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Healthy People 2010 objectives are used for
many purposes, including addressing health
disparities by informing policy and justifying
community intervention programs. Physical
activity plays a key role in the Healthy People
2010 overarching goals of increasing quality
and years of healthy life and eliminating health
disparities.1 Three Healthy People 2010 physical
activity objectives designed for adults aim to
reduce the prevalence of no leisure-time physical
activity (22-1), increase regular physical activity
(22-2), and increase vigorous-intensity physical
activity (22-3).1 Progress toward meeting the
Healthy People 2010 physical activity objectives2

is evaluated with self-report data from the
National Health Interview Survey (NHIS)3 and at
the state level from the Behavioral Risk Factor
Surveillance System.4 The Healthy People 2010
Midcourse Review found sociodemographic dis-
parities in physical activity, with racial/ethnic
minorities less active than Whites and activity
levels positively associated with more educa-
tion.5

From 2003 to 2006 the National Health
and Nutrition Examination Survey (NHANES)
measured physical activity with accelerome-
ters, small electronic devices that record bodily
acceleration minute by minute, to provide an
objective estimate of intensity and duration of
locomotion.6 As the first nationally representa-
tive sample of accelerometry data in the United
States,7 the NHANES data are significant for
public health surveillance because they enable
an alternative view of population physical activ-
ity levels not subject to the potential biases of self-
report. The 2 methods can produce differing
results on disparities and physical activity prev-
alence. The initial analyses of the NHANES
accelerometer data found that Mexican Ameri-
cans were more active than non-Hispanic Whites
and that non-Hispanic Blacks were the least
active racial/ethnic group.7–9 These findings
were inconsistent with survey data.2,4 Thus, the
inclusion of accelerometry to assess physical
activity in surveillance settings has revealed

previously unknown information, causing public
health professionals to reevaluate some long-
standing beliefs about disparities in physical
activity.2,4,10–12

Little is known about disparities in physical
activity captured by accelerometry data and
applied to the Healthy People 2010 physical
activity objectives for adults. We assessed
sociodemographic disparities in physical activ-
ity identified in NHANES accelerometry data
for indicators that were equivalent to the
Healthy People 2010 objectives. We also aimed
to determine whether disparities identified in
accelerometer data differed from those in
Healthy People 2010’s NHIS self-report data.
We compared the disparities in the 2003 to
2004 NHANES data with those in the Healthy
People 2010 data for 2003.

METHODS

The NHANES is a household interview and
examination survey of the health and nutrition
status of the civilian, noninstitutionalized US

population; its sample is selected with a com-
plex, multistage probability design. In 2003 to
2004, NHANES data were collected for 10122
persons of all ages.13 Low-income persons,
adolescents aged12 to19 years, persons aged 60
years and older, Blacks, and Mexican Americans
were oversampled.

Participants were initially interviewed at their
residence about demographic and family char-
acteristics. At the end of the initial interview,
participants were invited to a Mobile Examina-
tion Center for a health examination and com-
pletion of an in-person survey about health
conditions and behaviors. At the conclusion of
the examination, ambulatory participants aged
6 years and older were asked to wear a uniaxial
accelerometer (ActiGraph model 7164; Acti-
Graph, LLC, Pensacola, FL) for 7 consecutive
days during waking hours to monitor their
physical movement.14 Participants were asked to
return the accelerometers in a prepaid envelope
following the monitoring period. The response
rates were 79.3% for the household interview
and 85.7% for the accelerometer.

Objectives. We compared findings on physical activity from national accel-

erometry data and Healthy People 2010 self-report data to identify differences in

disparities by sociodemographic characteristics, gender, age, race/ethnicity,

education level, and disability status.

Methods. Data were from the 2003 to 2004 National Health and Nutrition

Examination Survey’s accelerometry and the Healthy People 2010 Midcourse

Review. We computed prevalence of inactivity and regular moderate- and

vigorous-intensity movement according to Healthy People 2010 operational

definitions.

Results. Mexican American adults were more active than non-Hispanic Blacks

and Whites, and groups defined by race/ethnicity and educational attainment

were more similar in physical activity in accelerometer than in self-report data.

Disparities by gender and disability status were consistent with Healthy People

2010.

Conclusions. Disparities in physical activity differ from previous findings.

Increased understanding of these disparities should be used to design better and

more cost-effective physical activity interventions. Physical activity surveillance

methods should be revised to make use of data collection methods that are

more valid than self-report. (Am J Public Health. 2010;100:S263–S268. doi:10.

