blood lead level, and low birth weight. Recent health
gains for the U.S. population as a whole appear to reflect achievements among the higher
socioeconomic groups; lower socioeconomic groups continue to lag behind.

For women, the amount of education achieved is a key determinant of the welfare and
survival of their children. Higher levels of education also may increase the likelihood of
obtaining or understanding the health-related information needed to develop health-
promoting behaviors and beliefs in prevention.

Disability

People with disabilities are identified as persons having an activity limitation, who use
assistance, or who perceive themselves as having a disability. People with disabilities tend
to report more anxiety, pain, sleeplessness, and days of depression and fewer days of vitality
than do people without activity limitations. People with disabilities also have other dispari-

ties, including lower rates of physical activity and higher rates of obesity. Many people with
disabilities lack access to health services and medical care.

Geographic Location

Twenty-five percent of Americans live in rural areas, that is, places with fewer than 2,500
residents. Injury-related death rates are 40 percent higher in rural populations than in
urban populations. Heart disease, cancer, and diabetes rates exceed those for urban areas.
People living in rural areas are less likely to use preventive screening services, exercise
regularly, or wear safety belts. In 1996, 20 percent of the rural population was uninsured
compared with 16 percent of the urban population. Access to emergency services and the
availability of specialty care are other issues for this population group.

Sexual Orientation

America’s gay and lesbian population comprises a diverse community with disparate health
concerns. Major health issues for gay men are HIV/AIDS and other sexually transmitted
diseases, substance abuse, depression, and suicide. Gay male adolescents are two to three
times more likely than their peers to attempt suicide. Some evidence suggests lesbians have
higher rates of smoking, overweight, alcohol abuse, and stress than heterosexual women.
The issues surrounding personal, family, and social acceptance of sexual orientation can
place a significant burden on mental health and personal safety.

Achieving Equity—The Healthy People Perspective

Healthy People 2010 is firmly dedicated to the principle that—regardless of age, gender, race
or ethnicity, income, education, geographic location, disability, and sexual orientation—
every person in every community across the Nation deserves equal access to comprehen-
sive, culturally competent, community-based health care systems that are committed to
serving the needs of the individual and promoting community health.



Objectives

The Nation’s progress in achieving
the two goals of Healthy People
2010 will be monitored through 467
objectives in 28 focus areas. 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
availability and dissemination of
health-related information. Each
objective has a target for specific
improvements to be achieved by
the year 2010.

This publication includes only the
72 objectives determined by the
Office of Population Affairs, U.S.
Department of Health and Human
Services, to be related to reproduc-
tive health. These objectives are
part of the 12 focus areas high-
lighted in green in the column on
the right.
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Healthy People 2010
Focus Areas

Access to Quality Health Services

Arthritis, Osteoporosis, and Chronic
Back Conditions

Cancer

Chronic Kidney Disease

Diabetes

Disability and Secondary Conditions

Educational and Community-Based
Programs

Environmental Health

Family Planning

Food Safety

Health Communication

Heart Disease and Stroke

HIV

Immunization and Infectious Diseases
Injury and Violence Prevention
Maternal, Infant, and Child Health
Medical Product Safety

Mental Health and Mental Disorders
Nutrition and Overweight
Occupational Safety and Health

Oral Health

Physical Activity and Fitness

Public Health Infrastructure
Respiratory Diseases

Sexually Transmitted Diseases
Substance Abuse

Tobacco Use

Vision and Hearing



Healthy People 2010—Reproductive Health

? F ences that determine the health of individuals and communities. The determinants of

i i health—individual biology and behavior, social and physical environments, policies and
? “ ™ interventions, and access to quality health care—have a profound effect on the health of
individuals, communities, and the Nation.

e Determinants of Health
. "3— =T ;1 ‘ Topics covered by the objectives in Healthy People 2010 reflect the array of critical influ-

L P

Individual biology and behaviors influence health through their interaction with each other
and with the individual’s social and physical environments. In addition, policies and interven-
tions can improve health by targeting factors related to individuals and their environments,
including access to quality health care (see figure below).

Determinants of Health

Policies and Interventions
1——> Behavior <—1

Physical il Social
Environment TR Environment

L—» Biology ¢—I
Access to Quality Health Care

Biology refers to the individual’s genetic makeup, family history, and the physical and
mental health problems acquired during life.

Behaviors are individual responses or reactions to internal stimuli and external condi-
tions. Behaviors can have a reciprocal relationship to biology; in other words, each can
react to the other.

Social environment includes interactions with family, friends, coworkers, and others in
the community. It also encompasses social institutions, such as law enforcement, places of
worship, and schools, along with other components such as housing and the presence or
absence of violence in the community.

Physical environment can be thought of as that which can be seen, touched, heard,
smelled, and tasted. However, the physical environment also contains less tangible ele-
ments, such as radiation and ozone.

Policies and interventions can have a powerful and positive effect on the health of
individuals and the community.

Access to quality health care is also a determinant of the health of individuals and communities.
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An evaluation of these determinants of health is an important part of developing any
strategy to improve health. Developing and implementing policies and preventive inter-
ventions that effectively address these determinants can reduce the burden of illness,
enhance quality of life, and increase longevity.

Health Status

The health status of the United States is a description of the health of the total population, using
information representative of most people living in this country. Health status can be measured
by birth and death rates, life expectancy, morbidity from specific diseases, and many other
factors. The leading causes of death are used frequently to describe the health status of the
Nation. At the beginning of the 2000s, chronic diseases such as heart disease and cancer top the
list. However, the leading causes of death are different for various population groups. For
example, HIV/AIDS is the 14th leading cause of death for the total population but the leading
cause of death for African American men aged 25 to 44 years.

The leading causes of death in the United States generally result from a variety of factors.
Understanding and monitoring behaviors, environmental factors, and community health
systems may prove more useful to monitoring the Nation’s true health, and in driving health
improvement activities, than the death rates that reflect the cumulative impact of these factors.
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Leading Health Indicators

The Leading Health Indicators reflect the
major public health concerns in the United
States. They illuminate individual behaviors,
physical and social environmental factors,
and important health system issues that
greatly affect the health of individuals and
communities. Underlying each of the indica-
tors is the significant influence of income and

Physical activity

Overweight and obesity
Tobacco use

Substance abuse
Responsible sexual behavior
Mental health

Injury and violence

education. . .
Environmental quality

The Leading Health Indicators are intended
to increase understanding of the importance
of health promotion and disease prevention
and to encourage wide participation in
improving health in the next decade. Devel-
oping strategies and action plans to address one or more of these indicators can have a
profound effect on eliminating health disparities and creating healthy people in healthy
communities.

Immunization

Access to health care

Since this publication focuses on reproductive health, only the text of the Leading Health
Indicator Responsible Sexual Behavior is included here in its entirety.

Responsible sexual behavior, United States, 1995 and 1999
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Adolescents in Sexually active
grades 9-12, unmarried women
1999 aged 18-44 years,
1995*

* Thisss percent includes 50 percent of students in grades 9-12 who were not ever sexually active,
14 percent who were not sexually active in the past 3 months, and 21 percent who were sexually
active but used a condom at the last intercourse.

** Data on males aged 15-49 years will be collected in 2003.

Sources: Centers for Disease Control and Prevention. Youth Risk Behavior Surveillance System.
1999. Centers for Disease Control and Prevention, National Center for Health Statistics. National
Survey of Family Growth. 1995.
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The objectives selected to measure progress among adolescents and adults for this Leading
Health Indicator are presented below. These are only indicators and do not represent all the
responsible sexual behavior objectives in Healthy People 2010.

25-11. Increase the proportion of adolescents who abstain from sexual intercourse or use
condoms if currently sexually active.

13-6a. Increase the proportion of sexually active persons who use condoms.

Responsible Sexual Behavior

Unintended pregnancies and sexually transmitted diseases (STDs), including infection with
the human immunodeficiency virus that causes AIDS, can result from unprotected sexual
behaviors. Abstinence is the only method of complete protection. Condoms, if used
correctly and consistently, can help prevent both unintended pregnancy and STDs. In 1999,
85 percent of adolescents abstained from sexual intercourse or used condoms if they were
sexually active. In 1995, 23 percent of sexually active women reported that their partners
used condoms. See chart on p. I-8.

Trends in Sexual Behavior

In the past 6 years there has been both an increase in abstinence among all youth and an
increase in condom use among those young people who are sexually active. Research has
shown clearly that the most effective school-based programs are comprehensive ones that
include a focus on abstinence and condom use. Condom use in sexually active adults has
remained steady at about 25 percent.

Unintended Pregnancies

Half of all pregnancies in the United States are unintended; that is, at the time of concep-
tion the pregnancy was not planned or not wanted. Unintended pregnancy rates in the
United States have been declining. The rates remain highest among teenagers, women aged
40 years or older, and low-income African American women. Approximately 1 million
teenage girls each year in the United States have unintended pregnancies. Nearly half of all
unintended pregnancies end in abortion.

The cost to U.S. taxpayers for adolescent pregnancy is estimated at between $7 billion and
$15 billion a year.

Sexually Transmitted Diseases

Sexually transmitted diseases are common in the United States, with an estimated 15
million new cases of STDs reported each year. Almost 4 million of the new cases of STDs
each year occur in adolescents. Women generally suffer more serious STD complications
than men, including pelvic inflammatory disease, ectopic pregnancy, infertility, chronic
pelvic pain, and cervical cancer from the human papilloma virus. African Americans and
Hispanics have higher rates of STDs than whites.

The total cost of the most common STDs and their complications is conservatively esti-
mated at $17 billion annually.
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HIV/AIDS

Nearly 700,000 cases of AIDS have been reported in the United States since the HIV/AIDS
epidemic began in the 1980s. The latest estimates indicate that 800,000 to 900,000 people in
the United States currently are infected with HIV. The lifetime cost of health care associated
with HIV infection, in light of recent advances in HIV diagnostics and therapies, is $155,000
or more per person.

About one-half of all new HIV infections in the United States are among people under age
25 years, and the majority are infected through sexual behavior. HIV infection is the leading
cause of death for African American men aged 25 to 44 years. Compelling worldwide
evidence indicates that the presence of other STDs increases the likelihood of both
transmitting and acquiring HIV infection.

For more information on Healthy People 2010 objectives or on responsible sexual behav-
ior, visit http://www.health.gov/healthypeople/ or call 1-800-367-4725.
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Goal

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

Overview

Access to quality care is important to eliminate health disparities and increase the quality
and years of healthy life for all persons in the United States. The public health system is
important because it educates people about prevention and addresses the need to eliminate
disparities by easing access to preventive services for people less able to use existing health
services. It ensures the availability of primary care through direct funding of clinics and
providers or by providing public insurance.

Issues

Access to high-quality health care across each of the components in the continuum of care
must be improved to realize the full potential of prevention. It is increasingly important
that health care communication and services be provided in a culturally and linguistically
sensitive manner. Adequate access to health care and related services can increase appropri-
ate patient use of the health care system and, ultimately, improve health outcomes.

Clinical preventive care.Improving access to appropriate preventive care requires
addressing many barriers, including those that involve the patient, provider, and system
of care.’:? Patient barriers include lack of knowledge, skepticism about the effective-
ness of prevention, lack of a usual source of primary care, and lack of money to pay for
preventive care.

Health provider barriers include limited time, lack of training in prevention, lack of
perceived effectiveness of selected preventive services, and practice environments that fail
to facilitate prevention. Although consensus is growing regarding the value of a range of
preventive services, providers identify lack of time and reimbursement as specific barriers
to more consistent delivery of counseling about behavioral risk factors.> Computerized or
manual tracking systems, patient and clinician reminders, guidelines, and patient informa-
tion materials can help providers improve delivery of necessary preventive care.*

System barriers can include lack of resources, lack of coverage or inadequate reimburse-
ment for services, and lack of systems to track the quality of care.? Systems interventions
that can increase delivery of health care include providing feedback on performance to
providers, offering incentives for improved performance, and developing and implement-
ing systems to identify and provide outreach to patients in need of services.!

Measuring and reporting how well preventive care is provided under different systems are
essential first steps in motivating those systems that are not performing well to develop the
information, tools, and incentives to improve care.’ Appropriate data systems are needed to
allow providers and administrators to identify those services and populations most in need
of better delivery. To be effective, preventive care also must be linked to systems to ensure
appropriate followup services or counseling for patients identified through risk assessment
or screening.

Primary care.Improving primary care across the Nation depends in part on ensuring that
people have a usual source of care. This is because of the beneficial attributes of primary
care. These benefits include the provision of integrated, accessible health care services by
clinicians who are accountable for addressing a large majority of personal health care
needs, developing a sustained partnership with patients, and practicing in the context of
family and community. ¢
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Trends

A significant measure of the access problem is the proportion of people who have health
insurance. Following declines in the proportion of people with health insurance during the
1980s, the proportion has remained essentially level, at about 85 percent from 1989 to 1997
for persons under age 65 years.” Approximately 44.3 million persons lacked health insur-
ance in 1998%, continuing an increase in the number of uninsured persons. At the same
time, the proportion of adults with a usual source of care—an important predictor of access
to needed services—fell from 83 percent to 78 percent between 1987 and 1992 before rising
to 85 percent in 1998.° In addition, having health insurance does not guarantee that health
care will be accessible or affordable. Significant numbers of privately insured persons lack a
usual source of care or report delays or difficulties in accessing needed care due to
affordability or insurance problems.!?

Disparities

Limitations in access to care extend beyond basic causes, such as a shortage of health care
providers or a lack of facilities. Individuals also may lack a usual source of care or may face
other barriers to receiving services, such as financial barriers (having no health insurance
or being underinsured), structural barriers (no facilities or health care professionals nearby),
and personal barriers (sexual orientation, cultural differences, language differences, not
knowing what to do, or environmental challenges for people with disabilities). Patients
with disabilities may face additional barriers arising from facilities that are not physically
accessible or from the attitudes of clinicians. Hispanics, young adults, and uninsured
persons are least likely to have a usual source of care.” Hispanic persons and those with less
than 12 years of education are least likely to have a usual primary care provider.!! Certain
people, such as those who are disabled, elderly, chronically ill, or HIV-infected, require
access to health care providers who have the knowledge and skills to address their special
needs.!?

Opportunities

Increasing recognition of the critical role of preventive services across the continuum of
care has led to the development of tools and projects designed to help providers and
patients shift to a prevention-oriented health care system. HEDIS reports on the delivery of
many clinical preventive services provided by participating health maintenance organiza-
tions (HMOs). The 1999 reporting set for HEDIS contained several measures of clinical
preventive services, including childhood immunizations, adolescent immunizations,
smoking cessation advice, influenza vaccinations for older adults, breast cancer screening,
cervical cancer screening, and prenatal care in the first trimester.

Under development is the CDC Guide to Community Preventive Services, due to be
released in 2001."* The guide will assess the effectiveness of preventive services and inter-
ventions in community settings and at the clinical systems level. It will cover 15 topics in
three areas: changing risk behaviors, reducing specific diseases and injuries, and addressing
environmental challenges.

Into the next decade, Healthy People will continue to promote communitywide efforts to
provide clinical preventive services, using local leadership such as health departments and
community institutions to increase the accessibility of these services. Healthy People also
will work to strengthen the capacity of States and localities to collect health data and
conduct community health assessments for small geographic areas.
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REPRODUCTIVE HEALTH-RELATED OBJECTIVES

Access to Quality Health Services

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

Number Objective Short Title

Clinical Preventive Care
1-2.  Health insurance coverage for clinical preventive services
1-3.  Counseling about health behaviors

Primary Care
1-7.  Core competencies in health provider training

HEALTHY PEOPLE 2010 OBJECTIVES
Clinical Preventive Care

1-2.  (Developmental) Increase the proportion of insured persons with coverage for
clinical preventive services.

Potential data source: Medical Expenditure Panel Survey (MEPS), AHRQ.

Insurance coverage for clinical preventive services improved substantially during the 1990s,
but significant variations remain in the services covered, depending on the plan and type of
insurance. In 1988, among employers who offer health insurance, only 26 percent of their
employees were covered for adult physical examinations, 35 percent for well-child care
(including immunizations), and 43 percent for preventive screening tests.'* In contrast, a
1997 national survey of over 3,000 employers found that 88 percent of employer-sponsored
plans covered well-baby care, 89 percent covered adult physical examinations, 92 percent
covered gynecologic examinations, and 89 and 91 percent covered Pap tests and
mammograms, respectively. Coverage was highest in HMO plans and lowest in indemnity
insurance plans."

Including effective clinical preventive services among the services routinely covered by
insurance is an effective way to emphasize the importance of clinical preventive services as
an integral part of health care.! The Balanced Budget Act of 1997 (Public Law 105-33) added
colorectal cancer screening among other new preventive benefits under the Medicare
program and expanded Medicare coverage of mammography and cervical cancer screening.
Although health insurance coverage by itself is not sufficient to eliminate existing gaps in
the delivery of preventive services, it is an important factor influencing who gets recom-
mended services.!”!3 Selected clinical preventive services have a positive influence on
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personal health, and many are cost-effective in comparison with the treatment of disease.!*?
Insurance coverage is especially problematic for counseling services, in part, because of the
difficulty in proving the benefits of some counseling interventions. For example, only 22
percent of employer-sponsored plans cover medications or counseling for smoking cessa-
tion." The effectiveness of smoking cessation counseling, however, is supported by strong
evidence, with more intensive interventions having the greatest impact and most favorable
cost-effectiveness ratios.?!

1-3.  Increase the proportion of persons appropriately counseled about health behaviors.

Target setting method: Better than the best.

Data sources: National Survey on Family Growth (NSFG), CDC, NCHS; National Health Interview
Survey (NHIS), CDC, NCHS.

Target and baseline:

Objective Increase in Counseling on Health 1995 2010
Behaviors Among Persons at Baseline Target
Risk With a Physician Visit in the
Past Year

Percent

1-3a. Physical activity or exercise
(adults aged 18 years and older)

1-3h. Diet and nutrition (adults aged
18 years and older)

Developmental

Developmental

1-3c. Smoking cessation (adult

smokers aged 18 years and older) Developmental

1-3d. Reduced alcohol consumption
(adults aged 18 years and older
with excessive alcohol
consumption)

Developmental

1-3e. Childhood injury prevention:
vehicle restraints and bicycle
helmets (children aged 17 years
and under)

Developmental

1-3f. Unintended pregnancy (females

aged 15 to 44 years) 19 50

1-3g. Prevention of sexually
transmitted diseases (males aged
15 to 49 years; females aged 15
to 44 years)

Developmental

1-3h. Management of menopause

(females aged 46 to 56 years) Developmental



@ Healthy People 2010—O0bjectives for Improving Reproductive Health

1-3f. Counseled
About Unintended

Females Aged 15 to 44 Years With a
Pregnancy

Physician Visit in the Past Year, 1995

Percent
TOTAL 19

Race and ethnicity

American Indian or Alaska Native DSU
Asian or Pacific Islander DSU
Asian DNC
Native Hawaiian and other Pacific Islander DNC
Black or African American 24
White 19
Hispanic or Latino 20
Not Hispanic or Latino DNA
Black or African American 24
White 19
Education level (females aged 22 to 44
years)
Less than high school 15
High school graduate 20
At least some college 19
Sexual orientation DNC

Select populations

Age groups
15 to 24 years 22
25 to 34 years 23
35 to 44 years 10

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.

Substantial gaps remain in the delivery of appropriate screening and counseling services
related to health behaviors. Unhealthy diets, smoking, physical inactivity, and alcohol use
account for a majority of preventable deaths in the United States.? Data indicate that risk
assessment and counseling interventions are delivered less frequently than other preven-
tive interventions (for example, cancer screenings).” In addition, the attention physicians
give to specific health-risk behaviors appears to be influenced by the socioeconomic status
of their patients.?® Although time is an important constraint in the health care setting,
evidence demonstrates that brief clinician counseling is effective in getting patients to stop
smoking and reduce problem drinking.'*** In addition, brief counseling interventions
aimed at high-risk individuals can increase condom use and prevent the spread of sexually
transmitted diseases.”
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Clinician counseling should be tailored to the individual risk factors, needs, preferences,
and abilities of each patient.!” For some preventive interventions, such as hormone therapy
in postmenopausal women, the optimal strategy depends on how individual women value
potential benefits and risks. Counseling of perimenopausal and postmenopausal women
should encourage shared decisionmaking based on individual risk factors and patient
preferences.’

