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Foreword
Healthy People 2010 has two overarching goals, both of which concern women and girls—
increase quality and years of healthy life, and eliminate health disparities. As stated in the
Healthy People 2010 document published in 2000, “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.”
The Office on Women’s Health (OWH) within the U.S. Department of Health and Human
Services is charged with providing leadership to promote health equity for women and girls
through gender-specific approaches. OWH has produced this Women’s and Men’s Health:
A Comparison of Select Indicators in partnership with the Office of Disease Prevention and
Health Promotion.
As indicated in the report, gender differences in health persist. For some of the objectives
discussed here, both females and males appear to be lagging in terms of meeting Healthy
People 2010 targets. Nevertheless, progress has been noted for both females and males. In
one case, physical assault by intimate partners, the 2010 target has been exceeded.
This progress can be attributed to the many efforts of individuals and public and private
sector organizations at local, State, and national levels. But greater progress in other areas is
essential. As we approach the end of this decade, I encourage everyone to redouble efforts
to improve the health of women and girls across the Nation.
Wanda Jones, Dr.P.H.
Deputy Assistant Secretary for Health (Women’s Health)
U.S. Department of Health and Human Services
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Introduction

*		 Table A-1 in the
Technical Appendix
lists the data
systems and specific
sources for each
objective.

Healthy People 2010 is a set of health
objectives for the Nation to achieve over the
first decade of the 21st century. Under the
auspices of the U.S. Department of Health
and Human Services (HHS), Healthy People
2010 builds on initiatives pursued over nearly
three decades. The initiative’s overarching
goals call for increasing quality and years of
healthy life and for eliminating health disparities, including gender-specific differences.
Many of the objectives address the most
significant preventable threats to women’s
health and establish targets for specific
improvements.
Some gender-related health issues are strictly
biological, such as ovarian cancer and
prostate cancer. Others, such as tobacco
use, may involve roles, behaviors, and
activities a society or culture considers
appropriate for females and males.
This report examines progress by females
and males toward 18 Healthy People 2010
objectives. These objectives were selected
because they represent leading indicators of
women’s health and gender-specific data are
available. The emphasis is on adult health,
although some objectives including adolescents are presented.
The data used to assess progress were
obtained from several published reports and
public-access data systems. Many of the

data were available for the Healthy People
2010 Midcourse Review,3 which assessed
progress toward achieving the Healthy
People 2010 goals and objectives through
the first half of the decade. Assessments
reflected in this report often incorporate data
published subsequently. Thus, the findings
presented here represent the most recent
picture of women’s health and the prospects
for improvement.*
The HHS Office on Women’s Health (OWH)
spearheads women’s health issues. OWH
has produced this progress report in partnership with the HHS Office of Disease
Prevention and Health Promotion (ODPHP).
ODPHP manages and coordinates the
Healthy People 2010 initiative.
The data used to assess progress were
originally collected through a number of
national surveys and surveillance systems.
The Technical Appendix presents information about the data sources for each
objective along with definitions and related
notes.
The report provides trend data for females
and males, covering all available years
between 1990 and 2007. In addition, when
data are available from the sources used
for this report, select population groups are
examined. The select populations considered are females and males categorized by
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race and ethnicity, age, income, education,
and urban/rural location. Because trend
data for these specific populations often
are not available, the analyses presented
here are limited to an examination of the
most recent reliable data points. More
information about these population groups
can be found in the Technical Appendix.
Graphs demonstrating the gender and
other compelling differences are included
for all but one objective where trend data
are not available.
In this report, the terms “females” and
“males” refer to persons of all ages. “Boys”
and “girls” refer to children and adolescents,
and “women” and “men” refer to adults.
The 18 objectives addressed in this report
cover a multitude of health topics. For
discussion purposes, these topics have been
categorized into access to health care,
physical assault by intimate partners, preventive behaviors, and responsible sexual
behavior. Table 1 lists the objectives, the
Healthy People 2010 baselines and targets,
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and the most recent data points for females
and males.
Table 1 shows large and small gains in
progress toward the Healthy People 2010
targets for both females and males. For
several objectives, no progress has been
noted. The target has been achieved for one
objective: reducing the rate of physical
assault among persons aged 12 years and
older by current or former intimate partners.
For some objectives, females fare better than
males; for others, the opposite is true. As
noted above, the target for physical assault
by intimate partners has been achieved for
both females and males. Actually, the assault
rate for male victims has long been well
below the Healthy People 2010 target of
3.3 physical assaults per 1,000 population.
While Healthy People 2010 aims to achieve
the targets for objectives such as the rate of
assaults on female victims, from a public
health perspective, it is also important to
maintain and improve rates when the target
rates have been achieved.

Introduction

Table 1. Status of Select Healthy People 2010 Objectives by Gender

Women’s Health Topics
Access to Health Care
1-1. Increase the proportion of persons
under age 65 years with health insurance.
1-4c. Increase the proportion of adults
aged 18 years and older who have a
specific source of ongoing care.
3-13. Increase the proportion of women
aged 40 years and older who have received a mammogram within the preceding 2 years.
14-29a. Increase the proportion of noninstitutionalized adults aged 65 years and
older who received an influenza vaccination within the past 12 months.
14-29b. Increase the proportion of noninstitutionalized adults aged 65 years and
older who have ever received a pneumococcal vaccination.
16-6a. Increase the proportion of pregnant women who receive prenatal
care beginning in the first trimester of
pregnancy.
18-9b. Increase the proportion of adults
aged 18 years and older with recognized
depression who receive treatment.

Females

Males

Baseline
(year)

Most
Recent
Data
(year)

Baseline
(year)

Most
Recent
Data
(year)

84%
(1997)

85%
(2006)

100%

81%
(1997)

81%
(2006)

100%

90%
(1998)

88%
(2006)

96%

81%
(1998)

79%
(2006)

96%

67%
(1998)

67%
(2005)

70%

N/A

N/A

N/A

63%
(1998)

64%
(2006)

90%

64%
(1998)

66%
(2006)

90%

46%
(1998)

59%
(2006)

90%

47%
(1998)

55%
(2006)

90%

83%
(1998)

84%
(2005)

90%

N/A

N/A

N/A

62%
(2002)

No data
available
beyond
baseline

64%

52%
(2002)

No data
available
beyond
baseline

64%

1.3
assaults
per 1,000
males

0.8
assaults
per 1,000
males
(2005)

3.3
assaults
per 1,000
males

Target

Physical Assault by Intimate Partners
15-34. Reduce the rate of physical assault
7.2
3.3
3.3
assaults
assaults
assaults
among persons aged 12 years and older
per 1,000 per 1,000 per 1,000
by current or former intimate partners.
females
females
females
(1998)
(2005)
Preventive Behaviors
19-2. Reduce the proportion of adults
25%
34%
15%
aged 20 years and older who are obese. (1988–94) (2003–06)
22-2. Increase the proportion of adults
29%
29%
50%
aged 18 years and older who engage
(1997)
(2006)
in moderate physical activity for at least
30 minutes per day 5 or more days per
week or vigorous physical activity for at
least 20 minutes per day 3 or more days
per week.

20%
32%
(1988–94) (2003–06)
35%
33%
(1997)
(2006)

Target

15%
50%
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Females

Males

Baseline
(year)

Most
Recent
Data
(year)

Baseline
(year)

Most
Recent
Data
(year)

78%
(2002)

79%
(2006)

91%

78%
(2002)

79%
(2006)

91%

6.0%
(2002)

5.8%
(2006)

3.2%

10.0%
(2002)

10.6%
(2006)

3.2%

15.7%
(2002)

15.8%
(2006)

13.4%

33.7%
(2002)

33.8%
(2006)

13.4%

22%
(1998)

18%
(2006)

12%

26%
(1998)

24%
(2006)

12%

23%
(1995)

31%
(2002)

50%

42%
(2002)

54%

52%
(1999)

54%
(2007)

56%

48%
(1999)

No data
available
beyond
baseline
50%
(2007)

24%
(1999)

22%
(2007)

30%

30%
(1999)

31%
(2007)

30%

51%
(1999)

55%
(2007)

65%

66%
(1999)

69%
(2007)

65%

26-10a. Increase the proportion of adolescents aged 12 to 17 years not using
alcohol or illicit drugs during the past
30 days.
26-10c. Reduce the proportion of adults
aged 18 years and older using any illicit
drug during the past 30 days.
26-11c. Reduce the proportion of adults
aged 18 years and older engaging in
binge drinking of alcoholic beverages
during the past month.
27-1a. Reduce cigarette smoking by
adults aged 18 years and older.
Responsible Sexual Behavior
13-6. Increase the proportion of unmarried, sexually active persons aged 18
to 44 years who used a condom at last
intercourse.
25-11a. Increase the proportion of students in grades 9 through 12 who have
never had sexual intercourse.
25-11b. Increase the proportion of
sexually experienced students in grades
9 through 12 who are not currently sexually active.
25-11c. Increase the proportion students
in grades 9 through 12 who, if currently
sexually active, used a condom at their
last sexual intercourse.
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Target

Target

56%

Access to Health Care
People use health care services for many
reasons:
 To treat illnesses, injuries, and health
conditions.

*		 Healthy People 2010
measures persons
with insurance;
hence the remainder
of this discussion
focuses on the
insured population

 To prevent or delay future health care
problems.
 To reduce pain and increase quality of
life.
 To obtain information about their health
status and progress.4

under age 65 years.

The seven objectives discussed below are
indicators of women’s and men’s ability to
access and use the health care system to
meet specific needs.

