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Preface .

“When we, as a nation, fully’
understand . .. what each of us can
do for ourselvés, we will become an
even healthier and more productive
people.”

My

Americans are healthier today than at any point
in the history of this country. Improvement in
health status over the past several decades has
accompanigd great advances in health care.
Biomedical science has shown us how to prolong
life through the use of complex health technology.
In a short period of ime, we have come civse to
conquering some, of the age-old killers of man-
kind. ~ .

Today, America is on the verge of a new kind
of health breakthrough. But this breakthrough
won’t happen in a laboratory or hospital. Instead
it will happen in our hpmes, our schools,and our
workplaces. Most of all, it will happen in our at-
titudes and in our-habits.

It’s the breakthrough that can take place when
all Americans.learn how much we can do to help

* ourselves to health—a breakthrough that elevates
the idea of “wellness’’-to the same high level of
interest and concern that we now-devote to siek-
ness. This new approach to “wellness” can pro-

= _.duce dramatic results and, in fact, is already pro-

ducing results for millions of Americans.
Each year research is showing us more deci-

% sively how our own behavior and our own choices

afe fundamehtal to better health. This research
speaks to us, first, as individuals—by showing us
that.we can make important, measurable gains in
our own health by observing simple good health
habits. The research also speaks to us as a nation,
by showing the potential of what we might call
“wellness  care.” The numbers alone tell of this
potential: Of .the ten leading causes of death in
America, smoking s a significant fact in four . . .
alcohol can be a-factor in six . .. and diet is a
factor in four. Behavioral choice is a factor in
every one of the ten leading causes of death.
The significance is obvious: Our own choices
and our own behavior do have an influence on

- 4
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our health. When we, as a nation, fully understand
that fact and learn what each of us can do for,
ourselves, we will’become an even healthier and
more productive people. .

If 'we-wani to improve our own health and our
nation’s health, a great opportunity lies in a.co-
ordinated program of health promotion and if) the
new conce'gt of “w'ellne@'c’z?r’é.” That’s why, at
the Department of Health and Human Services,
I’m putting special emphasis on disease preven-
tion and health promotion.

Part of this new effort is research—learning more

about the relationship between behavior and dis-"
case. Part of the effort must also be directed at |

the medical ' community—better informing the
medical professionals about disease’ prevention,
and teaching this information more intensively in
our health professions schools. But most of all,

. this effort must involve public education—a na-

tional effort by government, the private sectorand
the medical community to inform Americans of
what they=can do for their own good health.

~ My goal as Secretary of this Department is to
encourage the changes and innovations necessary
_to put this new ¢oncept of health promotion and
“wellness care” into the mainstream of our,lives
and thereby place the opportunity for health within
reach of every American. Building on the work
reviewed in Prevention ’82, we can educate Amer-
icans to the choices they can gnake for good health.
"Using the same energy and talent that has brought
our enormous health gains in the past, we can
work together to make “‘wellness” our most spec-
tacular success.

Richard S. Schweiker

- Secretary of Health and Human Services
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F . d 4 . Since the tfrn of the century, the people of the to the development of ever-more-sophisticated
Orewor United States have experienced dramatic gains in medical equipment and services. Instead, we might
. life expectancy. At the same time, there has been safgly assume that among the greatest advances | -
. ) N * a marked shift in the leading causes of death.and in health status.and quality of life are many that i
v disability. Chronic illness and trauma, rather than - will accrue form efforts we make; as individuals .
) o infectious diseases, account for most o& the 10 and as a society, to improve our own-health habits :
: _ leading causes of death iri the country today. These = and our own environments for living and working.,
] two changes alone underscore the-importance ofc  For that to ‘oceur, every citizen will need to de;
- our-placing more empbhasis as a society on those velop and adopt a prevention ethic.
i measures that we know can prevent illness and | It will not be easy to shift to a,model that em-
‘ . promote good health. ‘ phasizes prevention, but the change must be made. .
~ * Our knowledge about the relatiorisHip between The time has ¢come for us to turn our attention as
, R , behavior and health status is stronger today than *  a Nation to the preservation of good health, the
, ever before. We -know that there is much that promotion and gnhancement of healthful life-
’ individuals can do to protect and promote their styles, and the prevefition of disgase and disabil-
) - N own health. Indeed, studies show that if a 45-year- - ity. We need to concentrate our attention and
. old-man were-tg take.a few relatively simple steps energy on providing individuals with the knowl-
Lo to protect his own health—for instance, if he were edge and skills necessary to assume maximum re- =
to quit smoking, develop good exercise habits, sponsibility for their own health destinies.
, v < avoid the abuse of alcohol and drugs, and mdintain If we are to improve health status by influencing .
. . a proper diet—he has a better chance to extend behaviors that directly contribute to health and
’ . his life expectancy and his productivity. This re--  well-being, we must make available a wide variety
) lationship betweerf lifestyle and, health status is of opportunities for prople to learn more about
~ & _apparent at every point on the age scale. their own-health care. To ensure success, we must
LN ' . People need a comprehenswe approaéh to re- _ forge a strong public-private partpership among
' duce their risk of disease and injury and enable ~ our communities, schools worksites, and health
v them to lead more healthful lifestyles. A compre- care settings. A strong national health promotion
. hengsive health program must deal with factors that strategy requires the commitment and full Partic-
M - individuals can control, as well asSfactors over ~ ipation of practicirig health professionals, volun- .
. ) 5 which they havélittle or no control. tary organizations, business and industry, “orga-
Health care in this country is still, for the most "nized 4abor, commumty leaders, and educators,
. part, organized along, curative and reparative lines. and concerned citizens from every sector and level
o B Cure rates and repair rates have become the con- of society. The appropriate role of the Federal
. ventional criteria_for success. We have invested Government is to lead, catalyze, and provide stra-
. _most of our attention and an overwhelmmg share tegic support for these private initiatives. .
. "of our resources into improving the ‘availability Prevention ’82 describes a rich departmental . .
- . * and quality of treatment and rehabilitation serv- agenda in health promotion and disease preven- .
y - ices. As important as these are, we canpot con-F  tion. This document bears witness to the fact that
. 6 tinue to allocate so much of our time anddreasure the process is under way. It is oyr hope that by »
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+  presenting this review of Federal activities and
accomplishments, we can facilitate the'efforts of
health .professionals and program managers &n-

gaged in similar activities in States and‘localities °

across the country. With a cooperative commit-
ment of energy, imagination and will, we should
have our health goals well within our grasp. Per-
sons reading this report should examine their own
lifestyle and make’appropriate changes. A better
quality of life will be your reward.  +

Edward N, Brandt, Jr., M.D.
Assistant-Secretary for Health
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Chapter 1

Better Health
— P -
Americans:
A National
. Health
Promotion
Program

<

-

Severd[recent documents have reviewed the health
improvements of the last decade for Americans,
as well as the prospects for further gains. Prom-
inent among these ‘are Healthy People. The Sur-
geon General's Report on Health Promotion and
Disease Prevention, Promoting Health!Preventing

o

14

Disease: Objectives for thé Nation, and Health:
United States, 1981. What is particularly interest-

ing—and in many respects encoyraging—is theex- __

tent to which the improvements are attributable
to actions that pecople can tike for themselves.

Prevention '82 summarizes some of the major
developments now under way in health promotion
and discase prevention and reviews the Federal
contribution to achievement of our prevention ob-
jectives. This first chapter provides a special focus
on the opportunities in health promotion which
offer the key to a great many of the potential
improvements in our national health status profile
and which have emerged as a particular priority
for the Department of Health and Human Serv-
ices (DHHS).

-
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Health Promotion as A Program
Focus

K]

Unlike traditional curative medicine, health pro-

titude toward health is changing> A 1978 Haryis

survey indicated that more than half of the adult - -

population is more concerned about prevention
of illness and disease than even a few years before.
This new concern is also evident among leadership

motion seeks to facilitate community afit individ-__._groups.such.as business executives and union ofs

ual measures which can foster the development of
lifestyles to maintain and enhance the state.of health

- and-weli-being. There-is-substantial-evidence that

stopping smoking, reducing misuse of alcchol and
drugs, improving diet and nutrition, managing
stressvexcrasmg, adhering to medical regimens
for certain illnesses such as diabetes and hyper-
tension, and making dppropriate use of preventive.
services reduce the risk of illness and premature
death. Improvements in thes¢ areas can both de-
crease the incidence of disease and disability and
increase an individual’s sense of well-being. Health
promotion efforts concentrate on helping Amer-
icans make changes in these areas to attain better
health.

As our understanding deepens about the influ-
ence that personal behavior patterns can have on
our health status, a significant public and private
health promotion effort is dcvcloping to help
Americans ‘achieve greater gains in the mdmtc-
nance and improvement of their health. To ac-
celerate these gains, the Sccrctary of the Depart-
ment of Health and Human Services has formed
an Executive Committee, co-chaired by the Sec-
retary and the Assistant Secretary for Health, which
is developing a major health promotion initiative.

The impetus for health promotion is stronger
today than ever before. Individuals, neighbor-
hoods, cities, and even entire States are moving
toward a new perspective on health and away from
a preoccupation with illness. Americans are no
longer dependent on curative medical care as the
sole means of improving health; rather, their at-

ficials; in 1978, three-quarters- of these leaders stated
that the top management of their organlzatlons
was concerned with prevention (1).

Societal trends already demonstrate changes in
American attitudes toward illness and prevention.
In the last 15 years, for example, the proportlon
of adults who®smoke has declinéd by more “than
20 pgreent (2,3); the proportion of the population
with high serum cholesterol levels has declined by
12-22 percent (4) (coincident with the 10-15 per-
cent reduction in consumption of foods high in
total fat, saturated fat, and cholesterol (5-7)); and
the proportion of adults who exercise regularly
has increased by as much as 100 percent (4). More
recent trends indicate that teenage girls and women,
among whom smoking has been on the increase
in recent years, are now giving up the habit (8).

