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Background: The 2016 United States (U.S.) Report Card on Physical Activity for Children and Youth provides a comprehensive 
evaluation of physical activity levels and factors in�uencing physical activity among children and youth. Methods: The report 
card includes 10 indicators: Overall Physical Activity, Sedentary Behavior, Active Transportation, Organized Sport Participa-
tion, Active Play, Health-related Fitness, Family and Peers, School, Community and the Built Environment, and Government 
Strategies and Investments. Nationally representative data were used to evaluate the indicators using a standard grading rubric. 
Results: Suf�cient data were available to assign grades to 7 of the indicators, and these ranged from B- for Community and the 
Built Environment to F for Active Transportation. Overall Physical Activity received a grade of D- due to the low prevalence of 
meeting physical activity guidelines. A grade of D was assigned to Health-related Fitness, re�ecting the low prevalence of meet-
ing cardiorespiratory �tness standards. Disparities across age, gender, racial/ethnic and socioeconomic groups were observed 
for several indicators. Conclusions: Continued poor grades suggest that additional work is required to provide opportunities for 
U.S. children to be physically active. The observed disparities indicate that special attention should be given to girls, minorities, 
and those from lower socioeconomic groups when implementing intervention strategies.
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Physical inactivity remains a global health issue. It has been 
estimated that 6% to 10% of the cases of several major chronic 
diseases and 9% of premature mortality worldwide is attributable to 
physical inactivity.1 The current physical activity (PA) guidelines in 
the United States (U.S.)2 and globally3 call for children and youth to 
participate in at least 60 minutes of MVPA daily, including vigorous 
activities on at least 3 days per week. Muscle and bone strength-
ening activities should also be performed on at least 3 days of the 
week. However, approximately 80% of adolescents globally are not 
achieving the minimum recommended guidelines for moderate-to-
vigorous physical activity (MVPA).4 The U.S. follows the global 
trend, as it is estimated that only approximately 25% of children 
and youth participate in 60 minutes of daily MVPA.5,6

The primary goal of the 2016 United States Report Card on 
Physical Activity for Children and Youth is to assess and track 
levels of PA and sedentary behaviors in U.S. children and youth, 

facilitators and barriers for PA, and related health outcomes. The 
2016 U.S. Report Card was developed under the auspices of the 
National Physical Activity Plan Alliance (www.physicalactivityplan.
org). This report summarizes the process and main results of the 
2016 U.S. Report Card. The 2016 U.S. Report Card provides an 
update on the current status since the release of the inaugural 2014 
U.S. Report Card.7

Methods

The 2016 U.S. Report Card was developed and produced by the U.S. 
Report Card Research Advisory Committee, which was established 
as a subcommittee of the National Physical Activity Plan Alliance 
(NPAPA). The Committee consisted of 12 volunteer members with 
a wide range of expertise in different aspects of PA among children 
and youth. The Committee was charged with identifying key data 
sources to inform the grading of the report card indicators, assign-
ing grades to each indicator, and producing the �nal report card 
document (available at www.physicalactivityplan.org). The authors 
of the present report were members of the 2016 U.S. Report Card 
Research Advisory Committee.

The 2016 U.S. Report Card includes 10 indicators related to 
PA and the potential barriers and facilitators to being physically 
active. The indicators that were assessed are provided in Table 1. 
The Committee identi�ed nationally representative sources of sur-
veillance data to inform the grading of each indicator. The primary 
data sources included in the Report Card included the National 
Health and Nutrition Examination Survey (NHANES), Youth Risk 
Behavior Surveillance System (YRBSS), NHANES National Youth 
Fitness Survey (NNYFS), National Survey of Children’s Health 
(NSCH), and the National Household Travel Survey (NHTS). 
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Data from several additional surveys were used as secondary data 
sources to further inform the grade assignments and to provide 
information on the social and demographic context of PA, including 
its facilitators and barriers to participation. While the 2014 Report 
Card relied exclusively on published reports to inform the grading 
of the indicators,7 the 2016 Report Card includes the results of 
several original data analyses conducted by the Committee using 
publicly available datasets, as described below in relation to the 
results for each indicator.

