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Summary

The Assistant Secretary for Health has charged this National
Academies of Sciences, Engineering, and Medicine committee with
assisting
in the development of Leading Health Indicators (LHIs) for Healthy
People 2030. The committee will develop (1) recommendations regarding
the criteria for selecting LHIs and (2) a slate of LHIs that will serve as op
tions for the Healthy People Federal Interagency Workgroup to consider
as they develop the final criteria and set of LHIs for Healthy People 2030.
The committee may identify gaps and may recommend new objectives
for LHI consideration that meet the core objective criteria.

This brief report responds to the first part of the task. The committee
reviewed past and current Healthy People materials, both those developed
by the Department of Health and Human Services (HHS) and the current
Secretary’s Advisory Committee on National Health Promotion and Dis
ease Prevention Objectives for 2030 (SAC), and prior National Academies
reports. The committee’s information-gathering activities included three
open meetings: two were online and consisted of presentations from
HHS and the leadership of the SAC and its relevant subcommittees, and
one meeting took place at the Keck Center of the National Academies in
Washington, DC.
In this report, the committee makes four findings and two recom
mendations based on its review of relevant materials and information.
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Finding 1: The committee finds that the Healthy People 2030 draft
objectives document is missing some key topics necessary to fully
reflect the intent of the Healthy People 2030 Framework’s vision, mis
sion, foundational principles, and overarching goals.1
Finding 2: The committee finds that the draft objectives do not offer
an appropriately balanced and comprehensive range from which to
derive Leading Health Indicators that also reflect the intent of the
Healthy People 2030 Framework’s vision, mission, foundational prin
ciples, and overarching goals.
Finding 3: The committee finds that the Healthy People 2030 draft
objectives document includes too few objectives that allow for making
important comparisons to other countries, including to peer nations
in the Organisation for Economic Co-operation and Development.
Finding 4: The committee finds that if the existing criteria for Lead
ing Health Indicator (LHI) selection were applied to the existing
Healthy People 2030 draft objectives, the resulting LHI set would not
be aligned with the Healthy People 2030 Framework—it would not tell
a coherent story about the nation’s (or communities’) health, well
being, and the state of health equity.
Recommendation 1: The committee recommends that the Depart
ment of Health and Human Services and the Federal Interagency
Workgroup add to the Healthy People 2030 objectives topics or
implement a structural reorganization (with additional topics) that
will yield more core objectives that reflect the Healthy People 2030
Framework and could lead to better Leading Health Indicators.
Cross-cutting topics (i.e., topics that refer to or link with multiple
health states, life stages, systems, and all dimensions of health)
should include health equity; the social, physical, and economic
determinants of health; shared responsibility and multiple sectors;
and all levels of government.
Recommendation 2: The committee recommends a three-phase pro
cess should be used for Leading Health Indicator (LHI) selection
from the Healthy People 2030 objectives. A new phase would pre
cede the existing two, and it would apply the Healthy People 2030

1 Refers to the topic categories under which lists of objectives are nested beginning with
Adolescent Health and concluding with Vision.
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Framework (especially the vision, mission, foundational principles,
and overarching goals) in consideration of additional objectives
and in selecting LHIs.

1
Introduction

At the request of the Department of Health and Human Services’
(HHS’s) Office of the Assistant Secretary for Health, the National
Academies of Sciences, Engineering, and Medicine appointed a commit
tee of experts to assist HHS with one component of the Healthy People
initiative. Healthy People is a decadal HHS effort launched in 1979 to
“develop a framework for improving the health of all people in the United
States” and offer “a strategic agenda to align health promotion and dis
ease prevention activities in communities around the country” (Azar,
2018). The National Academies committee was given the following State
ment of Task:
The Department of Health and Human Services, Office of the Assistant
Secretary for Health, requests that the National Academies of Sciences,
Engineering, and Medicine convene an ad hoc committee to assist in the
development of Leading Health Indicators (LHIs) for Healthy People 2030.
The committee will develop (1) recommendations regarding the criteria
for selecting LHIs and (2) a slate of LHIs that will serve as options for
the Healthy People Federal Interagency Workgroup to consider as they
develop the final criteria and set of LHIs for Healthy People 2030. The
committee may identify gaps and may recommend new objectives for
LHI consideration that meet the core objective criteria.

This brief report represents the National Academies committee (or
“the committee”) response to the first portion of the charge, providing a
review of the criteria for selecting LHIs along with—in response to the
5
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last sentence of the charge—comments about the Healthy People 2030 ob
jectives (HP2030 objectives), currently in draft form. This report lays the
groundwork for the second report, which will provide additional com
ments about the HP2030 objectives from which LHIs are to be selected,
and will recommend a slate of LHIs.
At the time the National Academies committee began its work in late
2018, the Secretary’s Advisory Committee on National Health Promotion
and Disease Prevention Objectives for 2030 (SAC) had met 12 times and
had developed the framework for Healthy People 2030 (HP2030 Frame
work) incorporating a round of public comments. The SAC has prepared
seven reports, on topics including the criteria for selecting the HP2030
objectives and the criteria for selecting the LHIs, and the SAC also worked
with outside experts to prepare a series of briefs intended to “clarify,
discuss, and offer insights” about the HP2030 Framework (see Box 1-1
for the Framework) (SAC, 2019a). By late 2018, the Federal Interagency
Workgroup (FIW), which includes HHS agencies and representatives of
other federal departments, had also met to generate the HP2030 objec
tives, which were expected to be aligned with the HP2030 Framework.
The draft objectives were released for public comment between December
2018 and January 2019.
Because the HP2030 objectives will not be finalized and released until
2020, the National Academies committee was asked to first comment on
the draft LHI criteria and then, in preparation for its second report pro
posing a set of LHIs to inform the work of the FIW, review the objectives
and identify relevant gaps in the core objectives in accordance with the
core objective criteria. Figure 1-1 describes the main inputs and timeline
for the LHIs for Healthy People 2030.

BOX 1-1
Healthy People 2030 Framework:
Vision, Mission, Principles, Goalsa
(developed by the Secretary’s Advisory Committee)
Vision: A society in which all people can achieve their full potential for health and
well-being across the life span.
Mission: To promote, strengthen, and evaluate the nation’s efforts to improve the
health and well-being of all people.

7
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BOX 1-1 Continued
Foundational principles: Foundational principles explain the thinking that guides
decisions about Healthy People 2030. The health and well-being of all people
and communities are essential to a thriving, equitable society. Promoting health
and well-being and preventing disease are linked efforts that encompass physical, mental, and social health dimensions. Investing to achieve the full potential
for health and well-being for all provides valuable benefits to society. Achieving
health and well-being requires eliminating health disparities, achieving health
equity, and attaining health literacy. Healthy physical, social, and economic environments strengthen the potential to achieve health and well-being. Promoting
and achieving the nation’s health and well-being is a shared responsibility that is
distributed across the national, state, tribal, and community levels, including the
public, private, and not-for-profit sectors. Working to attain the full potential for
health and well-being of the population is a component of decision making and
policy formulation across all sectors.
Overarching goals: Attain healthy, thriving lives and well-being, free of preventable disease, disability, injury, and premature death. Eliminate health disparities,
achieve health equity, and attain health literacy to improve the health and wellbeing of all. Create social, physical, and economic environments that promote
attaining full potential for health and well-being for all. Promote healthy development, healthy behaviors, and well-being across all life stages. Engage leadership,
key constituents, and the public across multiple sectors to take action and design
policies that improve the health and well-being of all.
Plan of action: Set national goals and measurable objectives to guide evidencebased policies, programs, and other actions to improve health and well-being.
Provide data that are accurate, timely, accessible, and can drive targeted actions
to address regions and populations with poor health or at high risk for poor health
in the future. Foster improvement through public and private efforts to improve
health and well-being for people of all ages and the communities in which they
live. Provide tools for the public, programs, policy makers, and others to evaluate progress toward improving health and well-being. Share and support the
implementation of evidence-based programs and policies that are replicable,
scalable, and sustainable. Report biennially on progress throughout the decade
from 2020 to 2030. Stimulate research and innovation toward meeting Healthy
People 2030 goals and highlight critical research, data, and evaluation needs.
Facilitate development and availability of affordable means of health promotion,
disease prevention, and treatment.
NOTE: The Healthy People Framework includes a preamble that summarizes the background, history, and contributions of the Healthy People initiative.
a See https://www.healthypeople.gov/2020/About-Healthy-People/Development-HealthyPeople-2030/Framework (accessed July 9, 2019).
SOURCE: HHS, 2019a.
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Draft objectives from
HHS and Federal
Interagency Workgroup
released 2018

2017

Reports of the
Secretary’s Advisory
Committee released
2018–2019

National Academies
committee report on
LHI criteria expected
summer 2019

National Academies
committee report
with slate of LHIs
expected early 2020

HHS release of
HP2030 objectives
expected 2020

HHS release of
HP2030 Leading
Health Indicators
expected 2021

2021

FIGURE 1-1 Main inputs into and timeline for the selection of Leading Health
Indicators by the Department of Health and Human Services and the Federal
Interagency Workgroup.
NOTE: HHS = Department of Health and Human Services; HP2030 = Healthy
People 2030; LHI = Leading Health Indicator.