Health Insurance
Health insurance is one of the most discussed topics in American media, business,
government, and personal conversations.
Among the many issues are the availability of
insurance coverage, specific features and
costs, and the consequences of no insurance
or underinsurance. Access to health services, including preventive care, depends in
part on whether a person has health insurance. For example, uninsured women are
less likely to receive cancer screening such
as mammograms, more likely to be diagnosed at an advanced disease stage, and
less likely to survive cancer than privately
insured individuals.5

In 2006, nearly 44 million Americans under
65 years of age were uninsured.6 (Virtually all
persons aged 65 years and older are covered by Medicare, although the types of
supplemental coverage in this age group
vary by demographic characteristics.7)
Rates of health insurance coverage* for
persons under age 65 years were stable
during the period 1989 to 2006. However, this
stability masks changes in the ages of the
insured population and the types of insurance coverage. Between 1989 and 2006,
the percentage of children under age 18 with
insurance increased, while the percentage of
adults aged 18 to 64 years with insurance
declined.6 In addition, the mix of private
versus public coverage has been changing,
with the percentage of persons under age 65
with private health insurance declining, while
the percentage covered by public programs
(for example, Medicaid) has increased.6

Health Insurance
1-1. Increase the proportion of persons under age
65 years with health insurance.
Measure: Percent.
Target: 100 percent.
Baseline (1997): Females, 84 percent; males,
81 percent.
Most recent data (2006): Females, 85 percent;
males, 81 percent.
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Figure 1. Persons Under Age 65 Years With Health
Insurance, by Gender (1989–2006)
Healthy People 2010
Target (100%)*

0–17
18–24
25–34
35–44
45–54
55–64
0

25

50
Percent

75

100

* The Healthy People 2010 target calls for an increase in this
measure.

75
Percent

Healthy People 2010
Target (100%)*

Females
Males
95% confidence interval

100

Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health Interview Survey.

50
25
0
1989

1993

1997

Females

2001

2005

Males

* The Healthy People 2010 target calls for an increase in this
measure.
Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health Interview Survey.

Disparities in rates of health insurance
coverage vary by age group, with the 18- to
24-year-old population group having the
lowest rates for both women and men
(figure 2). Men in this age group are less
likely to be insured than are women—66 percent, compared with 75 percent in 2004–
2006. Children and adolescents are more

6

Figure 2. Persons Under Age 65 Years With Health
Insurance, by Age and Gender (2004–2006)

Age in years

Between 1989 and 2000, the proportion of
females in this age group with health insurance fluctuated between 86 percent and
84 percent. The proportion has stabilized at
85 percent since 2001 (figure 1). During the
same period, rates for males under age
65 years were slightly below those for females, ranging from 83 percent to
81 percent.
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likely to be covered by insurance than adults.
Ninety-one percent of girls and boys under
18 years of age are insured, compared with
83 percent of women and 78 percent of men
aged 18 to 64 years.
Among racial and ethnic and gender groups,
American Indian and Hispanic males are the
least likely to have health insurance; 63 percent of males in each group had insurance in
2004–2006. American Indian and Hispanic
females are also less likely to be insured than
persons in other racial and ethnic groups. In
2004–2006, 67 percent of American Indian
females and 69 percent of Hispanic females
had insurance. At 89 percent, white nonHispanic females were the most likely to be
insured.

Access to Health Care

Source of Care
Access to health care depends in part on
access to a source of ongoing care. Women’s
access to regular and consistent medical
care is important to their receipt of preventive
services, such as mammograms and Pap
smears, as well as to their quality of life and
life expectancy. More than 12 million women
aged 18 years and older have no particular
doctor’s office, clinic, health center, or other
place where they go regularly for health care
advice.8
Women are more likely than men to have a
specific source of ongoing care. Between
1998 and 2006, the proportion of women with
a source of care fluctuated between
Source of Care
1-4c. Increase the proportion of adults aged 18
years and older who have a specific source of
ongoing care.
Measure: Age-adjusted percent.
Target: 96 percent.
Baseline (1998): Women, 90 percent; men,
81 percent.
Most recent data (2006): Women, 88 percent;
men, 79 percent.

88 percent and 90 percent (figure 3). For
men, the range was 78 percent to
82 percent.
Figure 3. Persons Aged 18 Years and Older With a
Source of Ongoing Care, by Gender (1998–2006)
Healthy People 2010
Target (96%)*

100

Age adjusted percent

Income is a key determinant of health insurance status. Poor and near-poor males were
the least likely to be insured in 2004–2006
(67 percent and 68 percent, respectively).
Poor and near-poor females had higher rates
(72 percent and 74 percent) but were well
below the rates for middle-/high-income
males and females (88 percent and 91 percent, respectively).

75
50
25
0
1998

2000

2002

Women

2004

2006

Men

* The Healthy People 2010 target calls for an increase in this
measure.
Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health Interview Survey.

Racial and ethnic disparities persist in
access to a source of ongoing care. The
Hispanic population group has the lowest
rates among both genders. In 2004–2006,
78 percent of Hispanic women and 65 percent of Hispanic men had a source of ongoing care.
The proportion of adults with a source of
ongoing care increases with age. The
proportion ranges from 78 percent of women
aged 18 to 24 years to 97 percent of women
aged 65 years and older (figure 4). The
range by age group for men is dramatic,
going from 63 percent (aged 18 to 24 years)
to 96 percent (aged 65 years and older).
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Figure 4. Persons Aged 18 Years and Older With a
Source of Care, by Age and Gender (2004–2006)
Healthy People 2010
Target (96%)*

Age in years

18–24
25–44

Women
Men
95% confidence
interval

45–64
65+

3-13. Increase the proportion of women aged
40 years and older who have received a mammogram within the preceding 2 years.
Measure: Age-adjusted percent.
Target: 70 percent.
Baseline (1998): 67 percent.
Most recent data (2005): 67 percent.

0

25

50

75

100

* The Healthy People 2010 target calls for an increase in this
measure.
Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health Interview Survey.

Insurance coverage plays a role in having a
source of ongoing care. In 2005–2006,
90 percent of persons aged 18 to 64 years
with insurance had a source of ongoing care,
compared with 47 percent of persons who
were without insurance at the time of survey.
Among persons who had been without
insurance for 12 months or more, the rate
was 42 percent.6 Various factors, such as
employment status, can affect the rates of
insurance coverage.
Differences are seen by income for both men
and women. Poor and near-poor adults are
less likely to have a source of ongoing care
than middle-/high-income adults. Poor men
had the lowest percentage (66 percent) in
2004–2006, compared with 92 percent for
middle-/high-income women.

Mammograms
Breast cancer is the most common type of
cancer in women and the second leading
cause of female cancer death (after lung
cancer). In 2004 (the most recent year that

8

Mammograms

Women's and Men's Health: A Comparison of Select Indicators

data were available), more than 186,000
American women learned they had this
disease.9 Regular use of screening mammograms, followed by timely treatment when
breast cancer is diagnosed, can help reduce
the chances of dying from breast cancer.10
Because of early detection and treatment,
female breast cancer deaths have declined
since 1991. About 41,000 females died from
breast cancer in 2005.11
The percentage of women aged 40 years
and older who received mammography
screening within the past 2 years increased
from 52 percent in 1990 to 67 percent in 1998
(figure 5). This objective achieved the 2010
target in 1999, and the trend remained stable
at 70 percent through 2003, due in part to
changes in the survey methods. The questions asked between 1999 and 2003 may
have overestimated the proportion of women
who received mammograms within the
recommended 2-year period. Therefore, the
2005 estimate of 67 percent may be a more
accurate figure.6 (See the Technical
Appendix for more information.)
Disparities exist between racial and ethnic
populations. In 2005, Asian and Hispanic

Access to Health Care

population group. Only 48 percent received
mammograms within the recommended
2-year interval in 2005 (figure 6). Women with
less than a high school education are also
less likely to have had a mammogram within
the past 2 years (54 percent in 2005). The
2010 target of 70 percent has been achieved
for middle-/high-income women as well as for
women with at least some college.

Healthy People 2010
Target (70%)*

Age-adjusted percent

75

50

25

0

1990

1995

2000

2005

* The Healthy People 2010 target calls for an increase in this
measure.
NOTE: Survey question content differed slightly during the
tracking period; see Technical Appendix.
Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health Interview Survey.

women were the least likely to have had a
mammogram within the past 2 years (54 percent and 59 percent, respectively). White
non-Hispanic women were the most likely to
have had screening (68 percent in 2005).
Mammography rates vary by age group. In
2005, women between the ages of 50 and
74 years were more likely to have had a
mammogram within the past 2 years than
were younger (aged 40–49 years) or older
women. Women aged 75 years and older
were least likely to receive mammograms
within the past 2 years (55 percent).
The receipt of mammography screening
increases with education and income. Poor
women have the lowest rate of any

Women under age 65 years who have health
insurance are more likely to receive mammography screening than those without
insurance. Among women aged 40 to
64 years, 73 percent of those with health
insurance in 2005 had a mammogram within
the past 2 years, compared with 38 percent
of women who were uninsured at the time of
survey interview. Among women who had
been uninsured for at least 12 months, the
rate was 33 percent.6
Figure 6. Women Aged 40 Years and Older Who
Received a Mammogram Within the Past 2 Years, by
Family Income (2005)

Family income

Figure 5. Women Aged 40 Years and Older Who
Received a Mammogram Within the Past 2 Years
(1990–2005, Selected Years)

Healthy People 2010
Target (70%)*

Poor

95% confidence
interval

Near poor

Middle/high
0

25

50

75

Age-adjusted percent

* The Healthy People 2010 target calls for an increase in this
measure.
NOTE: Poor is a family income below the Federal poverty
level. Near poor is an income between 100–199% of poverty;
middle/high is at least 200% of poverty.
Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health Interview Survey.
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14-29b. Increase the proportion of noninstitutionalized adults aged 65 years and older who have
ever received a pneumococcal vaccination.
Measure: Age-adjusted percent.
Target: 90 percent.
Baseline (1998): Women, 46 percent; men,
47 percent.
Most recent data (2006): Women, 59 percent;
men, 55 percent.

Influenza and Pneumonia
Vaccinations
In 2005, pneumococcal infections caused
about 61,000 deaths11 and 1.3 million hospitalizations12 in the United States. An additional 1,800 deaths were caused by influenza
infections.11 Data from earlier years indicate
that influenza is the cause of 200,000 hospitalizations annually.13 Both types of infections
occur in all age groups, but about 90 percent
of influenza and pneumonia deaths occur
among persons aged 65 years and older.14
Influenza Vaccination
14-29a. Increase the proportion of noninstitutionalized* adults aged 65 years and older who
received an influenza vaccination within the past
12 months.
Measure: Age-adjusted percent.
Target: 90 percent.
Baseline (1998): Women, 63 percent; men,
64 percent.
Most recent data (2006): Women, 64 percent;
men, 66 percent.
* The noninstitutionalized population is the civilian
population not residing in institutions (for example,
correctional facilities, psychiatric hospitals, and
nursing homes).
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Vaccination is an effective strategy to reduce
illness and death due to pneumococcal
disease and influenza. Because influenza
and pneumococcal vaccinations are covered
by Medicare, vaccinating a high proportion of
both women and men aged 65 years and
older should be possible. However, vaccination rates for both groups remain well below
the Healthy People 2010 target of 90 percent
(figure 7).
No appreciable differences existed between
noninstitutionalized women and men aged
65 years and older in the receipt of an annual
influenza or a one-time pneumococcal
vaccination (figure 7). Between 1998 and
2006, the proportion of women aged 65 years
and older who received an influenza vaccination within the past 12 months fluctuated
between 60 percent and 65 percent. The
comparable range for men was between
60 percent and 68 percent.