Each of the 10 indicators in the 2016 Report Card was assigned 
a letter grade (A, B, C, D, F, or INC [Incomplete]) using the rubric 
that was developed for the 2014 Report Card (see footnote of 
Table 1).7 A primary, nationally representative data source was 
used to assign a preliminary grade based on the grading rubric 
through a quantitative evaluation of the indicator and the primary 
data. Following the preliminary grade assignment, the Committee 
reviewed the primary data for sociodemographic disparities as well 
as several secondary data sources which provided further context, 
and if signi�cant disparities were identi�ed (eg, age, gender, race/
ethnicity, socioeconomic status), the grade was lowered to re�ect 
the disparity. Depending on the severity of the observed disparities, 
the grades were lowered to either a minus grade or even a full lower 
letter grade based on the consensus of the Committee.

The 2016 Report Card was developed over a period of 1 year 
and involved several teleconferences and frequent e-mail commu-
nication among the Committee members. In addition, individual 
committee members were tasked with writing and reviewing speci�c 
sections of the report card to distribute the workload and capitalize 
on Committee members’ expertise. Brie�y, the major tasks of the 
Committee were accomplished during a series of teleconferences. 
The �rst teleconference was used to review the goals of the 2016 
U.S. Report Card, identify which indicators to include in the 2016 
U.S. Report Card, and identify the best sources of data to inform 
each grade. For consistency, the committee maintained the indicators 

from the 2014 Report Card and also attempted to maintain consis-
tency with the primary data sources to the extent possible. The goal 
of the second series of teleconferences was to review the data that 
were compiled for each indicator and to assign the �nal grades. A 
�nal set of teleconferences was convened to review and approve 
the �nal report card documents, after incorporating all Committee 
members’ comments on the draft documents.

Results

The 2016 U.S. Report Card (see Figure 1) represents the second 
comprehensive assessment of PA in U.S. children and youth under 
the auspices of the NPAPA, and follows the inaugural 2014 U.S. 
Report Card.7 Table 1 provides a list of the indicators assessed along 
with the associated grades assigned for 2016.

Overall Physical Activity: D-

The primary data source for overall PA levels among children and 
youth was the 2005–06 NHANES accelerometer dataset, which pro-
vides an objective assessment of PA. Although these data are several 
years old, this is the most recently available nationally representative 

Table 1 Grades According to Physical Activity 

Indicator in the 2016 United States Report Card on 

Physical Activity for Children and Youth

Indicator Grades

Overall Physical Activity Levels D-

Organized Sport Participation C-

Active Play INC

Active Transportation F

Sedentary Behaviors D-

Family and Peers INC

School D+

Health-related Fitness D

Community and the Built Environment B-

Government Strategies and Investments INC

Note. The grade for each indicator is based on the percentage of children and youth 
meeting a de�ned benchmark: A is 81% to 100%; B is 61% to 80%; C is 41% to 
60%, D is 21% to 40%; F is 0% to 20%; INC is Incomplete data.

Figure 1 — Front cover of the 2016 United States Report Card on Physical 
Activity for Children and Youth.
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public data on this topic. The publically available NHANES dataset 
was used to estimate the prevalence of children meeting current PA 
guidelines (60 min/day)2 on at least 5 of 7 days, using the Bayesian 
approach employed by Troiano and colleagues.5 Overall, 21.6% 
(95% CI: 20.0% to 23.2%) of 6- to 19-year-old U.S. children met 
the guidelines, and more boys (26.0%; 23.9% to 28.2%) than girls 
(16.9%; 15.0% to 18.9%) were considered physically active. Further, 
PA levels higher in younger children compared with older youth, 
with 42.5% (40.1% to 44.9%) of 6- to 11-year-olds meeting the 
guidelines, but only 7.5% (6.3% to 8.8%) and 5.1% (3.7% to 6.4%) 
of 12- to 15-year-olds and 16- to 19-year-olds, respectively, meeting 
the guidelines. These results are corroborated by data from the 2013 
YRBSS, in which 57.3% and 37.3% of high-school aged boys and 
girls, respectively, self-reported achieving 60 min/day of PA on at 
least 5 of the last 7 days.8 Thus, given the low national prevalence of 
achieving PA guidelines by U.S. children and youth using objective 
monitoring, coupled with evidence of age and gender disparities, a 
grade of D- was assigned to this indicator.