2105/AJPH.2009.180075)
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We categorized education levels as less than
high school, high school graduate or general
equivalency diploma, or at least some college.
For race/ethnicity, the NHANES data were
available for non-Hispanic Blacks, non-His-
panic Whites, and Mexican Americans13;
Healthy People 2010 reported all Hispanics or
Latinos and other minority groups.2 To make
our indicator of disability similar to that used in
the NHIS from different survey questions,3 we
defined disability as having a physical, mental, or
emotional limitation. In addition, we analyzed the
data for age groups that are reported in Healthy
People data tables (18–24, 25–44, 45–64,
65–74, and ‡75 years), but our source of
Healthy People disparities did not include age.5

Healthy People 2010 disparities were derived
from self-reported leisure-time physical activity
data from the 2003 NHIS that were pub-
lished in the Healthy People 2010 Midcourse
Review.15 We compared disparities in physical
activity by gender, race/ethnicity, education
level, and disability status for objectives 22-1
(reducing prevalence of no leisure-time physical
activity) and 22-2 (regular moderate or vigorous
physical activity). To provide context for the
accelerometer statistics, we obtained prevalence
statistics from NHIS 20033 from DATA2010.2

Accelerometer Data Analysis

For objective monitoring of free-living
physical activity, participants were instructed to
wear the accelerometer on the right hip, at-
tached by an elastic belt, during waking hours,
with the exception of time spent bathing and
engaging in other activities involving water.14

Accelerometers were programmed to record
activity counts in 1-minute epochs. An NHANES
contractor downloaded data from accelerome-
ters returned by participants and checked them
for calibration to verify that the units were still
functioning within the manufacturer’s specifica-
tions.

Of the 5620 adults in the survey, 3043
(54.1%) qualified for our analytic sample by
providing at least 4 valid days of accelerometer
data, including at least 1 weekend day (mean
6.1 6 1.0 days; 14.2 6 1.8 hours per day); 292
had sufficient accelerometer data but had no
valid weekend days, and 2285 did not have suf-
ficient accelerometer data or were excluded
because their monitors were not in calibration
upon return. Valid days were defined as having

at least 10 hours of monitor wear. Wear time
was determined by subtracting nonwear time
from 24 hours. Nonwear time was defined as
an interval of at least 60 consecutive minutes of
0 counts, with allowance for 1 to 2 minutes of
observations of 1 to 100 counts per minute.
Implausible data values that were consistent
with monitor malfunction (e.g., 32767 counts
per minute) were replaced by imputed values
that were the averages of the counts recorded
in the minutes immediately preceding and
following the implausible value(s).

Two physical activity indicators corre-
sponded to the operational definitions for
Healthy People 2010 objectives of reducing the
prevalence of no leisure-time activity (22-1)16

and increasing regular physical activity, defined
as the accumulation of 10-minute bouts of
moderate-intensity movement totaling 30 min-
utes or more per day on 5 or more days per
week or 20 minutes per day of vigorous-intensity
movement on 3 or more days per week (22-2).17

Prevalence estimates for increased vigorous
physical activity (objective 22-3) were not stable
enough to report.

Moderate-intensity movement was defined
as minutes with 760 to 5998 counts per
minute as defined by Matthews et al.18 and
vigorous-intensity movement was minutes with
5999 or more counts per minute,7 to correspond
with Healthy People 2010 objective 22-2. We
selected the count threshold for moderate-in-
tensity movement defined by Matthews et al. to
approximate activity described in the survey
questions in the NHIS (i.e., light- to moderate-
intensity leisure-time physical activity corre-
sponds to 2.5–5.9 metabolic equivalents).17 The
threshold for vigorous movement was selected
because other NHANES studies identified it as
equivalent to vigorous-intensity physical activity
(i.e., 6 metabolic equivalents).7

To compare patterns of accelerometer-derived
movement with Healthy People 2010 self-report
data on objectives for physical activity, we
derived 10-minute bouts from count data for
all accelerometer-measured time during the
week. To determine whether a participant
engaged in moderate- or vigorous-intensity
movement in a given minute, we compared
activity counts to the respective lower thresh-
olds for each intensity level. Bouts were
defined as 10 or more minutes above the
minimum threshold for moderate or vigorous

intensity, with allowance for interruptions of 1
or 2 minutes below the threshold, which could
occur while stopping for a street light while
walking. All bouts were terminated with 3
minutes below the minimum threshold for
moderate or vigorous activity. To estimate the
daily duration of movement, we summed the
minutes per day of light- to moderate- and
vigorous-intensity movement that occurred in
10-minute bouts. Then, for each bout, we
computed frequencies (days per week) of
moderate- and vigorous-intensity movement
by summing the numbers of valid days in
which participants accumulated 30 minutes or
more of light- to moderate-intensity activity
and 20 minutes or more of vigorous-intensity
movement.