Figure 7. Noninstitutionalized Persons Aged 65 Years
and Older Who Received Influenza* and
Pneumococcal† Vaccinations, by Gender (1998–2006)
Healthy People 2010
Target (90%)†

Age-adjusted percent

Pneumococcal Vaccination

100
75

Influenza
vaccination
Women*
Men*

50

Women*
Men*

Pneumococcal vaccination

25
0
1998

2000

2002

2004

2006

* Influenza vaccination in the past 12 months.
†

Pneumococcal vaccination ever received.

Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health Interview Survey.

Access to Health Care

With the aging of the U.S. population, even
greater numbers of persons will need vaccination against influenza and pneumonia.
Women and men of any age with high-risk
conditions (that is, heart disease, diabetes,
and chronic respiratory disease) are at
increased risk of these infections. Persons
living in institutional settings such as nursing
homes also are at increased risk. Immunization is recommended for these groups and
their caregivers and health providers.15,16

Prenatal Care
Good preconception and prenatal care can
help reduce or prevent maternal and infant
illness, disability, and death. Such care
addresses behaviors and conditions that
contribute to poor infant and maternal health,

Prenatal Care
16-6a. Increase the proportion of pregnant women
who receive prenatal care beginning in the first
trimester of pregnancy.
Measure: Percent of live births.
Target: 90 percent.
Baseline: 83 percent in 1998.
Most recent data (2005): 84 percent.

including maternal smoking and alcohol use,
weight gain, and gestational diabetes.
Prenatal care is more likely to be effective if
women begin receiving care early in pregnancy—in the first trimester. The American
College of Obstetrics and Gynecology
recommends that all pregnant women
receive at least 13 prenatal visits during a
full-term pregnancy.17
The proportion of mothers who begin prenatal care in the first trimester increased from
76 percent in 1990 to 83 percent in 1997. The
rate remained essentially stable at 83 percent
to 84 percent through 2005, below the
Healthy People 2010 target of 90 percent
(figure 8).

Figure 8. Mothers Who Received Prenatal Care in the
First Trimester of Pregnancy (1990–2005)
Healthy People 2010
Target (90%) *

100
Age-adjusted percent

The proportion of women aged 65 years and
older who have had a pneumococcal vaccination increased from 49 percent in 1998 to
59 percent in 2004 and remained stable. In
2006, 59 percent of women and 55 percent
of men aged 65 years and older reported
having ever received a pneumococcal
vaccination.

75
50
25
0
1990

1995

2000

2005

* The Healthy People 2010 target calls for an increase in this
measure.
NOTE: Data for 2003 exclude births from 2 States; 2004 data
exclude 9 States; 2005 data exclude 13 States. See Technical Appendix for more information.
Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Vital Statistics System—
Natality.
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Figure 9. Prenatal Care Within the First Trimester of
Pregnancy, by Mother’s Race/Ethnicity (2005)
Healthy People 2010
Target (90%)*

Race/ethnicity

American Indian or
Alaska Native
Asian or Pacific
Islander
Hispanic

95% confidence
interval

Black
non-Hispanic
White
non-Hispanic
0

25
50
75
Percent of live births

100

* The Healthy People 2010 target calls for an increase in this
measure.
NOTE: Data are based on birth certificates filed in 37 States,
New York City, and the District of Columbia. See Technical
Appendix for more information.
Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Vital Statistics System—
Natality.

White non-Hispanic mothers had the highest
rate of early prenatal care in 2005 (89 percent), followed by Asian or Pacific Islander
mothers (85 percent) (figure 9). In 2005,
American Indian or Alaska Native mothers
Figure 10. Prenatal Care Within the First Trimester of
Pregnancy, by Mother’s Age (2005)
Healthy People 2010
Target (90%)*

Mother’s age

Under 15
15–19

95% confidence
interval

20–24
25–29
30–34
35+
0

25

50

75

100

Percent of live births

* The Healthy People 2010 target calls for an increase in this
measure.
NOTE: Data are based on birth certificates filed in 37 States,
New York City, and the District of Columbia. See Technical
Appendix for more information.
Source: U.S. Department of Justice, Bureau of Justice Statistics, National Crime Victimization Survey.
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had the lowest early prenatal care rate. Only
70 percent started care in the first trimester.
Young mothers are least likely to receive early
prenatal care (figure 10). In 2005, only
48 percent of mothers under age 15 years
started prenatal care in the first trimester.
Receipt of early prenatal care increases with
age. In 2005, the proportion moved from
71 percent for 15- to 19-year-old mothers to
89 percent for those aged 35 years and
older.
Early prenatal care also increases with
education. In 2005, 73 percent of mothers
aged 20 years or older with less than a high
school education received care in the first
trimester, compared with 91 percent of those
with at least some college. Mothers with at
least some college have had rates higher
than the Healthy People 2010 target of
90 percent since 1998.

Treatment of Depression
Depression can strike anyone regardless of
age, racial and ethnic background, socioeconomic status, or gender. Recent estimates
suggest that depressive illnesses affect
approximately 12 percent of women and
8 percent of men in any 12-month period.18
The causes of depression range from genetic
and biochemical factors to environmental
stressors to psychological and social characteristics. Women who are victims of sexual and
physical abuse are at much greater risk for
depression.19 Depression can put women and
men at risk for suicide. Although more men

Access to Health Care

than women die from suicide, women attempt
suicide about twice as often as men do.20
Depression is highly treatable with antidepressant medication, psychotherapy, or a
combination of the two. Researchers continue to explore how special issues unique to
women—biological, life cycle, and psychosocial—may be associated with women’s higher
rate of depression.
Although depression has been identified as a
serious problem for women, data to track the
receipt of needed treatment are limited. Only
one data point is currently available in the
data source used for Healthy People 2010. In

2002, 62 percent of women and 52 percent
of men with depression received treatment
for their condition.
Treatment of Depression
18-9b. Increase the proportion of adults aged
18 years and older with recognized depression
who receive treatment.*
Measure: Percent.
Target: 64 percent.
Baseline (2002): Women, 62 percent; men,
52 percent.
Most recent data: No data available beyond
baseline.
* Treatment is defined as therapeutic intervention
and/or the prescription of psychotropic drugs.
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Physical Assault by Intimate Partners
Physical assault by intimate partners represents a serious problem that can have
lasting, harmful effects on victims and their
families, friends, and communities.
Since 1992, intimate partner assaults on
female victims have declined from 8.8 per
1,000 population in 1992 to 3.3 in 2005,
achieving the Healthy People 2010 target of
3.3 physical assaults per 1,000 population
(figure 11).

Figure 11. Physical Assaults by Current and Former
Intimate Partners of Persons Aged 12 and Older, by
Gender (1992–2005)

Physical Assault by Intimate Partners
15-34. Reduce the rate of physical assault on persons aged 12 years and older by current or former
intimate partners.*
Measure: Rate per 1,000 population.
Target: 3.3 physical assaults per 1,000
population.
Baseline (1998): Female victims, 7.2 physical
assaults per 1,000 population; male victims,
1.3 assaults per 1,000 population.

10

Rate per 1,000 population

Although the 2010 target has been achieved
for females, the assault rate on female victims
is four times that for male victims. The assault
rate for male victims has been relatively
stable since 1992 and well below the Healthy
People 2010 target of 3.3 physical assaults
per 1,000 population. The 2005 rate for males
was 0.8 assaults per 1,000 population.
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* The Healthy People 2010 target calls for an decrease in this
measure.
Source: U.S. Department of Justice, Bureau of Justice Statistics, National Crime Victimization Survey.

Most recent data (2005): Females, 3.3 assaults
per 1,000 females; males, 0.8 assaults per
1,000 males.
* Intimate relationships involve current or former
spouses, boyfriends, or girlfriends, including
same-sex relationships. These relationships are
not included: relatives (parent, child, sibling,
grandparent, in-law, cousin); acquaintances
(friend, coworker, neighbor, schoolmate, someone known); or strangers (anyone not previously
known by the victim).
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Preventive Behaviors
Heart disease, cancer, stroke, and chronic
lower respiratory disease—the four leading
causes of death in the United States—are all
chronic conditions.11 Many of the related
illnesses resulting in these deaths have been
linked to habitual, sometimes harmful, ways
of living.21 Preventive behaviors addressing
the six objectives discussed below could
have a positive effect on overall health and
well-being and may also be instrumental in
reducing premature disability, illness, and
death.

Obesity
More than one-third of U.S. adults were
obese in 2005–2006, including 33 percent of
men and 35 percent of women.22 Good
nutrition and physical activity are essential
elements in preventing obesity and reducing
its risks among both women and men.
Experts agree that the best way to lose
weight is to follow a sensible eating plan and
engage in regular physical activity.23
Obesity is a subset of overweight. For adults,
overweight and obesity ranges are determined by calculating the body mass index
(BMI), a measure of body fat based on height
and weight. Individuals with a BMI of 25–29.9
are considered overweight, while individuals
with a BMI of 30 or more are considered
obese.24

Obesity is associated with increased deaths
from cardiovascular disease, the major cause
of death in the United States, but is not
associated with cancer deaths or with
noncancer, noncardiovascular disease
deaths.24 Obesity and overweight combined
are associated with increased deaths from
diabetes and kidney disease and decreased
deaths from other noncancer, noncardiovascular disease causes.24
Between 1988–1994 and 2003–2006, the
proportion of adults who were obese increased from 23 percent to 33 percent,
moving away from the Healthy People 2010
target of 15 percent (figure 12). Although
data from 2005–2006 show that the rate
appears to be leveling off, it is alarmingly
high, with more than 72 million obese
persons.22
Obesity
19-2. Reduce the proportion of adults aged
20 years and older who are obese.*
Measure: Age-adjusted percent.
Target: 15 percent.
Baseline (1988–1994): Women, 25 percent; men,
20 percent.
Most recent data (2003–2006): Women, 34 percent; men, 32 percent.
* Obesity is defined as a body mass index (BMI)
of 30.0 or greater.
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Figure 12. Persons Aged 20 Years and Older Who Are
Obese, by Gender (1988–1994, 1999–2002, and
2003–2006)

Figure 13. Persons Aged 20 Years and Older Who Are
Obese, by Race/Ethnicity and Gender (2003–2006)
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measure.