Primary Care

1-7.  (Developmental) Increase the proportion of schools of medicine, schools
of nursing, and other health professional training schools whose basic
curriculum for health care providers includes the core competencies in health
promotion and disease prevention.

Potential data source: Adaptation of the Prevention Self-Assessment Analysis, Association
of Teachers of Preventive Medicine (ATPM).

Significant changes in the health care system and in the expectations of consumers are
influencing the education of health care providers in the United States. For example, many
medical schools are assessing the content of their predoctoral and postgraduate curricula.?
Medical educators and medical schools are recognizing that physicians will need to be
prepared to provide population-based preventive health care as well as high-quality medical
care to their patients.” This challenge exists for other health professionals, including
nurses, nurse practitioners, physician assistants, and allied health personnel. This link
between medicine and public health is essential to provide the highest quality health care
possible to the U.S. population.

A core set of competencies for medical students in health promotion and disease prevention
was developed by a task force established by the Association of Teachers of Preventive
Medicine (ATPM) and the U.S. Department of Health and Human Services’ Health Re-
sources and Services Administration. The competencies, derived from the ATPM Inventory of
Knowledge and Skills Relating to Health Promotion and Disease Prevention,”® cover four catego-
ries: clinical prevention, quantitative skills, health services organization and delivery, and
community dimensions of medical practice. Together, they address a wide spectrum of topics.
This set of competencies will provide medical educators with measurable education outcomes
in prevention education. The core competencies will be evaluated for potential adaptability to
health provider education curricula in schools of nursing and health professional schools.
The core competencies also will be reviewed for potential expansion to cover emerging issues
and competencies in evaluating and responding to environmental health concerns and
natural and man-made disasters. Because health care providers will have to address new
health issues, policies, technologies, and practice guidelines over their careers, continuing
education programs also need to be updated periodically.
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Access: According to the Institute of Medicine, “The timely use of personal health services
to achieve the best possible health outcomes.”” This definition includes both the use and
effectiveness of health services. The concept of access also encompasses physical accessibil-
ity of facilities.

Activities of daily living (ADL): Personal care activities, such as bathing, dressing,
eating, and getting around (with special equipment, if needed) inside the home.

Ambulatory care: Health care that does not require the patient to stay in a hospital or
other facility, such as care provided on an outpatient basis.

Ambulatory-care-sensitive conditions: Conditions resulting in hospitalization that
could potentially have been prevented if the person had improved access to high-quality
primary care services outside the hospital setting.

Asymptomatic: Without symptoms. This term may apply either to healthy persons or to
persons with preclinical (prior to clinical diagnosis) disease in whom symptoms are not
yet apparent.

Clinical care: The provision of health care services to individual patients by trained
health care professionals.

Clinical preventive services (CPS): Common screening tests, immunizations, risk
assessment, counseling about health risk behaviors, and other preventive services routinely
delivered in the clinical setting for the primary prevention of disease or for the early
detection of disease in persons with no symptoms of illness.

Continuum of care: The array of health services and care settings that address health
promotion, disease prevention, and the diagnosis, treatment, management, and rehabilita-
tion of disease, injury, and disability. Included are primary care and specialized clinical
services provided in community and primary care settings, hospitals, trauma centers, and
rehabilitation and long-term care facilities.

Core competencies: A defined set of skills and knowledge considered necessary in the
educational curricula for training health care providers. Examples of core competencies
include skills in prevention education; skills in using sources of health data to identify what
clinical preventive services should be delivered to the individual patient based on that
person’s age, gender, and risk factor status; an understanding of the U.S. public health
system (local and State health departments) and its role in monitoring and maintaining the
health of the community; and skills to evaluate and translate medical and scientific re-
search reports into clinical practice.

Health insurance: Any type of third party payment, reimbursement, or financial coverage
for an agreed-upon set of health care services. Includes private insurance obtained through
employment or purchased directly by the consumer, or health insurance provided through
publicly funded programs, including Medicare, Medicaid, CHAMPUS/CHAMPVA, or other
public hospital or physician programs.

Health intervention: Any measure taken to improve or promote health or to prevent,
diagnose, treat, or manage disease, injury, or disability.

Health outcomes: The results or consequences of a process of care. Health outcomes may
include satisfaction with care as well as the use of health care resources. Included are
clinical outcomes, such as changes in health status and changes in the length and quality of
life as a result of detecting or treating disease.
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Long-term care (LTC): A broad range of health and social services delivered in
institutions, in the community, and at home. Long-term care services include institu-
tional services, such as those delivered in nursing homes, rehabilitation hospitals,
subacute care facilities, hospice facilities, and assisted living facilities; services deliv-
ered in the home, such as home health and personal care, hospice, homemaker, and
meals; and community-based services, such as adult day care, social services, congregate
meals, transportation and escort services, legal protective services, and counseling for
clients as well as their caregivers.>

Managed care: According to the Institute of Medicine, “a set of techniques used by or on
behalf of purchasers of health care benefits to manage health care costs by influencing
patient care decisionmaking through case-by-case assessments of the appropriateness of
care prior to its provision.”3!

Patient barriers: Any mental, physical, or psychosocial condition that prevents an
individual from accessing needed health care. Examples include attitudes or biases, mental
disorders or illnesses, behavioral disorders, physical limitations, cultural or linguistic
factors, sexual orientation, and financial constraints.

Persons with long-term care needs: Persons who need the help of other persons to
perform activities of daily living (personal care activities) and instrumental activities of
daily living (routine needs).

Primary care: According to the Institute of Medicine, “The provision of integrated,
accessible health care services by clinicians who are accountable for addressing a large
majority of personal health care needs, developing a sustained partnership with patients,
and practicing in the context of family and community.”®

Primary care provider: A physician who specializes in general and family practice,
general internal medicine, or general pediatrics, or a nonphysician health care provider,
such as a nurse practitioner, physician assistant, or certified nurse midwife.

Primary prevention: Health care services, medical tests, counseling, and health education
and other actions designed to prevent the onset of a targeted condition. Routine immuniza-
tion of healthy individuals is an example of primary prevention.'

Provider barriers: Any mental, physical, psychosocial, or environmental condition that
prevents or discourages health care providers from offering preventive services. Examples
of provider barriers include a poor practice environment, lack of knowledge, and lack of
efficacy studies.

Quality: According to the Institute of Medicine, “The degree to which health services for
individuals and populations increase the likelihood of desired health outcomes and are
consistent with current professional knowledge.”” Simply stated, it is doing the right thing,
for the right patient, at the right time, with the right outcome.

Secondary prevention: Measures such as health care services designed to identify or treat
individuals who have a disease or risk factors for a disease but who are not yet experiencing
symptoms of the disease. Pap tests and high blood pressure screening are examples of
secondary prevention."”

System barriers: Conditions within a health care system that prevent people from
accessing needed services or prevent health care providers from delivering those services.
System barriers include physical, cultural, linguistic, and financial barriers as well as the
availability of health care facilities or providers with special skills, such as eye, ear, nose,
and throat specialists.
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Tertiary prevention: Preventive health care measures or services that are part of the
treatment and management of persons with clinical illnesses. Examples of tertiary preven-
tion include cholesterol reduction in patients with coronary heart disease and insulin
therapy to prevent complications of diabetes."

Usual source of care: A particular doctor’s office, clinic, health center, or other health
care facility to which an individual usually would go to obtain health care services. Having
a usual source of care is associated with improved access to preventive services and
followup care.

Vulnerable and at-risk populations: High-risk groups of people who have multiple
health and social needs. Examples include pregnant women, people with human
immunodeficiency virus infection, substance abusers, migrant farm workers, homeless
people, poor people, infants and children, elderly people, people with disabilities,
people with mental illness or mental health problems or disorders, and people from
certain ethnic or racial groups who do not have the same access to quality health care
services as other populations.
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Goal

s Reduce the number of new cancer cases as well as the illness, disability, and death
) caused by cancer.
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- U / N Overview
' Cancer is the second leading cause of death in the United States. During 2000, an estimated
1,220,100 persons in the United States were expected to be diagnosed with cancer; 552,200
persons were expected to die from cancer.! These estimates did not include most skin
cancers, and new cases of skin cancer are estimated to exceed 1 million per year. One-half
of new cases of cancer occur in people aged 65 years and over.?

About 491,400 persons who get cancer in a given year, or 4 in 10 patients, are expected to be
alive 5 years after diagnosis. When adjusted for normal life expectancy (accounting for
factors such as dying of heart disease, injuries, and diseases of old age), a relative 5-year
survival rate of 60 percent is seen for all cancers.! This rate means that the chance of a
person recently diagnosed with cancer being alive in 5 years is 60 percent of the chance of
someone not diagnosed with cancer. Five-year relative survival rates commonly are used to
monitor progress in the early detection and treatment of cancer and include persons who
are living 5 years after diagnosis, whether in remission, disease free, or under treatment.

Issues and Trends

Cancer death rates for all sites combined decreased an average of 0.6 percent per year from
1990 to 1996.3 Death rates for female breast cancer and colorectal cancer decreased signifi-
cantly during the 1990-96 period.? The lung and bronchus, prostate, female breast cancer,
and colon and rectum were the most common cancer sites for all racial and ethnic popula-
tions in the United States and together accounted for approximately 54 percent of all newly
diagnosed cancers.!

In addition to the human toll of cancer, the financial costs of cancer are substantial.* The overall
annual costs for cancer are estimated at $107 billion. Treatment for lung, breast, and prostate
cancers alone accounts for more than half of the direct medical costs of $37 billion annually.

Disparities

Cancer death rates vary by gender, race, and ethnicity.? Female death rates peaked in 1991 at
142.2 per 100,000. After the peak year, female deaths decreased on average by 0.4 percent per
year through 1996. There was a significant decrease in breast cancer death for females.?
Lung cancer death rates have continued to increase among females. Since 1987, more
females have died from lung cancer than breast cancer.

African Americans are about 34 percent more likely to die of cancer than are whites and
more than two times more likely to die of cancer than are Asian or Pacific Islanders,
American Indians, and Hispanics.! African American women are more likely to die of
breast and colon cancers than are women of any other racial and ethnic group, and they
have approximately the same lung cancer death rates as white women. Hispanics have
higher rates of cervical cancer.

Differences among the races represent both a challenge to understand the reasons and an
opportunity to reduce illness and death and to improve survival rates.

The Hispanic cancer experience also differs from that of the non-Hispanic white popula-
tion, with Hispanics having higher rates of cervical cancer. New cases of female breast
cancer are increasing among Hispanics, who are diagnosed at later stages and have lower
survival rates than whites.
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The recent decrease in deaths from breast cancer in white females is attributed to greater
use of breast cancer screening in regular medical care. However, deaths due to breast cancer
in African American females continue to increase, in part, because breast cancer is diag-
nosed at later stages in African American females.!

Possible disparities regarding the health status of lesbian women and possible barriers to
access to health services by lesbians have been identified by the Institute of Medicine as a
research priority.’

Opportunities

Evidence suggests that several types of cancer can be prevented and that the prospects for
surviving cancer continue to improve. The ability to reduce cancer death rates depends, in
part, on the existence and application of various types of resources. First, the means to
provide culturally and linguistically appropriate information on prevention, early detec-
tion, and treatment to the public and to health care professionals are essential. Second,
mechanisms or systems must exist for providing people with access to state-of-the-art
preventive services and treatment. Where suitable, participation in clinical trials also
should be encouraged. Third, a mechanism for maintaining continued research progress
and for fostering new research is essential. Genetic information that can be used to improve
disease prevention strategies is emerging for many cancers and may provide the foundation
for improved effectiveness in clinical and preventive medicine services.

Scientific data from randomized trials of cancer screening together with expert opinions
indicate that adherence to screening recommendations for cancers of the breast, cervix, and
colon/rectum reduces deaths from these cancers.

To reduce breast cancer deaths in the United States, a high percentage of females aged 40
years and older need to comply with screening recommendations. A reduction in breast
cancer deaths could be expected to occur after a delay of roughly 7 years.® To reduce cervical
cancer deaths, a high percentage of females in the United States who are aged 18 years and
older need to comply with screening recommendations. Evidence from randomized
preventive trials is unavailable, but expert opinion suggests that a beneficial impact on
cervical cancer death rates would be expected to occur after a delay of a few years.

Interim Progress Toward Year 2000 Objectives

Data showed some improvement in the proportion of women receiving mammograms and
Pap tests. In addition, for both mammograms and Pap tests, the disparity in use rates for most
of the population subgroups and those for all women either has been reduced or eliminated.

Note: Data are from the Centers for Disease Control and Prevention, National Center for Health
Statistics, Healthy People 2000 Review, 1998-99.
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.RODUCTIVE HEALTH-RELATED OBJECTIVES

Cancer

Goal:

Reduce the number of new cancer cases as well as the illness, disability, and death
caused by cancer.

Number Objective Short Title
3-3.  Breast cancer deaths
3-4. Cervical cancer deaths
3-10. Provider counseling about cancer prevention
3-11. Pap tests
3-13. Mammograms

HEALTHY PEOPLE 2010 OBJECTIVES

3-3. Reduce the breast cancer death rate.

Target: 22.3 deaths per 100,000 females.

Baseline: 27.9 breast cancer deaths per 100,000 females occurred in 1998 (age adjusted to
the year 2000 standard population).

Target setting method: 20 percent improvement.
Data source: National Vital Statistics System (NVSS), CDC, NCHS.

Note: The table below may continue to the following page.

Breast Cancer Deaths
Females, 1998

Rate per 100,000

TOTAL 27.9

Race and ethnicity

American Indian or Alaska Native 14.2

Asian or Pacific Islander 13.1
Asian DNC

Native Hawaiian and other Pacific Islander DNC



3 Cancer @

Breast Cancer Deaths

Females, 1998

Rate per 100,000

Black or African American 35.7
White 27.3
Hispanic or Latino 16.8
Not Hispanic or Latino 28.5
Black or African American 36.7
White 27.9
Education level (aged 25 to 64 years)
Less than high school 20.0
High school graduate 28.4
At least some college 22.0

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
Note: Age adjusted to the year 2000 standard population.
Note: The table above may have continued from the previous page.

Breast cancer is the most common cancer among women in the United States. An estimated
184,200 new cases were expected to be diagnosed in 2000. About 40,800 U.S. women were
expected to die from breast cancer in 2000, accounting for about 15.2 percent of cancer
deaths among women.! Death from breast cancer can be reduced substantially if the tumor
is discovered at an early stage. Mammography is the most effective method for detecting
these early malignancies. Clinical trials have demonstrated that mammography screening
can reduce breast cancer deaths by 20 to 39 percent in women aged 50 to 74 years and about
17 percent in women aged 40 to 49 years.” Breast cancer deaths can be reduced through
increased adherence with recommendations for regular mammography screening.

Many breast cancer risk factors, such as age, family history of breast cancer, reproductive
history, mammographic densities, previous breast disease, and race and ethnicity, are not
subject to intervention.®® However, being overweight is a well-established breast cancer risk
for postmenopausal women that can be addressed.® Avoiding weight gain is one method by
which older women may reduce their risk of developing breast cancer.

3-4. Reduce the death rate from cancer of the uterine cervix.
Target: 2.0 deaths per 100,000 females.

Baseline: 3.0 cervical cancer deaths per 100,000 females occurred in 1998 (age adjusted to
the year 2000 standard population).

Target setting method: Better than the best.

Data source: National Vital Statistics System (NVSS), CDC, NCHS.
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Cervical Cancer Deaths

Females, 1998

Rate per 100,000

TOTAL 3.0
Race and ethnicity
American Indian or Alaska Native 2.5
Asian or Pacific Islander 3.3
Asian DNC
Native Hawaiian and other Pacific Islander DNC
Black or African American 6.0
White 2.7
Hispanic or Latino 3.3
Not Hispanic or Latino 3.0
Black or African American 6.2
White 2.6
Education level (aged 25 to 64 years)
Less than high school 7.2
High school graduate 4.8
At least some college 2.1

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
Note: Age adjusted to the year 2000 standard population.

Cervical cancer is the 10th most common cancer among females in the United States, with
an estimated 12,800 new cases in 2000. The number of new cases of cervical cancer is higher
among females from racial and ethnic groups than among white females. An estimated 4,600
U.S. females were expected to die from cervical cancer in 2000.! Cervical cancer accounts for
about 1.7 percent of cancer deaths among females. Infections of the cervix with certain
types of sexually transmitted human papilloma virus increase risk of cervical cancer and
may be responsible for most cervical cancer in the United States.'

Considerable evidence suggests that screening can reduce the number of deaths from
cervical cancer. Invasive cervical cancer is preceded in a large proportion of cases by
precancerous changes in cervical tissue that can be identified with a Pap test. If cervical
cancer is detected early, the likelihood of survival is almost 100 percent with appropriate
treatment and followup; that is, almost all cervical cancer deaths could be avoided if all
females complied with screening and followup recommendations.!! Risk is substantially
decreased among former smokers in comparison to continuing smokers.!?
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3-10. Increase the proportion of physicians and dentists who counsel their at-
risk patients about tobacco use cessation, physical activity, and cancer screening.

Target and baseline:

Objective Increase in Counseling About 1988 2010
Tobacco Use Cessation, Baseline Target
Physical Activity, and Cancer (unless noted)
Screening
Percent
3-10a. Internists who counsel about
. . 50 85
smoking cessation
3-10b Family physicians who counsel
. . 43 85
about smoking cesstion
3-10c. Dent1:<,ts who cgunsel about 59 (1997) 85
smoking cessation
3-10d. Primary care providers who
counsel about blood stool 56 85
tests
3-10e. Primary care providers who
counsel about proctoscopic 23 85
examinations
3-10f. Primary care providers who
37 85
counsel about mammograms
3-10g. Primary care providers who
55 85
counsel about Pap tests
3-10h. Primary care providers who
counsel about physical 22 (1995) 85
activity

Target setting method: Better than the best.

Data sources: Survey of Physicians’ Attitudes and Practices in Early Cancer Detection, NIH,
NCI; National Ambulatory Medical Care Survey (NAMCS), CDC, NCHS; Survey of Current Issues
in Dentistry, American Dental Association.

Smoking cessation,'>!* adoption of healthy diets,' increased physical activity,'>!°and
increased cancer screening® 7181920212223, 24 ¢qan gl] contribute to reduced numbers of
cancer deaths. Experts recommend that providers screen patients for breast, cervical, and
colorectal cancers and counsel patients to prevent or reduce tobacco use, promote physical
activity, and promote a healthy diet.” Provider counseling should be conducted in a
linguistically and culturally appropriate manner.
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3-11. Increase the proportion of women who receive a Pap test.

Target and baseline:

Objective . . 1998 2010

Increase in Pap Testing Baseline* Target
Percent

3-11a. Women aged 18 years and
older who have ever received 92 97
a Pap test

3-11b. Women aged 18 years and
older who received a Pap test 79 90

within the preceding 3 years
*Age adjusted to the year 2000 standard population. Includes women without a uterine cervix.
Target setting method: Better than the best.

Data source: National Health Interview Survey (NHIS), CDC, NCHS.

Note: The table below may continue to the following page.

Pap Test
3.11a 3.11h.
Women Aged 18 Years and Older, Ever In Preceding
1998 (unless noted) 3 Years
Percent
TOTAL 92 79
Race and ethnicity
American Indian or Alaska Native 88 72
Asian or Pacific Islander 78 67
Asian 78 67
e L rd o < 2
Black or African American 94 83
White 93 79
Hispanic or Latino 85 74
Not Hispanic or Latino 93 80
Black or African American 94 83

White 94 80
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Pap Test

3.11a 3.11b.
Women Aged 18 Years and Older, Ever In Preceding

1998 (unless noted) 3 Years

Percent

Education level (aged 25 and

older)

Less than high school 89 69
High school graduate 95 78

At least some college 97 83
Family income level

Poor 88 69
Near poor 92 73
Middle/high income 94 83
Geographic location

Urban 92 80
Rural 93 78
Disability status

With activity limitations 95 (1994) 74 (1994)
Without activity limitations 94 (1994) 78 (1994)

Note: Age adjusted to the year 2000 standard population. Includes women without a uterine cervix.
Note: The table above may have continued from the previous page.

3-13. Increase the proportion of women aged 40 years and older who have
received a mammogram within the preceding 2 years.

Target: 70 percent.

Baseline: 67 percent of women aged 40 years and older received a mammogram within the
preceding 2 years in 1998 (age adjusted to the year 2000 standard population).