Statistical Analysis

We computed the prevalence and standard
errors of the physical activity accelerometer
data by gender, age group, race/ethnicity,
education level, and disability status. We com-
puted age-specific prevalence for movement
minutes within each age group and age-
adjusted prevalence for the remaining socio-
demographic characteristics. Because we
excluded 2577 adults with missing acceler-
ometer data, we reweighted the data by age,
gender, and race/ethnicity.

To assess sociodemographic disparities in
physical activity in the NHANES accelerometry
data, we performed 4 steps consistent with the
Healthy People 2010 methodology19 for each
physical activity indicator. First, we identified the
best group as the group with the most favorable
prevalence for each Healthy People 2010 physi-
cal activity objective. We also computed the
percentage difference and z score between each
estimate and the best group. To adjust for
multiple comparisons of physical activity and
sociodemographic characteristics, we set a levels
at 0.05 per number of comparisons (Bonferroni
adjustment). Finally, we identified statistically
significant disparities in physical activity for each
sociodemographic characteristic with significant
z scores compared with the best group and
identified the size of disparity by percentage
differences.

To compare disparities identified in acceler-
ometer data with those in self-report data, we
graphically juxtaposed disparities determined
from the 2003 to 2004 NHANES accelerometer
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data with those determined from the NHIS self-
report data.15 We used SAS version 9.1 (SAS
Institute Inc, Cary, NC) and SUDAAN version 9.0
(Research Triangle Institute, Research Triangle
Park, NC) for the analysis of NHANES data and
Excel 2003 (Microsoft Corp, Redmond, WA) to
compute percentage differences and z statistics.

RESULTS

Our analytical sample had slightly more
women (n=1567; 51.5%) than men (n=1476;
48.5%; Table 1). Thirteen percent (n=392)
were aged 18 to 24 years, and slightly more
than half were in the 25 to 44 and 45 to 64 age
groups. Blacks made up 19% of the sample;
Mexican Americans, 23.1%; and Whites,
58.2%. Slightly less than half (46.9%) had at
least some college education, and 28.4% had
less than a high school education. A physical,
mental, or emotional disability was reported for
30% of the sample.

Table 2 shows the prevalence of adults aged
18 years and older who met Healthy People

2010 objectives 22-1and 22-2 according to the
NHANES accelerometer data, along with the
percentage point differences between the most
favorable and other groups. The prevalence of
inactive adults (objective 22-1) was 9.3% in
the NHANES data and 37% in the NHIS 2003
data. Women had nearly double the preva-
lence of inactivity of men (12.0% versus 6.4%),
a significant difference derived from z scores
computed from the prevalence estimates.
Among the age groups with reportable preva-
lence estimates, the best group (most favorable
prevalence) was 25 to 44 years, with 3.4%
inactivity. The percentage increased with age to
46.6% among adults aged 75 years and older.
Comparisons by race/ethnicity showed that
Mexican Americans had the lowest estimate of
inactivity (7.9%); however, estimates for
Whites (9.3%) and Blacks (9.4%) were not
significantly higher (P>.025). Inactivity was
higher among those with less than a high school
education (13.7%) than among those with at
least some college, who composed the best
group, with only 9.1% inactive.

For Healthy People 2010 objective 22-2,
19.4% of adults met the criteria for regular
physical activity. Persons aged 25 to 44 years
were the best group, with the highest prevalence
of moderate and vigorous movement (25.0%).
This prevalence did not differ significantly for
persons aged 18 to 24 years (18.7%) but was
higher than among persons aged 45 to 64 years
(18.0%) and 65 to 74 years (12.9%).

Figure 1 shows physical activity disparities
by gender, race/ethnicity, education level, and
disability status in the Healthy People 2010
Midcourse Review15 according to self-report data
and NHANES accelerometer data. For 2 socio-
demographic characteristics we found similar
disparity patterns in the different data sets. For
both objectives, men were identified as the best
group in both the Healthy People 2010 and the
NHANES data. However, the size of the dispar-
ities differed: we found a larger disparity for
women in the accelerometer data than in the self-
report data. For disability status, we observed no
difference in best groups, and disparities were
larger in the accelerometry than in the self-report
data for inactivity; disparities were the same for
regular physical activity.