These changes occur gradually and arc caused

«:by a variety of factors. The health promotion ac-
tivities ofgovcr,nmental agcncws voluntary health
and social service organizations, health profes-
sionals, school health educators, insurance com-
panies, and commercial enterprises are helping to
bring about these changes. The effect of education
on smoking habits, for example, is proof that health
promotion efforts caf produce dramatic results.
Annual adult per capita cigarette consumption rose
throughout this century until 1964, when the first
Surgeon Geaeral’s Report on Smoking and Health
was issued and a comprehensive public and private
effort was inititated to reduce smoking. Analyses
of subsequent cigarette consumption suggest that,

s if the 1964 trends liad continfied, without the anti¢

[N S
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smoking campaign cigarette consumption in 1978
would Iipve been more than #F percent greater
(9) Market response also has helped to promote
other changes that lead-to better health, and n
some cases. business and mduslr) have volun-
teered to promote Tood health in their goods and
services, o

These changes have been substantial enough to
affect the life expectancy of Americans (10). Be-
tween 1970 and 1980, the life expeetancy of a 45-
year-old American increased by 6.6 pereent’
Though this increase refleets gains in preventing
ad treating a varigty of disease conditions, it is
duc mostly to the reduction in deaths from car-
diovascular discase Clinical management ot car-
diovascular conditioms has improved, but, more
importantly. the ovcrall rish of cardidvascular dis-
case has deereased (1)

Education is playing an increagingly important
role in lowering thefinddence of illness and dis-
edse Extensive cfforts to cducate potential vic-
tims of cardiovascular discase about the risks of
hypertension and the need to participate insereen-
ing programs produced the first significant de-
crease in deaths from strohe Now. cfforts con-
centrate on monitoring known hy pertensive paticats
to cnsure that they adherd to therapeutic regi-
mens Recent findings from asctof 11 randofiized
inical trials sponsored by the National Heart,
Lung and Bloud Tnstitute show that substantial
improvement in blood prossure control can be

achicved through cducation, followap, and rein-

forcement (12). In another example of the success
of cducationial intervention in improving health
outeomes, the number of diabtic paticnts admit-
ted to the hospital was substantially reduced after
o diabetes &ducation program (13).

Individual motivation is nut always sufficient to
promote and maintain health behavior. For ex-

17 .

ample, in a 1979 National Center for Health Sta-"
tistics survey, 53 pereent of women smokers and
45 percent of men smokers said’ that they had
made a scrious attempt to stop spivking during
the previous 2-year period, and yet'they were un-

able to stop for good. There ar¢ many_reasons

people do not'attain the pcrsonal health g goals they

set for themselves. Some of these relate not sor

much to shortcomings on tife part. of the individ-
ual, such as a lack of knowledge or willpower, but
to pressures from the environment, which ¢un un-
deimine the best individual efforts, and to the lack
of uppurtunity to apply new knowledge and skills.
Individuals are more suceessful in attaming *her
personal health goals when they live and work in
an environment that supports and provides op-

. portunitics to cacrcise healthy buh(nmr. Oppuor-

tunities need to be created for people who arc
interested in learning about their health, and fol-
low up measures should be stessed. Such vppor-
tunitics should be available in a variety of settings,

To this ¢nd. the Federal framework for health
promotion must be structured to support and en-
courage the activities of 4 bgoml range of private
groups whose participation is cssential w d sue-
cossful natipnal health promotion effort. And. un-
like health Tmprovement strategics that have been
undertaken almost eaclusively in heafth care set-
um.s. the public-private partnership for health
promotion must ¢atend to schools, factories, hos-
pitals. stores, churches, parks. and other places
where people live and work.,

<

Settings for Health Promotion

Federal agencies. State and local governments,
and private groups are now seching to enhance -
health promotion cfforts in a varicty of settings.

d

~ -

Most of the programs they have developed con- |

centrate on speufic populations with a special health
risk. In this section, health promotion efforts are
discussed by sctting, and a matria is vffered which
displays a sample of health promotion activities
that.can_be provided in_various-settings.

School Settings .

The school is an important setung tn which to
educate children and adolescents about health and
healthy behavior, An estimated 43 million stu-
dents are enrolled 1 87,000 pubhc and 20,000
private clementary and secondary schools. Al-

R -
:jlhough the health of Amencan children has im-

proved dramatically, o number of troubling be-
havioral problems still exist for many children and
adolescents,

While the birth rate for teenage girls has de-
chined invecent years (14). the pregnancy rate hag
increased. If ths trend continues, 39 percent of
all girls who turned 14 in 1978 will have at lcdst
one pregnancy in their teens (15). Alcohol abuse
is widespread among young people, and the num-
ber of gh school students nitoxicated at least
once every month has more than doubled since
1966. Smade is increasing among young people,
more than 10 pereent of the teenagers who died
in 1976 committed smade. Whereas drug abuse
among young people was virtually unreported m
1950, by 1977 there was widespread experimen-
tation with marijuana and_other substances such
as cocaine and hallucinogens.

Prominent among threats to the physical and
mental health of young people are smoking, sex-
ually transmussible discases, mental illness, and
homodide. Nevertheless, few school districts have

L
well-developed health education programs. Ac-

. 3
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Examples of Health Promotion Activities in Various Settings for Major Age- Groups
s Adolescents T Tt e Older ’
* Infants Children and Young Adults Adulis TAdE T e

Scpools

o Support programs for ado- e Comprghensive hcalth cd-

lescent parents
« Parenting education in
- school curricula (for both
boys and girls) °

ucation curricula with em-
phasis on positive health
behaviors

o Physical fitness testing, o

training and awards pro-
grams
« Health screening and im-
munization programs
 Healthful snacks in vend-
ing machines

o Develgpment of overall
school climate of discipline
and achievement

o School health cducation
curricula'with emphasis on
positive health behaviors

« Establisliment of peer-
group counseling efforts

]

" o Health cdu"(:at‘if)'xf;;i'o-ﬁ

grams through community,
colleges and high school
evening -progranis:- ~—-—-—

« Extension of high school
exercise facilities for adult
use

o Health education classes
through colleges and
universitics

o Extension of school meal

programs to older adults

o Volunteer service opportu-
nities'to promofe interac-
tion between older adults
and children

Worksites

« Employer-sponsored day
care programs, including
parent education -and sup-
port groups

« Maternity/paternity leave
and related programs that
facilitate family formation

o Policics that facifitate

> breastfceding

« Notification of employces
about reproductive risks
associafed with work envi-
ronments 7

o Flexible work schedules

for parents .

o Family health and safety
topics in health promotion
programs

-

-
o Family usc of worksite ¢x-
ercise facilitics
o Flexible work policies to
maximize opportunitics for
adolescents

 Health promotion and ecm-
ployee counscling pro-
grams

« High blood pressure de-
tection and treatment pro-
grams

o Provision of exercise facili-
ties :

« Organization-wide policies
designating nonsmoking
areas

« Cafgteria programs to pro-
mote good nutrition

o Policies and programs to
help ensure a safe and
healthy work cnvnronmcnt

o Reduction of excessive
stress in the work environ-
ment

« Expansion of worksite’
“health promonon pro- PN
grams to retirces ’

o Lifting mandatory retire-
ment age

o Flexible work schedules to .
case retirement transition

Q

E
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o Nutrition counscling and
guidance in risk reduction
for pregnant women and
parents of infants

o Information and support
for breastfeeding

o Parent counseling on in-
fant screening to identify
high risk families

o Poisoning prevention pro-

"o grams
o Community outrcach and
. éducation 3

©

o Counseling for, parents on
normal childhood growth
and development

o Education for parents on
health habit formation and
child safety -

o Classes for parents about
home care of minor acute
iliness and injurics

« Involvement of children in
decisions about their
health care

o Adolescent health counsel-
ing-programs

o Education and counscling
programs to reduce risk
and maintain therapeutic,
regimens

o Edueation about unncces-
sary surgery and proce-

-

o Improved training of
health carc providers for
geriatric practice

o Development of home
care alternatives to msmu-
tionalization

.

dures; second opinion pro- ~
grams
o Sclf-carc education . -
~
~.
™~
* ~
k) ~
.
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Examples ‘of Health Promotlon Activities in Varlous Settmgs for Major Age Groups
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Children—-—-~
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Adolescents .

Older

—~and-Young-Adults~ LA dults————

Adults

women

» Media campaigns such as
“Healthy Mothers,
Healthy Babies”

o Support and education for

. parents
Communities

and ordinances

o Nutritton programs for
pregnant and lactating

e Injury control programs

o Public service announce-
fnents countering adver-
tisements directed at chil-

% Assistance for parents in
educating their children
about sex and family life

o After-school recreation
programs

« National Health Promo-
tion Training Network,
~¢é.g., hicalth,cducation and

o Volunteer-service opportu-
nities .

o Targeted media programs,
such as the 1982 Alcohol support programs spon-
Abuse :Prevention cam- sored by coalitions of local
paign organizations

« Adolescent health educa- — » Media.campaigns suth as
tion programs sponsored “‘HealthStyle”
by youth serving agencies o Improved nutrition infor-

mation through food label-
ing, print and electronic
. media, and advertising
o Community intervéntion
« programs for specific
health risks, such as the
Tnlatcral High Blood

e Mcals on Wlieels and

__other nutrition support *
rograms

-{:ducatlon on hypothcr\r\nm\
and heat stress

. Walkmg groups and exer-
cise programg.designed for
oldér adults

 Promotion of positive atti-
tudes toward aging and
theelderly ~ R

o Bereavement counstling

o Senior health promotion
.volunteer programs

o Promotion of drug profile

records
Y

Pressure Education Pro-
gram . .

- "

cording to recent data from the States reviewing
changes since 1979, improvement has been noted
in several areas including teacher preparation, n-
creased instructional time, and local support.
However, only 24 States require a definite amount
of health instruction prior to graduation and none
require'-more than a total of one yedr of instruc-
tion. Comprehensive school health (sequential, K-
12 program addressing approprate health.topics)
remains uncommon (16, 17). Physical education
programs are being cut back to the point that only
ofe child 1n three participates 1n a daily program
of physical education (18). The DHHS, through
the Office of Disease Prevention and Health Pro-
motion, in cooperation with-the President’s Coun- -
cil on Physical Fitness and Sports, 1s in the process
of evaluating the physical fitness of adolescents -
ages 10 to 17.

