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ENHANCE PHYSICAL EDUCATION IN SCHOOLS
The purpose of this action is to increase physical activity among young people.

BACKGROUND
•

•

•
•

Sixteen percent of young people ages 6-19 are now overweight. This is more than double the
percentage of young people who were overweight in 1980.1
Health officials recommend that children accumulate a minimum of 60 minutes of moderate
to vigorous physical activity each day. Currently, only 27% of students in grades 9-12 engage in
moderate-intensity physical activity for at least 30 minutes per day.2 The Institute of Medicine
recommends that at least thirty minutes of physical activity should be accrued at school since
children spend half their day in school.3
Although there are likely many factors contributing to the increase in overweight, one
important reason is that children are not engaging in recommended amounts of physical
activity.
Physical education requirements vary widely across states and school districts. In 2000, daily
PE for the entire school year was provided in only 8% of elementary schools, 6% of
middle/junior high schools, and 6% of senior high schools.4

BURDEN OF DISEASE ADDRESSED BY THE ACTION
•
•
•

Overweight among young people is associated with many serious health conditions, including
increased risk for type 2 diabetes, high blood pressure, high cholesterol, sleep apnea, and
orthopedic problems.5
Among overweight or obese 5- to 10-year-olds, approximately 60% have at least one
cardiovascular disease risk factor (e.g., high cholesterol or high blood pressure).6
The metabolic and physiologic changes associated with childhood obesity often persist into
adulthood. Obesity in adulthood is associated with an increased risk of disease, disability, and
death.7

EVIDENCE OF EFFECTIVENESS
•

•

•
•

The CDC-sponsored Task Force on Community Preventive Services has concluded that there is
strong evidence that school-based PE is effective in increasing levels of physical activity and
improving physical fitness.
The Task Force identified several strategies that schools have implemented to increase the
amount of time spent in moderate or vigorous physical activity. These include adding new PE
classes, lengthening existing classes, and increasing physical activity levels without necessarily
lengthening class time.
Outcomes among students included increases in aerobic capacity, small decreases in Body
Mass Index, and increased muscular strength.
In its literature review, the Task Force found no evidence that increased time spent in PE
harmed academic performance.8
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ENSURE ACCESS TO CLINICAL PREVENTIVE SERVICES
The purpose of this action is to increase access to clinical preventive services, such as
screening tests, as recommended by the U.S. Preventive Services Task Force.1
BACKGROUND
Clinical preventive services are immunizations, screening tests, counseling, and preventive
medications offered to ostensibly healthy people in clinical settings in order to prevent
disease, to promote good health, and to detect disease and treat it early before symptoms are
apparent.
Insurance Coverage for Clinical Preventive Services
• A 2001 national survey revealed significant gaps in coverage for clinical preventive
services in employer-sponsored health insurance plans. 2 While tobacco cessation
counseling is considered to be the most valuable clinical preventive service next to
childhood immunization,3 80% of employers offered no coverage for tobacco cessation
counseling and 29% did not offer coverage for childhood immunizations.
• Influenza (“flu”) vaccinations and colorectal cancer screening are also important
clinical preventive services;3 however, this survey revealed that 45% and 32% of
employers’ health insurance plans did not cover these two services.2
• Because this survey only looked at employers who offer health insurance benefits, the
findings overestimate coverage in the employed population. Only 63% of employers
nationwide offered any health benefits in 2004, a drop from 68% in 2001.4
• Insurance coverage for clinical preventive services in state Medicaid plans varies,
particularly for adults. A state-by-state analysis revealed significant variation in
coverage for influenza, pneumococcal, and other adult immunizations, with 2 states
providing no coverage at all.5
Effect of Insurance Coverage on Receipt of Preventive Services
• A recent review of the literature found a strong and statistically significant effect of
insurance coverage on receipt of preventive services by adults, such as influenza
vaccinations, blood pressure and cholesterol tests, and physical exams.6
• The same review found that expanding insurance coverage to children increases the
number of annual physician visits by roughly 1 visit per year for each child who gains
insurance coverage. This outcome is important among young children since an annual
well-child visit is recommended and is necessary to stay up-to-date on childhood
immunizations.6