Disparities differed between self-report and
accelerometer data for race/ethnicity and
education. For race/ethnicity we found

differences in best group for both objectives.
Non-Hispanic Whites were previously identi-
fied as the best group in the self-report data, but
we found that Mexican Americans were the
best group in our analysis of the accelerometer
data. For objective 22-1, Healthy People 2010
data showed Hispanics with a disparity of 50%
to 99% compared with non-Hispanic Whites.
The accelerometer data yielded smaller dis-
parities for non-Hispanic Blacks and non-His-
panic Whites.

Examining objective 22-2 by education level,
we found that the best group comprised partic-
ipants with a high school education rather than
those with more education. Because disparities
computed with smaller prevalence estimates are
more sensitive to small differences in estimates,
the differences in the sizes of the disparities are
related in part to the prevalence estimates for
each data source. For reference, the overall
prevalence in 2003 for objective 22-1 was 37%
and for 22-2, 33%.2 However, the sizes of the
disparities for 22-1 by race/ethnicity and for
both objectives by education level were smaller
in the NHANES data than in the Healthy People
2010 data, indicating less real variability across
groups in accelerometer than in self-report data.

DISCUSSION

We used definitions of physical inactivity
and regular physical activity that approximated
those used by Healthy People 2010 for tracking
physical activity objectives for adults and
identified disparities that differed from those
published in the Healthy People 2010 Midcourse
Review.15 This challenges traditional thinking in
the field2,4,10–12 and shows that physical activity
levels may not differ by race/ethnicity and
education level as much as expected.

Our analysis of accelerometer data identified
Mexican Americans as the most active racial/
ethnic group, a finding that, although contrary to
the traditional beliefs about racial/ethnic dis-
parities, makes sense in light of the Hispanic
paradox (the puzzling findings of many studies
that Hispanics enjoy better health outcomes
than other US adults with the same low socio-
economic status20). Mexican Americans could be
more active than Hispanics overall, but this is
unlikely because Hispanic immigrants have sim-
ilar occupational opportunities in the United
States, and they generally involve physically

TABLE 1—Characteristics of the

Analytical Sample (N=3043):

National Health and Nutrition

Examination Survey, 2003-2004

No. (%)

Gender

Men 1476 (48.5)

Women 1567 (51.5)

Age, y

18–24 392 (12.9)

25–44 824 (27.1)

45–64 888 (29.2)

65–74 495 (16.3)

‡ 75 444 (14.6)

Race/ethnicity

White 1657 (58.2)

Black 534 (18.7)

Mexican American 658 (23.1)

Education level

< High school 862 (28.4)

High school graduate 750 (24.7)

At least some college 1427 (46.9)

Disability status

Persons with disabilities 917 (30.1)

Persons without disabilities 2126 (69.9)

RESEARCH AND PRACTICE

Supplement 1, 2010, Vol 100, No. S1 | American Journal of Public Health Ham and Ainsworth | Peer Reviewed | Research and Practice | S265



active manual labor. Accelerometers can detect
occupational time, which is difficult to assess
through self-report and is therefore not measured
in the surveys reported by Healthy People 2010.3,4

Thus, inclusion of data reflecting occupational
physical activity in the NHANES accelerometer
data could explain the surprising differences in
racial/ethnic disparities for physical activity not
seen with leisure-time physical activity surveys.

We also found disparities in accelerometer
data by educational attainment that differed
from survey data. Although the least educated
had the highest levels of inactivity, a finding
similar to survey data,2,10,11 we found smaller
differences in regular physical activity across
educational levels. This could be explained by
the interrelationship of race/ethnicity and edu-
cational attainment with physical activity.

The disparities we identified follow the
patterns reported by other studies that ana-
lyzed the NHANES accelerometer data.7–9

However, our prevalence estimates differed from
these reports in that we estimated that 9% of US
adults were inactive and 19% were regularly
active. Troiano et al. found that 3% of US adults
met the criteria for recommended levels of
physical activity in 2003 to 2004.7 We derived
bouts of moderate and vigorous physical activity
separately, according to the operational defini-
tion of Healthy People 2010 objective 22-217;
Troiano et al. identified activity bouts of com-
bined moderate and vigorous activity.7