21

Developing effective school health programs re-
quires combining comprehensive health education
with telated strategies for promoting health Health
needs to be incorporated in the’school curricula;
topics of health and behavior need to be presented
in an organized sequence throughout the school
years and should emphasize concepts such as de-
cision- makmg, resistance to pressure from peers
,and media, the control that individuals have over
thelr own health and that of their communities,
the imporgance of behavior in influencing health,
and how to be wise consumers of health care re-
sources. The realizatjon that schools are only one
component of a greater community is paramount
for success. ‘

Schools should foster a climate of discipline and
support for healthy behavior, including fitness,
and health education. School programs should of-

“panding, evaluating, and improving school health

. and the Teenage Health Education Modules Pro-

-

Al

fer regular physical education activities that em-
phasize the relationship of fitness to health. A
physical education program should include eval-
uation so that it can be determined if children are
advancing according to national norms for fitness.
~The Department of Health and Humap Services
has launched a series ‘of activities aimtd at ex-

education programs. The Center for Health Pro-
motion and Education, the National Institute on
Alcohol Abuse and Alcoholism, and the National
Institute on Drug Abuse are among the Federal
agencies‘producing and'testing materials and model
curricula for use by schools. One significant DHHS
effort has been the development and diffusion of.
‘the Primary Grade School Health Project, the pri-
vately based School Health Curriculum (SHCP),




schools in 34 States, ¢ xp.mbwn is anticipated n practices through the schools. A program to eval- their employees and to reduce health risks. A re- ¢ N

1982. Funding, technical assistance and other forms wdate drug abuse prevention programs in schouls, cently completed survey of businesses and indus-
of support have come from the Center for Health sponsored by the National Institute on Drug Abuse triey with over 100 employces sponsored by the

- Promotion and Education, the Department ot Ed- 1in DHHS, aisv will provide schouls and p.mmb Nationdl Heart, Lung aird Blood Institute found
weatton, and many different private organizations, with useful informationwn school health progiams.  that nine percent of the employers offered smok-
“The American Lung Association, and the Na- focusing on drug abuse, ing cessation programs to their employees, 11 per-
tional Center for Health Education have been cs- The Centes for Health Promotion and Educa- cent offered weight reduction or nutrition pro-
s peudly prominent in this work, tion also has undertahen rescarch on programs to grams, 14 percent offered stress management or
The Office of Maternad and Child Health, now help parents act as the primary sex educators of relaxation programs, 21 pereent uffered alcohol-
part ot the Health Resourees and Serviees Admin their children, and has developed school carricula 1sm treatment programs, 24 percent offered hy
istration, comened o conference in March 1982 based un the research, One diocese of the Catholie pertension control programs, and 31 percent of-

to focus attention on the.new and emerging health Church has implemented o demonstration pro- fered exercise programs. |
sssues for chddren of school age and reeom gram and other diocese have eapressed interest in Support for worksite hedlth promotion pro-
mended strategies for effective action. The con- adopting the approach. grams is being provided by DHHS agencies such
ference included representatives from a broad range R as,_the Office of Discase Prevention and Healith N\

jeet. Financed by the Center for Health, Promo
tion and Education, «t the Centers for Discase
Control, these projects wim to increase and im
prove the teaching of hedith education o the

_schools. Classroom use of the two curnicula cov-

ening hindergarten, through grade 7 doubled be-
tween 1980 and 1981, The projects are credited
with n,.mhm;_. more than 300,000 students in 2,000

of agencies and organizations from both the public
and private sectors, Guidance materials for State
health agencies, based on the conference pro-
ceedings and recommendations. will be published
and disseminated.

Useful resourees for schools interested in de-
weloping health education programs have been

_wmpleted recently under sponsorship of the Cen-

ter for Health Promotion and Education. A com-
pendium of more than 100 model school health
edtication curniewla in use nationwide and Vol-
untary Health Agency Cducation Materials Chart

Jor Grades K-12 provide useful guidance for school

districts and teachers,
The Department of Hedlth and Human Sery-
iees, throyghats Center for Health Promotion and
[} . '

A1

& k3
Educ.tion and Office of Disease Prevention and
Health Promotion, is working with the™Depart-
ment of Education on « major ¢valuation effort,

This project will compare the cost-effectiveness of
four alternative school health educqtion ap-_

proaches. The project I expected to provide val-
utble mformation to schoul personnel and parents
dbouat helping children to develop positive health

Worksite Settings
N - 9

The worksite is another important setting for health
promotion cfforts. Many working adults are at
high nisk of illness or disease that is related to
Ifestyle. Health prome* o n programs at the work-
site van help mak . aealihy behavior part of the
dawly routine for working aduits, They offer the
oppurtunity for group support, followup proce-
dures, and contact with and suppoit from the fum-
ilics of working aduits,

Approximately 100 million pergon years are de;
voted to our national, work force this year, but
about five million potential years of life will be
fust because of preventable tliness and injury.

~

m
Vs
Employers assume a large share of the costs of
medical treatment—84 percent of all private in-
surance premiums. A small,.but growing, number
of businiesyes and industries are recognizing that

__health_promotion programs muy_be_among the

most effective means for containing health costs.
More and more businesses are offering programs
and services designed to promote the health of

Promotion, the National Heart, Lung, and Blood
Institute, the National Institutc on Alcohol Abuse
and Alcoholism, and the National Institute on Drug
Abusc.

A variety of private scctor organizations are

worhing closely with the Department to encour-,,

age and enhance health promotion programs at
the worksite. These efforts include staff consul-
tation on program development, creation of a con-
surtium to definé a common approuch to program
evaluation, sponsorship of demonstration pro-

grams, and joint development of guidelines for
establishing worksite programs.

In April of this year, Guidelines for Managing
Health Promotion n the Workplace was pub-
fished. It was co- sponsored by the Office of Dis-

" [y
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case Prevention and Health Promotion, within
DHHS, and the National Center for Health Ed-
ucation, with a steering committee of represent-
atives from the American Tclcphonc and Tele-
graph Company, IBM, New York Telephone,
Metropohitan Life Insurance Company, and.Ford
Motor Company. The Guadelines aclude com-
misstoned background papers by experts in 10 spe-
*eitic azeas of health promotion and an assessment
ot the cost-eftectiveness of health promotion. at
the worksite. Sixteen sample company programs
are identitied and described, including Biue Crosy
Blue Shield of 1diana, Trans World Aurlines, Inc.,
»/Umited Health Care Corporation, the American
Hospital Association, dnd Anheuser-Busch Com-
panies, Ing. -
A second conference on health promotion in
industry was sponsored by the Alcohol, Drug
Abuse. and Mental Health Admimstration in June
ot 1981. This conference brought together more
than 200 leaders from health promotion, labor,
management, research and academic communi-
ties, and national, State, and local prevention pro-
grams to assess existing alcohol, drug abuse /and
mental health pregrams at the worksite as a basis
for developing new ones.
- The National* Institute of Occupational Safety
and -Health (NIOSH), in CDC, has initiated a
number of activities that will enhance worker health
by reducing hazards n the workplace. The pro-
grams are designed to heighten employer and
worker awareness of hcalth hazards posed by job
conditions and 1mprove worker comphance with
work practices intended to reduce these nsks.
NIOSH 1s also working on adapting stress reduc-
tion techniques to work based training programs
and mmproving job task, work station and engi-
neering control design to reduce the chances for
human error. undue fatigue and injury. These and

: : 25

other efforts benefit employers by providing t them

with tested program models, step-by-step proce-

dures for putting them into place and a means for
evaluating their benefit.

The National Heart, Lung and Blood Institute
sponsored three demonstration prograrms that used
Ford Motor Company, Westinghouse, and Uni-

~ versity of Maryland employees to test the effec-

tiveness of high blood pressure treatment and con-
trol. Analysis of the cost-effectiveness of these
programs will be available in 1982. The Institute
has had an active technical assistance program for
employers and unions, with such clients as Giant
Foods, Boeing .Aircraft, Hoechst Fibers, United
Steelworkefs, Amalgamated Clothing and Textile
Workegs, and United Store Workers. The Insti-
tute also contracted with Blue Cross/Blye Shield
Associations to train marketers in Michigan and
Connecticut to work with business and union clients
in developing worksite hypertension treatment and
followup- programs. Blue Cross/Blue Shield As-
soclations have expanded the training program to

their 103 affllmtes which serve 69 million Amer- .

icans.

Health Care Settings

Information and counseling on health-related
matters have traditionally been provided in a health
care setting. Although other settings are also well-
sujted for health proniotion programs, the hos-
pital, chnic, HMO, and doctar’s office have spe-

aal credibility. The overwn.lming majority of,

Americans have some form of contact with a med-
ical care provider at least once per year. Very
young children, pregnant Women, and the elderly

tend to have more.frequent contact with medical,

*

care providers. For those who make frequent visits
" to a health &are provider, the health care Setting
has great potential for health promotion efforts
For example, three-fourths of American children
have a regular physician (19); nearly half of the
visits they make to the doctor are for routine
checkups or simple medical problems (20) . Thus,
for both the parent and the child the health care
setting has great potential for health promotion
because it is familiar and relatively free of anxiety
Likewise, for,chronically ill patients who have es-
tablished a sound relationship with medical pro-
viders, the health care setting can be used as a

place to promote healthy behavior as well as to,
treat.illness.

But the potential of this setting is still largely

untapped. Only a small percentage of pediatri- -

cians, for example, routinely recommend car re-
straints for children ("i) A 1978 survey by the
Arerican Hospital Association of the nearly 5,800
U.S. community hospitals found that 62 percent
had one or more patient education programs with
planned activities and written goals and objec-
tives. Approximately 1,900 of the hospitals had
designated a person responsible for patient edu-

cation. A 1975 survcy by the American Medical.

Association of group practices (22)-found that only
abou%lO percent of the approximately 8,500 group
practicés in the country said that they offered pa-
tient education as an’ additional service, despite
their potenaal to prevent hospitalization and un-
necgssary accidents and illness.

Atmudes are changmg, and there seems to be
increasing interest in health promotion and pa-
tient education services among health care pro-
vnders A recent pheromenon is the launching of
community health promotion programs by hos-
pitals. Ir 1979, 55 percent of the hospitals sur-
veycd by the Amenean Hospital Association in-

! 56 -
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_____dicated that they provide_some form of_health . _ _aspatientsrights,. meLmechonsem,.andﬂak_man.___uon _Qf,Amencan_Memcal Colleges, the Associ-

education for their communities.

witiun DHHS, the Center for Health Promo-
uon and Education, the Office of Disease Pre-
vention and Health Promotion, several of the Na-
tional Institutes for Health, the Burcau of
Commumty Health Services and Indian Health

Service, and the Burcau of Health Professions are

among the Federal agencies that have been work-
ing to develop patient education materials, pro-
grams, and curnicula. Their aim 15 to encourage
intiation of health promotivn programs i State
and local public hedlth apenaes, health mainte-
nance vrgamZations, commumty and migrgnt health
centers and family “planning projects, and- other.-
ambulatory health centers, hospitals, and private
physicians’ offices.