Target setting method: Better than the best.

Data source: National Health Interview Survey (NHIS), CDC, NCHS.
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Women Aged 40 Years and Older, 1998 Lo T
{unless noted) Percent
TOTAL 67
Race and ethnicity
American Indian or Alaska Native 45
Asian or Pacific Islander 61
Asian 61
Native Hawaiian and other Pacific Islander DSU
Black or African American 66
White 67
Hispanic or Latino 61
Not Hispanic or Latino 68
Black or African American 66
White 68
Education level
Less than high school 53
High school graduate 66
At least some college 73

Family income level

Poor 50
Near poor 54
Middle/high income 73
Geographic location

Urban 68
Rural 65
Disability status

With activity limitations 55 (1994)
Without activity limitations 61 (1994)

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
Note: Age adjusted to the year 2000 standard population.



3 Cancer @

Terminology

Cancer: A term for diseases in which abnormal cells divide without control. Cancer cells
can invade nearby tissue and can spread through the bloodstream and lymphatic system to
other parts of the body.

Cancer screening: Checking for changes in tissue, cells, or fluids that may indicate the
possibility of cancer when there are no symptoms.

Carcinoma: Cancer that begins in the epithelial tissue that lines or covers an organ.

Clinical trials: Research studies that evaluate the effectiveness of new treatment or disease
prevention methods on patients.

Digital rectal exam (DRE): A test in which the health care provider inserts a lubricated,
gloved finger into the rectum to feel for abnormal areas.

Invasive cervical cancer: Cancer that has spread from the surface of the cervix to tissue
deeper in the cervix or to other parts of the body.

Malignant: Cancerous.
Mammogram: An x ray of the breast.

Pap (Papanicolaou) test: Microscopic examination of cells collected from the cervix.
The Pap test is used to detect cancer, changes in the cervix that may lead to cancer, and
noncancerous conditions, such as infection or inflammation.

Risk factor: Something that increases a person’s chance of developing a disease.

Stage: The size and extent of a cancer, including whether the disease has spread from the
original site into surrounding tissue and other parts of the body.
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I ~ R Goal
" | Increase the quality, availability, and effectiveness of educational and community-
; = based programs designed to prevent disease and improve health and quality of life.

-
Ay {“‘ Overview

X l Educational and community-based programs have played an integral role in the attainment
| of Healthy People 2000 objectives and will continue to contribute to the improvement of
health outcomes in the United States by the year 2010. These programs, developed to reach
people outside traditional health care settings, are fundamental for health promotion and
quality of life.

Issues and Trends

People working together can improve individual health and create healthier communities.
Although more research is needed in community health improvement, clearly, the health of
communities not only depends on the health of individuals, but also on whether the physical
and social aspects of communities enable people to live healthy lives.! Health and quality of
life rely on many community systems and factors, not simply on a well-functioning health and
medical care system. Making changes within existing systems, such as the school system, can
effectively and efficiently improve the health of a large segment of the community.

Communities experiencing the most success in addressing health and quality-of-life issues
have involved many components of their community: public health, health care, business,
local governments, schools, civic organizations, voluntary health organizations, faith
organizations, park and recreation departments, and other interested groups and private
citizens. Communities that are eager to improve the health of specific at-risk groups have
found that they are more likely to be successful if they work collaboratively within their
community and if the social and physical environments also are conducive to supporting
healthy changes.

Because many health problems relate to more than one behavioral risk factor, as well as to
social and environmental factors, communities with effective programs also work to
improve health by addressing the multiple determinants of a health problem. Among the
more effective community health promotion programs are those that implement compre-
hensive intervention plans with multiple intervention strategies, such as educational,
policy, and environmental, within various settings, such as the community, health care
facilities, schools (including colleges and universities), and worksites.b>3#

Educational strategies may include efforts to increase health awareness, communica-
tion, and skill building. Policy strategies are those laws, regulations, formal and infor-
mal rules, and understandings adopted on a collective basis to guide individual and
collective behavior.>% "8

These educational and policy strategies are effective when used in as many settings as
appropriate. Settings—schools, worksites, health care facilities, and the community—serve
as channels to reach desired audiences as well as apply strategies in as wide a population as
possible. These settings also provide major social structures for intervening at the policy
level to facilitate healthful choices.’

The school setting. The importance of including health instruction in education
curricula has been recognized since the early 1900s.!° In 1997, the Institute of Medicine
advised that students should receive the health-related education and services necessary for
them to derive maximum benefit from their education and enable them to become healthy,
productive adults.!
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The school setting, ranging from preschool to university, is an important avenue to reach
the entire population and specifically to educate children and youth. Schools have more
influence on the lives of youth than any other social institution except the family, and
provide a setting in which friendship networks develop, socialization occurs, and norms
that govern behavior are developed and reinforced.

More than 12 million students currently are enrolled in the Nation’s 3,600 colleges and
universities.!? Thus, colleges and universities are important settings for reducing health-risk
behaviors among many young adults. Health clinics at the postsecondary level can help
empower students to take responsibility for their own health through education, preven-
tion, early detection, and treatment. In addition, colleges and universities can play an
important role in eliminating racial and ethnic disparities and other inequalities in health
outcomes by influencing how people think about these issues and providing a place where
opinions and behaviors contributing to these factors can be addressed.

The health care setting. The health care setting is critical to the delivery of health
education and health promotion. In health care facilities providers often see their patients
at a teachable moment. Individualized education and counseling by health care providers at
such moments in these settings have been shown to have positive and clinically significant
effects on behavior in persons with chronic and acute conditions.’ Providers must be
cognizant of these opportunities and prepared to provide appropriate patient education.
Institutions that employ providers also must be cognizant and allow sufficient time and
training for patient education and counseling to occur.

The community setting. While health promotion in schools, health care centers, and
worksites provides targeted interventions for specific population groups, community-based
programs can reach the entire population. Broad public concern and support are vital to the
functioning of a healthy community and to ensure the conditions in which people can be
healthy.’® Included in the community setting are public facilities; local government and
agencies; and social service, faith, and civic organizations that provide channels to reach
people where they live, work, and play. These groups and organizations also can be strong
advocates for educational, policy, and environmental changes throughout the community.
Places of worship may be a particularly important setting for health promotion initiatives,
and they may effectively reach some undeserved populations. Valuable and effective health
benefits of community-based approaches have been demonstrated by community interven-
tions that have served a variety of ethnic and socioeconomic population groups.® %13
Community-based approaches in conjunction with targeted approaches in schools, health
care, and worksites increase the likelihood for success to improve personal and community
health.

A community health promotion program should include:

* Community participation with representation from at least three of the following
community sectors: government, education, business, faith organizations, health care,
media, voluntary agencies, and the public.

* Community assessment to determine community health problems, resources, and
perceptions and priorities for action.

° Measurable objectives that address at least one of the following: health outcomes, risk
factors, public awareness, or services and protection.

* Monitoring and evaluation processes to determine whether the objectives are reached.

* Comprehensive, multifaceted, culturally relevant interventions that have multiple
targets for change—individuals (for example, racial and ethnic, age, and socioeconomic
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groups), organizations (for example, worksites, schools, faith communities), and
environments (for example, local policies and regulations)—and multiple approaches
to change, including education, community organization, and regulatory and environ-
mental reforms.

Schools are natural settings for reaching children and youth whereas worksites can
reach the majority of adults. Efforts to reach older adults necessarily must involve the
community at large.

Disparities

The U.S. population is composed of many diverse groups. Evidence indicates a persistent
disparity in the health status of racially and culturally diverse populations as compared with
the overall health status of the U.S. population. Over the next decade, the composition of
the Nation will become more racially and ethnically diverse, thereby increasing the need
for effective prevention programs tailored to specific community needs. Poverty, lack of
adequate access to quality health services, lack of culturally and linguistically competent
health services, and lack of preventive health care also are underlying factors that must be
addressed. Given these disparities, the need for appropriate interventions is clear.

Local Health Departments Providing Culturally
and Linguistically Appropriate Services
(United States, 1996-97)

Services by Healthy People
2000 Priority Area
Physical activity and fitness 1] 21%
Nutrition 1 44%
Tobacco ——————— 1 24%
Alcohol and other drugs """ 2%
Family planning 1 42%
Mental health and mental disorders [ 1 18%
Violent and abusive behavior [ 1 25%

Educational and ] 33%
community-based programs

Unintentional injuries
Occupational safety and health
Environmental health

Food and drug safety

Oral health

Maternal and infant health
Heart disease and stroke

Cancer

Diabetes and other
chronic disabling conditions

HIV infection

Sexually transmitted diseases
Immunization and infectious diseases
Clinical preventive services

Surveillance and data systems [ 114%
0 10 20 30 40 50
Percent

[ Health promotion B Preventive services
B Health protection O Surveillance and data systems

Source: National Association of County and City Health Officials,
National Profile of Local Health Departments, 1996-97.
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Effective prevention programs in diverse communities must be tailored to community
needs and take into consideration factors concerning individuals, such as disability status,
sexual orientation, and gender appropriateness. For example, women often are the health
care decision makers and caregivers in their families and in their communities. When
provided with enabling services and health promotion and prevention information, they
can make better health choices and better navigate the health care system to get the infor-
mation and services they and their families need.

Opportunities

Health promotion programs need to be sensitive to the diverse cultural norms and beliefs of
the people for whom the programs are intended. This is a continuing challenge as the
Nation’s population becomes increasingly diverse. To ensure that interventions are cultur-
ally appropriate, linguistically competent, and appropriate for the needs of racial, ethnic,
gender, sexual orientation, disability status, and age groups within the community, members
of the populations served and their gatekeepers must be involved in the community
assessment and planning process.

Community assessment helps to identify the cultural traditions and beliefs of the
community and the education, literacy level, and language preferences necessary for the
development of appropriate materials and programs. In addition, a community assess-
ment can help identify levels of social capital and community capacity. Such assess-
ments help identify the skills, resources, and abilities needed to manage health im-
provement programs in communities.>

Educational and community-based programs must be supported by accurate, appropriate,
and accessible information derived from a science base. Increasing evidence supports the
efficacy and effectiveness of health education and health promotion in schools, worksites,
health care facilities, and community-based programming.” Gaps in research include the
dissemination and diffusion of effective programs, new technologies, policies, relationships
between settings, and approaches to disadvantaged and special populations.’

Communities need to be involved as partners in conducting research ensuring that the
content of the prevention efforts developed are tailored to meet the needs of the communi-
ties and populations being served. Communities also need to be involved as equal partners
in research, to enhance the appropriateness and sustainability of science-based interven-
tions and prevention programs and ensure that the lessons of research are transferred back
to the community.

Interim Progress Toward Year 2000 Objectives

New information from the National College Health Risk Behavior Survey shows that
college students are receiving information on health topics such as human immunodefi-
ciency virus (HIV) and sexually transmitted disease prevention.
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REPRODUCTIVE HEALTH-RELATED OBJECTIVES

Educational and Community-Based Programs

Goal:

Increase the quality, availability, and effectiveness of educational and community-
based programs designed to prevent disease and improve health and quality of life.

Number Objective Short Title

School Setting
7-2.  School health education
7-3.  Health-risk behavior information for college and university students

Health Care Setting

7-9. Health care organization sponsorship of community health promotion
activities

Community Setting and Select Populations

7-11. Culturally appropriate community health promotion programs

HEALTHY PEOPLE 2010 OBJECTIVES
School Setting

7-2.  Increase the proportion of middle, junior high, and senior high schools that
provide comprehensive school health education to prevent health
problems in the following areas: unintentional injury; violence; suicide;
tobacco use and addiction; alcohol and other drug use; unintended
pregnancy, HIV/AIDS, and STD infection; unhealthy dietary patterns; inadequate
physical activity; and environmental health.

Target and baseline:

Objective Schools Providing School Health 1994 2010

Education in Priority Areas Baseline Target
Percent
7-2a. All components 28 70

Individual components to prevent
health problems in the following

areas
7-2f. Alcohol and other drug use 90 95
7-2g. Unintended pregnancy, HIV/AIDS, 65 90

and STD infection
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Target setting method: 150 percent improvement for 7-2a; percentage improve varies for
individual components 7-2f and 7-2g.

Data source: School Health Policies and Programs Study (SHPPS), CDC, NCCDPHP.

7-3.  Increase the proportion of college and university students who receive information
from their institution on each of the six priority health-risk behavior areas.

Target: 25 percent.

Baseline: 6 percent of undergraduate students received information from their college
or university on all six topics in 1995: injuries (intentional and unintentional), tobacco
use, alcohol and illicit drug use, sexual behaviors that cause unintended pregnancies
and sexually transmitted diseases, dietary patterns that cause disease, and inadequate
physical activity.

Target setting method: Better than the best.
Data source: National College Health Risk Behavior Survey, CDC, NCCDPHP.

Note: The table below may continue to the following page.

Received Information
on Six Priority Health-

Undergraduates, 1995 Risk Behavior Areas
Percent
TOTAL 6
Race and ethnicity
American Indian or Alaska Native DSU
Asian or Pacific Islander DSU
Asian DSU
Native Hawaiian and other Pacific Islander DSU
Black or African American 8
White 6
Hispanic or Latino 5
Not Hispanic or Latino DNA
Black or African American 8
White 6
Gender
Female 6
Male 6
Family income level
Poor DNC
Near poor DNC

Middle/high income DNC



@ Healthy People 2010—O0bjectives for Improving Reproductive Health

Received Information
on Six Priority Health-

Undergraduates, 1995 Risk Behavior Areas
Percent

Disability status

Persons with disabilities DNC

Persons without disabilities DNC

Sexual orientation DNC

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
Note: The table above may have continued from the previous page.

The School Health Education Study” conducted during the 1960s identified 10 conceptual
areas that have traditionally served as the basis of health education curricula. Subsequently,
six categories of behaviors have been identified as responsible for more than 70 percent of
illness, disability, and death among adolescents and young adults. These categories, which
should be the primary focus of school health education, are injuries (unintentional and
intentional); tobacco use; alcohol and illicit drug use; sexual behaviors that cause unin-
tended pregnancies and sexually transmitted diseases; dietary patterns that cause disease;
and inadequate physical activity.'® In addition to the 6 behavior categories, environmental
health (recognized influence on personal and community health), mental and emotional
health, personal health, and consumer health are among the 10 conceptual areas being
added to track the influence of these factors over the next 10 years.

The overall goal of the National Health Education Standards® for youth is to achieve
health literacy—the capacity to obtain, interpret, and understand basic health information
and services and the competence to use such information and services to enhance health.
Research has shown that for health education curricula to affect priority health-risk
behaviors among adolescents, effective strategies, considerable instructional time, and well-
prepared teachers are required. To attain this objective, States and school districts need to
support effective health education with appropriate policies, teacher training, effective
curricula, and regular progress assessment. In addition, the support of families, peers, and
the community at large is critical to long-term behavior change among adolescents.

Health education and health promotion activities also can be conducted in postsecondary
settings and reach the Nation’s future leaders, teachers, corporate executives, health
professionals, and public health personnel. Personal involvement in a health promotion
program can educate future leaders about the importance of health and engender a commit-
ment to prevention.

In 1995, 49 percent of undergraduate students reported receiving informationon alcohol
and other drug use, and 55 percent on unintended pregnancy, HIV/AIDS, and STD
infection.?
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Health Care Setting

7-9.  (Developmental) Increase the proportion of hospitals and managed care
organizations that provide community disease prevention and health
promotion activities that address the priority health needs identified by their
community.

Potential data source: Annual Survey, American Hospital Association.

The concept of increased consumer protection in the health care industry, particularly
in the form of a Consumers’ Bill of Rights and Responsibilities, is gaining support.
These protections include consumers’ rights to accurate, easily understood information
related to choice of a health plan, its benefits, availability of specialty care, and confi-
dentiality of medical records. However, the right to comprehensive patient and family
education is missing from this list. Tiwo distinctive characteristics of health care settings
underscore their importance to promote patient and family education: improved health
is a primary objective; and health care providers generally are considered credible
sources of information.’ The interaction between these two factors helps create an
environment conducive to effective patient and family education programs and activi-
ties. The positive and clinically significant effects of patient education and counseling
of persons with chronic and acute conditions are well-documented; however, the
amount and types of health promotion and disease prevention activities offered by
managed care organizations (MCOs) to their participating employers vary widely.*

Community health promotion services provided by hospitals and MCOs are growing. This
growth is illustrated by the expansion of Federal and State managed care reform legislation
directed at the creation of a core set of prevention activities across MCOs.?! Despite the
different motivations and strategic objectives of public health and managed care organiza-
tions, they share a mutual interest to improve the health of communities and specific
populations within communities. Collaboration between managed care plans and public
health agencies is a logical consequence of the health promotion objectives shared by these
organizations.?? Additionally, a number of Federal public health agencies are developing
collaborative relationships with the managed care community on issues of clinical preven-
tive services and prevention surveillance and research.?

7-11. Increase the proportion of local health departments that have estabLished
culturally appropriate and linguistically competent community health promotion
and disease prevention programs.

Target and baseline:

Objective Increase in Local Health 1996-97 2010
Departments That are Culturally Baseline Target
Appropriate and Linguistically
Competent Community Health
Promotion and Disease
Prevention Programs

Percent
7-11a. Access to quality health services Developmental
Clinical preventive services 35 *

7-11c. Cancer 30 50
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7-11g. Educational and community-based 33 50
programs

7-11i. Family planning 42 50

7-111. Health communication Developmental

7-11n. HIV 45 50

7-11o. Immunizations and infectious 48 50
diseases

7-11p. Injury and violence prevention Developmental

Violent and abusive behavior 25 *

7-11q. Maternal, infant (and child) health 47 50

7-11y. Sexually transmitted diseases 41 50

7-11z. Substance abuse (alcohol and 26 50
other drugs)

*These are Healthy People 2000 priority areas that are not applicable to Healthy People 2010.

Target setting method: Percentage improvement varies by program.

Data source: National Profile of Local Health Departments, National Association of County
and City Officials (NACCO).

Over the next decade, the Nation’s population will become even more diverse. Mainstream
health education activities often fail to reach select populations.?* This may contribute to
select and disadvantaged communities lagging behind the overall U.S. population on
virtually all health status indicators. In 1991, an estimated 78,643 excess deaths occurred
among African Americans and an additional 4,485 among Hispanics or Latinos.?® Approxi-
mately 75 percent of these excess deaths occurred in seven categories, all of which had
contributing factors that can be controlled or prevented: cancer, cardiovascular disease,
cirrhosis, diabetes, HIV or AIDS, homicide, and unintentional injuries. Special efforts are
needed to develop and disseminate culturally and linguistically appropriate health informa-
tion to overcome the cultural differences and meet the special language needs of these
population groups.
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Community: A specific group of people, often living in a defined geographical area, who
share a common culture, values, and norms and who are arranged in a social structure
according to relationships the community has developed over a period of time.?

Community-based program: A planned, coordinated, ongoing effort operated by a
community that characteristically includes multiple interventions intended to improve the
health status of members of the community.

Community capacity: The characteristics of communities that affect their ability to
identify, mobilize, and address social and public health problems.? %

Culturally appropriate: Refers to an unbiased attitude and organizational policy that
values cultural diversity in the population served. Reflects an understanding of diverse
attitudes, beliefs, behaviors, practices, and communication patterns that could be attributed
to race, ethnicity, religion, socioeconomic status, historical and social context, physical or
mental ability, age, gender, sexual orientation, or generational and acculturation status.
Includes an awareness that cultural differences may affect health and the effectiveness of
health care delivery. Knowledge of disease prevalence in specific cultural populations,
whether defined by race, ethnicity, socioeconomic status, physical or mental ability, gender,
sexual orientation, age, disability, or habits.

Excess deaths: The statistically significant difference between the number of deaths
expected and the number that actually occurred.

Health: A state of physical, mental, and social well-being and not merely the absence of
disease and infirmity.

Health care organizations: Included are hospitals, managed care organizations, home
health organizations, long-term care facilities, and community-based health care providers.

Health education: Any planned combination of learning experiences designed to
predispose, enable, and reinforce voluntary behavior conducive to health in individuals,
groups, or communities.”

Health literacy: The capacity to obtain, interpret, and understand basic health informa-
tion and services and the competence to use such information and services to enhance
health.®

Health promotion: Any planned combination of educational, political, regulatory, and
organizational supports for actions and conditions of living conducive to the health of
individuals, groups, or communities.?