REFLECTIONS ON THE HP2030 FRAMEWORK
The SAC’s Recommendations for the Healthy People 2030 Leading Health
Indicators (2018a) described the HP2030 Framework as “a foundation for
the criteria for selecting LHIs for the Healthy People 2030 initiative.” In the
same report, the SAC stated that it was proposing “criteria for selecting
Healthy People 2030 LHIs that are informed by the Healthy People 2030
Framework,1 including the vision, mission, foundational principles, over
arching goals, and plan of action.”
The National Academies committee recognizes that the HP2030
Framework has built considerably on the foundation of previous Healthy
People efforts by broadening the conceptual framing of the initiative
to strengthen the emphasis on health equity; expand the consideration
of the social, environmental, and economic determinants of health; and
add the useful and multidimensional notion of well-being. This evolu
tion of the HP2030 Framework is consistent with recent advances in the
understanding of those factors that lead to better health and well-being,
and the set of issue briefs released by the SAC provides context and the
evidence base for the main elements of the Framework (SAC, 2019a).
Below, the National Academies committee further discusses the relevance
of the major elements of the HP2030 Framework to the HP2030 objectives
and LHIs:
•

1

The health equity focus of the Framework underscores the im
portance of disaggregating information, when feasible, about
the LHIs by race, ethnicity, rurality, and other characteristics.

Underline added for emphasis.
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•
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However, this is not enough. Measures of health equity are also
needed. In defining health equity as “the principle underlying a
commitment to reduce—and, ultimately, eliminate—disparities
in health and in its determinants, including social determinants,”
Braveman (2014) referred to Healthy People 2020 as the first time
that a federal government entity defined health disparity with
specificity. Healthy People 2020 described disparities as “linked
with economic, social, or environmental disadvantage” or with
other “characteristics historically linked to discrimination or
exclusion” (SAC, 2010). Braveman added to the definition that
“pursuing health equity means striving for the highest possible
standard of health for all people and giving special attention to
the needs of those at greatest risk of poor health, based on social
conditions” (Braveman, 2014).
The determinants of health focus calls for both acknowledging
the evidence showing those factors account for the largest effect
on health outcomes, and highlighting the value of a cross-sector
and all-levels-of-government approach to health promotion.
The well-being focus is consonant with the longstanding World
Health Organization definition of health and its physical, mental,
and social dimensions (WHO, 2014), and it offers a further link for
engaging the attention of sectors that make important contribu
tions to population well-being, for exploring the metrics available
from those other sectors, and for comparing against what other
countries measure. A key aspect of this focus is that health is not
simply the absence of disease or injury; it is also related to being
well in social and emotional terms.

2
Past Selection Criteria Described for
the Leading Health Indicators and
Other High-Level Indicator Sets

The National Academies of Sciences, Engineering, and Medicine com
mittee reviewed several relevant sets of criteria developed by the Depart
ment of Health and Human Services and in previous National Academies
reports that were intended to guide the selection of past Leading Health
Indicators (LHIs) or other concise and high-level sets of national indica
tors. The following sections describe the committee’s thinking regarding
these sets of criteria.
In the Healthy People 2010 initiative, the LHIs were defined as
a subset of the Healthy People 2010 objectives that reflect the major public
health concerns in the United States … chosen on the basis of their abil
ity to motivate action, the availability of data to measure their progress,
and their relevance as broad public health issues. These indicators reflect
individual behaviors, physical and social environmental factors, and
important health system issues that greatly affect the health of indi
viduals and communities. (NCHS, 2010, LHI-3)

Although the National Academies committee could not locate a list of
criteria for Healthy People 2020 LHI selection, it noted the following about
LHIs for Healthy People 2020:
[The LHIs were] selected and organized using a Health Determinants and
Health Outcomes by Life Stages conceptual framework. This approach is
intended to draw attention to both individual and societal determinants
that affect the public’s health and contribute to health disparities from

11
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infancy through old age, thereby highlighting strategic opportunities to
promote health and improve quality of life for all Americans.
Determinants of Health and Health Disparities. Biological, social,
economic, and environmental factors—and their interrelationships—
influence the ability of individuals and communities to make progress
on these indicators. Addressing these determinants is key to improving
population health, eliminating health disparities, and meeting the over
arching goals of Healthy People 2020.
Health Across Life Stages. LHIs are being examined using a life stages
perspective. This approach recognizes that specific risk factors and deter
minants of health vary across the life span. Health and disease result from
the accumulation (over time) of the effects of risk factors and determinants.
Intervening at specific points in the life course can help reduce risk factors
and promote health. The life-stages perspective addresses one of the four
overarching goals of Healthy People 2020: “Promote quality life, healthy
development, and health behaviors across all life stages” (HHS, 2019b).

The Institute of Medicine (IOM) 1999 report Leading Health Indicators
for Healthy People 2010 recommended six criteria for LHIs:
1.
2.
3.
4.
5.
6.

worth measuring;
can be measured for diverse populations;
understood by people who need to act;
information will galvanize action;
actions that can lead to improvement are known and feasible; and
measurement over time will reflect results of action (IOM, 1999).

The 2011 IOM report Leading Health Indicators for Healthy People
2020 added three criteria to the 1999 list: (1) the objective is well defined;
(2) data for the objective are available for various geographic levels (local,
national) and population subgroups (e.g., race/ethnic, socioeconomic
status, rural/urban); and (3) changes in societal domains other than health
(e.g., socioeconomic or environmental conditions or public policies) can
have a detectable effect on the objective (IOM, 2011).
The 2015 IOM report Vital Signs: Core Metrics for Health and Health Care
Progress outlined criteria for a small set of national measures. The crite
ria for selecting individual core measures were “importance for health,
strength of linkage to progress, understandability of the measure, techni
cal integrity, potential for broader system impact, and utility at multiple
levels.” Criteria for the set were “systemic reach, outcomes-oriented, per
son meaningful, parsimonious, representative, [and] utility at multiple
levels” (IOM, 2015, p. 14).

PAST SELECTION CRITERIA
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The 2013 IOM report Toward Quality Measures for Population Health and
the Leading Health Indicators stated that criteria for conditions or outcomes
to be measured should be “reflective of a high preventable burden and
actionable at the appropriate level for intervention.” The report gave the
following criteria for measures under consideration:
•
•
•
•

•

Timely—data collection frequency and timeliness of availability;
Usable for assessing various populations (zip code, different levels
of government, etc.);
Understandable (includes face validity, transparency);
Methodologically rigorous (having suitable methodological and
quantitative characteristics, such as sensitivity, specificity, reli
ability, validity, and consistency over time, and being managed
by an established, regularly updated process); and
Accepted and harmonized (e.g., endorsed by the National Quality
Forum or used by America’s Health Rankings or County Health
Rankings) (IOM, 2013).

The 2010 IOM report For the Public’s Health: The Role of Measurement in
Action and Accountability put forward the following criteria:
•
•
•
•

Face validity (meaningfulness, relevance, and understandability),
Feasibility (availability or collectability of data),
Methodologic soundness (validity and reliability), and
Fairness (to the stakeholders whose performance they will evaluate).