During the past seven years, the Center for
Health Promotion and Education at the Centers
fur Discase Control has helped estabhish a private
sector base for inpatient and outpatient education
and health promotion through contracts to the
American Hospital Association. This project has
focused on documenting information about gen-
eral patient education activitics and community,
health education programs offercd in vutpatient
setungs, the American Hospital Association’s
Center tor Health Promotion has involved the staff
and constituencies of more than 60 health organ-
izations in the process. These Qrgamizations -,
clude health professional orgamzations, voluntary
health associations, American Hospital Assucia-
tion societies and constituency centers, and trade
organizations representing different health care
setings. Together, these orgamzations have ad-
dressed the management.variables that affect the
implementation of health education programs, such
as. the importance of administrative support, fi-
nancing strategics and options, legal issuey such
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agement, and consumer involvement in determin-
ing needs and developing and implementing pro-
grams.

The Health Care Financing Administration had
nine research and demonstration projects under
way in FY 1982 that focus on a variety of aspects
of preventive health services and health promo-

_tion activities especially pertinent to Medicare and

Medicaid population groups. These included, for
cxample, a project on effects of health education
and lifestyle modification on Mcdicarc utilization

in health maintenance organizations, a 5-site dem- .
. . . L4
onstration on Medicare coverage of preventive

services in urban primary care clinics, and‘a proj-
ect on the costs and effects of a variety of screening
and other services targeted to children. In addi-

. tion, planning has been completed for initiating a

major 6-yeer Medicare dcmonstratlon in clinical
and health education/promotion services with spe-
cific emphasis on such services as counseling for
risk  factors including smoking, lack of exercise
and poor nutritional habits.

In Octuber of 1981, a symposium brought to-
gether leading medical educators to consider what
kind of pre-doctural‘education is needed to pre-
pare physicians for leadership and participation in
disease prucntiun and health promotion efforts.
Co-spunsuring the symposium were the Office of

. Discase Prevention and Health Promotion, the

Division of Medicihe of the former Health Re-
sources Administration,* and a number of med-
ical education and specialty organizations includ-
ing the American College of Preventive Medicine,
the American Medical Association, the Associa-

*On Scptember 1, 1982 the Health Resources-Administration

and the Health Services Admimstration were reorgamized into .

the new Health Resources 4nd Services Administration.

»

ation of Teachers of Rreventwe Medlcme and the
Council of Medical Specialty_Sociéties. Work-
groups were devoted to extensive dlscussmns on
questions about the physician’s role in health pro:
motion and the implications for medical educa-
tion. Proceedings of the symposium appeared in
the 1982 May-June issue of Public Health Reports,
followup activities are being planned. ’
Two pother activities aimed at the preparation
and involvement of health professionals in health
promotion were a conference on the role of the
physician in risk reduction and the development
of model nutrition curricula and teaching mate-,
rials for health proféssionals. Thé Bethesda Con-
ference on the Role of the Physician in Preventing
Cardiovascular Diseases was co-sponsored by the
American. Coliege of Cardiology, the American
Heart Association, the Nationa] Heart, Lung and
Blood Institute, and the Centers for Disease Con-
trol. Proceedings of this conference were pub;
lished in the March 1981 issue of the American
Journal of Cardiology. A working group that in-
cludes staff of the National Heart, Lung and Blood
Institute is working to implement many of the
plans made by*the conferees. To promote good
health through knowledge of nutritioh, the Food
and Drug Administration contracted with the Uni-
versity of North Carolina to develop a model course
in applied nutrition for health professional stu-
dents. These self-ifstructional programs will com-
plement the nutrition curricula developed under

_ contract with the Division of Medicine {Health

Resources Administration) for medical schools.
The Office of Disease Prevention and Health
Promotion, in cooperatign with the Office of Health
Maintenance Organizations, the Center for Health
Promotion and Education, and numerous execu-
tive directors, medlcal directors, and dlrectors of

28




health-education-and health

Id

Q

E

Aruitoxt provided by Eic:

RIC

—r—

promotion programs
in HMOQOs throaghout the country, prepared a
handbouk tu assist HMOs in providing health ed-
ucation and health promotion services. Guidelines
for Plunning Hedlth Education and Health Pro-
motion Programs in HMOs, the result of the co-
vperative Jffort, was published in carly Mardh of
this ycar and 15 being distributed throughout the
HAMO. group practice, and wllege health service
communitics. The Offiee of Discase Prevention
and Health Promotion staff worked jointly with
HMO hicalth promotion dircctors and represent-
atives of academia to produce another resourec
for those institutions
“best practice™ papers for a two-part special issue
of the Health Education Quarterly on managing
health education. programs in HMOs.

The Diabetes Control Program at the Centers
for Discase* Control has been helping its State
projuect persunned in obtaining private and public
third party rambursement for the costs of vut-
patient diabetes cducation and for followup sery-
ies. In Maine, for cxample, Blue Cross.Blue Shicld
of Maine: Medicare, and the State Modicad ageney
have agreed ty pay for approved digbetes cdu-
Catlon scrviees as o separately covered serviee.
Imitial findings suggest that the inadence of re-

hospitalization has been reduced substantially

among those diabetics who took part in this pro-
gram and that it 15 proving to be wost-cffective for
the insurcrs.

In carly January of 1982, the Food and Drug
Admimstration announced the formation of a new
Lommuttee on Patient Education. This commutte
will provide a focal point for the activities of the
Food and Drug Adminssiration (FD.A) and other
government agencics active i cducating won-
sumcts about prescription drugs. The commuttee
also will scrve to coordinate private sector activ-
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ities, The commuttee will ldLnllf)“_t.\\ wdys to
inform consumers about prescription drugs and,
other products regulated by FDA, work closely
with health professionals to provide more infor-
mdtlon to paticnts, evaluate existing and new pa-
ticnt information systems, and assess the effec-
tiveness of patient education, The committee will
provide the Secretary of DHHS with regular re-
ports and recommendations. In addition, FDA 1
couperating with the National Heart, Lung, and
Bloud Institute und others'on 4 sodium education
program, which. focuses on both consumers and
health professionals, to increase public_under-.-
standing of the Telationship between sodium and
high bloud pressure.

Community Settings

The community offers o wide range of pussible
settings for health promotion activitics. The suc-
ess of several recent community- b(md'prugmm:.
in r;duun;, putential nisk factors has provided cn®
Luur.xbmg, evidence of the value of the programs
in improving the health of large numbers of peo-
ple. A wmmunity-based program can mobilize
schouls, health care facilitics, business, mdustry.
local media and voluntary groups to achieve hedlth
prumotion goals.

Formal and informal structures withm a com-
munity often offer an environment better suited
to public education than larger mstitutions. A wade
varicty of youth-serving groups, parents groups,
sclf-help groups, treatment groups. soual advo-
cacy groups, voluntary hcalth agencies, social
seIvice urganizations, and commumty nterest
groups attest to the vitahty and usefulness of com-
munity vrganizations. Many of these groups cur-
rently sponsor, or could sponsor, significant health

promotion activities for thewr communitics or
neighborhoods.

The Stanford Heart Disease Prevention Pro-
gram is one of the landmark commumty studies.
It compared three Calhforma towns. One town
received an extensive, sustained, commumty-wide
mass media campaign to reduce risks associated

.with heart disease, the second recetved public ed-

ucation messages and i intensive programs for those
who wanted to modify habits such as smoking, the
third served as a control group. Results showed
that the, first town had a substantial decrease in

cardiovascular disease tisks, the second town also,

had a substantial decrease in cardiovascular dhs-
case risks, plus more smokers who quit during thc
program stayed abstinent. The overall results were
more. positive in the first two towns than in the
contrel community.

The-National Heart, Lung, ahd Blood lnsmytc
15 sponsoring three community- -based demonsira-
tion programs for cardiovascular risk reduction,
Each is evaluating the effectiveness of a different
cummunity intervention strategy . A new Stanford

- study. invglving five communities, 1 gathering ad-

ditional information on media strategies. The
Minnesota Heart Health Program screens individ-
ouals and refers them to rish reduction programs
in three'sets of matched commumties. two small
towns, two large communitics, and two suburban
areas. One community in each sct serves as a con-
trol. The Pawtucket Heart Health-Program in
Rhode Island is working with community organ-
1zatwons to identify individuals at nisk for cardio-
vascular discase and build a dimate of social sup-
port to reduce individual risk. There 1s one
intervention community and one control com-
mumt) These studies are expected to run for six
to nine years and will collect morbidity and mor-
tality data.

»

30

=




>

In 1982, the States will take over the primary

. funding role for State and local health education;

risk reduction programs as part of the Preventive
Health and Health Services Block Grant. The goal
of the health education-risk reduction program s
to reduce the risk of-premature death and disa-
bility from chronic diseases or health conditions
affected by smoking. alcohol use. hypertension,
obesity, lack of exercise, stress, or accidents. The
Center for Health Promotion and Education, n
cooperation with the OfficconSmokingand Health
and the National Institute on Alcohol Abuse and
Alcoholism, admimstered the program before it
was transferred to the States. In 1981. funds were
awarded for the continuation of 54 State and ter-
ritorial programs in 156 community intervention
projects. Of those, 125 projects focused on de-
terring smoking and alcohol abuse in children and
adolescents. Forty-five of these intervention proj-
ects have been identified as highly successful and
with good potential for replication. The Center
worked with the Conference of State and Terri-
torial Public Health Educators to convene-a na-
tional health education/risk reduction conference
in the. Fall of 1981. Nearly 300 persons from 50
States and territories attended. Following up on
the conference. the Center is preparing the pro-
ceedings and offering help to States that want to
conduct risk factor prevalence surveys. The Cen-
ter continues to assist State and local agencies to
build their capacity to initiate, evaluate, strengthen,
and deliver health promotion programs.

For the past three years, Title V. Maternal and
Child Health funds-for special projects of regional
and national significance have supported several
demonstration projects targeted on prevention of
accidents and injury control during childhood.
These projects emphasize community-based. ep-
idemiological approaches to accident prevention
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and injury control. A broad spectrum of agencies,
organizations, and individuals are involved in these
activities. Information and results will be useq as
the basis of efforts to-improve parent counseling
programs on childhood accident.and injury con-
trol. -

The Health Care Financing Administration has
continued to monitor and provide technical as-
sistance to States in implementing the Early and
Periodic Screening. Diagnosis and TreAtment pro-
gram (EPSDT)-targetéd to Medicaid-eligible chil-
dren under age 21. This program links a number
of preventive health concepts, including periodic

screening, into a comprehensive services program.