Insurance Coverage Does not Guarantee that Services are Delivered
• Even if a person has health insurance and preventive services are covered benefits,
receipt of preventive services is not guaranteed. For example, only 48% of adults aged
50-64 years in health insurance plans with coverage for the influenza shot received
that vaccination in 2003, which is higher than the national rate reported by CDC
(36.4%), but still leaves half of insured adults unvaccinated.7
• A number of approaches are being used to improve delivery of preventive care and
should be expanded. Some large employers, the federal government and some states
are collecting performance data from health insurance plans, preferred provider
organizations, hospitals and physicians and recognizing and rewarding those who
demonstrate positive results for patients.7
• Two systematic reviews of published studies have identified approaches that can be
taken in healthcare settings and communities to improve use of cancer screenings and
immunizations, such as postcards reminding people they are due for screening or
immunization, expanding hours of operation, and reminders to providers when their
patients are due for services.8, 9
EVIDENCE OF EFFECTIVENESS
•

•
•
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High use rates of effective clinical preventive services, such as those recommended by
the U.S. Preventive Services Task Force, are beneficial to employers: they reduce
disease and disability among the working population and potentially improve
productivity, employee retention and morale.10,11
Underlying estimates from the ranking of clinical preventive services indicate that if
counseling were delivered to all smokers on a regular basis, approximately 70,000
deaths could be prevented in one year.3
If screening with fecal occult blood test and sigmoidoscopy were delivered to all
persons 50 and older on a regular basis, approximately 18,000 deaths could be
prevented in one year.3
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ENHANCE ACCESS TO PLACES FOR
PHYSICAL ACTIVITY
The purpose of this action is to increase physical activity by improving access to places and facilities
where people can be physically active.

BACKGROUND
The Centers for Disease Control and Prevention and the American College of Sports Medicine
recommend that adults accumulate 30 minutes or more of moderate-intensity physical activity on
most, but preferably all, days of the week.1
•
•
•
•

Only 45% of adults get the recommended amount of physical activity, and 26% do not
participate in any leisure-time physical activity.2
The major barriers to increasing physical activity are lack of time, access to convenient
facilities, and safe environments in which to be active.3
Providing access to weight and aerobic fitness equipment in fitness centers and creating
walking and bicycling trails are examples of enhancing access to convenient facilities and
safe environments.
Providing access to fitness facilities through worksite fitness programs is one strategy for
reaching large numbers of adults. These programs have at least short-term effectiveness in
increasing the physical activity and fitness of program participants. Worksite programs
that include physical activities can reduce employer costs for insurance premiums,
disability benefits, and medical expenses. They also appear to increase productivity, reduce
absenteeism, reduce employee turnover, and produce a positive return on investment for
employers. 4,5

BURDEN OF DISEASE ADDRESSED BY THE ACTION
•
•

Regular physical activity can substantially reduce the risk of developing or dying from heart
disease, diabetes, colon cancer, and high blood pressure.
Many studies have documented that regular physical activity helps to maintain the
functional independence of older adults and enhances the quality of life for people of all
ages.6

EVIDENCE OF EFFECTIVENESS
•

•
•

There is strong evidence that creating or enhancing access to places for physical activity,
combined with informational outreach activities, is effective in increasing levels of physical
activity.
These interventions increase the percentage of people engaging in leisure-time physical
activity, increase aerobic capacity, and decrease body fat.
These interventions have been found to be cost-saving, primarily as a result of reducing
medical costs.7
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INCREASE ACCESS TO HEALTHIER FOOD OPTIONS IN
COMMUNITIES
The purpose of this action is to alleviate the burden of nutrition-related health conditions by making nutritious foods more
readily available to everyone.