3
The Healthy People 2030 Draft Objectives

ABOUT THE HEALTHY PEOPLE 2030 DRAFT OBJECTIVES AND
RELEVANCE FOR LEADING HEALTH INDICATORS (LHIs)
The Secretary’s Advisory Committee on National Health Promotion
and Disease Prevention Objectives for 2030 (SAC) has defined the LHIs
as “a selected set of measures of determinants and sentinel indicators of
current and potential changes in population health and well-being” that
“will be drawn from Healthy People objectives to communicate the highestpriority health issues.”1 Moreover, “The set of LHIs should contain a small
number of objectives” and “enough LHIs should be included in that set
to focus attention and drive action on top health priorities” (SAC, 2018a).
The Healthy People 2030 (HP2030) draft objectives prepared by the
Department of Health and Human Services (HHS) and the Federal Interagency Workgroup (FIW) are divided into three categories: core, research,
and developmental. These are defined in Box 3-1. The core objectives
will provide the basis for selecting the LHIs, as described in the SAC’s
Recommendations for the Healthy People 2030 Leading Health Indicators (2018a).
To inform its work, the National Academies of Sciences, Engineering,
and Medicine committee reviewed all seven extant SAC reports,2 includ
ing Report on Healthy People 2030 Leading Health Indicators and Report 7,
Assessment and Recommendations for Proposed Objectives for Healthy People
2030. Because the LHI selection criteria begin with “[a]ll core objectives,”
1

Italics added for emphasis.
All reports are available at https://www.healthypeople.gov/2020/About-Healthy
People/Development-Healthy-People-2030/Committee-Meetings (accessed June 21, 2019).
2
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BOX 3-1
Types of Objectives for Healthy People 2030
(developed by the Secretary’s Advisory Committee on
National Health Promotion and Disease
Prevention Objectives for 2030)
Healthy People 2030 will include three distinct types of objectives:
1. Core objectives: Core objectives are the central component of Healthy
People 2030. These are measurable objectives for which a 2030 target will
be set. Core objectives are the high-priority public health issues that when
addressed, will improve our nation’s health. Core objectives must have
(1) an identified and approved data source, (2) baseline data using data
no older than 2015 and a measure of variability if applicable (for example,
if the data source is a sample survey), and (3) assurance of at least two
additional data points throughout the decade. Additionally, (4) evidencebased interventions should be identified for core objectives.
2. Developmental objectives: Developmental objectives represent high priority issues that do not yet have the reliable baseline data needed to make
them core objectives. Evidence-based interventions have been identified
for developmental objectives.
3. Research objectives: Research objectives represent key opportunities to
make progress in areas where there has been limited research to date, but
where the health or economic burden is high or evidence shows significant
disparities between population groups. Research objectives may or may
not meet core objective data requirements, and do not yet have evidencebased interventions developed. Research objectives will vary in scope and
specificity, and might also be considered priority areas for future research
or emerging issues.
NOTES: Developmental and research objectives that meet the core objective selection criteria before 2030 may be considered for inclusion in the Healthy People 2030 core during
the decade. However, there is no guarantee that developmental and research objectives will
become core objectives even once they meet the criteria.
SOURCE: SAC, 2018.

the National Academies committee also reviewed the HP2030 draft ob
jectives available on the HHS Healthy People website and the objective
selection criteria (see Box 3-1) to understand the material from which the
LHIs are intended to be drawn (HHS, 2019b).3

3 The HP2030 draft objectives posted for public comment between December 2018
and January 2019 are available at https://www.healthypeople.gov/sites/default/files/
ObjectivesPublicComment508_1.17.19.pdf (accessed June 20, 2019).
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COMMENTS ON THE CRITERIA FOR SELECTING
HEALTHY PEOPLE 2030 OBJECTIVES
The National Academies committee agrees with the five criteria
described by the SAC for selecting the HP2030 objectives, two of which
are specific to core objectives (see Box 3-2). Below, the committee clari
fies its interpretation of criteria 2, 4, and 5 in anticipation of proposing in
its second report new core objectives that may be necessary for some of
the LHIs.
With respect to the need for criterion 2, current baseline data, the
National Academies committee suggests that the FIW and the Secretary
of HHS consider the use of new data sources when indicators that track
needs related to critical health and well-being are unavailable. These
may include other sources of federal data-gathering efforts (e.g., in the
Department of Housing and Urban Development and the Department of
Transportation), as well as comparably rigorous data from private enti
ties (e.g., Gallup Well-Being Index) and from large external data sets such
as those made possible by “big data.” Although reliance on many types
of data sources, whether public or private, may be affected by a level of
uncertainty about a source’s quality and sustainability over time, it is
likely a federal agency could support continuing an especially valuable
data source. (The HP2030 draft objectives include a narrow subset of data
sources from other federal agencies, such as the Department of Agricul
ture data pertaining to food security and the Department of Education
data pertaining to educational milestones and to disability.) In all cases
where new objectives are identified, the data sources from which they are
gathered would need to conform to the same stringent quality review as
do those currently in use.
With respect to criterion 4, evidence, the committee notes that the
LHIs are to be drawn from core objectives (those in the current draft that
will remain in the final HP2030 objectives as well as newly added items).
The committee underscores the need to accommodate levels of evidence
appropriate to the domain, time frame, and type of intervention in assess
ing the adequacy of evidence emerging from interventions conducted by
other sectors that address upstream drivers of health and well-being. This
approach would allow for the inclusion of a broad range of interventions
that address food, shelter, climate change threats and resiliency, educa
tion, transportation, built environment, and economic security, recog
nizing that these are prerequisites for health and well-being. Although
in principle, all population health interventions will be based on the
highest level of evidence, studying the effects of policy and regulatory
interventions outside of health and medical care can be extraordinarily
challenging. Evaluation of the effect of these interventions is complicated
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BOX 3-2
Criteria for the Healthy People 2030 (HP2030) Objectives
(developed by the Secretary’s Advisory Committee on
National Health Promotion and Disease
Prevention Objectives for 2030)
1. Measurable. The core objective must be measurable by the data cutoff for
inclusion in HP2030, which is mid-2019.
2. Current Baseline Data. The core objective must reasonably be expected to
have a baseline using data no older than 2015, and at least 2 additional data
points during the HP2030 decade.
3. National Importance. The objective must be of national importance. To meet
the “national importance” criterion, objectives should have a direct impact
or influence on health, broad and comprehensive applicability, a substantial
burden, and they should address a national health priority.
a. Direct impact or influence on health: Does this objective address an
outcome or preventive/risk factor that has a direct impact on population
health?
b. Broad and comprehensive applicability: Does this objective address a
broad health concern or topic that is applicable to a large part of the population, as opposed to being limited to more narrowly defined groups?
c. Substantial burden: Does this objective address a health concern that represents a substantial impact or potential impact on the health or well-being
of an individual or on a population?
d. National (not just federal) public health priority: Does this objective address
a public health priority of the Department of Health and Human Services,
national prevention initiatives, other national indicator projects, and efforts
at the state, local, and tribal level across the country?

by (1) the fact that all populations in a region would be exposed (and may
benefit to lesser and greater extents), (2) the myriad outcomes they are
intended to address (not all directly health related), (3) the typically long
time frame required to analyze policy effectiveness, and (4) the paucity of
resources that are available to evaluate outcomes. The effect of interven
tions at the policy level may often be first, and perhaps only, understood
through observational studies and natural experiments. The committee
believes that this type of evidence is valid and useful in the policy context,
and it may work to ensure that more upstream objectives—that reflect the
HP2030 Framework—are identified.
The committee reviewed a number of documents and presentations
that the FIW references in its definition of effectiveness as it pertains to
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4. Evidence-Base. The objective should have a known evidence-base, and identified evidence-based interventions to improve outcomes. The effectiveness of
the objectives was rated based on the scale used in Healthy People 2020 to
rate evidence-based resources on the website.
5. Health Equity and Disparities. The objectives should address health disparities and/or support achieving health equity. Health equity and disparities
have been an important part of the Healthy People initiative since Healthy
People 2000. Health equity is defined by the Department of Health and Human
Services’ Office of Minority Health (OMH) as, “Attainment of the highest level
of health for all people. Achieving health equity requires valuing everyone
equally with focused and ongoing societal efforts to address avoidable inequalities, historical and contemporary injustices, and the elimination of health and
healthcare disparities.” OMH defines health disparities as, “A particular type of
health difference that is closely linked with social or economic disadvantage.
Health disparities adversely affect groups of people who have systematically
experienced greater social and/or economic obstacles to health and/or a clean
environment based on their racial or ethnic group; religion; socioeconomic
status; gender; age; mental health; cognitive, sensory, or physical disability;
sexual orientation; geographic location; or other characteristics historically
linked to discrimination or exclusion.” Objectives are also considered for inclusion, based on the expectation that the data source is able to track the following population level data.
•
•
•
•
•
•

Sex
Race/Ethnicity
Age
Educational Attainment
Family Income
Health Insurance Status

•
•
•
•
•

Geographic Location or Region
Marital Status
Sexual Orientation
Gender Identity
Disability Status

SOURCE: SAC, 2018b.