It is unique in Medicaid in its emphasis on active
outreach to assure appropriate services to vulner-
able children. "

The Office of Disease Rrevention and Health
Promotion has completed a program of technical
assistance to 22 communities that have developed,
implemented. or substantially expanded health
promotion programs. Articles based on knowl-
edge gained from these programs were prepared
for publication in appropriate journals, and spe-
cific technical assistance papers were written.on
such subjects as the use of media in community
programs. A program deveiopment guidebook is
being prepared in answer to requests from com-
munity groups interested in health promotion pro-
grams.

The 1982 fiscal year marks the beginning of a
cooperative agreement between the Office of Dis-
case Prevention and Health Promotion and four
of the Nation's leading non-profit organizations
in the development of a National” Health Pro-
motion Training Network. Cooperating agencies
are those with large networks of community vol-
unteers. The National Coalition of Hispanic Men-
tal Health and Human Services Organizations, the

National Urban League, the National Board of
YMCAs, and the American National Red Cross
will work together to develop methods for training
agency staffs to conduct sound health promotion
programs. Eventually, training “‘packages” will be
developed which agency staffs will share. These
“packages” will provide specific information on
the skills necessary to adopt healthy habits.

The Department has initiated several major me-
dia campaigns to reach targeted groups through
radio, television, and print:sources. These cam-
paigns provide material for community coalitions
that are unequipped to develop their own media
packages, and to complement more intensive:pro-
grams offered in other settings. The “Health-
Style” campaign was carried out nationwide by
the Office of Discase Prevention and Health Pro-
motion to educate the general public about health
risks.- The campaign was organized around a
“HealthStyle” quiz that helps individuals assess
which of six arcas—smoking, nutrition, exercise,
stress management, alcohol and drug use, and

“safety—holds the most risk for them. Television,
radio, and print public service announcements in
English and Spanish were distributed nationwide
to advertise the quiz. In nine test cities across the
country, local coalitions of interested agencies set
up community information networks and other
events to help people reach local sources of help.

Other significant media campaigns have been
sponsored by the Office on Smoking and Health,
the National Institute on Alcohol Abuse and Al-
coholism, the National Heart, Lung and Blood
Institute, the Office of Family Planning, and the
Food and Drug Administration, The Food and
Drug Administration’s National Center for Drugs
and Biologics, for example, has begun a campaign
to educate consumers about the safe and effcct‘ivc

s
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usc of prescription drugs. The %::lmp.lign uses the
“over-medicated society™ as its theme.

In January 1982 the National Institute on Al-
cohol Abuse and Alcoholism launched a major
public education program aimed at, women and
youth Television. radio and print materials on
three topics were distributed to State agencies for
dissemination to broadeast outlets. In addition,
State and local agencies and voluntary groups are
sponsoring a variety of related health promotion
activities to reinforce the media messages.

The Office of Family Planning has developed
four public service announcements that motivate
adolescents to think and act responsibly about sex
and that promote communication between parents
and children about human growth and develop-
ment. reproduction. and responsible decision™
making The National Heart, Lung and Blood In-
stitute developed an innovative television pro-
gram format to give in-depth treatment to the topic
of high blood pressure. Called the “TV Module,”
the program is composed of a script and filmed
segments for a half-hour television special. The
program can be adapted for use in local com-
munities around the country. Local authorities are
identified, and technical assistance is provided to
enable non-network stations to carry the program
with a relatively small investment. This program
was tested in five cities and is now in demand by
television stations ground the country. The De-
partmcnt is consndcnng other campalgns that might
assist in putting forward boldly and prominently
the DHHS goals and themes in particular program
areas. i

”
3

Specific Populations

Although many American adults 20-64 years of
age are,cngaging 1n positive health practices, pop-
ulation subgroups have markedly different habats.
For example, although about 40 percent of adults
with 13 years or more of education had at least
four of five good health practices, only 30.percent
of those with less than 12 years of education had
as many (23). The burden of disease falls more
heavily on less educated groups. In addition, some
subgroups such as the elderly haye been over-

prevention policy. The recuinmendatipns of these
workshops are included in a summary report of
the proceedings which was released in 1981. To
follow up on the recommendations of the group
representing elderly persons, and.in preparation
for the White House Conference on.Aging, two

nationally known experts prepared an extenshe

ackground paper on health education and aging.

Acting on the recommendations of the Amer-
ican Indian group represented at the workshops.
the Office of Disease Prevention and Health Pro-

motion has met with specific tribes and urban In- -

looked 1n health promotion programming because
of a belief that they would not benefit. Several
outstanding programs are proving the error ot this
notion.

+ The natwmnal health promotion framework has
therefore cross-cut the key settings for health pro-
motion activities to give special attention to spe-
afic groups whose cultural and social practices
may require special approaches, whose hifestyles
may put them at hgher nsk, or who might be
overlooked by health promotion programs. These
specific population groups include ethnic and ra-
clal minonties, those with low income and low
education, and older adults. It 1s recognized that
even within these subgroups are populations di-
verse 1n culture, language, health status, and needs.

Many of the actvities prescribed on the pre-
ceding pages, such as the National Health Pro-
motion Tranng Network, are targeted to specific
population groups. Briefly described below are
some additional programs that focus on the needs
of specific populations.

The Office of Disease Prevention and Health
Promotion has held a series of five one-day work-
shops for special population groups in the devel-
opment of national health promotion and disease

&

dian groups to discuss ‘their health promotion
prioritics. Four Pueblo tribes in New Mexico re-
quested technical assistance in de»eloplng a health
promotion demonstration program mcludmg,
physical fitness/exercise. weight control and nu-
trition, smoking cessation, and high blood pres-
sure control. To secure management expertise and
other resources for this and similar projects, pri-
vate funding and technical assistance sources have
been sought. In addition, the Indian Health Serv-
ices Nutrition and Dietetics Training Center has
developed matcrnal and child health modules for
use by tribal personnel employed in nutrition pro-
grams, and has field tested obesity modules in 12

sites.

As a companion to Promoting Health/Prevent-
ing Disease. Objectives for the Nation, the Bareau
of Community Health Services within the Health
Services Administration developed and distrib-
uted a guide to help personnel in primary care
genters, including those designed to serve migrant
workers, evaluate and upgrade their health pro-
motion programs. Thé guide provides ideas and
resources for new approaches to health promotion
services for rural and ethnic minority low-income

‘clients.

11
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The “"Healthy Mothers/Healthy Babies™ public
information program aims to provide information
on healthy behavior for low-income pregnant
women and women planning pregnancies. The
Public Health Service is cooperating in this effort
with approximately 40 agencies such as the March
of Dimes Birth Defects Foundation, the American
Aundum) y of Pediatrics, the American Nurses As-
sociation, the American College of Obstetricians
and Gynecologists, National PTA. and the U.S.
Department of Agriculture. Posters, information
cards, and radio public service announcements have

been designed in Spanish and English with mes-,

sages on nutrition, smoking, alcohol use. medical
care during pregnancy. and other topics of interest
to women. The organizations in the coalition have
imitiated other activitics as well—a newsletter to
eachange information and a directory of educa-
tional materials on prenatal and infant care.

In October of 1982, the Secretary of the De-
partment Of Health and Human Services an-
nounced .4 major initiative to mobilize public and
private action against the problem of alcohol abuse
by young Americans. About three million young
Americans aged 14-17 years old have problems
with the use of alcohol. Today, alcohol-related
vehicle accidents arg the leading cause of death
among young drivers aged 16.to 24. The initiative
will include model dissemination programs. joint
imtiatives with the private sector, and interagency
cooperative efforts.

The Center for Health Promotion and Educa-
tion has initiated two demonstrations to test the
use of health risk appraisals with low-income Black
and Hispanic populations. To date, health risk
appraisal has been used primarily by white middle-
class populations, it shows promisc as a way to
motivate people to take positive health actions.

ERIC .
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Several projects have shown the potential of

health promotion for older Americans. The Cen-
_ ter for Health Promotion and Education has com-

pleted a special nutrition pl’OJCCl for the clderly
that developed and evaluated a pecr counseling
approach. The evaluation alone enligted 283 sen-
ior citizens. in urban, rural, and suburban com-
munitics. The results showed significant improve-
Twtems-in-nutrition knowledge and behavior. The
first National Conference on Fitnicss and-Aging
was held in September of 1981, co-sponsored by
the President’s Council on: Physic:il Fitness and
Sports and General Foods Corpomuon in coop-
cration with 32 national agencies and organiza-
tions working with the elderly. More than 600
professionals and’ laypersons attending the con-
ference heard rescarch findings on the positive
cffects of exercise and witnessed demonstrations
by authorities on ‘exercise, nutrition, recreation,
rehabilitation, and sports medicine.

“The Administration on Aging has sponsored at
least two health promotion projects. One pro-
duced a training package, including films to stim-
ulate discussion and a materials development gdide,
to teach health care providers special techniques
for use with clderly patients. The other involves
a cooperative agreement with the University of
Washington to develop and disseminate a guide

_ for health promotion programming for older adults

The first stage of training, for professionals and
representatives of voluntary organizations work-
ing with the clderly, took place in spring of 1982
The trainers who took part will train othersin their
constituencies. In addition, the National Institute
on Drug Abuse (NIDA) is working with the
American Association of Retired Persons and the
National Retired Teachers Association in the dis-
semination of Elder-Ed, a program developed by

%

NIDA to assist the elderly in managing their med-
ications. -

r

Health Promotion Objectives

There are a number of important activities that
support and contribute to the Department’s Na-
tional Health Promotion Program. They provide
the gwdance as well as the scientific and technical
basis-for-the-specific_activities cited above. Chief

among them 1s the work being done to-realize-the _

goals outlined in Promoting Healthi Preventing
Disease: Objectives for the Nation.
The Federal Government is responsible for di-

recting the Natiop's activities toward attainment,

of these objectives, but'the effort must be collec-
tive, and 1t must have local roots. If the goals are
to be reached, individuals, organizations, dnd gov-
ernments at all levels must work together.