A second, more important factor in these
differing results is that prevalence is highly
dependent on the thresholds for discriminating
between inactivity and light-to-moderate phys-
ical activity. For consistency with the NHIS
definition of moderate activity,17 which includes
activities of light-to-moderate intensity, we
needed to capture similar light- to moderate-
intensity movement and therefore set an accel-
erometer threshold of 760 counts per minute.
This cutpoint is consistent with Matthews et al.’s
definition of 760 counts per minute as lifestyle
moderate activity.18 Troiano et al. defined mod-
erate activity as 2020 or more counts per
minute.7 If we had used a higher counts-per-
minute threshold, the prevalence of inactivity
would have been higher and regular physical
activity would have approached the 3% figure
reported by Troiano et al. Yet despite the
variation in counts-per-minute cutpoints, all
analyses of these data showed that overall,
Americans are less active than was suggested by
self-report data from the Behavioral Risk Factor
Surveillance System2,4,11,12 and NHIS.2

A third caveat for interpreting NHANES data
lies in the ambiguous meaning of accelerometer
counts per minute.21 For example, an acceler-
ometer can record a minute with a value of1000
counts per minute, but it cannot reveal the fitness
level of the person wearing the device. A person
with a high fitness level could walk during that
minute at a lower relative intensity than required
for health benefits while still producing the high
counts. By contrast, a less fit person could rake
leaves, expending considerable effort, to produce
the same accelerometer results. At the low end of
the ability range, frail older adults might never
move with an acceleration reaching1000 counts
per minute.

TABLE 2—Comparison of Prevalence Data for Healthy People 2010 Objectives for Physical

Activity From Accelerometry and Self-Report: National Health Interview Survey, 2003, and

National Health and Nutrition Examination Survey, 2003–2004

Objective 22-1a Objective 22-2b

Prevalence,c %

(SE)

Difference

From Best

Group, %

Healthy People

2010, %

Prevalence,c %

(SE)

Difference

From Best

Group, %

Healthy People

2010, %

Overalld 9.3 (0.6) NA 37 19.4 (1.0) NA 33

Genderd

Men 6.4 (0.6) Best group 35 26.8 (1.4) Best group 35

Women 12.0* (0.7) 88.6 39 12.3* (1.0) 54.0 31

Age,e y

18–24 NA NA 29 18.7 (2.4) 25.2 42

25–44 3.4 (0.7) Best group 34 25.0 (2.1) Best group 35

45–64 6.7*** (1.1) 95.7 38 18.0* (1.3) 28.0 31

65–74 20.6*** (1.8) 497.7 45 12.9* (1.5) 48.2 28

‡ 75 46.6*** (2.8) 1254.0 57 NA (NA) NA 18

Race/ethnicityd

Non-Hispanic White 9.3 (0.6) 17.2 33 19.7* (1.1) 26.1 36

Non-Hispanic Black 9.4 (1.2) 17.7 48 15.3* (1.6) 42.7 25

Mexican Americanf 7.9 (1.0) Best group 51 26.6 (1.0) Best group 25

Education leveld,g

< High school 13.7** (2.0) 51.3 63 21.4 (3.5) 3.1 17

High school graduate 10.0 (1.1) 9.9 45 22.1 (1.9) Best group 27

‡ Some college 9.1 (0.8) Best group 28 18.2 (1.4) 17.3 38

Disability statusd,f

Persons with disabilities 13.4* (1.3) 108.2 53 14.3* (2.4) 31.6 21

Persons without disabilities 6.4 (0.6) Best group 34 20.9 (1.0) Best group 35

Note. NA = not available because SE divided by percentage was greater than 0.30.
Source. Healthy People 2010 database.2
aThis objective aims to reduce the prevalence of physical inactivity during leisure time. Measured as days that included 10-minute
bouts of light–moderate or vigorous movement. Best group had the most favorable prevalence.
bThis objective aims to increase regular physical activity. Measured as days that included 10-minute bouts of moderate-intensity
activity totaling at least 30 minutes on 5 or more days of the 7-day surveillance period or 20 minutes per day of vigorous activity on
at least 3 days during the surveillance. Best group had the most favorable prevalence.
cSignificance determined by z score.
dAge-adjusted to the following age groups: 18–24, 25–34, 35–44, 45–64, and 65 years and older.
eAge-specific prevalence estimates.
fDefinitions of ethnicity and disability status differed between the surveys. The National Health and Nutrition Examination Survey
sampled Mexican Americans. Healthy People 2010 used data from the National Health Interview Survey, which sampled all
Hispanics/Latinos.
gAge-adjusted for persons aged 25 years and older.
*P< .05; **P < .025; ***P< .017.
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Interpretation of accelerometer counts also
varies by type of activity performed. For
example, bicycling vigorously requires leg
movement that is not captured by accelerom-
eters worn on the waist, so the cyclist might not
reach 1000 counts per minute. However, only
small percentages of US adults participate in
activities that do not register accelerometer
counts (e.g., swimming and bicycling) on any
given day.22 Accelerometers are not considered
to be a gold standard for measuring physical
activity but are effective in capturing locomotion
minute by minute for better assessment of the
duration and intensity of movement without the
issues of memory, cognition, and social effects
that are inherent in self-report data.