Sedentary Behaviors: D-

There are currently no quantitative guidelines for limiting overall 
sedentary behavior in children and youth in the U.S. Thus, the 
Committee relied on estimates and recommendations for screen 
time as the primary indicator of Sedentary Behavior. The National 
Heart, Lung and Blood Institute and the American Academy of 
Pediatrics recommend no more than 2 hours of screen time per day 
for children and youth.9,10 The primary data source for screen time 
was the 2013–2014 NHANES public-use dataset. A total of 37.2% 
(34.2% to 40.3%) of U.S. children and youth 2 to 19 years of age 
are currently meeting these screen time guidelines. However, the 
prevalence of meeting guidelines declines across age groups: 2 to 
5 years (47.1%; 42.6% to 51.6%); 6 to 11 years (39.4%; 35.0% 
to 43.7%), and 12 to 19 years (30.8%; 26.2% to 35.4%). Further, 
race/ethnic disparities were observed in screen time estimates. 
Non-Hispanic Asian (46.8%; 39.1% to 54.4%) and non-Hispanic 
white (39.6%; 34.9% to 44.4%) children and youth have the highest 
prevalence of meeting screen time guidelines followed by Hispanic/
Mexican American (35.7%; 30.9% to 40.5%) and Non-Hispanic 
black (26.7%; 23.2% to 30.3%) children and youth. Given the low 
prevalence of meeting screen time guidelines and the presence 
of age and race/ethnic disparities, a grade of D- was assigned for 
sedentary behavior.

Active Transportation: F

The Committee maintained the primary indicator for Active Trans-
portation as the percentage of U.S. children and youth who usually 
walk or bike to school, as measured by the NHTS. No new NHTS 
data have been released on active transportation since 2009, so the 
estimate of the proportion of children who usually walk or bike to 
school remains at 12.7%.11 Two new secondary data sources were 
added for the 2016 Report Card. At the school level, the 2014 School 
Health Policies and Practices Study (SHPPS) reported that in 61.5% 
of schools, 10% or less of the students walk or bike to school in the 
morning, and in 61.7% of schools, 10% or less of students walk or 
bike to a destination (including home) after school.12 Second, the 
2012 NNYFS asked children “Do you walk or bike to get to and 
from places?”, and based on our analysis of the dataset, 52.2% of 

12- to 15-year-olds responded positively. The grade of F assigned 
for Active Transportation re�ects the low overall prevalence of this 
behavior among children and youth.

Organized Sport Participation: C-

Organized youth sports have a long, rich history in the United States. 
There has been a long-term trend of increasing high school sport 
participation since the early 1970s; however, a gender gap where 
a greater number of boys than girls participate continues.13 The 
primary indicator for organized sport participation is the proportion 
of U.S. high school students participating on at least 1 school or 
community sports team, as reported by youth through the YRBSS. 
In the 2013 YRBSS, 54.0% of high school students reported par-
ticipating on at least 1 sports team.8 However, there are signi�cant 
gender disparities, as 59.6% of boys reported participating in sports 
as compared with 48.5% of girls.8 A grade of C- was assigned for 
Organized Sport Participation based on the relatively low overall 
prevalence and the existence of a gender disparity.

Active Play: INC

The Committee recognizes the importance of promoting active play 
among children and youth as one opportunity for PA. The indicator 
is the proportion of U.S. children and youth participating in daily 
unstructured, unorganized active play. However, there is currently 
a lack of nationally representative data to inform the selection of 
a grade for the 2016 Report Card, so an incomplete grade was 
assigned. One opportunity for active play is school recess. Accord-
ing to the 2014 SHPPS, more than 90% of schools offer recess to 
children from kindergarten through the �fth grade; however, this 
�gure drops to 34% in the 6th grade.12 On a positive note, in 93.1% 
of elementary schools, the format of recess allows for children to 
engage in unstructured free play.12