The Public Health Service has just completed
plans for the Federal contribution to attainment
of the national objectives. Fifteen areas (see
Chapter 4) have been identified in which health
promotion and disease prevention measures might
be expected to achieve further gains. A plan has
been developed for each. The plans, which are to
serve as working documents with the expectation
that they will evolve over time, include: (a) a brief
summary of the health problem the plan ad-
dresses; (b) a statement of the primary objectives
of the .Federal effort; (c) a description of the role
of the Federal Government in prevention efforts
and a dcscrlptlon of ways in which State, local, .
and private sector actvities can complement Fed-

eral efforts; (d) a summary of existing and pro:

posed Federal activities; and (e) a list of coop-
erating agencies within DHHS and other Federal
and non-Federal agencies cooperating in the pre-
vention effort,

36
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Sound data systems are required to measure our
progress toward attainment of the national ObjCC-
tives Indeed. data are central to effective cfforts
in health promotion, health protection or the de-
livery of personal preventive health services, both
for the development of program targets and for
program fuonitoring. The Public Health Service
i in the process of determining the data systems
required to track progress in eaclr of the fifteen
areas for which implementation plans have been
developed Once the data requirements are iden-
tified. existing data sources and information gaps
will be defined Regional, State and private sector
data generating mechanisms will be included in

the coordinated data system dey cloped to monitor

* the status of the national objectives,

ERIC

Aruitoxt provided by Eic:

The.Ceriters for Diseasc Control is working with
the Sjﬂg} to help them identify State-based pre
vention objcetives ‘that are_ compatible with na-
tional objectives To this end. CDC is Adlping the
States develop the analytical methods necespary
to linkyhe national objectives to State health plans
and State health department programs When State-
specific objectives have been identified, interven-
tion strategics tailored to State health prioritics
will be developed CDC has developed model
standards for community level preventive health
scrvices .and iy workipg with several States to im-
plement and & aluate the model standards.

Prevention Related Research

Prevention and headth p/wmunun programs can
unly be as strong as thysescarch base upon which
they are founded. Tp rcforc itis partnculdrly im-
purtant to strengthen this scientific and technical
base To move ahead, comprehensive knowledge
of the relationship of the environment, personal
behavior, individual biological makeup, and the

, 37

health care system to overall health status is necded.

The National Institutes of Health (NIH) has
long been involved in rescarch fundamental to
gains in prevention. NI administers a compre-
hensive rescarch program that seeks to under-
stand the ndture of discase. The product of this
rescarch is essential knowledge about life, disease
and malfunction. The ult}'matc aim is to prevent

discasc and prenature desth=qud to assure cach

person the maximum opportunity for a pruduﬁ%c .
st

tifc free frum disability. At the Secretary’s red
for NIH to strengthen its focus on prevention re-
scarch, a spedial office for prevention has been
cstablished at the Director's luul and 4 compre-
hensive inventory and plan are being developed,
Many agencies beyond NIH are involved in pre-
vention-related research. Modern prevention ge-
scareh has become more comples as the trends in
iliness in the United States have changed. Today,
the identification of cffective motivational strat-
cgics to Tostur measutes sonducive to health pose
new challenges for researchers. ™ <
As a tesult, televant research efforts have also
been initiated by the Aleohol, Drug Abuse, and
Mental Health Administration (ADAMHA), the
Centers for Discase Control (CDC), the Health
Resources and Services Administration, the Food
and Drug Administrgtion (FDA) and the National
Center for Health Services Rescarch (NCHSR).
Health services research, for example, helps to
translate the’knowledge gained through basic re-
search into effective programs that control or-pre-
vent discase and minimize disability. The research
program at the NCHSR provides information on
the effectiveness of the techniques and strategies
used to promote health and technigues involved
in the prumotioh of health and the prevention of
discase. This information is essential to deusion-
makers at all levels of the health care delivery

.—\

system, NC[ISR'bUppOf[Ld rescarch alsp helps to
develop more accurate measures of health status,
to identify factars that influenee dehvery of pre-
ventive services, and to identify factors which af-
fect personal health practices and patient adher-
ence to medical recommendations. ,
ok ok
amg -

In sum, the range of DHHS activities in health,
promotion is indeed broad, and it is growing—as
evidenced by the vgst activitics reviewed in Pre-
vention ‘82, But the multi-faceted National Health
Promotion Program which has been launched by
DHHS is dependent for its success on the full
participation of the country’s many private and

. voluntary organizations. Indications to date sug-

gest that a strong public-private partnership is
emerging which wall do much to enhance the health
of Americans.

The remainder of Prevengton '82 is designed to
highlight the leading accomplishments in preven-
tion, measure the Nation's progress toward its pre-

—— e . . .
vention ohjwi,ramd summarize the Federal

contributions to achicvement.of the objectives.

Chapter Two assesses our progressin cnhanc
health by reporting trends in health status lndl-
cators for five age groups. infants, children, ad-
olescents and young adults, adults, and older adults.
Chapter Three chronicles the efforts of the De-
partment of Health and Human Services in the
broad range of prevention prigrity areas. Chaptér
Four provides a complete inventory of prevention
activities, accurding to prevention program cate-
gories, within the Department of Hedlth and.Hu-
man Services.

Taken as a whole, the efforts dt.scnb(.d 1
chapters Tepresent substantial growth towdrd the
measures needed to meet the health improvement
goals of our National Health Prggwtlon Program.
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Chapter 2: ‘ Progress in disease prevention must be measured

in terms of the reductions of preventable health -

problems—the absence of illnesses, injurics and
Health Status deaths that, based on previous experience, might
otherwise have bccg cxpected to occur. This chap-
. ter of Prevention, 82 displays in chart form various
Trends aspects of health-related trends, both for the pop-

ulation as a whole and the five age categories:

infants (under 1 year), children (1 to 14 years),

young adults (15 to 24 years), adults (25 to 64 _

years), and older adults (65 years and older). The

_ health trends depicted in these charts highlight the

. major causes of disease and death for each age

group.
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Overall Trends Note the differences in trends in age-adjusted

N death rates from selected causes for the period

& ; In 1978 the National age-adjusted! death-rate de- 1900 to 1978 (Figure 2). Death rates from heart

) clined to 606 per 100,000 people,&he lowest level . disease lnc;eas?d between the year 1900 and about

. ever recorded in the United States and a 66 per- 1950, then declined at an accelerating pace. Death

- cent reduction from the 1900 rate (Figure 1).2 This rates from Cancer, on the other hand, increased

- . . dramatic reduction demonstrates the Nation’ssuc-  apidly during the first half of the century, and
_cess in preventing and treating acute infections  continued fo increase, though more-siowly, through

. and diseases. Influenza and pneumonia death rates,  1978. Death rates from-stioke have decreased

[ for example, Tell from 210 fo 15 per 100,000 pop- steadily since 1900 The most dramatic decreases
ulatidn, a decline of 93 .percent. On the other were for the-infectious diseases such as influenza

hand, death rates for many chronic discases have ~ 2nd pneumona, for which reductions of 80 per-
increased. Cancer rates have risen since.the turn cent were achieved between 1925 and 1950.

=

. of the century frorh 81 to 134 per 100,000; heart The co_ntra'st between fafling influenza and

. N disease death rates have increased from 167 to208 ~ pneumonia death rates on the one hand., and rising
per 100,000 . cancer death rates on the other, provides-a dra-

Interestingly, the rate of death from stroke de- matic example of trends with complex roots. Mul-

clined from 134 to 45 per 100,000 popu’lation, and tiple factors are clearly invplvcd: life-saving im-
the death rate from accidénts declined from 76 to ~ Provements in the prevention and treatment of
. 44 per 100,000. The decline in the age-adjusted infectious diseases; changing lifestyles, both det-
. _stroke death rate was consistent with the overall  fiment! and favorable to health; a changing en-
death rates, so that in 1978 it accounted for ap-  Vironment; and, not the least important, the im-
proximately the same proportion of deaths as in proved standard of living that has alleviated
1900. Successful efforts to reduce the number of c.ondltlf)ns contributing to_susceptibility to infec-
. deaths from both heait disease and stroke have  tious diseases. 7
more recently effected substantial decreases’in the

death-rate-from-these-diseasess

! Age-adjusted death rates show what the level of mortality
would be if there were no changes in the age composition of
the population from year-to ycar and-arc ‘thercfore better
indicators than unadjusted rates of changes over time in the
risk of dying. All rates mentioned in this report are age-
adjusted.

2 Data for 1900 arc for the 10 dcath-rcgis}ration States and ' '
the Distriet of Columbia. This arca accounted for only 26
percent of the population of the Continental United States.

) 16 ‘ 4
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7gure 1. Leading Causes of Death in 1900 and Levels for 1978 )

1900 (Total: 1779/100,000) 1978 (Totak 606/100,000)

All other —775 (44%) ‘

Suicide ——11 (1%)

Diabetes —13 (1%)
_ Cancer —B81.6%)———

Accidents —76 (4%)
Stroke— 134 (8%)- \
Heart disease 167 (9%) /

. Tuberculosis
All other ——136 (22.4%) 1(0.2%)
Sulcide 12 (2%)

Diabetes ——10 (1.7%)

Cancer 134 (22.1%)

Accidents — 44 (7.3%)

‘ Stroke 45 (7.5%)
Diarrhea-and Influenza
n
related diseases Heart disease ———208 (34.3%) and
. pneumonia

Tuberculosis——199 (11%)

Influenza
and —210 (12%)
pneumonia

Overail age-adjusted death rate per 100,000 for the leading causes of death in 1900 compared with 1978. Age adjusted to
the 1940 U.S. Popuiation, numbers in paientheses ,ndicate percentages of total age-adjusted death rate.

—————Sourcer-Nationat-Center-for-Health-Statistics -
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Figura 2. Trends in Age-Adjusted Death Ratés From Selscted Causes: Selectad Years, 19001978

Rate per 100,000 population -
400 ~ s Lo . i
. o : - . . 4.,
300 |- . L —
. . e -0 Heart
200 PRawe o e - . 3
00 2(" - ; Lo . disease
— r . NN . 5 I . ‘ :
s o \\\ o Cancer
E — Y
50 v Stroke
40 - .
. : N g
- b S venicle
-l------iin‘"'-i.-n..,',;.--e-- . "/:::Ici(ti:nts
L . T " . y - otner
20 . ..tf--!“"' , N accidents
Influenza

+\ and pneumonia
Cirrhosis of liver

Suicide
Homicide
1 - f 7o, i _ 4 i | |
1900 1925 - 1950 1960 1970-—|--1978———— T
: . 1975

’
Note: Discontinuities in trends for selected years may reflect perlodic changes in the International Classification of
Diseases. Age adjusted to the 1940 U.S. Population.