Health promotion activity: Broadly defined to include any activity that is part of a
planned health promotion program, such as implementing a policy to create a smoke-free
workplace, developing walking trails in communities, or teaching the skills needed to
prepare healthy meals and snacks.

Healthy community: A community that is continuously creating and improving those
physical and social environments and expanding those community resources that enable
people to mutually support each other in performing all the functions of life and in devel-
oping to their maximum potential !

Healthy public policy: Characterized by an explicit concern for health and equity in all
areas of policy and by an accountability for health impact. The main aim of healthy public
policy is to create a supportive environment to enable people to lead healthy lives by
making healthy choices possible and easier for citizens. It makes social and physical
environments health enhancing.?
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Linguistically competent: Refers to skills for communicating effectively in the native
language or dialect of the targeted population, taking into account general educational
levels, literacy, and language preferences.

Managed care organizations (MCOs): Refers to systems that integrate the financing and
delivery of health care services to covered individuals by means of arrangements with
selected providers to furnish health care services to members. Managed care includes
health maintenance organizations, preferred provider organizations, and point-of-
service plans.

Patient and family education: Refers to a planned learning experience using a combi-
nation of methods, such as teaching, counseling, skill building, and behavior modifica-
tion, to promote patient self-management and patient and family empowerment regard-
ing their health.

Postsecondary institutions: Includes 2- and 4-year community colleges, private colleges,
and universities.

Quality of life: An expression that, in general, connotes an overall sense of well-being
when applied to an individual and a pleasant and supportive environment when applied to
acommunity. On the individual level, health-related quality of life (HRQOL) has a strong
relationship to a person’s health perceptions and ability to function. On the community
level, HRQOL can be viewed as including all aspects of community life that have a direct
and quantifiable influence on the physical and mental health of its members.>

School health education: Any combination of learning experiences organized in the
school setting to predispose, enable, and reinforce behavior conducive to health or to
prepare school-aged children to be able to cope with the challenges to their health in the
years ahead.”

Settings (worksites, schools, health care sites, and the community): Major social
structures that provide channels and mechanisms of influence for reaching defined
populations and for intervening at the policy level to facilitate healthful choices and
address quality of life issues. Conceptually, the overall community, worksites, schools, and
health care sites are contained under the broad umbrella of “community.” Health promo-
tion and health education may occur within these individual settings or across settings in a
comprehensive, communitywide approach.’

Social capital: The process and conditions among people and organizations that lead to
accomplishing a goal of mutual social benefit, usually characterized by four interrelated
constructs: trust, cooperation, civic engagement, and reciprocity.?
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Goal

Improve pregnancy planning and spacing and prevent unintended pregnancy.

Overview

In an era when technology should enable couples to have considerable control over their
fertility, half of all pregnancies in the United States are unintended.! Although between 1987
and 1994 the proportion of pregnancies that were unintended declined in the United States
from 57 to 49 percent,’ other industrialized nations report fewer unintended pregnancies,?
suggesting that the number of unintended pregnancies can be reduced further. Family
planning remains a keystone in attaining a national goal aimed at achieving planned,
wanted pregnancies and preventing unintended pregnancies. Family planning services
provide opportunities for individuals to receive medical advice and assistance in control-
ling if and when they get pregnant and for health providers to offer health education and
related medical care.

The family planning objectives for Healthy People 2010 echo the recommendations
contained in the 1995 Institute of Medicine report The Best Intentions: Unintended Pregnancy
and the Well-Being of Children and Families.* The foremost recommendation of the report
calls for the Nation to adopt a social norm in which all pregnancies are intended—that is,
clearly and consciously desired at the time of conception. Emphasizing personal choice and
intent, this norm speaks to planning for pregnancy, as well as to avoiding unintended
pregnancy.

Unintended pregnancy rates in the United States show a decline, probably as a result of
higher contraceptive use and use of more effective contraceptive methods.? Despite this
improvement, unintended pregnancy remains a common problem, and further progress
is needed.

Issues and Trends

One important determinant of pregnancy and birth rates is contraceptive use. The propor-
tion of all females aged 15 to 44 years who currently are practicing contraception (including
females who have been sterilized for contraceptive reasons and husbands or partners who
have had vasectomies) rose from about 56 percent in 1982 to 60 percent in 1988 and 64
percent in 1995.° However, 5.2 percent of all females aged 15 to 44 years had intercourse in
the past 3 months and did not use contraceptives.’

No one method of contraception is likely to be consistently and continuously suitable for
each woman, man, or couple. Total abstinence is the only fool-proof method of contracep-
tion. Sterilization, the most common method of contraception in the United States, has
near-perfect effectiveness and differs from other methods because it is usually permanent.’

Used by an estimated 10 million females, combination oral contraceptives are the most
popular method of reversible contraception in the United States. Other hormonal contra-
ceptives, such as injectables and implants, and intrauterine devices (IUDs) have the appeal
of providing effective contraception without the need for daily compliance. For barrier
methods, such as the condom and diaphragm, the average effectiveness is more variable.
Used correctly and consistently, condoms can prevent both pregnancy and disease. Other
barrier methods include the diaphragm, cervical cap, and female condom, which may
reduce the risk but do not prevent sexually transmitted diseases (STDs) that primarily affect
the cervix. Spermicides used alone (foams, creams, and jellies), coitus interruptus (with-
drawal), and periodic abstinence (calendar rhythm) are other options; however, their
effectiveness in actual use is lower than that for other methods.
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Pregnancies That Were Intended
(By age and by family income, United States, 1987 and 1994)
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Sources: *Henshaw, S.K. Unintended pregnancy in the United States. Family

Planning Perspectives 30(1):24-29, 46, 1998. **Brown, S.S., and Eisenberg, L.

The Best Intentions: Unintended Pregnancy and the Well-Being of Children and

Families. Washington, DC: National Academy Press, 1995.
Contraceptive method choices are far from ideal. Even with all financial and knowledge
barriers removed, effective and consistent contraceptive use is difficult. Contraceptive
research and development efforts must be expanded to bring new methods to the market,
methods that combine high contraceptive efficacy and ease of use with protection against
STDs and human immunodeficiency virus (HIV). Increased attention also must be given to
bringing new methods to the United States, including male methods of contraception,
spermicide, and microbicide alternatives. Improving the range of contraceptive choices
increases the likelihood that individuals and couples will be able to find a contraceptive
method that suits them. Greater choice enhances individuals’ control over their fertility
and reduces the risk of unintended pregnancy.

Reducing unintended pregnancies is possible and necessary. Unintended pregnancy in the
United States is serious and costly and occurs frequently. Socially, the costs can be measured
in unintended births, reduced educational attainment and employment opportunity, greater
welfare dependency, and increased potential for child abuse and neglect. Economically,
health care costs are increased. An unintended pregnancy, once it occurs, is expensive no
matter what the outcome. Medically, unintended pregnancies are serious in terms of the lost
opportunity to prepare for an optimal pregnancy, the increased likelihood of infant and
maternal illness, and the likelihood of abortion.* The consequences of unintended preg-
nancy are not confined to those occurring in teenagers or unmarried couples. In fact,
unintended pregnancy can carry serious consequences at all ages and life stages.*

With an unintended pregnancy, the mother is less likely to seek prenatal care in the first
trimester and more likely not to obtain prenatal care at all.>” She is less likely to breastfeed®
and more likely to expose the fetus to harmful substances, such as tobacco or alcohol.* The
child of such a pregnancy is at greater risk of low birth weight, dying in its first year, being



0 Healthy People 2010—O0bjectives for Improving Reproductive Health

abused, and not receiving sufficient resources for healthy development.’ A disproportionate
share of the women bearing children whose conception was unintended are unmarried or
at either end of the reproductive age span—factors that, in themselves, carry increased
medical and social burdens for children and their parents. Pregnancy begun without some
degree of planning often prevents individual women and men from participating in
preconception risk identification and management.

For teenagers, the problems associated with unintended pregnancy are compounded, and
the consequences are well documented. Teenaged mothers are less likely to get or stay
married, less likely to complete high school or college, and more likely to require public
assistance and to live in poverty than their peers who are not mothers. Infants born to
teenaged mothers, especially mothers under age 15 years, are more likely to suffer from low
birth weight, neonatal death, and sudden infant death syndrome. The infants may be at
greater risk of child abuse, neglect, and behavioral and educational problems at later
stages.! Nearly 1 million teenage pregnancies occur each year in the United States.!!
Clearly, the solution to the problem needs to be found.

Unintended pregnancy is expensive, and contraceptives save health care resources by
preventing unintended pregnancy.'? The pregnancy care cost for one woman who does not
intend to be pregnant, yet is sexually active and uses no contraception, is estimated at about
$3,200 annually in a managed care setting.'>!* Estimates of the overall cost to U.S. taxpayers
for teenage childbearing range between $7 billion and $15 billion a year, mainly attributed
to higher public assistance costs, foregone tax revenues resulting from changes in produc-
tivity of the teen parents, increased child welfare, and higher criminal justice costs.!*
Unintended births to teenagers, which account for about 40 percent of teenaged pregnan-
cies, cost more than $1.3 billion in direct health expenditures each year.”

Induced abortion is another consequence of unintended pregnancy. Although the numbers
of abortions in this country have been declining over the past 15 years,!® approximately one
abortion occurs for every three live births annually in the United States, a ratio two to four
times higher than in many other Western democracies. Just as unintended pregnancy
occurs across the spectrum of age and socioeconomic status, women of all reproductive ages,
married or unmarried, and in all income categories obtain abortions.

Abortion results when women have unintended pregnancies, and adequate access to family
planning services reduces the number of unintended pregnancies. Each year, publicly
subsidized family planning services prevent an estimated 1.3 million unintended pregnan-
cies.”” For every $1 spent on publicly funded contraceptive services, $3 is saved in Medicaid
bills for pregnancy-related health care and medical care for newborns.!’

Disparities

Unintended pregnancies occur among females of all socioeconomic levels and all marital
status and age groups, but females under age 20 years and poor and African American
women are especially likely to become pregnant unintentionally.* More than 4 in 10
pregnancies to white and Hispanic females are unintended; 7 in 10 pregnancies to African
American females are unintended. Unintended pregnancies during contraceptive use are
most common among African American and Hispanic females. Poverty is strongly related
to greater difficulty in using reversible contraceptive methods successfully, with these
females also the least likely to have the resources necessary to access family planning
services and the most likely to be affected negatively by an unintended pregnancy. For this
reason, publicly subsidized family planning services are important. Yet, half of all females
who are at risk for an unintended pregnancy and need publicly subsidized family planning
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services are not getting them.!® Clearly, while these programs have contributed substantially
to preventing unintended pregnancy, the need for services continues to outstrip re-
sources available.

Difficulty in obtaining and paying for care is, of course, exacerbated for poor and low-
income people. Several Federal programs support family planning services, with most
targeting poor or low-income females. The Medicaid program is the largest, but reimburse-
ment for family planning services is typically not available to adolescents, women without
children, women who are married, and working poor women whose income may just
exceed the eligibility level.

An estimated 6.6 million females receive services from subsidized family planning provid-
ers annually, slightly less than one-half of those considered to be in need of subsidized
family planning services (those at risk of unintended pregnancy and with a family income
less than 250 percent of the poverty level).” Family planning programs consisting of some
3,000 agencies with over 7,000 clinic locations provide nearly 40 percent of family planning
services in the United States. Health departments represent nearly half of these locations,
along with hospitals, community health centers, and other public and nonprofit organiza-
tions. Nearly two-thirds of all females served (4.2 million) obtained care at 1 0of 4,200 clinics
receiving funds from the Federal Title X Family Planning Program."

Opportunities

A 1995 survey of the Nation’s family planning agencies estimated that almost 70 percent of
agencies have at least one special program of outreach education or service to meet the
needs of teenagers. Fewer have special programs for hard-to-serve populations, such as
homeless persons, persons with disabilities, or substance abusers.?’ Furthermore, whether
those agencies target their services or simply provide care to those who happened to seek it
is not known.? The need for family planning services among all these groups is undeniably
great. In the case of substance abuse, the link between illegal drug use and infection with
HIV has meant more Federal and State funding for programs designed to reach these
groups. Thus, substance abusers may be more likely to be targeted by family planning
agencies than other hard-to-reach populations. Some programs focus specifically on HIV
prevention, whereas others offer comprehensive family planning services and related
education and counseling.”

Language and cultural differences are significant barriers to serving non-English-speaking
population groups. Providers report that they often have difficulty finding staff with
appropriate language skills who also have adequate family planning skills and experience.
Furthermore, simply speaking the language of the client is not sufficient; the provider also
must be able to relate on a cultural level.” Persons of various ethnic backgrounds often are
uncomfortable talking to strangers about intimate topics, such as sex and birth control, let
alone undergoing a pelvic or breast exam. Some racial and ethnic groups tend to visit a
doctor only when they are sick and not to seek preventive services, including family
planning. Reaching such populations can be difficult.

Providing outreach, education, and clinical services to hard-to-reach populations is
expensive. Frequently, these groups have more health problems than less disadvantaged
family planning clients, and these health problems are not necessarily confined to family
planning. One study estimated that the cost of providing services to homeless women is
twice that of other women, with homeless women at such high risk of gynecological
problems that they must undergo a complete exam and diagnostic workup at every visit.”!
Disabled individuals often require extra staff, equipment, and time (especially if they are
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clients with developmental disabilities) to ensure contraceptive compliance and to deal
with side-effect issues.?! The extra time, effort, and expense required to reach hard-to-serve
groups undoubtedly discourage some family planning agencies from implementing pro-
grams for these populations.? Clearly, there is a need to expand services to hard-to-reach
populations and to find effective strategies to overcome barriers to services experienced by
individuals in these populations.

Finally, public education and information about family planning need to be expanded.
Public education efforts and the media could help persons to understand better the benefits
of sexual abstinence. Numerous studies and polls indicate a disturbing degree of misinfor-
mation about contraceptive methods. The modest health risks of oral contraceptives
frequently are exaggerated, whereas the more considerable benefits are underestimated.
Knowledge about emergency contraception is not widespread, and the relative effectiveness
of various contraceptive methods often is not well understood. Moreover, the risk of
unintended pregnancy in the absence of contraceptive use is underestimated, and many
population groups lack accurate information on STDs and reproductive health in general.?
The media—print, broadcast, and video—must be encouraged to help in the task of convey-
ing accurate and balanced information on contraception, highlighting the benefits as well
as the risks of contraceptives.

Access to quality contraceptive services continues to be an important factor in promoting
healthy pregnancies and preventing unintended pregnancies. Although people in the
United States view contraception as basic to their lives and their health care, health
insurance plans traditionally have not covered family planning services. Three-fourths of
U.S. women of childbearing age rely on private insurance; the extent to which they are
covered for contraception can differ dramatically depending on the type of insurance.?
Traditional plans provide the least comprehensive coverage for family planning services,
while health maintenance organizations (HMOs) and newer managed care plans provide
more comprehensive contraceptive coverage. Increased access through insurance coverage
for family planning is important because in the absence of comprehensive coverage, many
women may opt for whatever method may be covered by their health plan rather than the
method most appropriate for their individual needs and circumstances. Other women may
opt not to use contraception if it is not covered under their insurance plan.

Interim Progress Toward Year 2000 Objectives

Ofthe 12 family planning Healthy People 2000 objectives, progress has been made for

9 objectives. Substantial decreases have occurred in unintended pregnancy. The use of
contraceptives among females aged 15 to 44 years at risk for unintended pregnancy has
increased. The pregnancy rate for females using a contraceptive method has declined.
Increases in adolescents’ abstinence from sexual intercourse have occurred, as well as in
their use of contraceptives. Although short of the year 2000 targets, decreases in adolescent
pregnancy have been reported. Data are not available to update objectives on family
planning counseling and age-appropriate preconception care counseling.

Note: Unless otherwise noted, data are from the Centers for Disease Control and
Prevention, National Center for Health Statistics, Healthy People 2000 Review, 1998-99.
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REPRODUCTIVE HEALTH-RELATED OBJECTIVES

Family Planning

Goal:

Improve pregnancy planning and spacing and prevent unintended pregnancy.

Number Objective Short Title

9-1.
9-2.
9-3.
9-4.
9-5.
9-6.
9-7.
9-8.
9-9.

9-10.

9-11.
9-12.

9-13.

Intended pregnancy

Birth spacing

Contraceptive use

Contraceptive failure

Emergency contraception

Male involvement in pregnancy prevention
Adolescent pregnancy

Abstinence before age 15 years

Abstinence among adolescents aged 15 to 17 years

Pregnancy prevention and sexually transmitted disease
(STD) protection

Pregnancy prevention education
Problems in becoming pregnant and maintaining a pregnancy

Insurance coverage for contraceptive supplies and services

HEALTHY PEOPLE 2010 OBJECTIVES

9-1.

Increase the proportion of pregnancies that are intended.

Target: 70 percent.

Baseline: 51 percent of all pregnancies among females aged 15 to 44 years were intended in

1995.

Target setting method: Better than the best.

Data sources: National Survey of Family Growth (NSFG), CDC, NCHS; National Vital Statistics
System (NVSS), CDC, NCHS; Abortion Provider Survey, The Alan Guttmacher Institute; Abortion
Surveillance Data, CDC, NCCDPHP.
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Intended
Pregnancies Among Females Pregnancy
Aged 15 to 44 Years, 1995
Percent
TOTAL 51
Race and ethnicity
American Indian or Alaska Native DSU
Asian or Pacific Islander DSU
Asian DSU
Natj\{e Hawaiian and other DSU
Pacific Islander
Black or African American 28
White 57
Hispanic or Latino 51
Not Hispanic or Latino 51
Black or African American DNA
White DNA
Family income level
Poor 39
Near poor 47
Middle/high income 59
Select Populations
Age groups
15 to 19 years 22
20 to 24 years 42
25 to 29 years 60
30 to 34 years 67
35 to 39 years 59
40 to 44 years 49
Marital status
Currently married 69
Formerly married 38
Never married 22

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.

A significant decline in the rates of unintended pregnancy has occurred, indicating that
progress toward a goal of increased intended pregnancy is possible. Between 1987 and
1994, the proportion of pregnancies that were unintended declined from 57 to 49
percent.? By comparison, the percentage of unintended pregnancy is much lower in
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some other countries—in 1994-95, it was 39 percent in Canada and 6 percent in the
Netherlands.? Overall, females in the United States spend three-fourths of their repro-
ductive years trying to avoid pregnancy.'” Unintended pregnancy often is mistakenly
perceived as predominantly an adolescent problem; however, unintended pregnancy is
a problem among all reproductive age groups. In 1994, nearly one-half (48 percent) of
females aged 15 to 44 years had at least one unintended pregnancy in their lifetime,
more than one-fourth (28 percent) had one or more unplanned births, nearly one-third
(30 percent) had one or more abortions, and 1 in 10 (11 percent) had both an unin-
tended birth and an induced abortion.? A goal of 70 percent is ambitious and will
require strategies to reduce the gaps among population groups.

9-2.  Reduce the proportion of births occurring within 24 months of a previous birth.
Target: 6 percent.

Baseline: 11 percent of females aged 15 to 44 years gave birth within 24 months of a
previous birth in 1995.

Target setting method: Better than the best.
Data source: National Survey of Family Growth (NSFG), CDC, NCHS.

Note: The table below may continue to the following page.

New Birth
Occurred
Females Aged 15 to 44 Years, Lol
1995 Months of
Previous Birth
Percent
TOTAL 11
Race and ethnicity
American Indian or Alaska Native DSU
Asian or Pacific Islander DSU
Asian DSU
Nat]'\{e Hawaiian and other DSU
Pacific Islander
Black or African American 14
White 10
Hispanic or Latino 14
Not Hispanic or Latino 10
Black or African American 14

White 10
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New Birth
Occurred
Within 24
Months of
Previous Birth

Females Aged 15 to 44 Years,

1995

Percent

Family income level (aged 20 to

44 years)

Poor 20

Near poor 11

Middle/high income 7

Disability status

Persons with disabilities DNC

Persons without disabilities DNC

Select Populations

Age groups
15 to 19 years 9
20 to 24 years 14
25 to 29 years 10
30 to 34 years 11
35 to 39 years 10
40 to 44 years DSU

Marital status

Currently married 11

Formerly married 13

Never married 11

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
Note: The table above may have continued from the previous page.