core objectives. The Healthy People 2020 process rated evidence on a scale
of 1–4, with the highest level (4, rigorous) described as that emerging
from recommendations of the U.S. Preventive Services Task Force, the
Community Preventive Services Task Force, or systematic reviews pub
lished in peer-reviewed journals. Level 3, or “strong” evidence, rests on
nonsystematic reviews published by the federal government and nonsystematic reviews published in peer-reviewed journals. Level 2, seen as
“moderate” evidence, emerges from journal articles of individual studies,
published intervention research, and published pilot studies. Level 1, re
garded as “weak,” lists intervention evaluations or “studies without peer
review that have evidence of effectiveness, feasibility, reach, sustainability,
and transferability” (HHS, n.d.). The committee recognizes the tension
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inherent in broadening the framework of considerations of health and
well-being at the same time that Healthy People 2030 seeks to promote and
adhere to high standards of evidence for intervention effectiveness. It is
the committee’s view that in seeking LHIs that best represent high-level
priorities for the nation, it will be important to maintain accommoda
tion of levels of evidence appropriate to the domain, time frame, and
type of intervention with respect to what constitutes evidence adequacy
when drawing from work conducted in other sectors. This view reso
nates with the Healthy People 2020 publication Evidence-Based Clinical and
Public Health: Generating and Applying the Evidence, which discusses the
“limitations of the traditional hierarchy of evidence” and “the need for
contextual information” (SAC, 2010, p. 11). That report acknowledges
that “many public health interventions are not amenable to randomized
trials” because of their “complexity and interdisciplinary nature,” but the
report notes that many other types of analyses “can provide a rigorous
assessment that can justify a broad recommendation.” As one example,
the report describes health impact assessment as a tool for evaluating the
effects on health of policies in other sectors (SAC, 2010).
With regard to contributions from other sectors, the National Acad
emies committee notes with appreciation that the SAC meetings included
discussion about the role of other sectors on several occasions. For ex
ample, the ninth meeting of the SAC in May 2018 included an update
about the FIW efforts to generate HP2030 draft objectives. A member of
the SAC asked how the FIW plans to engage nontraditional health sec
tors (e.g., agriculture, education, transportation) in the selection of objec
tives and the development of Healthy People 2030. The FIW representative
responded that the group includes representatives from every federal
department (HHS, 2018). The cross-sectoral connections implicit in creat
ing well-being also were acknowledged at the eighth meeting of the SAC
in February 2018, where one member noted that the FIW “has worked
diligently to build bridges between different sectors and agencies, particu
larly among those with data who might not consider themselves as typi
cally included in the health sector.” A co-chair of the SAC added, “Other
sectors and partners may be more receptive to language about improving
well-being rather than health, and that their data sources could be viewed
through this lens.” For example, decision makers in transportation might
not think of their work as directed toward improving health, but the
notion of enhancing the well-being of people and communities may reso
nate with concepts familiar to them, such as livability and quality of life.4
4 Summary of the February 28, 2019, Meeting of the Secretary’s Advisory Committee can
be found at https://www.healthypeople.gov/sites/default/files/Feb_28_2018_Meeting%20
Summary_Secretary-s_Advisory_Committee_for_2030_1.pdf (accessed June 25, 2019).
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Criterion 5, health equity and disparities, outlines the many social
and economic factors that have created or contributed to current inequi
ties in health and well-being. The committee notes the listing of the many
subpopulations that continue to experience unjustly disparate levels of
health (Braveman, 2014). In the selection of candidate LHIs, the com
mittee recognizes that not all LHIs will demonstrate inequities for all
listed subpopulations, the detraction from health and well-being may
be systematically greater for certain subpopulations, and limitations on
data availability may make disaggregation difficult to achieve for all in
dicators. The committee believes that at minimum, all LHIs need to track
progress on the basis of educational attainment, race, ethnicity, income or
wealth (or equivalent), and geographic location, primarily urban versus
rural.
COMMENTS ON THE HP2030 DRAFT OBJECTIVES
Clearly, the HP2030 draft objectives5 represent a broad range of topics
(from “Adolescent Health” to “Vision”) and reflect issues of importance
to a wide community of stakeholders in the public and private sectors.
However, on its review of the more than 350 draft core objectives for their
suitability as potential LHIs, the committee made four findings.
Finding 1: The committee finds that the Healthy People 2030 draft
objectives document is missing some key topics necessary to fully
reflect the intent of the Healthy People 2030 Framework’s vision, mis
sion, foundational principles, and overarching goals.6
The draft topics and the objectives nested in each topic demonstrate
a disconnection from the aspirations of the HP2030 process reflected in
the Framework and the explanatory issue briefs. The key words of the
HP2030 Framework include health equity; well-being; social, physical, and
economic determinants of health; shared responsibility and [the roles for] multiple
sectors, all levels of government; all life stages; and all dimensions of health (i.e.,
physical, mental, and social). The 41 HP2030 topics under which the 355
draft core objectives (and additional research and developmental objec
tives) are organized could be classified as follows, in order of prevalence:
health states (approximately 14 that primarily pertain to health states),
5 The HP2030 draft objectives released by HHS for public comment in December 3, 2018,
to January 17, 2019, are available at https://www.healthypeople.gov/sites/default/files/
ObjectivesPublicComment508_1.17.19.pdf (accessed June 19, 2019).
6 See Box 1-1 for the vision, mission, foundational principles, and goals of the HP2030
Framework (or Appendix E for the complete Framework).
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systems (approximately 10 that primarily pertain to systems), life stages,
and the social, physical, and economic determinants of health. The social
determinants of health are primarily organized in one eponymous topic
area, with a small number in two to three additional topic areas, but they
are not shown and do not operate as a cross-cutting topic, such as social
determinants of health that apply to different life stages, or with systematic
attention to upstream factors that are linked with several different health
states or outcomes. Having topics and objectives that are explicitly aligned
with the concept of well-being is not only consistent with the ecological
model of health, but it may also help explain the importance of crosssector coordination and collaboration, and “shared responsibility.” This is
articulated in the foundational principles of the HP2030 Framework, which
state “[h]ealthy physical, social, and economic environments strengthen
the potential to achieve health and well-being” and “[p]romoting and
achieving the nation’s health and well-being is a shared responsibility
that is distributed across the national, state, tribal, and community levels,
including the public, private, and not-for-profit sectors.”
The misalignment of draft objectives with the HP2030 Framework
may be a result of the two different processes involved in (1) develop
ing the HP2030 Framework and (2) generating the HP2030 draft objec
tives. The process of developing the HP2030 Framework was a top-down
or big-picture process that sought to provide the high-level parameters
for the nation’s path toward equitable health and well-being. In contrast,
the objective development process was a bottom-up nominal process
that gathered draft objectives from three work streams of the Federal
Interagency Workgroup and 42 HP2020 topic-specific workgroups (HHS,
2018). Workgroups were instructed to reduce the number of objectives
compared to Healthy People 2020 (from more than 1,200 to approximately
375). This process appeared to emphasize a continuity of topics and objec
tives from the past decade’s Healthy People effort, which might be a pri
mary reason the objectives do not fully represent the ideas of the HP2030
Framework. It also is unclear whether the FIW workgroups generating
and vetting objectives were explicitly asked to consider what would make
good LHIs and include such objectives in their contributions.
Finding 2: The committee finds that the draft objectives do not offer
an appropriately balanced and comprehensive range from which to
derive Leading Health Indicators that also reflect the intent of the
Healthy People 2030 Framework’s vision, mission, foundational prin
ciples, and overarching goals.
As noted above, a major change to Healthy People 2030 is the empha
sis on well-being and the determinants of health and well-being. There
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are important objectives that lack a focus “across all life stages” (one of
the overarching goals in the HP2030 Framework); for example, child
poverty has been discarded, and only an overall measure of poverty
remains. Health measures specific to children are leading indicators of
future national health in 2030 and for decades to come, yet few objec
tives address, for example, the proportion of children with access to ef
fective early intervention programs.7 One possible way to disaggregate
a larger objective or to consolidate many fragmented objectives would
be to develop some objectives that have sub-objectives (see, for example,
the proposal in IOM, 2011, starting on p. 77). Examples could include an
objective on poverty with sub-objectives for child poverty, poverty among
older adults, and poverty in specific categories of race/ethnicity, or an
objective on foodborne illness with sub-objectives for specific foodborne
illnesses, such as those currently listed under the food safety topic of the
current HP2030 draft objectives.
The six core objectives under the social determinants of health topic
of the HP2030 draft objectives represent a disparate assortment that in
cludes two objectives related to employment, two on education, one on
housing, and one on incarceration and criminal justice. A more systematic
approach to each of the social, physical, and economic determinants of
health—as described in the HP2030 Framework and in the issue briefs—
would consider all areas where the evidence is robust or strong, as well
as linkages with life stages, among other cross-cutting considerations.
For example, the objectives for older adults are limited to objectives on
dementias, injury prevention, and kidney disease, but there are no objec
tives that reflect the physical and social determinants of healthy aging,
such as frailty, sensory deficits, social connectedness (i.e., to address lone
liness or social isolation), or aspects of livability, such as universal design
elements that makes residences, commercial structures, sidewalks, and
other parts of the built environment broadly accessible (see, for example,
the AARP Livability Index [AARP, 2018]).
Well-being, health equity, and collaboration across multiple sectors
represent some of the key aspects of the HP2030 Framework, yet they
are insufficiently reflected in the draft objectives. This includes upstream
macro-level social structural factors related to patterns of opportunity
and risk within society, including employment rates, structural racism,
residential segregation, wealth accumulation, and access to health care
services, and the public policies that influence these patterns. In addi
tion, there are few objectives that capture community or neighborhoodlevel factors for which there is strong evidence of a relationship to health
7 See https://www.healthypeople.gov/2020/leading-health-indicators/2020-lhi-topics/
Maternal-Infant-and-Child-Health (accessed July 16, 2019).
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and availability of high-quality data, including data related to housing
affordability and stability,8 air quality, food availability, public safety,
educational attainment, and poverty. In fact, objectives linked to four of
the five key domains related to the social determinants of health from
HP2020 are missing, including the domains of economic stability, educa
tion, neighborhood and built environment, and social and community
context. The only domain that is well represented is that of clinical care.
The shortage of objectives for the other four domains, including measures
of community well-being, is a noteworthy and critical gap in the current
iteration of draft objectives.
Several important analyses have emerged over the past two decades
that have sought to quantify the relative contributions of various factors
on health, such as the proportion of mortality attributable to smoking
versus medical treatment versus education attainment. These include the
work of McGinnis et al. (2002), the Booske et al. (2010) schema for weight
ing the different influences on health for the County Health Rankings
model, and the more recent work from Kaplan and Milstein (2019). The
pathways by which upstream social factors shape health and well-being
are characterized by multiple interactions and a great deal of complex
ity (Braveman and Gottlieb, 2014); therefore, all available analyses have
limitations, and the relative contributions of various factors surely do
not add up to 100 percent (see Krieger, 2017). Given the modest contri
bution of medical care to health outcomes, and the robust evidence that
factors ranging from income inequality, to adverse childhood experi
ences, to housing instability considerably influence population health, it
is striking that the draft core objectives are largely oriented toward clinical
measures/measures of health states. Although those measures are neces
sary, they are insufficient as a representation of the health and well-being
of the nation or of communities.
Having reviewed the HP2020 evidence-based resources (and scoring
system),9 the committee noted, for example, that despite the evidence base
for tenant-based rental assistance programs and despite the contemporary
housing crisis faced by many American communities, with considerable
implications for their health,10 there is no reference to rental assistance