* The Healthy People 2010 target calls for a decrease in this
measure.

Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health and Nutrition
Examination Survey.

Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health and Nutrition
Examination Survey.

In 1988–1994, women were more likely than
men to be obese. However, by 2003–2006, the
difference between obesity rates for women
and men had declined—in large part because
the obesity rate for men increased at a faster
rate than the rate for women. Male obesity
rose by 60 percent, from 20 percent in 1988–
1994 to 32 percent in 2003–2006. Female
obesity increased by 36 percent during this
period, from 25 to 34 percent. In 2003–2006,
the age-adjusted rates of obesity among
women and men were more than twice the
Healthy People 2010 target of 15 percent.

white-non-Hispanic women and men
(32 percent each), and Mexican American
men (28 percent).

Among race and ethnicity and gender groups,
black non-Hispanic women had the highest
obesity rate in 2003–2006 (figure 13). The
age-adjusted obesity rates for black nonHispanic and Mexican American women
(53 percent and 42 percent, respectively)
were substantially higher than the rates for
black non-Hispanic men (35 percent),

Research shows that virtually all individuals
benefit from regular physical activity.25 Physical
activity is associated with decreased risk of
premature death and reduced risks of coronary heart disease, hypertension, colon
cancer, and diabetes mellitus.25 Regular
participation in physical activity also appears
to reduce depression and anxiety, improve
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Women and men aged 45 to 64 years had
higher obesity rates than their older and
younger counterparts. Poor and near-poor
women had higher obesity rates than
middle-/high-income women and poor and
near-poor men. There were no incomerelated differences in men’s obesity rates.

Physical Activity

Preventive Behaviors

Objective 22-2. Increase the proportion of adults
aged 18 years and older who engage in moderate physical activity* for at least 30 minutes per
day 5 or more days per week or vigorous physical
activity for at least 20 minutes per day 3 or more
days per week.
Measure: Age-adjusted percent.
Target: 50 percent.
Baseline (1997): Women, 29 percent; men,
35 percent.
Most recent data (2006): Women, 29 percent;
men, 33 percent.
* Examples of such activities are brisk walking,
bicycling, raking leaves, and gardening. The
30 minutes can be divided into shorter periods
of at least 10 minutes each. For instance: Using
stairs instead of an elevator, getting off a bus one
or two stops early, or parking your car at the far
end of the lot at work.
Source: National Heart, Lung, and Blood Institute,
Moderate-Level Physical Activities. Available at
www.nhlbi.nih.gov/hbp/prevent/p_active/m_l_
phys.htm.

mood, and enhance ability to perform daily
tasks throughout the life span.25 There is also
evidence that physical activity is associated
with a reduced risk of breast cancer26 and with
improved survival after breast cancer diagnosis.27 Other benefits of active lifestyles include
the following:25

 Improved mood and feelings of
well-being.
 Better control of body weight, blood
glucose, blood pressure, and cholesterol.

Despite the benefits of an active lifestyle,
women have historically reported lower rates
of physical activity than men (figure 14).
Although some progress has been made,
rates for both women and men remain well
below the Healthy People 2010 target of
50 percent of adults aged 18 years and older
engaging in regular leisure-time exercise.
Between 1997 and 2006, the proportion of
women who exercised fluctuated between
26 percent and 31 percent, while the proportion of men exercising fluctuated between
31 percent and 35 percent.
Among racial and ethnic and gender groups,
black non-Hispanic and Hispanic women
were least likely to exercise regularly (19 percent and 20 percent, respectively, in 2004–
2006). White non-Hispanic women were most
likely to exercise (33 percent in 2004–2006).
Figure 14. Persons Aged 18 Years and Older Who
Exercise Regularly, by Gender (1997–2006)
Healthy People 2010
Target (50%)*
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 Enhanced independent living among
older adults.

* The Healthy People 2010 target calls for an increase in this
measure.

 Increased quality of life for all persons.

Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health Interview Survey.
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At 23 percent, Hispanic men had the lowest
rate of regular physical exercise among male
population groups.
No one is too old to enjoy the benefits of
regular physical activity. Of special interest
to older adults is evidence that musclestrengthening exercises can reduce the risk
of falling and fracturing bones and can
improve the ability to live independently.25
Unfortunately, participation in regular
exercise decreases with age. As figure 15
shows, women aged 65 years and older
were considerably less likely to exercise
(19 percent in 2004–2006) than men of their
own age (25 percent) and younger persons.
Young men aged 18 to 24 years were the
most likely to exercise (42 percent).
Socioeconomic differences are associated
with physical activity. In 2004–2006, both
poor and near-poor men and women were
less likely to exercise regularly (18 percent
of poor women and 24 percent of poor men)
Figure 15. Persons Aged 18 Years and Older Who
Exercise Regularly, by Age and Gender (2004–2006)
Healthy People 2010
Target (50%)*
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* The Healthy People 2010 target calls for an increase in this
measure.
Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health Interview Survey.
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than middle-/high-income persons (33 percent of women and 35 percent of men).
Population density is a factor, too. Men and
women living in urban areas were more likely
to participate in regular exercise than persons in rural areas in 2004–2006. Thirty percent of urban women exercised regularly,
compared with 26 percent of rural women.
For men, the rates were 33 percent and
27 percent, respectively.

Alcohol and Illicit Drugs
Substance abuse has a major impact on
adults and adolescents, their families, and
their communities. The effects of substance
abuse are cumulative, contributing to costly
social, physical, mental, and public health
problems. This section summarizes results for
three drug- and alcohol-related measures:
the proportion of adolescents not using
alcohol or illicit drugs, the proportion of
adults using illicit drugs, and the proportion
of adults who binge drink.
Females have better rates than males for all
three measures. Even so, the risks of heavy
alcohol use are serious, especially for young
women. Drinking alcohol affects women
differently than it does men. Women who
drink heavily face greater risks than men
who drink heavily. They are more prone to
liver disease, heart damage, and brain
damage. Studies show that women with
alcoholism are up to twice as likely as men
to die from alcohol-related causes such as
suicide, accidents, and illnesses.28

Preventive Behaviors

The Maternal, Infant, and Child Health focus
area of Healthy People 2010 addresses the
adverse effects of substance-related prenatal
exposure. Due to issues of data comparability, only two data points are currently available to assess progress toward these objectives. Between 2002–2003 and 2004–2005,
the proportions of pregnant women abstaining from binge drinking and illicit drugs in the
past month were stable at 96 percent (the
Healthy People 2010 target is 100 percent).
During the same period, the proportion of
pregnant women abstaining from alcohol in
the past month declined from 90 percent to
88 percent, moving away from the Healthy
People 2010 target of 95 percent.1

Adolescents’ use of alcohol and illicit
drugs. The proportion of persons aged 12 to
17 years who abstained from alcohol and
illicit drug use in the past 30 days was stable
between 2002 and 2006 (78 percent and
79 percent). The proportions were well below
the Healthy People 2010 target of 91 percent;
boys and girls did not differ (figure 16).
Figure 16. Persons Aged 12 to 17 Years Who Have Not
Used Alcohol or Illicit Drugs in the Past 30 Days, by
Gender (2002–2006)
Healthy People 2010
Target (91%)*
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75

Percent

Drug and alcohol use in early adolescence
affects the development of the adolescent
brain.29 Early use of alcohol is a risk factor for
later alcohol-related problems, including
alcohol dependence. The highest rate of
alcohol dependence is among persons aged
18 to 20 years.29
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* The Healthy People 2010 target calls for an increase in
this measure.
Source: Substance Abuse and Mental Health Services Administration, National Survey on Drug Use and Health.

Adolescents Not Using
Alcohol or Illicit Drugs

Adults Using Illicit Drugs

26-10a. Increase the proportion of adolescents
aged 12 to 17 years not using alcohol or any illicit
drugs during the past 30 days.

26-10c. Reduce the proportion of adults aged
18 years and older using any illicit drug during the
past 30 days.

Measure: Percent.

Measure: Percent.

Target: 91 percent.

Target: 3.2 percent.

Baseline (2002): Girls, 78 percent; boys,
78 percent.

Baseline (2002): Women, 6.0 percent; men,
10.0 percent.

Most recent data (2006): Girls, 79 percent; boys,
79 percent.

Most recent data (2006): Women, 5.8 percent;
men, 10.6 percent.
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Adults’ illicit drug use. Men are more likely
than women to use illicit drugs (figure 17).
Between 2002 and 2006, the proportion of
men using illicit drugs was stable at 10 percent. The proportion of women remained
stable at 6 percent.
Figure 17. Persons Aged 18 Years and Older Who Have
Used Illicit Drugs in the Past 30 Days, by Gender
(2002–2006)

Adults’ binge drinking. Men are twice as
likely to engage in binge drinking as women
(figure 18). Between 2002 and 2006, the
proportion of men who reported binge
drinking at least once in the past 30 days
was about 33 percent. The proportion of
women was about 16 percent. These rates
have remained stable since 2002.
Figure 18. Persons Aged 18 Years and Older Who
Engaged in Binge Drinking* of Alcoholic Beverages in
the Past 30 Days, by Gender (2002–2006)
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* The Healthy People 2010 target calls for a decrease in this
measure.
Source: Substance Abuse and Mental Health Services Administration, National Survey on Drug Use and Health.