Encouraging females of all ages to space their pregnancies adequately can help lower their
risk of adverse perinatal outcomes. To the extent that very closely spaced pregnancies are
unplanned, unintended pregnancy may increase the risk of low birth weight.*A recent study
indicates that females who wait 18 to 23 months after delivery before conceiving their next
child lower their risk of adverse perinatal outcomes, including low birth weight, preterm
birth, and small-for-size gestational age.* Health care providers can help all new mothers
understand that they can become pregnant again soon after delivery and should assist them
with contraceptive education and supplies.

For adolescents, bearing a child is associated with poor outcomes for young females and
their children. Giving birth to a second child while still a teen further increases these risks.
The prevention of second and subsequent births to very young females is of great interest to
public health. Research has shown that such births are associated with physical and mental
health problems for the mother and the child.” Yet, analysis indicates that in the 2 years
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following the first birth, teenaged mothers have a second birth at about the same rate as
other mothers. In 1997, nearly one in every five births to teenaged mothers was a birth of
second order or higher.?

9-3.  Increase the proportion of females at risk of unintended pregnancy (and their
partners) who use contraception.

Target: 100 percent.

Baseline: 93 percent of females aged 15 to 44 years at risk of unintended
pregnancy used contraception in 1995.

Target setting method: Total coverage.
Data source: National Survey of Family Growth (NSFG), CDC, NCHS.

Note: The table below may continue to the following page.

Used
Contraception

Females Aged 15 to 44 Years at
Risk of Unintended Pregnancy,

Lo Percent

TOTAL 93

Race and ethnicity

American Indian or Alaska Native DSU

Asian or Pacific Islander DSU
Asian DSU
Natlzv.e Hawaiian and other DSU
Pacific Islander

Black or African American 90

White 93

Hispanic or Latino 91

Not Hispanic or Latino 93
Black or African American 90
White 93

Family income level

Poor 92

Near poor 91

Middle/high income 93

Select Populations

Age groups
15 to 19 years 81
20 to 24 years 91

25 to 29 years 94
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Females Aged 15 to 44 Years at Cont:las::ption
Risk of Unintended Pregnancy,
182 Percent

30 to 34 years 94

35 to 39 years 95

40 to 44 years 93
Marital status
Currently married 95
Formerly married 92
Never married 88

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
Note: The table above may have continued from the previous page.

The percentage of at-risk females using any form of contraception rose from 88 in 1982 to 93
in 1995.7 Increasing the target to 100 percent by 2010 will be challenging and could reduce
dramatically occurrences of unintended pregnancy. Poor or nonexistent contraceptive use
is one of the main causes of unintended pregnancy, with unintended pregnancy occurring
among two groups: females using no contraception and females whose contraceptives fail or
are used improperly. In the United States, the small proportion of females who are at risk of
unintended pregnancy and use no method of contraception account for over half of all
unintended pregnancies. Reducing the proportion of sexually active persons using no birth
control method and increasing the effectiveness (correct and consistent use) with which
persons use contraceptive methods would do much to lower the unintended pregnancy
rate.? Just reducing the proportion of females not using contraception by half could prevent
as many as one-third of all unintended pregnancies and 500,000 abortions per year.”

9-4.  Reduce the proportion of females experiencing pregnancy despite use of a
reversible contraceptive method.

Target: 7 percent.

Baseline: 13 percent of females aged 15 to 44 years experienced pregnancy despite use of a
reversible contraceptive method in 1995.

Target setting method: Better than the best (retain year 2000 target).

Data sources: National Survey of Family Growth (NSFG), CDC, NCHS; Abortion Patient Survey,
The Alan Guttmacher Institute.
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Females Aged 15 to 44 Years E;r:gr:::‘i?d

Using Reversible Contraception,

Lass Percent

TOTAL 13

Race and ethnicity

American Indian or Alaska Native DSU

Asian or Pacific Islander DSU
Asian DSU
Natliv.e Hawaiian and other DSU
Pacific Islander

Black or African American DNC

White DNC

Hispanic or Latino 15

Not Hispanic or Latino DNA
Black or African American 20
White 11

Family income level

Poor DSU

Near poor 18

Middle/high income 10

Disability status

Persons with disabilities DNC

Persons without disabilities DNC

Select Populations

Marital/cohabiting status
Married 9
Cohabiting 22
Unmarried, not cohabiting 14

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.

The public health benefits of improved contraceptive practices are potentially enormous.
Whether fertile females who are sexually active and do not want to get pregnant experience
an unintended pregnancy is a function of their choice—and their partners’ choice—of
contraceptive methods and how effectively they use them. The efficacy of reversible
contraceptive methods depends on consistent and appropriate usage. Unintended pregnan-
cies experienced by females using reversible methods are primarily a result of inconsistent
and/or inappropriate use.* Ideally, an objective would focus on consistent and correct use
of a particular method. The data, however, cannot address the role that method switching
may play in unintended pregnancy.
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9-5.  (Developmental) Increase the proportion of health care providers who provide
emergency contraception.

Potential data source: The Alan Guttmacher Institute.

The U.S. Guide to Clinical Preventive Services'® identifies postcoital administration of
emergency contraceptive pills (ECP) after unprotected intercourse as an effective means of
reducing subsequent pregnancy. ECP is estimated to reduce the risk of subsequent preg-
nancy by 75 percent. Yet this method, which has the public health potential of significantly
reducing unintended pregnancy, is not well known and not yet widely available to the
public. Surveys indicate that knowledge and use of postcoital contraception remain low
among patients and clinicians alike.?? In 1995, less than 1 percent of females in the United
States reported ever having used ECP*!

Several developments, however, have formalized recognition within the medical commu-
nity of ECP as an effective means of preventing pregnancy, including the American College
of Obstetricians and Gynecologists issuance of practice guidelines for emergency oral
contraception. Barriers to the more frequent use of ECP include a lack of physician aware-
ness of the method, a lack of public awareness of the method’s availability, and a lack of
access by patients to a physician who will prescribe the method.?? Increased public aware-
ness, including culturally and linguistically competent education about ECP as well as
direct access to and insurance reimbursement for ECB would contribute significantly
toward attainment of this objective.

In February 1997, the Food and Drug Administration (FDA) announced that certain
regimens of combined oral contraceptives are safe and effective for ECP when initiated
within 72 hours after unprotected intercourse.** The FDA notice was intended to encourage
manufacturers to make this additional contraceptive option available.* One product, an
emergency contraceptive kit, has been approved by FDA and is being marketed. On July 28,
1999, FDA approved the first progestin-only emergency contraceptive.

9-6.  (Developmental) Increase male involvement in pregnancy prevention and family
planning efforts.

Potential data source: National Survey of Family Growth (NSFG), CDC, NCHS.

There is increasing recognition of the value of male involvement in pregnancy prevention
and family planning. Several related developments in public health and welfare demon-
strate that male involvement is key, including culturally and linguistically appropriate
programs promoting condom use and addressing HIV and STD prevention, culturally and
linguistically competent services targeting men as part of managed care marketing strate-
gies, emphasis on male responsibility in welfare, child support enforcement, and pregnancy
prevention efforts. Concern about the spread of HIV and other STDs and the recognition
of condoms as the most effective way of preventing transmission during intercourse have
accentuated the need to change the sexual behavior of males. The need for rapid treatment
of male partners of females testing positive for bacterial STDs is a critical element in
slowing not only STD spread but also that of HIV.

Yet, information about how males could and should participate in pregnancy prevention
programs is lacking. For many years, reproductive policy in the United States concentrated
almost entirely on females. The National Survey of Adolescent Males (NSAM), begun in
1988 by the Urban Institute and repeated again in 1995, collected the first national trend
data on the reproductive behavior of male teens. An Urban Institute survey of publicly



9 Family Planning @

funded family planning clinics found that males make up more than 10 percent of the total
clientele in only 13 percent of clinics. An average of 6 percent of clients are males. Males
represent an even smaller share of clients who receive family planning services subsidized
by the Title X program (2 percent in 1991) or by Medicaid (2 percent in 1990).3* Even though
males do not actually get pregnant, integrating them in prevention programs makes sense.
Males must be included in any efforts to address unintended pregnancy.’

The next National Survey of Family Growth (NSFG) is being expanded to include males,
providing an avenue for institutionalizing data collection about male fertility that will be
reflected in the Healthy People 2010 objectives. Over the course of Healthy People 2010,
male measures for family planning objectives will shift from NSAM to NSFG. NSFG will be
able to collect information from males about sexual activity, contraceptive use, pregnancies
to which they contribute, and the outcomes of these pregnancies, as well as male percep-
tions of their and their partners’ views on the intendedness of pregnancies and births.
NSFG will cover a broader range of male age groups than had been covered under the
NSAM, which included only males aged 15 to 19 years.

9-7.  Reduce pregnancies among adolescent females.

Target: 43 pregnancies per 1,000.

Baseline: 68 pregnancies per 1,000 females aged 15 to 17 years occurred in 1996.
Target setting method: Better than the best.

Data sources: Abortion Provider Survey, The Alan Guttmacher Institute; National Vital
Statistics System (NVSS), CDC, NCHS; National Survey of Family Growth (NSFG), CDC, NCHS;
Abortion Surveillance Data, CDC, NCCDPHP.

Note: The table below may continue to the following page.

Pregnancy
Females Aged 15 to 17 Years,
1996 Rate per
1,000
TOTAL 68
Race and ethnicity
American Indian or Alaska Native DNC
Asian or Pacific Islander DNC
Asian DNC
Native Hawaiian and other DNC
Pacific Islander
Black or African American 124
White 58
Hispanic or Latino 105
Not Hispanic or Latino 62
Black or African American 128

White 44
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Pregnancy
Females Aged 15 to 17 Years,
1996 Rate per
1,000

Family income level
Poor DSU
Near poor DSU
Middle/high income DSU
Disability status

Persons with disabilities DNC

Persons without disabilities DNC

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
Note: The table above may have continued from the previous page.

The teenage pregnancy rate in the United States is much higher than in many other
developed countries—twice as high as in England and Wales, France, and Canada and nine
times as high as in the Netherlands or Japan.!” Teenage pregnancy remains an intense
national issue, within the context of public health and welfare reform, concerning the
optimum potential of the Nation’s youth and the growth and development of newborns.
Most adolescent childbearing occurs outside marriage, a trend that has increased markedly
during the past two decades. In 1997, 78 percent of births to adolescent females (under age 20
years) were out of wedlock, compared to 44 percent two decades earlier (1977).%

Females under age 15 years experience about 30,000 pregnancies each year.3® Consensus is
widespread that all pregnancies in this age group are inappropriate and that ideally the
target number should be zero. Nearly two-thirds of pregnancies in this age group end in
induced abortion or fetal loss. Because of the relatively small numbers of events (and small
sample sizes for fetal losses) involved, the resulting rates are not as stable as for older
females. Almost no discernible decline in pregnancy rates for this age group occurs on an
annual basis. Therefore, baseline and target data for pregnancies among adolescents under
age 15 years are not included in this objective.*

9-8.  Increase the proportion of adolescents who have never engaged in sexual inter-
course before age 15 years.

Target and baseline:

Objective Increase in Adolescents Aged 15 to 1995 2010
19 Years Never Engaging in Sexual Baseline  Target
Intercourse Before Age 15 Years

Percent
9-8a. Females 81 88
9-8h. Males 79 88

Target setting method: Better than the best.
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Data sources: Females—National Survey of Family Growth (NSFG), CDC, NCHS; Males—
National Survey of Adolescent Males (NSAM), Urban Institute.

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.

9-9.

No Intercourse
Before Age 15

Years
Adolescents Aged 15 to 17 9-8a. 9-8h.
Years, 1995 Females Males
Percent
TOTAL 81 79
Race and ethnicity
American Indian or Alaska Native DSU DSU
Asian or Pacific Islander DSU DSU
Asian DSU DNC
pacifc Iander DS e
Black or African American 70 50
White 83 84
Hispanic or Latino 76 73
Not Hispanic or Latino 81 79
Black or African American 69 51
White 83 86
Family income level
Poor DSU DNC
Near poor DSU DNC
Middle/high income DSU DNC

Increase the proportion of adolescents who have never engaged in sexual
intercourse.

Target and baseline:

Objective

9-9a.
9-9h.

Increase in Adolescents Aged 15 to 1995 2010
17 Years Never Engaging in Sexual Baseline  Target
Intercourse

Percent
Females 62 75
Males 57 75

) 5-17 2
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Target setting method: Better than the best.

Data sources: Females—National Survey of Family Growth (NSFG), CDC, NCHS; Males—
National Survey of Adolescent Males (NSAM), Urban Institute.

Never Engaged in
Sexual Intercourse

Adolescents Aged 15 to 17 9-9a. 9-9h.
Years, 1995 Females Males
Percent
TOTAL 62 57
Race and ethnicity
American Indian or Alaska Native DSU DSU
Asian or Pacific Islander DSU DSU
Asian DSU DNC
it ander DS DAe
Black or African American 51 24
White 63 64
Hispanic or Latino 49 50
Not Hispanic or Latino 64 57
Black or African American 52 24
White 65 65
Family income level
Poor DSU DNC
Near poor DSU DNC
Middle/high income DSU DNC

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.

Sexual experience, and particularly age at first intercourse, represents a critical indicator of
the risk of pregnancy and STDs. Although all forms of intercourse (vaginal, oral, and anal)
involve risk of disease transmission, this chapter focuses on avoiding unintended preg-
nancy and not on sexual behavior per se. Therefore, the relevant objectives reference
heterosexual, vaginal intercourse only. Youth who begin having sex at younger ages are
exposed to these risks over a longer period of time. Research has shown that youth who
have early sexual experiences are more likely at later ages to have more sexual partners and
more frequent intercourse.’” Adolescents should be encouraged to delay sexual intercourse
until they are physically, cognitively, and emotionally ready for mature sexual relationships
and their consequences. They should receive education about intimacy; setting limits;
resistance to social, media, peer, and partner pressure; the benefits of abstinence from
intercourse; and prevention of pregnancy and STDs. Because many adolescents are or will
be sexually active, they should receive support and assistance in developing the skills to
evaluate their readiness for mature sexual relationships. Culturally and linguistically
appropriate materials are needed that can capture the attention and affect the behaviors of
these youth.
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9-10. Increase the proportion of sexually active, unmarried adolescents aged 15 to
17 years who use contraception that both effectively prevents pregnancy and
provides barrier protection against disease.

Target and baseline:

Objective Increase in Contraceptive Use 1995 2010
at First Intercourse by Sexually Baseline Target
Active, Unmarried Adolescents
Aged 15 to 17 Years

Percent
Condom
9-10a. Females 67 75
9-10b. Males 72 83
Condom plus hormonal method
9-10c. Females 7 9
9-10d. Males 8 11

Target setting method: Better than the best.

Data sources: Females—National Survey of Family Growth (NSFG), CDC, NCHS; Males—
National Survey of Adolescent Males (NSAM), Urban Institute.

Note: The table below may continue to the following page.

Used Condom at Used Condom Plus
First Intercourse Hormonal Method
at First Intercourse

Sexually Active, Unmarried 9-10a. 9-10bh. 9-10c. 9-10d.
Adolescents Aged 15 to 17 Females Males Females Males
Years, 1995
Percent

TOTAL 62 72 7 8
Race and ethnicity
American Indian or Alaska Native DSU DSU DSU DSU
Asian or Pacific Islander DSU DSU DSU DSU

Asian DSU DNC DSU DNC

Native Hawaiian and other
Pacific Islander

Black or African American 60 60 9 12

DSU DNC DSU DNC
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Used Condom at Used Condom Plus
First Intercourse Hormonal Method
at First Intercourse

Sexually Active, Unmarried 9-10a. 9-10h. 9-10c. 9-10d.
Adolescents Aged 15 to 17 Females Males Females Males
Years, 1995
Percent
White 72 77 6 8
Hispanic or Latino 52 64 DSU 7
Not Hispanic or Latino 71 70 7 7
Black or African American 60 61 9 11
White 75 79 6 8
Family income level
Poor DSU DNC DSU DNC
Near poor DSU DNC DSU DNC
Middle/high income DSU DNC DSU DNC

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
Note: The table above may have continued from the previous page.

Target and baseline:

Increase in Contraceptive Use 1995 2010

Obiective at Last Intercourse hy Sexually Baseline Target
) Active, Unmarried Adolescents
Aged 15 to 17 Years
Percent

Condom
9-10e. Females 39 49
9-10f. Males 70 79

Condom plus hormonal method
9-10g. Females 7 11
9-10h. Males 16 20

Target setting method: Better than the best.

Data sources: Females—National Survey of Family Growth (NSFG), CDC, NCHS; Males—
National Survey of Adolescent Males (NSAM), Urban Institute.
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Used Condom at Used Condom Plus

Last Intercourse Hormonal Method
at Last Intercourse
Sexually Active, Unmarried 9-10e. 9-10f. 9-10g. 9-10h.
Adolescents Aged 15 to 17 Females Males Females Males
Years, 1995
Percent

TOTAL 39 70 7 16
Race and ethnicity
American Indian or Alaska Native DSU DSU DSU DSU
Asian or Pacific Islander DSU DSU DSU DSU

Asian DSU DSU DSU DSU
Black or African American 48 78 10 19
White 38 67 6 15
Hispanic or Latino 26 59 DSU 10
Not Hispanic or Latino 42 65 9 17

Black or African American 47 78 10 18

White 40 69 8 16
Family income level
Poor DSU DNC DSU DNC
Near poor DSU DNC DSU DNC
Middle/high income DSU DNC DSU DNC

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.

There are two major health consequences of unprotected intercourse among youth—STDs,
including HIV infection, and unintended pregnancy. Although abstinence is the most
effective way for adolescents to avoid STDs and pregnancy and should be stressed as the
certain way to prevent STDs and pregnancy, sexually active teens must be taught to use
condoms properly, effectively, and consistently. Teenaged females and males who depend
upon hormonal methods of contraception must be educated about the inability of these
methods to prevent STDs. (See Focus Area 13. HIV and Focus Area 25. Sexually Trans-
mitted Diseases.) Condom use must be promoted in conjunction with other contracep-
tive methods.®

Public health messages encourage individuals whose behavior places them at risk of
exposure to STDs, HIV, and unintended pregnancy to use condoms, as well as effective
pregnancy prevention methods, consistently and correctly.® Sexual intercourse in the teen
years, especially first intercourse, often is unplanned and unprotected by contraception.
Condom use at last intercourse has risen substantially and significantly among both male
and female teenagers, suggesting more protection from STD transmission. Condom use at
first intercourse also has risen—an important indicator of how well teenagers anticipate
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and plan for protection at the initiation of sexual activity. Culturally and linguistically
appropriate materials are needed that can capture the attention and affect the behaviors of
these youth.

While condom use has risen among most teenagers, the use of oral contraceptives has
dropped dramatically, suggesting greater vulnerability to unintended pregnancy if other
hormonal methods or consistent use of condoms is not practiced. Among currently sexually
active females, the use of oral contraceptives at last intercourse fell from 43 percent to 25
percent between 1988 and 1995. The reductions in the use of oral contraception are evident
across African American, Hispanic, and white teenagers. Some of the reduction in oral
contraceptive use is counteracted by the adoption of new hormonal methods of contracep-
tion, such as hormonal implants and injectables. In 1995, 7 percent of sexually active
teenaged females overall used these methods at last intercourse. They were used most widely
among sexually active African American teenaged females: 16 percent reported using either
a hormonal implant or an injectable at last intercourse.*

9-11. Increase the proportion of young adults who have received formal
instruction before turning age 18 years on reproductive health issues,
including all of the following topics: birth control methods, safer sex to
prevent HIV, prevention of sexually transmitted diseases, and abstinence.

Target: 90 percent.

Baseline: 64 percent of females aged 18 to 24 years reported having
received formal instruction on all of these reproductive health issues before
turning age 18 years in 1995. (Data on males will be available in the future.)

Target setting method: Better than the best.
Data source: National Survey of Family Growth (NSFG), CDC, NCHS.

Note: The table below may continue to the following page.