8 See https://www.healthaffairs.org/do/10.1377/hpb20180313.396577/full (accessed July 16,
2019).
9 See https://www.healthypeople.gov/2020/Implement/EBR-glossary#4-star (accessed
July 2, 2019).
10 See Taylor, 2018 (https://www.healthaffairs.org/do/10.1377/hpb20180313.396577/full,
accessed July 2, 2019); and also the Healthy People 2020 discussion about the quality of hous
ing and implications for health.
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among the HP2030 objectives.11 There are many areas of robust evidence
on social, physical, and environmental factors that shape health and well
being, but the objectives do not include a sufficient array to reflect such
multisectoral contributions.
The objectives lack any mention of health equity (an HP2030 founda
tional principle) or addressing health disparities, there are no health equity
measures, and some objectives give rise to questions about exacerbating
certain types of inequities (to include ethnicity/race, gender, geographi
cal, economic, and others as described in the health equity criterion for
the HP2030 objectives). For example, because there is no objective related
to life expectancy (especially surprising given the overall decline in life
expectancy), there is also no focus on reducing the significant disparities
in life expectancy by race in the United States. Similarly, reducing racial/
ethnic and socioeconomic differences in leading causes of morbidity and
mortality, such as cardiovascular disease, cancer, diabetes, and suicide, is
a fundamental prerequisite for improving overall population health in the
United States.
As another example, a family planning objective focuses on increas
ing “the proportion of females in need of publicly supported contracep
tive services and supplies who receive those services and supplies” but
misses the opportunity to measure males’ use of public family planning,
embodying the unfair expectation that women ought to manage contra
ception, placing a logistical and resource burden on females, thus leading
to increased inequity. Additional objectives related to power and civic
participation, such as measures of voter enfranchisement or voting regis
tration are missing (Blakely et al., 2001; Chandra, 2019).
The committee has read the recommendations made by the SAC in
its Report 7 (SAC, 2019b), which contains a review of the draft objectives,
and believes that if the SAC’s recommendations are implemented, they
are likely to strengthen the final set of HP2030 objectives, providing a
more well-rounded and HP2030 Framework-aligned complement of core
objectives from which to select LHIs.
Finding 3: The committee finds that the Healthy People 2030 draft ob
jectives document includes too few objectives that allow for making
important comparisons to other countries, including to peer nations
in the Organisation for Economic Co-operation and Development.

11 See https://www.healthypeople.gov/2020/tools-resources/evidence-based-resource/
housing-tenant-based-rental-assistance-programs%E2%80%94-social (accessed July 2, 2019).
See also newer evidence on supportive housing and health care cost savings at https://
www.rand.org/pubs/research_reports/RR1694.html (accessed July 2, 2019).

26

CRITERIA FOR SELECTING THE LHIs

This finding is referring not to rates of specific health outcomes, but
rather, broader measures of population health such as life expectancy
at birth, healthy life expectancy, or neonatal mortality. This could also
include such measures as immunization coverage rates; social protection
factors such as health insurance coverage, disability insurance, and paren
tal leave; and well-being indicators such as civic engagement and trust in
government, personal economic security, work–life balance, and subjective
well-being.12 Given the poor performance of the United States in global
health rankings, noted in previous reports from the Institute of Medicine
(IOM, 2012, 2013) and elsewhere (CIA, 2019; IHME, 2018), providing
summary measures of population health and employing indicators used
by peer nations could be helpful. A nation’s health cannot be measured
in a vacuum—international comparisons contribute an important aspect
to ascertaining a nation’s performance on key indicators. That is analo
gous to the state-to-state or county-to-county comparisons informed by
such indicator efforts as America’s Health Rankings and County Health
Rankings, respectively.
ON OBJECTIVES FROM OTHER SECTORS
IMPORTANT TO HEALTH AND WELL-BEING
Although Healthy People 2030 emphasizes that well-being is produced
not only by health sectors, but across all sectors of society, we note that
only a small subset of the data sources for the HP2030 draft objectives
reside outside the health domain. These include data from the Depart
ment of Agriculture, Department of Education, Department of Housing
and Urban Development, and Department of Transportation. However,
some departments remain underrepresented, and the objectives that
draw on data from the aforementioned departments are small in num
ber, narrow in scope, and not reflective of the full breadth of domains
where moderate or robust evidence may be available to inform action.
As noted above, the committee believes that the topic area on the social
determinants of health is overly limited and more objectives are needed
to provide adequate material for deriving some of the LHIs. Similar sug
gestions were made by the SAC in its Report 7 (SAC, 2019b).
A great deal has been written elsewhere about the fact that the
macrosocial upstream factors that shape health outcomes, ranging from
educational attainment to housing, reside in other sectors and are the re
sponsibility of other government agencies, organizations, and disciplines
(see, for example, NASEM, 2017). At the same time, however, communities
12 See, for example, presentations given at the May 28, 2019, committee informationgathering meeting.
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and states around the country are recognizing that the common good of
all who reside in a community or state requires cross-sector dialogue and
collaborative action. This is beginning to occur in many places. Some
examples at different levels of government and from the private sector
underscore that this is a moment of great opportunity for cross-sector col
laboration including in the realm of metrics. The U.S. Surgeon General’s
initiative and forthcoming report on community health and economic
prosperity acknowledges the linkages among employers, communities,
health care organizations, and others.13 The state of California has for
nearly a decade had a Strategic Growth Council that includes a Health
in All Policies Task Force.14 Several federal government departments or
agencies have set goals that could align with the Healthy People effort.
For example, several federal departments and agencies list emergency
preparedness and response activities in their strategic plans, such as the
Department of Homeland Security, Department of the Interior, and the
Small Business Administration.15 In terms of the social determinants of
health, the Department of Education, Department of Housing and Urban
Development, and Department of the Treasury address issues such as
educational attainment, sustainable homeownership, housing security,
and safety in their strategic plans as well.16 In considering health expo
sures and outcomes, the language in the strategic plans of the Department
of Transportation and the Environmental Protection Agency aligns with
HP2030 objectives related to protecting air quality and ensuring clean
and safe water, and reducing the number of fatalities and serious injuries,
respectively.
Another example of an area of alignment may be found in the Depart
ment of Education highlighting absenteeism as a key metric of educa
tional success.17 Research from the George W. Bush Presidential Center
and the Brookings Institution,18 among others, has explored the rela
tionships among health, educational attainment, absenteeism, and other
13 See https://www.hhs.gov/sites/default/files/community-health-and-economic
prosperity-infographic.pdf (accessed July 2, 2019).
14 See http://sgc.ca.gov/programs/hiap (accessed July 2, 2019).
15 Department of Homeland Security: https://www.dhs.gov/sites/default/files/
publications/ST_Strategic_Plan_2015_508.pdf (accessed July 2, 2019); Department of the
Interior: https://www.doi.gov/sites/doi.gov/files/uploads/fy2018-2022-strategic-plan.pdf
(accessed July 2, 2019); Small Business Administration: https://www.sba.gov/sites/default/
files/files/FINAL-2017-SBA-Disaster-Preparedness-Plan-signed.pdf (accessed July 2, 2019).
16 See information gathered from a search of Performance.gov federal department or
agency strategic plans and identification of items that appeared congruent with the HP2030
vision and mission.
17 See https://www2.ed.gov/datastory/chronicabsenteeism.html (accessed June 27, 2019).
18 See https://www.bushcenter.org/stateofourcities/spotlight/chronicabsenteeism (ac
cessed July 2, 2019).
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community factors. At the local level, other examples of cross-sector part
nerships to improve health and well-being exist around the country. Rich
mond, California, has been a pioneer in adopting a health-in-all-policies
approach in public–private collaboration involving the city and county;19
the city of Appleton in Wisconsin has enacted a Health in All Policies
ordinance; Fairfax County, Virginia, has a health-in-all-policies program
and a health-in-all-policies manager that engages with other government
agencies in the county; and Kent County, Michigan, has a Health in All
Policies learning lab and toolkit.20