Health-related Fitness: D

Health-related �tness refers to those components of physical �tness 
that are affected by PA and are related to health status.14 In general, 
there are 5 main components of Health-related Fitness, including 
cardiorespiratory, morphological, muscular, motor, and metabolic 
�tness. The primary indicator for the 2016 Report Card was the 
proportion of U.S. youth meeting cardiorespiratory �tness standards. 
The primary data source was the NNYFS, and the benchmark was 
the proportion of youth who were in the Healthy Fitness Zone (HFZ) 
for cardiorespiratory �tness using the FITNESSGRAM criteria.15 
Among 12- to 15-year-olds participating in the 2012 NNYFS, 42.3% 
(95% CI: 36.3% to 48.3%) were in the HFZ for cardiorespiratory 
�tness. Further, there were disparities by gender and race/ethnicity. 
Signi�cantly fewer girls (33.9%; 27.5% to 40.2%) as compared 
with boys (50.4%; 42.7% to 58.2%) were in the HFZ, and there 
were differences across race/ethnicity as well, with 37.6% (22.0% 
to 53.3%) of non-Hispanic black, 42.7% (32.1 to 53.3) of Hispanic/
Mexican American, and 44.2% (37.0% to 51.4%) of non-Hispanic 
white youth meeting the HFZ criterion.

In addition to the primary indicator of cardiorespiratory �t-
ness, several secondary indicators of health-related �tness were 
also evaluated, including muscular �tness, morphological �tness 
and metabolic �tness. Data from the 2012 NNYFS indicate that 
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51.7% of youth 6 to 15 years of age are in the HFZ for pull-ups, 
with 47.4% (41.7% to 53.0%) of girls and 55.8% (48.0% to 63.7%) 
of boys meeting the HFZ standard. The most recent report from 
2011–2012 NHANES shows the prevalence of obesity in 2 to 19 
year old children was 16.9% (95% CI: 14.9% to 19.2%), placing 
them in the FITNESSGRAM Health Risk zone.16 Further, a recent 
analysis of data from NHANES (1999–2012) estimated the preva-
lence of metabolic syndrome (ie, clustering of 3 or more risk factors 
including high BMI, high blood glucose, low HDL-cholesterol, 
high triglycerides, and high blood pressure)17 in 12- to 19-year-
old adolescents was 9.8%, and the prevalence was higher in boys 
(10.9%) than in girls (6.3%).17

Overall, health-related �tness received a grade of D to re�ect the 
low proportion of children in the HFZ for cardiorespiratory �tness 
and to acknowledge the observed gender and race/ethnic disparities.

Family and Peers: INC

The Committee recognizes the important role that family and peers 
can play in promoting PA among children and youth. A primary 
indicator was developed for the 2016 Report Card, which is the 
proportion of U.S. parents or guardians and peers who provide social 
and instrumental support for children’s PA. Unfortunately, there are 
currently no nationally representative data available to inform the 
assignment of a grade for this indicator. Thus, assessing family and 
peer support for PA is highlighted as a priority for future surveillance 
efforts. In an effort to provide some indirect evidence of parents/
guardians as role models for PA, a subset of adults (20–60 years of 
age) from the 2012–2013 NHANES dataset with children 17 years 
of age or younger living in their household was identi�ed. Their 
weekly self-reported levels of MVPA were computed as [(weekly 
minutes of vigorous activity × 2) + (weekly minutes of moderate 
activity)] to estimate the prevalence of adults meeting the guidelines 
of 150 minutes/week of MVPA.2 The results showed that 45.0% 
(95% CI: 41.1% to 48.8%) of adults without children living in the 
household met the PA guidelines compared with 39.2% (95% CI: 
35.9% to 42.4%) of adults with children living in the household.

School: D+

Schools represent an environment that has the potential to in�uence 
the PA and sedentary behavior of most children and youth. Physical 
education is the cornerstone of any Comprehensive School Physical 
Activity Program, and the grade for this indicator was based on the 
prevalence of high school students who attended at least 1 physical 
education class per week. The Committee acknowledges that this 
benchmark sets a low bar, especially when compared with the cur-
rent PA recommendations for children and youth of achieving 60 
minutes per day of PA.2 Data from the 2013 YRBSS indicate that 
48.0% of high school students attended at least 1 physical education 
class in the previous week.8 In addition, participation in physical 
education is higher in boys (53.3%) compared with girls (42.8%), 
and it decreases across the high school years.8 Indeed, data from 
the 2014 SHPPS indicate that the percentage of schools requiring 
physical education ranges from 43% to 47% from kindergarten to 
the �fth grade, then decreases in a graded fashion to the eleventh and 
twelfth grades where the percentage is below 9%.12 As mentioned 
above, schools can provide signi�cant opportunities for PA beyond 
physical education. The percentage of secondary schools that have 
established and implemented a Comprehensive School Physical 
Activity Program, however, ranges from 0% to 10.2% across the 
surveyed states, with a median of 3.1%.18 The grade assigned for the 

school indicator was a D+ and re�ects the low prevalence of youth 
attending physical education, gender and age disparities in physical 
education, and the current low prevalence of Comprehensive School 
Physical Activity Programs.