Received Reproductive Health
Instruction Prior to Age 18 Years
Females Aged 18 to 24 Years, L, Aged 18to  Aged 20
1995

Aged 18 to 19 Years* to 24

24 Years Years*
Percent
TOTAL 64 80 57
Race and ethnicity
American Indian or Alaska Native DSU DSU DSU
Asian or Pacific Islander DSU DSU DSU
Asian DSU DSU DSU

Native Hawaiian and other

Pacific Islander DSU DSU DSU
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Received Reproductive Health
Instruction Prior to Age 18 Years
Females Aged 18 to 24 Years, b LD LAl
1995

Aged 18 to 19 Years* to 24

24 Years Years*
Percent
Black or African American 65 81 59
White 64 81 57
Hispanic or Latino 56 69 51
Not Hispanic or Latino 65 82 58
Black or African American 66 80 60
White 65 83 58

Family income level

Poor 63 82 56
Near poor 58 76 52
Middle/high income 66 81 60
Sexual orientation DNC DNC DNC

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
*Data for females aged 18 to 19 years and 20 to 24 years are displayed to further characterize the issue.
Note: The table above may have continued from the previous page.

All adolescents need education that teaches the interpersonal skills they will need to
withstand pressure to have sex until they are ready and that includes up-to-date information
about methods to prevent pregnancy and STDs. More important, they need to receive this
education before they start having sex. Ideally, such education would be developmentally
appropriate, include special education students, be culturally and linguistically appropriate,
be medically accurate, involve parents, and be linked into a broader context of avoiding
risky health behaviors and promoting improved health. Education and knowledge, how-
ever, are not enough. Adolescents need strong reinforcement from parents, schools, the
media, and other sources about the importance of making conscious, informed, responsible
decisions regarding whether to have intercourse; the necessity of consistent, correct
condom use to protect themselves and their partners against STDs and HIV; and the use of
effective contraception to prevent unintended pregnancy. (See Focus Area 13. HIV and
Focus Area 25. Sexually Transmitted Diseases.)

Becoming a sexually healthy adult is a key developmental task of adolescence. Adults can
encourage adolescent sexual health by providing accurate information and education about
sexuality, fostering responsible decisionmaking skills, offering support and guidance in
exploring and affirming personal values, and modeling healthy sexual attitudes and
behaviors. Discussions between parents and their children about sexuality and their family
value system related to sexual behavior are crucial. Yet, many parents of adolescents aged 10
to 15 years in families today do not talk enough about such important topics as relationships
and becoming sexually active.*
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9-12. Reduce the proportion of married couples whose ability to conceive or maintain a
pregnancy is impaired.

Target: 10 percent.

Baseline: 13 percent of married couples with wives aged 15 to 44 years had impaired ability
to conceive or maintain a pregnancy in 1995.

Target setting method: 23 percent improvement.

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

Impaired
Married Couples With Wives Aged 15 to 44 Fecundity
Years, 1995
Percent

TOTAL 13
Race and ethnicity
American Indian or Alaska Native DSU
Asian or Pacific Islander DSU

Asian DSU

Native Hawaiian and other Pacific Islander DSU
Black or African American 14
White 13
Hispanic or Latino 13
Not Hispanic or Latino 13

Black or African American 14

White 13
Family income level (aged 20 to 44 years)
Poor 15
Near poor 13
Middle/high income 13
Select populations
Parity status

Parity 0 25

Parity 1 or more 10

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically
unreliable.

A woman is classified as having impaired fecundity if it is impossible for her (or her
husband or cohabiting partner) to have a baby for any reason other than a sterilizing
operation, it is difficult or dangerous to carry a baby to term, or she and her partner have
not used contraception and have not had a pregnancy for 3 years or longer. Impaired
fecundity includes problems carrying pregnancies to term in addition to problems conceiv-
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ing, whereas infertility includes only problems conceiving. By 1995, there had been a small
overall decline in infertility, which was more marked in Hispanic couples.

Although infertility itself does not represent a serious public health threat, it carries
significant personal, societal, and economic consequences that call for data surveillance
and action. Infertility due to STDs is a preventable condition. Diagnosis and treatment of
infertility are very costly, time-consuming, and invasive, and they can place immense stress
on marital and family relations. Furthermore, those costs are likely to rise. The trend to
delay childbearing (fecundity becomes increasingly impaired with age), the availability of
fewer infants for adoption, and the development of new drugs and treatment procedures
will mean that more and more couples seek expensive infertility services.

9-13. (Developmental) Increase the proportion of health insurance policies that cover
contraceptive supplies and services.

Potential data source: The Alan Guttmacher Institute.

In a 1995 report, the Institute of Medicine concluded that among the reasons for high rates
of unintended pregnancy in the United States was lack of contraceptive coverage by private
health insurance.* The report noted that many privately insured females who need contra-
ceptive care must go out of plan and pay for it themselves, use over-the-counter methods
that may be less effective, or not use any method at all. It recommended increasing the
proportion of health insurance policies that cover contraceptive services and supplies.

The issue of private insurance coverage for reversible contraceptive methods affects
most women and their families. Both newer managed care insurance plans and tradi-
tional fee-for-service insurance plans are more likely to pay for general gynecological
services than they are to cover contraceptive services or supplies.*> Many insurance
plans do not cover reversible contraceptive methods. A 1993 survey conducted by the
Alan Guttmacher Institute found that half of indemnity plans and 7 percent of health
maintenance organizations (HMOs) do not cover nonpermanent contraception. The
survey also found that plans that do cover contraceptive services and/or supplies are
often inconsistent in which methods they cover and have a pronounced bias toward
covering permanent surgical methods.*

Contraception (birth control): The means of pregnancy prevention. Methods include
permanent methods (vasectomy for men and tubal ligation for women) and temporary
methods (for example, hormonal implant, injectable, birth control pill, emergency contra-
ceptive pills, intrauterine device, diaphragm, female condom, male condom, spermicidal
foam/cream/jelly, sponge, cervical cap, abstinence, natural family planning, calendar
rhythm, and withdrawal).

Emergency contraceptive pills (ECPs): The use of prescribed doses of birth control
pills to prevent pregnancy following unprotected vaginal intercourse. The pills must be
taken within 72 hours of having unprotected sex.

Family planning: The process of establishing the preferred number and spacing of one’s
children, selecting the means to achieve the goals, and effectively using that means.

Federal Title X Family Planning Program: A program created in 1970 as Title X of the
Public Health Service Act. The program provides grants for the provision of family plan-
ning information and services.
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Impaired fecundity: A broad term used to describe problems with pregnancy loss as well
as problems conceiving a pregnancy.

Infertility: Failure to conceive a pregnancy after 12 months of unprotected intercourse.

Intended pregnancy: A pregnancy that a woman states was wanted at the time of conception.

Mistimed conception: Those that were wanted by the woman at some time in the future
but occurred sooner than they were wanted. For example, a woman became pregnant at age
18 years but actually wanted to have her first child at age 21 years.

Parity: The number of live births a woman has had.

Unintended pregnancy: A general term that includes pregnancies a woman reports as
either mistimed or unwanted at the time of conception. If an unintended pregnancy occurs
and is carried to term, the birth may be a wanted one, but the pregnancy would be classified
as unintended.

Unwanted conception: Those that occurred when the woman did not want any pregnancy
then or in the future. For example, a woman wanted only two children but became preg-
nant with her third.
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Goal

Use communication strategically to improve health.

Overview

Health communication encompasses the study and use of communication strategies to
inform and influence individual and community decisions that enhance health. It links the
domains of communication and health and is increasingly recognized as a necessary
element of efforts to improve personal and public health.»%3 Health communication can
contribute to all aspects of disease prevention and health promotion and is relevant in a
number of contexts, including (1) health professional-patient relations, (2) individuals’
exposure to, search for, and use of health information, (3) individuals’ adherence to clinical
recommendations and regimens, (4) the construction of public health messages and
campaigns, (5) the dissemination of individual and population health risk information, that
is, risk communication, (6) images of health in the mass media and the culture at large, (7)
the education of consumers about how to gain access to the public health and health care
systems, and (8) the development of telehealth applications.>* 67821011

For individuals, effective health communication can help raise awareness of health risks
and solutions, and provide the motivation and skills needed to reduce these risks.! Health
communication also can increase demand for appropriate health services and decrease
demand for inappropriate health services. It can make available information to assist in
making complex choices, such as selecting health plans, care providers, and treatments.!
For the community, health communication can be used to influence the public agenda,
advocate for policies and programs, promote positive changes in the socioeconomic and
physical environments, improve the delivery of public health and health care services, and
encourage social norms that benefit health and quality of life.2

The practice of health communication has contributed to health promotion and disease
prevention in several areas. One is the improvement of interpersonal and group interac-
tions in clinical situations (for example, provider-patient, provider-provider, and among
members of a health care team) through the training of health professionals and patients in
effective communication skills.> * Collaborative relationships are enhanced when all
parties are capable of good communication.

Increasingly, health improvement activities are taking advantage of digital technolo-
gies, such as CD-ROM and the World Wide Web (Web), that can target audiences, tailor
messages, and engage people in interactive, ongoing exchanges about health.%12 An
emerging area is health communication to support community-centered prevention.!
Community-centered prevention shifts attention from the individual to group-level
change and emphasizes the empowerment of individuals and communities to effect
change on multiple levels.

A set of Leading Health Indicators, which focus on key health improvement activities
and are described in Healthy People 2010: Understanding and Improving Health, all depend
to some extent on effective health communication. The promotion of responsible
sexual behavior will require a range of information, education, and advocacy efforts, as
will the reduction of tobacco use, substance abuse, injuries, and violence. Effective
counseling and patient education for behavior change require health care providers
and patients to have good communication skills. Public information campaigns are
used to promote higher rates of preventive screening (mammogram), higher rates of
clinical preventive services (immunization), and greater rates of adoption of risk-
reducing behaviors.
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Attributes of Effective Health Communication

* Accuracy: The content is valid and without errors of fact, interpretation, or
judgment.

* Availability: The content (whether targeted message or other information)
is delivered or placed where the audience can access it. Placement varies
according to audience, message complexity, and purpose, ranging from
interpersonal and social networks to billboards and mass transit signs to
prime-time TV or radio, to public kiosks (print or electronic), to the
Internet.

* Balance: Where appropriate, the content presents the benefits and risks of
potential actions or recognizes different and valid perspectives on the
issue.

* Consistency: The content remains internally consistent over time and also
is consistent with information from other sources (the latter is a problem
when other widely available content is not accurate or reliable).

* Cultural competence: The design, implementation, and evaluation
process that accounts for special issues for select population groups (for
example, ethnic, racial, and linguistic) and also educational levels and
disability.

* Evidence base: Relevant scientific evidence that has undergone compre-
hensive review and rigorous analysis to formulate practice guidelines,
performance measures, review criteria, and technology assessments for
telehealth applications.

* Reach: The content gets to or is available to the largest possible number of
people in the target population.

e Reliability: The source of the content is credible, and the content itself is
kept up to date.

* Repetition: The delivery of/access to the content is continued or repeated
over time, both to reinforce the impact with a given audience and to reach
generations.

* Timeliness: The content is provided or available when the audience is
most receptive to, or in need of, the specific information.

* Understandability: The reading or language level and format (include
multimedia) are appropriate for the specific audience.

Health communication alone, however, cannot change systemic problems related to health,
such as poverty, environmental degradation, or lack of access to health care, but compre-
hensive health communication programs should include a systematic exploration of all the
factors that contribute to health and the strategies that could be used to influence these
factors. Well-designed health communication activities help individuals better understand
their own and their communities’ needs so that they can take appropriate actions to
maximize health.
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Issues and Trends

The environment for communicating about health has changed significantly. These
changes include dramatic increases in the number of communication channels and the
number of health issues vying for public attention as well as consumer demands for more
and better quality health information. The expansion of communication channels and
health issues on the public agenda increases competition for people’s time and atten-
tion; at the same time, people have more opportunities to select information based on
their personal interests and preferences. The trend toward commercialization of the
Internet suggests that the marketing model of other mass media will be applied to
emerging media, which has important consequences for the ability of noncommercial
and public health-oriented health communications to stand out in a cluttered health
information environment.

Communication occurs in a variety of contexts; through a variety of channels with a variety
of messages; and for a variety of reasons. In such an environment, people do not pay
attention to all communications they receive but selectively attend to and purposefully seek
out information.? One of the main challenges in the design of effective health communica-
tion programs is to identify the optimal contexts, channels, content, and reasons that will
motivate people to pay attention to and use health information.

A one-dimensional approach to health promotion, such as reliance on mass media cam-
paigns or other single-component communication activities, has been shown to be insuffi-
cient to achieve program goals. Successful health promotion efforts increasingly rely on
multidimensional interventions to reach diverse audiences about complex health concerns,
and communication is integrated from the beginning with other components, such as
community-based programs, policy changes, and improvements in services and the health
delivery system.!®*

Research indicates that effective health promotion and communication initiatives adopt an
audience-centered perspective, which means that promotion and communication activities
reflect audiences’ preferred formats, channels, and contexts.® These considerations are
particularly relevant for racial and ethnic populations, who may have different languages
and sources of information. In these cases, public education campaigns must be conceptual-
ized and developed by individuals with specific knowledge of the cultural characteristics,
media habits, and language preferences of intended audiences. Direct translation of health
information or health promotion materials should be avoided. Credible channels of
communication need to be identified for each major group. Television and radio serving
specific racial and ethnic populations can be effective means to deliver health messages
when care is taken to account for the language, culture, and socioeconomic situations of
intended audiences.

An audience-centered perspective also reflects the realities of people’s everyday lives and
their current practices, attitudes and beliefs, and lifestyles. Some specific audience charac-
teristics that are relevant include gender, age, education and income levels, ethnicity, sexual
orientation, cultural beliefs and values, primary language(s), and physical and mental
functioning. Additional considerations include their experience with the health care
system, attitudes toward different types of health problems, and willingness to use certain
types of health services. Particular attention should be paid to the needs of underserved
audience members.

Targeting specific segments of a population and tailoring messages for individual use
are two methods to make health promotion activities relevant to audiences.'> Examples
include the targeted use of mass media messages for adolescent girls at increased risk of
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smoking!® and a national telephone service for Spanish speakers to obtain AIDS
information as well as counseling and referrals.!’

Interventions that account for the cultural practices and needs of specific populations have
shown some success. For example, a breastfeeding promotion program among Navajo
women that was based on investigations of their cultural beliefs about infant feeding
practices showed increased rates of breastfeeding.!® Similarly, an intervention that used the
novela, a popular form of Latino mass media, to reach young people and their parents
sought to improve parent-youth communication in Hispanic families and to influence the
adolescents’ attitudes about alcohol.”

Advances in medical and consumer health informatics are changing the delivery of health
information and services and are likely to have a growing impact on individual and
community health.> %12 The convergence of media (computers, telephones, television,
radio, video, print, and audio) and the emergence of the Internet create a nearly ubiquitous
networked communication infrastructure. This infrastructure facilitates access to an
increasing array of health information and health-related support services and extends the
reach of health communication efforts. Delivery channels such as the Internet expand the
choices available for health professionals to reach patients and consumers and for patients
and consumers to interact with health professionals and with each other (for example, in
online support groups).

Compared to traditional mass media, interactive media may have several advantages for
health communication efforts. These advantages include (1) improved access to personal-
ized health information, (2) access to health information, support, and services on demand,
(3) enhanced ability to distribute materials widely and update content or functions rapidly,
(4) just-in-time expert decision support, and (5) more choices for consumers.*? The health
impact of interactivity, customization, and enhanced multimedia is just beginning to be
explored, and already interactive health communication technologies are being used to
exchange information, facilitate informed decisionmaking, promote healthy behaviors,
enhance peer and emotional support, promote self-care, manage demand for health ser-
vices, and support clinical care.

The trend of rapidly expanding opportunities in health communication intersects with
recent demands for more rigorous evaluation of all aspects of the health care and public
health delivery systems and for evidence-based practices.” Numerous studies of provider-
patient communication support the connection among the quality of the provider-patient
interaction, patient behavior, and health outcomes.?? As the knowledge base about provider-
patient interactions increases, a need becomes apparent for the development of practice
guidelines to promote better provider-patient communication.

Disparities

Often people with the greatest health burdens have the least access to information, commu-
nication technologies, health care, and supporting social services. Even the most carefully
designed health communication programs will have limited impact if underserved commu-
nities lack access to crucial health professionals, services, and communication channels
that are part of a health improvement project.

Research indicates that even after targeted health communication interventions, low-
education and low-income groups remain less knowledgeable and less likely to change
behavior than higher education and income groups, which creates a knowledge gap and
leaves some people chronically uninformed.? With communication technologies, the

disparity in access to electronic information resources is commonly referred to as the
“digital divide.”*
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Even with access to information and services, however, disparities may still exist because
many people lack health literacy.”® Health literacy is increasingly vital to help people
navigate a complex health system and better manage their own health. Differences in the
ability to read and understand materials related to personal health as well as navigate the
health system appear to contribute to health disparities.

Opportunities

For health communication to contribute to the improvement of personal and community
health during the first decade of the 21st century, stakeholders, including health profession-
als, researchers, public officials, and the lay public, must collaborate on a range of activities.
These activities include (1) initiatives to build a robust health information system that
provides equitable access, (2) development of high-quality, audience-appropriate informa-
tion and support services for specific health problems and health-related decisions for all
segments of the population, especially underserved persons, (3) training of health profes-
sionals in the science of communication and the use of communication technologies, (4)
evaluation of interventions, and (5) promotion of a critical understanding and practice of
effective health communication.

As patients and consumers become more knowledgeable about health information, services,
and technologies, health professionals will need to meet the challenge of becoming better
communicators and users of information technologies. Health professionals need a high
level of interpersonal skills to interact with diverse populations and patients who may have
different cultural, linguistic, educational, and socioeconomic backgrounds.
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REPRODUCTIVE HEALTH-RELATED OBJECTIVES

Health Communication

Goal:
Use communication strategically to improve health.

Number Objective Short Title
11-3. Research and evaluation of communication programs
11-6. Satisfaction with health care providers’ communication skills

HEALTHY PEOPLE 2010 OBJECTIVES

11-3. (Developmental) Increase the proportion of health communication activities that
include research and evaluation.

Potential data sources: Sponsored survey of Federal Register notices; Grantmakers in Health;
National Health Council.

Effective health communication programs are built on sound research and evaluation.
Meaningful research and evaluation are not afterthoughts but integral parts of initial
program design. Research provides the ideas and tools to design and carry out formative
process, and outcome evaluations to improve health communication efforts, certify the
degree of change that has occurred, and identify programs or elements of programs that are
not working." ! Research and evaluation systematically obtain information that can be used
to refine the design, development, implementation, adoption, redesign, and overall quality
of a communication intervention.?s?’

Programs funded by Federal, philanthropic, and not-for-profit organizations could be
strengthened with requirements for a minimum set of evaluation activities and specific
measurements. The level of research and evaluation required should reflect the costs, scope,
and potential impact (in terms of benefit or harm) of the communication activity proposed.
Ataminimum, programs should be expected to conduct appropriate audience testing for
need, cultural and linguistic competence, comprehension, and receptivity. Requirements
and specifications for evaluation could be set for grant-funded communication programs
and included in requests for funding proposals and grant program guidelines as well as for
programs directly funded and implemented by public or private sector organizations by
including research and evaluation activities in their work plans.



@ Healthy People 2010—Objectives for Improving Reproductive Health

11-6. (Developmental) Increase the proportion of persons who report that their health
care providers have satisfactory communication skills.

Potential data sources: National Committee for Quality Assurance; Behavioral Risk Factor
Surveillance System (BRFSS), CDC, NCCDPHP; National Health Interview Survey (NHIS), CDC,
NCHS; industry surveys (FIND/SVP, Nielsen, Jupiter Communications).

Good provider-patient communication contributes to quality care and improved health
status. Patients’ assessment of their providers’ communication skills is important for
individuals with a usual source of care as well as for those without, who may have less
frequent contact with the medical care system. Studies indicate that patients find communi-
cating with their health care providers difficult?>?® and report that providers do not give
them enough information, even though they highly value the information and want to
know more.” Clear, candid, accurate, culturally and linguistically competent provider-
patient communication is essential for the prevention, diagnosis, treatment, and manage-
ment of health concerns.?>*

Effective communication underpins prevention and screening efforts at the clinical level, when
providers have the opportunity to engage in one-on-one counseling and supply information
that is culturally and linguistically appropriate and delivered at the person’s health literacy level.
Diagnoses and treatments require doctors to negotiate a common understanding with patients
about what is to be done. The quality of provider-patient communication can affect numerous
outcomes, including patient adherence to recommendations and health status.? Appropriate
information and communication with a provider not only can relieve patients’ anxieties but
also can help patients understand their choices, allow them to participate in informed
decisionmaking, and better manage their own health concerns.