Source: National Center for Health Statistics X
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Healthier Infants

Continuing a long-term downward trend, in 1978 '

the rate of infant deaths reached the lowest level
ever recorded in the United States—fewer than
14 for each 1,000 live births. Since 1950, the over-
all rate for infants has fallen by about one half,
reflecting reductions in most causes of infant deaths.
Infant mortality rates from influenza and pneu-
monia dropped dramatically from 237 to 46 for
each 100,000 live births between 1950 and 1978,
a decline of 81 percent (Figure 3). In 1978, about
48 percent of the deaths were caused by imma-
turity and birth-associated conditions. These con-
ditions included4espiratory distress syndrome.
hyaline membrane disease, unspecified asphyxia
of the newborn, birth injury without mention of
cause, and other complications of pregnancy and
childbirth. The 1978 figures fepresent a decline in
the proportion of deaths from these causes from
about 59 percent of all infant deaths in 1950;-and
is consistent with a drop of nearly 53 percent in
the overall infant mortality rate (Figure 3).
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Figure 3. Major Causes of Infant Deaths: 1950 and 1978
Age Group - Less Than 1 Year

. -

Infant mortality rate per 100,000 live births a

v N i

Congenital anomalies

2 sore{ [ =+ o

2 396.0

-

Percent Distribution of Infant Death
by cause: 1950 ang-1978

w

3 1978 . 1950
Certaincauses .. 47.9 ) 58.7
Congenital '
Anomalies .... 18.3 13.6
Influenza and .
4 Pneumonia ... 3.3 8
Accidents ...... 2.7 35
4 Septicemia...... 2.4 0.2
Total Infant Mortalit)ll Rate
) 1978 ....... 1378.4
1950 ....... 2921.2
5 R
¥ ' *—A'#wwp
a . )
T T T 1 T =
0 250 500 ' 750 1000 1250 1500 ¢ 1750
(a) Not ranked in first 10 leading causes of death.
Source: National Center for Health Statistics
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Figure 4. Percentage of Infants of Low Birth Weight, By Race: 1950-1978 The proportion of low birth weight infants—
those newborn infants weighing 2,500 grams (5
pounds 8 ounces) or less—is an objective, easily
- : measured, probably best correlated with deaths
\\ from immaturity and other birth-associated con-
" . . ditions. Trends in percentages of infants of low
> - == Black- - birth weight peaked in 1965 and 1966 and have ,
Iﬁgll?ctiii‘:g; s declined graduallysirice then (Figure 4). Although
since 1966 smaller proportions of both white and
non-white newborns have\fallen in this range, large
disparities in percentages ®f low birth weight in-
fants persist among the races, underscoring the
~ special importance of addressing this problem
l'{f among black women of childbea{lgg age. A num-

R

Percentage
15 (-

. . \ . . ber of maternal factors are associated with low
‘ T —— e \ birth weight, including lack of prenatal care, poor
. White nutrition, smoking, alcohol and drug use, age, race,
. . S , . and social and economic background.

T The category of congenital defects was
ing single identifiable cause of infant deaths in
1950 and in 1978. This group of birth defects xom-
prises those caused by developmental or genatic
problems rather than injuries in utero or durin

M.__qbirthvIhe—infant—mortality—rat&forcongcnital'ang\“?‘__‘

. . omalies fell somewhat from 1950 to 1978 and re-

0 . 1 | mained relatively stable from 1970 to 1978 (Figure .

1950 . 1960 1970 1978 3). Only recently has it become possible to track \\

the incidence of birth defects with the benefit of
a national birth defects detection and reporting

(/—/\' , system.

Source: National Center for Health Statistics
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- ‘ [t is estimated that between 1970 and 1980 the Figure 5. Trends in Reported Incidence Rates of Ten Selected Birth Defects: 1970-1980 . )
total number of birth defects reported for the ten R

. . ate per 1,000 births
most common types showed a small decline (Fig- 10 .
ure 3). For some birth defects. spina bifida without = . .
anencephaly, for example. there was a small de- = ) . ° Total for ten
cline during the 1970s; while for others. such as Jg_ : . . smre soleCted birth
hypospadias, there was a small increase. That in- - . ‘ - defects®
fant mortality rates from birth defects have fallen -~ 5 |- ! . R '
over this same period. while the incidence of birth s . R )
’ defects has not, reflects advances in nconatology, ) ) b
*  delivery techniques. urgent care of newborns, ahd 3l ! .
. special surgical methods. o N - Hypospadias
Prevention activities directed toward rcducfﬁg, — . g
birth defects include: immunization against ru- 2 '
bella (German measles) to prevent occurrence of .
the discase during early pregnancy; genetic coun- /" ‘
. scling for parents at high risk of having infants ° : .
) " with birth defects; public education campaigns to i L . )

emphasize hazards to. the fetus presented by al-
cohol, drugs. and tobacco; and special attention
given to identification of toxic exposures_that might.
injure the developing fetus.

e Down's syndrome

Spina bifida

- without
- , ' ; anencephaly
04 : T . : ‘
03} - , ‘ '
v .
02 | '
o 0.1 1 Lo 1 1 1 -1 1 4 -
T 1970 1971 1972 1973 1974 1975 1976 1977 1978 1980
(a) “Selected defects” are the following ten defects, which-were selected from among those tracked by the Center for
Disease Control Birth Defects Monitoring Program. anencephaly, spina bifida without anencaphaly, hydrocephalus without
spina bifida, cleft palate without cleft lip, total cleft lip, tracheoesophageal fistula, rectal atresia and stenosis,
hypospadias, reduction deformity, and Downs syndrome. lndnvidual births are counted more than once if more than
one defect is reported.
. Source: Centers for Disease Control. 21
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Figure 6.

Major Causes of Childhood Deaths: 1950 and 1978

Age group 1-14 years

Rank

3 1978

4 1950

4 1978

a

5 ' 1978

2 1950

Accidents

-

- Rate per 100,000 population

-

27.6

Percent Distribution of-

Childhood Deaths by Cause: 1950 and 1978

ital anomalies . 1978 1950
3.5 N Accidents ........ 471 31.5
. Cancer........... 10.3 9.6
54 _Congenital
' Anomalies...... 8.2 6.2
. Homicide. ...... .- 37 0.6
Homicide - Influenza )
1.6 « and Pneurnonia. ... 33 9.9
Total Childhood Mortality Rate
N 1978 . ... 429
1950....87.7
&
luenza and pneumonia
14 ‘
8.7 ‘
] k! L 1 | 1 1
0 5 10 15 20 25 30

{a) Not ranked in first 10 leading causes of death.

Source; National Center for Health Statistics
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Healthier Childreén

From 1950 to 1978 the death rate for children aged
1 to 14 fell from 88 to 43-per 100,000 population,
a reduction of more than 50 percent. The change
in rates for particular causes of death has varied
widely in both magnitude and direction since 1950
(Figure 6). )

Accidents, still the single largest cause of death -

among children 1 to 14, declined 29 percent—from
28 to 20 per 100,000—between 1950 and 1978.
Motor vehicle accidents accounted for about half
the accidental deaths in this age group in 1978;
although there were fewer such deaths from 1973
to 1975, following the gasoline shortage and adop-
tion of the 55-mile-per-hour speed limit, more re-
cent trends for this cause have not been favorable
(Figure 7).
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Other major causes of accidental deaths which
have dropped since 1950 are burns. falls, and poi-
sonings. Tpc death rate for drownings has re-
mained comparatively constant (Figure 7). Al-
cohol 15 a significant factor in many of these
accidental deaths. cigarette smoking 1s a factor in
many fire-related deaths. and a substantial pro-
portion of drowmings ovccur in unattended bodies
of water A major challenge for the 1986s wall be
to find cftective measures for reducing motor ve-
hicle fatahties for children while continuing our
efforts to control the other causes of acadental
deaths

Since 1950 impressive reductions in death rates
among children have also occurred for influenza
end pneumonia and tor cancer (Figure 6) The
influenza and pneumonia death rate fell by 84
percent for children, a particularly pronounced
drop for this age group, although the decline oc-
curred among all groups under age 65 Improve-
ments 1 aceess to health care and in living con-
ditions for low-income and minority groups have
been important contributors to thes reduction, along
with advances in medical treatment and in pre-
vention through immunization

Figure 7. Trends in Accidental Death Rates for Child}en, From Selected Causes:
Selected Years, 1950-1978

Rate per 100,000 population

40 ; - . .
ok 1:14yun;olq '
2ok . - T e i All accidents
v .
10 L M . Motor vehicle
= T = A : accidents
56 ' .
4N‘ g . R
T T meme Drownings
3r ; . . Bums
2k Y P
i .
H
= . -
n - —— - -
B S
0.5 - . e ‘__ ga!|s i
0.4 |- . - Poisonings
03}
02} - ‘
B ©
0.1 N . 1 SR I » )
19‘5({ 1955 1950 1965 1970 1975 1978
Note: The selected years are 1950, 1955, 1960, 1965, 1970, 1975, and 1978.
»Source: National Center for Health Statistics
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Figure 8. Trends in Reported Incidence Rates of Childhood Diseases: Selected Years, 1950-1981

Rate per 100,000 population
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Source: Center for Disease Control
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The 48 percent reduction in rates of death from
cancer among children is largely attributable to
improvements in treatment of childhood leuke-
mia, lymphoma and Hodgkin’s disease. The death
rate from leukemia has been reduced by approx-
imately one half since 1950.