BACKGROUND
•
•

•

•
•
•
•
•

The CDC has identified that only 25% of American adults eat the recommended five fruits and vegetables per day.1
Additional research suggests that low-income households in rural or urban areas have reduced access to
reasonably priced, high-quality food such as produce. Many of these households simply lack the resources to
purchase nutritious food options.2
Contributing to the disparity in access to healthy foods is the lack of supermarkets in low-income areas.
Supermarkets tend to charge lower prices but often are located in more affluent suburban areas. In areas where a
larger proportion of the poor live, small grocery and convenience stores predominate, but they usually offer a
lower selection of food items, higher prices, and fewer generic options. Public transportation to supermarkets
may be unavailable or inadequate.3,4
A variety of programs have been initiated in an effort to solve this problem.
Boston, New York, and Pittsburg are among the cities that have used public/private partnerships to increase
access to supermarkets with more fruits and vegetables in underserved areas.4
Food stamp outreach programs aim to increase the number of eligible households involved in federal programs to
reduce food costs.
Local initiatives to improve access to healthy food options include farmers’ markets and community gardens.2
Community gardens can be established on vacant lots in cities where the land available for individual households
is very limited. Neighbors share the expense and labor involved in maintaining the garden.3
Another new approach to increasing access to healthy food is called community-supported agriculture (CSA).
These programs allow consumers to purchase a “share” in a farm at the beginning of the season, in exchange for
regular delivery of fresh produce at below-retail prices. Some CSA programs have even provided subsidies for
low-income households that cannot afford to pay the entire lump-sum price for a share.3

BURDEN OF DISEASE
•
•

Nutritional factors contribute substantially to the burden of preventable illnesses and premature deaths in the US.
Four out of the ten leading causes of death have been linked to nutrition: coronary heart disease, stroke, type 2
diabetes, and some types of cancers. These conditions cost an estimated $200 billion per year in medical
expenses and lost productivity. 5

EVIDENCE OF EFFECTIVENESS
•

•
•
•
•
•

•

Fruits and vegetable consumption has been associated with a reduced risk of a number of chronic conditions
including heart disease and some cancers.6
Eating at least five servings of fruits and vegetables per day can reduce cancer risk by half.7
While research to demonstrate the effectiveness of programs designed to increase access to healthier foods in
communities is scant, there are early indications that these initiatives can produce positive outcomes.
One study has shown that community gardeners eat more vegetables than people who do not participate in
gardens.2
Introducing a wider range of healthy food and beverage options to local convenience stores resulted in increased
sales of fruits and vegetables in a pilot study in Scotland.8
The USDA’s Community Food Projects Competitive Grant Program has provided federal funding to communities
for projects to increase access to healthy foods. Examples of success stories include the creation of a farmers’
market accessible to low-income populations, the establishment of a food buying cooperative in a Hispanic
neighborhood, and the formation of a community garden run by youth. These programs have demonstrated selfsustainability and effectiveness on a local level. 10
There remains a need for more large-scale efforts and the expansion of existing programs, along with the
implementation of ways to monitor and evaluate their success.
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IMPLEMENT SMOKE-FREE POLICIES IN PUBLIC
PLACES AND WORKPLACES
The purpose of this action is to decrease disease and death associated with exposure to secondhand
smoke.

BACKGROUND

Smoke-free policies prohibit smoking entirely within enclosed public spaces, such as workplaces,
restaurants, and shopping malls. An enclosed public space may be defined as any building
regularly entered by ten or more individuals at least one day a week. Smoking restrictions only
limit smoking to designated areas.
•
•

Among the 4,800 compounds identified in cigarette smoke, 69 are carcinogens and several
more are tumor promoters or cocarcinogens.1
More than 1/3 of the U.S. population—about 100 million people—are covered by strong
smoke-free laws.2 Seven states currently have comprehensive state smoke-free indoor air
laws in place that, as implemented in practice, require almost all public places and
workplaces, including restaurants and bars, to be smoke-free.3 In addition, many cities and
counties in other states have also enacted comprehensive smoke-free policies.

BURDEN OF DISEASE ADDRESSED BY THE ACTION
•

•

Secondhand smoke exposure is a direct cause of at least 3,000 lung cancer deaths and more
than 35,000 heart disease deaths each year.4-5
In infants and children, exposure to secondhand smoke causes middle ear infections and
lower respiratory tract infections, exacerbates asthma, and is associated with spontaneous
abortion and sudden infant death syndrome. 4-5

EVIDENCE OF EFFECTIVENESS
•

•
•
•
•
•

A systematic review of published studies evaluating the effects of smoke-free policies and
restrictions found strong evidence that these policies are effective in reducing exposure to
secondhand smoke.6
Measurement of secondhand smoke components, such as nicotine vapor, in the
environment before and after the smoke-free policy or restriction found an average
reduction of 72%.6
Self-reported secondhand smoke exposure was reduced by an average of 60% after
implementation of the smoke-free policy or restriction. 6
Reductions in secondhand smoke exposure were greater in workplaces that had smoke-free
policies compared to those with only smoking restrictions. 6
Studies also observed reductions in the number of cigarettes smoked among the group or
population exposed to the smoke-free policies. 6
Peer-reviewed studies looking at the effect of smoke-free policies on sales tax revenue and
employment levels have consistently found no negative economic impact on restaurants and
bars.7-8
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ESTABLISH AND ENACT PRIMARY SAFETY BELT LAWS
The purpose of this action is to decrease the number of motor vehicle crash-related fatalities and injuries
due to failure to use safety belts.