Accuracy: Content that is valid and without errors of fact, interpretation, or judgment.

Advocacy: Communication directed at policymakers and decisionmakers to promote
policies, regulations, and programs to bring about change.

Availability: Content (whether a targeted message or other information) that is delivered
or placed where the audience can access it. Placement varies according to audience,
message complexity, and purpose—from interpersonal and social networks to billboards,
mass transit signs, prime-time TV, and radio and from public kiosks (print or electronic) to
the Internet.

Balance: Where appropriate, content that fairly and accurately presents the benefits and
risks of potential actions or recognizes different and valid perspectives on an issue.

Consistency: Content that remains internally consistent over time and also is consistent
with information from other sources.

Consumer health informatics: Interactive health communication (see below) focusing
on consumers.

Consumer health information: Information designed to help individuals understand
their health and make health-related decisions for themselves and their families.

Cultural competence: The design, implementation, and evaluation process that accounts
for special issues of select population groups (ethnic and racial, linguistic) as well as
differing educational levels and physical abilities.
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Decision support systems: Computer software programs designed to assist diagnostic
and treatment decisions. Examples include drug alert notification systems, prompts to
implement practice guidelines, and health risk appraisals.

Evidence base: Relevant scientific evidence that has undergone comprehensive review
and rigorous analysis to formulate practice guidelines, performance measures, review
criteria, and technology assessments?! for telehealth applications.*3?

Formative research: Assesses the nature of the problem, the needs of the target audi-
ence, and the implementation process to inform and improve program design. Forma-
tive research is conducted both prior to and during program development to adapt the
program to audience needs. Common methods include literature reviews, reviews of
existing programs, and surveys, interviews, and focus group discussions with members
of the target audience.

Health communication: The art and technique of informing, influencing, and motivating
individual, institutional, and public audiences about important health issues. The scope of
health communication includes disease prevention, health promotion, health care policy,
and the business of health care as well as enhancement of the quality of life and health of
individuals within the community.>

Health education: Any planned combination of learning experiences designed to predis-
pose, enable, and reinforce voluntary behavior conducive to health in individuals, groups,
or communities.**

Health literacy: The degree to which individuals have the capacity to obtain, process, and
understand basic health information and services needed to make appropriate health
decisions.” (See also Literacy.)

Health promotion: Any planned combination of educational, political, regulatory, and
organizational supports for actions and conditions of living conducive to the health of
individuals, groups, or communities.

Interactive health communication: The interaction of an individual with an electronic

device or communication technology to access or transmit health information or to receive
gy

guidance on a health-related issue.?

Internet: A worldwide interconnection of computer networks operated by government,
commercial, and academic organizations and private citizens.

Literacy: The ability to read, write, and speak in English and to compute and solve
problems at levels of proficiency necessary to function on the job and in society, to achieve
one’s goals, and develop one’s knowledge and potential.®

Medical informatics: A field of study concerned with the broad range of issues in the
management and use of biomedical information, including medical computing and the
study of the nature of medical information itself.*

Outcome evaluation (sometimes called impact evaluation): Examines the results of
acommunication intervention, including changes in awareness, attitudes, beliefs, actions,
professional practices, policies, costs, and institutional or social systems.

Patient communication: Information for individuals with health conditions to help them
maximize recovery, maintain therapeutic regimens, and understand alternative approaches.
Patient communication includes educational resources, provider-patient communication,
and, increasingly, peer-to-peer communication.

Process evaluation: Monitors the administrative, organizational, or other operational
characteristics of an intervention. Process evaluation includes monitoring the dissemina-
tion of communication products to intended users (whether gatekeepers or audiences) and
audience members’ exposure to a message. For an interactive health communication
application, process evaluation may include testing how the application functions.
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Reach: Information that gets to or is available to the largest possible number of people in
the target population.

Reliability: Content that is credible in terms of its source and is kept up to date.

Repetition: Delivery of and access to content continued or repeated over time, both to
reinforce the impact with a given audience and to reach new generations.

Risk communication: Engaging communities in discussions about environmental and
other health risks and about approaches to deal with them. Risk communication also
includes individual counseling about genetic risks and consequent choices.

Social marketing: The application of marketing principles and techniques to program
development, implementation, and evaluation to promote healthy behaviors or reduce
risky ones.?’>

Tailoring: Creating messages and materials to reach one specific person based on charac-
teristics unique to that person, related to the outcome of interest, and derived from an
assessment of that individual.’®

Targeting: Creating messages and materials intended to reach a specific segment of a
population, usually based on one or more demographic or other characteristics shared by its
members."”

Telehealth: The application of telecommunication and computer technologies to the
broad spectrum of public health, medicine, and health.

Telemedicine: The use of electronic information and communication technologies to
provide clinical care across distance.*

Timeliness: Content that is provided or available when the audience is most receptive to,
or in need of, the specific information.

Underserved: Individuals or groups who lack access to health services or information
relative to the national average. The underserved population may include residents of rural,
remote, or inner-city areas; members of certain racial and ethnic groups; socioeconomically
disadvantaged persons; or people with disabilities.

Understandability: Reading or language level and format (including multimedia) appro-
priate for a specific audience.

World Wide Web (Web): An international virtual network composed of Internet host
computers that can be accessed by graphical browsers.

References

1. National Cancer Institute (NCI). Making Health Communications Work. Pub. No. NIH
89-1493. Washington, DC: U.S. Department of Health and Human Services (HHS),

1989.

2. Piotrow, PT; Kincaid, D.L.; Rimon, II, J.G.; et al. Health Communication. Westport, CT
Praeger, 1997.

3. Jackson, L.D., and Duffy, B.K., eds. Health Communication Research. Westport, CT:
Greenwood, 1998.

4. Science Panel on Interactive Communication and Health. Eng, T.R., and Gustafson,
D.H., eds. Wired for Health and Well-Being: The Emergence of Interactive Health Communi-
cation. Washington, DC: HHS, 1999.



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

11 Health Communication

Northouse, L.L., and Northouse, PG. Health Communication: Strategies for Health
Professionals. 3rd ed. Stamford, CT: Appleton & Lange, 1998.

Maibach, E., and Parrott, R.L. Designing Health Messages. Thousand Oaks, CA: Sage
Publications, 1995.

Ray, E.B., and Donohew, L., eds. Communication and Health: Systems and Applications.
Hillsdale, NJ: Lawrence Erlbaum Associates, 1990.

Freimuth, V.S.; Stein, J.A.; and Kean, T.]. Searching for Health Information: The Cancer
Information Service Model. Philadelphia, PA: University of Pennsylvania Press, 1989.

Atkin, C., and Wallack, L., eds. Mass Communication and Public Health. Newbury Park,
CA: Sage Publications, 1990.

Backer, TE.; Rogers, E.M.; and Sopory, P Designing Health Communication Campaigns:
What Works? Newbury Park, CA: Sage Publications, 1992.

Harris, L.M., ed. Health and the new media. Technologies Transforming Personal and
Public Health. Mahwah, NJ: Lawrence Erlbaum Associates, 1995.

Street, R.L.; Gold, W.R.; and Manning, T., eds. Health Promotion and Interactive Technol-
ogy: Theoretical Applications and Future Directions. Mahwah, NJ: Lawrence Erlbaum
Associates, 1997.

Finnegan, Jr.,J.R., and Viswanath, K. Health and communication: Medical and public

health influences on the research agenda. In: Ray, E.B., and Donohew, L., eds. Commu-
nication and Health: Systems and Applications. Hillsdale, NJ: Lawrence Erlbaum Associ-

ates, 1990.

Simons-Morton, B.G.; Donohew, L.; and Crump, A.D. Health communication in the
prevention of alcohol, tobacco, and drug use. Health Education & Behavior 24:544-554,
1997.

Kreuter, M.W.; Strecher, V.]J.; and Glassman, B. One size does not fit all: The case for
tailoring print materials. Society of Behavioral Medicine 21:276-283, 1999.

Worden, J.K.; Flynn, B.S.; Solomon, L.].; et al. Using mass media to prevent cigarette
smoking among adolescent girls. Health Education Quarterly 23:453-468, 1996.

Scott, S.A.; Jorgensen, C.M.; and Suarez, L. Concerns and dilemmas of Hispanic AIDS
information seekers: Spanish-speaking callers to the CDC National AIDS hotline.
Health Education & Behavior 25(4):501-516, 1998.

Wright, A.L.; Naylor, A.; Wester, R.; et al. Using cultural knowledge in health promo-
tion: Breastfeeding among the Navajo. Health Education & Behavior 24:625-639, 1997.

Lalonde, B.; Rabinowitz, 2; Shefsky, M.L.; et al. La Esperanza del Valle: Alcohol
prevention novelas for Hispanic youth and their families. Health Education & Behavior
24:587-602,1997.

Robinson, T.N.; Patrick, K.; Eng, T.R.; et al., for the Science Panel on Interactive
Communication and Health. An evidence-based approach to interactive health
communication: A challenge to medicine in the Information Age. Fournal of the
American Medical Association 280:1264-1269, 1998.

Agency for Health Care Policy and Research. Evidence-based Practice Centers. RFP No.
AHCPR-97-0001. Washington, DC: HHS, 1997.

Roter, D.L., and Hall, J.A. Doctors Talking with Patients/Patients Talking with Doctors:
Improving Communication in Medical Visits. Westport, CT: Auburn House, 1992.



| 11-12_

Healthy People 2010—O0bjectives for Improving Reproductive Health

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

3.
36.

37.

38.

23.

24.

Freimuth, V.S. The chronically uninformed: Closing the knowledge gap in health. In:
Ray, E.B., and Donohew, L., eds. Communication and Health: Systems and Applications.
Hillsdale, NJ: Lawrence Erlbaum Associates, 1990.

U.S. Department of Commerce. Falling Through the Net: Defining the Digital Divide.
Washington, DC: National Telecommunications and Information Administration,
1999. <http://www.ntia.doc.gov/ntiahome/digitaldivide/>July 29, 1999.

HHS, National Institutes of Health, National Library of Medicine (NLM). In: Seiden,
C.R.; Zorn, M.; Ratzan, S.; et al.; eds. Health Literacy, Ffanuary 1990 Through 1999. NLM
Pub. No. CBM 2000-1. Bethesda, MD: NLM, February 2000, vi.

Rossi, PH. Tivelve laws of evaluation research. In: Fisher, A.; Pavlova, M.; and Covello,
V.; eds. Evaluation and Effective Risk Communications, Workshop Proceedings. Interagency
Task Force on Environmental Cancer and Heart and Lung Disease, Committee on
Public Education and Communication. EPA/600/9-90/054. Washington, DC: U.S.
Environmental Protection Agency (EPA), 1991.

Rossi, PH., and Freeman, H.E. Evaluation: A Systematic Approach. Sth ed. Newbury
Park, CA: Sage Publications, 1993.

Rosenberg, E.E.; Lussier, M.T.; and Beaudoin, C. Lessons for clinicians from physi-
cian-patient communication literature. Archives of Family Medicine 6:279-283,1997.

Laine, C.; Davidoff, E; Lewis, C.E.; et al. Important elements of outpatient care: A
comparison of patients’ and physicians’ opinions. Annals of Internal Medicine 125:640-
645,1996.

Schatz, B., and O’Hanlan, K. Anti-Gay Discrimination in Medicine: Results of a National
Survey of Lesbian, Gay and Bisexual Physicians. San Francisco, CA: American Associa-
tion of Physicians for Human Rights and Gay Lesbian Medical Association, 1994.

Ong, L.M.L.; de Haes, J.C.J.M.; Hoos, A.M.; et al. Doctor-patient communication: A
review of the literature. Social Science and Medicine 40:903-918, 1995.

Committee on Evaluating Clinical Applications of Telemedicine. Field, M.]., ed.
Telemedicine: A Guide to Assessing Telecommunications for Health Care. Washington, DC:
National Academy Press, 1996.

Ratzan, S.C., ed. Health communication, challenges for the 21st century. Special issue.
American Behavioral Scientist 38(2), 1994.

Green, L.W.,, and Kreuter, M.W. Health Promotion Planning: An Educational and
Ecological Approach. 3rd ed. Mountain View, CA: Mayfield Publishing Company, 1999.

U.S. Congress. National Literacy Act of 1991. Public Law 102-73,1991.

Shortliffe, E.H., and Perreault, L.E., eds. Medical Informatics. New York, NY: Addison-
Wesley, 1990.

Lefebvre, R.C., and Rochlin, L. Social marketing. In: Glanz, K.; Lewis, EM.; and
Rimer, B.K.; eds. Health Behavior and Health Education: Theory, Research, and Practice.
2nd ed. San Francisco, CA: Jossey-Bass Publishers, 1997, 384-401.

Ling, ]J.C.; Franklin, B.A.; Lindsteadt, ].E; et al. Social marketing, its place in public
health. Annual Reviews of Public Health 13:341-362, 1992.



p. 13-2
p. 13-2
p. 13-2
p. 13-3
p. 13-4
p. 13-5

p. 13-6
p. 13-7
p. 13-15
p. 13-16




@ Healthy People 2010—O0bjectives for Improving Reproductive Health

Goal

Prevent human immunodeficiency virus (HIV) infection and its related illness and
death.

Overview

In 1981, a new infectious disease, AIDS, or acquired immunodeficiency syndrome, was
identified in the United States.! Several years later, the causative agent of AIDS—human
immunodeficiency virus (HIV)—was discovered. This discovery coincided with the
growing recognition of AIDS in the United States as part of a global infectious disease
pandemic.

HIV/AIDS has been reported in virtually every racial and ethnic population, every age
group, and every socioeconomic group in every State and most large cities in the United
States.? The AIDS epidemic is composed of diverse multiple subepidemics that vary by
region and community. By the end of 1998, more than 680,000 cases of AIDS had been
reported, and nearly 410,800 people had died from HIV disease or AIDS.?

Issues

Estimates of the number of people infected with HIV in the United States range from
800,000 to 900,000.> The HIV/AIDS subepidemics not only vary by region and community
but also may vary by population, risk behavior, and geography. Disparities in the rate of
infection among certain racial and ethnic groups, particularly African American and
Hispanic populations, remain a challenge.

Since the early 1980s, surveillance studies have identified four distinct populations and
issues that have affected the epidemic in these populations:

* Men who have sex with men, facilitated by frequent changes of sex partners in highly
infected sexual networks and by high-risk sexual practices.

* Injection drug users, facilitated by the shared use of needles and syringes contaminated
with HIV-infected blood.

* Heterosexual persons (principally in certain racial and ethnic populations), facilitated
by (1) a high rate of HIV among drug-using populations that resulted in heterosexual
transmission to some partners, (2) high rates of other sexually transmitted diseases
(STDs) that can increase both susceptibility to and transmissibility of HIV infection, (3)
high-risk sexual practices (mainly unprotected sex) associated with certain addictive
substances, such as crack cocaine, and (4) sex in exchange for drugs.

* Perinatal transmission among infants, caused by undetected or untreated HIV infection
in pregnant females (although the number of perinatally infected infants has declined
dramatically since the mid-1990s to a point where elimination of perinatal transmission
in the United States may be possible).

The proportion of different population groups affected by HIV/AIDS has changed over
time. The response to the epidemic reflects these changes:

*  Comparing the 1980s to the 1990s, the proportion of AIDS cases in white men who have
sex with men declined, whereas the proportion in females and males in other racial
and ethnic populations increased, particularly among African Americans and Hispan-
ics (see Disparities section). AIDS cases also appeared to be increasing among injection
drug users and their sexual partners.*
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e Increases among women have occurred over time. By the mid-1980s, the majority of
AIDS cases had been reported among males, with only 7 percent reported among
females in 1983.> Reported AIDS cases in females have increased steadily since then
and accounted for nearly 23 percent of the cases reported in 1998.6

* Monitoring and tracking of the current HIV/AIDS epidemic remains a challenge. Even
though AIDS may occur much later than infection with HIV, only AIDS cases are
currently reported by all State health departments. Because tracking HIV is more
accurate for tracking the status of the epidemic and because States are making progress
in reporting HIV infection, it is anticipated that key baseline data about HIV will be
available by the early 2000s.3

e Although a test for HIV was developed and made widely available in the early to mid-
1980s, the lack of available treatment until 1995, negative implications of treatment
(including concerns about lack of confidentiality), and possible discrimination and
stigmatization resulted in barriers to the reporting of HIV infection.

The lifetime costs of health care associated with HIV, in light of recent advances in diagnos-
tics and therapeutics, have grown from $55,000 to $155,000 or more per person.” These costs
mean that HIV prevention efforts may be even more cost-effective and even cost-saving to
society. Prevention efforts include availability of culturally and linguistically appropriate
HIV counseling and testing, partner counseling, and referral systems for individuals at high
risk for HIV infection; needle and syringe exchange programs; and information, education,
treatment and counseling for injection drug users.

The true extent of the epidemic remains difficult to assess for several reasons, including the
following:

* Because of the long period of time from initial HIV infection to AIDS and because
highly active antiretroviral therapy (HAART) has slowed the progression to AIDS, new
cases of AIDS no longer provide accurate information about the current HIV epidemic
in the United States.?

*  Because of a lack of awareness of HIV serostatus as well as delays in accessing counsel-
ing, testing, and care services by individuals who may be infected or are at risk of
infection, some populations do not perceive themselves to be at risk. As a result, some
HIV-infected persons are not identified and provided care until late in the course of
their infection.?

Trends

Significant changes in the epidemic have occurred over time. Some of these changes are
reflected in the following:

* In 1998 women accounted for 20 percent of persons over age 13 years living with AIDS,
compared with just under 14 percent in 1992.%°

*  Bytheend of 1998, the number of African Americans living with AIDS, which in-
creased from 33 percent of the AIDS population in 1992 to 40 percent in 1998, was
almost identical to the number of whites living with AIDS.?

* Persons living in the South accounted for 34 percent of AIDS cases in 1992 and 39
percent in 1998. Persons living in the Northeast accounted for 28 percent in 1992 and 31
percent in 1998. The proportion living in the West declined from 24 percent to 21
percent.> !0
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* By December 1998, approximately 297,136 persons were reported to be living with
AIDS, compared with 269,775 in 199721

Principal health determinants. Increasing the number of people who know their HIV
serostatus is an important component of a national program to slow or halt the transmis-
sion of HIV in the United States. Behaviors (sexual practices, substance abuse, and access-
ing prenatal care) and biomedical status (having other STDs) are major determinants of
HIV transmission. Unprotected sexual contact, whether homosexual or heterosexual, with
a person infected with HIV and sharing drug-injection equipment with an HIV-infected
individual account for most HIV transmission in the United States.!>13

For persons infected with HIV, behavioral determinants also play an important role in
health maintenance. Although drugs are available specifically to prevent and treat a
number of opportunistic infections, HIV-infected individuals also need to make lifestyle-
related behavioral changes to avoid many of these infections.

Interventions. Interventions for combating HIV are behavioral as well as biomedical.
Behavioral interventions to prevent HIV vary depending on the audience for whom the
program is designed, who designed it, and funds available. Effective community-level
prevention strategies in the United States have included social marketing interventions to
increase condom use and messages about safer sex and needle-sharing that rely on popular
opinion leaders and role model stories. Effective small and large group interventions have
aimed at increasing safer sex practices for high-risk HIV-infected men and women and have
tended to employ cognitive behavioral and skill-building methods.'*

Several effective individual counseling or education interventions have focused on increas-
ing condom use and other safer sex practices for HIV-infected persons. For example, at the
individual level, client-centered HIV counseling and testing appear to be effective in
preventing high-risk uninfected persons from becoming infected and in helping HIV-
infected persons prevent transmission to uninfected partners. Intervention venues vary and
include STD clinic waiting rooms, drug treatment centers, schools, family planning clinics,
community agencies, street settings, and community settings where HIV-infected and high-
risk uninfected persons congregate.'*

While HIV testing in STD clinics is an important intervention, detection and treatment of
other STDs are also an important biomedical component of an HIV prevention program
that should include both behavioral and biomedical interventions. STD prevention
programs must address STD concerns and their cofactor role in HIV transmission. Early
STD detection and treatment are a biomedical tool for lowering the risk for sexual trans-
mission of HIV infection. Behavioral interventions emphasize reducing the number of sex
partners, knowing the serostatus of one’s partner, using condoms consistently and correctly,
and avoiding risky sexual behaviors.!> 151

Disparities

In the United States, African Americans and Hispanics have been affected disproportion-
ately by HIV and AIDS, compared to other racial and ethnic groups. Although 55 percent of
the reported AIDS cases occurred among African Americans and Hispanics, these two
population groups represent an estimated 13 percent and 12 percent, respectively, of the
total U.S. population.?