26-11c. Reduce the proportion of adults aged 18
years and older engaging in binge drinking* of
alcoholic beverages during the past 30 days.
Measure: Percent.
Target: 13.4 percent.
Baseline (2002): Women, 15.7 percent; men,
33.7 percent.
Most recent data (2006): Women, 15.8 percent;
men, 33.8 percent.
* Binge drinking is defined as having five or more
drinks at the same time or within a couple of hours
of each other.
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2004
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Women Men
95% confidence interval
* Binge drinking is defined as consuming five or more drinks
at the same time or within a couple of hours of each other.
†

Adults’ Binge Drinking

2003

The Healthy People 2010 target calls for a decrease in this
measure.

Source: Substance Abuse and Mental Health Services Administration, National Survey on Drug Use and Health.

Smoking
Tobacco use is associated with various
adverse health consequences:
 Cigarette smoking remains the leading
preventable cause of death in the United
States.30 One in every five deaths each
year in the United States is smoking
related.31

Preventive Behaviors

 Smoking during pregnancy is linked to
adverse pregnancy outcomes and child
health. These include low birth weight,
intrauterine growth retardation, miscarriage, and SIDS as well as other negative
consequences for child health and
development.31, 32
 Men are more likely to smoke than
women.32
Cigarette smoking has declined since the
early 1990s. However, the current smoking
rates for men and women are still well above
the Healthy People 2010 target of 12 percent.
Between 1992 and 2005, the proportion of
women who were current smokers declined
from 25 percent to 18 percent, remaining at
that level through 2006 (figure 19). For men,
the rate declined from 28 percent to
24 percent.
Asian and Hispanic women have achieved
the Healthy People 2010 target, with smoking
rates of 5 percent and 10 percent in

Smoking
Objective 27-1a. Reduce cigarette smoking by
adults aged 18 years and older.
Measure: Age-adjusted percent.
Target: 12 percent.
Baselines (1998): Women, 22 percent; men,
26 percent.
Most recent data (2006): Women, 18 percent;
men, 24 percent.

Figure 19. Persons Aged 18 Years and Older Who
Currently Smoke Cigarettes, by Gender (1990–2006)
Age-adjusted percent

 Smoking is associated with significantly
increased risk of heart disease, stroke,
lung cancer, and chronic lung diseases.31
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* The Healthy People 2010 target calls for a decrease in this
measure.
Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health Interview Survey.

2004–2006, respectively (figure 20). Rates for
all other racial and ethnic and gender groups
are well above the target. Smoking rates are
lowest for persons aged 65 years and older.
Women in this age group had an 8 percent
smoking rate, while men had a rate of 11 percent in 2004–2006 (figure 21).
Women and men living in rural areas are
more likely to smoke than those living in
urban areas. In 2004–2006, 24 percent of
rural women smoked, compared with 17 percent of urban women. The comparable
figures for men were 28 percent and 22 percent, respectively.
Poor and near-poor persons are more likely to
smoke than those with a middle/high income.
In 2004–2006, 26 percent of poor women and
22 percent of near-poor women smoked,
compared with 16 percent of middle-/highincome women. Men’s smoking rates for the
same period were 32 percent for poor men,
30 percent for near-poor, and 21 percent for
men with a middle/high income.
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Figure 20. Persons Aged 18 Years and Older Who
Currently Smoke Cigarettes, by Race/Ethnicity and
Gender (2004–2006)

Figure 21. Persons Aged 18 and Over Who Currently
Smoke Cigarettes, by Age and Gender (2004–2006)
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Source: Centers for Disease Control and Prevention, National
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Source: Centers for Disease Control and Prevention,
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Responsible Sexual Behavior
Responsible sexual behaviors reduce the risk
of sexually transmitted diseases (STDs)—
including HIV infection—and unintended
pregnancies. Irresponsible sexual behaviors
can result in high costs for females, including
increased high school dropout rates and
poverty (single mothers with limited education and job skills). The four objectives in this
section address responsible sexual behaviors among adults and adolescents.
Two objectives cover condom use. The
correct and consistent use of a male latex
condom can reduce the risk of STD transmission, including HIV infection.33 A limited
number of clinical studies have evaluated the
effectiveness of the female condom in
reducing the risk of STDs, including HIV.
According to STD treatment guidelines
issued in 2006, “If used consistently and
correctly, the female condom might substantially reduce the risk for STDs.”33

Having sex with a man who has HIV is the
most common way that women are infected
with HIV. Women of color, especially African
American women, are at highest risk.
Younger women are more likely than older
women to get HIV.36
Women have special challenges in protecting
themselves against HIV infection.36 For
example, women are particularly vulnerable
to HIV transmission through heterosexual
intercourse because the vagina’s lining
provides a large potential exposure area.
Furthermore, women may lack the power or
skills to negotiate condom use in their
relationships.36

Adult Condom Use
13-6. Increase the proportion of sexually active
persons aged 18 to 44 years who used a condom
at last intercourse.
Measure: Percent.

Adult Condom Use
In 2006, women and adolescent girls accounted for 26 percent of reported AIDS cases.34
AIDS is the leading cause of death for black
women aged 25 to 34 years.14 In 2001–2005,
black women accounted for two-thirds of newly
diagnosed HIV/AIDS cases among
U.S. women. Black men accounted for 44 percent of new diagnoses among U.S. men.35

Women:
Target: 50 percent.
Baseline (1995): 23 percent.
Most recent data (2002): 31 percent.
Men:
Target: 54 percent.
Baseline (2002): 42 percent.
Most recent data: No data available beyond
baseline.
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Increased condom use is one of the recommended strategies for reducing the risk of
HIV infection in both women and men. When
used consistently and correctly, male latex
condoms are highly effective in preventing
HIV transmission.33
For condom use by unmarried adults, only
two data points are available for women and
one for men. Men were more likely to have
used a condom at last intercourse in 2002—
42 percent, compared with 31 percent of
women or their male partners.
Condom use by the partners of unmarried
females aged 18 to 44 years increased from
23 percent to 31 percent between 1995 and
2002. Data are expected by the end of the
decade to measure progress for males.
Neither gender is close to achieving the 2010
targets—54 percent for men and 50 percent
for women (figure 22).

Figure 22. Unmarried, Sexually Active Persons Aged 18
to 44 Years Who Used a Condom at Last Intercourse,
by Gender (1995 and 2002)
Healthy People
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* The Healthy People 2010 target calls for an increase in this
measure.
Source: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Survey of Family Growth.
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Adolescent Sexual Behavior
In recent years, progress has been made in
preventing, diagnosing, and treating STDs.
However, in 2000, an estimated 19 million new
infections occurred, almost half of them
among young persons aged 15 to 24 years.37
Some 5,000 young persons in that age group
became infected with HIV/AIDS.37 More than 1
of every 10 live births occurs among adolescents aged 15 to 19 years. In 2005, the total
for that age group was 421,315 births.38
Young persons in the United States use
alcohol and other drugs at rates well above
the Healthy People 2010 targets (see page
21). Adolescents are more likely to engage in
high-risk behaviors, such as unprotected sex,
when they are under the influence of drugs or
alcohol.39 In 2007, 23 percent of high school
students who had sexual intercourse during
the past 3 months drank alcohol or used
drugs before their last sexual intercourse.40
Healthy People 2010 measures three types of
responsible adolescent sexual behavior: never
had sexual intercourse; not currently sexually
active; and, if currently sexually active, used a
condom at last sexual intercourse.
Never had sexual intercourse. Between
1991 and 2007, there were no appreciable
differences in the proportions of girls in
grades 9 through 12 who have never had
sexual intercourse. For boys, the rate in 1991
was lower than the rates observed in 2001
through 2007. The trend data show no
differences between boys and girls
(figure 23).

Responsible Sexual Behavior

Figure 23. Students in Grades 9 Through 12 Who Have
Never Had Sexual Intercourse, by Gender (1991–2007,
Selected Years)
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Figure 24. Students in Grades 9 Through 12 Who Have
Never Had Sexual Intercourse, by Race/Ethnicity and
Gender (2007)
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* The Healthy People 2010 target calls for an increase in this
measure.
Source: Centers for Disease Control and Prevention, National
Center for Chronic Disease Prevention and Health Promotion,
Youth Risk Behavior Surveillance System.

Among racial and ethnic population groups,
white non-Hispanic girls and boys achieved
the Healthy People 2010 target of 56 percent
in 2007. Black non-Hispanic boys had the
lowest rate of never having had sexual
intercourse (figure 24).
Ninth- and tenth-grade girls achieved the
target in 2007, as did ninth-grade boys.
Never Had Intercourse
25-11a. Increase the proportion of students in
grades 9 through 12 who have never had sexual
intercourse.
Measure: Percent.
Target: 56 percent.
Baseline (1999): Girls, 52 percent; boys,
48 percent.
Most recent data (2007): Girls, 54 percent; boys,
50 percent.
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* The Healthy People 2010 target calls for an increase in this
measure.
Source: Centers for Disease Control and Prevention, National
Center for Chronic Disease Prevention and Health Promotion,
Youth Risk Behavior Surveillance System.

Ninth-grade girls were more likely never to
have had sexual intercourse than ninth-grade
boys and students in higher grades.
If sexually experienced, not currently
sexually active. The proportion of sexually
experienced boys who have not had sexual
intercourse in the past 3 months has been at
or above the Healthy People 2010 target of
30 percent for all but 1 data year during the
period 1991 through 2007. During the same
period, the proportion for girls fluctuated
between 22 percent and 25 percent
(figure 25).
White non-Hispanic, black non-Hispanic, and
Hispanic boys achieved the Healthy People
2010 target of 30 percent not currently
sexually active in 2007. Girls in grade 9 and
boys in grades 9 and 10 also achieved the
Healthy People 2010 target of 30 percent.
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If currently sexually active, used a condom at last intercourse. Condom use
increased for both boys and girls between
1991 and 2007 (figure 26). Boys were more
likely than girls to report using a condom at
last intercourse. Boys achieved the Healthy
People 2010 target of 65 percent in 1999 and
have remained above the target.
Not Currently Sexually Active
25-11b. Increase the proportion of sexually experienced students in grades 9 through 12 who are
not currently sexually active.*
Measure: Percent.