BACKGROUND

Primary safety belt laws allow police officers to stop motorists specifically for seat belt violations.
Secondary laws require that a motorist be stopped for another traffic violation before the safety belt law
can be enforced.
•
•
•
•

Twenty-two states plus the District of Columbia now have primary laws in place, and 27 have
secondary laws. New Hampshire is the only state with no law requiring adult safety belt use.1
Congressional legislation is currently underway that could potentially link passage of primary
laws by states to federal highway funding.
In the US, motor vehicle crashes are the leading cause of death for people from 3 to 33 years of
age.2
Safety belt use is the single most effective way to reduce fatal and nonfatal injuries in motor
vehicle crashes.3 More than 9,000 fatalities and 143,000 serious injuries could be prevented each
year if all passengers were to wear safety belts.4 This is a tremendous opportunity to prevent
death and injury, and the need to strengthen legislation is urgent.

BURDEN ADDRESSED BY THE ACTION
•
•
•

Fifty-six percent of people killed in motor vehicle crashes in 2003 neglected to wear a safety belt.5
The implementation of primary safety belt laws could have saved over 12,000 lives during the
years 1975-2000.6
The annual costs of the unnecessary deaths and injuries that result from safety belt non-use total
over $26 billion, due to medical care, lost productivity, and other injury-related costs.4

EVIDENCE OF EFFECTIVENESS
•
•
•
•
•

Safety belt use has saved nearly 165,000 lives since 1975.7
After simply buckling a safety belt, a vehicle occupant’s chance of surviving a potentially fatal
crash increases by as much as 73%.4
Safety belt use is statistically different according to the type of law in place: 84% in states with
primary laws and 73% in states with secondary laws.8 Several states’ experiences have indicated
that safety belt usage increases by 10-15% after enactment of primary laws.4
Safety belt use by adults has an additional positive impact on the use of child restraints. Drivers
who use safety belts are three times more likely to restrain children in the car.9
Some states with primary laws have included anti-harassment clauses in order to reduce the
likelihood of discriminatory enforcement, although evidence from several states does not indicate
that minority groups receive more tickets as a result of primary legislation.10,11
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PROMOTE HEALTHY FOODS IN SCHOOLS
The purpose of this action is to increase the consumption of healthy foods by students while they are in school.

BACKGROUND
•
•

Eighty-three percent of adults think schools should do more to limit access to unhealthy foods.1
Ninety percent of teachers and parents support placing healthy foods and beverages in vending
machines.2
Competitive foods
• “Competitive foods” refer to foods and beverages sold in schools that are not part of the federal school
meal programs, including foods and beverages sold in school-based vending machines, school stores,
and snack bars.3
• These foods are typically lower in nutritional value than foods sold as part of government-sponsored
school meal programs and include such things as soft drinks, candy, cookies, potato chips, and other
salty or high-fat snack foods.4,5
• These foods make up a significant portion of the foods students purchase at school, especially high
schools.6
• Sweetened drinks, such as fruitades and soft drinks, make up the primary source of added sugar in the
daily diet of children.7 Soft drinks can reduce children’s consumption of low-fat milk and 100% juice.8
Increasing the consumption of soft drinks by children increases their caloric intake by 55 to 190 per
day.9,10
• As of 2000, 43% of elementary schools, 74% of middle/junior high schools, and 98% of high schools
had vending machines, a school store, a canteen, and/or a snack bar where competitive foods could be
purchased.11
• Preliminary research indicates that having competitive foods in schools is associated with an increase in
calories obtained from fat and a decrease in the consumption of fruits and vegetables.12
Restrictions
• The Institute of Medicine recently issued its report on childhood obesity, which states: “New policies
are needed to ensure that foods available at schools are consistent with current nutritional guidelines
and to support students in making healthy food choices.”13
• The American Academy of Pediatrics recommends eliminating sweetened drinks from schools, and
other organizations have issued similar calls.14
• Nearly half of all states, along with many school districts, place some restrictions on the sale of
competitive foods, although these restrictions vary widely.11
• Some states restrict the times during which competitive foods can be sold, while other states restrict the
types of foods that can be sold.11
• Prior to the 2005 legislative year, six states had enacted laws regulating vending machines. During
2005, 27 states had vending machine specific bills listed online.15
• The two largest school districts in the country – New York City and Los Angeles – have each banned
vending machine sales of candy, soft drinks, and other snack foods. The Los Angeles ban extends to
school stores as well.16