Community and Built Environment: B-

To remain consistent with the 2014 Report Card, the Committee 
chose the primary indicator as the proportion of children and youth 
living in neighborhoods with at least 1 park or playground area. The 
primary data source was the 2011–2012 NSCH, which indicated that 
84.6% of children 12 years old and younger lived in neighborhoods 
with at least 1 park or playground area based on parental report.19 
Further, data from the 2011–2012 NSCH also showed that 86.6% of 
children lived in “safe” neighborhoods; however, there are signi�-
cant disparities related to race/ethnicity and socioeconomic status. 
For example, 77.2% and 77% of Hispanic and African American 
children, respectively, reported living in safe neighborhoods, com-
pared with 93.2% of white children.19 The relatively high level of 
access to parks and playgrounds led the Committee to assign a high 
grade for the community and built environment, which was down-
graded to a B- due to the existence of disparities. There are many 
aspects to the built environment, and it is important to note that the 
primary indicator taps into only 1 aspect of the built environment.

Government Strategies and Investments: INC

Local, state, and federal governments have an important role to 
play in the promotion of PA among children and youth. Policies, 
strategies and investments that increase opportunities for PA have 
the potential to signi�cantly impact population health.20 The U.S. 
federal government has initiated several programs that are aimed 
at improving PA levels in the population, as described in the 2014 
Report Card.7 The 2016 Report Card focused on governmental 
investments that support Comprehensive School Physical Activity 
Programs. However, there are insuf�cient data currently available 
to establish a robust benchmark to track progress in government 
strategies and investments. Therefore the Committee decided to 
assign a grade of incomplete for this indicator.

Discussion

Overall Physical Activity

The grade for Overall Physical Activity on the 2016 Report Card 
remains consistent with the 2014 Report Card at a D-. The low grade 
re�ects the �nding that the majority of children and youth in the 
U.S. do not meet PA recommendations (78.4%) based on objective 
monitoring and the existence of age and gender differences in PA 
participation. Boys are more active than girls, and there is a decline 
in PA levels with advancing age onto adolescence. These results 
are consistent with global trends, which suggest that approximately 
80% of adolescents worldwide are not obtaining the recommended 
levels of PA.4 Given the positive associations between PA and many 
health parameters during childhood,21 and the moderate tracking 
for PA between childhood and older ages,22 the promotion of PA 
among children and youth remains a public health priority.

Sedentary Behaviors

The Sedentary Behavior Research Network has de�ned sedentary 
behaviors as “any waking behavior characterized by an energy 
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expenditure ≤1.5 metabolic equivalents (METs) while in a sitting 
or reclining posture.”23 Several epidemiological studies have identi-
�ed associations between sedentary behavior and health indicators 
in children,24 as well as between sedentary behavior and chronic 
disease incidence and premature mortality in adults.25,26 However, 
there is currently insuf�cient evidence to develop quantitative 
guidelines for total sedentary behavior in children or adults. The 
Committee chose to grade sedentary behavior based on screen time, 
which is a prominent sedentary behavior of children and youth. Our 
analysis of the 2013–2014 NHANES indicated that only 37.2% of 
U.S. children and youth 2 to 19 years of age are currently meeting 
screen time guidelines (<2 hours per day). This estimate is lower 
than the estimate in the 2014 Report Card (53.5%) which was based 
on an analysis of the 2009–2010 NHANES by Fakhouri et al.27 The 
estimates differ mainly due to the differences in the age ranges of 
the samples (2–19 years in the current study and 6–11 years in the 
Fakhouri study). Given this new information, and the presence of 
signi�cant age, gender, and ethnic/race disparities, the grade for 
Sedentary Behavior was lowered from a D on the 2014 Report Card 
to a D- on the 2016 Report Card.