White non-Hispanic, black non-Hispanic, and
Hispanic boys achieved the Healthy People
2010 target for condom use in 2007. Boys had
higher rates of condom use than girls in all of
these racial and ethnic population groups.
Currently Sexually Active
25-11c. Increase the proportion of students in
grades 9 through 12 who, if currently sexually
active, used a condom at last sexual intercourse.
Measure: Percent.
Target: 65 percent.
Baseline (1999): Girls, 51 percent; boys,
66 percent.
Most recent data (2007): Girls, 55 percent; boys,
69 percent.

Target: 30 percent.
Baseline (1999): Girls, 24 percent; boys,
30 percent.
Most recent data (2007): Girls, 22 percent; boys,
31 percent.
* Persons are considered to be not currently sexually active if they have had sexual intercourse, but
not in the past 3 months.

Figure 26. Students in Grades 9 Through 12 Who Are
Currently Sexually Active and Who Used a Condom at
Last Intercourse, by Gender (1991–2007, Selected
Years)
Healthy People 2010
Target (65%)*

Percent
100

Figure 25. Students in Grades 9 Through 12 Who Are
Sexually Experienced but Not Currently Sexually Active,
by Gender (1991–2007, Selected Years)
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Source: Centers for Disease Control and Prevention, National
Center for Chronic Disease Prevention and Health Promotion,
Youth Risk Behavior Surveillance System.
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Source: Centers for Disease Control and Prevention, National
Center for Chronic Disease Prevention and Health Promotion,
Youth Risk Behavior Surveillance System.

Responsible Sexual Behavior

Figure 27. Students in Grades 9 Through 12 Who Are
Currently Sexually Active and Who Used a Condom at
Last Intercourse, by Grade and Gender (2007)
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Boys in grades 9, 10, and 11 achieved the
target in 2007 (figure 27). Boys in all grades
had higher rates of condom use than girls in
the same grade.
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* The Healthy People 2010 target calls for an increase in this
measure.
Source: Centers for Disease Control and Prevention, National
Center for Chronic Disease Prevention and Health Promotion,
Youth Risk Behavior Surveillance System.
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Conclusions
As noted in this report, progress toward 18 Healthy People 2010 objectives representing
leading indicators of women’s health has been mixed. Nine objectives moved toward the
Healthy People 2010 targets, two moved away, and seven showed little or no change.
Differences between females and males continued to persist across all pertinent topics.
Similarly, disparities within and between genders were found by race and ethnicity, age,
socioeconomic status (that is, education and income), and urban/rural location. Such disparities were generally consistent with total population group findings.
Progress has been attributed to various programs and actions, as reported in the Healthy
People 2010 Midcourse Review.3 For example, comprehensive tobacco control programs,
combined with educational efforts, have contributed to the decrease in adult smoking rates.3
Among the factors associated with the increase in influenza vaccination rates is the doubling
of reimbursement by the Centers for Medicare & Medicaid Services.3 For the decrease in
physical assaults by intimate partners, a number of initiatives are credited, including more
domestic violence services offered by State, local, and private entities.3
This report presents interim data on progress toward 18 Healthy People 2010 objectives.
Publication of the Healthy People 2010 Final Review is anticipated in 2011. The Final Review
will include final tracking data for all Healthy People 2010 objectives. It is hoped that the
progress described in the present report will continue, and the final data will reflect further
improvements.
Healthy People 2010 is part of an ongoing process to set and monitor national health objectives to meet a broad range of health needs, encourage collaborations across sectors, guide
individuals toward making informed health decisions, and measure the impact of prevention
efforts. Development of Healthy People 2020 is under way. Specific objectives, accompanied
by strategies for achieving them, will be launched in 2010. Public comment has been invited
throughout the process at www.healthypeople.gov/HP2020/Comments/default.asp.
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Technical Appendix
Data Sources
This report examines progress by women and men toward 18 Healthy People 2010 objectives. The data used to assess progress were obtained from several published reports and
public-access data systems. These data were originally collected through a number of
national surveys and surveillance systems. Table A-1 lists the data systems and sources for
each objective.
Table A-1: Data Sources for Each Objective
Healthy People 2010 Objective
1-1. Persons with health insurance;
under age 65 years
1-4c. Persons with a source of
ongoing care; 18+ years

Data System
National Health
Interview Survey
(NHIS)
NHIS

3-13. Mammogram within past
2 years; women 40+ years

NHIS

13-6. Condom use at last intercourse; unmarried, sexually active
persons aged 18 to 44 years
14-29a. Influenza vaccination
within past year; 65+ years
14-29b. Pneumococcal vaccination
ever received; 65+ years
15-34. Physical assaults by intimate partners; 12+ years

National Survey of
Family Growth

16-6a. Prenatal care beginning in
the first trimester
18-9b. Persons with depression
who received treatment; 18+ years

Sources for Data Used in This Report
Trends: DATA2010 (data years 1997–2006); Health
United States, 2007.
Select Populations: Health Data for All Ages.
Trends: DATA2010 (data years 1997–2006).
Select Populations: Health Data for All Ages
(inverse of data tabulated).
Trends and Select Populations: DATA2010 (data
years 1998–2005) and Health United States, 2007
(data years 1990–1995).
Trends and Select Populations: DATA2010.

NHIS

Trends: DATA2010 (data years 1998–2006).
Select Populations: Not available.

National Crime
Victimization
Survey

Trends: DATA2010 (data years 1998–2005) and a
special data table prepared by Bureau of Justice
Statistics (BJS) using the Healthy People 2010
definition of intimate partner assault to produce
statistics for 1992–1997.
Select Populations: Not available.
Trends: DATA2010 (data years 1998–2005) and
Health United States, 2007 (data years 1990–1997).
Select Populations: DATA2010.
Trends: DATA2010.
Select Populations: Not available.

National Vital
Statistics System—
Natality
National Comorbidity Survey—
Replication
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Healthy People 2010 Objective
19-2. Obesity; 20+ years

22-2. Persons engaging in regular
exercise; 18+ years
25-11a. Never had sexual intercourse; students in grades 9–12
25-11b. If sexually experienced,
not currently sexually active;
grades 9–12
25-11c. If currently sexually active,
used a condom at last intercourse;
grades 9 through 12
26-10a. Persons not using alcohol
or illicit drugs in past 30 days;
12–17 years.
26-10c. Persons using illicit drugs
in past 30 days; 18+ years
26-11c. Binge drinking in past
30 days; 18+ years
27-1a. Cigarette smoking;
18+ years

Data System
National Health
and Nutrition Examination Survey
(NHANES)
NHIS
Youth Risk Behavior Surveillance
System (YRBSS)

National Survey
on Drug Use and
Health

Trends: DATA2010 (data years 2002–2006)
Select Populations: Not available.

NHIS

Trends: DATA2010 (data years 1997–2006); and
Health United States, 2007 (data years 1990–1997).
Select Populations: Health Data for All Ages.

A brief description follows of each of the
national surveys that collected the underlying
data.
National Comorbidity Survey—Replication
(NCS-R). The 2002 NCS-R was a follow-up to
the 1990 National Comorbidity Survey (NCS),
a nationally representative mental health
survey which used a structured diagnostic
research interview to study the prevalence
and correlates of a variety of mental health
disorders. The NCS-R interviewed 10,000
new respondents to study trends for variables
assessed in the original NCS and to examine
new areas.1 A description of the NCS-R is
available at www.hcp.med.harvard.edu/ncs.
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Sources for Data Used in This Report
Trends: DATA2010 (data years 1988–94 through
2003–2006).
Select Populations: Health Data for All Ages. (data
years 2003–2006).
Trends: DATA2010 (data years 1997–2006).
Select Populations: Health Data for All Ages.
Trends: DATA2010 (data years 1999–2005); and
YRBSS Youth Online (data years 1991–1997, 2007).
Select Populations: YRBSS Youth Online.
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National Crime Victimization Survey
(NCVS). NCVS is a cross-sectional household interview survey of the civilian noninstitutionalized population. The survey is conducted annually by the U.S. Department of
Justice, Bureau of Justice Statistics (BJS), to
examine the frequency, characteristics, and
consequences of criminal victimization in the
United States. Data are collected from
approximately 77,000 households, including
about 134,000 persons aged 12 years and
older.2 More information about the survey is
available at www.ojp.usdoj.gov/bjs/cvict.htm.
National Health and Nutrition Examination
Survey (NHANES). NHANES is a national
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survey designed to collect information on
the health and nutritional status of the
civilian noninstitutionalized population
through in-home interviews and physical
examinations. Since 1999, the survey has
been conducted continuously by the
Centers for Disease Control and Prevention
(CDC), National Center for Health Statistics
(NCHS). The health examination is conducted in mobile examination centers where
many tests are performed. Approximately
5,000 persons are examined at 15 locations
around the United States each year. Data
are aggregated over 2-, 4-, or 6-year clusters to achieve needed sample size.3 A more
complete description of NHANES is available at www.cdc.gov/nchs/nhanes.htm.
National Health Interview Survey (NHIS).
NHIS is a cross-sectional household interview
survey of the civilian noninstitutionalized
population conducted by CDC, NCHS. The
survey has been fielded annually since 1957
and covers a broad range of health topics.
The current anticipated sample size (completed interviews) includes approximately
35,000 households containing about
87,500 persons.4
The NHIS questionnaire was redesigned and
the survey administered using computerassisted personal interviews (CAPI) in 1997.4
Consequently, data for years prior to 1997
may not be strictly comparable to data for
later years. More information about NHIS and