Another major target of the national prevention
program is the incidence of childhood vaccine-
preventable diseases (Figure 8). The remarkable
achievements in reducing the incidence of these
diseases reflect the successes of immunization pro-
grams for children. However, occasional short-
term reversals of trends (e.g., between 1974 and
1977) underscore the need’ r pursuing vigorously

the highest possible immunizauon levels for young
children,
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Healthier Adolescents and Young
Adults

Since 1950 the overall death rate for 15 to 24-year-
olds has declined about 8 percent, while the changes
in death rates for the various causes have varied
widely (Figure 9). As with children, the single
largest cause of death 11 this age range is acci-
dents; but among adolescents and young adults,
motor vehicle accidents account for more than 70
percent of all accidental deaths. For young people,
death rates for infectious diseases, cancer, and
heart disease declined, but death rates for suicide,
homicide, and accidents all increased between 1950
and 1978.

n
o

" Rank

©

Figure 9. Major Causes of Adolescent Deaths: 1950 and 1978
Age group 15-24 years ' -

Accidents

Rate ner 100,000 population

64.5

Homicide

2

5

3 12.4 Percent Distributiorr of N

) Adolescent Deaths by Cause: 1950and1978 -
6 1978 1950
¢ Accidents ........ 54.9 42.9

Homicide......... 11.2 4.9
Suicide........... 10.6 3.5

4 Cancer........... 5.4 6.7

3 Heart Disease ..... 2.3 6.4
Total Adolescent Mortality Rate

1978 117.5
Heart disease o e aww . 1950.. 1281 ..
5 1978
4 1950 8.2 .
} i [ 1 | 1 1
0 10 20 30 40 50 60 70
Source: National Center for Health Statistics
- 25
r
29




Figure 10. Trends in Death Rates for Suicide, Homicide, and Motor Vehicle Accidents Among Adolescent

Males, By Color: Selected Years, 1950-1978
15-24 year old males - White and All Other Races *
Rate per 100,000 population N
100 ~ N
‘ Motor vehicle

. . . accidents (White)
~ ’ ” Homicide
. e i gl — v \\ (All Other Races)

b
50_:><: =T ~o
. 3 o — , \\ — Motor vehicle
0 . accidents
. (All Other Races)
30 - N ~ * ’
s CN. Ay
20 v Suicide (White)

__ Suicide
gt S mTER- (ANl Other Races)

Homicide (White)

»

.

3 . 1 | a I | i 1
1950 1955 1960 1965 ' 1970 1975 1978

Note: Discontinuities in trends for selected years may reflect periodic changes in the International Classitication of

Diseases.
Source: National Center for Health Statistics
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Death rates for motor vehicle accidents, hom-
1cide, and suicide differ by sex and race among
adolescents and young adults (Figures 10 and 11).
For white males, motor vehicle death rates have
risen since 1960, except for a small dip between
1973 and 1975 attributable to enforcement of lower
speed limits during the gasoline shortage. For other
males, the drop in motor vehicle accidents from
1973 to 1975 was more pronounced.

In 1978 motor vehicle accident deaths among
15 to 24-year-old white males outnumbered sui-
cides by four to one and hcmicides by six to one.
However, since the middle 1960s, homicide death
rates among non-white males 15 1o 24 years old
have exceeded death rates f8r motor vehicle ac-
cidents. Fortunately, the homicide death rates for
non-white young males have fallen by 28 percent
since 1970.

Homicide death rates among white males from
15 to 24 years of age have increased sharply since
1955, however, the rate in 1978 for non-whites
was about four times higher than that for whites
and was the second leading cause of death among
non-whites in this age group (compared to the
third leading cause of death for white males 15to
24 yeais of age). While the homicide death rates
among ?oung non-white males have experieniced
a recent drop, the rates for white males in this age
group have not shown a similar decline. White
males have higher rates of death for suicide than
do non-white males, and the disparity between
these rates has been increasing.
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" Among 15 to 24-year-old females, the overall
1978 death rate was only about one third that of
males. Similarly, the rate of death for motor ve-
hicle accidents for females was about a third the
rate for males, and for homicide and suicide, about
one fourth the rate for males (Figure 11).

Because many habits and lifestyle patterns ev-
ident in young adults carry over into later adult
life, and may have pronounced implications for
future health, much effort has been directed to-

ward prevention of less desirable habits and pat-

terns. Smoking, alcohol consumption, and illicit
drug use are three of the most prominent target
arcas.

Since 1978, there has been a statistically signif-
icant decline in the usage of several substances by
high school seniors. The most dramatic decrease
is in the daily use of marijuana, which has pro-
gressively decreased from 10.7 percent in 1978 to
7.0 percent in 1981. There has been no significant
change in the use of other substances, except stim-
ulants .which show a slight but statistically signif-
icant increase in daily use, from 0.7 in 1980 to 1.2
percent in 1981.
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Figure 11. Trends in Death Rates for Suicide, Homicide, and Motor Vehicle Accidents Among Adolescent
Femalés, By Color: Selected Years, 19501978 )
15-24 year old females - White and All Other Races i

Rate per 100,000 population .
100 : . &S ‘ . . \
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Source: Natlonal Center for Health Statistics v \\\
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Figure 12. Cigarette Smoking Among Teenagers, By Age and Sex: 1968, 1974, and 1979

Data on stiioking among adolescents indicate a
substantial reduction between 1974 and 1979. The

Percentage of current smokers ’ v . ' sole exception is that of 17 to 18-year-old females,
40} . ' ) for -whom the proportion currently smoking re-
15416 year old male mained the same between 1974 and 1979 (Figure .
. . a 12). The large drop in smoking for younger fe-
o 17+18 year old male males (15 to 16-year-olds) and males in both age N
B 1516 year old female groups may attest to the effectiveness’of the ed-- |
N 324 B 17-18 year old female : ucational campaign to warn youths of the dangers (
of smoking. Betwéen 1978 and 1981, there has
sl been a striking decrease in the dai]y use of ciga-
rettes among: high school seniors, going down.from
’ 27.5 percent to 20.3 percent. .
24 / ' .
208 . ~
’ <
16§ .
¥
120 N . ¢
= :
s}~ o ,
4 L__ & " : v f
| .
Source: National Clearinghouse on Smokling and Health . .
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' Cigarette smoking has also declined recently ] ] .
' among young adults 20 to 24 years old (Figure Figure 13. Cigarette Smoking Among Yoqu Adults, By Race and Sex: 1965, 1976, and 1980

13). Declines in the percent of the population cur- Percentage of persons _
rently smoking are large for each group with the 68 §— - . -t

exception of white females, for whom the 1976 . . B white male 20-24 vears old
and 1980 surveys showed little change for current - 64 §—
smokers. Changes in smoking among young adults B Biack male 20-24 years old
. are attributable not only to a decrease in the num- - B B . d
ber of individuals taking up the habit but also to 56 - Wh'_te female 20-24 years ol
an increase in the number of those giving it up. \ Black female 20-24 years old
52

>

40

0 o £ . - “ ; ;-r.:.
Current Former Current Former Current . Former
- Smoker Smoker Smoker Smoker Smoker Smoker
1965 1965 1976 1976 1980 1980

Source: National Clearinghouse on Smoking and Health
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Figure 14. M\aicr Causes of Adult Deaths: 1950 ana 1978
Age group 25.64 years

-

Rate par 100,000 population

Rank Heart disease
1 1978

1 1950 2438

2 1978
2 - 1950

Percent Distribution of
Adult Deaths by Cause:

Accidents

1950 and 1978

3 1978 1978 1950
4 1950 51.8 Heart Disease...... 30.8 35.5
cancer......coe... 28.1 19.3
Accidents.......... 8.1° 75
Stroke. .- aiiiinan, 4.6 8.3
¢ 1978 Cirrhosis ....ouuuas 39 1.8
3 1950 56.9 :
Total Aduit Mortality Rate
1978 527.6
Cirrhosis of liver 1950 687.1
5 1978 20.7
g9 1950 12.4
! T ! ! T 1
0 50 100 150 200 250

Source: National Center for Health Statistics
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Healthier Adults

Until recently, the three leading causes of death
among adults aged 25 to 64 were heart disease,
cancer, and stroke. Since 1950, death rates for
stroke and heart disease have been declining for
all ages combined, and, as of 1978, for adults there
has been a 33 percent reduction for heart disease
and a 57 percent reduction for stroke (Figure 14).
During this same period, cancer death rates in-
creased 11 percent; accidental death rates fell 17
percent; and death rates attributed to cirrhosis of
the liver increased by 67 percent. As a result,
accidents have become collectively the third lead-
ing cause of mortality for this age group. In fact,
stroke now ranks only slightly ahead of cirrhosis,
the fifth-ranking cause of death for adults.



Heart disease death rates for non-white women
are nearly twice those for white women, although
rates for both groups are declining (Figure 15).

Figure 15. Trends in Death Rates for Heart Disease and Stroke Among Adult Females, By Color: Selected
Years, 1950-1978

Among men the rates differ between races less Rate per 100,000 population 25-64 year old females - White and All Other Races
dramatically, but aggregate male death rates from 40 e . ———
heart discase are three times those for women 300 = e e —— —
(Figure 16). e T
For stroke, large differences in mortality are 200 (- -\~~~
associated with race, with non-whites having death - —— ™ o o o, Heart disease
rates up to 2.5 times those for whites. The differ- T ey o (All Other Races)
ences between death rates for men and women 100 - , — . ] '
arc small, but consistent, with women having the - ¥ =~ ~ Heart disease
- lower rates of death from stroke. i \\\ (White)
Preveation activities likely to result in further 50 . B . S~

decreases 1n heart disease and stroke incidence 40 \ : ~ %’fke R
are those related to risk factor reduction (smok- sl . - . (All Other Races)
ing, diet, physical activity, and obesity) and con- . ,
trol of high blood pressure. At the same time, 20l . : \
medical technology should continue toreduce the Stroke
mortality rates for those already affected by the (White)
disease. ok

5 -
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sl .
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1 1 1 - 1 1 i
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Note. Discontinuities in trends for selected years may reflect periodic changes in the International Classificatlon of Diseases.

Source: National Center for Health Statistics
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ngute 16. Trends in Death Rates for Heart Disease and Stroke Among Aduit Males, By Color: Selected Years, ’

. 1950-1978 . i
Rate per 100,000 populafion 25-84 .year old males - White and All Other Races
400 o= wan . . . G R SN eemm
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Note. Discontinuities in trends for selected years may reflect periodic changes in the International Classification of
Diseases. .

Source: National Center for Health Statistics

32 . 72

Aruitoxt provided by Eic:




Cancers are collectively the second leading cause
of death for adults. The 1969-1977 trends in can-
cer mortality rates and incidence at selected body
sites vary for white males and females, depending
upon the affected organ. Because of the limited
geographic coverage of the DHHS surveillance
system, national incidence rates have been esti-
mated only since 1969 for the white population
and since 1974 for blacks.

Reliable mortality data for various cancers have
been available since 1967. For whites there are
substantial increases in lung cancer mortality among
females, reflecting increased smoking by women
(Figure 18). Mortality from cancer of the cervix
declined between 1969 and 1977, while mortality
from cancer of the uterine corpus increased.

Though some gains have been made with re-
spect to treatment of certain cancers, prevention
must be a major component of any broad strategy.
Because of the long time periods over which can-
cer develops, the results of these prevention ef-
forts may not be reflected immediately in declin-
ing death or incidence rates.
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Figure 17. Age-Adjusted Cancer Death Ratog for Males, By Site and Race: Selected Years, 1967-1977
Rate per 100,000 population
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