19 See https://www.phi.org/uploads/files/Health_in_All_Policies-A_Guide_for_State_
and_Local_Governments.pdf (accessed July 2, 2019).
20 See https://www.appleton.org/home/showdocument?id=22076 (accessed July 2, 2019);
https://www.fairfaxcounty.gov/livehealthy/sites/livehealthy/files/assets/documents/pdf/
community-health-improvement-plan.pdf, pp. 3, 16 (accessed July 2, 2019); https://www.
accesskent.com/Health/HiAP (accessed July 2, 2019).

4
Criteria for Healthy People 2030
Leading Health Indicators

The Secretary’s Advisory Committee on National Health Promotion
and Disease Prevention Objectives for 2030 (SAC) has proposed a twophase process for selecting Leading Health Indicators (LHIs) from the
Healthy People 2030 (HP2030) objectives (again, the objectives are currently
available in draft form, with the final set expected in 2020). In phase 1 of
the LHI selection process, all core objectives should be assessed across the
following four criteria:
1.
2.
3.
4.

Public health burden—relative significance to the health and well
being of the nation;
Magnitude of the health disparity and the degree to which health equity
would be achieved if the target were met;
The degree to which the objective is a sentinel or bellwether; and
Actionability of the objective.

In phase 2, the following four criteria are applied to the set of poten
tial LHIs emerging from phase 1:
1.
2.
3.

“The LHIs represent a balanced portfolio or cohesive set of indica
tors of health and well-being across the life span.
The LHIs are balanced between common, upstream root causes of
poor health and well-being and measures of high-priority health
states.
The LHIs are amenable to policy, environmental, and systems inter
ventions at the local, state, tribal, and national levels.
29
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4.

The LHIs are understandable and will resonate with diverse stake
holders to drive action” (SAC, 2018a, pp. 3, 4).

The committee has reviewed the criteria in the two-phase process for
selection of the LHIs. The SAC’s description of the phases and criteria,
and the rationale for each, are provided in the SAC’s report on the LHIs
(see Appendix D). As noted above, the LHIs are defined by the SAC as
a “selected set of measures of determinants and sentinel indicators of
current and potential changes in population health and well-being” and
“drawn from Healthy People objectives to communicate the highestpriority health issues.” Highest-priority health issues, the National Acad
emies of Sciences, Engineering, and Medicine committee adds, would
include not only those that characterize the health of the country, but also,
the health of communities.
The committee agrees with the phase 1 and phase 2 criteria for the
LHI selection—they cover all essential characteristics of individual LHIs
and a well-constructed set of LHIs, and they are also consistent with pre
viously described criteria (e.g., previous reports from the National Acad
emies that addressed the criteria for selecting a small set of indicators).
The committee notes that the main goal of phase 1 is to ensure that the
LHIs meet certain specific criteria, such as public health burden, that
demonstrate their importance to the nation’s health and well-being. The
main goal of phase 2 appears to be a diagnostic check on phase 1 to ensure
that the selected LHIs comport with the ideas identified in phase 0 (the
proposed additional phase discussed below).
The committee has a few observations to share about the LHI criteria.
Regarding the phase 1 criteria, “The magnitude of the health disparity
and the degree to which health equity would be achieved if the target
were met” seems to be a fairly aspirational criterion, because the data
needed for this kind of analysis are often not available. The second crite
rion in phase 2—balancing upstream root causes with high-priority health
states—may need to be applied earlier, perhaps as part of phase 1, given
the importance of having a set of LHIs that addresses both upstream root
causes and high-priority health states. The third criterion in phase 2, that
“LHIs are amenable to policy, environmental, and systems interventions
at the local, state, tribal, and national levels,” a criterion to be applied to
the full complement of the LHIs, may need to be revised to replace the
and in “local, state, tribal, and national levels” with an or, as it does not
seem realistic to expect that each LHI would be amenable to interventions
of all types at every level.
As noted, the draft core objectives from which the LHIs are to be
derived are currently characterized by the limitations described above—
the collection of draft objectives offers both too much and too little for
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identifying the LHIs that are aligned with the HP2030 Framework. It
is easy to get lost in the minutiae of myriad objectives, but the HP2030
Framework offers a coherent vision and pathway, one that also seems well
aligned with the frameworks for national or local indicators showcased at
the National Academies committee’s May 28, 2019, information-gathering
meeting (NASEM, 2019). The HP2030 Framework developed by the SAC
appears designed to balance the need for continuity with the past with the
need to evolve to meet emerging and future opportunities and challenges.
However, given that the LHI selection criteria begin by calling for assess
ing “all core objectives,” having objectives that are minimally aligned
with the HP2030 Framework may lead to an inadequate, subjective, and
ineffective process of identifying indicators to serve the field in the future.
Providing a more well-rounded collection of objectives that show the “big
picture” articulated by the Framework will be essential to ensuring that
meaningful and useful LHIs can be selected.
Finding 4: The committee finds that if the existing criteria for Lead
ing Health Indicator (LHI) selection were applied to the existing
Healthy People 2030 draft objectives, the resulting LHI set would not
be aligned with the Healthy People 2030 Framework—it would not tell
a coherent story about the nation’s (or communities’) health, well
being, and the state of health equity.
Therefore:
Recommendation 1: The committee recommends that the Depart
ment of Health and Human Services and the Federal Interagency
Workgroup add to the Healthy People 2030 objectives topics or
implement a structural reorganization (with additional topics) that
will yield more core objectives that reflect the Healthy People 2030
Framework and could lead to better Leading Health Indicators.
Cross-cutting topics (i.e., topics that refer to or link with multiple
health states, life stages, systems, and all dimensions of health)
should include health equity; the social, physical, and economic
determinants of health; shared responsibility and multiple sectors;
and all levels of government.
Inspired by the SAC’s efforts in framing the Healthy People 2030 initia
tive, the committee also recommends the following:
Recommendation 2: The committee recommends a three-phase
process should be used for Leading Health Indicator (LHI) selec
tion from the Healthy People 2030 objectives. A new phase would
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precede the existing two, and it would apply the Healthy People
2030 Framework (especially the vision, mission, foundational prin
ciples, and overarching goals) in consideration of additional objec
tives and in selecting LHIs.
The term phases implies a chronological sequence; however, the com
mittee notes that the term filter may more accurately describe the manner
in which criteria would likely be applied, and also includes a recognition
that some of the criteria from phase 1 and phase 2 may in fact be applied
concurrently. The main goal of adding a new phase (or filter) to the LHI
selection process, let us call it phase 0, would be to ensure that the major
concepts of the HP2030 Framework are represented in the LHIs as a col
lective set.
The existing objectives could remain under consideration as LHIs in
accordance with the guidance already provided by the SAC in Report 7,
but additional selection criteria are needed to determine which objectives
can be the LHIs. The committee believes that the three-phase process
recommended is needed to help “see the forest for the trees” among all
the currently proposed objectives/indicators, and to operationalize the
vision, mission, foundational principles, and goals of HP2030 in “filter
ing” the vast range of indicators represented in the collection of HP2030
draft core objectives.