BURDEN OF DISEASE ADDRESSED BY THE ACTION
•

•

Overweight among young people is associated with many serious health conditions, including increased
risk for type 2 diabetes, high blood pressure, and high cholesterol.13
Among overweight 5- to 10-year olds, approximately 60% have at least one cardiovascular disease risk
factor (e.g., high cholesterol or high blood pressure).17

EVIDENCE OF EFFECTIVENESS
•

•
•

1

Few studies have examined the impact of removing competitive foods from schools, however,
interventions to increase the availability and promotion of healthier foods have been shown to increase
the purchase of these foods among adolescents.18
Salad bars are an effective way to make a wider range of fruits and vegetables available.19
A potential barrier to eliminating these foods is that schools often receive needed revenue from the sale
of these foods. A pilot program in Arizona demonstrated that switching to healthier foods in vending
machines, a la carte, or in school stores did not result in lost money.20 The Texas Department of
Agriculture estimates that more money is lost by school food service to outside food sales than is gained
by vending machine sales.21 More research is needed to determine the extent to which these revenues
can be replaced by selling healthy foods.
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PROVIDE FLUORIDATION OF
COMMUNITY WATER SYSTEMS
The purpose of this policy is to decrease the incidence of dental decay, especially among children.
BACKGROUND
• Water fluoridation is the most cost-effective method of preventing cavities.1
• Fluoridation has helped improve quality of life by reducing pain and suffering associated with tooth
decay and by reducing the amount of time and money spent to restore, remove, or replace decayed
teeth.2
• Fluoridation works through direct contact with teeth and benefits both adults and children.1
• The current level of community water systems providing optimal levels of fluoride is 67%, covering
over 170 million people in the United States. One-third of those on public water systems, however,
still do not have access to water with enough fluoride to prevent tooth decay.3

BURDEN OF DISEASE ADDRESSED BY THE ACTION
•
•
•
•
•
•
•

By the time children reach age 15, nearly 60% are affected by tooth decay.
Tooth decay also affects an astounding 95% of all adults.4
Oral diseases can result in difficulties speaking, chewing, and swallowing, high costs for treatments,
decreased self-esteem, and decreased economic productivity through missed work and school days.5
Dental disease and treatment causes more than 50 million missed school hours each year.6
Although research shows that nearly all children born today could potentially avoid cavities
completely, tooth decay is the most common chronic disease among children in the United States.7
Children experience cavities five times more frequently than asthma, and unless it is arrested early,
the damage from dental decay progresses until it is irreversible.5,7
Additionally, significant disparities exist in the treatment of tooth decay. For example, the
percentage of cavities left untreated for Hispanic children (43%) and African-American children
(36%) is much higher than the percentage for white children (26%). Poor children are also far less
likely to receive treatment. Less-educated adults experience dental diseases at higher rates than
those with more education.5

EVIDENCE OF EFFECTIVENESS
• Overwhelming evidence documents the effectiveness of water fluoridation in preventing tooth
decay.8
• Grand Rapids, Michigan was the first city in the world to fluoridate its water supply. A landmark
study of the program’s effectiveness found that children who consumed fluoridated water from birth
were found to have 50% to 63% less tooth decay than children examined in the baseline survey.9
• Recent estimates of the effect of fluoridation have shown decay reductions between 18% and 40%.10
• Water fluoridation can help reduce disparities in dental decay because the strategy allows everyone
in the community with access to public water to have access to prevention.1
• For every $1 invested in community water fluoridation, $38 in dental care is saved.11 At a total cost
of less than $1 per person per year, water fluoridation is the safest, most practical, and most
equitable way to prevent tooth decay.12,13
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