Our findings have implications for public
health practice because they improve our un-
derstanding of disparities in physical activity

and low physical activity levels in the United
States. Programs such as the Steps to
a HealthierUS initiative23 and REACH US24

intervene at the community level to reduce
disparities in chronic disease and related factors.
Although we found evidence suggesting that
Hispanics have less extra risk than previously
thought for physical activity–related health
conditions, we do not suggest that funding
should be shifted away from Hispanic commu-
nities. Rather, these findings can help in the
design of multicomponent community programs
intended to reduce disparities in chronic disease
and related factors, such as the Steps to
a HealthierUS initiative and REACH US, that
more effectively target components of groups
that will benefit the most and thereby facilitate
more cost-effective allocation of funds within
programs.

Our study also revealed some of the limita-
tions of self-report data in physical activity
surveillance. Because surveillance data informs
the planning of multicomponent, multisectoral
interventions and is used for research, public
health stakeholders’ interests in surveillance
data are many and varied. The NHANES
data only serve the needs of researchers, so
multiple data sources at the individual and
community levels are required for other pur-
poses. Our findings and those of others who
analyzed accelerometer data from the 2003
to 2004 NHANES suggest that physical activity
surveillance that relies on self-report alone
to assess individual behavior may not be
accurate enough to meet the needs of stake-
holders.7–9 We recommend that future surveil-
lance employ both accelerometry and self-report
surveys linked to data sources from related
sectors of society. Thus, surveillance could pro-
vide contextual information about physical
activity behaviors while ensuring that the com-
plementary data sources have acceptable
accuracy and precision for researchers and
practitioners.

The analytic sample of the NHANES data
yielded usable prevalence estimates for 2 of 3
Healthy People 2010 objectives of interest (22-1
and 22-2) and for all sociodemographic char-
acteristics. The prevalence of vigorous activity
in the sample was too low to evaluate objective
22-3. Prevalence of 2 age groups was also too
low to include in the analyses. However, our
data captured the most important indicators for
public health (i.e., inactivity and regular mod-
erate- to vigorous-intensity activity). Although
our definitions of race/ethnicity and disability
status differed from those used by Healthy
People 2010 because the surveys varied, we
believe that the analyses of these groups pro-
vide valuable insights into potential disparities
in physical activity.

In response to the release of the NHANES
accelerometer data, we investigated differences
in identifying disparities between 2 methods of
physical activity surveillance: accelerometry
and self-report. We used indicators from the
NHANES data that were similar to Healthy
People 2010 self-report data and found that
Mexican American adults were more active
than non-Hispanic Blacks and Whites and that
groups defined by race/ethnicity and educa-
tional attainment were more similar than

Note. Shaded cells reflect the degree of disparity in physical activity within each sociodemographic characteristic; darker

shades reflect greater disparities than those who had more favorable prevalence of physical activity; best indicates most

favorable prevalence. Disparity from the best group prevalence was defined as the percentage difference between the best

group prevalence and each of the other group prevalences for a characteristic. Definitions of ethnicity and disability status

differed between Healthy People 2010 and NHANES.

Source. Healthy People 2010 self-reported physical activity from the National Health Interview Survey 2003.15 Accelerometry

data from NHANES 2003–2004.6

FIGURE 1—Comparison of physical activity disparities for Healthy People 2010 (HP 2010)

objectives 22-1 and 22-2, by self-report and accelerometer: National Health and Nutrition

Examination Survey (NHANES), 2003–2004.
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previously thought. Our findings are consistent
with other studies of accelerometer data, with
the Hispanic paradox, and with previously
identified issues regarding self-report data on
physical activity in surveillance systems. Our
study has implications for public health prac-
tice because it increases our understanding of
physical activity disparities, which may lead to
better and more cost-effective interventions.
We hope that findings such as ours will encour-
age reevaluation of physical activity surveillance
methods that depend on self-report data. j
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