Active Transportation

The Active Transportation indicator received a grade of F, the 
lowest grade on the 2016 Report Card. The grade is unchanged 
since the 2014 Report Card, as no new data were available from 
the NHTS. The most recent data available are from the 2009 NHTS 
and the data showed that 12.7% of children and youth use active 
transportation (walking or biking) to travel to school, a decrease 
from 47.7% in 1969.11 The results of a recent study among 9- to 
11-year-old children from 12 countries reinforce the notion that 
children who engage in active transportation are more physically 
active.28 On average, children who actively commuted to school 
accumulated 6.0 (95% CI: 4.7 to 7.3) more minutes of MVPA 
on weekdays compared with those who used a passive means of 
transportation.28 Further, an analysis from the same study demon-
strated that children who actively commuted to school were less 
likely to be obese (OR = 0.72; 95% CI: 0.60 to 0.87) compare with 
children who reported motorized travel to school.29 The grade of F 
for Active Transportation indicates a great need to provide greater 
opportunities for children to safely walk and bicycle to and from 
their schools and other destinations.

Organized Sport Participation

Organized Sport Participation represents an important outlet for 
PA energy expenditure for children and youth.30 The grade for 
this indicator remained unchanged from the 2014 Report Card at 
C- despite new data on the topic. The grade is based on the �nd-
ing that approximately half of U.S. youth participated on at least 1 
organized school or community sports team, and the prevalence was 
lower among girls compared with boys. This grade is encouraging; 
however, there is a continued need to provide opportunities for both 
boys and girls to participate in organized youth sports. A signi�cant 
gender gap still exists in organized youth sports participation, so 
programs that encourage the participation of girls are particularly 
relevant.

Active Play

Unorganized play is one opportunity for children to be physically 
active. There is some evidence that children may sometimes be more 

active during free play when adults (parent, coach, etc.) are not 
directly leading activities compared with organized events.31 Fur-
ther, a recent review concluded that children who spend more time 
outdoors are more likely to be physically active.32 The Committee 
acknowledges that active play is an important outlet for children to 
be active in fun, safe environments. However, the incomplete grades 
on the 2016 Report Card as well as the 2014 Report Card7 represent 
a lack of nationally representative data assessing how much time 
children and youth in the U.S. spend engaging in active play. This 
is an important area for future national surveillance efforts.

Health-related Fitness

Due to the release of new national data from the 2012 NNYFS, the 
Committee was able to provide a grade for health-related �tness 
for the 2016 Report Card. This indicator had previously received a 
grade of INC on the 2014 Report Card due to a lack of nationally 
representative data. The grade of D re�ects the �nding of 42.3% 
of 12- to 15-year-old youth that are in the Healthy Fitness Zone of 
the FITNESSGRAM criteria for cardiorespiratory �tness. Further, 
analysis of secondary indicators that re�ect other components of 
health-related �tness (ie, morphological, muscular, metabolic) 
also demonstrate poor overall �tness and health of U.S. children 
and youth. The lack of temporal �tness data on representative 
samples of the U.S. population makes the interpretation of time 
trends dif�cult; however, a global analysis of secular changes in 
aerobic �tness from 27 countries demonstrated overall decreases 
since about 1970.33 The continued surveillance of objective mea-
surements of physical �tness of US children and youth is a public 
health priority.

Family and Peers

The Family and Peers indicator received a grade of INC on both 
the 2016 Report Card and the 2014 Report Card. The Committee 
acknowledges the in�uence of family and peers on children’s PA; 
however, there is currently a lack of nationally representative data 
on this topic to inform the assignment of a grade.

School

The Committee acknowledges the importance of implementing 
Comprehensive School Physical Activity Programs as a means to 
improve opportunities for PA among children and youth; however, 
given the lack of regular surveillance data on this topic, we chose 
to retain participation in physical education as the indicator for 
the 2016 Report Card. Physical education is the foundation of a 
Comprehensive School Physical Activity Program, and existing 
national surveillance systems track participation on a regular basis. 
The grade for the School indicator decreased from C- on the 2014 
Report Card to D+ on the 2016 Report Card. Overall, the preva-
lence of attending at least 1 physical education class in an average 
week decreased slightly among high school students from 51.8% 
to 48.0% between the 2011 YRBSS and the 2013 YRBSS.8 How-
ever, signi�cantly more males were attending physical education 
than girls, and attendance decreased signi�cantly across advancing 
school grades. Initial results from the 2014 School Health Pro�les 
Survey indicate that the percentage of secondary schools that have 
established and implemented a Comprehensive School Physical 
Activity Program was only 3.1%;18 however, the Committee will 
track changes in this indicator over time.
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Community and Built Environment