5
Conclusion

The committee is grateful for the opportunity to provide input about
the criteria for selecting Leading Health Indicators (LHIs), and looks
forward to offering additional input in our second report in the form of
recommendations for core objectives and the LHIs themselves. The com
mittee has noted that the Secretary’s Advisory Committee on National
Health Promotion and Disease Prevention Objectives for 2030 (SAC) and
the Department of Health and Human Services are developing commu
nication plans with attention to a wide range of stakeholders and imple
menting partners for Healthy People 2030 (SAC, 2018c). The committee
commends the broad-based approach reflected in the work of the SAC,
including the development of supplemental briefs that shed light on the
SAC’s thinking about the foundational principles in the Healthy People
2030 (HP2030) Framework. The committee affirms the importance of hav
ing LHIs that address that broad approach.
The LHI criteria include that when viewed as a group, LHIs are
“balanced between common, upstream root causes of health and well
being and measures of high-priority health states” and are “understand
able and will resonate with diverse stakeholders to drive action.” The
latter criterion calls for dissemination and communication, the impor
tance of which is underscored by the fact many people may equate health
with medical care and may be unfamiliar with the contributions to health
and well-being of nonclinical factors such as education and social cohe
sion (Ortiz and Johannes, 2018; Robert and Booske, 2011). Although the
understanding among the experts of what creates health and well-being
is changing rapidly, approximately one-third of Americans recognize that
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their surroundings influence their health (Carman et al., 2019). Healthy
People 2030 offers an exceptional opportunity toward creating a shared
understanding of what is needed, beyond medical care and its complex
ity, to build the conditions for health and well-being, and thus, toward
influencing a balanced portfolio of investments in what can make the na
tion and its communities healthier, more vibrant, and more prosperous.
Those approaches and investments are needed to address both behav
iors and individual decision making, as well as sociodemographics—the
“upstream” and ecological factors that shape individual decisions and
trajectories (Lantz et al., 2010).
Many Americans are uninformed about inequity and its structural
and historic causes (Pew, 2019). The LHIs offer an opportunity to high
light the state of upstream social structural factors that drive social dis
parities in health and well-being, and show that racial health inequities
impose a broader cost on society (LaVeist et al., 2011). U.S. communities
and states are also facing several macroeconomic and environmental
threats that may present serious challenges to the work of promoting
health and well-being. The LHIs provide an important opportunity to put
in place some key tracking mechanisms that highlight the relationships
among health and well-being and such factors as wealth inequality, mass
incarceration, and unaffordable housing.
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MEETING 1: FEBRUARY 27, 2019
2:00 pm

Welcome and Introductions
George Isham, HealthPartners Institute (Committee Chair)

2:10 pm

Giving of the Charge and Context
Carter Blakey, Office of Disease Prevention and Health
Promotion, Office of the Assistant Secretary for Health,
Department of Health and Human Services (HHS)

2:45 pm

Q&A

3:00 pm

Adjourn
MEETING 2: APRIL 19, 2019

12:00 pm

Welcome and Introductions
George Isham, HealthPartners Institute (Committee Chair)

12:10 pm

Update About the Healthy People 2030 Initiative
Don Wright, Deputy Assistant Secretary for Health,
Director, Office of Disease Prevention and Health
Promotion, HHS
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12:20 pm

Remarks About the Work of the Secretary’s Advisory
Committee on National Health Promotion and Disease
Prevention Objectives for 2030
Dushanka Kleinman, Professor and Principal Associate
Dean for Research, University of Maryland School of
Public Health, University of Maryland (HHS Secretary’s
Advisory Committee1 Co-Chair)
Nico Pronk, President, HealthPartners Institute (HHS
Secretary’s Advisory Committee Co-Chair)

12:50 pm

Questions from the National Academies Committee

1:20 pm

Break

1:35 pm

Remarks About the Work of the Subcommittee on Leading
Health Indicators
Therese Richmond, Andrea B. Laporte Professor of
Nursing; Associate Dean for Research & Innovation,
School of Nursing, University of Pennsylvania (Chair,
Subcommittee on Leading Health Indicators)

2:05 pm

Questions from the National Academies Committee

2:35 pm

Public Comment (time permitting)

3:00 pm

Adjourn
MEETING 3: MAY 28, 2019

9:00 am

Welcome and Introductions
George Isham, HealthPartners Institute (Committee Chair)

9:15 am

Presentation from the Deputy Assistant Secretary of Health
Don Wright, HHS

1 Secretary’s Advisory Committee on National Health Promotion and Disease Prevention
Objectives for 2030.
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9:30 am

Perspectives on the Purpose and Use of Leading Health
Indicators (LHIs) (or a Small High-Level Set of Indicators
for the Nation More Broadly) with Both National and
Community Needs in Mind
Moderator: Terry Richmond, University of Pennsylvania
Anita Chandra, RAND
Bobby Milstein, ReThink Health
Soma Stout, Institute for Healthcare Improvement and
100 Million Healthier Lives
Carley Riley, Cincinnati Children’s and 100 Million
Healthier Lives

10:30 am

Break

10:45 am

Q&A
Moderator: George Isham

11:10 am

Data Sources for Objectives and the LHIs
Moderator: Ed Sondik, formerly National Center for Health
Statistics
Ali Mokdad, Institute for Health Metrics and Evaluation
Amy O’Hara, Massive Data Institute, McCourt School
of Public Policy, Georgetown University

11:55 am

Q&A
Moderator: George Isham

12:15 pm

Lunch

1:15 pm

Harmonizing with Other National Metrics Sets
Moderator: Dushanka Kleinman, University of Maryland
Tom Eckstein, Arundel Metrics
Kristen Lewis, Social Science Research Council
Marjory Givens, University of Wisconsin–Madison
(via Zoom)

2:15 pm

Q&A
Moderator: George Isham

2:40 pm

Break
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2:55 pm

Measuring Health Equity—Insights for the LHIs
Moderator: Nico Pronk, HealthPartners Institute
Brian Smedley, National Collaborative for Health Equity
Steven Woolf, Virginia Commonwealth University (absent)
Sarah Treuhaft, Policy Link (via Zoom)

3:40 pm

Q&A
Moderator: George Isham

4:00 pm

Public Comment (time permitting)

4:15 pm

Adjourn
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are large-scale interdisciplinary collaborations at Dartmouth College and
involving partner institutions, drawing on Dartmouth’s comprehensive
Medicare and Medicaid data sets. Dr. Skinner’s ongoing research focuses
on studying the contribution of “high-tech” health care to cost growth,
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Appendix D
Criteria for Selecting a Set of
Leading Health Indicators1

Healthy People 2030 comprises three types of objectives—core, devel
opmental, and research. The Leading Health Indicators (LHIs) for Healthy
People 2030 will be drawn from the core objectives because core objectives
are defined as having valid, reliable, and timely data sources, as well as
evidence-based interventions through which their targets can be met.
The Committee proposes a set of criteria for selecting Healthy People 2030
LHIs that are informed by the Healthy People 2030 Framework, including
the vision, mission, foundational principles, overarching goals, and plan
of action.
PHASE 1
All core objectives should be assessed across the following four criteria:
1.
2.
3.
4.

Public health burden—relative significance to the health and well
being of the nation;
Magnitude of the health disparity and the degree to which health equity
would be achieved if the target were met;
The degree to which the objective is a sentinel or bellwether; and
Actionability of the objective.