the 1997 redesign is available at www.cdc.
gov/nchs/about/major/nhis/hisdesc.htm.
National Survey on Drug Use and Health
(NSDUH). NSDUH is a cross-sectional household interview survey of the civilian noninstitutionalized population conducted annually by
the Substance Abuse and Mental Health
Services Administration (SAMHSA). The survey
oversamples persons aged 12 to 25 years. In
2004, 130,000 households were screened, and
67,000 completed interviews were obtained.5
NSDUH, formerly called the National
Household Survey on Drug Abuse (NHSDA),
was redesigned between 1999 and 2002 and
renamed NSDUH. As a result of the methodological changes adopted in 2002, data for
years prior to 2002 are not comparable to more
recent data and hence are not shown in this
report. A complete description of NSDUH is
available at www.oas.samhsa.gov/nhsda.htm.
National Survey of Family Growth (NSFG).
NSFG is a cross-sectional household interview survey of the civilian noninstitutionalized
population aged 15 to 44 years conducted
by CDC, NCHS. Before 2006, the survey was
conducted periodically. The 1995 survey
focused on women only. The 2002 survey
included both male and female respondents.
Interviews were completed with approximately 12,500 persons in 2002.5 A complete
description of the survey is available at
www.cdc.gov/nchs/nsfg.htm.
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National Vital Statistics System—Natality
(NVSS-N). Data in the NVSS-N are based on
100 percent of the birth certificates filed in all
States and the District of Columbia (approximately 4.1 million in 2005).6 More information
about the NVSS-N is available at www.cdc.
gov/nchs/nvss.htm.
Youth Risk Behavior Surveillance System
(YRBSS). YRBSS is a school-based survey
administered in classrooms by professional
survey administrators. The survey, sponsored
by CDC, National Center for Chronic Disease
Prevention and Health Promotion, is conducted by using anonymous self-administered
questionnaires. The national survey is completed biennially by students in grades
9 through 12 attending about 150 public and
private schools. Black and Hispanic students
are sampled at a higher rate. In 2007, more
than 14,000 students in 157 schools completed the national survey.7 A description of
the YRBSS is available at www.cdc.gov/
healthyyouth/yrbs.
As shown in table A-1, almost all of the data
cited in this report were obtained from
previously published reports and public
access data systems, including the following:
 DATA2010. DATA2010 is an interactive,
online database developed by CDC,
NCHS. It contains the national baseline
and tracking data for all measurable
Healthy People 2010 objectives. State
data are available for a subset of the
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measurable objectives. For populationbased objectives, data are shown by race
and Hispanic origin, gender, and socioeconomic status (education or income).5
DATA2010 can be accessed through
NCHS’s Healthy People 2010 Web site at
www.cdc.gov/nchs/hphome.htm.
 Health Data for All Ages (HDAA). HDAA
is an interactive database that provides
tabulations from CDC data sources on the
health of all Americans by select characteristics. Data are aggregated over 3- or
4-year periods. HDAA can be accessed
through www.cdc.gov/nchs/datawh/
datatools.htm.
 YRBSS Youth Online. YRBSS Youth
Online is an interactive online system that
allows the user to produce tabulations of
data from the YRBSS. Data are available
for the period 1991 to 2005. YRBSS Youth
Online can be accessed through
www.cdc.gov/healthyyouth/yrbs.
Additional data were obtained from Health
United States, 2007.3 Tabulations from the
statistical spreadsheets on the companion
CD–ROM were also used in this report.
For one objective (15-34, Physical Assaults
by Intimate Partners), data for years prior to
the Healthy People 2010 baseline were
obtained from a special tabulation prepared
by BJS. These data, which were tabulated
using the Healthy People 2010 definition for
the objective, are presented in table A-2.
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Table A-2. Physical Assaults by Intimate
Partners on Persons Aged 12 Years and Older
(Rate per 1,000 Population)
Year

Female

Male

1992

8.8

1.4

1993

7.9

1.6

1994

7.5

0.9

1995

6.8

1.3

1996

6.7

1.0

1997

7.2

1.3

Source: U.S. Department of Justice, Bureau of Justice
Statistics, National Crime Victimization Survey. (Special
tabulation prepared by the Bureau of Justice Statistics.)

Trend Data and Data for
Select Populations
This report examines two types of data for
each of the Healthy People 2010 objectives
under consideration. Trend data for total
females and males covering all available
years between 1990 and 2006 are analyzed.
In addition, when tabulated data are available, data for gender-specific populations
groups are examined. Select populations
groups are categorized by race and ethnicity,
age, income, education, and geographic
location (urban/rural). Because tabulated
trend data for select population groups often
are not available in the sources used for this
report, analyses presented in this report are
limited to an examination of the most recent
reliable data points.

populations or changes over time due only to
differences in age composition. Additional
information on age adjustment and its use in
tracking Healthy People 2010 objectives has
been published.5
All age-adjusted rates in this report are
based on the year 2000 standard population,
which was derived from the projected U.S.
population in 2000.8, 9 The age groups used
to adjust each objective depend on the data
source and the population targeted by the
objective.10 For four objectives (Source of
Care, Obesity, Exercise, and Smoking), the
age groups used to adjust the trend data
differ from those used to adjust the data for
select populations. This difference occurs
because the trend data and select population
data for these objectives were obtained from
different published sources (see table A-1).
In these instances, the trend data are not
strictly comparable to the data for select
populations; however, the differences are
minimal.
Age-adjusted data obtained from HDAA are
adjusted by using the following age groups:
18 to 44, 45 to 64, and 65 years and older.
Age groups used to adjust data from other
sources are included with the definition for
the relevant objective (see below).

Confidence Intervals
Age Adjustment
Because outcomes may vary by age, data for
a number of the measures examined in this
report are age adjusted. Age adjustment is a
technique to control for differences among

When available in the published sources used
for this report, 95 percent confidence intervals
are shown on charts and graphs. (Confidence
intervals were not calculated directly; rather,
those published in the data sources were
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used.) Unless otherwise specified, differences
reported in the text are statistically significant
at the 95 percent level. Statistical testing was
accomplished either by a 2-tailed t-test, using
p <0.05, or by examination of 95 percent
confidence intervals, with significance indicated by nonoverlapping intervals. In the latter
case, results are usually more conservative
than when a t-test is used.

Definitions
Race and ethnicity. The categories for race
and ethnicity used in this report conform to
the Federal Standards for reporting race and
ethnicity data. The original Standards,
published in 1978, called for Federal data
systems to classify individuals into the
following four racial groups: American Indian
or Alaska Native, Asian or Pacific Islander,
black, and white.11 In 1997, revisions to the
classification system were announced.12
Surveys generally ask two questions. The first
question asks whether the respondent
considers himself/herself to be of Hispanic or
Latino origin. The second question asks
respondents to self-identify with one more of
the following racial groups:
 American Indian or Alaska Native
 Asian
 Black or African American
 Native Hawaiian or Other Pacific Islander
 White
Additional, more detailed racial and Hispanic
origin groups may be included in the
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response categories to these questions. The
responses are grouped into the following
categories for analytical purposes: American
Indian or Alaska Native, Asian, Native
Hawaiian or Other Pacific Islander, two or
more races, Hispanic, black non-Hispanic,
and white non-Hispanic. Persons are classified as Hispanic if they responded “yes” to
the first question, regardless of their response to the second question. Persons are
classified as black non-Hispanic if they
responded “no” to the first question and
“black or African American” was their only
response to the second question. Similarly,
persons are classified as white non-Hispanic
if they responded “no” to the first question
and “white” was their only response to the
second question. Persons who responded
“no” to the first question and gave more than
one response to the second question are
classified as being of two or more races.5
Beginning with data year 1999, the NHANES,
NHIS, and NSFG data for race and ethnicity
cited in this report were collected using the
1997 Standards. Prior to that year, the 1977
Standards were used.3 Data on Hispanic
origin were collected as a separate question
in these surveys and are available for the
entire period under consideration in this
report.
Prior to 1999, the YRBSS used a single
question to obtain data on race and ethnicity.
Respondents could select only one of the
following categories: white (not Hispanic),
black (not Hispanic), Hispanic or Latino,
Asian or Pacific Islander, American Indian or
Alaska Native, or other. Beginning in 1999,
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the 1997 Standards were implemented, and
students were given the option of selecting
more than one category to describe their
race and ethnicity. Between 1999 and 2003,
a single question was used to collect race
and ethnicity. The separate Hispanic question
was added to the YRBSS beginning with data
year 2005.
Although YRBSS data are collected for five to
six racial/ethnic categories, the YRBSS
publishes race and ethnicity data using only
four groupings: white, black, Hispanic, and
other. The “other” category combines all
responses except the other three mentioned
above.7 Data for the “other” category are
excluded from this report. Because the
definitions of “white” and “black” used in the
YRBSS conform to the definitions of “white
non-Hispanic” and “black non-Hispanic”
used in other data systems, the race and
ethnicity categories for YRBSS data cited in
this report are labeled as “other,” Hispanic,
black non-Hispanic, and white non-Hispanic.
For the objective on Prenatal Care, responses
of “Asian” or “Native Hawaiian or Other
Pacific Islander” were combined into one
category—“Asian or Pacific Islander,” for
mother’s race. In addition, the category “two
or more races” was not available. This
reflects the availability of particular data
items in various State systems that supply
data to the NVSS-N. A detailed description of
the issue has been published.6
Income. Family income data are grouped
into three categories: poor, near poor, and

middle/high. Poor is defined as a family
income below the Federal poverty level. Near
poor is defined as a family income between
100 percent and 199 percent of the poverty
level, while middle/high (called nonpoor in
the HDAA) is a family income of at least
200 percent of the poverty level.5
Urban/rural. The designation of a place of
residence as metropolitan (urban) or nonmetropolitan (rural) depends on whether the
household resides within a metropolitan
statistical area (MSA). OMB defines MSA
according to published standards that are
applied to data from the U.S. Bureau of the
Census. A metropolitan area is defined as a
core area containing a large population
nucleus together with adjacent communities
having a high degree of economic and social
integration with that core. All communities
within a metropolitan area are classified as
metropolitan (or urban). Communities not
within a metropolitan area are considered
nonmetropolitan (or rural).13
Education. Education data are available for
three of the variables studied in this report:
mammograms, prenatal care, and adult
condom use. In general, education level is
only tabulated for persons above a specific
age threshold. For adult condom use, education data are presented for persons aged
25 years and older. For prenatal care, the
minimum age for presenting education data
is 20 years. The third variable, mammograms
among women aged 40 years and older,
presents education data for the entire population under consideration.
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Explanatory Notes and Definitions
for Each Objective and Subobjective
Education data are grouped into three categories: less than high school, high school graduate, and at least some college. The questions used to obtain these data vary by survey. Data
for the mammogram and condom use objectives are obtained from the question “What is the
highest level of school X has completed or the highest degree obtained?” Data for the prenatal care objective are based on number of years of school completed, with 12 being equivalent to a “high school graduate.”3
1-1.		