The grade for Community and the Built Environment remains 
unchanged from the 2014 Report Card at a B- given that no new data 
were available to inform a change to the previous grade. As in the 
2014 Report Card, the grade was assigned based only on the “pres-
ence” of a park or playground in a child’s neighborhood rather than 
the quality of the infrastructure or the frequency of its use. Based 
on an analysis of assigned grades from 15 countries participating 
the 2014 Report Card initiative,34 there was a signi�cant negative 
correlation (–0.69) between the grades for Overall Physical Activity 
and for Community and Built Environment,35 suggesting that the 
presence of infrastructure doesn’t necessarily translate into higher 
levels of PA. Further national surveillance data are required to better 
inform a more comprehensive assessment of the community and 
built environment related to PA.

Government Strategies and Investments

Local, state, and federal governments have an important role 
to play in PA promotion. Multilevel intervention strategies that 
include public policy may help communities to achieve behavior 
changes, especially as they relate to PA.20 Although the Commit-
tee considers progress on policy and investments imperative to 
improving population levels of PA, insuf�cient data were available 
to establish a benchmark and assign a grade this year. Given the 
increasing emphasis on the importance of Comprehensive School 
Physical Activity Programs in recent years, the Committee decided 
to highlight some initiatives that support these programs as well as 
providing support for children with disabilities:

• The CDC’s State Public Health Actions Program36 supports 
efforts nationwide to reduce the risk factors associated with 
childhood and adult obesity, diabetes, heart disease, and stroke. 
Speci�cally for physical education/PA, CDC currently funds all 
50 states and the District of Columbia to support districts and 
schools in implementing 2 components of a Comprehensive 
School Physical Activity Program—physical education and 
recess (PA during school). CDC also funds 32 states to support 
districts and schools with an in-depth process of developing, 
implementing, and evaluating Comprehensive School Physical 
Activity Programs

• Let’s Move! Active Schools37 is a national initiative that equips 
K–12 schools with the resources, tools, professional develop-
ment, funding opportunities, and technical assistance to create 
an active school environment where PA is integrated before, 
during and after school for at least 60 minutes every day

• The Presidential Youth Fitness Program38 addresses physical 
education, which is the foundational component of Comprehen-
sive School Physical Activity Programs. The Presidential Youth 
Fitness Program helps schools achieve excellence in physical 
education through quality �tness education and assessment 
practices

• I Can Do It, You Can Do It (ICDI)39 is an effort on the part of 
the federal government to promote PA participation among 
children with disabilities, a group that appears to be at dispro-
portionate risk for inactivity. ICDI is a mentoring program that 
uses an individualized approach to encourage regular PA and 
good nutrition for children and adults with disabilities.

These programs highlight the increasing interest in supporting 
Comprehensive School Physical Activity Program and increasing 

opportunities for children with disabilities. However, there is a need 
to increase the capacity of each state to implement these programs.

Strengths and Limitations

Major strengths of the 2016 Report Card include the use of nation-
ally representative data to inform the assignment of the grades, 
the use of a quantitative grading rubric in both 2014 and 2016, the 
identi�cation of a single primary data point for each indicator, and 
a diverse Report Card Research Advisory Committee with represen-
tation from across the country and from different disciplines. The 
grades are based on the best available data, but there are signi�cant 
surveillance gaps, as 3 of the 10 indicators could not be graded. 
Further, some of the data are several years old, making it dif�cult 
to make inferences about recent trends and current status. Currently, 
there is a lack of nationally representative data on instrumental and 
social support for PA from family and peers. There is also a lack of 
data on how much time children spend in active play. The report 
card would bene�t from the incorporation of these constructs into 
existing surveillance systems. A grade was also not assigned for 
Government Strategies and Investments. This is an important indi-
cator, but data on these factors are dif�cult to generate, making it 
challenging to establish a benchmark for this indicator.

Conclusion

The poor grades on the 2016 U.S. Report Card suggest that more 
work is required to provide opportunities for children to be physi-
cally active. Further, the observed disparities indicate that special 
attention should be given to some subgroups of the population, such 
as girls, minorities, and those from lower socioeconomic status 
households, when implementing PA promotion strategies.
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