1 SOURCE: The Secretary’s Advisory Committee report Recommendations for the Leading
Health Indicators.
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Rationale
In phase 1, four criteria are applied to the core objectives. The first
criterion, public health burden, is classically indicated by important metrics
such as excess morbidity and mortality. Conversely, however, indica
tors may at first glance be viewed as having low public health burden
(e.g., low levels of selected infectious diseases) owing to current prac
tice (e.g., vaccinations). For this reason, public health burden must also
be assessed by whether it would be significant if current practice were not
continued. Public health burden directly supports the mission of Healthy
People 2030, which is to “promote, strengthen, and evaluate the nation’s
efforts to improve the health and well-being of all people.”
The second criterion focuses on the magnitude of the health disparity and
the degree to which health equity would be achieved if the LHI target were met.
It directly supports the overarching goal to “eliminate health disparities,
achieve health equity, and attain health literacy to improve the health and
well-being of all.”
The third criterion emphasizes the role of the LHIs in serving as a
sentinel and bellwether for the state of the nation’s health and as a warning
or harbinger of threats. This criterion supports the Healthy People 2030
plan of action to “provide data that can drive targeted actions to address
regions and populations with poor health or at high risk for poor health
in the future.”
Actionability, the final criterion, is multifaceted. It takes into account
the state of available and actionable evidence, and the ability to improve
health and well-being at a cost that is considered a good value. Actionability is informed by the foundational principle that “promoting and
achieving the nation’s health and well-being is a shared responsibility
that is distributed across the national, state, tribal, and community levels,
including the public, private, and not-for-profit sectors,” and the plan of
action to develop and make available “affordable means of health promo
tion, disease prevention, and treatment.”
Description of Application
Phase 1 is a focused assessment that applies a set of four criteria to
each core objective in Healthy People 2030. A quantitative approach helps
identify the initial set of potential LHI candidates. All core objectives
would be assessed according to each criterion on a scale of 1 (not impor
tant) to 10 (very important). A cumulative score would be calculated across
the four criteria, ranging from 4 (least important) to 40 (most important).
Those core objectives with the highest ranked scores would be considered
as candidates for the pool of possible LHIs for Healthy People 2030.
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PHASE 2
The pool of possible LHIs that emerges from phase 1 would then be
subjected to an additional set of criteria before the final LHIs for Healthy
People 2030 are selected. The phase 2 criteria should be applied with the
important assumption that the LHIs are to be viewed as a group. Indi
viduals who apply these criteria to select the LHIs should assure the
following:
•
•
•
•

The LHIs represent a balanced portfolio or cohesive set of indica
tors of health and well-being across the life span.
The LHIs are balanced between common, upstream root causes of
poor health and well-being and measures of high-priority health
states.
The LHIs are amenable to policy, environmental, and systems
interventions at the local, state, tribal, and national levels.
The LHIs are understandable and will resonate with diverse
stakeholders to drive action.
Rationale

Considerations for phase 2 reinforce the foundational principles upon
which Healthy People 2030 is based. They also reflect the Healthy People 2030
vision—“a society in which all people can achieve their full potential for
health and well-being across the life span”—with the intent of attaining
lives free of preventable disease, disability, injury, and premature death.
Achievement of balance between upstream root causes and measures of
high-priority health states in the final set of the LHIs can be guided by the
foundational principle that “healthy physical, social, and economic envi
ronments strengthen the potential to achieve health and well-being.” The
final two criteria in phase 2 emphasize the importance that the LHIs as a
set resonate with diverse stakeholders who must take action. This notion
is specified in the foundational principle “promoting and achieving the
nation’s health and well-being is a shared responsibility that is distributed
across the national, state, tribal, and community levels, including the pub
lic, private, and not-for-profit sectors,” and the centrality of Healthy People
2030 as “a component of decision making and policy formulation across
all sectors.”
Description of Application
Unlike the core objectives, the LHIs do not exist in isolation from one
another. Therefore, an additional assessment of the LHIs as a group is
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warranted. In this second phase, those who apply the additional criteria
listed above would then evaluate the proposed set of the LHIs as a whole.
As various sets of potential LHIs are constructed during this phase, it is
likely and indeed recommended that iterative movement between phase 1
and phase 2 take place until the final set of the LHIs is selected. For ex
ample, it is possible that what emerges from the initial phase 1 process
may not adequately balance the upstream root causes of poor health and
well-being and measures of high-priority health states. It is also possible
that the set would not resonate sufficiently across stakeholders to drive
action.

Appendix E
Healthy People 2030 Framework1

HISTORY OF THE HEALTHY PEOPLE INITIATIVE
Healthy People is a national effort that sets goals and objectives to
improve the health and well-being of people in the United States. Healthy
People 2030 is the fifth edition of Healthy People. It aims at new challenges
and builds on lessons learned from its first four decades. The initiative
began in 1979, when Surgeon General Julius Richmond issued a landmark
report titled Healthy People: The Surgeon General’s Report on Health Promo
tion and Disease Prevention. This report focused on reducing preventable
death and injury. It included ambitious, quantifiable objectives to achieve
national health promotion and disease prevention goals for the United
States within a 10-year period (by 1990). The report was followed in later
decades by the release of updated, 10-year Healthy People goals and ob
jectives (Healthy People 2000, Healthy People 2010, and Healthy People 2020).
WHAT HEALTHY PEOPLE CONTRIBUTES
Healthy People helps users to access data on changes in the health
status of the U.S. population; these data also inform each new decade’s
goals and objectives. Communities across the United States may adopt
Healthy People goals and objectives. Communities, which may be as
small as neighborhoods or large as municipalities, may alter the goals
1 Prepared by the Secretary’s Advisory Committee on National Health Promotion and
Disease Prevention Objectives for 2030.

53

54

CRITERIA FOR SELECTING THE LHIs

and objectives to meet their own needs and use them to set priorities for
their region and population groups. Healthy People priorities are those
aspects of health that are the most critical to overall health and well-being
and can be improved using our available knowledge.
Since the Healthy People initiative was first launched, the United
States has made significant progress. Achievements include reducing
major causes of death such as heart disease and cancer; reducing in
fant and maternal mortality; reducing risk factors like tobacco smoking,
hypertension, and elevated cholesterol; and increasing childhood vac
cinations. During these decades, the importance of collaborating across
agencies at the national, state, local, and tribal levels, and with the private
and public health sectors, has been demonstrated.
A key lesson is that a widely accessible plan containing achievable
goals and objectives can guide the action of individuals, communities,
and stakeholders to improve health. To achieve the health and well-being
of all people, it is essential to involve, as active partners, diverse stake
holders from across the public, private, and not-for-profit sectors. It is im
portant to monitor progress on Healthy People goals and objectives, and
to share high-quality data and feedback on progress with stakeholders
and the public. In addition, we have learned that significant changes
(e.g., reduced rates of smoking) may be difficult, but they are achievable
through persistent effort.
Although much progress has been made, the United States lags behind
other developed countries (such as other members of the Organisation for
Economic Co-operation and Development) on key measures of health
and well-being, including life expectancy, infant mortality, and obesity,
despite spending the highest percentage of its gross domestic product on
health. A challenge for Healthy People 2030 is to guide the United States in
achieving our population’s full potential for health and well-being so we
are second to none among developed countries.
VISION
A society in which all people can achieve their full potential for health
and well-being across the life span.
MISSION
To promote, strengthen, and evaluate the nation’s efforts to improve
the health and well-being of all people.
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FOUNDATIONAL PRINCIPLES
Foundational principles explain the thinking that guides decisions
about Healthy People 2030.
1.
2.
3.
4.
5.
6.

7.

Health and well-being of all people and communities are essential
to a thriving, equitable society.
Promoting health and well-being and preventing disease are
linked efforts that encompass physical, mental, and social health
dimensions.
Investing to achieve the full potential for health and well-being
for all provides valuable benefits to society.
Achieving health and well-being requires eliminating health dis
parities, achieving health equity, and attaining health literacy.
Healthy physical, social, and economic environments strengthen
the potential to achieve health and well-being.
Promoting and achieving the nation’s health and well-being is a
shared responsibility that is distributed across the national, state,
tribal, and community levels, including the public, private, and
not-for-profit sectors.
Working to attain the full potential for health and well-being of
the population is a component of decision making and policy
formulation across all sectors.
OVERARCHING GOALS

1.
2.
3.
4.
5.

Attain healthy, thriving lives and well-being, free of preventable
disease, disability, injury, and premature death.
Eliminate health disparities, achieve health equity, and attain
health literacy to improve the health and well-being of all.
Create social, physical, and economic environments that promote
attaining full potential for health and well-being for all.
Promote healthy development, healthy behaviors, and well-being
across all life stages.
Engage leadership, key constituents, and the public across mul
tiple sectors to take action and design policies that improve the
health and well-being of all.
PLAN OF ACTION

1.

Set national goals and measurable objectives to guide evidencebased policies, programs, and other actions to improve health and
well-being.
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2.
3.
4.
5.
6.
7.
8.

Provide data that are accurate, timely, accessible, and can drive
targeted actions to address regions and populations with poor
health or at high risk for poor health in the future.
Foster improvement through public and private efforts to improve
health and well-being for people of all ages and the communities
in which they live.
Provide tools for the public, programs, policy makers, and others
to evaluate progress toward improving health and well-being.
Share and support the implementation of evidence-based pro
grams and policies that are replicable, scalable, and sustainable.
Report biennially on progress throughout the decade from 2020
to 2030.
Stimulate research and innovation toward meeting Healthy People
2030 goals and highlight critical research, data, and evaluation
needs.
Facilitate development and availability of affordable means of
health promotion, disease prevention, and treatment.