In 1997, AIDS remained the leading cause of death for all African Americans aged 25 to 44
years—the second leading cause among African American females and the leading cause
among African American males.!” Among women with AIDS, African Americans and



13 HIV

Hispanics have been especially affected, accounting for nearly 77 percent of cumulative
cases reported among women by 1998. Of the 109,311 AIDS cases in women reported
through December 1998, 61,874 cases occurred in African American women and 21,937
occurred in Hispanic women.?

Among teenagers aged 13 to 19 years, 3,423 cumulative AIDS cases had been reported
through December 1998.? In this age group, 31 percent occurred among whites, 48 percent
among African Americans, and 20 percent among Hispanics. Overall, males accounted for
61 percent of the AIDS cases in this age group, and females accounted for 39 percent.
Among African American teenagers with AIDS, 46 percent were male, and 54 percent were
female. Among Hispanic teens, 67 percent of those with AIDS were male, and 33 percent
were female. Among white teenagers with AIDS, 79 percent were male, and 21 percent were
female.?

The disproportionate impact of HIV/AIDS on African Americans and Hispanics under-
scores the importance of implementing and sustaining effective prevention efforts for these
racial and ethnic populations. HIV prevention efforts must take into account not only the
multiracial and multicultural nature of society, but also other social and economic factors—
such as poverty, underemployment, and poor access to the health care system. These factors
affect health status and disproportionately affect African American, Hispanic, Alaska
Native, and American Indian populations.

Opportunities

In the 21st century, strategies for reducing HIV transmission will continue to evolve and
will require shifts from current efforts.!® Future strategies should focus on:

* Continuing to address the disproportionate impact of HIV/AIDS among certain racial
and ethnic groups.

* Enhancing prevention strategies for populations that are particularly high risk, such as
injection drug users, homeless persons, runaway youth, mentally ill persons, and
incarcerated persons. Some of these populations are also difficult to reach.

* Increasing the number of people who learn their HIV status in order to detect HIV
infection when the potential for transmission is greatest and the need for prevention,
care, and treatment, including HAART, is greatest.

* Reaching high-risk seronegative people to help them to stay uninfected.

* Improving access to HAART, thereby reducing deaths and HIV-associated illness and,
possibly, infection of others.

e Increasing efforts and opportunities to provide counseling to prevent transmission and
reinfection for all HIV-infected individuals who are receiving medical and supportive
care.

* Detecting and treating ulcerative and inflammatory STDs, especially in groups at risk
for HIV infection.

e Setting the discovery of a safe and effective HIV vaccine as a reachable goal, as a result
of ongoing HIV vaccine testing. The development and testing of candidate
microbicides may be important in enhancing prevention efforts until a vaccine is
available.

Note: Data are from the Centers for Disease Control and Prevention, National Center for Health
Statistics, Healthy People 2000 Review, 1998-99.
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Interim Progress Toward Year 2000 Objectives

Data show progress toward the year 2000 targets for objectives to slow the rise in the rate of
new AIDS cases, contain the rate of HIV infection, and increase the proportion of sexually
active females whose partners used condoms at last sexual intercourse. The objective to
increase the proportion of HIV-positive people who know their serostatus is moving away
from its target.

Note: Data are from the Centers for Disease Control and Prevention, National Center for Health
Statistics, Healthy People 2000 Review, 1998-99.



13 HIV

REPRODUCTIVE HEALTH-RELATED OBJECTIVES

HIV

Goal:
Prevent HIV infection and its related illness and death.

Number Objective Short Title
13-1. New AIDS cases
13-5. New HIV cases
13-6. Condom use
13-7. Knowledge of serostatus
13-9. HIV/AIDS, STD, and TB education in State prisons
13-10. HIV counseling and testing in State prisons
13-12. Screening for STDs and immunization for hepatitis B
13-14. HIV-infection deaths
13-15. Interval between HIV infection and AIDS diagnosis
13-17. Perinatally acquired HIV infection

HEALTHY PEOPLE 2010 OBJECTIVES

13-1. Reduce AIDS among adolescents and adults.
Target: 1.0 new case per 100,000 persons.

Baseline: 19.5 cases of AIDS per 100,000 persons aged 13 years and older
in 1998. Data are estimated; adjusted for delays in reporting.

Target setting method: Better than the best.
Data source: HIV/AIDS Surveillance System, CDC, NCHSTP.
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New AIDS Cases

13-1. Females* Males*

Persons Aged 13 Years and

Older, 1998 Coniers
Rate per 100,000
TOTAL 19.5 8.8 30.8
Race and ethnicity
American Indian or Alaska Native 9.4 4.5 14.5
Asian or Pacific Islander 4.3 1.2 7.8
Asian DNC DNC DNC
Black or African American DNC DNC DNC
White DNC DNC DNC
Hispanic or Latino 33.0 13.8 52.2
Not Hispanic or Latino DNC DNC DNC
Black or African American 82.9 48.5 122.9
White 8.5 2.2 15.2
Family income level
Poor DNC DNC DNC
Near poor DNC DNC DNC
Middle/high income DNC DNC DNC
Sexual orientation DNC DNC DNC

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
*Data for females and males are displayed to further characterize the issue.

Historically, AIDS incidence data have served as the basis for assessing needs for preven-
tion and treatment programs. However, because of the effect of potent antiretroviral
therapies, AIDS incidence no longer can provide unbiased information on HIV incidence
patterns; it is hoped that AIDS will not develop in the growing number of HIV-infected
persons as they benefit from these new therapies. Persons reported with AIDS will increas-
ingly represent persons who were diagnosed too late for them to benefit from treatments,
persons who either did not seek or had no access to care, or persons who failed treatment.
This objective will be modified to track HIV cases as additional States implement HIV
surveillance programs as an extension of their current AIDS case surveillance systems.
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13-5. (Developmental) Reduce the number of cases of HIV infection among adolescents
and adults.

Potential data source: HIV/AIDS Surveillance System, CDC, NCHSTP.

Recent advances in HIV treatment have slowed the progression of HIV disease for infected
persons on treatment and contributed to a decline in AIDS incidence. These advances in
treatment have diminished the ability of AIDS surveillance data to represent trends in HIV
incidence or to represent the impact of the epidemic on the health care system. Once HIV
case surveillance is implemented nationwide by 2001, the Centers for Disease Control and
Prevention (CDC) will be able to report baseline data and progress toward the objective of
“reducing the annual incidence of HIV infection.”

13-6. Increase the proportion of sexually active persons who use condoms.

Target and baseline:

Objective Increase in Sexually Active 1995 2010
Persons Using Condoms Baseline Target
Percent
13-6a. Females aged 18 to 44 years 23 50
13-6bh. Males aged 18 to 49 years Developmental

Target setting method: Better than the best.
Data source: National Survey of Family Growth (NSFG), CDC, NCHS.

Note: The table below may continue to the following page.

13-6a. Reported
Condom Use by

Unmarried Females 18 to 44 years, 1995

Partners*
Percent
TOTAL 23
Race and ethnicity
American Indian or Alaska Native DSU
Asian or Pacific Islander DSU
Asian DNC
Native Hawaiian and other Pacific Islander DNC
Black or African American 22
White 23
Hispanic or Latino 17
Aged 18 to 19 years 16
Aged 20 to 24 years 18

Aged 25 to 29 years 19

13-
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13-6a. Reported
Condom Use by

Unmarried Females 18 to 44 years, 1995

Partners*
Percent
Aged 30 to 34 years 22
Aged 35 to 44 years 9
Not Hispanic or Latino 24
Black or African American 22
Aged 18 to 19 years 31
Aged 20 to 24 years 35
Aged 25 to 29 years 23
Aged 30 to 34 years 17
Aged 35 to 44 years 12
White 24
Aged 18 to 19 years 39
Aged 20 to 24 years 29
Aged 25 to 29 years 24
Aged 30 to 34 years 14
Aged 35 to 44 years 18
Family income level
Poor 16
Near poor 21
Middle/high income 27
Education level (aged 25 to 44 years)
Less than high school 7
High school 15
At least some college 25
Geographic location
Urban 24
Rural 18
Sexual Orientation DNC

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
*Data for both genders and for males currently are not collected.
Note: The table above may have continued from the previous page.
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When used consistently and correctly, latex condoms are highly effective in preventing
HIV transmission. Increased use of latex condoms is essential for slowing the spread of HIV
infection. Carefully designed studies among heterosexual couples in which one partner is
HIV positive and the other is not demonstrate that latex condoms provide a high level of
protection against HIV® 12

Persons in some populations, especially sexually active young persons, may experience
problems in obtaining access to condoms because of several factors, including cost, conve-
nience, and embarrassment.'>?° The lack of readily accessible condoms may also be a
significant barrier to consistent use. To eliminate this barrier, many local communities
actively support programs that make condoms available to populations most vulnerable to
HIV infection, including sexually active young persons.!>?° Research shows that providing
access to condoms can increase their use among sexually active young persons.!>? Re-
search also clearly demonstrates that—despite fears to the contrary—young persons who
participate in comprehensive HIV prevention programs that include approaches to ensure
access to condoms are no more likely to initiate or increase sexual activity than other young
persons.!%20

In addition to access, the correct and consistent use of condoms is an issue for many young
females, some of whom are having intercourse with older males. Young females often are
limited by intimidation or threats of mistrust by their partners if they suggest condom use.?
Knowledge of effective negotiating skills is another critical element of increased
condom use.?

13-7. (Developmental) Increase the number of HIV-positive persons who know their
serostatus.

Potential data source: HIV/AIDS Surveillance System, CDC, NCHSTP.

Advances in HIV prevention and treatment increase the importance of persons learning
their HIV status.® Estimates are that approximately 250,000 persons in the United States are
unaware they were infected with HIV in 1998.2! HIV testing provides a critical avenue to
reach persons at risk with prevention counseling and services as well as to link infected
individuals with needed care and treatment services. Clearly, infected persons should be
counseled about ways they can protect their own health and keep from infecting others.
New treatments offer infected persons the promise of a longer, healthier life. For HIV-
infected pregnant females, therapy is available to reduce the chance of transmitting HIV to
their babies. Although the evidence still is not entirely clear, persons who are being treated
successfully for HIV may be less likely to transmit the virus. Because the science is evolv-
ing, communicating the continuing need for infected persons, even those in treatment, to
take steps to protect their partners is essential.?
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13-9. (Developmental) Increase the number of State prison systems that provide compre-
hensive HIV/AIDS, sexually transmitted diseases, and tuberculosis (TB) education.

Potential data source: Survey of HIV, STD, and TB Prevention in Correctional Facilities, CDC/
National Institute of Justice.

Incarceration provides an environment in which early interventions and risk-reduction
behaviors can be taught and reinforced over time. It also represents an opportunity to
provide the education, support, and continuity of care needed when incarcerated persons
are released and return to their home communities.

13-10. (Developmental) Increase the proportion of inmates in State prison systems
who receive voluntary HIV counseling and testing during incarceration.

Potential data source: Survey of HIV, STD, and TB Prevention in Correctional Facilities, CDC
and National Institute of Justice.

Although not standardized, State prison systems can provide access to treatment and care
for persons infected with HIV. Early access to care reduces both immediate and long-term
health care costs for correctional institutions and the community. This objective focuses on
State systems because, in accordance with the Federal Bureau of Prisons guidance, all
Federal correctional facilities are required to provide HIV testing to all inmates at some
time prior to discharge.?® Continuing this practice is important. It is also important to
provide HIV testing to inmates upon intake to allow for sufficient medical care and neces-
sary followup. In addition, discharge planning and formal linkages with community-based
HIV care should be offered to all HIV-positive inmates just prior to or upon release.

13-12. (Developmental) Increase the proportion of adults in publicly funded
HIV counseling and testing sites who are screened for common bacterial
sexually transmitted diseases (STDs) (chlamydia, gonorrhea, and syphilis) and are
immunized against hepatitis B virus.

Potential data source: HIV Counseling and Testing Data System (CTS), CDC, NCHSTP.

Data indicate that the presence of other STDs substantially increases the risk of HIV
transmission by making it easier both to get and to give HIV infection.!® 2* Treating other
STDs reduces the spread of HIV. STD rates in the United States are high, and STD clinical
services are inadequate in the face of a changing HIV epidemic.?

STD vaccines can minimize the probability of infection. While vaccines for some STDs are
in various stages of development, an effective vaccine for hepatitis B is widely available.
Unfortunately, hepatitis B vaccine coverage remains low, especially in high-risk groups.
The main reasons are a lack of awareness among health care providers, limited opportunity
to reach high-risk youth in traditional health care settings, and limited financial support for
widescale implementation of this intervention.? Many persons requesting HIV counseling
and testing, although not HIV infected, are nonetheless at high risk for acquiring sexually
transmitted infections.?>? Offering hepatitis B vaccine at sites screening for common STDs
would take advantage of reaching high-risk persons who otherwise may not have access to
immunization services.
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13-14. Reduce deaths from HIV infection.
Target: 0.7 deaths per 100,000 persons.

Baseline: 4.9 deaths from HIV infection per 100,000 persons in 1998 (age adjusted to the
year 2000 population).

Target setting method: Better than the best.
Data source: National Vital Statistics System, CDC, NCHS.

Deaths Due to HIV Infection

13-14. Females* Males*

Total Population, 1998 Both
Genders
Rate per 100,000

TOTAL 4.9 2.3 7.7
Race and ethnicity
American Indian or Alaska Native 2.3 DSU 4.0
Asian or Pacific Islander 0.8 DSU 1.4

Asian DNC DNC DNC

Native Hawaiian and other

Pacific Islander DNC DNC DNC
Black or African American 22.1 12.2 34.0
White 2.7 0.8 4.6
Hispanic or Latino 6.7 2.8 10.7
Not Hispanic or Latino 4.7 2.2 7.3

Black or African American 22.8 12.6 35.1

White 2.1 0.5 3.8
Education level (aged 25 to 64 years)

Less than high school 17.3 10.6 23.4
High school graduate 11.7 5.6 18.3
At least some college 4.3 1.1 7.5

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable.
Note: Age adjusted to the year 2000 standard population.
*Data for females and males are displayed to further characterize the issue.

The impact of new combination drug therapies first was reported in 1997 when deaths
attributable to HIV infection were down 44 percent from the first 6 months of 1996, com-
pared with the first 6 months of 1997.342%2%3 These surveillance data suggest that not only
are new therapies delaying progression from AIDS to death, but, with early diagnosis and
treatment, these therapies also are helping to delay the progression from HIV infection to
an AIDS diagnosis for many persons.

<D
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13-15. (Developmental) Extend the interval of time between an initial diagnosis
of HIV infection and AIDS diagnosis in order to increase years of life of
an individual infected with HIV.

Potential data source: HIV/AIDS Surveillance System, CDC, NCHSTP.

This objective is meant to identify which populations are not benefiting from current
treatment therapies and where to direct resources. HIV-infected persons should be identi-
fied at the earliest possible opportunity and referred to appropriate medical, social, and
preventive services that may preserve their health, help them avoid opportunistic illnesses,
reduce sexual and drug-use behaviors that may spread HIV, and generally extend the quality
of their lives. For HIV-infected persons to benefit from treatment advances, HIV counsel-
ing and testing programs must facilitate an early diagnosis of HIV infection. All persons
should have equal access to appropriate care and treatment services necessary for maintain-
ing a healthy life.

13-17. (Developmental) Reduce new cases of perinatally acquired HIV infection.
Potential data source: HIV/AIDS Surveillance System, CDC, NCHSTP.

Perinatal transmission of HIV accounts for virtually all new HIV infections in children.
Through 1993, an estimated 15,000 HIV-infected children were born to HIV-positive women
in the United States. As of June 1998, 8,280 AIDS cases had been reported in children under
age 13 years in the United States. Perinatally acquired AIDS cases have been reported from
48 States, the District of Columbia, Puerto Rico, and the U.S. Virgin Islands.>*

The National Institutes of Health sponsored an AIDS clinical trial, ACTG-076, after
demonstrating that the risk of perinatal HIV transmission could be reduced by as much as
two-thirds with the use of zidovudine therapy. This therapy was given to HIV-positive
pregnant females during pregnancy and childbirth and to their newborns for 6 weeks after
birth.3 Additional research confirmed that routine and universal counseling and voluntary
testing, combined with zidovudine therapy, are highly effective in preventing HIV.3? In
addition, recently completed and ongoing research suggests that other antiretroviral agents
also can reduce significantly maternal-infant HIV transmission. These additional therapeu-
tic options should increase the opportunity to intervene to reduce perinatal HIV transmis-
sion. Substantial declines in perinatal AIDS cases have been reported. Estimated new cases
of pediatric AIDS declined from 947 in 1992 to 225 in 1998.2

Even though these prevention efforts are proving to be effective in reducing perinatal HIV
transmission, the continued number of new cases of perinatally acquired HIV infection
among infants indicates an ongoing risk of perinatal transmission and underscores the need
for strategies to ensure that HIV-infected females have access to and receive adequate prenatal
care, timely HIV counseling, and voluntary testing; gain access to HIV-related care and
services; receive chemoprophylaxis to reduce perinatal transmission; and avoid
breastfeeding. In 1998, the Institute of Medicine (IOM) completed a study to assess the impact
of current approaches for reducing perinatal HIV transmission. IOM recommended that the
United States adopt a national policy of universal HIV testing, with patient notification, as a
routine component of prenatal care.** The U.S. Public Health Service currently is revising its
guidelines to assure voluntary screening of all pregnant women. This objective will remain
developmental until all States extend their surveillance systems to include HIV.
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AIDS: Acquired immunodeficiency syndrome, the most severe phase of infection with
the human immunodeficiency virus (HIV). Persons infected with HIV are said to have
AIDS when they get certain opportunistic infections or when their CD4+ cell count
drops below 200.

CD4+ cell (also known as T helper cell): A type of T cell found in the blood that is
involved in protecting the body against infections. CD4+ cells normally orchestrate the
immune response, signaling other cells in the immune system to perform their special
disease-fighting functions.

CD4+ cell count: A measure of the number of CD4+ cells present in the blood.
Because HIV infection kills CD4+ cells, CD4+ cell count is used to track the progress
of HIV infection.

Cost-effective: Indicates that the cost of a particular intervention compares favorably to
life-saving interventions associated with other diseases.

Cost-saving: Indicates that a particular intervention averts health care costs in excess of
the cost of the intervention.

HAART (highly active antiretroviral therapy): Aggressive anti-HIV treatment usually
including a combination of drugs called protease inhibitors and reverse transcriptase
inhibitors whose purpose is to reduce viral load infection to undetectable levels.

HIV (human immunodeficiency virus): A virus that infects and takes over certain cells
of the immune system that are important in fighting disease.

HIV antiretrovirals: Drugs, such as zidovudine (AZT) and saquinavir, designed to attack
HIV and prevent it from multiplying.

Opportunistic infections: Infections that take advantage of the opportunity offered
when a person’s immune system has been weakened by HIV infection. At least 25 medical
conditions, including bacterial, fungal, and viral infections and certain types of cancer, are
associated with HIV infection.

Pandemic: An epidemic over a large area or country.

Prevalence: A proportion of persons in a population who are infected, at a specified point
in time or over a specified period of time, with HIV.

Prophylactic: Something that guards against or prevents disease.

Prophylaxis: Measures designed to prevent the spread of disease and preserve health;
protective or preventive treatment.

Protease: An enzyme that triggers the breakdown of proteins in the body. HIV’s protease
enzyme breaks apart long strands of viral protein into the separate proteins constituting the
viral core and the enzymes it contains. HIV protease acts as new virus particles are budding
off a cell membrane.

Protease inhibitor: A drug that binds to and blocks HIV protease from working, thus
preventing the production of new functional viral particles.

Serostatus: The result of a blood test for the antibodies that the immune system creates to
fight specific diseases.

Seronegative: Indicates that a person’s blood lacks antibodies to a specific infectious
agent, such as HIV.

Seropositive: Indicates that a person’s blood contains antibodies to infections,
such as HIV.

<D
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10.
11.
12.

13.

14.

Subepidemic: The morbidity that occurs within a proportion of the population infected by
the epidemic.

Universal infection control precautions: Guidelines and procedures to protect health
care workers from exposure to infection from blood and other body fluids.
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