Persons With Health Insurance. Health insurance coverage is defined as having
any type of health insurance or health care plan. Respondents were asked a series
of questions regarding their health insurance coverage at the time of the interview.
Persons are identified as insured if they report having any private health insurance,
Medicare, Medicaid, State Children’s Health Insurance Program (SCHIP), Statesponsored or other Government-sponsored health plan, or military plan at the time
of the interview. A person was defined as uninsured if he or she reported having
only Indian Health Service coverage, or only a private plan that paid for one type of
service such as accidents or dental care.3
The questions used by NHIS to determine health insurance coverage changed
over the course of the survey. More information on changes in the questions and
the definition of health insurance coverage is available in appendix II of Health
United States, 2007.3
The health insurance data published in Health United States, 2007 and HDAA
show percentages of persons without insurance coverage. Therefore, to construct
measures for this report, the data in these sources were subtracted from
100 percent to obtain the percentages of persons with health insurance.

1-4c.

Persons With a Source of Ongoing Care. Persons are considered to have a
source of ongoing care if they receive their health care from a doctor’s office, clinic,
health center facility, urgent care/walk-in clinic, hospital outpatient clinic, HMO
(health maintenance organization/prepaid group), military or other VA health care,
or some other place. Persons who report the emergency department as the place
of their usual care are defined as having no source of ongoing care.5
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Trend data for the total male and female populations are age adjusted to the 2000
standard population by using the following five age groups: 18–24, 25–34, 35–44,
45–64, and 65 years and older.
The source of care data published in HDAA show percentages of persons without
a source of ongoing care. Therefore, to construct measures for this report, the
HDAA data were subtracted from 100 percent to obtain the percentages of
persons with a source of care.
3-13.

Mammograms. Mammography is an x-ray image of the breast used to detect
irregularities in breast tissue. The questions on NHIS designed to produce the
estimates of mammography use were revised in the 1999, 2000, and 2005
questionnaires. In 1999, 2000, and 2003, women who responded that their
most recent mammogram was “2 years ago” were considered to have received
the screening within the recommended 2-year interval. In 2005, women who
responded similarly were further asked whether the mammogram was “more than
1 year but not more than 2 years ago” or “more than 2 years ago.” Thus, estimates
for 2005 are more precise compared with 1999, 2000, and 2003 and are slightly
lower than they would be without this additional information.3
Mammography data are age adjusted to the 2000 standard population by using
four age groups: 40–49, 50–64, 65–74, and 75 years and older.

13-6.

Condom Use at Last Intercourse. Objective 13-6 has two subobjectives: 13-6a,
Tracking Women, and 13-6b, Tracking Men. Because separate subobjectives exist
for women and men, the female and male targets were established separately and
are different. There are currently two data points for women (1995 and 2002) and
one for men (2002). The definition has several parts:5
Marital status. Persons are considered to be unmarried if they reported that they
were either not married but living together with a partner of the opposite sex,
widowed, divorced, separated, or had never been married.
Sexually active. Persons are considered to be sexually active if they have had
sexual intercourse within the 3 months prior to interview.
Used a condom at last intercourse. Women are considered to have used a
condom at last intercourse if they reported that either their partner used a condom
(rubber) or they used a female condom (vaginal pouch) at last intercourse. Men are
considered to have used a condom at last intercourse if they reported that either they
used a condom or their partner used a female condom at last intercourse.
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14-29a.

Influenza Vaccination Within Past Year. These data are age adjusted to the 2000
standard population by using two age groups: 65–74 and 75 years and older.

14-29b.

Pneumococcal Vaccination Ever Received. These data are age adjusted to the
2000 standard population by using two age groups: 65–74 and 75 years and older.

15-34.

Physical Assault by Intimate Partners. This objective tracks the rate per 1,000
population of assaults on persons aged 12 years and older by their intimate
partners. Violence between intimate partners includes rapes, robberies, and
assaults committed by intimates. Intimate relationships involve current or former
spouses, boyfriends, or girlfriends, including same sex relationships. This measure
does NOT include physical assaults committed by other relatives (parent, child,
sibling, grandparent, in-law, cousin), acquaintances (friend, coworker, neighbor,
schoolmate, someone known), or strangers (anyone not previously known by the
victim). In addition, “series assaults” (that is, repeat victimizations that happened at
least six times during the previous 6 months, were similar in nature, and for which
the respondent could not remember all the details of each) are excluded.5

16-6a.

Prenatal Care in the First Trimester. This subobjective tracks the percentage of
mothers who received prenatal care in the first trimester of pregnancy. Information
on prenatal care is derived from the item on the 1989 revision of U.S. Standard
Certificate of Live Birth that asks for the month of pregnancy in which prenatal
care began. Women who receive prenatal care in the first 3 months of pregnancy
are considered to have begun care in the first trimester. The denominator for this
measure is live births. The number of births with missing values is subtracted from
the denominator population before the percentage is calculated.14
Due to comparability issues between the calculation of prenatal care data from the
1989 and 2003 revisions of the standard birth certificate, States that implemented
the 2003 revision prior to 2006 are excluded from these data. The 2003 revision
is described in detail elsewhere.15 Two States—Florida and New Hampshire—are
excluded from the 2003 data; 9 States—Florida, Idaho, Kentucky, New Hampshire,
New York (excluding New York City), Pennsylvania, South Carolina, Tennessee,
and Washington—are excluded from 2004; while 12 States (the 9 listed above plus
Kansas, Nebraska, Texas, and Vermont) are excluded from the 2005 data.6

18-9b.

Persons With Recognized Depression Who Receive Treatment. This
subobjective tracks persons aged 18 years and older who report symptoms of
depression and also report having received help from a mental health professional.
The DSM-IVTR criteria are used to establish a diagnosis of a major depressive

47

episode. (The DSM-IVTR is the 2000 revision of the fourth edition of the manual
published by the American Psychiatric Association, which addresses diagnostic
criteria, descriptions, and other information to guide the classification of mental
disorders.16) “Treatment” is defined as therapeutic intervention and/or the
prescription of psychotropic drugs.5
19-2.

Obesity. This objective tracks the age-adjusted percentage of persons who are
determined to be obese. The obesity measure is derived from a person’s measured
height and weight without shoes. Obesity is defined as a body mass index (BMI)
of 30.0 or greater.3 BMI is calculated by dividing weight in kilograms by the square
of height in meters. The rationale for selecting a BMI of 30 as the cutoff point for
obesity has been published.17,18
Trend data are age adjusted to the 2000 standard population using seven age
groups: 20–29, 30–39, 40–49, 50–59, 60–69, 70–79, and 80 years and older.

22-2.

Physical Activity (Exercise). This objective tracks the age-adjusted percentage of
persons aged 18 years and older who exercise regularly. Adults are classified as
exercising regularly if they engage in light or moderate physical activity five or more
times per week for 30 or more minutes for each time or they engage in vigorous
physical activity three or more times per week for 20 or more minutes for each time.5
Vigorous activities are those causing heavy sweating or large increases in
breathing or heart rate. Light or moderate activities are those that cause only light
sweating or a slight to moderate increase in breathing or heart rate.
Trend data are age adjusted to the 2000 standard population using five age
groups: 18–24, 25–34, 35–44, 45–64, and 65 years and older.
NHIS data used to track this measure are restricted to leisure-time physical activity.
Therefore, persons whose occupational functions include sustained physical activity
may not be classified as participating in regular physical activity if they do not
engage in leisure-time physical activity in addition to their occupational activities.

25-11a.

Adolescent Sexual Behavior: Never Had Sexual Intercourse. This subobjective
tracks the percentage of students in grades 9 through 12 who have never had
sexual intercourse.
The data available through YRBSS Youth Online show the percentages of students
who have had sexual intercourse. Therefore, to construct measures for this report,
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these data were subtracted from 100 percent to obtain the percentages of students
who had never had intercourse.
25-11b.

Adolescent Sexual Behavior: If Sexually Experienced, Not Currently Sexually
Active. This subobjective tracks the percentage of students in grades 9 through 12
who are sexually experienced but not currently sexually active. Students meeting
the definition for this objective are those who report that they have had sexual
intercourse, but not in the in the past 3 months.5
The data available through YRBSS Youth Online show percentages of all students
who have had sexual intercourse in the past 3 months. Therefore, the following
formula was used to construct measures for this variable:

[1 – (

Percent who have had sexual intercourse in past 3 months
Percent who have had sexual intercourse

)] X 100

25-11c.

Adolescent Sexual Behavior: If Currently Sexually Active, Used a Condom at
Last Intercourse. This subobjective tracks the percentage of students in grades
9 through 12 who are currently sexually active and used a condom at their last
sexual intercourse. Students meeting the definition for this subobjective are those
who report that they have had sexual intercourse within the past 3 months and that
the last time they had intercourse, they or their partner used a condom.5

26-10a.

Adolescents Not Using Alcohol or Illicit Drugs. This subobjective tracks the
percentage of persons aged 12 to 17 years who did not use alcohol or illicit
drugs in the past 30 days. Illicit drug use is defined as using at least one of the
following substances: marijuana or hashish, cocaine (including “crack”), inhalants,
hallucinogens (including PCP and LSD), heroin, or any nonmedical use of analgesics, tranquilizers, stimulants, or sedatives. Persons aged 12 to 17 years are
considered to have not used alcohol or illicit drugs if they report no use of any of
these substances and no alcohol use in the 30 days preceding the interview.5

26-10c.

Persons Using Illicit Drugs. This subobjective tracks the percentage of persons
aged 18 years and older who used illicit drugs in the past 30 days. The definition
of illicit drugs is the same as that used for subobjective 26-10a. Persons are
considered to have used illicit drugs if they report the use of any of these
substances within the 30 days preceding the interview.5

26-11c.

Binge Drinking. The subobjective tracks the percentage of persons aged 18 years
and older who engaged in binge drinking at least once in the past 30 days. Binge
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drinking is defined as drinking five or more alcoholic beverages at the same time
or within a couple of hours of each other.5
27-1a.

Cigarette Smoking. This subobjective tracks the age-adjusted percentage of persons
aged 18 years and older who currently smoke cigarettes. Persons are considered to
be current cigarette smokers if they report that they smoked at least 100 cigarettes in
their lifetime and now report smoking cigarettes every day or some days.5
Trend data for total males and females are age adjusted to the 2000 standard
population using five age groups: 18–24, 25–34, 35–44, 45–64, and 65 years and
older.
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